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It’s a great honour to have been asked to become
the Clinical Editor of the AACP Journal. I am, as
many of you already know, heavily involved in
the administration of the British Acupuncture
Council (BAcC), for which I wear many hats.
Indeed, I am often asked which one I am talking
through! I take the view, though, that we are all
in this together, that what unites our various
traditions of acupuncture is far greater than what
divides us. I hope that I can bring this approach
to the Journal.
This edition was mostly assembled by Andrew
Wilson, the Corporate Editor, and very adroitly
so. What struck me as I reviewed the contributions, however, was not only the diversity and
quality of the articles, but also the overlap with
concerns with which I am familiar. Multi-bed
clinics, for example, are a source of considerable
debate within the acupuncture profession (see
Charlotte Stone’s clinical commentary in this
edition, ‘‘Multi-bed acupuncture clinics: a new
model of practice’’, pp. 61–66). Proponents
argue with some justification that they replicate
the kinds of outpatient department you find in
China, that practitioners benefit from the sharing
of clinical judgement, and perhaps most importantly, they reduce the cost of treatment. On the
other hand, their promotion as ‘‘affordable’’
tends to imply that everyone else isn’t, and that’s
before we even get into the practicalities of
ensuring that there is no cross-infection, and that
a patient’s right to dignity and confidentiality is
honoured.
Weighty stuff, as is the issue of treating professional sports people at the top of their tree
(see the case reports by Robert Grainger and
Ashley Merkur in this edition, pp. 67–76 and
77–84, respectively). Acupuncture, delivered by
traditional or medical practitioners, has a remarkably good safety record, and yet we all recognize
that there is a potential for transient adverse
events associated with treatment. Often with
musculoskeletal problems there is a tendency to
slightly greater symptoms after what will eventually turn out to be a very effective treatment.
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What happens, though, if in those few days the
sporting type is part of a team with a vital match
in prospect? And they lose because their star
player is adversely affected by treatment? In
the traditional world, the issue of cosmetic/
facial acupuncture has raised similar concerns,
and insurance companies are watching with
interest. Greater acceptance is leading to greater
accountability.
I’m also gratified to see our old friend Edzard
Ernst being interviewed in this issue (‘‘News
from the front’’, pp. 125–128), and admire
Rosemary Lillie and Andrew Wilson’s persistence in raising the issues they do. I must be one
of the few who doesn’t feel their blood curdle
when Edzard is mentioned, but while I disagree
fundamentally with his use of the randomized
controlled trial (RCT) and systematic review/
meta-analysis as the best and only criterion for
testing efficacy, I have to admit that his challenge, if we disagree with him, to produce
something that carries the same force is a valid
one, and one to which our profession is only just
waking up. Bleating about how RCTs are unfair
hasn’t and won’t get us anywhere; looking at
what we do and trying to find more adequate
ways of describing the process may well do.
Then finally we have the mention of the
new National Institute for Health and Clinical
Excellence guidelines (‘‘News from the front’’,
pp. 129–120), ones that I suspect place AACP
Ltd in the box seat as far as being commissioned
to provide acupuncture within the National
Health Service is concerned. Many of you know
about the horrors of primary care trust commissioning processes, and it’s been a fun month
in the BAcC asking people about their equal
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opportunities policies and commitments to
diversity as single self-employed practitioners.
Undoubtedly, doctors will not only want to use
the guidelines, but will also be audited eventually
on how well they have implemented them.
Physiotherapists are likely to be uniquely placed
within the system at this point to be the first
to deliver the 10-session bursts, and I hope
to receive some first-hand accounts of these
experiences soon for guide the rest of us.
In short, it’s been a highly enjoyable experience helping Andrew to assemble this issue and
if I, as a fellow practitioner, find it a good read,
I know you will too. It seems to me that there are
many ways in which the Journal can be made even
better, but before dashing way with my own
unique brand of permanent revolution, I would
be very interested to hear from you about what
you would like to see in the Journal, and how,
for example, it can complement or even share
material with other peer journals like Acupuncture
in Medicine, the European Journal of Oriental Medicine
and the Journal of Chinese Medicine.
It always sounds rather banal and lame to say
so, but it is your Journal, and over the years,
nearly every good idea in the BAcC’s development of good information supply for members
was ‘‘bottom up’’, not ‘‘top down’’. In the words
of the poet Ogden Nash: ‘‘Does anybody want
any flotsam? I gotsam. Does anybody want any
jetsam? I can getsam.’’ You only have to ask, we
shall try our best to deliver.
Salus maintenant!
John Wheeler
Clinical Editor
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Chair report

This is my first report as Chair, so please let me
introduce myself.
My name is Merian Denning. I live in South
Manchester (although some posher souls would
call it Cheshire!) and work in a busy practice
treating National Health Service patients referred
by local general practitioners. I have been on
the Board of AACP Ltd for 3 years, first as
IAAPT Representative and latterly as ViceChair. It is both an honour and a challenge to be
asked to become the Chair of the Association,
and I am acutely aware that I follow in great
footsteps.
Jennie Longbottom has breathed new life into
AACP over the past 3 years. She worked tirelessly to create a dynamic, member-centred
organization that has become a respected voice
in the acupuncture community. We are all
indebted to her for giving so much of her time
and energy to the Association during her term as
Chair, and I will strive to lead the organization
further along on the course she has set.
Those of you who use the website may already
have seen my 3-year plan, but anyone who has
not yet done so is invited to read it in this edition
of the Journal (see pp. 107–111). There is much
work to be done, but as a member-centred
organization, I hope many of you will contribute
to the continuing development of AACP. There
are many ways to help. You can offer to assist
your regional representative, or you can even
become one! You can help to run continuing
professional development (CPD) or training
events. If you have advanced membership, you
may wish to consider mentoring newer practitioners, or perhaps you would like to influence
the way the Association works, in which case,
you may want to join the Board. If you feel that
you can contribute in any way, please get in
touch with the AACP Office and they will
contact the relevant person to take your offer
forward.
We are pleased to welcome two new members
to the Board. We are happy to welcome Kim
Rowe back to the Association now that her
family commitments are less onerous. We also
 2009 Acupuncture Association of Chartered Physiotherapists

welcome Dave Graham-Woollard, who joins the
Board as Regional Representatives Chair.
In February 2009, AACP successfully presented a motion at the Annual Representatives
Conference in Manchester asking the Chartered
Society of Physiotherapy to work to protect our
autonomy as practitioners. This proposal was
made in response to the growing threat to our
professional autonomy from trust managers who
dictate what treatments we can and cannot give,
and from the provision of traditional physiotherapy skills by health practitioners who offer
treatments such as acupuncture and massage, but
not as part of integrated, evidence-based treatment. We are uniquely placed to provide fantastic value-for-money, high-quality, evidence-based
treatment, and we need to protect our unique
position. In the light of the harsh economic
climate that we are currently experiencing, our
one-stop shop approach should prove advantageous, providing that purchasers realize how
versatile physiotherapy can be. The publication
of the National Institute for Health and Clinical
Excellence (NICE) guidelines for low back pain
in May 2009 provided the perfect opportunity to
showcase the versatility of physiotherapists,
especially AACP members! We are able to
deliver mobilization, exercise and acupuncture,
as recommended by NICE, in a single appointment! The Association is working hard to raise
the profile of its membership. I hope that you, as
individual members, will also play your part in
promoting our versatile profession.
Conference 2009 was our most ambitious to
date. We were delighted to welcome an international cast of speakers, who wowed us with
their elegant science and inspiring presentations.
Many thanks go to all who worked so hard to
make this event a huge success. Planning for next
year’s Conference is well under way. The title is
‘‘Synergy in Practice’’, continuing the theme of
integrating acupuncture with other facets of
physiotherapy. It was gratifying to see that so
many of this year’s delegates were attending
Conference for the first time: I hope you will
come back to Wyboston Lakes next May, and
7
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perhaps, bring a friend or colleague with you
next time!
The graveyard slot at Conference was definitely given to Dr Mindy Cairns, the AACP
research officer, who guided a surprisingly large
audience through the ins and outs of research.
Many members of our Association are evidently
contemplating research. If you are one of them,
you will be interested in the new grants available
for small projects, such as MSc dissertations.
Details are available on the website.
The AACP are currently looking into new and
dynamic ways to provide CPD. The roadshows
have served us well, but we feel that the time has
come to replace these with another formula. We
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will be posting new CPD courses on the website,
so keep your eyes peeled.
As we settle into autumn and the summer
holidays become a distant memory, I hope that
you will find plenty to whet your appetite and
renew your interest in this edition of the Journal.
Our sincere thanks go to all who have contributed, and to our new Clinical Editor, Mr John
Wheeler. We are very glad to welcome John to
AACP, and hope that you can provide him with
interesting contributions and feedback. After all,
it is your Journal!
Merian Denning
Chair
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Interim Chief Executive Officer report

We live in interesting times!
May 2009 may well be seen as a very significant
time in the history of AACP Ltd. Why? As
Jennie Longbottom steps down as Chair of
the Association and Merian Denning takes on
the mantle, it represents the end of one era and
the start of a new period that will be as potentially important for the longer-term growth of
AACP Ltd as Jennie’s time in office. I refer to
the Board’s decision to appoint a Chief Executive Officer (CEO) to lead the Association in its
future direction. The recruitment process is now
well underway, and is being managed by the
Company Secretary, Michael Tolond, assisted by
myself. The final decision will be made by a
Board of Directors panel led by the new Chair,
Merian Denning, and I hope that an excellent
new CEO will be in post by the time you read
this article.
As for the Annual General Meeting that
was held yesterday, it was a rather quiet but
emotional affair that was very well attended by
many members who wished to thank Jennie
Longbottom for her long and distinguished service, and applauded her departure from the stage
laden with well-earned gifts and flowers.

What are they doing in the
Office?
It is really very quiet in the Office right now
because no one is there! This report is being
written on a laptop in Bedroom 1 of the
Robinson Executive Centre at Wyboston Lakes
because I am attending the Annual Conference.
It is the afternoon of Saturday 16 May and I’ve
been advised that tonight is party night!
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The Conference Centre is packed with delegates, the trade stands look excellent, and so far
all the arrangements are working out really well –
a great tribute to the hard work of Diane Morgan
in particular, and Gill Beadle and Cora-Anne
Baker over the last couple of months. They have
worked like troopers to get everything ready in
time doing extra hours as required and without
complaint.
Over 650 enquiries were handled for this years
Conference, and these resulted in some 84 delegates being present on Friday 15, 225 delegates
on Saturday 16, and 210 delegates on Sunday
17 May.
The previous week had seen a mountain
(should that be forest?) of papers being printed,
collated, assembled, inserted into files and folders, and finally, boxed and carried down from the
training room at AACP HQ, ready for transport
to Wyboston.
What superb conference centre facilities are to
be found here at the Wyboston Lakes Conference Centre; it is an inspired choice of venue and
well worth returning to. In fact, this is the third
year of a 5-year booking run of the Wyboston
Centre which has enabled both good prices to be
offered to the Association and members, and a
continuity of successful delivery at a popular and
reachable venue.
Most delegates I spoke to said they thought
the invited speakers were excellent, and added to
their personal knowledge; they also confirmed
their satisfaction with the food, and enjoyed
Saturday night’s band!
Gregory Byrne
Interim Chief Executive Oﬃcer
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Business Manager report

Office activities to Autumn 2009

tions put in place by Jennie Longbottom during
her tenure as Chair.
One subject of debate has been continuing
professional development. In response to your
feedback, we are trying once again to offer you
different topics, new speakers, varied themes and
more-accessible locations for 2010. It is inevitable that we cannot please all of the membership,
but we will do our best to balance geographical accessibility, theme and variety with cost
considerations.
The membership continues to increase steadily, and it will be interesting to see how this
develops over the coming months in light of the
press interest in the National Institute for Health
and Clinical Excellence statement on the use of
acupuncture in the treatment of back pain, which
was published on 27 May 2009.
Following on from the first membership data
table, published in the Spring 2009 edition of the
Journal, I have added data for the period up to
10 June 2009 for comparison (Table 1). It shows
that all regions have seen a growth in membership numbers, so a big thank you goes to the
AACP tutors who have delivered accredited
training and the regional representatives who
continue to work on behalf of the Association.

After a hectic spring preparing for Conference,
the work to devise the programme for Conference 2010 began in earnest. I think you will agree
that the small changes we have made to the
timetable offer a little more variation than in
previous years, but still represent exceptional
value for money. We listened to your feedback
and have given delegates more time to browse
the trade stands, something our loyal trade associates will welcome. Once again, we have worked
hard to secure some excellent speakers who will
be engaging and compelling. We are constantly
aware of our obligation to review and improve all
of the membership benefits that we provide to
you, including Conference. Thanks to those of
you that gave us feedback from this year’s events
and I hope the innovations we have made for
2010 will make the weekend even more worthwhile for those of you that attend.
What else has been happening here in Peterborough? At the time of writing, AACP Ltd are
carrying out the first round of interviews for the
appointment of a Chief Executive. By the time
you read this, the successful applicant should be
in post, and work will be well underway to take
the Association forward, building on the founda-

Table 1. Geographical distribution of the AACP membership [data compiled on 20 October 2008 (10/08) and 10 June 2009 (06/09)]
Membership status
Non-practising
Student

Accredited

Practising
Advanced

Accredited

Advanced

Honorary

Retired

Total

Region

10/08 06/09 10/08 06/09 10/08 06/09 10/08 06/09 10/08 06/09 10/08 06/09 10/08 06/09 10/08 06/09

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

0
0
0
0
0
0
0
0
0
0
0
0
0

6
8
0
8
4
2
6
0
5
2
1
2
2

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

574
261
89
416
489
605
230
388
669
475
530
311
319

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

29
17
13
19
17
19
12
4
31
24
19
15
12

0
0
0
0
0
0
0
0
0
0
0
0
0

Grand total
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1
0
0
0
1
2
0
1
1
2
1
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
1
0
0
0
0

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

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

0
0
0
0
0
0
0
0
0
0
0
0
0

1
0
1
1
0
0
0
0
0
0
0
0
0

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

613
286
104
448
513
631
248
394
712
505
552
328
333

5307

5600
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The table now also includes members who have
elected to join as students and existing members
who have chosen to take advantage of the new
membership categories that were introduced
from 1 March 2009. Details of all membership
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categories and the terms under which they can be
offered can be found on the AACP website.
Sharon Fox
Business Manager
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Finance and Secretariat report

Financial matters
This report covers all financial activity up to the
Annual General Meeting (AGM) at this year’s
Conference on 16 May 2009, a period that covers
the approval and publishing of the AACP Ltd
audited Directors’ Report and Financial Statements for the year ended 31 December 2008 (i.e.
the annual accounts). These documents can be
found on the AACP website.
The annual accounts show an income for last
year of some £435 000, compared with an
income of £413 000 for 2007. This appears to be
a substantial increase, but one needs to beware
making any like-for-like comparisons between
the two annual accounts because 2007 was an
11-month year for AACP Ltd!
However, and most importantly, AACP did
grow, and remained ‘‘in profit’’ because,
although it is frequently described as a ‘‘not-forprofit company’’, this is actually misleading since
all firms need to make a profit, otherwise they
cannot survive and grow. A better description is
that of a ‘‘non-profit-taking company’’, which
confirms that the shareholders do not financially
benefit from a distribution of any profits made
by the company.

Current financial position
As of the current Board meeting on 15 May
2009, additional and improved financial information is being presented by way of monthly
Management Accounts to the Directors, and
these statements will be sent to them on a
monthly basis irrespective of whether there is a
Board meeting that month or not. This will
ensure that the Directors will have reliable and
up-to-date financial information available to
them at all times to better inform any financial
decisions that they may take. In addition to
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Income and Expenditure control accounting,
these Management Accounts, which are being
produced by Mr Mark Ruffles, Chartered
Accountant, will also include an annual cash-flow
projection to enable the Directors to predict
what funds will come into and go out of the
company throughout the year in order to aid
their financial planning.
As of the last quarter, which ended on
31 March 2009, the Management Accounts
show that income was ahead of budget at
£115 000 versus £108 000, and expenditure was
substantially lower.

Secretariat and staffing changes
In the Spring 2009 edition of the Journal, it was
reported that recruitment was underway for a
new part-time Administrative Assistant, and it is
pleasing to report that Cora-Anne Baker was
successfully recruited and started work in the
AACP office in January 2009.
The most exciting staffing development, of
course, was the April 2009 Board decision to
replace the Executive role performed by Jennie
Longbottom and to fill the gap created by when
she stood down as Executive Chair at the AGM
by recruiting a part-time Chief Executive to lead
the management of the company towards its
exciting future. It is hoped that the new Chief
Executive will be in post by the time that you
read this.
In addition, the sterling work done by Diane
Morgan, currently the full-time Administrative
Assistant, was formally recognized at the AACP
Board meeting held on 15 May 2009. Her post
has been re-graded and re-designated to that of
Senior Administrative Assistant.
Gregory Byrne
Interim Chief Executive Oﬃcer
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Webmaster report

Introduction

Table 1. Website total visitor count

This report covers the continuing progress of the
AACP website.
You can now find our website at:

Period

Unique visitors per day

Total visitors per day

2007
2008
2009 to date

58
60
78

96
96
140

(1) http://www.aacp.uk.com/
(2) http://www.aacp.org.uk/
(3) http://www.aacp.co.uk/

Website take-up
The website is monitored in a number of different ways and these are discussed below.

Developments
New uniform resource locator
Earlier this year, a successful bid was made for
another uniform resource locator (URL),
www.aacp.co.uk. This is one of the URLs that
AACP would have already been expected to
own, but it was unavailable until this year. With
the acquisition of www.aacp.org.uk in 2008, the
Association now owns both the expected
UK-based URLs. It is unlikely that AACP will be
able to acquire www.aacp.com since this is
owned by the American Academy of Clinical
Psychiatrists!
Possession of the expected URLs is one of the
recommended tools to attract visitors to websites
and it is possible that our acquisition may already
be contributing to traffic (see below).

Website visitors
Statistics maintained by our Internet service provider (ISP) demonstrate that take-up has been as
shown in Table 1.
There has been a significant increase in visits
to the website since March this year.
Members’ access
The website itself tracks logins by members.
Table 2 shows the numbers of members logging
in against the number of times each has logged
in.
These figures are an improvement compared
with the last report, but there are still more than
3000 members who have never logged on to the
site. Thus, the general level of website take-up by
members remains relatively disappointing. The
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) also remains
disappointing, although it has improved!

Online access to documents
It is now possible to access AACP documents
via the website. This capability has been incorporated in order to provide designated members
(e.g. the Board) with access to such documents
as minutes and reports.

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
2009 to date

1109
718
768
606

563
305
318
184

324
96
152
81

166
35
49
26

62
12
19
5

9
1
1
1

11 078
3569
4759
2750

*Start of website.

 2009 Acupuncture Association of Chartered Physiotherapists

15

Webmaster report
Table 3. Website search rankings: (N/R) not ranked

Search term(s)

Table 4. Website search results

Date of ranking

Search term

Search rating (2008)

June December June December June
2007 2007
2008 2007
2008

Consent
Contraindications
Blood donation
Safety
Continuing professional development
Guidelines
Courses

5.3%
3.4%
3.1%
2.6%
2.3%
1.8%
1.7%

Acupuncture
9
Acupuncture
physiotherapy
2
Acupuncturist
36
Acupuncture training 8
Find acupuncturist
9

9

5

10

4

1
N/R
9
5

1
8
6
6

1
N/R
7
6

1
1
3
3

Website visibility
Surveys on Google are carried out using a
number of relevant search terms and the results
are shown in Table 3.

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 since
the inception of the website are shown in Table
4.

Conclusions
The website, together with the members’ database, allows the Association to offer members
new facilities and gives AACP scope to provide
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many more in response to their requirements,
whilst keeping down its administrative costs and,
hence, members’ subscriptions.
Members are encouraged to think about using
the website and to let the Webmaster know if
there is anything that they think could be added
beneficially to the site. Including new areas or
facilities is simple, and can usually be done very
quickly. The website is one of the benefits of
membership, and the more interest there is in its
development, the more use it will be to all
members.
Do please send any questions or comments
you may have about the website to the Webmaster (webmaster@aacp.uk.com).
J. D. Longbottom
Webmaster
July 2009
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Clinical Interest Group Liaison Officer report

It has been a great challenge taking on the duties
of the Clinical Interest Group (CIG) Liaison
Officer. Lesley Pattenden is, without a shadow of
a doubt, a very hard act to follow.
During my first CIG meeting, a general consensus was reached with all the other groups to
highlight the problems and obstacles that face
the physiotherapy profession all over the UK,
and to encourage the members of each CIG to
come up with the solutions and discuss how to
implement these to take the profession forward.

Futhermore, the Chartered Society of Physiotherapy (CSP) is very keen to promote Congress
2009 in Liverpool, which will feature high-profile
speakers covering a wide range of topics. Please
refer to Frontline or the CSP website for further
details.
Finally, more information can be found on the
AACP website.
Ahmed Osman
Clinical Interest Group Liaison Oﬃcer

CPD Courses - 2009 Programme

CPD
Approved
Credits

Chinese Medicine & Acupuncture
Organised by the AcuMedic Foundation, London
Accredited by the Chinese Medical Institute & Register (CMIR)

Monday, 28 September
Chinese Qi Gong Cultivation & Qi Gong Tui-Na
Saturday, 10 October
Intensive Chinese Diagnosis

Postgraduate Courses in
Syndrome Acupuncture & Chinese
Medicine also available.

Sunday, 11 October
Intensive Syndrome Differentiation

Accredited by the
Beijing University of Chinese Medicine & CMIR

Saturday, 24 October
Acupuncture Clinical Applications Based on Pathology of Chinese Medicine
Sunday, 25 October
Clinical Andrology
Monday, 9 November
Chinese Nutrition Therapy
Saturday, 28 November
Advanced Clinical Acupuncture
Sunday, 29 November
For comments from other course participants visit www.cmir.org.uk
Cancer Management with Chinese Medicine
For full details contact our Course Administrators Lisa / Jing on:
Tel: +44 (0) 20 7388 6704
Email: courses@acumedic.com
Fax: +44 (0) 20 7387 8081
www.acumedic.com/courses/
Available soon, Bsc/ MSc/ PhD programmes accredited by the CMIR
in conjunction with major universities. Details on accrediting organisations www.cmir.org.uk
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IAAPT Representative report

What are your thoughts on the International
Association of Acupuncture Physical Therapists
(IAAPT) in these changing times?
The core principle of IAAPT, which is a
subgroup of the World Congress of Physiotherapy, is that ‘‘quality is in our hearts, skill is in
our hands’’. The Association aims to cross cultural and political barriers in order to support
national groups who wish to establish, maintain
and enhance the practice of acupuncture on a
global scale. AACP Ltd is the largest of the
15 groups represented in IAAPT at present, and
we believe that there is a greater role for us to
play with regard to promoting acupuncture
within physiotherapy.
However, membership of IAAPT comes at a
price: part of your AACP Ltd membership fees
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(approximately £1.00 per member) goes towards
maintaining the international group. We need to
consider whether this expense can still be justified in these times of financial hardship. Therefore, we would like to ask you whether we
should continue with our membership of
IAAPT, and if so, whether there are improvements you would like to be made by the group.
If you have any comments on this subject,
then please let me know by e-mail
(Lesley@aacp.uk.com).
Lesley Pattenden
IAAPT Representative
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For all your professional needs –
high quality acupuncture supplies
at competitive prices
Why shop around when you can
order everything you need from
Acupuncture Supplies Porthcawl:

Special
Offer

Seirin Needles
Only £7.50 per box of 100.
Order and receive FREE
samples of Tai Chi needles.

Tai Chi Needles
Needle Moxa
Cupping Sets
Electro-acupuncture
Clinical Devices
Diagnostic Instruments
Acupuncture Accessories
Books and Charts
Wide Range of Models

NEW
DVD
Range

Extensive range of acupuncture needles, moxa and cupping sets always in stock. We supply to Practitioners
and Professionals so you are assured of the best quality goods at the best prices.
For a free catalogue, contact us on 01797 482 114 or visit www.acupuncturedirect.co.uk

NEW DVD Range – including Anatomy for Acupuncture & Sports Injuries
FREE 1 week online trial
Acupuncture Supplies Porthcawl
7 Sawmill Yard, Blair Atholl, Perthshire, PH18 5TL
Tel: 01796 482 114 Fax: 01796 481 493
Email: sales@acupuncturedirect.co.uk

Check out our New Website
for Monthly Special Offers!
k
www.acupuncturedirect.co.u
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Regional reports

East Anglia
I’m writing this on
a blustery afternoon in May. Conference is just a
week away, and I’ll
be standing down
as Regional Representative at the
Annual General
Meeting.
We’re
still looking for a replacement, but I hope that
will have changed by the time this edition of the
Journal goes to press! I would like to thank
everyone for their enthusiasm and support over
the past 4 years. It has been great to get to know
some of you better.
We ran a very popular workshop on spinal
points with Lynn Pearce in January. There was
plenty for Lynn to cover because there are so
many powerful points in this area and the
2-h session flew by. She is coming back to
Hinchingbrooke Hospital, Huntingdon, in June
for a session on cupping, which sounds like it
will be a relaxing evening. I don’t know if this
technique will be used much within the National
Health Service (NHS), but I’m tempted to get
some cups and teach my husband to use them on
my back (not that he knows that yet!).
I’d just like to add that the role of Regional
Representative can be very rewarding and
informative, and I hope someone will grasp
the nettle. If you want to continue to use
Hinchingbrooke as a venue, it can easily be
arranged. Please feel free to contact me if you are
interested and have any questions.
Debbie Yates

International
Believe it or not, my sorry saga of ailments
continues.
Barely a month after recovering from the chest
injury I described in the Spring edition of the
Journal, we had a spell of very cold weather
 2009 Acupuncture Association of Chartered Physiotherapists

with snow and ice
early in January.
Whoops! Down I
went as I was
walking to work
one morning. I
managed to fumble for my mobile
phone, call my
secretary and ask
her to cancel my clinic for that day while I was
lying on the ice with one leg refusing to move!
Help arrived in the guise of the babysitter from a
nearby house, who did the right thing by checking for head injuries. Little did she know that, if
I had landed on my head, there would have been
no problems! Following a 999 call, two gorgeous
ambulance guys gathered me up and carted me
to the hospital for red-carpet treatment. The
whole orthopaedic department knew I was a
patient by now, so I was whipped through X-ray
and on to a ward in double-quick time. Chaos
resulted as the surgeons argued over who would
perform my total hip replacement.
Eventually, it was decided to operate the next
day, so the anaesthetic department did their bit
by trotting round and giving me a femoral nerve
block. It was wonderful: I had no pain, but was
able to move my foot up and down! Apart from
low haemoglobin and blood pressure, my postoperative recovery was uneventful. Instead, I
waited for 6 weeks until suffering a huge deepvein thrombosis in the opposite leg that meant I
even had to have chats on the phone with the
vascular surgeons. Why all this attention? What
has this got to do with acupuncture? Well, I’ve
treated most of the people who took care of me,
or their spouses, using acupuncture, so the moral
of the story is: acupuncture pays when you’re in
a tight spot!
As a result of all this, I’ve obviously been
dilatory in my Regional Representative duties,
but I have made contact with a number of folk
to get feedback on their experiences of using
acupuncture, or the route that they have had to
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Regional reports
take to get permission to use or receive recognition of their skills. If you’ve not heard from
me, but have a story to tell, please let me know
so that our small section of the Journal truly has
an international flavour, not endless stories of
hapless representatives!
The response regarding types of training in
different areas has been slow, but I comfort
myself by remembering that the seeds of big
trees take a long time to show green shoots.
I’m sure that you’re all towering oaks trees out
there, so I sit and wait. Please don’t disillusion
me!
We also have an alternate representative who
must think I am Rip Van Winkle since there
hasn’t been a peep out of me. Sorry, but I’m now
on the case again and will be in touch.
Conference was a huge success and I would
recommend all of you to think of attending. It’s
at just the right time of the year weather-wise,
and combines business with pleasure. It would
be lovely to meet you in person.
Felicity Edwards

North East England
Welcome to all
new members in
the area. I hope
that many of you
will either contact
me in the coming
months with ideas
about how we may
progress as a clinical interest group
(CIG) in the area, or attend a workshop or
course.
I have now met a lot of you at different events
and many others have e-mailed me. The general
consensus seems to be that you all want more:
more workshops, more courses, and more clinical reasoning and problem-solving sessions. I
hope to have set up some of these by the time
you read this in the Journal. Do keep sending me
your ideas. Please put them in writing (e-mail will
do) and keep checking the AACP website for
future events at Morpeth.
It may also be worth noting that many
responses have mentioned that it is much
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simpler to get here from York and Scarborough
than previously envisaged! Let’s see if we can get
some testimonials on the AACP website regarding how easy it is to reach to my clinic. There is
a train station in Morpeth as well!
So what’s been happening?
Kevin Reece ran a very well attended and very
compact tui na workshop in April. It was just a
taster, but enough to whet the appetite, I think.
Kevin successfully compared and contrasted traditional Chinese medicine (TCM) theory with
Western physiology. He also discussed research
relating to holographic metal scraping, Sato’s cats
and Whistleman’s rats, and manual therapy.
Kevin has a Master’s degree in Manipulative
Therapy and his special interests lie in connective
tissue. He describes tui na as a strong treatment:
it is applied to the superficial tissues, but may
also influence internal organs without needles.
His anecdotes about his study time in China
were very funny. We took lots of pictures and
these should have appeared on the website by
the time you read this. A photography workshop
may be my next mission.
Many of those who attended the course
approved of the workshop. Some mentioned
that they often required to make up continuing
professional development (CPD) hours, but
couldn’t always find a course that they wanted to
do. It was also pointed out that tui na was
something that was suitable for needlephobics, who can include practitioners as well as
patients!
Coming soon: I have negotiated a double
workshop for November, so potential candidates
have the option of attending a half- or full-day
CPD session. Jong Baik and Heather Dixon
will be tutoring acupuncture and its use in
whiplash and shoulder conditions in the morning, and then there will be a more traditional
theme of cupping and bloodletting for the
afternoon session. I think that this is a brilliant
way of covering Western and TCM uses of
acupuncture.
And then: I’m well aware of some of your
wishes regarding future courses and so I’m
about to approach Jennie Longbottom about
further courses for 2010, so keep checking the
website.
Karen Ogle
 2009 Acupuncture Association of Chartered Physiotherapists

Regional reports

North West England
Devendra Kumar
from Southport
has volunteered to
be our North West
alternate representative. He replaces
Janet
Wiggins,
who did such a
fine job from the
Wirral. Devendra
will cover the main population centres in the
region, such as Liverpool and Manchester. We
can look forward to a report from him in the
next edition of the Journal.
As for my area in Cumbria, I have replied to
some queries from members in the North West
via e-mail through the website, and I hope, steered
them in the right direction. I was actually away
when we had our last local acupuncture interest
group meeting in Cockermouth, for which I had
asked for feedback about the AACP website. The
minutes suggest that they seem to find the site
easy to navigate, but not always up to date.
The West Cumbria Primary Care Trust tried to
stop the use of acupuncture, but the physiotherapist in charge presented a case that seems to
have convinced the Trust to retain it as an
available treatment by trained physiotherapists
for the time being. Well done, Tracey!
I will gather more information about possible
speakers for local interest groups at the next
Regional Representative Committee meeting at
Conference.
Keep the information flowing, and if any
member in the North West using the website
sees that we still do not have a representative for
the bulk of the population, please get in touch
and I will explain what the role entails.
Dianne Allan

Scotland
East
I am the regional representative for the East of
Scotland and work at the Royal Infirmary of
Edinburgh. I would be happy to hear from any
new or old members.
We recently had a very successful roadshow in
Glasgow on 23 March. The feedback about this
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was extremely positive, and most importantly, showed
our appreciation
that teaching sessions being held
north of the border, which makes
these events so
much easier for
Scottish physiotherapists
to
attend. We had
great enlightening
talks from various speakers, including Lynn
Pearce, who was as interesting and entertaining
as ever, and Jennie Longbottom, who gave us
lots of food for thought on the sympathetic
nervous system and showed us some great
cadaver pictures.
The Lothian-wide acupuncture group continues to meet quarterly to discuss any issues related
to acupuncture and physiotherapy. We are hoping to adopt a more unified approach to acupuncture treatment in the region. A new
information leaflet for patients and a risk assessment questionnaire have been produced, and
these are available on the website. We have also
compiled a register in order to look at educational standards, and establish a system for CPD
training and revalidation. All of this information
will be available on the website for physiotherapists working in Lothian. The website can
be accessed via the Lothian Physiotherapy Acupuncture Clinical Network intranet. Our remit is
to look at regulatory issues and have a uniform
Lothian-wide standard for acupuncture. At the
Edinburgh Royal Infirmary, we have our own
small group, which meets every 2 months for
one hour and is mainly practically based.
As I write, Conference is almost upon us and
I hope that many of your will have attended and
enjoyed research discussions with our colleagues
from around the world.
If anyone is interested, I still have two DVDs
that can be borrowed by members. Please get in
touch if you would like to view these or perhaps
use them to provide in-service training for staff
at your local hospital.
Theresa Sheldon
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Regional reports
West
I am the regional representative for the West of
Scotland, and work in Argyll and Bute.
At the time of writing, the first part of an
80-Hour Foundation Course has just been completed at Inverclyde Royal Hospital, Greenock,
with the second part scheduled to take place at
the beginning of June. This course was heavily
oversubscribed, so the high demand for training
in acupuncture may mean we have to run
another course in Scotland at the end of the year.
An Acupuncture and Women’s Health Course
with Jennie Longbottom will also take place in
the Royal Alexandra Hospital, Paisley, on 28 and
29 November. There are still a few places left, so
if anyone is interested, please get in touch.
The Inverclyde Group continues to meet
quarterly for practical sessions, discussion and
feedback meetings, and literature reviews. If
anyone in the West is interested in attending,
please contact me.
The AACP roadshow that took place in
Glasgow in March was well attended and very
much appreciated. Feedback was very positive,
and there is great enthusiasm for more of these
events to be held here since it makes access to
training and updating so much easier for Scottish
physiotherapists.
I hope those of you who attended Conference
found it to be an enjoyable, educational and
thought-provoking experience.
I would be delighted to hear about any events
related to acupuncture that are happening in your
area or to receive suggestions for future events. I
have tried to reply to communications via the
AACP website as quickly as possible, but please
forgive me if I have not contacted you yet.
Wendy Rarity

I would like all the members within the South
Central region to form a network to liaise with
each other, share information on evidence-based
best practice, and exchange any ideas that would
benefit the region and the acupuncture CIG.

Figure 1. Ahmed Osman conducting an acupuncture
workshop at a student conference in Leeds.

Figure 1 is a picture of me doing an acupuncture workshop at the last student’s conference in
Leeds, which is an experience I thoroughly
enjoyed.
Ahmed Osman

South Central England
Hello everybody! Greetings to our existing members and a very warm welcome to those of you
who have newly joined. As usual, the South
Central region is thriving and we have are running lots of CPD activities. Nevertheless, please
don’t hesitate to refer to the AACP website for
further details or contact me if you have any
queries.
24

South East England
As I write, I am
preparing to assist
teaching a Top-Up
day in Dartford,
which I’m sure will
represent valuable
CPD hours for
 2009 Acupuncture Association of Chartered Physiotherapists

Regional reports
those who need a refresher. Courses continue in
the South East, some run by the NHS and others
by Physio First, and both foundation and
refresher CPD days are proving popular.
I have met with a few members in my region
and we have shared ideas, which has been both
interesting and valuable. Please contact me
[e-mail: moiratunstall@aol.com; tel: (01892)
724377] if I can be of any help at all.
I am sure you all find the Journal and the
AACP website very useful. I enjoy the debates
and the research papers in the Journal, but I
would love to see more articles on TCM because
my practice now combines Western and TCM
principles, which I find very successful. Only
today, Johnny Walker on Radio 2 quoted a
research article reporting that acupuncture is the
best intervention for low back pain.
Keep the flag flying!

Figure 2. Needling can be fun: a scene from the South
West Region continuing professional development day in
Tidmouth.

Moira Tunstall

South West England
The South West
region
remains
consistently active,
and there are primary care trust
(PCT) CIGs in
both Devon and
Cornwall.
The
Devon
group meets on a
frequent basis to support members and their
CPD with a combination of presentations and
peer reviews of case reports and research articles,
group discussion and interaction, and practical
needling demonstrations. Meetings are also a
useful forum to update members on current
professional issues within the PCT. Honiton in
East Devon was the primary venue until an
initiative to host ‘‘region wide’’ was agreed upon
in order to both share the workload and, more
importantly, to make travel easier for such a
dispersed group. The first such meeting, hosted
by Sue Keers, was scheduled to take place at
Cullompton in June. We look forward to working our way around the region. Could the fabled
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Figure 3. The delighted Tidmouth Garrison at the end
of their day of continuing professional development.

thatched cottage and cream tea prove to be a
reality at some time?
As always, the CIG is ably administered by
Nikki Parfitt. New members are most welcome
to contact her for further details (e-mail:
nicolaparfitt@nhs.net).
I was invited to run a practical needling skills
day for Ministry of Defence Physiotherapists in
the Wessex Region at Tidworth, Wiltshire, in
May (Figs 2 & 3). We had a great time and all
concerned thank Joan Valenzia for the efforts
she made to make it all come together.
A CPD day was organized by AACP in Exeter
in May. An appreciative audience of 35 delegates
listened to lectures by Dr Val Hopwood and
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Reg D’Souza on neurology and trigger points,
respectively. Thanks to everyone for taking the
time to support the event.
As always, you’re welcome to contact me at
any time about any matter pertaining to acupuncture [e-mail: m-chapman7@sky.com; tel: 01392
414067 (work)]. I do urge you to tell me about
any events taking place in your particular area.
Geography tends to closet and blinker us slightly.
Publicity in a wider forum may promote your
ideas, and I’m most willing to assist and facilitate
this for you.
Averil Bainbridge, the alternate representative
for the region, is standing down. I would like to
take this opportunity to thank her for the effort
and work she has put in over the past couple of
years in Cornwall. I would have been unable to
dedicate such time to this task, so am most
grateful. I hope that she will continue to show
her enthusiasm in and around Truro for a long
time to come.
Should you be interested in becoming
involved in the Association at this level, please
let myself or the AACP Office know as soon as
possible. Being a regional representative is not as
difficult as you might think. It’s an opportunity
to engage with interesting and friendly people
throughout the region, and close support is at
hand, as and when required, from both fellow
regional representatives and the AACP Office
itself.
Finally, please take the time to log on to the
AACP website. It provides a wealth of information and is well worth a visit.
Mike Chapman
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Wales
Communication
and
coherent
working seem to
be the watchwords
in the world of
regional
representatives at the
moment. A lot is
going on in Wales
at present, but
these events tend
to be independently run courses
and study days.
Please let me
know if you are
putting on any sort of event or if would be
interested in hosting one for the AACP in Wales.
Recent courses in West and East Wales have
been well attended, so there is definitely a thirst
for knowledge out there!
Attempts to set up a workable network have
been unsuccessful so far, but I know that there
are interest groups dotted around the various
trusts in Wales. It would be great if we could
have a named representative in each area so that
we could coordinate activities.
It was great to see a few of you at Conference:
it’s really not that far from Wales! Let me know
if there’s anything that you want us to run in
Wales or for Conference.
Contact can be made through the regional
representatives area of the AACP website.
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
wendyrarity@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
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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/
southwest@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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LITERATURE REVIEW

Moxibustion: a neglected healing art, or an unnecessary and
dangerous procedure?
A. Hoe
Physiotherapy Outpatients Department, Witney Community Hospital, Witney, UK

Abstract
Moxibustion is a component of traditional Chinese medicine (TCM) that has historically been
delivered alongside acupuncture in combined acupuncture–moxibustion therapy. This form of
treatment now appears to be little used by Western healthcare professionals who employ
acupuncture, such as physiotherapists. This review briefly examines the role of moxibustion in
TCM by referring to classical and contemporary literature, and some of the most commonly
used moxibustion techniques are described. A critical review of the scientific literature on
moxibustion is followed by a discussion of some of the apparent barriers to the use of this
treatment by modern professionals. The main findings of a survey of moxibustion use among
members of the Acupuncture Association of Chartered Physiotherapists (n=85) are also
reported, and these suggest that only 3.5% of members currently employ this technique.
Keywords: acupuncture, moxa, moxibustion, physiotherapy.

Introduction
Moxibustion is the branch of traditional Chinese
medicine (TCM) that involves the treatment and
prevention of disorders by applying heat to
acupuncture points by burning moxa, the dried
leaf of the herb Artemisia vulgaris (common
names: mugwort; common wormwood) (Dale
1997). The technique has been practised alongside acupuncture for hundreds of years as a
component of oriental medicine; however, moxibustion appears to enjoy little popularity in the
West, especially among scientifically trained
professionals such as physiotherapists (Box 1).
Some practitioners of traditional forms of
acupuncture consider needling and moxibustion
techniques to be complementary (Turner & Low
1981) and indivisible (Low 2001), and regard
both approaches as equally important (Ellis
1994). This basic association is highlighted in the
Chinese characters for acupuncture, Zhen Jiu or
Chen-Chiu, which literally translate as ‘‘needling
and burning’’ or ‘‘needling and moxibustion’’
Correspondence: Andrew Hoe, 9 Hertford Close,
Bicester, Oxfordshire OX26 4UX, UK (e-mail:
andrew.hoe1@btinternet.com).
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(Dale 1997; Low 2001). In contrast, the Western
term ‘‘acupuncture’’ derives from the Latin for
‘‘needle puncture’’, and the concept of moxibustion has been completely lost (Dale 1997).
According to Dale (1997), this mistranslation
was originally made by a French priest who
observed needling procedures in China and concluded that Zhen Jiu only involved needling.
Whatever the truth about how it came to be, it is
clear that there is a discrepancy over what the
term ‘‘acupuncture’’ means to many Eastern and
Western practitioners, and that this discrepancy
is reflected in the ways in which acupuncture is
practised.

Traditional Chinese medicine
literature on moxibustion
Classical literature
The classic works of TCM are the ancient texts
that formed the written basis for this system of
medicine. Among the very earliest are the Classic
of Moxibustion with Eleven Yin-Yang Channels and
the Classic of Moxibustion with Eleven Foot–Arm
Channels, which were found at Mawangdui,
29
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Box 1. A survey of moxibustion use among members of
the Acupuncture Association of Chartered Physiotherapists (AACP).
A recent survey of AACP members (n=85) undertaken
by the present author as partial fulfilment of the
Acupuncture MSc course at Coventry University, Coventry, UK, showed that only 3.5% of respondents used
moxibustion, and even these individuals used the
technique relatively infrequently (i.e. for between one
and 10 patients per month). There was evidence that
the members who were using this approach employed
a variety of techniques, including moxa sticks, cones
and heated needles. There was also evidence that
moxibustion was used for purposes other than simple
pain relief, including the treatment of bi syndromes,
deficiency syndromes and breech foetuses. The users
showed trends towards:
+ having practised acupuncture for longer than the
average respondent;
+ having higher acupuncture qualifications than average (and qualifications that reflected a bias towards
traditional Chinese medicine);
+ working from privately owned premises; and
+ working in the musculoskeletal field.
Some respondents also identified factors that contributed to them not using moxibustion, the most common reason being that they had never been taught this
technique (68.2%). (It is believed that this response
indicates the respondents’ concern about the depth of
their knowledge since moxibustion forms part of the
AACP foundation syllabus and all members should be
aware of it.) Other reasons given were a belief that it is
not necessary for effective treatment (21.2%), that it is
not allowed in their place of work (27.1%), the risk of
burns (14.1%), the smell (14.1%) and time pressures
(12.9%). Factors that might encourage greater use were
identified, the main two being better training about
moxibustion on courses (55.3%) and better scientific
evidence for its effectiveness (41.2%).

Changsham, China, in 1973, and date from
between 475 and 221 BCE (Xinghua & Baron
2008). Acupuncture itself is not mentioned in
written works until later, first appearing in the
Huangdi Neijing (c. 104–32 BCE), which also
contains many references to moxibustion
(Xinghua & Baron 2008). According to Xuetai
(1986), the discussion of this approach in the
classics is so frequent that some 50 methods of
moxibustion have been identified that are based
on these works.
By the third century CE, a new generation of
books devoted entirely to this technique had
been written, including Chao’s Moxibustion Method,
Moxibustion for Consumptive Disease and the New
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Book on Surgical Moxibustion (Turner & Low
1981). It is clear from these sources that moxibustion played an important part in TCM, where
it was commonly used as a complement to other
treatments such as herbalism, diet, acupuncture
and Qigong.
Modern literature
Wilcox (2008) listed a total of 15 different uses
of moxibustion within TCM theory. It is beyond
the scope of the present paper to detail all of
these; however, it is relevant to physiotherapy
that moxibustion is said to be useful in treating
some painful obstruction syndromes (bi syndromes). This is a common diagnosis for musculoskeletal problems in TCM. It has been
claimed that moxibustion is especially good at
relieving those problems that are associated
with Cold climatic influences, such as some
arthritic joint pains (Ellis 1994; Maciocia 1994).
Traditionally, another major use of moxibustion
is in chronic illness where there is a weakness
or deficiency (Xu) pattern. The skilled application of moxa is said to add energy into the
depleted energy system, causing a strengthening (Pirog 1996). Moxibustion also has a long
history of use as a preventive treatment (Wilcox
2005a).
Some authors have claimed that moxibustion
can increase the overall effectiveness of acupuncture for many conditions, and hence, this technique is more widely used in some styles of
acupuncture than in others. For example,
Japanese acupuncturists tend to use moxibustion
more frequently than Chinese practitioners
(Hopwood 2004).
Moxibustion can be used instead of needling
(Hopwood 2004) and some authors recommend
it as a home treatment to be used by patients to
supplement acupuncture in a clinic (Staebler
2005b; Betts 2006).

Common moxibustion techniques
Moxa cones
The oldest moxibustion technique is reputed to
be forming moxa wool into a cone, putting this
on an area of the body and igniting it (Fei &
Jianhua 1999; Wilcox 2005b). In direct moxibustion, the cone is placed directly onto the surface
 2009 Acupuncture Association of Chartered Physiotherapists
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Figure 1. Direct moxibustion: a medium moxa cone on
Zusanli (Stomach 36).

Figure 2. Indirect moxibustion: a large moxa cone on a
salt-filled navel.

of the skin, while in indirect moxibustion, it is
placed on a barrier layer of salt, garlic or ginger,
for example, usually with small holes punched
through it. These methods can be further subdivided into warming or burning types depending
on whether the moxa is removed before or after
a burn has occurred.
Most of the Chinese doctors cited in the
classical literature were in agreement that burning moxibustion (blistering and scarring) was the
more effective treatment approach (Wilcox
2008), and this technique is still practised in
China and Japan (Matsumoto & Euler 2005).
Burning moxibustion is not widely acceptable to
either Western professionals or their patients,
but many of the warming methods are, and
these form the primary focus for the present
article.
Visual images have traditionally been used to
identify and communicate the sizes of the cones
used in different circumstances. One classical
description likens the size of large, medium-sized
and small cones to broad beans, date stones and
rice grains, respectively (Turner & Low 1981),
while another uses broad beans, soy beans and
wheat berries for comparison (Fei & Jianhua
1999). Typically, a number of cones would be
applied to each point in succession, the total
number depending on the age, sex, pathology
and general condition of the patient (Turner &
Low 1981; Fei & Jianhua 1999). Figures 1 and 2
respectively show examples of direct and indirect
moxibustion using moxa cones.
Traditionally, non-blistering moxa cones have
been used in the treatment of lumbar and
abdominal pain, and blistering ones have been
used for asthma and tuberculosis, among other

conditions (Auteroche et al. 1992; Fei & Jianhua
1999). Indirect moxibustion using salt in the
navel was reported to restore yang, as well as
treat abdominal pain, vomiting and diarrhoea
(Wilcox 2008).
Japanese acupuncturists researched and
streamlined the earlier Chinese methods, and as a
consequence, now widely practise ‘‘thread moxibustion’’ (Matsumoto & Euler 2005). In this
practice, tiny cones of moxa wool, half the size
of a grain of rice, are burnt directly on the skin
(usually on an ointment). No attempt is made to
remove the cones, and these deliver an intense
but short-lived sensation to the recipient, rather
like an insect biting the skin. Much of the
Japanese research involves the study of this type
of moxibustion and it is used in the treatment of
many conditions (Matsumoto & Euler 2005).
Figure 3 shows thread moxibustion applied to
the lateral elbow, a treatment that is sometimes used to stimulate the immune system
(Matsumoto & Euler 2005).
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Figure 3. Japanese-style thread moxibustion applied to
the lateral elbow.
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Figure 4. Moxa roll being used to heat Zusalini
(Stomach 36).

Moxa sticks/rolls
In this method, the moxa comes rolled in manufactured sticks or rolls. These are activated by
igniting one end of the stick and holding it over
the selected point or diseased part of the body. A
variety of techniques involve moxa sticks, including circling, ironing (backwards and forwards
movements) and ‘‘sparrow-pecking’’, in which the
lighted stick is lowered towards the acupoint, without touching it, then raised again ‘‘like a sparrow
pecking at rice’’ (Fei & Jianhua 1999). Figure 4
shows a moxa stick being used in this way.
Many traditional doctors were also herbalists
who would mix other substances with the moxa
wool in the treatment of certain diseases. This is
an area of practice that raises health and safety
concerns in the West, and as such, is generally
not recommended for physiotherapists.
The ‘‘gentle’’ moxibustion said to be possible
with the moxa roll has been recommended for
the treatment of some rheumatic pains and bi
syndromes because it is reputed to warm and
unblock the channels (Fei & Jianhua 1999;
Wilcox 2008). It has also been used to treat
mal-positioned foetuses, paralysis and skin
diseases (Autoroche et al. 1992; Wilcox 2008).
Heated-needle moxibustion
This technique involves inserting a needle and
stimulating it appropriately, then heating the
needle with burning moxa. This can be done in
several ways; for example, by using a moxa roll,
employing loose moxa attached to the handle of
the needle or utilizing specially manufactured
cones. Figure 5 shows loose moxa attached to
needles.
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Figure 5. Heated-needle technique using loose moxa to
Shen Shu (Bladder 23). Guards have been placed around
the needles to protect the skin from any falling ash, an
Acupuncture Association of Chartered Physiotherapists
requirement.

The moxa attached to the handles of the
needles can be removed once it has cooled and
replaced with new material. The alternate heating
and cooling effect achieved with this method has
been recommended for the treatment of osteoarthritic joint pains (Turner & Low 1981; Ellis
1994) and chronic spinal problems (Turner &
Low 1981) among other conditions.
Modern moxibustion methods
There are many other ancient methods of moxibustion that are still in use today and many new
approaches have also been developed. Modern
techniques include small electrical devices that
can heat localized acupoints, stick-on moxibustion pillars, lotions and chemical heating devices.
It is not clear whether these are more or less
effective than traditional methods, although
many practitioners favour the latter for various
theoretical or practical reasons.

Scientific literature on
moxibustion
The idea of using intense heating or even burning of small areas of the body as a method of
promoting healing may at first seem contradictory to many people from a Western culture.
However, it is well established in scientific medicine that, when an area of the body is burnt,
there follows a non-specific immune response
(Delves 2008; Munster 2008). This response is
multi-faceted, and consists of a local inflammatory reaction as well as the mobilization of
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different types of white blood cells. These reactions serve the dual purpose of protecting the
body from further injury (e.g. from bacteria,
which can enter via any breach in the skin) and
repairing what has already been damaged.
It seems reasonable to suggest that stimulating
a non-specific immune response by deliberately
heating or burning a small area of tissue will not
only initiate healing of the damaged tissues, but
may also help to combat other concurrent
pathologies within the body. This is exactly what
Chinese doctors have claimed to have observed
in clinical practice over many centuries.
Although reliable evidence from randomized
controlled trials (RCTs) is lacking, there are
some studies in the scientific literature that
support the plausibility of these claims. For
example, many animal experiments have demonstrated the immune-modulating effects of moxibustion. Some authors claim that moxibustion
can alter the proportions of T-lymphocyte subsets (Yamashita et al. 2001; Matsukuma et al.
2005), and increase phagocytic and natural killer
cell activity in lymphocytes (Okazaki et al. 1983;
Choi et al. 2004; Qui et al. 2004). Others have
reported anti-inflammatory (Okazaki et al. 1990;
Tang et al. 1996; Matsukuma et al. 2005) and
analgesic effects (Kim et al. 2006; Uryu et al.
2007).
There have also been a number of studies on
human beings that have demonstrated immunemodulating effects. Wang et al. (2007) reported
an increase in the total lymphocyte count in
patients with AIDS. Hu et al. (1993) described
changes in the T-lymphocyte subsets of subjects with Hashimoto’s thyroiditis. Kung et al.
(2006) reported an immune response to moxibustion in patients with systemic lupus erythematosus. However, the quality of such studies
means that these are unlikely to ever feature in
National Institute for Health and Clinical
Excellence (NICE) guidelines. Nevertheless, the
data reported for human beings is generally in
keeping with that of the animal research.
The discovery of polymodal receptors –
sensory receptors that are responsive to both
pain and temperature stimuli (i.e. needling and
moxibustion), which have been the focus of
some Japanese research (Kawakita et al. 2006) –
may be of relevance to the treatment of painful
conditions by physiotherapists. It has been sug 2009 Acupuncture Association of Chartered Physiotherapists

Figure 6. Using the left hand as a rest, a therapist
applies indirect moxibustion with a smokeless moxa stick
to pre-marked points (Bladder 17, 18 and 20).

gested that moxibustion may promote pain relief
along the same pathways as needling by stimulating these receptors. Uryu et al. (2007) demonstrated the importance of endogenous opioids in
pain relief induced by moxibustion in rats by
antagonizing the effects with naloxone in the
same way that this was done in early acupuncture
experiments (Stux & Pomeranz 1995).
A modern application in which moxibustion is
used to stimulate immunity is in the teaching of
carers of patients undergoing chemotherapy to
apply indirect moxibustion to the Bladder (BL)
17, 18 and 20 points for a total of 30 min each
day (Staebler 2005a, b). Staebler (2005b) claimed
that this procedure can counter the drop in
erythrocytes and leukocytes caused by bone marrow depletion that otherwise leaves patients tired
and vulnerable to infections, among other things.
Figure 6 illustrates the application of this procedure. This is one area where routine blood
counts could be used as outcome measures in a
high-quality RCT of moxibustion.
The most widely known, good-quality RCT
on moxibustion concerns its use in turning
breech babies. Cardini & Weixin (1998) demonstrated increased foetal movement and a related
increase in cephalic presentations after using
moxibustion to BL67 (Zhiyin) on the mothers of
breech babies. On the basis of the above study
and others, moxibustion for this condition has
been reported favourably in a systematic review
by Anderson & Johnson (2005). Unfortunately,
an even higher quality trial by Cardini et al.
(2005) was interrupted before completion
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because of methodological difficulties. At the
time of cessation, these authors had not demonstrated any difference between the control and
the moxibustion groups, and this suggests that
there is still a need for further research into this
effect.

Discussion
The above papers are only a small subset of the
literature on moxibustion. There is a substantial quantity of work on this technique in the
Chinese and Japanese languages, and many
abstracts can now be obtained electronically. The
Japanese in particular have been scientifically
researching moxibustion since the 1920s and
have published a lot of material that has yet to be
translated.
However, there are many problems with this
literature base. To begin with, it is not readily
accessible to non-Japanese speakers, and when
only an abstract is available, it is impossible to
critically appraise the quality of the work. In
addition, those articles that have been published
in English are often found in specialist journals,
and can only be obtained by most healthcare
professionals through the British Library or by
Internet subscriptions that entail daunting costs.
In a review of Japanese acupuncture literature,
Itoh & Kitakoji (2007) also reported that most
articles were of poor scientific quality. Like
others, the above authors found a worrying
correlation between the scientific weakness of
the paper and the strength of the positive claims.
In addition, they identified only positive research
papers. This differentiates such work from European reviews and suggests that there is a very
strong publication bias operating in the Japanese
literature, perhaps because of different cultural
pressures.
In addition to the above factors, much of the
oriental literature is not scientific in its approach.
This is also partly cultural: the RCT has not
traditionally been the way in which TCM has
ensured its effectiveness. The classical Chinese
literature appears to be full of claims and counterclaims that have no real evidence to support
them, only the alleged high standing of the
doctors involved. Indeed, most of what has been
written is, in scientific terms, highly questionable.
Many scientifically trained physiotherapists will
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find additional barriers to comprehending the
moxibustion literature because of the alternative
language and theories of TCM.
One widely used physiotherapy textbook
(Robertson et al. 2006) has suggested that heat
can be used therapeutically for the relief of pain
and muscle spasm, general sedation, increasing
tissue extensibility, and accelerating healing and
the resolution of chronic inflammatory states,
among other things. It is conspicuous that
immune-system modulation is not included in
this list. However, the applications of heat used
to achieve the ends described above have generally involved moderate temperatures applied for
prolonged periods of time. It is possible that the
intensity or the localization of the heat involved
in moxibustion makes it an exception.
Cochrane reviews of the effectiveness of heat
therapy for treating rheumatoid arthritis and
osteoarthritis have stated that conclusive recommendations cannot be given because of the lack
of well-designed studies (Welch et al. 2002;
Brosseau et al. 2003). This opinion is mirrored in
clinical guidelines for neck, knee, shoulder and
low back pain (Philadelphia Panel 2001a, b, c, d).
The NICE guidelines for the treatment of osteoarthritis also comment on the lack of scientific
evidence for heat therapies (NICE 2008). It is
evident that the paucity of good-quality scientific
studies is not restricted to oriental medicine.
As with all treatment methods, there are contraindications and precautions for moxibustion
therapy, and these are similar to those for other
heat treatments. For example, it may be advisable
to avoid inflamed areas, broken skin, large blood
vessels, the nipples, genitalia and face, and to be
extremely cautious when treating areas with
diminished sensation or avoid these altogether.
As is the case with acupuncture, certain regions
may be best avoided during pregnancy. The
above is not an exhaustive inventory. Wilcox
(2008) catalogues a whole series of acu-moxa
points that should not be treated with moxibustion according to the classical literature, although
this list is not justified in any scientific way. Some
traditional acupuncturists suggest that the technique is contraindicated in ‘‘hot conditions’’, but
others disagree. There appear to be few conclusive and proven rules. Readers considering using
moxibustion are referred to the Acupuncture
Association of Chartered Physiotherapists
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(AACP) guidelines for safe practice (AACP
2007), which contain recommendations for the
use of moxibustion by physiotherapists.

fulfilled can the question be answered as to
whether or not physiotherapists should be using
moxibustion, or using it more frequently.

Barriers to modern-day use
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The author would like to thank: Dr Val
Hopwood of Coventry University, Coventry,
UK, who supervised his dissertation project;
Jennie Longbottom for her critical reading of the
manuscript; Merlin Young for his sharing of
information; Sharon Fox and the team at AACP
headquarters for their practical assistance with
the survey; and all the members of the Association who gave up their time to complete the
questionnaires.

Conclusions
As Wilcox (2008) reminded us, ‘‘Moxibustion is
one half of Acupuncture-Moxibustion.’’ However, it seems fair to say that, compared with
acupuncture, moxibustion has been neglected in
terms of both clinical usage and the amount of
research attention that it has attracted in the
West. Some of this neglect may be the result of
the numerous barriers discussed above.
Despite a long and widespread history of use
in the Eastern clinical environment, there are still
some unanswered questions about the effectiveness and safety of this therapy when it is subjected to the more rigorous methods of scientific
examination that are popular in the West. More
evidence is needed from good-quality RCTs in
order to evaluate the clinical effectiveness of
moxibustion. Better scientific research is also
needed concerning the safety aspects of moxibustion that are relevant to both patients and
practitioners. Only when these conditions are
 2009 Acupuncture Association of Chartered Physiotherapists
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LITERATURE REVIEW

Acupuncture and the treatment of low back pain: an
evidence-based literature review
M. Milczarek
Private Practice, Belfast, UK

Abstract
Low back pain (LBP) is a major health problem that causes absenteeism and disability, and
incurs significant medical expenses. This literature review examines the evidence base for the
use of acupuncture as an effective, efficacious and cost-effective therapeutic intervention for the
treatment of non-specific LBP. Ten key scientific papers published in the past decade were
selected for review, including a systematic review of randomized controlled trials (RCTs),
specific RCTs, meta-analyses and clinical guidelines. This material is appraised and discussed.
Although more rigorous studies are required to provide a stronger evidence base, it is concluded
that the use of acupuncture in the treatment of LBP is a safe and effective treatment option.
Keywords: acupuncture, low back pain, treatment.

Introduction
Low back pain (LBP) is defined as pain or
discomfort that is localized between the costal
margin (i.e. the bottom of the ribs) and the
inferior gluteal folds (i.e. the top of the legs), but
it may also involve associated leg pain (Waddell
2004). It is a common symptom of musculoskeletal problems, and of disorders involving the
lumbar vertebrae and related soft tissue structures (e.g. the muscles, ligaments, nerves and
intervertebral discs). This condition is a major
health problem that causes absenteeism and
disability, and incurs significant medical
expenses.
In 1998, 40% of the adult population of the
UK had experienced an episode of LBP lasting
for more than one day in the previous 12 months
(DH 1999). A 2001 survey reported a similar
figure for Scotland (Waddell 2004). The point
prevalence of LBP in the adult population of the
UK is 14–19% and the lifetime prevalence is
approximately 60%.
Low back pain is classified as:
Correspondence: Ms Monika Milczarek, 21 Orkney
Street, Belfast BT13 3 GR, UK (e-mail:
info@physioeurope.co.uk).
 2009 Acupuncture Association of Chartered Physiotherapists

+ acute, i.e. lasting for less than 6 weeks;
+ subacute, i.e. lasting for between 6 weeks and
3 months; and
+ chronic, i.e. lasting for more than 3 months.
After a first episode of LBP, approximately 62%
of patients still experience pain after 12 months
and about 33% have a relapse that causes an
absence from work.
Low back pain is also classified as:
+ specific, i.e. having a specific cause (e.g. an
infection, rheumatic disease, cancer or involving a nerve root); and
+ non-specific, i.e. not attributable to a specific
pathology.
The vast majority of cases of LBP are nonspecific.
In a national survey carried out in England and
Wales on behalf of the Department of Health,
40% of the adult population reported having
experienced LBP within the previous 12 months
(DH 1999).
Low back pain is the fifth most common
condition requiring primary care consultation in
Scotland, and 6% of the population are estimated
to consult a general practitioner about the condition every year. Furthermore, it has been calculated that, during any one year, patients
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suffering from LBP also visit: outpatient clinics
(10%); allied health professionals, including
physiotherapists (9%); osteopaths (5%); chiropractors (2%); and other specialists, such as
acupuncturists and occupational therapists. In
1998, the total cost of LBP to the UK National
Health Service (NHS) was estimated as
£974 million (Maniadakis & Gray 2000).
Traditional acupuncture treatment in combination with usual care for LBP has been claimed
to be cost-effective compared with usual care
alone at 24 months. The estimated cost per
quality-adjusted life year gained for the NHS has
been reported to be £4241 (Thomas et al. 2005).
Acupuncture is among the most popular of all
complementary or alternative therapies. It
encompasses a variety of different procedures
and techniques involving the stimulation of anatomically described points on the body, and is
defined as the insertion of solid needles into the
body for therapy or maintenance of health.
Two main forms of acupuncture are practised
in the UK: traditional Chinese acupuncture and
Western medical acupuncture. Traditional
Chinese acupuncture is based on the theory that
any manifestation of disease is a sign of disturbance or imbalance between the yin and yang
forces within the body. After a Chinese medical
assessment and diagnosis, needles are inserted at
specific acupuncture points, which lie under the
skin on invisible channels called meridians, in
order to alter energy flow (i.e. qi) and restore
balance. Western medical acupuncture is based
on Western-style medical diagnosis. The needling
locations are selected according to the principles
of neurophysiology and these need not be points
defined in the traditional model.
The purpose of the present literature review
was to examine the evidence base for the use of
acupuncture as an effective, efficacious and
cost-effective therapeutic intervention for the
treatment of non-specific lower back pain.

Materials and methods
Gathering and evaluating evidence
An initial literature search was performed in
order to identify all available national guidelines,
such as those from the National Institute for
Health and Clinical Excellence, and the Scottish
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Intercollegiate Guidelines Network. The present
author then searched for systematic reviews
using Internet resources such as the Cochrane
Database and Bandolier. Online databases such
as PubMed, MEDLINE and EMBASE were
employed next to locate relevant research papers.
Finally, a general Internet search using Google
and discussions with local specialists were considered, although it is recognized that this
approach provides the poorest quality of information because of the unreliability of hits generated by Internet search engines and the
individual personal bias of even the most
respected specialist.
The following hierarchy was used to evaluate
the evidence:
(1) systematic reviews of randomized controlled
trials (RCTs);
(2) RCTs;
(3) controlled observational studies (e.g. cohort
and case-control studies);
(4) uncontrolled observational studies (e.g. case
reports); and
(5) expert opinion.
Randomized controlled trials, especially those
with double-blind placebo controls, are regarded
as the gold standard of clinical research. These
studies work very well for assessing interventions
such as drug trials, but are less effective for
evaluating other approaches; for example, those
involving sham acupuncture or sham manipulation as the control.
In longitudinal or cohort investigations, a
group of people is followed over many years in
order to ascertain how variables may affect the
clinical outcome. Prospective studies are more
highly regarded than retrospective ones, although
the former obviously take many years to perform. Retrospective studies are more likely to
produce bias.
A meta-analysis takes, for example, 10 trials of
100 patients and combines the results as if these
represented a trial of 1000 patients. Metaanalyses can be useful tools, but these studies
have some important limitations:
+ The more data that are pooled, the more valid
the results may be in general, but these
findings may be less relevant to individual
patients.
 2009 Acupuncture Association of Chartered Physiotherapists
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+ The methodology may not be identical in all
studies.
+ Errors may be caused by a bias towards
certain publications.
Therefore, a large, well-conducted trial is considerably more valuable than a meta-analysis.
Relevance of studies or reviews
When examining at the relevance of clinical
studies or reviews, the present author considered
the following issues:
+ the type of intervention;
+ the size of the sample;
+ the type of subjects who were included and
excluded;
+ the type of control group used for comparison (ideally placebo);
+ how reliable the methodology was;
+ how convincing and relevant the outcome
was;
+ the type of outcome; and
+ whether there was any conflict of interest.
The papers identified by the literature search
were critically appraised for the quality, relevance
and usefulness of the results. The present author
assessed the available evidence for its relevance,
importance and applicability to patients in a
practice setting, and attempted to determine if
they were likely to benefit or be harmed by
acupuncture treatment for LBP.
The final selection of relevant literature is
described in Table 1.

MEDLINE and EMBASE, as well as the Chinese Cochrane Centre database of clinical trials
and Japanese databases. Thirty-five RCTs were
included in the review.
Furlan et al. (2005) concluded that the data do
not allow firm assumptions to be made about the
effectiveness of acupuncture treatment for acute
LBP; however, it is more effective for pain relief
and functional improvement in chronic LBP
than no treatment or sham acupuncture treatment, but only in the short term. Acupuncture
was not found to be more effective than other
conventional and complementary therapies.
Nevertheless, the data suggest that acupuncture
and dry needling may be useful adjuncts to other
therapies for chronic LBP. Because most of the
studies had small sample sizes and were of
poorer methodological quality, there is clearly a
need for further higher-quality trials in this area.
No clear recommendations could be made about
the most effective acupuncture technique.
Meta-analyses
Ernst & White (1998) performed a meta-analysis
of RCTs of acupuncture for the treatment of
back pain. It was shown to be superior to various
control interventions, although there was insufficient evidence to state whether it was superior
to placebo.
These authors noted that the assessment of
acupuncture as a therapeutic intervention for
Table 1. Chronological list of studies of acupuncture and low
back pain: (RCT) randomized controlled trial

Literature review

Reference

Type of study

Content

Systematic reviews of randomized
controlled trials
Only one systematic review of relevant RCTs
was identified.
Furlan et al. (2005) assessed the effects of
acupuncture as a treatment for non-specific LBP
and dry needling for myofascial pain syndrome
in the lower back region. These authors conducted literature searches for RCTs of acupuncture that involved needling for adults with nonspecific acute, subacute or chronic LBP, or dry
needling for myofascial pain syndrome in the
lower back region. The literature was limited to
reports published between 1996 and February
2003. Resources employed included CENTRAL,

Ernst & White
(1998)
Gidwani
(2004)
Furlan et al.
(2005)
Manheimer et al.
(2005)
Thomas et al.
(2005)
Ratcliffe et al.
(2006)
Thomas et al.
(2006)
Witt et al.
(2006)
Haake et al.
(2007)
NHSQIS
(2008)

Meta-analysis

12 RCTs included

Clinical guideline

3 references included
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Systematic review 35 RCTs included
Meta-analysis

22 RCTs included

RCT

241 subjects included

RCT

241 subjects included

RCT

241 subjects included

RCT

11 630 subjects included

RCT

1161 subjects included

Clinical guideline

21 references included
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back pain is notoriously difficult for several
reasons:
+ There are many variations among acupuncture techniques (e.g. the points used and the
method of stimulation) and these are not
necessarily comparable.
+ Back pain is not a distinct entity, but an
ill-defined category of complaints with diverse
causes.
+ Acute LBP frequently disappears within days
with or without treatment.
+ Patients invariably receive concomitant treatments.
+ There is no objective, universally accepted
outcome measure.
Collectively, the data analysed by Ernst & White
(1998) suggest that acupuncture is an effective
treatment for LBP. These authors proposed that
further studies are required to conclude with
certainty whether it has specific effects in
addition to its non-specific effects.
Ernst & White (1998) commented that the
optimal study of acupuncture for LBP should:
+ be randomized and fully blinded, and involve
an adequate acupuncture technique and
follow-up;
+ include a sample size based on power calculation;
+ evaluate success with a widely accepted outcome measure;
+ test acupuncture on a homogeneous subtype
of LBP that has previously been suggested to
respond favourably to treatment; and
+ detail all aspects of the method accurately.
This meta-analysis was carried out in 1998 and
involved 12 RCTs. Since that time, there has
been a significant increase in the number of
published systematic reviews and further metaanalyses have evaluated the relevant RCTs. Ernst
& White’s (1998) conclusion was that there was
insufficient evidence to prove that acupuncture
was superior to placebo. Subsequent reviews and
meta-analyses have been more positive with
regard to the usefulness of acupuncture as a
therapeutic intervention in the treatment of LBP.
Manheimer et al. (2005) also assessed the
effectiveness of acupuncture in treating LBP by
analysing data from 22 RCTs. They found that it
was an effective treatment for chronic LBP, but
that data were sparse and inconclusive with
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regard to patients with acute LBP. The above
authors concluded that there was no evidence to
suggest that acupuncture is more effective than
other active therapies for chronic LBP. They also
noted that acupuncture seemed to be less effective than spinal manipulation on the strength of
two studies.
The results of these two meta-analyses can be
usefully compared. Manheimer et al. (2005)
included more than twice as many RCTs as Ernst
& White (1998), and provided stronger evidence
for the superiority of acupuncture treatment to
sham control. The more recent update was also
able to quantitatively examine the longer-term
effects of acupuncture. Manheimer et al.’s (2005)
results suggest that acupuncture not only provides short-term relief, but may also provide
longer-term respite from chronic LBP.

Randomized controlled trials
Thomas et al. (2005) performed a pragmatic RCT
with two parallel groups of subjects (n=241).
The primary objective was to test the hypothesis
that a population of patients with persistent
non-specific LBP who were offered access to
traditional acupuncture care alongside conventional primary care would gain more long-term
pain relief than those who were offered only
conventional care. It was proposed that the
treatment regime that included acupuncture
would involve an equal or lower cost because
usual care commonly entails a mixture of physiotherapy, medication and recommended back
exercises. The secondary objectives of the study
were to monitor the safety and acceptability of
acupuncture care to patients, and to assess the
evidence for an ‘‘acupuncturist effect’’ by testing
the variation in outcomes for the six acupuncturists who participated in the trial.
A short course of acupuncture (i.e. consisting
of up to 10 sessions) for LBP was found to be
associated with increased costs to the NHS, but
was demonstrated to improve health-related
quality of life in the long term. Therefore,
Thomas et al. (2005) concluded that acupuncture
appears to be a cost-effective treatment LBP if
decision-makers are willing to pay up to £20 000
to gain one quality-adjusted life year.
It should be noted that the sample size of the
above study was relatively small, and Thomas
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et al.’s (2005) attempt to detect an ‘‘acupuncturist
effect’’ was hampered by this limitation. No
evidence of heterogeneity of effect was found
for the different acupuncturists. Furthermore,
although acupuncture may be a cost-effective
therapeutic intervention, it could be difficult to
justify in an NHS setting.
Witt et al. (2006) investigated the effectiveness
and costs of acupuncture in addition to routine
care in the treatment of chronic LBP, and
assessed whether the effects of acupuncture
differed in randomized and non-randomized
subjects from primary care practices in Germany
(n=11 630). This study showed that acupuncture
in addition to routine care resulted in clinically
relevant benefits and was cost-effective for a
large number of subjects with chronic LBP. The
authors stated that acupuncture should be considered as a viable option in the management of
patients with LBP.
In the German Acupuncture Trials (GERAC)
for Chronic Low Back Pain, Haake et al.
(2007) directly compared verum (i.e. traditional
Chinese) acupuncture with sham acupuncture
and guideline-based conventional therapy in
patients with chronic LBP. This randomized,
multicentre, blinded, parallel-group trial involved
three groups of subjects (n=1161).
The authors found that LBP improved for at
least 6 months after acupuncture treatment. The
effectiveness of acupuncture, whether verum or
sham, was almost twice that of conventional
therapy.
The unexpected finding of the similar effectiveness of sham and verum acupuncture raises
questions concerning the underlying mechanism
of the action of acupuncture, the emphasis that is
placed on learning traditional Chinese acupuncture points and the necessary depth of insertion
of acupuncture needles. The findings regarding
the effectiveness of acupuncture in comparison
to conventional therapy are also surprising, and
are at odds with the results reported by most
other RCTs and systematic RCT reviews.
Ratcliffe et al. (2006) evaluated the advantages
of acupuncture in the management of persistent
non-specific LBP using a cost-effectiveness
analysis of a RCT (n=241). They concluded that
a short course of traditional acupuncture for
persistent non-specific LBP in primary care confers a modest health benefit for a minor extra
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cost to the NHS compared with usual care, and
that it appears to be cost-effective in the longer
term.
Physiotherapists who working in both the
NHS and private practice are well aware of the
expense of providing a therapeutic intervention.
The above study suggests that acupuncture is a
cost-effective intervention in the treatment of
LBP, but it should be noted that only a small
number of subjects were included in this RCT.
Thomas et al. (2006) used a pragmatic, open
RCT to determine whether a short course of
traditional acupuncture improved the longerterm outcomes of subjects with persistent nonspecific LBP in primary care compared with
usual care (n=241). They found weak evidence
to support the effect of acupuncture on persistent non-specific LBP at 12 months, but stronger
confirmation of a small benefit at 24 months.
The authors concluded that referral to a qualified
traditional acupuncturist for a short course of
treatment is safe and acceptable to patients with
LBP.
Clinical guidelines
The Best Evidence Topics (BETs) were developed by the Emergency Department of Manchester Royal Infirmary, Manchester, UK, ‘‘to
provide rapid evidence-based answers to real-life
clinical questions, using a systematic approach to
reviewing the literature’’ (http://www.bestbets.
org/). These are intended to take into account
the shortcomings of much of the current evidence and allow practitioners to make the best of
what there is. Such databases useful for practitioners who may lack the expertise to evaluate
all the relevant (and irrelevant) clinical literature
to which they may be exposed.
Gidwani (2004) addressed the question of
whether acupuncture was better than standard
treatment at improving pain relief in adults with
chronic musculoskeletal back pain in a contribution to the BestBETs database. This author
concluded that acupuncture may be of shortterm benefit in chronic LBP and may be a useful
adjunct to conventional therapies.
Evidence Notes are clinical guidelines prepared by NHS Quality Improvement Scotland
(NHSQIS). These adopt a similar approach to
BestBETs publications.
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Evidence Note Number 24 (NHSQIS 2008)
addressed acupuncture for LBP and drew the
following conclusions:
+ There is insufficient evidence to conclude
whether acupuncture is effective or costeffective for acute LBP.
+ Acupuncture is more effective than no treatment and sham acupuncture for short-term
pain relief in chronic LBP.
+ Adding acupuncture to usual care (or specific
treatment) is more effective than usual care
(or specific treatment) alone for chronic LBP.
+ Two economic evaluations suggest that adding acupuncture to usual care is cost-effective
compared to usual care alone for subacute
and chronic LBP.
+ Evidence directly comparing the effectiveness
of acupuncture with other therapies in
chronic LBP is limited and evidence for their
relative cost-effectiveness is lacking.
These guidelines are less positive with regard to
the evidence base for the effectiveness of acupuncture as a clinical intervention in the treatment of LBP.

Conclusions
Over the past decade, several key pieces of
medical literature have been published that analyse acupuncture and its use as a cost-effective
clinical intervention in the treatment of LBP.
The present author focused on one systematic
review of RCTs and several specific trials in
order to determine whether there was an evidence base for the practice of acupuncture treatment and if it was a cost-effective intervention
for LBP.
The present literature review suggests that the
use of acupuncture in the treatment of LBP is a
safe and effective treatment option for patients,
but the evidence base supporting this approach
is relatively weak. More rigorously conducted
future studies may help to provide more conclusive evidence.
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Abstract
The Acupuncture Pilot Study for Persons with Dementia is the first study in the USA to
examine acupuncture as a treatment for Alzheimer’s disease (AD) and vascular dementia (VD).
Funded by the Helen Bader Foundation, the study was conducted from 1997 to 1999 at
Wellesley College’s Center for Research on Women, Wellesley, MA, USA. The study, which
included 11 treatment participants and no controls, demonstrated that acupuncture may be a
feasible and effective treatment for depression and anxiety in Americans with AD or VD. All
enrolled participants completed at least 22 acupuncture needling treatments and every required
evaluation. Using paired-sample t-tests, statistically significant improvements were found in
three of the four scales used to assess the effect of acupuncture on mood.
Keywords: acupuncture, Alzheimer’s disease, anxiety, complementary therapy, dementia, depression, energy, mood, vascular dementia.
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Introduction
The Acupuncture Pilot Study for Persons with
Dementia is the first study in the USA to examine
acupuncture as a treatment for Alzheimer’s
disease (AD) and vascular dementia (VD).
Funded by the Helen Bader Foundation, the
study was conducted from 1997 to 1999 at
Wellesley College’s Center for Research on
Women, Wellesley, MA, USA. The results indicate that acupuncture may be a feasible and
effective treatment for depression and anxiety
in Americans with AD and VD (EmersonLombardo 2000).
Background and purpose
Despite the many recent advances in the understanding of the causes of AD, approximately
4 million Americans living with AD (Evans et al.
1990) continue to experience impairments in
cognition, mood and activities of daily living.
According to the estimates by the Alzheimer’s
Association, 19 million Americans have a family
member afflicted with AD or a related disorder.
Over the next 50 years, the prevalence of AD
and related disorders is projected to rise to
almost 14 million Americans, potentially overwhelming the US healthcare system. The psychological and physiological illnesses resulting from
the stresses of care-giving are well documented
(Rabins et al. 1982; Zarit et al. 1985, 1986;
Chenoweth & Spencer 1986; George & Gwyther
1986; Eagles et al. 1987; Haley et al. 1987;
Pruchno & Potashnik 1989; Connell 1994;
Schultz et al. 1995; NAC/AARP 1999).
In addition to the cognitive decline associated
with AD, a large percentage of patients experience mood or behavioural problems (Wragg &
Jeste 1989; Teri 1996; Kumar et al. 1998; Janzing
et al. 1999; Levy et al. 1999; Stoppe et al. 1999).
Katz et al. (1999) advanced the theory that
depressive disorders represent common comorbidities, components or complications of
dementia, and Teri et al. (1999) estimated that
54% of persons with AD experience depressed
mood and 70% anxious mood symptoms. The
treatment of depression and anxiety in patients
Correspondence: Nancy B. Emerson Lombardo PhD,
ENR VAMC, Mail Stop 151B, 200 Springs
Road, Bedford, MA 01730, USA (e-mail:
nemerson@bu.edu).
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with AD or a related disorder can improve the
quality of life of both patients and their caregivers by reducing the frequency or intensity of
symptoms (Green 2001). However, conventional
pharmaceutical treatments for mood and behavioural issues, such as antidepressants (Reynolds
1996; Arsland 1998; Katz 1998; Kumar et al.
1998; Lacomblez 1998; López-Pousa & SerraMestres 1998), antipsychotics and anti-anxiety
drugs, not only provide mixed results, but often
have unpleasant side effects (Katz et al. 1999).
The high incidence of depression and anxiety
associated with AD, and the limitations of the
current treatment modalities, demand the consideration of alternative or complementary treatments, such as acupuncture. Acupuncture, a core
component of traditional Chinese medicine
(TCM), has been recognized by the National
Institutes of Health’s (NIH’s) National Centre of
Complementary and Alternative Medicine, and
the World Health Organization as a safe and
potentially effective therapy for treating conditions such as postoperative nausea and dental
pain, addiction, low back pain, osteoarthritis,
stroke, and asthma (NIH 1997). The US Food
and Drug Administration approved acupuncture
needling in spring 1996 as ‘‘safe and effective’’
(Lytle 1997).
Several studies have examined the effectiveness of acupuncture in treating both cognitive
and mood symptoms in dementia in the elderly,
particularly VD (Chen 1992; Xudong 1996). One
Chinese matched, controlled study of both cognition and mood symptoms in adults with VD
used Western diagnoses and outcome measures
to assess the results of acupuncture treatment.
The study found substantial and statistically significant improvements in cognition; improvement in mood was noted, but not as precisely
measured (Jiang et al. 1999). The good response
in persons with VD was consistent with positive
responses in persons with stroke (Naeser 1997).
More recently, Kao et al. (2000) reported
improvement in cognitive function following
acupuncture treatment in eight patients with mild
and moderate AD.
Several recent studies have suggested explanations for the effectiveness of acupuncture in
dementia. Xudong (1996) advanced the theory
that acupuncture improves symptoms of
dementia by enhancing perfusion and the oxygen
 2001 Aspen Publishers, Inc.
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content of the brain. Sun et al. (1999) described
acupuncture as uniquely fighting a deficiency of
both qi (energy) (Schyner & Flaws 1998) and
blood. Other TCM mechanisms (Wang & Zhai
1996) that we will just mention (their definition
is beyond the purview of this article) include
excess or stagnation of phlegm (obstruction)
in the heart, deficiency of kidney-essence,
deficiency of heart and sea, and deficiency of
brain (the marrow sea).
Acupuncture has also been shown in studies
in China, the USA and elsewhere to provide
symptom relief for depression (Das 1980;
Frydrychowski et al. 1986; Polyakov 1988;
Strauss 1988; Chen 1992; Dong Jiang 1993; Li
et al. 1994; Wei & Wei 1995; Allen et al. 1998;
Luo et al. 1998; Cheng 2000; Eich et al. 2000) and
anxiety (Schuaib & Haq 1977; Lo & Chung 1979;
Lanza 1986; Strauss 1988; Chen 1992; Eich et al.
2000) in cognitively intact persons with minimal
side effects, and with success rates comparable to
or better than those of conventional treatments,
including psychotherapy or pharmacotherapy.
Of these studies, a few were controlled trials that
were at least double-blind (Li et al. 1994; Allen
et al. 1998; Eich et al. 2000). Han (1986) and Luo
et al. (1987) compared electroacupuncture to
amitriptyline, a widely used and established antidepressant. In both studies, acupuncture showed
rates of beneficial effects similar to amitriptyline
and without the associated side effects. The
latter study used double-blind controls, included
133 total participants and used the Hamilton
Depression Scale as the outcome measure. In
the USA, Allen et al. (1998) conducted a
NIH-funded wait-list controlled clinical trial in
which acupuncture improved symptoms of
major depression in two-thirds of 34 female
participants.
The mechanism of acupuncture in treating
depression and/or anxiety is now partially understood. Cheng (1989) found acupuncture led to
activation of neurotransmitters in the central nervous system, primarily in the hypothalamus, suggesting a direct influence of acupuncture on the
pathogenic mechanisms of depression. Chen
(1992) suggested that electroacupuncture increases
serotonin and cerebral blood flow. Another study
reported that acupuncture stimulates the production of hypothalamic and pituitary neuropeptidereleasing factors, and several hormones (e.g.
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oxytocin, vasopressin and endorphins), many of
which have specific antidepressant properties
(Eich et al. 2000). Russian scientists (Dudaeva et al.
1990), reported neurophysiologic changes using
electroencephalography- and visual-evoked potentials during acupuncture treatment of depression.
Hui et al. (2000) conducted functional magnetic
resonance imaging (MRI) studies of the human
brain that demonstrated that participants experiencing de qi (i.e. a mild tugging sensation during
acupuncture treatment) but not pain had prominent decreases of functional MRI signals in limbic
and subcortical regions such as the amygdala, hippocampus, parahippocampus, hypothalamus, septal nucleus, caudate, putamen, nucleus accumbens,
anterior cingulate gyrus, anterior insula, temporal
pole and fronto-orbital cortex. The above authors
suggested that ‘‘modulation of this neuronal network by acupuncture could well contribute to its
efficacy for the treatment of diverse affective and
psychosomatic disorders’’ (Hui et al. 2000).
Although several studies have reported beneficial effects of acupuncture on symptoms of
AD or other dementias, many of them were not
rigorous or omitted details concerning design,
standards of diagnosis or treatment protocol
(NIH 1997). The study described here was the
first in the USA to apply rigorous and established
research methods to determine the feasibility and
explore the effectiveness of acupuncture in the
treatment of AD or VD (Emerson-Lombardo
2000).
We hypothesized that acupuncture would be a
safe, feasible and effective method for reducing the symptoms of anxiety, depression and
cognitive impairment for persons with AD.

Subjects and methods
Study design
The study was a simple phase-one study with no
controls. Its purpose was to determine if acupuncture could provide additional benefit to
persons who had dementia and were receiving
concurrent standard medical treatment, a recommended practice in current acupuncture research
(Hammerschlag 1997).
Eligibility criteria included diagnosis of probable AD or VD, an age of 55 years or older, and
a baseline Mini-Mental Status Exam (MMSE)
(Folstein et al. 1975) score of 15 or greater. We
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excluded people with severe AD, poor health or
bleeding diathesis, and those who had received
acupuncture treatment during the preceding
6 months. Diagnosis of AD or VD was established by a review of the candidates’ medical
records and confirmed by a thorough neurological exam by one of the project’s neurologist.
Participants received acupuncture treatments
three times a week for the first 2 weeks, then
two or three times a week for an additional
7–10 weeks. Because acupuncture treatment is
unproven in its effects on persons with dementia,
we did not ask participants to discontinue other
treatments for either mood disorders or cognitive impairment. Participants were allowed to
continue on previously established medical regimens, although they were asked not to start any
new treatment unless under physician’s orders.
Acupuncture treatment protocol. From the literature,
we identified acupuncture points most commonly used in anxiety, depression and dementia
studies. They were confirmed and modified
through a series of consensus meetings with our
acupuncturists. The main and secondary acupoints agreed upon by our team correlated with
the literature and team experience in treating
anxiety and depression in senile dementia and
memory disorders. The initial 10 main acupoints
selected were Gall Bladder (GB) 9, Governor
Vessel (GV) 16, GV20, GV23, GV24, Pericardium (PC) 6, Heart (HT) 7, Spleen (SP) 6,
Sishencong and Yintang. The secondary points
selected were Stomach (ST) 36, Large Intestine
(LI) 4, GB20, GV17, SP4, Kidney (KI) 3, Small
Intestine (SI) 3, Bladder (BL) 62, BL23, GV26,
and the cervical and thoracic Huato Jiaji points.
Acupuncturists were asked to diagnose participants according to the six diagnostic categories
from the 1991 Official Chinese Consensus
Standards on Traditional Chinese Medicine
Diagnosis and Treatment of Senile Dementia
(Xudong 1996):
+ Deficiency of Marrow Sea;
+ Insufficiency of Liver and Kidney Yin;
+ Flaring of Heart and Liver Fire;
+ Insufficiency of Spleen and Kidney Yang;
+ Stagnation of Phlegm and Fluid; and
+ Stagnation of Qi and Blood.
Relying on TCM texts, the team suggested
specific acupoints for each diagnostic category.
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The chart of subtypes and points was distributed
to team acupuncturists as one of our training
tools.
While this initial set of primary and secondary
points, together with the dementia subtypes,
formed the framework for our acupuncture
treatment protocol, individual acupuncturists
were given leeway to use their own judgment
regarding point selection and treatment method
according to TCM diagnosis and theory. As a
result, the initial protocol was flexible and served
as a set of guidelines for the individual acupuncturist to consider. Our purpose was to gain
experience and use that experience to further
develop and standardize the protocol for future
clinical trials.
Participant recruitment. We pursued an active
recruitment programme for about a year to
enrol sufficient participants. The Alzheimer’s
Association actively promoted the project
through a cover letter to family support group
leaders and mentioned it in the list of accepted
research projects published on its website.
Additional referrals came from acupuncturists
and directors of AD specialty units in assisted
living facilities or nursing homes. Local newspaper articles, presentations and personal referrals also generated some participants.
Assessments
After screening and the informed consent process were completed, eligible participants
received three rounds of evaluation: a baseline
assessment, a midpoint assessment and a posttreatment assessment. The baseline and the posttreatment assessments consisted of neurological,
psychological and research interviews, while the
midpoint evaluation consisted only of the
research interview. Both the persons with
dementia and their caregivers were part of the
interview process. In addition, for the duration
of the study, each caregiver was asked to fill out
daily logs about the participant’s condition. To
monitor the acupuncturists’ treatments and aid
future protocol replication, the study also
included three rounds of acupuncture assessment – before the first, thirteenth and last
treatments. Each assessment included a comprehensive medical history, an assessment of a
variety of physical and mood symptoms, and a
 2001 Aspen Publishers, Inc.
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tongue, pulse and skin examination. Team acupuncturists were required to keep a detailed
record of the acupoints they chose to use for
each patient at each treatment session and to
record the reason for their choices, especially for
acupoints that were not among the original
recommended options.
Measures
The interviews included both feasibility and
effectiveness measures.
Feasibility measures. The research interview incorporated various items that we developed to
measure the feasibility aspects of the study, such
as participants’ acceptance, compliance, perception of pain, adverse reactions, side effects and
adherence to acupuncture treatment, as well as
caregivers’ responses to the study. Both participants and caregivers provided feedback. The
caregivers’ daily logs also provided information
on the participants’ daily responses in mood and
behaviours to acupuncture treatment.
Eﬀectiveness measures. To assess the effect of acupuncture treatment on our primary outcomes,
anxiety and depression, as well as to explore the
effects on cognitive impairment, vitality and
function, we used the following established and
validated measures:
(1) Depression. We used two measures well validated in elderly persons with dementia: the
Cornell Scale for Depression in Dementia
(CSDD) (Alexopoulos et al. 1998), a 19-item
scale specifically designed for persons with
dementia; and the Geriatric Depression
Scale (GDS) (Yesavage et al. 1982). We used
the 30-item version of the GDS as part of
the psychologist’s interview and the 15-item
version (Ingram 1996) in the caregivers’
daily logs.
(2) Anxiety. We adapted the Profile of Mood
States (POMS) tension subscale (McNair
et al. 1992) to create dichotomous response
categories for use during the psychologist’s
interview with the participant, while we used
the original version in the caregivers’ daily
logs. We also used the Spielberger State–
Trait Anxiety Inventory (STAI) (Spielberger
1985), the most widely used state anxiety
measure.
 2001 Aspen Publishers, Inc.

(3) Cognitive impairment. The MMSE (Folstein
et al. 1975), a widely used instrument in
assessing memory and other cognitive functions, was used as both a screening tool and
as an outcome measure. We also used the
Controlled Oral Word Association Test
(FAS) (Benton et al. 1981), a reliable test for
controlled oral word association and fluency,
and the Boston Naming Test (BNT) (Mack
et al. 1992), a validated measure of naming
deficits.
(4) Mood, vitality, function, and overall health.
We used the Medical Outcomes Study
36-Item Short-Form Health Survey (SF-36)
(McHorney 1996) in the research interview
as a self-report by participants and as a
caregiver report about participants. In this
article, we focus on results from the mood
and vitality scales of the SF-36. Interviewers
reported that participants had no trouble
answering the mood- or energy-related items
on the SF-36 (McHorney 1996).
Staffing
Our multidisciplinary team included seven
licensed acupuncturists, two licensed and boardcertified neurologists then affiliated with the
Boston University (BU) Medical Center, Boston,
MA, USA, and three doctorate-level geropsychologists with busy practices at major clinical
institutions and teaching appointments at BU,
Harvard and elsewhere. The team was also linguistically diversified: three acupuncturists and
one co-investigator were bilingual in Mandarin or
Cantonese and English, and one psychologist
was bilingual in Spanish and English. In addition
to the principal investigator, a dementia expert,
the Wellesley College Center for Research on
Women research team consisted of research
assistants from Wellesley College, a research
associate from the New England School of
Acupuncture, Newton, MA, USA, and a clinical
coordinator who was both an academic department administrator and a graduate student at
Brandeis University, Waltham, MA, USA, and an
academic department administrator. Additional
statistical analyses were provided by a research
associate with an MPH from BU and an MD
from Haiti.
Co-investigators providing expertise and services in each of their respective fields included an
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epidemiologist, an acupuncturist who assisted
with the original project design, an MD-PhD
geropsychiatrist and a clinical trial specialist from
a local Veterans Administration Medical Center
(VAMC) and BU Alzheimer’s Disease Center
(BUADC), and a gerontology PhD candidate
with a degree in public health and a long-term
interest in AD and complementary therapies.
Later, a neuropsychologist from the VAMC and
BUADC joined the research team.
Cost
As the investigators and project consultants
donated some or all of their time to the study,
the primary (and considerable) expenditures
were associated with: recruitment; acupuncture
treatments; the clinical coordination of evaluations and treatment appointments; and data
entry, cleaning and analysis. The 22–26 acupuncture treatments per participant, valued at $50–60
per session, totalled $1300–1560 per participant.
Team acupuncturists accepted a reduction to half
of their usual fees ($650–780) as their contribution to research. The two neurological evaluations, at $100 per session, totalled $200 per
participant; the two psychological evaluations, at
$75 per session, totalled $150 per participant;
and the three research interviews, at about $100
per session, totalled $300 per participant. Total
study costs for treatments and evaluations, not
including scheduling and coordination costs,
averaged about $1500 per person.

Results
Study participants
We recruited 20 people in just over a year. Seven
of them were determined to be ineligible, or lost
interest before enrolment and baseline evaluation. Two were tested and successfully completed treatment and testing, but were omitted
from study results because one did not meet
diagnostic eligibility requirements and the other
had an MMSE of 2. The 11 participants who met
all the eligibility criteria had an average age of 76
years (range=53–92 years). Eight (73%) were
female and three (27%) were male (see Table 1).
All participants had some level of mood and/or
behavioural symptoms, 10 (91%) had a diagnosis
of AD and one (9%) had a diagnosis of VD.
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Table 1. Subject demographics and characteristics (n=11): (ID)
identity; (M/F) male or female; (Y/N) yes or no; (SC) some
college; (HS) high school; (CD) college degree; and (GD)
graduate degree; (W) White; and (A) Asian
Age
Sex
Married
Birth
Years
ID (years) (M/F) (Y/N) Education Race country in USA
A
B
C
D
E
F
G
H
I
J
K

80
76
78
81
53
59
82
74
92
81
77

F
F
F
F
M
F
F
M
F
F
M

N
N
N
N
Y
N
N
Y
N
N
Y

SC
HS
HS
HS
CD
GD
SC
CD
HS
GD
HS

W
W
W
W
W
A
W
W
W
W
W

USA
USA
USA
USA
USA
Burma
USA
USA
USA
USA
USA

80
76
78
81
53
40
82
74
88
81
77

Baseline MMSE (Folstein et al. 1975) scores
ranged from 15 to 30, with a mean of 22.4. Three
(23%) participants were married, five (45%) had
completed high school and six (54%) had completed at least some college. Ten (91%) were
Caucasians born in the USA and one was of
Asian descent from Burma. Four (36%) rated
their physical health as excellent, four (36%) as
very good, one (9%) as good and two (18%) as
fair. As for mental health, three (27%) rated
theirs as very good, five (45%) as good, three
(27%) as fair, and none as poor or excellent.
Most participants were taking multiple medications before and during the course of the
study. Of the 11 participants at baseline, many
had been taking, for several months prior to the
study, the following: seven (64%) were on a
cholinesterase inhibitor, eight (73%) were on
antidepressant or anti-anxiety drugs, seven
(64%) were on vitamin E, six (55%) were on
Gingko biloba, and five (45%) were on oestrogen
hormone replacement therapy.
Acupuncture treatment
The acupuncturist assessments took 5–10 min
and the treatment sessions lasted approximately
30 min. Each participant received an average of
25.8 acupuncture treatments (the range was
22–29 treatments). The average number of
weeks of treatment was 14.6 (range=10–21) and
the average number of treatments per week was
1.9. Treatment gaps varied among participants:
eight (73%) had no more than a 2-week gap,
while three (27%) had gaps ranging from 3 to 6
weeks. Six participants (55%) were treated in the
 2001 Aspen Publishers, Inc.
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Table 2. Results of paired t-tests of anxiety, depression and cognition (n=11): (POMS) Profile of Mood State; (STAI) Spielberger State–Trait
Anxiety Inventory; (CSDD) Cornell Scale for Depression in Dementia; (GDS) Geriatric Depression Scale; (MMSE) Mini-Mental Status
Exam; (BNT) Boston Naming Test; (FAS) Controlled Oral Word Association Test
Anxiety

Depression

Cognition

Variable

POMS

STAI

CSDD

GDS

MMSE

BNT

FAS

Baseline mean (SD)
Post-test mean (SD)
P-value paired t-test*

8.8 (6.3)
4.6 (3.4)
0.050

49.5 (6.4)
40.1 (8.0)
0.005

6.4 (5.0)
3.1 (3.0)
0.011

7.4 (3.9)
6.7 (7.0)
0.358

21.9 (5.2)
21.3 (4.9)
0.646

37.5 (12.6)
36.1 (13.9)
0.639

25.4 (17.1)
25.5 (17.9)
0.968

*One-tailed test for mood (predicted improvement), two-tailed for cognition (no prediction).

acupuncturist’s office, three (27%) in assisted
living facilities, one in a nursing home, and one
initially at her private home and then in an
assisted living facility.
Ten acupuncture points emerged as the most
frequently used points: GV20 (in 68% of treatments), Taixi/KI3 (60%), Zusanli/ST36 (58%),
Sishencong (48%), Yintang (48%), Sanyinjiao/
SP6 (47%), Shenmen/HT7 (40%), laser stimulation of the occiput (base of skull) (40%), GB9
(35%) and GV23 (19%). As the points were
either on the head or on the four limbs, they
required minimal or no undressing of the participants. The most frequently used six points
became the core points for a subsequent study.
Four of these six points had been designated as
‘‘primary points’’ and two as ‘‘secondary points’’
at the start of this study.
Feasibility outcomes
All participants, once enrolled, remained in the
study. Data from the satisfaction questionnaires
showed overall satisfaction from both participants and caregivers. Of the 11 caregivers, nine
(82%) were satisfied with the treatment results,
one caregiver said it took too much time and two
(18%) responded negatively. Seven participants
(64%) reported that acupuncture treatment was
enjoyable and four (36%) found it tolerable; all
of the participants liked their acupuncturists.
Only three (27%) participants reported there was
pain present during their treatment, but they all
reported that the pain was tolerable.
Effectiveness outcomes
Anxiety and depression. Using paired-sample
t-tests, we found statistically significant improvements in three of the four scales used to assess
acupuncture effect on mood (Table 2). For the
depression measures, the total mean scores of
 2001 Aspen Publishers, Inc.

the CSDD (Alexopoulos et al. 1988) declined
from 6.4 at baseline to 3.1 at post-test (P<0.05),
while the 30-item GDS (Yesavage et al. 1982)
showed a decline in mean summary scores from
7.4 to 6.7, but the decline was not statistically
significant.
For anxiety measures, both scales showed statistically significant results: the STAI (Spielberger
1985) showed a decline in mean number or
intensity of anxiety symptoms from 49.5 at
baseline to 40.1 at post-test (P<0.01), and the
POMS (McNair et al. 1992) tension subscale
showed a decline in mean number and intensity
of symptoms from 8.8 to 4.5 (P<0.05).
Cognition. No significant change was noted on
measures of cognitive function. We used paired
t-tests for all measures; the P-values were all 0.6
or greater (Table 2). Participants declined from
an average MMSE (Folstein et al. 1975) of 21.9 at
baseline to 21.3 at post-test. They also declined
slightly from a mean of 37.5 to 36.1 on the BNT
(Mack et al. 1992), but they improved slightly
from 25.4 to 25.5 on the FAS fluency test
(Benton et al. 1981).
Energy and vitality. We found statistically significant caregiver-reported improvements in participants’ energy as measured by the vitality subscale
of the SF-36 (Table 3). For the four items
Table 3. Mood and vitality subscales for the Medical Outcomes
Study 36-Item Short-Form Health Survey: caregiver report
(n=11)
Variable

Vitality*

Anxiety†

Depression‡

Baseline mean (SD)
Post-test mean (SD)
P-value paired t-test
(two-tailed)

4.1 (1.2)
3.4 (0.9)

3.2 (0.7)
2.5 (0.8)

2.8 (0.7)
2.7 (1.0)

0.003

0.006

0.394

*Four items averaged (range=1–6).
†Two items averaged (range=1–6).
‡Three items averaged (range=1–6).
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Table 4. Mood and vitality subscales for the Medical Outcomes
Study 36-Item Short-Form Health Survey: patient self-report in
interview (n=11)
Variable

Vitality*

Anxiety†

Depression‡

Baseline mean (SD)
Post-test mean (SD)
P-value paired t-test
(two-tailed)

2.9 (1.2)
3.4 (0.9)

3.8 (0.7)
5.8 (0.6)

4.2 (0.7)
4.3 (1.0)

0.003

0.006

0.394

*Four items averaged (range=1–6).
†Two items averaged (range=1–6).
‡Three items averaged (range=1–6).

measuring vitality or energy levels, caregivers
reported a significant perceived increase in vitality, with mean scores decreasing from 4.0 at
baseline to 3.5 at post-test (P<0.01). We also
found statistically significant improvement in
SF-36 caregiver-reported anxiety (two items, sixpoint Likert scale), with a decline in the scale
from 3.2. to 2.5 (P<0.01); caregiver-reported
depression did not change significantly. The
participants reported small improvements in
energy, anxiety and depression that were not
statistically significant (Table 4).

Discussion
The initial data suggest that acupuncture is a
feasible alternative or complement to conventional medical treatments for the mood
co-morbidities of AD. We were able to recruit
and retain 11 participants, and all of them stayed
in the 4-month study and completed the minimum number of 22 treatments. No serious
adverse effects were reported. Acupuncture
treatment was well received by both the participants and their family caregivers. We were able
to train acupuncturists to treat AD patients and
document their treatments. Some participants
reported they enjoyed the treatments while
others said they tolerated them. Some were more
sensitive to pain than others, but none found the
minor pain unbearable.
The Bader–Wellesley study found strong preand post-treatment differences in measures of
depression and anxiety. Since multiple measures
of anxiety and depression showed improvements, and data were collected from both the
participants directly as well as their primary
caregivers, the findings are particularly robust for
such a small study.
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All of our measures of anxiety showed statistically significant results. Although our various
measures of depression showed improvement in
symptoms, only the CSDD showed statistically
significant improvements. Improvements in
measures such as the GDS or the depression
items on the SF-36, whose items reflected primarily sad or depressed mood, as opposed
to somatic symptoms, were not statistically
significant.
The Bader–Wellesley study, the first acupuncture study published in English to examine
effects on anxiety symptoms in persons with
dementia, found stronger effects on depression
in persons with dementia than previously published Asian studies. Chen’s (1992) study
reported mixed results in treating depression in
persons with AD and VD. Chen (1992) found
that 45 acupuncture treatments focused on treating cognition also improved depressive symptoms (based on clinical judgment, not on formal
measures) in 29% of the seven people in the
study with both AD and depressive symptoms,
and in 55% of the 11 people in the study with
both VD and depressive symptoms.
The findings of many other acupuncture
studies document a beneficial effect of acupuncture in cognitively intact people with depression
(Das 1980; Lanza 1986; Chen 1992; Dong Jiang
1993; Li et al. 1994; Allen et al. 1998; Polyakov
1998; Strauss 1988; Cheng 2000; Eich et al. 2000)
and in cognitively intact persons with anxiety
(Schuaib & Haq 1977; Lo & Chung 1979; Lanza
1986; Strauss 1988; Chen 1992; Eich et al. 2000).
Our findings thus add support to the conclusion
that acupuncture is effective in treating anxiety
and possibly depression, even in people with
dementia. This is particularly relevant since
anxiety and depression are such common
co-morbidities in AD and VD.
The significant increase in energy, as measured
by the vitality subscale of the SF-36, is an
intriguing finding given that one major purpose
of acupuncture in TCM is to increase health by
stabilizing qi, which would include restoring
energy. Also, a majority of participants said they
felt calmer (64%) and had more energy (64%)
after acupuncture treatments, a few said there
was no change, and none reported getting worse
(although there was one ‘‘didn’t know’’ for this
latter question).
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The study did not replicate the finding that
acupuncture actually improves cognitive function
– a finding reported by Jiang (1999), Chen
(1992) and Kao et al. (2000). It would be difficult
for Americans to follow the Kao et al. (2000)
protocol (21 scalp acupuncture treatments in
30 days), and even he lost two-thirds of the
initial study participants. However, our study
results are encouraging, and the cognitive scores
could be interpreted as staying constant, on
average, during the 4-month study period. Cognitive decline was mild and far from being
statistically significant (P-values greater than 0.6
for the MMSE, FAS and BNT).
The addition of acupuncture to standard medical treatment may ultimately improve the quality
of life of those with AD or VD and their
caregivers by improving mood and other comorbidities. Randomized, controlled studies with
larger numbers may also show that acupuncture
helps slow cognitive and functional decline.
One caveat is that the baseline mean scores on
all four scales for anxiety and depression outcomes were below typical cut-offs for mild
depression or anxiety. While four participants
had scores of depression measures (CSDD and
GDS) that correspond to mild or moderate
depression and/or anxiety, and a fifth had scores
that correspond to moderate anxiety, the scores
for the remaining six indicated a very mild
level of depression and/or anxiety. However, all
participants or their caregivers reported symptoms of depression or anxiety prior to enrolment in the study, and eight participants were
taking antidepressants or anti-anxiety medicines
months before and during the study. Thus,
prior to receiving acupuncture treatment, these
participants’ depression or anxiety symptoms
persisted despite medical treatment. It is an open
question whether the observed improvement in
anxiety and depression symptoms resulted from
the acupuncture treatment alone, or represented
a potentiating effect of acupuncture on the
antidepressants and anti-anxiety agents.
While results are promising, we need to keep
in mind some limitations. As a phase-one trial,
there was no control arm. Thus, the observed
positive effect of acupuncture on measures of
anxiety and depression may be caused by either
the experience of being in a study, the positive
interaction with the acupuncturist or regression
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to the mean. The concomitant use of moodaltering medications, such as antidepressants
and anti-anxiety drugs, could introduce potential
confounding factors.
Future studies should have tighter inclusion
and exclusion criteria to achieve more reliable
and robust results. For example, future studies
should screen rigorously and require scores
above stated cut-offs on standard measures for
mild depression and/or mild anxiety. Different
measures could then be used as outcome
measures.
Personal anecdotes
Each participant came with multiple comorbidities and health challenges, yet during and
after the study, each reported a unique experience with acupuncture treatment, each reported
a genuine interest in acupuncture treatment and
some reported benefits from the treatment.
Case studies and direct reports from participants and their caregivers are of special interest
in this early stage of exploring the feasibility
of acupuncture as a treatment for the comorbidities of AD and VD. The following is a
sampling of such stories.
Participant J, age 81 years, suffered from
severe and painful arthritis, but her history of
haemorrhagic strokes limited her options for
pain relievers. Even though she refused to allow
body acupuncture, the auricular acupuncture
treatments mitigated her pain and allowed her
more freedom of movement.
The caregiver of participant A, age 80 years,
stated this at the time of the treatments: ‘‘There
are flashes of clarity. Six months ago I might
have expected it, but since there’s a decline, the
clarity is more startling.’’ This participant has
continued acupuncture treatments, at the time of
writing, for over a year beyond the end of her
study participation, and she agreed to be featured
in a syndicated medical news report.
Participant B, age 76 years, had been very
anxious about leaving her home of many decades, despite being treated by her physician for
several weeks prior to the move. Her caregiver
reported that, with acupuncture treatment, her
mother’s anxious mood lifted, she became
calmer, and she quickly adjusted to her new life
in assisted living. Her daughter also reported that
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participant B was glad to have another caring
person, her acupuncturist, come see her during
her first 2 months in assisted living. As a result of
her improved status, her doctor discontinued all
anti-anxiety medications.
Participant D, age 81 years, had a history of
severe depression resistant to antidepressants.
She had VD while all other participants had AD.
Participant D refused to see a psychiatrist,
despite the advice of her primary-care physician,
and then refused to take any more antidepressants. Concerned, her caregiver daughter sought
acupuncture as an alternative treatment her
mother might accept (and did). The daughter
reported that before acupuncture, her mother
thought everything was centred around her: ‘‘She
was in a pit and could not see outside of her own
deep situation.’’ However, the caregiver felt that,
with acupuncture, her mother became understanding and less self-centred: ‘‘She really started
to understand that I have three kids and that
things might be difficult for me. . . Her ability to
get beyond her own issues is the change. She will
also cry more often. Before she was just mad.
She was very stoical and would not let her
feelings out. Now she will tell you what is
wrong.’’ The caregiver stated that this is ‘‘a big
shift’’. The daughter also said that, on the phone,
her mother’s conversations are better and that
she has seen some surprising memory changes:
‘‘I would test her and I’d be surprised she
remembered. . . I said, ‘The acupuncturist is
coming,’ and she responded, ‘Yes, I only have a
few sessions left.’’’
Participant D experienced an above-average
response to the acupuncture sessions. Her greatly
improved mood (reflected in decreases on the
POMS tension subscale from 15 to 2, on the
STAI from 62 to 47 and on the CSDD from 18
to 8) was accompanied by a five-point improvement in her MMSE score (from 15 to 20), an
increase from 31 to 39 on the BNT and an
increase from 5 to 19 on the FAS. That her GDS
scores increased, from 16 to 22, was consistent
with her daughter’s observation that her mother
was expressing her sad feelings more openly.
Participant F, age 59 years, thoroughly enjoyed
the acupuncture sessions and liked to have the
needles manipulated vigorously. She said her
friends had noticed an improvement in her
memory, conversation and other cognitive tasks.
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She said, ‘‘Occasionally I will remember and
surprise my friends.’’ The acupuncturist noted a
great decrease in anxiety, including confidence in
dressing herself. At baseline, according to her
son and her medical records, participant F suffered from severe anxiety unrelieved by pharmaceutical treatment. Acupuncture relieved her
anxiety and depressive symptoms (all scores
improved substantially). Her cognitive scores on
some tests also improved (e.g. her MMSE score
improved from 17 to 21). She continued her
treatment intermittently for almost 2 years after
the conclusion of the study.
Before developing AD, participant G, age
82 years, was described by her daughter as an
‘‘up person’’, but AD caused her to shut down
emotionally and dulled her mood – she had
become ‘‘flat and apathetic’’. Her daughter stated
that, after the acupuncture treatment, her mother’s personality was restored. She reported that
her mother is ‘‘much brighter, more aware, more
involved and has regained her sense of humour’’,
and that her conversation has improved. Participant G displayed humour in her post-test interview, saying, ‘‘Getting stuck with needles is not
my idea of fun!’’ She also told the researchers, ‘‘I
can’t say I enjoyed having needles stuck into me,
but I was anxious to see what would happen.’’
Only one participant experienced substantial
declines in outcomes. Acupuncture treatment
was going well with participant E, age 53 years,
for the first two-thirds of the treatment sessions.
Then, just a few weeks before the post-test
evaluation and with only a couple of acupuncture
treatments left, his medical doctor discontinued
donepezil medication precipitously, and he suffered a dramatic decline in cognitive function,
together with a substantial increase in mood
distress. His MMSE plummeted from 28 to 17
and his BNT from 46 to 19.
Lessons learned and recommendations
This study suggests that acupuncture may be
useful as a short- or long-term alternative therapy
for treating certain co-morbidities in persons
with dementia, since it is minimally invasive and
has no significant side effects.
Treatments for persons with dementia (or
their caregivers!) should be performed under
the auspices of a licensed, well-trained and
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experienced acupuncturist. To ensure that the
patient stays oriented and safe, the acupuncturist
should not leave the treatment room (except if
the patient is in the very early stages of the
disease). Also, it is best to have appointments
scheduled at the same time and day of the week
to minimize confusion and missed appointments. In addition, while the Wellesley acupuncturist team believe that three times a week might
produce larger and faster results, we found it
logistically impractical and often impossible to
arrange treatments more than twice a week. For
average consumers, the cost of more than one or
two treatments a week might be prohibitive.
Based on the project team’s collective experience, the ideal candidates for acupuncture treatment would include persons who have AD or
VD, and are experiencing certain co-morbidities
that have not been or cannot be sufficiently
resolved with current allopathic modalities, either
because the modalities have proven ineffective
for this person or are not well tolerated. Acupuncture has the advantage of helping relieve the
side effects of other drugs rather than adding to
them, and thus, may be acceptable to persons
who prefer not to take more pharmaceutical pills.
Co-morbidities that acupuncture may be useful
in treating include anxiety, depression, pain, joint
swelling, nausea and perhaps behavioural issues
that other non-pharmaceutical techniques have
not resolved. Other considerations include
whether there are supportive family members
willing to help the person with dementia make
and keep appointments and provide transportation. The prospective acupuncture patient should
also not experience excessive bleeding tendencies. In addition, for practical logistical reasons,
well-qualified acupuncturists should be available
within 30–40 min travel time.
Many elderly persons with AD or VD also
suffer from painful diseases such as arthritis.
This study suggests that acupuncture can serve as
pain relief for these persons, just as it does for
many cognitively intact persons (Berman 1997;
Birch 1997; Cherkin 1997; Han 1997; Kaplan
1997; Lao 1997; Pomeranz 1997; Shlay 1997).
Acupuncture could also be useful in alleviating
sleeping problems, especially when conventional
medicine is not working or is accompanied by
unacceptable side effects, or when exercise is not
an option.
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Acupuncture could be used as complementary
or adjuvant therapy in clinical settings. For
instance, it could be used to reduce anxiety and
agitation in persons with dementia who are being
prepared for physical therapy or healthcare
activities, such as dental visits, and MRI and
other brain scans. It could also be used to
supplement other non-pharmacological methods
to reduce sundowning and other behavioural
issues that may arise. It is well established as
an effective means of minimizing nausea from
multiple causes, including chemotherapy (NIH
1997). It remains to be seen if acupuncture, as
part of a package of treatments, can also help
slow cognitive and functional decline.
Anyone seeking treatment should consider
interviewing candidate acupuncturists by phone
in order to discover their licensing, training and
experience of treating the elderly, as well as to
discuss the ailments of concern. If an acupuncturist is licensed, has substantial relevant experience (e.g. in treating depression), but has not
treated persons with dementia, the family should
expect to teach the acupuncturist the proper way
to interact with the person with dementia. This
article can be shared as a guide to treatment
protocol. The acupuncturist should also be asked
about cost and location, whether he or she
travels to patients’ residences, and whether
senior or ‘‘quantity’’ discounts are available. In
addition, the acupuncturist may be able to
inform the family which insurance companies are
offering coverage in the area. General information about licensure, training (and certified
acupuncturists) is provided online by the
National Certification Commission for Acupuncture and Oriental Medicine (www.nccaom.org).
A list of local acupuncturists is also available on
the website of the American Association of
Oriental Medicine (www.aaom.org) or by calling
the association at 866-455-7999.
In the future, long-term care settings may
employ resident acupuncturists who pay daily or
weekly visits to patients in need of pain therapy,
reduction of nausea, or relief of agitation or
mood disorders. The addition of acupuncture
services in assisted living facilities, nursing
homes and other residential facilities may ultimately improve the quality of life of those with
AD or a related disorder, and their caregivers, by
improving mood and stabilizing behaviour.
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Facilities could negotiate package rates with acupuncturists, thereby lowering treatment costs. In
addition, some health plans might offer coverage
for acupuncture treatment.

Conclusion
Funding from the Helen Bader Foundation and
the national Alzheimer’s Association has enabled
the development and completion of the first
scientific pilot study in the USA of acupuncture
as a treatment for anxiety and depression in
persons with AD and VD. The results of the
study revealed that acupuncture treatment was
both feasible and safe for persons with dementia.
The exploration of effects was encouraging. The
purpose of the study was to provide relief to
mood distress in addition to that already
obtained with conventional treatment, and that
purpose was achieved in this small pilot. Future
research on acupuncture as a treatment for
persons with dementia is merited.
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Multi-bed acupuncture clinics: a new model of practice
Charlotte Stone
Association of Community and Multibed Acupuncture Clinics, Ringmer, Lewes, UK

Abstract
Multi-bed acupuncture clinics – a recent and successful phenomenon in the UK – utilize a new
business model for the provision of more affordable acupuncture treatments. Patients benefit
from reduced cost of treatment in exchange for some loss of privacy, and they overwhelmingly
report being treated in a communal setting as a positive experience. Practitioners benefit from
a highly stimulating and supportive working environment, a significantly increased potential
client base, and the satisfaction of providing more-accessible treatment.
Keywords: acupuncture, affordable, community, multi-bed clinic.

Introduction
Acupuncture treatment in the UK has predominantly been provided by a single practitioner
treating one patient at a time in a private room,
and usually staying with the patient throughout
the whole treatment, which might be expected to
last 45–60 min in total. This is in contrast to
China, where cost- and patient-effective treatment models have evolved over the centuries to
the current practice whereby patients usually
receive acupuncture treatment in large rooms
containing several beds. These effectively resemble the wards found in conventional hospitals,
although, in this case, they are used for outpatients. Thus, one or more doctors may treat
several patients simultaneously. Of all the complementary and alternative medicines (CAMs),
acupuncture uniquely lends itself to this style of
practice, as needles usually have to be left in the
body for 10–30 min. During this time, as the
patient rests, the doctor is free to treat another
patient.
The first well-established clinic following a
multi-bed model in the UK was the Gateway
Clinic, London. Founded by John Tindall in
1990, the clinic is funded by the Lambeth,
Southwark and Lewisham National Health
Correspondence: Charlotte Stone, c/o ACMAC,
Merryfield, Vicarage Way, Ringmer, Lewes BN8 5LA,
UK (e-mail: info@acmac.net).
 2008 Journal of Chinese Medicine

Service (NHS) Primary Care Trust, and lies in
the grounds of Lambeth Hospital. In 2004–2005,
the clinic received £94 000 of funding and
treated over 400 patients per week (Thomson
2005), working out at a fee of £4.52 per patient
per treatment. All patients must be referred by a
general practitioner within the local catchment
area and can receive a maximum of 12 free
treatments per referral. Patients with HIV and
hepatitis C are given priority, can jump the
waiting list which is often several months, and
can receive unlimited treatments. Recently,
because of constant high demand and an everexpanding waiting list, the clinic has had to
restrict referrals to those conditions clearly demonstrated by quality scientific trials to be successfully treated by acupuncture, i.e. musculoskeletal
conditions, headache, cancer treatment support,
etc. In spite of this clinic’s perennial costeffectiveness and popularity, its model has not
been replicated elsewhere in the NHS.
One of the first multi-bed acupuncture clinics
independent of the NHS was the Dragon Acupuncture Project in Brighton. It was founded in
2003 by Nik Tilling and Calum Thomson out of
a pragmatic need to make a living in a town with
a high number of established practitioners, many
new acupuncture graduates, and a supportive but
impecunious population. It was inspired by the
Gateway model, and quickly became popular
with the local community.
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Other practitioners heard of the Dragon’s
success, or were themselves inspired by the
Gateway, or by clinics in the USA such as
Working Class Acupuncture in Portland,
Oregon, founded by Lisa Rohleder, an eloquent
and passionate advocate for the integration of
multi-bed acupuncture practice into American
healthcare (Rohleder 2006; see www.workingclassacupuncture.org and www.communityacupuncturenetwork.org). Since 2004, 24 new
independent multi-bed clinics have been established in the UK (see www.acmac.net/clinics.
html), with more expected to open soon (July
2009).

What is a multi-bed acupuncture
clinic?
I would like to propose a definition of multi-bed
practice as one where a practitioner treats more
than one patient per hour in the same room, with
the aim of making acupuncture treatment more
affordable. Beyond that, it is clear that multi-bed
practice differs widely from country to country
and clinic to clinic:
‘‘In the USA, an acupuncture treatment was
more commonly offered using recliner seats
and point prescriptions involving ‘distal’ acupuncture points. Charges were also often
made on a sliding scale basis, averaging
$15–35 per individual treatment. In the UK a
more traditional approach was taken to providing low-cost, multi-bed treatments, where
full-body acupuncture is more commonly used
but on multiple beds. Reduced rates are
offered by treating more than one person at a
time, but usually on a fixed rate averaging
£15.’’ (Potter 2008)
It is not exactly clear why the difference exists
between the two countries. I suggest that a
‘‘tradition’’ has rapidly emerged in each country,
whereby the model of practice in the first successful clinic has largely been followed by subsequent clinics.
In the UK, multi-bed clinic models vary
widely. The Gateway consists of a large room
with nine beds, some separated by screens.
Another large room serves as a waiting room,
and a ‘‘drop-in’’ ear-acupuncture clinic. There is
a small room where patients can talk to their
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practitioner in private, if necessary, although this
is rarely used. The clinic employs several salaried
practitioners and is popular for newly qualified
practitioners to intern. Each practitioner treats
up to three patients per hour.
Some independent clinics follow this model
quite closely, for example the Dragon Acupuncture Project in Brighton, which also has up to
nine beds, some screened off. At the Dragon, as
at many of the other independent clinics, an
additional private room is seen as essential. It is
always used to take the initial case history, and is
also available for any patient to discuss issues
that feel too personal to talk about within earshot of other patients. The Dragon treats around
130 patients each week, employing three or four
practitioners, who treat up to three patients per
hour. Other clinics are run by just one or two
practitioners, who may treat between two and
four patients each hour. Practitioners may
choose to split their practice between multi-bed
and one-to-one practice; others prefer just multibed practice. Most clinics use an appointment
system, fewer operate a drop-in system. Some
clinics have their own receptionist although this
is expensive; others may make use of the receptionist provided by the clinic where they rent
space, or use an ‘‘invisible receptionist’’ system.1
Some clinics have found success by working
alongside, and using rooms provided by, other
organizations, such as Age Concern (Vital
Changes Affordable Acupuncture Clinic, Acton,
London). It would appear, in fact, that because
of financial realities, very few independent clinics
at the time of writing enjoy full-time uses of their
own space, but instead, most rent spaces in other
CAM clinics, yoga studios, etc. This is not the
case in the USA, where rents are more reasonable.
1

The ‘‘invisible receptionist’’ system may vary in
details from clinic to clinic, but essentially frees
up practitioner time by allowing patients to book
appointments themselves. A clinic will provide a
diary, with instructions, a pencil and appointment cards for patients to fill in after each
treatment. Patients may be coded by numbers or
initials to protect confidentiality. Inside the treatment room, patients will be handed an envelope
into which they place their payment, posting it
into a payment box.
 2008 Journal of Chinese Medicine
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Clinics may or may not provide auricular
acupuncture, facial acupuncture, Chinese herbs
or Chinese patent herbal remedies, tui na, and
moxibustion, alongside traditional full-body acupuncture.

What are the advantages of
multi-bed practice from the point
of view of patients?
Obviously, one of the main advantages for
patients is increased affordability of treatments:
‘‘With the national minimum hourly wage
currently at £5.52 (HMRC 2008) and the
national average hourly wage equating to
approximately £9.50 (ONS 2007), a single
acupuncture treatment [in one-to-one practice] can represent more than a day’s pay for
many people. These figures suggest that acupuncture is likely to be inaccessible to large
sections of the population.’’ (Potter 2008)
Research at the Dragon showed that 90% of
patients were attracted to the clinic because of
the cost of the treatments, with 90% also reporting that the main benefit of this was that they
could afford to come as regularly as they needed
and perhaps afford to utilize two therapies at the
same time. In order to be effective for certain
complaints, acupuncture is best performed intensively. However, in one-to-one practice in the
UK, a tradition (following the homeopathy/
psychotherapy treatment model and financial
constraints) has emerged of weekly treatment
being the norm. This is unrelated to practice in
China and may damage the prognosis for some
conditions. As Giovanni Maciocia has pointed
out:
‘‘You call weekly treatment proper treatment
for here, but that’s created by social circumstances. We’re in private practice and people
can’t afford to come more often. If they could,
they would come every other day.’’ (Kaptchuk
et al. 1985)
Seventy-three per cent of patients at the Dragon
Project reported that they were either receiving
social security payments, or had chronic illness,
and 59.6% of patients earned less than £1500 per
month, meaning that they would not be able to
pay, or only pay infrequently, for the treatment
 2008 Journal of Chinese Medicine

they needed at full (one-to-one) cost (Stone
2006).
Another significant advantage for patients at
the Dragon was that the clinic filled their need
for a sense of community. The research showed
that initially patients were drawn because of the
low cost, with only 7.6% either aware of or
actively supporting the ethos of the clinic. However, after experiencing the feel of the clinic for
at least two treatments, 9.6% of questionnaire
respondents specifically mentioned that they
liked the sense of community, 5.7% said it
reminded them they weren’t alone in having
problems, and 44.2% said they enjoyed the
atmosphere created when many patients were
treated together. Eleven out of 14 respondents
who made extra comments concerning ‘‘unexpected positive aspects of being treated at the
Dragon’’ mentioned ‘‘community’’. One patient
noted:
‘‘I think it is positive to be seen in our
conditions by others. It humanises illness and
distress, and unifies us.’’ (Male, aged 33 years)
Another found that:
‘‘It makes treatment less isolating, puts my
own treatment into perspective. Makes me
feel less precious and self-involved.’’ (Male,
47 years)
Some patients, particularly those with long-term
illness, simply appreciated the social aspect of the
project and enjoyed the ‘‘friendliness of the clinic
with people chatting and enjoying each others’
company’’ (female, 70 years). We notice that
patients at the Dragon Project are now as likely
to recommend the clinic for its atmosphere as
for its low cost. This is borne out by the
fact that 17.5% of patients are on salaries of
£24 000–36 000 per annum, with 5.2% on more
than £36 000, and therefore, could arguably
afford more-expensive treatments (Stone 2006).
Practitioners in several clinics have noticed
that patients seem to respond unusually well to
treatment in multi-bed clinics. Tom Kennedy, of
Four Gates, Ealing, says:
‘‘I feel as though the dynamic created by a
shared healing environment definitely adds
something to the process. It doesn’t suit
everyone, but most people seem quite happy
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in this setting. There is a ‘buzz’ at busy times
which just isn’t present in a private setting,
and quite the opposite from being distracting,
I believe this invigorates most patients.’’
There is also political/ideological appreciation
amongst patients of treatment being made available to a wider section of the community. One
patient noted:
‘‘I like the idea of a cooperative venture that
aims to make acupuncture affordable to all –
not just middle class people with plenty of
disposable income.’’ (Female, 50 years)
Another said:
‘‘There’s a kind of collective feel about getting
treatment in a room with other people. And it
is that sense of . . . that it’s a clinic that’s
dedicated to the welfare of a wider community, in the same way that a doctor’s surgery is,
you kind of feel a part of something bigger.’’
(Female, 39 years)
Some 40.3% of patients in the Dragon Project
research reported that they liked to be left alone
during treatment, rather than feeling obliged to
chat with their practitioner. They appreciated
that, in a multi-bed clinic, they were able to relax
in peace, but of course, were not actually alone in
the room and, therefore, felt safe. One patient
had experienced an abuse of dignity when she
was being treated in one-to-one practice in the
past; she felt safer and more comfortable being
treated in a room with several other people at all
times ‘‘because the chances of these kinds of
abuses happening is so much reduced’’ (Stone
2006).

Disadvantages from the point of
view of patients
One of the most significant concerns for NHS
patients has been shown to be maintaining a
reasonable level of privacy/confidentiality during
treatment (Douglas & Douglas 2004). Patients
were shown to be more likely to withhold
information when talking to clinical staff in
curtained-off areas in hospital than in areas
separated with solid walls (Barlas et al. 2001).
This is obviously relevant to multi-bed acupuncture clinics; the research from the Dragon
Project clearly shows that confidentiality is the
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single most common concern that caused
patients to report a ‘‘negative experience’’, with a
smaller number of patients concerned about
removing their clothes or seeing others’
unclothed bodies. Patients being treated for
straightforward physical complaints reported no
problems with confidentiality. As patients
required more emotional support or had to
reveal very personal information, the implications of being treated in close proximity to other
patients became more evident (Stone 2006). This
shows that both patients and practitioners need
to be realistic about the limitations of confidentiality in this type of clinic. How to deal with this
– provision of private spaces, and screens and
gowns, for example – is up to each clinic.
Anecdotally, patients at the Dragon report that
they feel able to comfortably receive treatment
for complex and emotional issues because they
know they can talk in private whenever they feel
the need. Patients should be made well aware of
the set-up of the multi-bed clinic before they
commence treatment, as this will constitute an
aspect of informed consent. It must also be
noted that staff sensitivity powerfully affects
patients’ feelings around privacy, both in the
NHS (Bailey et al. 2005) and in multi-bed clinics.
And, as mentioned above, once comfortable in
the multi-bed setting, the pay-off for less privacy
seems to be a sense of communion with one’s
fellow patients.
It is inevitable that there will be more noise in
a multi-bed clinic than in a one-to-one clinic, and
this can disturb patients. Patients are less tolerant
of chatter that is not related to treatment, either
from staff or other patients; for example, when
friends bump into each other or practitioners
‘‘talk shop’’ (Stone 2006). Patients tend to learn
to modify their behaviour, and again, good
boundaries and sensitivity on the part of practitioners are required to make the space effective.
Different clinics choose which treatment styles
they will utilize within the tighter time constraints of multi-bed practice. This may result in
patients missing out on very fine or timeconsuming treatment styles such as tui na, moxa
cones, etc. For example, clinics in the USA
generally prefer to use distal rather than full-body
points, while clinics in the UK are more likely to
try to provide a very similar treatment to one that
a patient might expect from a one-to-one treat 2008 Journal of Chinese Medicine
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ment (Potter 2008), but this may not always be
possible.
While most patients appear to enjoy the
atmosphere created in multi-bed clinics, there
will be some vulnerable patients who are unable
to feel safe or relaxed surrounded by other
people. Acupuncture can bring up intense feeling
states and practitioners need to be extra sensitive
to the needs of vulnerable patients. Patients in
the Dragon research reported feeling vulnerable
when, for example, they unexpectedly bumped
into a work colleague whom they may have
struggled with or feared repercussions from;
or when another patient might inappropriately
have commented on personal issues they had
overheard (Stone 2006).

What are the advantages of
multi-bed clinics from the point
of view of practitioners?
The Dragon Project was set up to enable its
practitioners to earn a living where they were
struggling to do so before, and it has been
successful in this by massively expanding its
potential client base. Patients with less disposable
income are now more able to access treatment.
Also, patients are able to afford treatment frequently enough and for long enough to get better
and stay better, and to use acupuncture for
‘‘maintenance medicine’’ once they are better,
meaning there is a high retention of longterm patients. It is also easier to publicize a clinic
in the local press that is offering something
new or unique, rather than being just another
one-to-one practitioner in a busy marketplace.
Multi-bed practitioners will treat between two
and four patients each hour in the UK, and up to
six in the USA. High patient numbers allow for
faster practitioner development, since it may take
many years to build up to such numbers in a
one-to-one practice. When one’s patients are
more relaxed about the financial demands on
them, a more satisfying and clinically successful
treatment experience may emerge for all. Nik
Tilling of the Dragon Project explains:
‘‘It’s important to recognize that acupuncture
is not just an intellectual process, which is one
of the pitfalls of the acupuncture courses
currently available. In fact, the actual act of
acupuncture (needle insertion and engaging
 2008 Journal of Chinese Medicine

with qi) isn’t intellectual at all; it’s all about
developing sensitivity to what is occurring in
the present moment. Speaking for myself, I
wasn’t improving in that aspect of my practice
whilst I was struggling with limited numbers
of patients working one-on-one. Multi-bed
practice allows you to relax into the clinical
experience. The pressure to give unrealistic
prognoses due to the high cost of treatment is
eliminated.’’
Practitioners in multi-bed clinics enjoy the ethical
and ideological aspect of offering acupuncture to
a wider section of public. Stephen Potter, a
recent graduate from Westminster University,
says he chose to research multi-bed clinics
‘‘because I am committed to social and health
provision for all, and could not work in a
situation that perpetuated the myth that acupuncture is only wanted or needed by the upper
middle classes. It is definitely an ideological
standpoint for me rather than an economically
convenient one; I am just so happy to feel part
of a growing movement.’’ Multi-bed practice
enables the provision of cheaper treatment for
those practitioners who do not wish to work
within the bureaucracy of the NHS.
There are constant opportunities for learning
when working in a team of practitioners. Every
practitioner has her or his own specialities, and
one may notice at any moment a colleague using
an unfamiliar point combination or technique. It
is straightforward to ask for a second opinion,
and one’s patient will know the other practitioner
by sight. This also eradicates the need to entrust
one’s patients to an unfamiliar locum, and we
find at the Dragon, for example, that we have a
high retention of patients when one of our
practitioners is away, whilst many of our ‘‘oneto-one’’ colleagues complain of struggling with
locum care.
Finally, just as patients are protected from
abuses of dignity because of the constant presence of witnesses, so practitioners are protected
from wild accusations of malpractice for the
same reason.

Disadvantages from the point of
view of practitioners
The only real disadvantage of multi-bed practice
is being on one’s feet more than in private
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practice and having to maintain the threads of
several treatments at once. I imagine this sort of
practice will suit some people more than others –
it is more physically demanding, and I am uncertain a practitioner could sustain this 5 days a
week. Practitioners at the Dragon work up to
3 days each week, seeing between 50 and 60
patients (which is enough to earn a living), and
appreciate their rest days. However, the physical
demands are offset by working in an emotionally
supportive environment. Many practitioners
complain of isolation and loneliness in one-toone practice, with only their patients, who may
be unwell, needy and draining, for company. In
multi-bed clinics, a practitioner talks less and
needles more, and it is becoming an unofficial
talk therapist that often seems to drain practitioners the most, whereas needling is generally
considered energizing. It is not only patients who
feel the sense of ‘‘community’’ that a multi-bed
clinic provides, but the practitioners also form
a close team bond. Even those practitioners
who run their clinics alone report that treating
several patients in the room together generally
prevents any individual patient from draining
their energy. To avoid burn-out on a daily basis,
practitioners at the Dragon recommend a long
midday break with a satisfying lunch and a siesta
as essential.

Conclusion
There is and will remain a place, and a market,
for one-to-one acupuncture practice in the UK.
However, the various advantages of multi-bed
clinics mean that patients are ever more likely to
be treated in a community setting. The largest
drawback for patients – lack of privacy – is
countered by the destigmatizing effect of receiving treatment in a community space. The largest
drawback for practitioners – the demanding pace
– is countered by the support of a team and the
ability to earn a living by working 3 days a week
in a busy clinic. The multi-bed business model
has shown itself to be successful, and I believe
that multi-bed practice will form a significant
part of the future of acupuncture practice in the
UK.
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Physiotherapy and acupuncture treatment for Achilles
tendinopathy in a high-level female rugby player
R. Grainger
Army Primary Healthcare Services (Eastern Region), Wattisham Airfield, Wattisham, Suﬀolk, UK

Abstract
This case report describes the diagnosis and treatment of a 25-year-old high-level female rugby
player who presented to a physiotherapy clinic with left-sided pain in her Achilles tendon, which
had no history of trauma. Before acupuncture treatment began, she had already received a
considerable amount of advice, as well as manual and exercise-based therapy, which had been
moderately successful. The use of six acupuncture treatments as an adjunct to the other
physiotherapy treatment served to reduce the subject’s pain symptoms further, allowing her to
return to impact training in preparation for her resumption of rugby. She did very well in her
functional performance testing after treatment. The research evidence underpinning the
possible mechanisms by which these treatments had an effect is discussed.
Keywords: Achilles tendon, acupuncture, ankle, manual therapy, tendinopathy.

Introduction
There are no descriptions of the use of acupuncture to treat Achilles tendinopathy in the literature. The successful use of acupuncture
treatment in addition to manual and exercisebased physiotherapy described in the present
case report opens up an interesting avenue of
treatment for this condition, and may enhance
the understanding of the processes involved in
the cause of Achilles tendinopathy.

Case report
Subjective assessment
A 25-year-old high-level female rugby player
attended the present author’s physiotherapy
clinic in early May 2007, which was during this
prop forward’s sporting ‘‘off-season’’. She
reported left-sided distal third Achilles tendon
pain. There was neither a history of trauma, nor
changes in her activity levels and training regime.
Correspondence: Robert Grainger MCSP SRP CSCS,
Army Primary Healthcare Services (Eastern Region),
Wattisham Airfield, Wattisham, Suﬀolk IP7 7RA,
UK (e-mail: rg@physiofixx.co.uk).
 2009 Acupuncture Association of Chartered Physiotherapists

The insidious onset of pain had begun in
mid-February 2007; however, the subject had not
wished to attend physiotherapy earlier because
she was determined to complete her rugby season for the British Army. Pain levels had gradually increased over time, particularly on the day
after a match played in boots or after running
distances of more than 6.5 km. She had struggled
to finish her last rugby match because of the
discomfort.
Her role in the Army was as a quartermaster
technician, which mainly involved desk-based
work on a daily basis.
The subject’s medical history included an
arthroscopy to remove a loose body from her
right knee when she was 14 years old, a
dislocated left shoulder that occurred when
she was 18 years old, a fractured left ulna in
2003, and concussions in both 2004 and
2005.
Her drug history revealed that she received an
injection of 6-alpha-methyl-progesterone every
12 weeks. She had never undergone anticoagulation or steroid therapy.
The subject’s hobbies included playing rugby
for the Army and Combined Services team,
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weight training, and strength and conditioning
work.
Objective assessment
Table 1 shows the findings of the objective
examination.
Clinical reasoning
A diagnosis of left-sided mid-tendon Achilles
tendinopathy was made. This was reached by
first excluding acute rupture via the Thompson
Squeeze Test (Maffulli 1998). Tendon pain was
provoked by loading the tendon repetitively with
quarter and jump quarter squats, which was one
aim of the examination (Alfredson & Cook
2007). Because the pain was only located in the
Achilles tendon and other conditions had
been excluded, a definitive clinical diagnosis of
Achilles tendinopathy (Alfredson & Cook 2007)
could be made.
Focal tendon tenderness, activity-related pain
and intratendinous imaging changes characterize
the clinical condition of tendinopathy (meaning:
‘‘disease of the tendon’’) (Warden 2007). It has
been reported to be a common problem with a
prevalence of 14% in elite athletes (Lian et al.
2005). Tendon injuries account for approximately 30–50% of all sporting injuries (Jarvinen
et al. 2005), with Achilles tendon problems
accounting for between 6% and 18% of these
injuries (Mazzone & McCue 2002). The Achilles
tendon is a common site for musculoskeletal
injuries in sporting activities (Rees et al. 2006).
Historically, this was considered to be an
inflammatory condition, and as such, labelled as
‘‘tendonitis’’ (Warden 2007). Biopsies have failed
to show evidence of prostaglandin-mediated
inflammation (Alfredson et al. 1999, 2000).
Histopathological studies have recently shown
that the underlying pathology is primary tendon
degeneration (tendinosis) (Movin et al. 1997;
Riley et al. 2001). The term tendinopathy is often
used in preference to tendinosis since it is a
non-encompassing term implying that there is an
underlying pathology in and around the tendon.
There may also be several pathological conditions in coexistence inside the tendon, which
justifies the use of the term tendinopathy in
preference to tendinosis (September et al.
2007).
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Table 1. Objective examination findings: (ROM) range of
movement; (AROM) active ROM; (PROM) passive ROM;
(RROM) reduced ROM; and (OGS) Oxford Grading Scale
Examination

Findings

Observations

No colour, skin, swelling or
temperature changes
Decreased calf bulk on left side

Ankles:
AROM:
right
left
PROM
RROM:
right
left

All full
Dorsiflexion=5, all others full
As AROM, stiff end-feel on left
dorsiflexion
All 5/5 on the OGS
All 5/5 on the OGS apart from 4/5
for left dorsiflexion

Ligament testing

Satisfactory, right equals left

Palpation

Left Achilles mid-third and decreased
congruence of tendon around the
painful site

Mobilization

Left talocrural joint stiff in the
anteroposterior direction

Special tests

Nothing abnormal detected by the
Thompson Squeeze Test

Foot position

Rearfoot and forefoot varus (left
greater than right)
Equinus
Hubscher’s Manoeuvre: right=1;
left=0
Maximum Pronation Test:
right=minimal; left=nil
Resupination Test: hard bilaterally

Gluteus medius strength
(non-weight bearing):
right
Three-quarter ROM; OGS=3/5
left
Half ROM; OGS=3/5
One repetition of
maximum single leg
press (kg)*:
right
left

110
98

One-leg balance with
eyes closed (s):
right
left

20
8

Quarter squat:
right
left

Jump quarter squat:
right
left

Slight medial rotation of femur and
valgus alignment of knee over great
toe
Medial rotation of femur and valgus
alignment of knee past great toe;
mild palpation after five repetitions
As quarter squat
As quarter squat; palpation after five
repetitions

*Subject’s weight=100 kg.

The exact aetiology and pathogenesis of tendon pain is not fully understood (Alfredson
2005; Shalabi et al. 2004) and is the subject of
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considerable research at present. Recent studies
have shown that there may be a genetic predisposition to suffering from a tendinopathy
(Kannus & Natri 1997; Harvie et al. 2004).
Multiple intrinsic and extrinsic risk factors have
been associated with Achilles tendon injuries,
suggesting that this condition is complex, and
gene–gene and gene–environment interactions
are probably involved in the aetiology of these
conditions (September et al. 2007).
In association with tendon degeneration, there
appear to be signs of neural inflammatory
markers in nerves in close proximity to affected
tendons (Hart et al. 1995). Glutamate, a wellknown neurotransmitter and potent modulator
of pain in the central nervous system, is found in
high levels in painful tendons, but not in normal
tendons (Alfredson et al. 2001). As demonstrated
by Bjur et al. (2005), there is now evidence to
suggest that, in conjunction with neurovascular
ingrowths into painful tendons, neural pathways
and neovacularization are also associated with
the pain of tendinopathy, making the condition
more complex than a simple case of tissue
degeneration.
Because the exact underlying aetiology and
pathogenesis of tendon pain is not fully understood, this limits the clinician’s ability to formulate effective treatment options (Visnes & Bahr
2007). Authors have suggested a range of treatment options, conservative approaches being
favoured initially and surgical intervention being
advocated for recalcitrant episodes that fail
to resolve following a conservative approach
(Paavola et al. 2000).
One conservative approach recommended by
Alfredson & Cook (2007) is to assess and correct
any possible aetiological and symptom-related
factors. The above authors stated that this treatment may include advice on activity modification, trials of orthoses, shoe/trainer guidance,
stretching and strength training. The use of
eccentric exercise strength training has achieved
very successful results in trials involving subjects with mid-portion Achilles tendinopathy
(Alfredson et al. 1998; Mafi et al. 2001; Fahlström
et al. 2003). The current literature seems to
support this approach as the treatment of choice
for patients suffering from tendinopathy.
Surgical options attempt to irritate the tendon
in order to stimulate a chemically mediated
 2009 Acupuncture Association of Chartered Physiotherapists

healing response. These interventions range
from a simple percutaneous tenotomy to open
procedures involving the removal of any tendon
pathology (Alfredson & Cook 2007).
Initial treatment
The present subject’s initial physiotherapy treatment involved mobilizations and soft-tissue massage therapy in an attempt to improve ankle
dorsiflexion range of movement. She was
advised to follow this up away from the clinic
room with regular use of heat treatment and calf
stretches throughout the day. Heat therapy was
employed to encourage increases in blood flow
to the area in order to assist with healing and
also to increase the extensibility of the collagen
tissues.
Because foot biomechanics could be an aetiological factor, and any abnormal foot function
theoretically leads to pathological stress and
microtrauma over time (Harradine et al. 2006), a
functional foot orthoses was trialled. This was
intended to improve symptomatic gait dysfunction in the subject, which had been aggravated by
her foot function lacking calcaneocuboid joint
close packing, a prolonged reverse windlass
mechanism and functional bony jamming of the
first metatarsophalangeal joint (Harradine et al.
2006). A semi-rigid orthoses with a medial
rearfoot posting and first ray dell was used.
A change of running training shoes from
neutral ones to a stability type was advised to
help control the subject’s excess pronatory
forces (Cheung & Ng 2007). It was recommended that she should neither run, nor play any
contact/weight-bearing or impact sports until
her pain had resolved (Visnes & Bahr 2007).
The subject was taught exercises that were
intended to resolve her hip and knee muscular
strength deficits. Gluteus medius strengthening
in non-weight-bearing was taught by having the
subject side-lying with her hip at 60 and her
knees together at 90 then performing hip lateral
rotation with only her body weight. She was
advised to perform three sets of eight repetitions,
with 2 min of rest between sets, for five sessions
per week (Brewer 2005). Quadriceps strength
deficits were improved using single-leg extensions at 80% of one repetition maximum (74 kg)
on a leg-press machine (Baechle et al. 2000).
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Three sets of six repetitions, with 5 min of rest
between sets, for three sessions per week were
recommended because the goal was to improve
strength and power (Brewer 2005). The eventual
goal of this exercise was to reach a one-repetition
maximum single leg-press of 125% of body
weight (Clark 2001).
In late June 2007, the subject was taught an
eccentric exercise programme for the gastrocnemius and soleus, as recommended by Alfredson
et al (1998). This involved both straight- and
bent-knee calf-lowering over a step using the
non-injured (right) leg to rise up again. Patients
perform three sets of 15 repetitions, twice daily,
for 7 days per week. This is progressed over time
by increasing the load with the addition of a
weighted backpack. Patients are advised to continue with these exercises even if they experience
pain and only to stop if this discomfort becomes
disabling (Alfredson et al. 1998).
Reasoning for acupuncture selection
The present subject’s response to the treatments
described above was objectively very encouraging. Her range of weight-bearing dorsiflexion
steadily improved, and gluteus medius and legpress strength increased on retesting. The therapist noticed a reduction in talocrural stiffness
on mobilization and calf muscle stiffness on
palpation.
The subject reported a reduction in her pain
score from 7 to 4 on the Visual Analogue Scale
(VAS). Nevertheless, she still experienced pain
into late July 2007 on any trial of impact activity,
such as jump quarter squat or running. At this
point, acupuncture treatment was discussed with
the subject and an information leaflet was given
to her to consolidate the verbal discussion. On
her next visit, a consent form was signed and
acupuncture treatment began.
Acupuncture has been used for thousands of
years as a way to control pain, and address
imbalances and ill health within the body (Filshie
& White 1998). Much research has been undertaken to identify the methods, mechanisms and
systems that are affected by inserting small-gauge
needles into the skin (Hui et al. 2005). It would
appear that the brain mediates most of the
acupuncture effects in some way (Stux &
Hammerschlag 2001). Lundeberg (1998, cited
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in Bradnam 2007) described three main mechanisms of action by acupuncture: peripheral,
spinal and supraspinal.
Peripheral mechanisms are likely to be stimulated by needling close to the affected tissue. This
will stimulate the release of the neuropeptides
substance P and calcitonin gene-related peptide
from primary afferent nerve endings (Bradnam
2007). These substances enhance the hyperalgesia and spontaneous pain mediated by the
excitatory amino acids of glutamate and aspartate
at N-methyl-D-aspartate receptor sites (Main &
Spanswick 2000). These processes contribute to
the central sensitization processes of pain.
The method of action for spinal mechanisms
is via the influence of the dorsal horn of the
spinal cord. Stimulation at this section of the
spinal cord has been reported to affect changes
in motor output (Yu et al. 1995) and alter
sympathetic outflow (Sato et al. 1997). Bradnam
(2007) stated that effects at the spinal level have
an immediate effect in addition to having the
potential to create a strong analgesic effect on
the body. The effects detailed above may be
achieved by using needling close to the site of
injury/pain origin, or alternatively, in any tissue
that receives its innervation via the same spinal
segment (Lundeberg 1998, cited in Bradnam
2007).
Supraspinal mechanisms of action are thought
to affect the descending inhibitory systems from
the brain in a way which modulates pain
(Bradnam 2007). White (1999) and Carlsson
(2002) reported effects on inhibitory control and
descending pain inhibitory pathways located in
the hypothalamus, as well as neurohormonal
responses and central control of the autonomic
nervous system. Modulatory effects on the limbic
system, paralimbic and subcortical gray structures have been demonstrated to occur with the
use of acupuncture, as shown by the use of
functional magnetic resonance imaging (MRI)
(Hui et al. 2005). The above authors concluded
that there were indications that needling activated a combined response from many levels
within the brain. These effects on the higher
centres of the brain are thought only to occur
after 40 min of stimulation, and because of their
diffuse effects, need to be repeated regularly for
long-term pain inhibition (Lundeberg 1998, cited
in Bradnam 2007).
 2009 Acupuncture Association of Chartered Physiotherapists
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Although a treatment time of only 30 min was
used by Naslund et al. (2002), these authors
found that twice-weekly treatments for 15 sessions of acupuncture provided long-term pain
relief (i.e. of at least 6 months in duration) for
patients with idiopathic anterior knee pain.
Naslund et al. (2002) suggested that this might
have been achieved by central pain inhibition,
either via afferent stimulation or non-specific
therapeutic effects. Synthesis of neurohormones
is thought to be a result of regular treatments and
these central responses may be less specific on
the site of needle placement, but more likely
when strong acupuncture points are used
(Lundeberg 1998, cited in Bradnam 2007). The
central processes may have an effect on
responses via the endocrine system or autonomic
systems (Carlsson 2002).
In traditional Chinese medicine, it is thought
that the liver governs the sinews and movement
(Flaws 1994, cited in Wolfe 1995). Wolfe (1995)
described qi stagnation and impairment of the
sinews when liver functions are negatively
impacted by emotional stress. The above author
suggested that the spleen rules the muscles and
flesh, and the four limbs. Wolfe (1995) also
reported that, if the nervous system becomes
involved, muscle-tendon bundles remain hypertonic, and therefore, pain reflexes in the affected
area are activated.
Mense (2003) suggested that sensitization of
muscle nociceptors caused by the release of
substances during ischaemia and inflammation
can explain local pain or tenderness on movement of a pathologically altered muscle. The
above author also reported that, ‘‘Central sensitization is one of the first steps in the transition
from acute to chronic muscle pain’’ (Mense
2003, p. 422). Hyperexcitability of the spinal
neurons leads to higher synaptic efficacy and
brings about a transition from acute to chronic
pain (Baranauskas & Nistri 1998). This is likely
to lead to more pain in patients who are
subjected to noxious stimulation (Mense 2003).
Using local points close to the affected tissue
and treating only the affected side has been
shown to be very beneficial in reducing joint,
bursa and tendon pain (Tsai & Rothenberg
1997). Wolfe (1995) advised needling the exact
area of pain on the opposite side of the body for
chronic conditions, which can activate or
 2009 Acupuncture Association of Chartered Physiotherapists

manipulate the qi and blood. However, the
above author also stated that, if the pain
becomes worse with movement, needles should
be used on the local area.
Acupuncture treatment
The acupuncture point rationale for the six
treatment sessions is explained in Table 2.
Treatment 1 (24 July 2007). The aim of the first
acupuncture treatment session was to achieve
general analgesia and open up qi to the meridian.
Treatment 2 (27 July 2007). The second session
was intended to achieve general analgesia, and
increase the flow of blood and qi to left leg/calf.
Treatment 3 (30 July 2007). The aim of the third
session was to achieve general analgesia, increase
the flow of blood and qi to the left leg/calf, and
improve delayed healing.
Treatment 4 (2 August 2007). The fourth session
was intended to achieve general analgesia,
increase the flow of blood and qi to left leg/calf,
and mobilize the affected ankle joint.
Treatment 5 (6 August 2007). The fifth session
had the same aims as the previous treatment.
Treatment 6 (10 August 2007). The sixth and final
session was intended to achieve general analgesia, the flow of blood and qi to left leg/calf,
mobilize the affected ankle joint, and boost
immunity and qi in readiness for the subject’s
return to training/sports.
A sensation of de qi was successfully achieved
during all acupuncture treatments. The intensity
of this sensation over individual points varied
from being very intense on the left side during
the first three sessions to a more equal sensation
on both sides during the last three.
The initial acupuncture needling time was
15 min. This was increased over the course of the
treatments to 30 min for the last two sessions.
Table 2 outlines the exact point locations used
during each treatment and the desired effect of
each needle. Six needles were used in the first
session, nine in the second, 11 in the third, 12 in
the fourth and fifth, and 18 in the final session.
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Table 2. Acupuncture point rationale: (LI) Large Intestine; (LV) Liver; (BL) Bladder; (GB) Gall Bladder; (ST) Stomach; (SP) Spleen; and
(VAS) Visual Analogue Scale*
Treatment

Point

Rationale

Needle size (mm)

Effect

1

LI4 (bilateral)
LV3 (bilateral)
BL40 (bilateral)

Analgesia
Analgesia
Opens meridian/leg pain

25
25
25

VAS=6/10
on jump squat

2

LI4 (bilateral)
LV3 (bilateral)
BL40 (bilateral)
BL60 (bilateral)
GB34 (left)

Analgesia
Analgesia
Opens meridian/leg pain
Pain in heel/ankle
Universal soft tissue point

25
25
25
25
25

VAS=5.5/10
on jump squat

3

LI4 (bilateral)
LV3 (bilateral)
BL40 (bilateral)
BL60 (bilateral)
GB34 (left)
BL11 (bilateral)

Analgesia
Analgesia
Opens meridian/leg pain
Pain in heel/ankle
Universal soft tissue point
For healing delays

25
25
25
25
25
25

VAS=4/10
on jump squat

4

LI4 (bilateral)
LV3 (bilateral)
BL40 (bilateral)
BL60 (bilateral)
GB34 (left)
BL11 (bilateral)
GB40 (left)

Analgesia
Analgesia
Opens meridian/leg pain
Pain in heel/ankle
Universal soft tissue point
For healing delays
Mobilize ankle joint

25
25
25
25
25
25
25

VAS=2/10
on jump squat

5

LI4 (bilateral)
LV3 (bilateral)
BL40 (bilateral)
BL60 (bilateral)
GB34 (left)
BL11 (bilateral)
GB40 (left)

Analgesia
Analgesia
Opens meridian/leg pain
Pain in heel/ankle
Universal soft tissue point
For healing delays
Mobilize ankle joint

25
25
25
25
25
25
25

VAS=0.5/10
on jump squat

6

LI4 (bilateral)
LV3 (bilateral)
BL40 (bilateral)
BL60 (bilateral)
GB34 (left)
BL11 (bilateral)
GB40 (left)
BL20 (bilateral)
ST36 (bilateral)
SP6 (bilateral)

Analgesia
Analgesia
Opens meridian/leg pain
Pain in heel/ankle
Universal soft tissue point
For healing delays
Mobilize ankle joint
Boost immune system and qi
Boost immune system and qi
Boost immune system and qi

25
25
25
25
25
25
25
25
40
25

VAS=0/10
on jump squat

*NB: De qi was achieved in all applications of meridian-based acupuncture and no adverse effects were caused by the treatment.

No adverse effects were felt at any stage during
or following acupuncture treatment.
Outcome measurements and results
The main outcome measure to assess the effectiveness of the manual and acupuncture treatments was a VAS score for pain on performing a
jump squat. This score steadily reduced over the
course of the acupuncture treatment.
Three other outcome measures were used to
assess how the subject was improving and to
serve as a guide to when it would be appropriate
for her to return to impact activity. The first of
these was the Standing Knee-to-Wall Test, which
is used to assess the degree of weight-bearing
dorsiflexion (Denegar et al. 2002). This measure72

ment steadily improved throughout the manual
and acupuncture treatments, and the left leg
equalled the right on 2 August 2007.
The second outcome measure was the Single
Leg Press Test (Clark 2001), whereby the subject
achieved 125% of her body weight on 2 August
2007.
These improvements to ankle dorsiflexion and
quadriceps strength, and a reduction in pain on
the VAS indicated that she was ready for a trial
of impact training from 13 August 2007. The
sessions consisted of a progressive series of hops
and jumps on a forgiving surface with isometric
holds to forego the stretch-shortening cycle, and
therefore, reduce the intensity of the session.
This was repeated three times per week.
 2009 Acupuncture Association of Chartered Physiotherapists
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On 23 August 2007, the subject was tested on
the third outcome measure, the Adapted Crossover Hop for Distance Test (Clark et al. 2002).
She achieved a distance of 7.54 m on her left leg
and 7.65 m on the right leg. This gave a limb
symmetry index of 98.5%, which is within what
is considered to be the normal range (i.e. >95%)
(Clark 2001).
Having completed this final test with no
adverse effects, running training was reintroduced to the subject’s regime, as were some
sport-specific rugby training drills. She has subsequently returned to rugby training and competition with neither adverse effects nor any return
of her pain.

Discussion
The present case report outlines the assessment
and treatment of a high-level female athlete with
a long-standing pain in her Achilles tendon. It
describes the clinical reasoning behind both the
diagnosis and the treatment used to resolve her
pain and return the subject to playing sport.
Initial treatments involving joint mobilization
and manipulation (Dananberg et al. 2000), softtissue massage and trigger point releases (Travel
& Simons 1999), and stretches (Grady & Saxena
1991) were employed to increase dorsiflexion of
the talocrural joint and restore muscle extensibility. These treatments may have also had an affect
on diminishing the chronic mechanical nociceptive pain that this subject was suffering
(O’Sullivan 2005; Dankaerts et al. 2007).
These manual therapy techniques may have
stimulated descending pain inhibitory pathways,
and changed the subject’s fear or expectancy of
pain by forming associations between pain and
movement (Zusman 2004).
The addition of acupuncture treatment may
have further assisted with analgesia by bringing
about an inhibitory effect on nocioceptive
reflexes at a segmental level and stimulation
within the central nervous system at the periaqueductal grey and hypothalamus, leading to the
secretion of neurohormones (Han & Terenius
1982).
There are some limitations to the present case
report. No ultrasound or MRI scans were performed either to confirm the initial diagnosis or
to show that the tendon had undergone struc 2009 Acupuncture Association of Chartered Physiotherapists

tural changes after treatment. Authors such as
Öhberg et al. (2004) and Shalabi et al. (2004)
have demonstrated a normalization of tendon
tissue on follow-up using ultrasonography and
MRI. Furthermore, it is not clear whether the
present subject experienced any changes to their
tendon structure or any neural inflammation.
Could acupuncture have altered her central sensitization, but not had any beneficial effect on a
diseased tendon?
There was a poor evidence base to support the
acupuncture point selection. This was because
no acupuncture protocols for the treatment of
Achilles tendinopathy have been validated by a
clinical trial.
Because many treatment modalities were used
to influence the present subject’s condition, it is
difficult to know if all of these were beneficial
and which had the greatest effect in reducing her
pain. This multifactorial approach is recommended in treating Achilles tendinopathy by
Alfredson & Cook (2007). This condition often
has serious symptoms that result in long-lasting
pain and chronic impairment of athletic performance (Kettunen et al. 2002). A 12-week eccentric
exercise programme has been advocated for
Achilles tendinopathy with successful results in
approximately 90% of those with mid-tendon
pain and pathology (Alfredson & Cook 2007). It
is unknown whether the pain reduction experienced by the present subject was a delayed effect
of the eccentric exercise, the employment of
acupuncture or simply a natural resolution of the
condition.
Another possible explanation for the delayed
response in pain reduction could be found in the
medication that the patient was receiving. Methlyprogesterone is a catabolic hormone that has
the undesired response of breaking down muscle
and tendon protein tissue (Kraemer 2000). Since
a 3-month supply of this hormone is introduced
into patients in a single injection, this may have
interfered with the present subject’s physiological healing response. There appear to be no
clinical trials in the literature that have investigated the effects of female contraceptives on
healing tissues.
The literature also appears to be void of
studies investigating the effect of acupuncture on
Achilles tendinopathy. The present author had to
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review articles describing the treatment of tendon problems in the hand (Wolfe 1995) and hip
(Tsai & Rothenberg 1997), and infer that the
reasons given for the successful treatment of
these regions would also apply to the Achilles
tendon. Therefore, points were chosen not just
for analgesic reasons, but also to open up the qi
and blood supply to the lower leg. The points
employed to achieve this were Bladder 40 and
Gall Bladder 34 (Hecker et al. 2001). There may
have been other, more-effective points that could
have been used, of course: this is an area where
a randomized controlled trial might help clinicians to have greater confidence about which
acupuncture points to use to treat Achilles tendinopathy.

Conclusion
A combination of treatment modalities was used,
and these had a positive effect on the present
subject’s pain and functional abilities. Manual
therapy, orthoses and exercise-based therapy
appeared to be beneficial initially, but these
proved to be slow at reducing her subjective
reports of pain. The addition of acupuncture to
the treatment regime brought about a significant
reduction in pain and allowed the subject to
return to impact activity with no adverse effects.
There is a lack of research evidence to support
the use of acupuncture to treat Achilles tendinopathy.
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Acupuncture for pain relief in an elite badminton player
A. Merkur
Olympic Winter Institute of Australia, South Melbourne, Victoria, Australia

Abstract
A 19-year-old female badminton player presented for treatment of left patellar tendinosis.
Acupuncture was clinically indicated for treatment of both the physical and psychological
aspects associated with this injury. Several needling techniques were employed, which were
progressed in a logical manner to gain the maximum benefit from treatment. These included
traditional meridian-based approaches as well as trigger-point needling. This athlete experienced
an overall beneficial effect during the treatment period. Continuation of acupuncture for pain
relief was indicated and planned based on her positive response.
Keywords: acupuncture, badminton, nitric oxide, pain relief, patellar tendinopathy.

Introduction
This case study describes a 19-year-old elite
female doubles badminton player who presented
for physiotherapy treatment to her left knee
at the English Institute of Sport, National
Badminton Centre, Milton Keynes, UK, in July
2008. Her main complaint was a proximal, insertional patellar tendinopathy. This is a common
injury in badminton players: Koenig et al. (2008)
reported that 51% have had previous or have
present pain in their anterior knee tendons over
a 3-year period (Koenig et al. 2008). It is not an
inflammatory condition, but a disease process
with structural abnormalities identifiable on radiography or biopsy (Hoksrud et al. 2006, p. 1738).

Case report
The present subject’s pain began following an
acute mechanism of overload caused by a
double-leg leg press, during which she had
achieved a new personal best mass. Based on her
concurrent history of left sacroiliac joint pain, it
is probable that the problem was already developing. This was related via poor lower limb
Correspondence: Ashley Merkur, Sports Physiotherapist,
Olympic Winter Institute of Australia, Level 1, 1–3
Cobden Street, South Melbourne, Victoria 3205,
Australia (e-mail: amerkur@bigpond.net.au).
 2009 Acupuncture Association of Chartered Physiotherapists

biomechanics and insufficient gluteal activity.
Left peroneal tenosynovitis subsequently developed, which was exacerbated by the subject
wearing new orthotics that were expected to be
beneficial, but actually created this secondary
problem.
The athlete had a past history of similar
symptoms with gradual onset as a 15-year-old
junior player. This previous episode took
6 months to achieve full resolution and her pain
was not as debilitating during that episode.
Some coexisting psychological issues were
identified through the occasional revelation of
low feelings. This was mainly a consequence of
the subject’s treatment by her coaching staff,
whom she perceived to be unsympathetic
towards her condition. Her usual coach was away
for an extended period attending the Olympic
Games, and therefore, had little involvement
during the early stages of her rehabilitation.
Otherwise, the athlete self-reported that she was
coping well.
Objectively, the subject had a Victorian Institute of Sport Assessment (VISA) score of 66.
(The VISA is a reliable, questionnaire-based
index of severity that calculates a total score out
of 100. The questionnaire assesses symptoms,
simple tests of function and the ability to play
sport.) On functional testing, she rated her pain
during a single-leg squat as 7/10; the distance
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measured from the inferior pole of her patella to
the floor barefoot was 43 cm, and she had a hop
pain rating of 8–9/10. On biomechanical assessment, her lumbopelvic mechanics were suboptimal, with a positive Trendelenburg’s sign
accentuated on the left. She also displayed bilateral genu valgum and had a stiffer left ankle of
unknown aetiology. There were no tibiofemoral
joint limitations: she had full, pain-free range of
movement, but the patellofemoral joint exhibited
a laterally tilted patella. In terms of muscle
length, a relatively tighter iliopsoas, rectus
femoris, vastus lateralis and iliotibial band were
identified on the left. On palpation, there was
thickening, swelling and tenderness of the proximal left patellar tendon, and a tight left lateral
retinaculum.
The diagnosis of proximal, insertional patellar
tendinopathy was confirmed by Doppler ultrasound, on which Grade 3 changes were demonstrated. Hyperaemia is integral to the disease
process, and significantly more intratendinous
blood flow (which has a higher colour fraction
on Doppler ultrasound) has been detected in
painful tendons compared to non-painful tendons in elite badminton players (Koenig et al.
2008). The thickness of the subject’s left tendon
was 8 mm, compared to 4.7 mm on the right,
highlighting significant old areas of hypoechogenicity and new areas of neovascularity in the
proximal patellar tendon. She had underlying
pathological changes as a result of the previous
episode and an active disease component.
The course of management was fairly comprehensive, including: a 4-week rest from on-court
training; initial taping to reduce the load on the
proximal portion of the tendon; a reduction in
weight-bearing cross-training; and the involvement of other allied health resources. A sports
psychologist was engaged to assist with coping
strategies in relation to coaching friction, podiatry involved the customization of orthotics to
aid lower-limb biomechanics and a nutritionist
helped to manage the subject’s weight after the
reduction in her usual training load. The recovery
programme included hydrotherapy and ice, and
the use of glyceryl trinitrate (GTN) patches was
prescribed by a sports physician (one-quarter of
a patch, changed every 12 h). Finally, an individually prescribed rehabilitation programme,
including stretching, strengthening and address78

Figure 1. Skin reaction at the site of the glyceryl
trinitrate patch.

ing lunge technique, was combined with daily
physiotherapy.
Clinical reasoning for acupuncture
This athlete had both physical and psychological
indications for treatment. She had persistent pain
and impaired tendon healing despite a multidisciplinary approach and diligence with her
rehabilitation and recovery. The subject was
approaching chronicity, and had developed an
unfortunate skin reaction to the GTN patches
(Fig. 1). At certain times, she was unable to
tolerate the massages that were intended to
address her muscle tightness. The present author
also felt that the subject needed an overall boost
because she was gradually getting worn down
over the rehabilitation period. The athlete had
the short-term goal of playing in a Belgian
tournament in several weeks’ time.
With acupuncture, several areas of her left
lower limb could be incorporated together and
treated as a whole using the meridian approach.
As well as producing localized affects, needling
can improve overall well-being. The other
options would have been more invasive and were
 2009 Acupuncture Association of Chartered Physiotherapists
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Table 1. Acupuncture point rationale: (BL) Bladder; (HJJ) Huatuojiaji; (GV) Governor Vessel; (BG) Gall Bladder; (SP) Spleen; (ST)
Stomach; and (GTN) glyceryl trinitrate*
Treatment

Points used

Rationale

Adverse effects

1

T11 segmental approach: bilateral
BL20; bilateral HJJ; GV7

To provide a qi boost; no reports of feeling
anxious, complained of feeling ‘‘slow’’ on
court when returned, brought down by
comments of coach; needs an uplift rather
than a general calming treatment, therefore
stimulate the sympathetic rather than the
parasympathetic nervous system; qi deficient
since patellar tendinopathy is a degenerative
rather than inflammatory condition (Hoksrud
et al. 2006)

Nil

2–3

Bladder meridian contralateral leg:
BL40; BL60; BL62; GB34 (He-Sea)

Contralateral side affects spinal cord and brain
in the same fashion; can still treat left leg;
should affect both patellar and peroneal
tendons; BL40 – indicated in leg and knee
pain, relaxes the tendons (Hecker et al. 2008,
p. 52) eliminates qi blockage in the meridian;
BL60 – major peripheral pain point (especially
in lower limb), relaxes muscles and tendons
(Hecker et al. 2008, p. 56); BL62 –
dysfunction of lower ankle joint, relaxes
muscles and tendons (Hecker et al. 2008,
p. 56); GB34 – cardinal point for muscular
disorders and tendons, removes obstructions
from the channel, freeing qi (Hecker et al.
2008, p. 34)

Subject reported needing to go to
the toilet eight times after treatment
2; this may be due to the Bladder
meridian being stimulated during its
optimal time (15:00–17:00 h), hence
increasing potency; overall effect of
stimulating the autonomic nervous
system affecting the bladder organ

4–5

Local, segmental approach for the
patella tendon: SP9 (He-Sea); SP10;
ST34; ST36 (He-Sea); GB34
(He-Sea); medial and lateral Xiyan

Quality of skin reduced by GTN patch;
He-Sea point strong and deep to tap energy
and unblock the bladder channel; SP9, SP10,
ST34 and ST36 – local points for knee pain;
GB34 – influential point for tendons

Nil

6

Trigger point needling of the left
vastus lateralis; one proximal and
one distal trigger point deactivated

Tightness in the lateral retinaculum is probably Nil
caused by chronic vastus lateralis tightness;
lateral retinaculum tightness contributes to
lateral tilt of the patella, possibly causing a
component of patellofemoral joint dysfunction
as a concurrent problem; the lateral tilt also
alters the line of pull on the patellar tendon,
affecting its position during load-bearing and
its ability to tolerate stress

*NB: De qi was achieved in all applications of meridian-based acupuncture.

not yet indicated; for example, sclerosing of
vessels, shockwave therapy or surgical debridement could have been performed.
Acupuncture point rationale
The rationale for the choice of acupuncture
points is given in Table 1.
Figure 2 shows the T11 segmental approach
adopted in treatment 1. Figure 3 shows the
contralateral bladder meridian approach used in
treatments 2 and 3. Figure 4 shows the local
knee segmental approach adopted in treatments
4 and 5.
 2009 Acupuncture Association of Chartered Physiotherapists

Figure 2. Treatment 1: the T11 segmental approach.
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Figure 3. Treatments 2 and 3: the contralateral bladder
meridian approach.

Figure 4. Treatments 4 and 5: the local knee segmental
approach.

Outcome measurements and results
The subject reported several beneficial effects
after acupuncture treatment. First, she was able
to ‘‘breathe easier’’ following the initial treatment. The present author interpreted this to be a
literal ‘‘sigh of relief’’ and a sign that she was
feeling refreshed. It is probable that there were
also some local effects involving an increase in
blood flow to the lower thoracic paraspinal
muscles, where the needles were inserted in the
spinal segmental arrangement, causing loosening
of their fibres and enabling easier inhalation.
Furthermore, the spleen would have been nourished by the Bladder (BL) 20 points (Hecker
et al. 2008). There would also have been a
sympathetic release to the lower limbs, which
was essential in this case.
The athlete was still quite sore following the
initial two treatments, but reported being significantly better after the third treatment. This was
followed by a decrease in pain from 3/10 to
0/10 after treatment 4. A concomitant increase
in single-leg squat range to 38 cm was measured.
The local knee segmental treatment did show an
effect since it was the only change in treatment that
week. Unfortunately, the subject was not as pain-

free following treatment 5, but it must be noted
that this treatment was performed towards the end
of her 5-day training week and it was typical for
her pain to worsen over the course of the week.
Muscle lengthening on prone knee bend in hip
extension was certainly easier for the athlete after
trigger-point needling. As a result of squat and
lunge retraining, Trendelenburg’s sign was corrected. The peroneal tenosynovitis resolved with
correction of the left orthotic and perhaps also as
a result of the acupuncture treatment.
Finally, the subject’s skin was substantially less
red at the GTN patch site. This was one of the
benefits of the increased local blood flow in the
skin following local acupuncture.
Surprisingly, on follow-up, the athlete’s VISA
score had actually decreased to 57, a sign of
slightly worse severity. This did not seem to
reflect the other improvements that she had
made during the course of treatment. There is no
explanation for this finding.
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There are several mechanisms at play in the
effects attributable to acupuncture treatment.
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The first technique employed on the present
subject was intended to achieve an overall
body effect, not just locally in the applied
segment. The needle excites receptors, producing
a discharge in nerve fibres, and causing the
release of endogenous opioids and oxytocin
essential to induction of functional change in
organ systems. Beta-endorphins are important
in pain control, and the regulation of blood
pressure and body temperature (Andersson &
Lundberg 1995), and have been shown to
increase in the brain after acupuncture. Similarly,
serotonin levels tend to increase after acupuncture if the treatment has been effective (White
2006). Thus, the release of neurotransmitters
mimics the effects of exercise, inducing similar
changes such as vasodilatation and a decreased
drive on the heart, but to a lesser degree
(Andersson & Lundberg 1995). Beta-endorphins
affect the sympathetic nervous system via
mechanisms in the hypothalamus and brainstem,
and via this route, may influence pain sensitivity
as well as autonomic functions inducing inhibitory effects on the vasomotor centre for up to
12 h.
A second method of achieving an overall body
effect is through diffuse noxious inhibitory controls. In this scenario, any applied painful stimulus will attenuate the pain that is present, even in
other areas. This is one explanation for the
effectiveness of using the contralateral leg for
treatment. Both the peripheral and central nervous systems are involved in the processing of
pain information. The peripheral nervous system
works via exciting cutaneous nociceptive afferent
nerves, i.e. the A- and C-fibres. Obtaining de qi
is a sign that the A fibres have been activated.
The axon reflex stimulates peripheral terminals
of nociceptors to release calcitonin gene-related
peptide (CGRP). This peptide induces sympathetic vasodilatory nerves to release acetylcholine, which dilates muscle arterioles. The central
mechanism operates via descending inhibition
from brainstem structures such as the periaqueductal grey matter, inhibiting the responses
of spinal cord neurones to noxious stimuli
(White 2006). Endogenous opioids may also be
implicated here.
The pain gate theory can explain the segmental
effects observed for the local knee and contralateral leg treatments. It is proposed that A- and
 2009 Acupuncture Association of Chartered Physiotherapists

A-fibres, which are responsible for touch,
vibration and fast pain, are stimulated, and ‘‘close
the gate’’, overriding input from the C-fibres,
which are small and carry chronic pain signals.
The substantia gelatinosa cells in the dorsal horn
act as the switch between different afferent
impulses (White 2006). With the bladder meridian approach used in the present subject’s right
leg, the same spinal segment is affected at the
dorsal horn level as the left leg, causing pain
inhibition in that segment.
Acupuncture increases both skin and muscle
blood flow. By stimulating the anterior tibial
muscle in healthy female subjects, it has been
demonstrated that eliciting the de qi sensation is
superior to merely inserting the needle into
muscle (Sandberg et al. 2003). The results indicate that the intensity of needling is important,
with more intense stimulation resulting in more
pronounced blood flow increases. Manual acupuncture significantly increases muscle blood
flow for at least 60 min and is dependent upon
the number of pecks (Shinbara et al. 2008). The
above authors conducted a controlled trial on a
group of rats consisting of normal and denervated specimens, and compared the effects of
one, 10 and 30 pecks using a 30-mm needle at a
rate of 30 pecks per minute and a depth of
8–10 mm on muscle blood flow. Shinbara et al.
(2008) were able to demonstrate a dosedependent effect. The noxious mode of stimulation and the long-lasting effects on blood flow
indicate that vasodilative substances, such as
CGRP, from sensory nerve terminals are
involved in the mechanisms (Sandberg et al.
2003). Shinbara et al. (2008) also showed that
denervated muscle is able to achieve increased
muscle blood flow, and therefore, suggested that
another local vascular regulatory mechanism was
present apart from the peripheral nervous system
activating CGRP. This mechanism was thought
to involve nitrous oxide (NO).
Ma et al. (2007) demonstrated that NO had a
significantly increased presence on the skin surface of acupuncture points in comparison to
non-meridian controls. Nitrous oxide has a
vasodilatory function that increases local blood
flow and the levels are significantly higher during
the first 20 min of acupoint collection (Ma et al.
2007). This finding is in keeping with a realistic
treatment time frame for patients and was
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employed with the present subject. There is little
NO activity in a normal, uninjured tendon;
however, there is a fivefold increase within a
healing tendon (Murrell 2007). The addition of
further NO increases healing and may also
increase the clearance of inflammatory mediators
such as substance P. Of particular significance is
the role of NO in the volume of tissue synthesized during tendon healing (Murrell 2007).
Varying levels of NO affect cellular adhesion in
tenocytes, which is critical during tendon repair,
collagen synthesis, remodelling and organization,
increased local blood flow, and host defence.
The effect of introducing extra NO can be
gleaned from research investigating the application of GTN patches. Positive effects were
demonstrated in three double-blind randomized
controlled trials (RCTs) pertaining to Achilles
tendinopathy, supraspinatus tendinopathy and
tennis elbow (Paoloni et al. 2003; Murrell 2007).
In the tennis elbow series, 81% of subjects were
asymptomatic at 6 months compared to 60% of
controls, and the positive effects included a
decrease in pain, an increase in strength and a
decrease in tenderness. In the Achilles tendinopathy series, 78% versus 49% were asymptomatic when treated with GTN patches, and in
the supraspinatus series, 46% of subjects compared to 24% of controls were asymptomatic
(Murrell 2007). There was an acceptable dropout
level of 14% in the elbow study (Paoloni et al.
2003), demonstrating that GTN patches are
more effective than tendon rehabilitation alone.
Perhaps acupuncture is able to evoke an increase
in NO levels, thus having a similar effect to the
GTN patches, and resulting in enhancements to
the material and mechanical properties of tendons. This topic should be the subject of further
research.
There is very little evidence regarding patellar
tendinopathy and acupuncture. Most of the
existing evidence pertaining to the knee focuses
on osteoarthritis. The evidence that exists
specifically relating to patellar tendinopathy/
patellofemoral pain syndrome and acupuncture
consists of only three relevant English-language
studies that are of no more than moderate quality
(Jensen et al. 1999; Hoksrud et al. 2006; James
et al. 2007). Crossley et al. (2001) performed a
systematic review of patellofemoral pain syndrome, but only one acupuncture article was
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cited. According to a thorough search of the
PubMed database, no other specific studies have
been published subsequently.
Repeated needling of an abnormal tendon may
incite internal haemorrhage and, thus, an inflammatory response, leading to the formation of
granular tissue (James et al. 2007). The above
authors investigated the combination of
ultrasound-guided ‘‘dry needling’’ and autologous blood injection for patellar tendinosis.
Unfortunately, James et al. (2007) investigated
three simultaneous therapies. Dry needling the
abnormal tendon for one minute was followed
by slow injection of autologous blood into interstitial tears if these were evident (James et al.
2007). Physiotherapy was completed concurrently, which is problematic in determining the
individual effects and relative importance of each
treatment. A further methodological issue was
inviting only 50% of the participants for a
follow-up ultrasound examination that demonstrated that the initial hypoechoic area had
become more echogenic. However, a 6% loss to
follow-up on the VISA score is more acceptable
and, therefore, these results can be treated with
some confidence. The VISA score increased
significantly (P<0.001), but the mean follow-up
period was 14.8 months (James et al. 2007),
which is actually rather lengthy and may in fact
reflect some natural healing similar to no intervention. It cannot be determined from this one
study whether dry needling of the tendon is
actually a beneficial procedure, although it shows
some promise and cannot be ruled out. The
present author included this technique in her
proposed plan for future treatment of the
present subject should the athlete fail to respond
to the combination of traditional meridian-based
and trigger-point needling.
Another treatment alternative for the present
subject’s condition is the sclerosis of neovessels
(Hoksrud et al. 2006), an injection that causes
transient or permanent vasoconstriction of the
neovessels associated with active tendinosis. It
also affects nerves adjacent to neovessels, either
directly by destruction or indirectly through
ischaemia. Hoksrud et al.’s (2006) inclusion criteria for their RCT included a VISA score of less
than 75 points, neovascularization evident on
Doppler ultrasound and a clinical diagnosis of
insertional tendinopathy. The VISA scores were
 2009 Acupuncture Association of Chartered Physiotherapists

A. Merkur
only significantly improved in the treatment
group at 4-month follow-up. A confounding
factor in the above study was an associated
2-week break from training that both groups
undertook that may have had an effect on
outcome. It is interesting to consider whether the
introduction of the needle for injection may have
had mechanical effects, or stimulated chemical or
neurophysiological changes in the tendon or
neovessel structures. Although Hoksrud et al.’s
(2006) results were positive, it is unlikely that
acupuncture could imitate this effect because it
has been shown to increase blood flow, not
cause vasoconstriction.
A final mechanism for the success of acupuncture in the present subject was her increased
physical activity as a result of acupuncturerelieved pain and trigger-point needling to
restore muscle length. A controlled trial of individualized acupuncture for the treatment of
patellofemoral pain syndrome, with random
assignment to acupuncture or no treatment, has
been conducted (Jensen et al. 1999). This study
had fairly sound methodology and no sham
treatment was performed. Seventy-five subjects
received acupuncture twice a week for 4 weeks
with only a 7% dropout rate. The results
included a significant improvement in pain on
the Visual Analogue Scale in the treatment
group, significantly worse atrophy in the controls
at 5 months, and a significant reduction in pain
and an improvement in function measured by
the Cincinnati Knee Rating System at 12 months
(P=0.007) (Jensen et al. 1999, p. 525). Curiously,
the above authors did not follow up controls at
6 weeks, which is perhaps the most interesting
time period to see change and convince a patient
that there is a treatment effect.
Trigger-point needling of the vastus lateralis
to disrupt the dysfunctional motor endplates
and disentangle myosin filaments will improve
patellofemoral function. With pain reduction and
patellofemoral dynamics improved, the quadriceps become less inhibited, thus improving overall motor unit recruitment and knee function.
Increased physical activity is a probable result.

Conclusion
The plan for the present subject was for her
to continue with acupuncture treatment. She
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was demonstrating good changes with both
meridian-based acupuncture and trigger-point
needling. As she was approaching chronicity, the
next step, if the tendon was still refractory, could
be to trial periosteal ‘‘pecking’’ to induce an
inflammatory response at the origin on the
inferior pole of the patella, thereby forcing
repair/regeneration. The present author’s only
concern with regard to the pecking was whether
it might actually cause a rupture in an unhealthy
tendon. There is no evidence in the available
literature to confirm whether this is actually a
possibility and there is not even any discussion of
whether it could be an adverse risk of treatment.
In any case, such an approach was not necessary
because the local treatment was having definite
benefits.
With regard to the limitations of the present
case report, it was unfortunate that this course of
treatment was limited by the author’s departure
from the UK, which meant that it could not be
completed. However, the author was able to
practise several different applications and see a
wide variety of favourable effects, thus introducing her to the scope of acupuncture.
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Effect of acupuncture treatment on chronic knee pain
associated with medial collateral ligament sprain
D. Martin
Physiotherapy Department, Cayman Islands Hospital, Grand Cayman, Cayman Islands

Abstract
A 33-year-old male presented to a physiotherapy clinic with a 3-month history of medial knee
pain, which had manifested after he had twisted his right knee while playing badminton. The
subject had received previous physiotherapy treatment, but the pain had persisted. Therefore,
four sessions of acupuncture were performed over 2 weeks for pain relief and a programme of
exercises for the vastus medialis obliquus was prescribed. Following the final acupuncture
session, the subject experienced complete pain relief. However, this outcome cannot be solely
attributed to the effects of the acupuncture therapy because latent effects from previous
physiotherapy treatment may also have been involved.
Keywords: acupuncture, chronic knee pain, medial collateral ligament sprain.

Introduction
Medial collateral ligament (MCL) sprain (MCLS)
is one of the most common ligamentous injuries
of the knee. This condition can vary in severity,
ranging from a minor sprain to a complete tear
of the ligament, and may present with medial
knee pain, swelling and instability. Medial collateral ligament sprain typically occurs during athletic activities. It is common in running, jumping,
and sudden twisting, turning or stopping movements, and is typically associated with football
injuries involving a blow to the outside of the
knee when the foot is planted. Physiotherapy
treatment is utilized for less-serious cases, but
surgery is necessary for complete tears.
A literature search by the present author found
no research papers on the treatment of MCLS
with acupuncture. However, he identified several
studies investigating acupuncture as a treatment
for pain associated with osteoarthritis (OA) of
the knee (e.g. Barlas 2005). Acupuncture use is
increasing, and it has been found to be an
effective alternative to traditional Western theraCorrespondence: Damion Martin, c/o Physiotherapy
Department, Cayman Islands Health Services Authority,
PO Box 915, George Town, Grand Cayman KY1–
1103, Cayman Islands (e-mail: spiggle_d@yahoo.com).
 2009 Acupuncture Association of Chartered Physiotherapists

pies in the treatment of chronic pain (Eshkevari
& Heath 2005).
White et al. (2007) carried out a systematic
review of research and concluded that ‘‘acupuncture is superior to placebo treatments for the
management of pain and dysfunction in patients
with chronic knee pain’’ (p. 389).
The present case report describes the beneficial use of acupuncture to treat chronic knee
pain associated with MCLS.

Case report
Presentation and history
The present subject was a healthy 33-year-old
male who presented to a physiotherapy clinic
with chronic medial knee pain. He was referred
for treatment by a general practitioner, who had
diagnosed MCLS; however, no X-ray had been
ordered.
The subject reported a 3-month history of
right knee pain, which had manifested after a
game of badminton during which he twisted his
right knee while lunging to hit the shuttlecock.
He was now experiencing a sharp pain when he
attempted to play sports, climb stairs or get out
of his car. This discomfort would also wake him
up at night.
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The subject had received previous physiotherapy treatment, which had initially helped, but
the pain was persistent. He was also taking
50 mg Voltaren (diclofenac) twice daily, but this
did not provide any relief.
His Visual Analogue Scale (VAS) pain scores
varied from 6/10 at worst to 4/10 at best.
Physical examination
The subject had a normal gait pattern and no
abnormalities were observed. The step-up and
valgus stress tests elicited sharp pain, but fullsquat and meniscal tests proved negative. No
ligament laxity was observed during the valgus
stress test. There was full range of movement at
the knee with pain on hyperextension. His quadriceps muscle score on the manual muscle test
was grade 4+ and no swelling was evident.
Treatment
An acupuncture information booklet was given
to the subject, and a full explanation of the
procedure and its possible complications was
given. He then gave his written consent for the
procedure.
Four acupuncture treatments were performed
over the course of 2 weeks and the protocol is
described in Table 1. The treatment sessions
lasted for 20 min and sterile 25-mm acupuncture
needles were used throughout.
De qi, which is evident if a patient experiences
a dull ache, heaviness or soreness, was attained at
each of the points that were used. The needles
were stimulated every 5 min to re-establish de qi.
The predicted and actual outcomes of the acupuncture treatment were recorded at the beginning and end of each treatment session,
respectively.
Clinical reasoning
Both local and distal acupuncture points were
used initially, and these were maintained for the
duration of treatment with the addition of only
one other point (Table 2). Lundeberg (1995)
recommended that needling should be performed close to or directly into the injured
tissues in order to utilize local effects. Therefore,
Spleen (SP) 9 and SP10 were chosen to elicit
local pain-gate inhibitory mechanisms because
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Table 1. Acupuncture points employed: (SP) Spleen; (LV) Liver;
and (VAS) Visual Analogue Scale*
Treatment

Point

Needle
size (mm)

1

SP9

25

SP10

25

SP6 (bilateral)

25

SP9

25

SP10

25

SP6 (bilateral)

25

SP9

25

SP10

25

2

3

4

SP6 (bilateral)

25

SP9

25

SP10

25

LV8
SP6 (bilateral)

25
25

Effect
VAS=6/10 before
treatment;
VAS=4/10 after
treatment

VAS=4/10 before
treatment;
VAS=2/10 after
treatment
VAS=2/10 before
treatment;
VAS=2/10 after
treatment
VAS=2/10 before
treatment;
VAS=0/10 after
treatment

*NB: De qi was achieved in all applications of acupuncture and no
adverse effects were caused by the treatment.

Table 2. Acupuncture point rationale (Hecker et al. 2001)
Point

Rationale

Spleen 9

Most important point for removing dampness; also
eliminates obstruction from the channel

Spleen 10 Important immunomodulating point; regulates
blood, removes stagnation and tonifies blood
Spleen 6

Third most common acupuncture point; a general
tonification point that eliminates stagnation of
blood, and alleviates pain along the Spleen, Liver
and Kidney meridians

Liver 8

Key point for uterine disorders, knee pain, medial
ligament injury and medial compartment syndrome

they are located above and below the MCL. Liver
(LV) 8 is located at the MCL and was added to
produce a greater analgesic effect. Bradnam
(2007) reported that it is necessary to needle into
the damaged tissue to maximize local effects
and that these local points may also produce
segmental effects.
Because the subject had chronic pain, SP6 was
chosen bilaterally since these distal points fall
along the same meridian as two of the local points.
Supraspinal effects are elicited with distal points,
which induce descending pain inhibitory systems
that produce longer-lasting analgesic effects
(Lundeberg et al. 1998, cited in Bradnam 2007).
 2009 Acupuncture Association of Chartered Physiotherapists
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It is also important to note that SP9 and
LV8 are identified as He-Sea points in traditional Chinese medicine (TCM). He-Sea points
are located around the elbows and knees, and
are believed to have strong physiological
effects. Hopwood (2004) stated that He-Sea
points ‘‘regulate the flow of qi between the
distal parts of the meridian and the inner body’’
(p. 98).
This combination of acupuncture points
resulted in total pain relief and functional recuperation. However, the subject’s improvement
could have been more rapid if a home treatment
programme had been undertaken as well. For
example, a transcutaneous electrical nerve stimulation (TENS) unit could have been used at 80
Hz to reinforce pain gate control via local
acupuncture points or at 2 Hz to activate
descending inhibitory pathways via distal points.
Ng et al. (2003) reported that the use of TENS
was effective in reducing knee pain in individuals
with OA and recommended its use for controlling pain in such patients.
Outcome
The outcomes of acupuncture were positive with
regard to pain control in the present subject.
Two outcome measures were used in this case
study, the VAS and the Measure Yourself Medical Outcome Profile 2 (MYMOP2; see Fig. 1).
The subject reported a reduction in the VAS
pain score following the initial treatment, and by
the end of the four sessions, he experienced
complete pain relief. By the third treatment, the
subject reported no pain when getting out of his
car or climbing stairs, but he still had pain on
palpation and twisting of the affected leg. However, following the last session, no pain was
reproduced with the same activities.
The MYMOP2 grades both a individual’s level
of pain and the activity that is most affected by
the pain on a scale from (0) ‘‘as good as it could
be’’ to (6) ‘‘as bad as it could be’’. The subject
filled out the MYMOP2 form before the initial
treatment and at the end of the last session. He
rated his general well-being and pain with activity
as 0, i.e. as good as it could be. The subject was
now confident about performing activities without pain, and therefore, his function had
improved.
 2009 Acupuncture Association of Chartered Physiotherapists

Discussion
Western acupuncture is evidence-based, and
combines current understanding of neuroanatomy and pain physiology with the teachings
of TCM (Braverman 2003). The use of acupuncture for the treatment of musculoskeletal pain
and injury has been increasing in both physiotherapy and other medical professions. Ernst &
White (1999) pointed out that the research that
has been conducted into the use of acupuncture
has been of poor quality, and the debate regarding the efficacy of acupuncture in treating these
conditions continues.
There have been encouraging results with
regard to the use of acupuncture in the treatment
of chronic knee pain. White et al. (2007) conducted a systemic review and meta-analysis of
randomized controlled trials of adequate acupuncture. The studies consisted of adults with
chronic knee pain or OA who were placed
randomly in an acupuncture group, a placebo
group and a no-intervention group. It was concluded that adequate acupuncture was superior
to sham (placebo) acupuncture and no intervention.
Witt et al. (2005) concluded that ‘‘[a]cupuncture treatment had significant and clinically relevant short-term effects when compared to
minimal acupuncture or no acupuncture treatment in patients with OA of the knee’’ (p. 142).
The present study also produced effective pain
relief using both local and distal points. The
treatment sessions were 20-min long because
acupuncture-induced analgesia has its peak effect
at 20–40 min (Wang et al. 2008).
Acupuncture is believed to stimulate afferents
from the A- and C-fibres, causing signals to be
transmitted to the spinal cord, which results in
the local release of dynorphins and enkephalins.
These afferent pathways spread to the mid-brain,
where sequences of excitatory and inhibitory
mediators in the spinal cord are triggered. This
results in the release of neurotransmitters, such
as serotonin, dopamine and norepinephrine, on
the spinal cord, leading to pre- and postsynaptic
inhibition, and the suppression of pain transmission. When these signals reach the central
nervous system (CNS), and specifically the
hypothalamus and pituitary, adrenocorticotropic hormones (ACTHs) and endorphins
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Figure 1. Measure Yourself Medical Outcome Profile 2.
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are released. These ideas were proposed by
Pomeranz & Chiu (1976), who found that
‘‘antagonist-naloxone blocked the acupunctureinduced analgesic activity’’ (p. 1761).
Therefore, local and segmental needling will
result in pain gate inhibition locally, but when
combined with distal point analgesia, it appears
to be more effective since descending inhibition
and ACTH release are achieved.
The stimulation of de qi sensation appears
essential for producing analgesia through the
activation of the endogenous antinocioceptive
system (Lundeberg 1995). Wang et al. (1985)
suggested that de qi is caused by the activation of
type 2 and 3 A-fibres, and C-fibres. The de qi
sensation is described as soreness, numbness,
ache, fullness or warmth. Functional magnetic
resonance imaging studies have been found to be
useful in understanding the effect of acupuncture
on the CNS. Hui et al.(2000) reported that needling associated with de qi sensation deactivated
the nucleus accumbens, hypothalamus, amygdala,
hippocampus, parahippocampus, ventral tegmental area, anterior cingular gyrus, caudate,
putamen, temporal lobe and insula. Therefore, it
can be postulated that the present subject
showed significant improvement because of the
presence of de qi, which was experienced in every
treatment. The subject only required four treatment sessions to maximize the analgesic effect of
acupuncture, even though Ezzo et al. (2001)
found that an average total of 10 treatments is
required to achieve satisfactory results.
Positron emission tomography (PET) studies
have also been utilized to view the effect of
acupuncture on the CNS. Alavi et al. (1997)
described a group of patients with chronic pain
who also had asymmetry of the thalamus. When
new PET images were done following acupuncture treatment, the asymmetry disappeared.
However, the above study did not include a
sham control group, and therefore, cause and
effect cannot be attributed to the changes seen in
the PET images.
The present subject appeared to be happier
and more confident by the end of the treatment
sessions. This might have been because pain was
no longer an issue for him, or it may have been
a result of the release of serotonin and endorphin, which could also have lifted his mood
(Han et al. 2006).
 2009 Acupuncture Association of Chartered Physiotherapists

Conclusion
The present case report of the effect of acupuncture treatment on chronic knee pain associated
with MCLS found it to be beneficial for modulating pain and improving function within a limited time frame. Nevertheless, the result could
have been brought about by the latent effects of
previous physiotherapy therapy, and therefore,
acupuncture cannot be attributed as the only
reason for the present findings. This case study
was limited since it did meet the systematic criteria for reliability and validity (Domholdt 1993).
A more comprehensive and objective measure
than the MYMOP2 could have been used to
ascertain function, and more subjects could have
been included. The selected acupuncture points
were satisfactory, but further research is needed
to establish a treatment regime that would meet
the standards of evidence-based practice.
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AACP Annual Conference, 15–17 May 2009: Acupuncture –
Beyond Pain

Introduction
I would like to thank so many of you for attending another highly successful AACP Conference.
It was nice to see typical Spring Bank Holiday
weather a week early. . . We ended up with horizontal rain and howling gales. While the sun
teased us at times, this was usually while we were
all attending the presentations!
The organization of Conference was as superb
as ever. Many thanks must go to Sharon, Diane
and the rest of the team in the Office for all their
hard work over the past year, especially in the
3 months leading up to the event.
Once again, the Robinson Executive Centre at
Wyboston, Bedfordshire, proved to be an excellent location for Conference. Delegates mentioned on numerous occasions how pleasantly
surprised they were by the ease of access and by
just how fit for purpose this location is.
I was very grateful to receive so much informal feedback in the form of quick chats and
comments from attendees over the 3 days and
hope that we have even more responses via
the official forms that most delegates assured
me they were going to leave at the end of
Conference.
Although the programme will not always be
everyone’s cup of tea, and so, unfortunately,
some delegates may be disappointed, the vast
majority I spoke to were thoroughly impressed
with the content, location, presentation and
organization of the event. It was definitely a
Conference that did what it said on the tin:
‘‘Acupuncture – Beyond Pain’’.
Thought-provoking lectures were delivered
throughout (Figs 1 & 2), covering subjects as
diverse as sports medicine and acupuncture, the
integration of Chinese medicine into contemporary care (which I’m sure opened many minds to
the true nature of Chinese medicine and its
dynamism over the past 2000 years), and the
neurophysiological nature of acupuncture. The
workshops provided an opportunity for a modified form of delivery and went down well.
 2009 Acupuncture Association of Chartered Physiotherapists

Figure 1. Chair Jennie Longbottom and the audience
watch enthralled as Dr Cathy Speed discusses soft tissue
injuries.

It is refreshing that AACP is not afraid to
think well outside the box, as demonstrated by
the highly informative, educational and quite
frankly entertaining lecture from Grace Dorey,
which was not something those who attended
will forget in a hurry – especially the men!
The presence of world-famous speakers must
be applauded and seen as an indication of the
regard with which this Association is held by
international academia. There really is no substitute for having the highest standard of presentations at Conference.
In addition to these fabulous speakers, the
Annual General Meeting was also well attended
this year, as was a successful Conference dinner.

Figure 2. A question from the audience for Dr Chris
Norris.
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Figure 3. Conference attendees among the trade stands.

Figure 6. Outgoing Chair Jennie Longbottom shakes
hands with her successor, Merian Denning.

The trade stands were also busy between lectures
(Figs 3–5).
We also bid a fond farewell to Jennie Longbottom as AACP Chair (Fig. 6), and I am sure all
of us will join together to congratulate her on her
term of office and give our heartfelt thanks for
all the work that she has done over the past few
years. . . I would write the exact number of years,
but Jenny may know where I live!
The Conference Committee (Fig. 7) will have
their work cut out to surpass this event next year.
It is up to the membership of the Association
Figure 7. The AACP Board.

Figure 4. Discussions at the trade stands.

and everyone who attended Conference 2009 to
give the Committee feedback about what they
want so that this will continue to be renowned
event.
In conclusion, Conference continues to grow.
Ideas for next year are already being tabled,
including poster presentations and more fringe
items. Many members are actively involved in
research and this meeting would seem to be the
perfect place to promote it.
I hope to see many of you next year.
Dave Graham-Woollard
Conference Committee Chair

Soft tissue injuries
Cathy Speed

Figure 5. More customers for the trade stands.
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Abstract
Dr Cathy Speed is a consultant in Rheumatology,
Sports and Exercise Medicine at Addenbrooke’s
and Cambridge Lea Hospitals, Cambridge, UK,
and the Hospital of St John & St Elizabeth,
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London, a lead physician for the English Institute of Sport, Eastern Region, and runs the
Medical Innovation Research Programme with
UK Sport for the 2012 Olympic Games. She
plays a significant role in the care of a wide
spectrum of Olympic and other elite athletes. Dr
Speed has special expertise in the management
of sporting and non-sporting musculoskeletal
injuries and chronic pain syndromes, as well as a
specialist interest in arthritis and in exercise
medicine. She applies advanced diagnostic techniques – in particular, imaging and biomechanical assessments – in the evaluation of medical
complaints.
Report
This presentation was a highly informative and
often thought-provoking introduction to Conference. Despite a definite medical bias, there were
several pertinent take-home messages for physiotherapists and acupuncture practice.
Consideration of the body as a kinetic chain
and the interaction of injuries (i.e. a holistic
approach) was acknowledged, as well as the
importance of determining the true mechanism
of an injury and assessment in an appropriate
environment. If patients play sport professionally, they should be assessed when doing their
sport, where possible. Often, at any level, from
elite to occasional, the cause of a problem can be
attributed to technique or too much, too soon.
Clinical assessment was highlighted, and a
move away from magnetic resonance imaging
(MRI) towards reliance on clinical signs and the
increased use of ultrasound imaging was recommended, especially in the field of Achilles tendon
injury, which was the focus of the presentation.
Treatment options for Achilles tendinopathy
were reviewed and it was interesting to hear the
suggestion that the introduction of autologous
blood into the region of tendon injury to promote healing, as investigated in racehorses, may
be similar to needling aggressively in the area and
the question was raised of why we tend to stay
away from the area of injury in these cases.
It would seem that the aim over the next
decade or so is to develop regenerative medicine
for tendon injury, rather than extracorporeal
shockwave therapy or prolotherapy, alongside
rehabilitative medicine to treat these conditions –
a situation that would seem to place physio 2009 Acupuncture Association of Chartered Physiotherapists

therapists, especially those practicing acupuncture, in a strong position.
This overview of the pathophysiology of soft
tissue injuries and the physiological response of
the tissues to healing paid particular attention to
the process of neovascularization in the Achilles
tendon and the tissue response to injury. Current treatments for managing problems were
discussed, including acupuncture, injection
therapies, extracorporeal shockwave therapy, and
forms of exercise and rehabilitation.
The physiological processes were further supported by the presentation of diagnostic ultrasound evidence for the continuation of abnormal
pathophysiological processes long after the
expected injury response time. The presentation
outlined principles of management for both the
elite athlete and within the daily demands of
musculoskeletal management in physiotherapy.
Best practice and evidence-based practice for the
effective management of these injuries was
emphasized.
Having worked with Cathy Speed for many
years, it never fails to amaze me how she can use
her unique breadth and depth of knowledge to
explain such in-depth physiological processes and
their relevance to clinical practice to an audience.
What is also refreshing is that Cathy is openminded about using acupuncture as an effective
form of analgesia throughout the treatment process, whether for acute sports injury or in chronic
pain management. Her presentation was both
enlightening and of huge benefit to the audience.
Jennie Longbottom

Acupuncture for sport: East
meets West
Chris Norris
Abstract
A combination of Western and traditional
Chinese medicine (TCM) acupuncture treatment
can enhance the effectiveness of physiotherapy in
the management of sports injuries. Trigger points,
and periosteal, fascial and acupuncture energetics
are discussed with regard to the most effective
ways to deal with such problems. Case histories
demonstrate how theory is put into practice.
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Hot foot from completing his PhD, Chris Norris
came to talk about the use of acupuncture in the
management of sports injuries, but the content
of his lecture was wide-ranging and relevant to a
broader group of patients.
There was an emphasis on clinical reasoning.
He encouraged delegates to consider whether it
is appropriate to use acupuncture, or if another
form of physiotherapy management would be
more effective, particularly during the acute
phase of an injury. Chris looked at some examples of how point selection may vary during the
different stages of recovery, drawing on Western
and TCM acupuncture. He also considered the
mechanical effects of the needle, which were
illustrated with reference to research by Helene
Langevin demonstrating the effect of acupuncture on the fascia. This linked up nicely with
Helene’s lectures on the Sunday (see pp. 101–
103 and 104–105).
Chris compared the effects of superficial and
deep trigger point techniques, and discussed
when it may be more appropriate to use one or
the other. For example, deep needling may be
important to stimulate a healing response where
there is neovascularization in tendinopathy. The
needle is likely to cause bleeding into the tissues,
and thus, have a similar effect to the injection of
autologous blood.
In considering point selection from a TCM
perspective, Chris gave an insight into the different types of bi-syndrome, and how these relate
to symptoms. He went on to suggest influential
points that could be integrated into a treatment
plan. He finished with some examples taken
from case histories.
This session was a very useful and informative
exercise in clinical reasoning, and the take-home
message was to form a treatment plan which
considers: the stage of healing; the appropriate
meridian; local points; distal points; integration
with physiotherapy; and treatment progression.
Debbie Yates
Chris Norris is an AACP tutor who lectures
widely on acupuncture, sport and exercise
therapy. This presentation discussed the parallel
use of Western and TCM acupuncture techniques in the treatment of sports injuries. Chris
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offered an overview of all the acupuncture techniques taught on the AACP Foundation Training
Course, using a clinical reasoning model to
match the tissue healing stages, whilst incorporating physiotherapy techniques in tandem with
needling in order to provide effective management of pain, enhance tissue healing and facilitate rehabilitation.
The presentation offered the audience an
opportunity to reflect on what they had been
taught, and for those who had recently completed their training, it was a chance to refresh
their knowledge. I would have liked to have
heard more about the latest evidence for the
effects of acupuncture on tissue healing, which is
supported by dynamic ultrasound and MRI, as
well as the relevant research in the area of acute
injuries, which incorporated acupuncture into
the treatment hypothesis.
Jennie Longbottom

Translating Chinese medicine
into contemporary healthcare
systems
Volker Scheid
Abstract
From the perspective of cultural studies of science, the integration of TCM into contemporary
healthcare can be perceived as a translation
problem. The currently dominant framework for
translation in clinical research is evidence-based
healthcare (EBHC), but the hierarchies of
evidence that underpin this structure oppose
those advocated by TCM physicians prior to
its encounter with the West. This leads many
clinicians to reject EBHC research as inappropriate. Utilizing a knowledge-management-based
approach, it is argued that rather than seeing the
incompatibilities between EBHC and TCM as
expressions of cultural difference, it is more
advantageous to examine what variability produces this variation. Such an approach shows
that, while EBHC and TCM share methods for
managing knowledge and making healthcare
decisions, these traditions orient towards different types of social organization: an individualist,
egalitarian culture with TCM and a tightly organized integrated social system with EBHC.
 2009 Acupuncture Association of Chartered Physiotherapists
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Rethinking the translation problem as one of
knowledge management rather than evaluation
allows us to gain a more objective perspective on
what is involved in clinical research, to reflect on
what types of research are most appropriate for a
given task, and to ascertain what the costs and
benefits of any given attempt at translation may
be.
Reports
‘‘Translation’’ deals with time and place. It is a
process that is often covert in nature, particularly
so with regard to TCM. Evidence-based healthcare has a more clearly defined process in terms
of research, and aims to both simplify and clarify
what is and is not appropriate.
In theory, this should be a one-way system, i.e.
we should ask a question, devise a study, collect
and analyse data, and finally, draw conclusions
and implement appropriate changes. However,
randomized controlled trials (RCTs) can often
throw up more questions than answers, and are
open to criticism regarding bias and methodology, for example. With this in mind, Volker
Scheid asked if the somewhat linear process of
EBHC research is best placed to transform the
conceptual aspects of TCM.
We in the West believe that TCM is underpinned by philosophy and mysticism, but in a
Chinese social context, acupuncture has always
been taken for granted as ‘‘scientific’’, being
derived from effective experiential learning and
often translated by oral means from one generation to the next. Politics has also been a factor
throughout the history of TCM, with bias infiltrating treatment strategies depending upon the
hierarchy of physicians involved in the process,
who were either ‘‘scholarly’’ (i.e. upper class) or
‘‘vulgar’’ (i.e. lower class), and the introduction
of Western systematic science in the twentieth
century.
Dr Scheid gave examples of tiered algorithms
depicting historical/philosophical learning (the
‘‘Old’’) and contemporary research (the ‘‘New’’),
which demonstrated that both methods actually
share many attributes, albeit with subtle differences. One such fine distinction may arise when
we attempt to compare and contrast modern
diagnosis and intervention with that from 2500
years ago, a time when diagnostics relied upon
traditional ideology and process.
 2009 Acupuncture Association of Chartered Physiotherapists

Volker used a grid system with two axes, belief
and coherence, to show how people think and
act within their own society and culture. This
clearly demonstrated that EBHC ‘‘best practice’’
dominated a quadrant diametrically opposed to
the one containing TCM ‘‘intuitive instinct’’, but
that efficacy of management of the patient as a
whole lay somewhere between the two.
Prescriptive intervention seems vitally important for standardization and accreditation, but is
there still a place within our contemporary practice for intuitive ‘‘gut feeling’’? Perhaps the
challenge for research is to strive to maintain a
symbiosis between EBHC and TCM, dovetailing
cultural belief into our work through a greater
understanding of the translation of knowledge.
Both approaches have a great deal to offer.
This report is merely a snapshot of what was a
well-structured and thought-provoking presentation about a subject that deserves a study day in
its own right.
Mike Chapman
Dr Volker Scheid is the Academic Director of
the European Institute of Oriental Medicine,
Munich, Germany, a London-based practitioner
of TCM. He holds degrees in Social Psychology
and Medical Anthropology, and from 1999 to
2002, he was a Welcome Trust postdoctoral
research fellow in the History of Medicine at the
School of African and Asian Studies, London.
After studying Chinese medicine in the UK, he
spent 3 years in China undertaking postgraduate
studies at the Universities of Chinese Medicine in
Beijing and Shanghai.
There are some people in life who inspire and
change our practice, and Dr Scheid is such a
person. I first had the privilege of hearing him
speak at an acupuncture research meeting 5 years
ago, and I was encouraged to ask more questions
about his approach to the art and science of
acupuncture, and about my emerging clinical
skills, especially with regard to the integration of
TCM within physiotherapy.
In East Asian medicine, a physician’s style of
clinical practice is like a personal signature. It
reflects their learning and clinical experience and
the many influences that have shaped these. Dr
Scheid provided the audience within an inspiring
and in-depth presentation that mapped current
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evidence-based practice onto the TCM framework and highlighted the flaws of attempting to
change an effective medical framework in order
to fit the requirements of Western-based evidence. The message received from this articulate
and fascinating presentation was clear: rather
than investigating and critiquing the differences
and incompatibilities between the two models,
more clinical benefit may be gained by investigating the knowledge shared by these models.
Such an approach will support and enhance
future healthcare decisions, research, costeffectiveness and clinical efficacy. Further questions need to be asked about the types of
research that are appropriate for a given task.
What methodological changes to the existing
gold standard of the RCT may be appropriate in
order to offer us the knowledge that we seek to
improve patient care?
Jennie Longbottom

Under every good man. . . Pelvic
floor exercises for men with
erectile dysfunction, incontinence
and pelvic floor pain
Grace Dorey
Abstract
Our understanding of the male pelvic floor has
evolved over more than 2000 years. For centuries, anatomists held erroneous theories based on
the hypotheses of great men such as Hippocrates
and then Leonardo da Vinci. The male pelvic
floor was not mentioned in either the original
anatomy book by Jones Quain or the first edition
of Gray’s Anatomy. The earliest reference to
muscle relaxation and muscle strengthening was
found in the Ebers Papyrus (c. 3000–1534
BCE). In 1899, Bruce, a great advocate of
graduated exercise, stated that ‘‘the active elements of an organ grow under the influence of
abundant work’’. The earliest mention of pelvic
floor muscle (PFM) exercises (PFMEs) is in a
book dedicated to medical gymnastics and massage. Swedish medical gymnastics were used by
physiotherapists in 1938 to strengthen the PFMs
in women. Dr Arnold Kegel has always been
considered to be the pioneer of PFMEs for
women, even though Swedish gymnastics pre96

ceded his work. Over the past century, nurses
and physiotherapists have helped to change and
refine our perception of the intricate function of
the male pelvic floor.
Reports
Professor Grace Dorey was awarded a PhD in
2003 for her research on PFMEs in the treatment
of erectile dysfunction and post-micturition dribble. In 2004, her research was awarded the Best
Scientific Presentation prize by the International
Continence Society (UK), and she was also
awarded a Fellowship of the Chartered Society
of Physiotherapy (CSP). She is currently a
consultant physiotherapist, an extended scope
practitioner and an emeritus professor.
Grace delivered her ‘‘professorial lecture’’ with
humour and entertaining illustrations of how our
understanding of the male pelvic floor has
evolved over more than two millennia. She spoke
about the many functions of the male pelvic
floor, such as maintaining good posture, supporting the contents of the abdominal cavity,
activation during breathing and increasing local
blood supply. This part of the anatomy is important in maintaining urinary and faecal continence,
and plays a major role in gaining and maintaining
penile erection and pumping the ejaculate.
The first radical prostatectomy was performed in
1901, but it is only recently that PFMEs have been
taught to men. Pre-prostatectomy, the enlarged
prostate blocks urinary flow, leading to muscle
weakness. This causes stress incontinence following prostatectomy and post-micturition dribble in
65% of men. In 2000, PFMEs were shown to be
significantly effective for these conditions.
Treatment for prolapsed anus was also discussed.
This ranged from electric eels to anal faradism!
The most up-to-date advice is to avoid constipation and do PFMEs before and after voiding.
Finally, the results of Grace’s 2004 research
showed that PFMEs were significantly more effective for improving erectile dysfunction than making lifestyle changes. Therefore, it is essential to
refer men with incontinence and erectile dysfunction to a specialist continence physiotherapist.
Thus, her conclusion was that ‘‘under every good
man’’ there is not a mistress, a horse or a pair of
clean, dry pants, but . . . a physiotherapist!
Wendy Rarity
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Grace Dorey is no stranger to the physiotherapy
world, and for those specializing in the field of
male and female incontinence and erectile dysfunction, her work in this neglected area has
been revolutionary. This fascinating presentation
was also incredibly humorous, but it always
respected the dignity and sensitivity of those
suffering from the presenting condition. She
provided a thought-provoking and, at times,
leg-crossing overview of the historical treatments
offered to men suffering from erectile and bladder dysfunction, while also presenting an indepth view of the pelvic cavity and musculature.
Professor Dorey was not asked to address the
role of acupuncture within this condition. The
Conference Committee are aware that we are
physiotherapists who use acupuncture, and for
this reason, they asked her to discuss the evidence for postural, exercise and muscle imbalance re-education. Since this presentation was so
well received, it would be pertinent to ask
Professor Dorey to return and share the stage
with Peter Deadman, a well-respected acupuncturist who specializes in this area.
The talk was a delight both in terms of the
knowledge, experience and hope that may be
offered to people with these conditions, and in
terms of the chance to share the humour, enthusiasm and warmth that Professor Dorey obviously brings to her clinical practice and teaching.
It was a pleasure to share the stage and hear
about her work.

The impact of practitioner affiliation to a TCM
or Western theoretical framework is explored.
Nineteen acupuncturists were chosen via theoretical sampling and thirteen patients with RA
were self-selected. Data collection, organization
and analysis were performed concurrently.
In-depth semi-structured interviews were taperecorded and transcribed and field notes were
also taken. The principles of theoretical sensitivity, open axial and selective coding, constant
comparison, and memorandum writing were
followed. Major categories describing acupuncturists’ perceptions and patients’ experiences
emerged from the data. Inter-affiliatory differences were identified between TCM and Western
acupuncturists in terms of the treatments administered, and the scope and emphasis of the
intended therapeutic effects. Limited divergence
was found between acupuncturists’ perceptions
of treatment outcomes. Patients perceived acupuncture as alleviating a number of RA symptoms, including the relief of rheumatic pain and
improvements in mobility. Acupuncture was
additionally perceived as alleviating consequential secondary symptoms of RA, such as fatigue,
depression and sleeplessness. These effects
allowed patients to ‘‘feel normal again’’ and
‘‘regain their lives’’, and resulted in improvements in their lifestyle, emotional well-being and
self-image. Acupuncturist affiliation impacts on
both patients’ experience of treatment and their
perception of its effects.

Jennie Longbottom

Report
Dr John Hughes is a research fellow at the
Academic Palliative and Supportive Care Studies
Group, University of Liverpool, Liverpool, UK.
This presentation offered the audience an insight
into qualitative research, using a grounded theory
approach to investigate acupuncturists’ perceptions of treating individuals with RA and those
patients’ experiences of receiving such treatment.
John offered an in-depth analysis of ‘‘perceptions’’ rather than outcomes, which is rather
refreshing in this era of repeated RCTs and
evidence-based outcome numbers. Particularly
interesting were the descriptions of his investigations into depression and sleeplessness, and how
acupuncture intervention allowed patients to
‘‘feel normal again’’. How often have we heard
this in clinical practice, and where do we place

Acupuncture for rheumatoid
arthritis and the impact of
acupuncturist affiliation to a
traditional or Western theoretical
framework: exploring the
perceptions of acupuncturists
and patients
John Hughes
Abstract
This presentation describes qualitative research
on acupuncturists’ perceptions of treating individuals with rheumatoid arthritis (RA) and those
patients’ experiences of receiving such treatment.
 2009 Acupuncture Association of Chartered Physiotherapists
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this in terms of BUPA outcome measures or
cost-effectiveness analysis? The presentation outlined the value of qualitative research methodology within complementary medical practice,
something I hope those within the audience who
are embarking on MSc and PhD research may
think seriously about and not dismiss because of
time constraints. This was a fascinating presentation that gave those unfamiliar with qualitative
research food for thought.
Jennie Longbottom

base of patient experiences. The databases that
are commonly used by physiotherapists for acupuncture research are often inadequate;
EMBASE, AMED, PEDro and grey literature
may be needed when researching complementary
medicine therapies. Another website, BestBETs,
was discussed: this emergency medicine database
is a useful resource containing readable and
easy-to-follow clinical scenarios.
This presentation was helpful and relevant to
our practice, and Liz was happy to share her
expertise and her own recent research into MTrP
treatment with acupuncture.

Is your acupuncture
evidence-based?
Liz Tough
Abstract
As practitioners, we should be offering patients
care that is based on the best available evidence.
This workshop discusses the different levels of
evidence that are used to inform acupuncture
practice. It addresses the clinical relevance of
different levels of research, ranging from case
studies to systematic reviews, and examines how
to interpret the data presented in meta-analyses.
Myofascial trigger point (MTrP) pain is an
example of a condition that is often treated with
acupuncture, but one for which there is a lack of
evidence to supporting its use. Findings from
research into MTrP pain illustrate how the level
of evidence that practitioners currently use to
inform their own acupuncture practice can be
critically evaluated.
Report
Dr Liz Tough discussed the current best evidence, defining RCTs and meta-analyses as the
gold standard of research. However, she stressed
that there is more to evidence than an RCT and
urged us to look at other resources when we
collect our data. She explained the meanings of
and differences between many terms commonly
used in research.
Liz gave examples of search engines with
which many of us were unfamiliar; for example,
DIPEx, a database developed by the University
of Oxford, Oxford, UK, and an important
resource called Healthtalkonline, which is a data98

Theresa Sheldon

Ear, ear, ear, auricular therapy an
integrated approach – how to
integrate auricular acupuncture
into your practice, an experiential
presentation
Paul Blacker
Abstract
The use and integration of Microsystems acupuncture into other therapies in the UK is
widespread and increasing. This workshop discusses the benefits of combining auricular acupuncture therapy and structured bodywork to
improve therapeutic treatment outcomes. This
simple and easy-to-learn technique can be integrated into most clinical settings and used on
most patients. Practical demonstrations show the
speed, simplicity, benefits and effectiveness of
using this technique in practice.
Report
Paul Blacker explained how useful auricular acupuncture can be, either on its own or alongside
other forms of physiotherapy.
Once we have learned the anatomy of the ear
and know where the relevant areas are, we can
assess a patient’s current status, and also treat
weight or sleep problems, for example, which
may be relevant to a musculoskeletal condition.
Paul showed how the relevant auricular points
can be located using a blunt metal probe. We
then practiced on each other and found tender
points along the anti-helix that related to back
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pain areas. Various types of studs can then be
taped onto these points and Paul supplied us
with seeds so we could experience this method
of application.
Auricular acupuncture is one of the Microsystems that can be used for many conditions. It
does not require treatment couches or undressing, so the potential exists to treat a number of
people at once. A National Health Service
(NHS) audit in Kent reported that the cost of
materials was 36p per treatment.
At present, the regulatory stakeholders of
Microsystems are exploring self-regulation, but
in the meantime, physiotherapists can be trained
in this area and use it as part of their treatment
regime.
Paul succeeded in making this an entertaining
and practical session that renewed my enthusiasm for using this modality, and I am sure, will
have inspired practitioners new to the approach
to learn more.
Diane Allan

Meeting people where they’re at:
an NHS mental health
physiotherapy service
Ann Childs
Abstract
This workshop explores the many ‘‘extraneous’’
therapeutic factors that appear particularly pertinent whilst working in mental health services
with energy-related therapies, including acupuncture. The therapist’s qualities of sensitivity,
awareness, intention, attitude and rapportbuilding are discussed. Within clinical practice,
the relevance of patients’ valued outcomes,
meanings and beliefs are highlighted. To expand
the breadth and depth of clinical intervention,
visualization, myofascial release, reflex therapy,
emotional freedom technique and chakras are
discussed with respect to acupuncture concepts.
The stories and clinical scenarios of special
people with mental health issues who have travelled with the presenter on this inspiring journey
form a living backdrop throughout. Sadly, no
one-size-fits-all treatments have been found to
target specific biomedical mental health diag 2009 Acupuncture Association of Chartered Physiotherapists

noses. Each person has their own individual
story to share and teach. Each therapy session
remains unique and relevant to a specific
moment, but every one draws on acquired
experience. The finale describes the unfolding of
a physiotherapy group session integrating classical acupuncture practice with the needs and
beliefs of inpatients on a drug detoxification
ward. Relevant evidence and working hypotheses
substantiate the workshop. Practical exercises in
grounding, qigong and mindfulness help to consolidate personal awareness.
Report
This was one of the most interesting workshops
at Conference. Ann Childs’ enthusiasm and
broad approach to treatment shone through as
she shared her knowledge and illustrated her
experiences with the clinical scenarios of people
with mental health problems. Her underlying
message was that we should look at the human
being, and her or his individual needs, not base
our treatments on theoretical constructs. Ann
discussed ‘‘human givens’’ and suggested that
this could be an area for further research. She
illustrated the complexities of mental health and
the need to understand its impact on treatment,
and demonstrated how different treatment
approaches can be based on an understanding of
acupuncture and energy medicine.
Since truth is always complex, especially so for
those with mental health problems, Ann suggested that it is better to look at the world
through metaphorical patterns because truth is
only truth when it is in context. We should heed
those wise words, both as therapists and as
ordinary human beings, and recognize how
much more difficult it is for a client with mental
health issues to comprehend a very confusing
world.
Ann described the effects of trauma in a
patient who exhibited anxiety, numbness and
dissociation. In these circumstances, individuals
are unable to be assertive, so she showed us how
to produce ‘‘magic moments’’ using tai chi hand
pushing to help the patient to feel more powerful
again. When individuals are in this state, it is
impossible to employ needles because there is
no chi, so Ann uses a spiky ball or roller ball, as
well as cupping with oils before progressing to
needling.
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The importance of the patient and the therapist was well illustrated in a breakdown of
improved outcomes: (40%) what the patient
brings to therapy; (30%) therapeutic inputs;
(15%) expectation (placebo); and (15%) techniques or those factors specific to each therapy.
A powerful illustration of Ann’s approach was
her description of a patient who had dissociative
identity disorder stemming from child abuse.
Until this episode, this client, now in her 40s, had
been a powerful professional woman. Ann discussed how a mixture of deep massage, myofascial techniques, reflex therapy and heel leg
traction were employed. The patient was able to
draw at different stages and these drawings were
uncannily like meridian charts that slowly
increased at each treatment. Ann pointed out
that the leg traction put pressure on the Bladder
and Kidney points, while the reflex therapy
stimulated the adrenal glands and kidneys, stimulating the yang. The dissociation meant that the
aim of the treatment was to bring the client’s
sensations into the here and now, in order to
re-establish the boundaries of the skin.
One purpose of treatment is to reconnect
people. Even the slightest contact between Ann
and the patient was well thought out and had a
specific purpose, albeit that this was frequently
on an intuitive basis. Touch research has shown
that, in combination with a sensitive approach,
maintaining openness can result in progress. Ann
showed that mindfulness, or being open and
sensitive to another person on a moment-tomoment basis, can decrease stress, fear and
anger, and so improve general health.
Felicity Edwards

Transformation: an integrated
East–West complex model for
treating depression
Rosa N. Schnyer
Abstract
Depression is a chronic complex disorder that
cuts across cultural boundaries. A range of
symptoms in several areas, including the psychological, behavioural and somatic domains, characterize depression. New research has begun to
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uncover the complex and multifactorial aetiology
of depression, which extends beyond the brain
to include the dysfunction of multiple systems.
Although the current biopsychosocial model of
depression acknowledges both the role of life
experiences and biological factors, it falls short
of providing a framework that effectively integrates the complex web of pathogenic processes
leading to depression, which can be triggered by
biochemistry, lifestyle, genetics or experience.
Supported by basic and behavioural research
evidence, an integrative model of care that effectively expands the current biomedical model to
include the process-focused, patient-centred
framework of Chinese medicine is presented.
Recent studies of acupuncture for depression
during pregnancy, bipolar disorder and major
depression provide the framework to illustrate
the potentially important role and limitations of
this treatment in the management of this unfortunately common condition.
Reports
It was heartening to hear that Dr Rosa Schnyer
‘‘came to research through the back door’’. The
respected researcher and author explained that
her investigations grew out of her own experience of and passion for the subject.
Rosa discussed the problems of using the
disease-centred Western model to explain the
multifactorial symptoms of depression. The TCM
model is patient-centred and tries to understand
the pre-clinical path that leads to the symptoms.
As we try to modernize TCM and integrate it into
our Western practice, it is important to understand the fundamental differences between the
two approaches.
She quoted some statistics to put into context
the significance of depression in our society. One
fact that is relevant to all practitioners is that
there is a 65% co-morbidity with other diseases.
Depression is one of the leading causes of
disability and has an 80% rate of reoccurrence.
People with somatic symptoms are often
amongst those with the poorest response to
current available treatments.
Rosa explained that depression and somatic
symptoms are all part of a complex interrelationship of energy imbalances. These can be
described through the traditional Chinese model
of yin and yang.
 2009 Acupuncture Association of Chartered Physiotherapists
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Multifactorial dysregulation is usually present,
which often includes the immune and hormonal
systems, and the inflammatory response. From a
Western perspective, we can view this as an
alteration to neurotransmitters, an approach
which can then help us to understand the effects
of such modalities as electroacupuncture.
Some impressive statistics from trials were
quoted, including a 65% response rate for
depression in pregnancy. Rosa further advised
that dramatic changes can also be achieved by
using shiatsu along with herbal and nutritional
approaches.
The audience was left with the message that
the factors affecting the development and progression of illness are not clearly understood in
the West, but positive changes can be achieved
by addressing all the relevant components and
symptoms as part a patient-centred treatment
approach.
Debbie Yates
Dr Rosa Schnyer is a doctor of TCM and a
clinical assistant professor at the University of
Texas, Austin, TX, USA. Her work has developed innovative research methodologies to
evaluate complex interventions in order to better
reflect true clinical practice: something that is
very dear to those of us who are involved in the
management of patients who are also suffering
from depression, anxiety and emotional dysfunction. Her presentation offered the audience an
insight into her work, which involves uncovering
the complex and multifactorial aetiology
involved in depression, meaning that diagnosis
extends beyond the brain and emotional presentation to include the impact on multifactorial
systems, such as immune response, parasympathetic and sympathetic imbalance, and enteric
dysfunction. She outlined the complexity of
pathogenic responses that may ultimately lead to
depression.
Dr Schnyer’s clinical research interests centre
around five areas: (1) the development of an
integrated model of healthcare to treat chronic
complex disorders based on individualized systems biology and TCM; (2) the assessment of the
role of TCM-derived practices in the management of stress, mood and anxiety disorders; (3)
acupuncture as an adjunct in the care of
 2009 Acupuncture Association of Chartered Physiotherapists

co-morbid chronic pain, depression and posttraumatic stress disorder in returning war veterans; (4) the hormonal and immune correlates of
acupuncture’s effect on complex chronic disorders; and (5) psychophysiological concordance
in the acupuncture patient–practitioner clinical
encounter as a mediator of the non-specific
effects of treatment. Her clinical work focuses on
enhancing the mind–body relationship in complex chronic disorders, and providing support in
management, prevention and recovery.
The whole ethos of this presentation was a
patient-centred approach. Dr Schnyer outlined
the effectiveness and limitations of acupuncture
intervention, whilst the invaluable ‘‘clinical
pearls’’ that are so often missing from any
objective publication of research were offered
freely throughout her lecture.
She offered a stunning presentation of her
work. Her enthusiasm, skills, and unique ability
to unpick complex layers of pathogenic processes and place these within a methodology that
offers answers and flexibility for acupuncture
research is humbling to those of us who struggle
to gain clinical effectiveness within this difficult
field. I was indeed fortunate to share the platform with and chair an accomplished researcher
whom I have admired for many years who is also
a practitioner who demonstrates superb clinical
understanding. I was humbled to have the honour of introducing her and the opportunity to
gain from her knowledge.
Jennie Longbottom

Connective tissue responses to
acupuncture
Helene Langevin
Abstract
Until recently, most acupuncture research has
focused on distant effects caused by the stimulation of sensory nerves and the central nervous
system. However, these findings do not explain
an important aspect of TCM theory postulating
that acupuncture achieves its effects via ‘‘meridians’’ that interconnect both the physical and
functional aspects of the body. Connective tissue
forms a body-wide network that has intriguing
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similarities to the acupuncture meridian network.
This presentation summarizes recent advances in
understanding the physiological responses of
connective tissue to acupuncture needling and
the potential relevance of these findings to acupuncture’s mechanism of action.
Reports
Dr Helene Langevin began by suggesting that
physiotherapists are the link between conventional and alternative medicine. In her research,
she has examined the physiological response to
needling, i.e. the aching and soreness in the area
surrounding the needle, and also the evidence for
the cellular changes that occur during acupuncture and stretching.
This lecture was both exciting and intriguing.
Helene’s work involved designing a tool to
measure the force of the needle when acupuncture is performed, and using ultrasound imaging
to examine the effect upon the tissues beneath
the skin to see how tissues are deformed or
displaced. Under ultrasound, the subcutaneous
tissue appears to spiral and collagen fibres wind
round the needle, much like spaghetti around a
fork. The fibroblasts seem to spread out,
expanding in all directions when the needle is
rotated. More rotation does not cause an increase
in this change, so the optimum seems to have
been achieved at this point. Further research
needs to be done to establish whether this
correlates with how many times we should rotate
a needle and to investigate the therapeutic effect
of this change to the fibroblasts.
The next research question Helene posed was
whether a similar effect on fibroblastic activity
could be observed by simply stretching the
tissue. Ultrasound revealed that stretching using
a split plinth that flexes and extends the lumbar
spine had a similar effect after 10 min. Her
research also reported that patients with low
back pain (LBP) undergoing this technique had
minimal movement in the fascial layers of their
connective tissue compared to normal subjects.
She concluded by saying that it would be interesting to know whether practitioners affect this
change in fascial movement with acupuncture
treatment.
Helene’s talk was very well received, and there
were many interesting questions from the acupuncturists and myofascial release practitioners
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in the audience. We all look forward to her
future research and its relevance to our acupuncture practice.
Theresa Sheldon
Dr Helene Langevin received an MD degree
from McGill University, Montreal, Quebec,
Canada, in 1978. After doing a postdoctoral
research fellowship in Neurochemistry at the
Medical Research Council Neurochemical Pharmacology Unit, Cambridge, UK, she undertook a
residency in Internal Medicine, and a fellowship
in Endocrinology and Metabolism at Johns
Hopkins Hospital, Baltimore, MD, USA.
Dr Langevin studied acupuncture at the TriState College of Acupuncture, New York NY,
USA, and the Worsley Institute of Classical
Five-Element Acupuncture, Charlottesville, VA,
USA. She is currently an associate professor of
Neurology, Orthopaedics and Rehabilitation at
the University of Vermont College of Medicine,
Burlington, VT, USA, and is the principal investigator of two studies funded by the National
Institutes of Health investigating acupuncture,
connective tissue and LBP. Dr Langevin’s
research focuses on connective tissue mechanical
signal transduction as a mechanism common to
acupuncture, manual and movement-based
therapies. Her previous studies using human and
animal models have shown that mechanical tissue stimulation during both tissue stretch and
acupuncture causes dynamic cellular responses in
connective tissue. She is currently investigating
how these tissue responses are affected by
chronic conditions such as LBP.
This presentation was both fascinating and
informative. We finally have tangible physiological evidence from an eminent and accomplished
researcher that offers some answers to the questions raised by the TCM concept of meridians
and interconnections via the body-wide network
of connective tissue. We are all aware that
acupuncture is a complex intervention and that
acupuncture may be under threat in the current
evidence-based climate, both from healthcare
managers and from those who question its
evidence base. Through the development of
quantitative tools to measure both the needling
and non-needling (sham) components of acupuncture, and by elucidating the complexity of
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connective tissue needling and the unique contribution that acupuncture makes to our profession, Dr Langevin has facilitated our clinical
practice and given us the tools to defend acupuncture within the NHS and in private practice.
Jennie Longbottom

Placebo effects across medical
conditions
Fabrizio Benedetti
Abstract
The placebo effect has evolved from being
thought of as a nuisance in clinical and pharmacological research to being seen as a biological
phenomenon worthy of scientific investigation in
its own right. The study of the placebo effect and
its negative counterpart, the nocebo effect, is
basically the investigation of the psychosocial
context of the treatment and the patient, and
it plays a crucial role in therapeutic outcomes
in both conventional and complementary/
alternative medicine. In recent years, different
types of placebo effects have been analysed with
sophisticated biological tools that have uncovered specific mechanisms at both the biochemical and cellular levels. This recent research has
revealed that these psychosocially induced biochemical and cellular changes in a patient’s brain
and body are very similar to the biochemical
changes induced by drugs. This new way of
thinking may have profound implications for
both clinical trials and medical practice.
Reports
Dr Fabrizio Benedetti used pain, Parkinson disease and the endocrine system to illustrate his
very interesting and thought-provoking presentation on placebo effects across medical conditions.
Fabrizio showed how positive or negative
verbal suggestion combined with a placebo pain
killer could improve or worsen a patient’s range
of shoulder movement following thorocotomy.
He reported that the subthalamic nucleus is the
target of surgical treatment of Parkinsonism,
and illustrated how a placebo subcutaneous
saline injection given to a patient with Parkinson
disease produces decreased activity in the sub 2009 Acupuncture Association of Chartered Physiotherapists

thalamic nucleus cells because the patient
expects an improvement in their movement.
Finally, Fabrizio described experiments that
measured the increase of growth hormone and
decrease in cortisol following drug administration on days 1 and 2 of the trial, followed by
a placebo drug on day 3 as well as open versus
hidden administration of a drug. The results of
the first experiment showed a similar result each
day, suggesting that placebo response was a
completely unconscious process because of the
pharmacological preconditioning performed
before the placebo was given. The effect of the
hidden drug was less than that of open administration, showing that the real effect of the drug
was from the hidden injection and the greater
effect from open injection was mainly psychological.
In conclusion, social and sensory stimuli are
both very important to therapeutic outcome.
There is an effect caused by psychosocial expectation and the administration of drugs, and the
placebo response has been shown to be very
important in both conventional and complementary medicine.
Wendy Rarity
Dr Fabrizio Benedetti is Professor of Clinical
and Applied Physiology at the University of
Turin Medical School, Turin, Italy, a consultant
for the Placebo Project at the National Institutes
of Health, Bethesda, MD, USA, and a member
of the Mind–Brain–Behaviour Initiative at
Harvard University, Cambridge, MA, USA. In
the 1980s, he joined the Postdoctoral School of
Psychiatry and Biobehavioral Sciences at the
University of California, Los Angeles, CA, USA,
and in the 1990s, he was appointed as an
assistant professor at the Southwestern Medical
Centre of the University of Texas, Dallas, TX,
USA. His current scientific interests are the
placebo effect across diseases, pain in dementia
and intra-operative neurophysiology for mapping
the human brain.
The placebo–nocebo effect represents a striking example of how the mind–brain unit interacts
with the body. Whereas placebos are associated
with positive symbols that anticipate clinical
benefit, nocebos are linked to negative ones that
103

Conference 2009
induce expectations of clinical worsening. Positive symbols can range from empathic doctors
and smiling nurses to trust-inducing complex
medical machines and pieces of apparatus. Likewise, there are a variety of negative symbols,
ranging from shabby doctors to a painanticipating dentist’s drill. From an evolutionary
perspective, these symbols, and indeed, their
interpretations by patients, have evolved from
ancient shamanism to modern medicine, whereby the patient’s expectations and beliefs in the
healing power of the doctor play a crucial role.
By studying placebo and nocebo effects, we are
now beginning to understand how medical symbols affect the patient’s brain, or in other words,
how positive or negative psychosocial contexts
can change their brain and body function. The
neuroscientific experimental approach to this
issue is paying dividends and promises new
therapeutic interventions aimed at enhancing
placebo effects and at reducing those of nocebo.
This presentation described the many physiological processes that take place in the placebo
response across medical conditions and therapeutic interventions, offering some hope to
those practitioners who strive to find statistical
outcome measurements for treatments. As we
have learned, acupuncture and physiotherapy
offer a multifactorial approach to the management of symptoms, and elimination of the placebo affect appears to be impossible at this time.
Indeed, we may ask: is this really a problem? Dr
Benedetti gave us some consolation. As physiotherapists we always attempt to offer realistic,
positive and achievable goals whenever possible,
and constantly strive to reduce nocebo effects.
Perhaps we are not doing such a bad a job after all!
Jennie Longbottom

New tools for the investigation of
acupuncture in humans
Helene Langevin
Abstract
Acupuncture is a complex intervention that
involves diagnostic evaluation and specific
patient–practitioner interactions in addition to
acupuncture needling. The development of
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quantitative tools to measure both the needling
and non-needling components of acupuncture is
important for research in order to capture the
complexity and uniqueness of this form of treatment. This presentation discusses new methods
for the quantitative evaluation of yin and yang in
human subjects, as well as ultrasound imaging
techniques that allow real-time visualization of
acupuncture needling in human beings.
Reports
Dr Helene Langevin delivered another fascinating session in which she described two aspects of
her current research: assessing the quantitative
effects of perimuscular and deep-tissue needling;
and evaluating a hypothesis of relative difference
in the clinical manifestations of yin and yang.
With respect to needling, she described perceived effects in relation to the tactile delivery of
skills, and objective findings about physiological
and mechanical effects derived from ultrasound
scans measuring tissue compression, stiffness and
axial displacement. Helene has also developed a
customized needle that accurately measures
torque and axial force. Her well-presented visual
clips proved fascinating. The emerging paradoxes
of true versus sham acupuncture and animal/
human studies were discussed, and she acknowledged that the parameters which influence
therapeutic outcome are proving to be unclear.
In addition to the somewhat linear methodology described above, Helene integrates nonneedling components into the rationale for
applied clinical practice and general care of the
patient. The somewhat individualized process of
TCM diagnosis is difficult to replicate and evaluate because of the complexities of practitioner
variability. Could this be standardized and what
component of this process could be agreed
upon? Perhaps the imbalance in yin and yang
could be both quantifiable and reproducible.
With this in mind, Helene described a pilot
study to test the hypothesis of relative difference
in yin and yang. Twelve ‘‘healthy’’ subjects were
interviewed and examined by six TCM acupuncturists, who produced a score sheet to record the
generic quality of yin and yang in each patient.
The results proved most interesting, and despite
a variation in diagnostic approach, significant
levels of reliability were recorded, suggesting that
there is an element of intuitive instinct at work.
 2009 Acupuncture Association of Chartered Physiotherapists
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Helene’s approach to the integration of scientific and traditional concepts is pioneering and
her outstanding contribution to Conference cannot be overstated. The audience were unanimous
in their appreciation of this presentation and
their support for her to return whenever commitments allow.
Theresa Sheldon
This was a remarkable lecture, not only because
of the quality of the research presented, the
outcomes achieved and its relevance to evidencebased acupuncture, but also for the humility and
sheer passion of Dr Langevin, which was clear to
all of us. A lecture introducing the evidence for
yin and yang within evidence-based medicine was
something that I never thought I would hear
presented in this country, and for those of us
struggling to achieve the integration of both
models within physiotherapy, it was a very emotional moment to share the stage with such a
dynamic contributor to acupuncture science. I
was grateful for the privilege of meeting and
listening to this important figure in the world of
acupuncture.
Jennie Longbottom

Optimizing performance in a
sport and exercise context –
what can we do to help?
Graham Smith
Abstract
‘‘It’s not life or death – it’s much more important
than that!’’ The immortal words of Bill Shankly,
manager of Liverpool Football Club, sum up the
attitudes and philosophies of almost everyone
involved in sport and exercise, regardless of the
level of their involvement. This presentation is
an overview of the principles and philosophies of
sport and exercise in their broadest context. It
also analyses and discusses the five key pillars of
knowledge and skills required by any physical
therapist working in, or associated with, this
occupational area. The speaker also addresses
whether the core areas identified are currently
covered in physiotherapy education or if they
 2009 Acupuncture Association of Chartered Physiotherapists

should be considered as postgraduate requirements. He goes on to discuss the place of
acupuncture in a sport and exercise environment,
highlighting the problems that this specific area
of practice may face from participants and officials. Whilst seemingly controversial and provocative, the overall aims of the presentation are
for it to be informative, educational, realistic and
empowering. It is also hoped that it will clarify
many of the myths and misinformation frequently associated with this specialized clinical
area.
Reports
The ‘‘graveyard session’’ at the end of a three-day
conference can present a challenge in terms of
holding the attention of the audience. That is
why Professor Graham Smith was asked to step
up, in the knowledge there would be plenty of
humour and entertaining video clips to keep the
audience engaged and interested. I think the
word had got around, and this, plus the widespread interest in the topic, meant that the
lecture was very well attended for a final session.
Not only did he entertain, but his presentation
was interspersed with very clear and practical
information relevant for work within the field of
sport and exercise.
Graham drew on his experience within elite
sport to outline the skills necessary for work in
this area, including massage, lifesaving skills and
rehabilitation targeted to particular sports. He
emphasized the huge importance of working as
part of the multidisciplinary team at any level of
sport, and touched on the implications of pitchside management for the long-term impact of an
injury. Graham then broadened his talk to
include exercise for health, and many of our
patients will fall into this category. He stated that
30% of UK deaths are preventable through
physical activity, so we can have an important
role to play in the field of health promotion.
The place of acupuncture in a sport and
exercise context was only briefly touched upon
since the focus of the lecture was to provide a
better understanding of the knowledge and skills
that are required in order to work within sport at
different levels and exercise for health. This was
ably done and the lecture was well received.
Diane Allan
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Professor Graham Smith qualified as a physiotherapist in 1977 and as a teacher of Physiotherapy in 1982. He is currently an independent
rehabilitation and sports injury consultant based
in Glasgow. Professor Smith has extensive
experience of the treatment and management of
injuries at all levels of sport, and has worked with
Glasgow Rangers Football Club, the British
Olympic team in Nagano, Japan, and numerous
national representative sports teams. He is a
fellow of the CSP and a visiting professor at the
University of Teeside, Middlesbrough, UK, and
he combines his clinical and consultancy roles
with lecturing commitments both nationally and
internationally.
It has always been a pleasure to listen to and
debate issues with Professor Smith, not only
because he brings a sense of humour to all these
occasions, but he also because he has a wealth of
experience and knowledge. I always learn something new from him when we meet and I am
very grateful for this. Professor Smith entertained, shocked, and above all, offered physiotherapists involved in sport an understanding of
the knowledge, skills and competencies required
for safe and effective practice. This presentation
pulled no punches in outlining the scope of
practice, specialized skills and training required
to work not just at the elite level, but at the local
school and sports venue.
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This was a fascinating and thought-provoking
presentation for any newly qualified physiotherapist thinking of treating their local club.
Professor Smith laid a particular emphasis on
scope of practice and competency to practice
when working in a single-handed capacity. For
those of us who are more experienced in these
areas, it was a refreshing reminder of the need
for clinical updates and constant reflection.
Jennie Longbottom
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AACP Limited: the next 3 years
Introduction
The Acupuncture Association of Chartered
Physiotherapists is a clinical interest group of the
Chartered Society of Physiotherapy (CSP). It is a
member-centred organization representing the
professional interests of physiotherapists who
practise acupuncture as an integrated part of
their profession.
While we have seen enormous changes within
AACP Ltd in the past 4 years, no organization
can stay in one place, and we must continue to
drive the Association forward in order to remain
a robust and respected voice within acupuncture,
to encourage and support further research and
audit within the profession, and to maintain and
improve the level of membership benefits. It is
imperative that AACP continues to maintain a
watchful eye on the changes within the areas of
healthcare, professional development and professional autonomy, to name but a few, and
ensure that we remain responsive to these and
the impact that they may have on our membership.
The central tenets of AACP remain and are
key to any future plans, i.e.:
+ to ensure safe, clinically effective, evidencebased and cost-effective intervention for the
benefit of the patient;
+ to ensure that all members are fully informed
and have the tools to offer safe, clinically
effective, evidence-based acupuncture intervention to national and international standards
agreed
amongst
acupuncture
stakeholder groups in order to protect the
public, protect the membership and enhance
professional development;
+ to provide an integrated, evidence base for
the clinical effectiveness of acupuncture
within physiotherapy;
+ to support, encourage and facilitate clinical,
and academic research furthering the development of members, and the wider acupuncture
and physiotherapy profession;
+ to define and maintain standards of acupuncture education that will enhance physiotherapy practice and clinical management;
 2009 Acupuncture Association of Chartered Physiotherapists

+ to facilitate access to high educational standards and advanced courses in acupuncture
training;
+ to raise the public, professional and media
profile of acupuncture within physiotherapy;
+ to assist the general public and service users
in accessing physiotherapists using acupuncture and specialist physiotherapists using acupuncture both via Internet searches and its
membership;
+ to influence the healthcare agenda for the
benefit of the patient and the membership;
and
+ to identify, accommodate and meet the
diverse needs of service users and the membership.

Board
The AACP Board consists of nominated members who give freely of their time to attend
quarterly meetings and carry the title of Director.
A number of requirements come with this title:
to act on behalf of the best interests of the
organization and the business; to consider Board
issues as and when these arise; and to contribute
through the various AACP committees to the
business and strategic development of the
Association. There are vacancies on the Board
that required to be filled. An optimum number
of Board directors ensures that duties, such as
committee membership, are fairly shared, thus
ensuring that no one Director is overly burdened. Recruitment of directors is a priority. We
are aware that potential Board directors may be
put off by the time commitment involved, and
therefore, more time-effective means of communication will be explored, such as teleconferences. The recruitment of a lay member is in
process.

Due processes
The internal structure of AACP is one that has
evolved over many years. There are six current
working groups within the organization: the
Financial Audit Committee, the Clinical Audit
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Committee, the Education, Training and
Research Committee (ETRC), the Regional Representatives Committee, the Journal Committee
and the Conference Committee. Each group has
clearly defined terms of reference and is charged
with maintaining transparency within its current
workings. The Chair of each committee is
responsible for liaising with the Board by submission of a report prior to each Board Meeting.
Methods of increasing communication between
the committee chairs will be investigated.

Safe Practice Committee
AACP has a responsibility to set, publish and
monitor standards of safe practice among its
members. The current Safety Guidelines were
published in 2008 and will require review in
September 2010. This is a significant undertaking, and therefore, a dedicated committee should
be set up to ensure that these guidelines are
reviewed, new and significant evidence is
included, and the updated version is disseminated to all current tutors and members.

Statutory regulation
The Association continues to maintain a vigilant
eye on this somewhat sluggish beast!
There is no word at present about the future
of regulation. While further governmental review
of the White Paper of June 2008 is undertaken,
we must endeavour to maintain a high profile at
the Health Professions Council (HPC), CSP and
governmental levels, and keep abreast of all
political developments.
We are not alone in this impasse, and we must
continue to liaise with other stakeholders to
ensure that we are speaking a collective language
on the provision of acupuncture. Meanwhile, we
must ensure that we are maintaining highest
standards of safety, education and internal regulation. Jennie Longbottom, who has been
co-opted onto the HPC, will ensure our voice is
heard and we will continue to liaise closely with
the CSP.

Building our evidence base
A key message from Lord Darzi’s report is that
healthcare provision must be patient-centred,
and focus on quality and continuous improve108

ment. It remains imperative that we use clinical
reasoning to make decisions, taking into account
the best evidence to support our treatment
interventions. Healthcare commissioners are
increasingly requiring evidence of costeffectiveness and efficacy, and we feel that
AACP should help its members to collect data to
support the effective use of acupuncture within
physiotherapy. Evidence comes in many shapes
and sizes, and I hope that we will see an
increasing number of members involved in collecting data to support the use of acupuncture
within physiotherapy over the next 3 years. The
Clinical Audit Committee is charged with the
responsibility of developing coordinated clinical
audit and will be responsible for the development of audit tools to support data collection.
The Association has engaged the services of
Dr Mindy Cairns of the University of Hertfordshire as our research advisor. She will help to
develop a research agenda that we hope will
foster high-quality projects to enable us to provide concrete evidence that acupuncture forms
an effective part of physiotherapy intervention.
We must also ensure that we liaise with our
colleagues within physiotherapy and in other
stakeholder groups to guarantee that precious
research funding is spent wisely and that collaborative projects produce meaningful results for us
all.
Financial assistance for research will continue
to be provided by AACP upon consideration of
a formal application. The Clinical Audit Committee will continue to review and set the
research budget accordingly.

Raising educational levels
Post-accreditation training
Now that a minimum training standard has been
attained by all current members and the Foundation Acupuncture Course is well established,
many members are attending specialist courses to
further their knowledge beyond that attained at
accreditation level. Many members have gained
extensive knowledge and experience, but the
only current mechanism for acknowledging this
expertise is by attaining advanced membership
on completion of a Master’s degree. Many of the
specialist post-foundation courses are not
 2009 Acupuncture Association of Chartered Physiotherapists
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accredited and only a few higher education
institutions offer postgraduate courses by which
students can attain Master’s-level points. The
Association feels that a more formal framework
of post-foundation training would benefit the
membership and will investigate ways of structuring specialist training. All strategic planning
proposals and cost models will be discussed and
debated.
The current number of advanced practitioners
on the AACP register is 227. The Association
will aim to increase the number of advanced
practitioners by 10% by 2011.

recent years and is keen to foster new instructors.
AACP will need to provide a tutor framework
and establish educational requirements. This will
require us to liaise with higher education experts
and the ETRC. Because much of the training of
our members is self-funded, the Association
need to look carefully at the market forces and
economic climate that govern the take-up of
courses.

Mentoring
We feel that AACP should facilitate the creation
of a network of mentors who are able to offer
clinical support to students in the early stages of
providing acupuncture. We are keen to look in to
the feasibility of providing this service.

The production of the AACP Journal involves
many people, but the bulk of the work is borne
by the Clinical and Corporate editors, whose
hard work we value tremendously. However,
over the past 18 months, it has become apparent
that the role of Clinical Editor, which is currently
a voluntary position, is proving too time consuming and onerous. Therefore, the Board is
considering whether the role of Clinical Editor
should become a paid position.
Obtaining contributions of a high academic
standard continues to be a challenge. While we
welcome opportunities to include contributions
by established authors, we would very much
welcome submissions from our membership,
such as MSc abstracts and audit reports, since we
feel that publishing postgraduate endeavours
provides both incentive and information to
others.
Ideally, we would like our Journal to be peerreviewed, and therefore, more work needs to be
done on raising the calibre of the scientific
contributions while maintaining its appeal to the
readership.

Continuing professional development
The Association is committed to fostering innovative ways of providing affordable and accessible continuing professional development (CPD)
for its members.
AACP is aware that postgraduate courses are
expensive and that training budgets are continually being restricted, if not removed completely.
Continuing professional development requires
each member to attain 10 h of ongoing professional development every 2 years, but this may
take many forms. It has come to light that many
members prefer to attend ‘‘in house’’ CPD
sessions in the form of in-service training, but
not all members have access to these services.
Regional roadshows have proven to be quite
popular, although these are can prove difficult to
coordinate. One-day workshops providing
in-depth theoretical and practical tuition, organized at a regional level and incorporating the
organizational skills of the regional representatives, have been suggested as a possible replacement of the roadshows. This template needs to
be explored and developed.
New tutors
For an education programme to grow, more
accredited tutors will be needed. The Association
is aware that the number of tutors has fallen in
 2009 Acupuncture Association of Chartered Physiotherapists
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Membership services
The daily needs of the membership are met by
the administrative staff at the AACP Office in
Peterborough. The needs of the current administration are being reviewed in order to reflect
the ever-changing demands of a growing organization. The Office staff are keen to understand
the needs of its membership so that member
services can be developed. The provision of
access to online educational databases has
proved popular. We are keen to explore further
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member services and we need to canvass opinion
on this in order to deliver meaningful benefits to
our membership.

Conclusion

our members’ needs. We hope that you, as a
valued member of AACP, will tell us if you feel
that this vision falls short of your expectations.
Merian Denning
Chair

We have outlined our vision for the next 3 years.
The Board will, of course, remain responsive to
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How to write an abstract

Introduction
Have you got a piece of research or a clinical audit
lurking in a filing cabinet or on the hard drive of
your computer? Have you ever sat through a
research presentation knowing that your work
refuted the findings or was superior (i.e. scientifically more robust), or that you could do better?
If the answer to any of the above is ‘‘yes’’, or
even ‘‘maybe’’, then this brief introduction is for
you. The following summarizes a fringe workshop presented at the AACP Conference on
Saturday 16 May 2009.
Writing an abstract is something that many of
us will have done in the past. Generally, it is a
frantic and rushed activity, whether the deadline
is for a project or dissertation, or submission to
a conference. However, it is the gateway to every
article, project or presentation, and many people
will base whether they read the whole article or
attend a presentation solely on your abstract, so
it is worth spending some time to get it right.

What is an abstract?
An abstract is a succinct summary of a longer
piece of work, or a synopsis of work to be
presented orally or as a poster. It is normally
published in isolation, and therefore, should
stand alone. The reader should not have to
consult the main paper to make sense of the
abstract! It should only contain the essential facts
and be an accurate representation of the main
work, i.e. it should not exaggerate the findings or
importance of the work.
Reference tool
The abstract is the key reference tool for library
indexes, and major repositories such as PubMed
or CINAHL. Most repositories have very
specific criteria for how an abstract should be
constructed and a strict word count, so you must
stick to these.
Screening tool
As mentioned above, the abstract is where most
potential readers start, and therefore, it is vital
 2009 Acupuncture Association of Chartered Physiotherapists

that it reads well in order to capture your
audience.

Why write an abstract?
An abstract summarizes a piece of work, which is
usually a piece of published literature, such as a
journal article, a thesis, a book or a project. You
may also submit one in response to a call for
abstracts if you intend to present your work at a
conference or scientific meeting.

How do I write an abstract?
Guidance
Very specific guidance is usually provided for
structuring your abstract and this will vary
depending on the specific journal or conference
to which you are submitting (or university guidance).
Normally there will be a maximum word count
(in the case of the present Journal, this is 200
words). Adhere to this strictly or you risk your
abstract not even being considered!
Structured versus unstructured abstracts
Guidance may specify the headings you must
use, or alternatively, may suggest headings you
could use. If the former is the case, then do use
the headings since these are likely to form part of
the reviewing criteria. If the latter is the case, it
may still be worth using these to help guide your
writing.
Occasionally, unstructured abstracts are
required, which have no headings. These can be
difficult to write, so it may still be worth using
headings to guide the content and remove them
before submission.

What should I include?
The exact content of the abstract will depend on
the methodology used and the requirements of
the specific journal or conference. The following
sections give some general guidance.
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Purpose
What does the paper described by the abstract
set out to describe, demonstrate or prove?
Background
This is a brief description of why the work was
needed and how it relates to existing knowledge,
providing a context for the work.
Methods/methodology
What paradigm, design and methods were used?
Were hypotheses set, and if so, how were these
tested? For example, which statistical tests or
analyses were undertaken?
Results
These should consist only of the main results,
but a reasonable amount of detail is needed.
Abstracts promising that ‘‘results will be presented’’ are rarely accepted for presentation!
Conclusions
What is the ‘‘take home’’ message of the work?
Try to contextualize the results for the reader in
terms of the wider knowledge base.
Clinical implications or relevance
Increasingly, this is a very important component
of any abstract. Consider what contribution your
work has made to existing knowledge, and how
your findings may influence or change practice.

are always too long. Cut out any unnecessary
words, but make sure that your abstract does
read as a continuous piece of prose. It should
more than a collection of notes.

Proof-reading
It is essential that you proof-read your abstract
very carefully because it is very embarrassing if
you see your typographical errors reproduced in
print.
Since you have probably have lived and
breathed this work for weeks, it is often useful to
ask someone with fresh eyes to help proof-read
your work (e.g. a wife, husband, partner or
colleague). If someone unconnected with the
work can understand the gist of the it, then you
are probably on to a winner.
If you have undertaken research or audit as
part of an academic qualification, do make use of
your academic supervisor because their name will
also be on the presentation, paper or report.

Reviewing
Generally, most abstracts that are submitted for
presentation at a conference will be reviewed
against predetermined criteria. These criteria
should be transparent and will closely follow the
instructions/guidance for authors that you
should have adhered to whilst preparing your
abstract, so you should feel quite confident when
you finally submit.

Final thoughts
Limitations and further research
Even brilliant work has its limitations, so come
clean and identify the main ones. Similarly,
further research is always needed, but make
sure that you make reasonable and directive
suggestions.

Chopping it down to size
As mentioned earlier, the required word count is
the absolute maximum, so you will inevitably
need to take an axe to your early efforts, which
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Because abstracts are so important, don’t leave
them until the last minute: they are often the first
thing that people will read.
Don’t be backwards in asking for help. Find
someone who has submitted an abstract before
or go to your supervisor and piggyback on their
experiences.
Lastly, do it properly or you will forever be
complaining, ‘‘I could have done that better!’’
Mindy Cairns
AACP Research Oﬃcer
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Book, CD-ROM and DVD reviews

Pathology and Intervention in
Musculoskeletal Rehabilitatoin
Edited by David J. Magee,
James E. Zachazewski and William S. Quillen
Sanders-Elsevier, St Louis, MO, 2008, 992
pages, hardback + CD-ROM, £40.99 ISBN
978-1-4160-0251-2
This is the third book in the Musculoskeletal
Rehabilitation series. Volume 1, Orthopedic Physical
Assessment, was first published in 1987 and is now
in its fifth edition (Magee 1987, 2008). Volume
2, Athletic Injuries and Rehabilitation, was originally
released in 1996 (Zachazewski et al. 1996). The
latter text has now been expanded into two new
books: Scientific Foundations and Principles of Practice
in Musculoskeletal Rehabilitation (Magee et al. 2007),
which covers basic science information regarding
inflammation, healing, tissue deformation, and
the development of muscular strength and
endurance; and Pathology and Intervention in
Musculoskeletal Rehabilitation (Magee et al. 2008),
which deals with the common musculoskeletal
pathologies and describes the supporting evidence behind contemporary interventions.
Each of the 31 chapters in the present volume
is written by a different author or authors, and
74 names are credited in all. The contributors
are mainly American and Canadian, but a few
Australians are also listed. The authors are all
well-respected figures in their fields: Diane Lee
contributes to two chapters covering the thoracic
spine and ribs, and the treatment of pelvic girdle
pain; Paul Hodges collaborates on the chapter
discussing lumbar spine instability and disorders
of movement control; and John Fulkerson contributes to the chapter on the patellofemoral
joint.
Pathology and Intervention in Musculoskeletal Rehabilitation is a very comprehensive book that is
divided into sections on regional anatomy and
common disorders. It covers the cervical spine,
temporomandibular (TMJ) disorders, shoulder,
elbow, hand, thoracic spine and ribs, lumbar
spine, pelvic girdle, hip, knee, and the ankle and
foot. Chapters on generic pathologies such as
 2009 Acupuncture Association of Chartered Physiotherapists

peripheral nerve injuries, repetitive stress, developmental disorders, child and adolescent considerations, arthritis, bone diseases, muscle diseases,
and finally, fibromyalgia and related disorders are
also featured. Arthroplasty has three separate
chapters dedicated to it, which cover the shoulder, hip and knee.
The authors have written each chapter in a
format designed to answer specific questions:
Who usually suffers from the types of injuries
and conditions described? What are the best
methods of intervention? When should intervention be started? Where does the practising clinician find the information on which the authors
base their recommendations? Why should the
reader use these recommendations? How should
the clinician progress the patient?
Pathology and Intervention in Musculoskeletal Rehabilitation reads very easily and key concepts in
each chapter are highlighted in text boxes. There
are also numerous tables that summarize the
relevant information. The chapter on hand, wrist
and digit injuries features many useful tables
featuring rehabilitation guidelines for fractures
and dislocations. The authors relate these guidelines to each stage of the healing process, which
is a very helpful way of developing the reader’s
understanding.
The references for each chapter are not listed
in the text, but are compiled on a CD-ROM
found in an envelope stuck to the inside back
cover of the book. This is good way of saving
space – the book is weighty enough at 992 pages
– but my concern would be that there is a risk of
this disk being lost.
The illustrations and diagrams are very good
and clear; plenty of X-rays are featured and there
are photographs of the treatment techniques.
However, the images are all monochrome.
Although this will have helped to keep the cost
of the book down, it inevitably makes some of
them look rather old-fashioned.
Any physiotherapist in an outpatient, orthopaedic or rheumatological setting would find
Pathology and Intervention in Musculoskeletal Rehabilitation highly relevant; however, it is disappointing
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that the text only mentions acupuncture as a
treatment in three of the 31 chapters and, even
then, only briefly.
In Chapter 3, there is approximately half
a page detailing some studies on the treatment
of temporomandibular disorders (TMDs)
(Goddard et al. 2002; McNeely et al. 2006). This
finishes on a negative note by saying, ‘‘[T]herefore no conclusions currently can be drawn
regarding the efficacy of acupuncture in the
treatment of TMD.’’
In Chapter 15, ‘‘Hip pathologies: diagnosis and
intervention’’, acupuncture is only mentioned in
one sentence, as follows: ‘‘[A]cupuncture was
found to be helpful for symptom relief in a
group of patients with [osteoarthritis] who were
waiting total hip replacement (Haslam 2001).’’
In the last chapter (31), ‘‘Fibromyalgia and
related disorders’’, there is one paragraph on the
use of acupuncture in general, which mentions a
few studies such as Berman et al. (1999). This
briefly quotes the 1997 National Institutes of
Health (NIH) Consensus Statement (NIH 1998)
and states that there is a growing body of
evidence supporting the efficacy of acupuncture
in myofascial pain and fibromyalgia. It mentions
that acupuncture is useful as an adjunct treatment for lateral epicondylitis and low back pain;
however, there is no mention of acupuncture in
these relevant chapters.
Personally, I felt that the chapter on musculoskeletal developmental disorders was unnecessary since the book is supposed to focus on the
most common pathologies. How many of us
have come across an infant with arthrogryposis
multiplex congenital (AMC)? Furthermore, I
found the photographs use to illustrate this
condition on p. 751 rather harrowing!
The reader also has to watch out for American
and Canadian spellings and terminology. For
instance, ‘‘need for further workup’’ means that
the patient needs further investigations, not a
more strenuous gym programme. You have to
substitute ‘‘walking stick’’ for ‘‘cane’’, and
remember that ‘‘football’’ is a sport in which the
participants wear crash helmets and shoulder
pads rather than the game played by David
Beckham that we are more familiar with.
As a rule of thumb, I gauge if something is
worth buying in an old-fashioned way. For
instance, if something is £40, I ask myself: would
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I use it 40 times? If I apply this principle to
Pathology and Intervention in Musculoskeletal Rehabilitation, the answer would definitely be yes because
there is so much in it. I think that this book
would be most beneficial in a physiotherapy
outpatients departmental library, where everyone
can dip into it as required, since it serves as a
good reference book. It would also be suitable
for students, recently qualified clinicians and
those working in orthopaedics. However, it does
not contain anything that furthers our knowledge
of acupuncture.
Suzanne Brooks Bsc(Hons) MCSP MAACP
Rehabilitation Department
Queen Alexandra Hospital
Portsmouth
UK
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Pathology and Intervention in Musculoskeletal Rehabilitation is a welcome addition to the musculoskeletal genre since it not only makes for very
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easy reading while engaging the reader’s interest,
but also because it offers both experienced and
student clinicians an integrated resource to dip
into or read from cover to cover as required!
Readers who want to expand their knowledge
and experience are provided with both new and
refreshed material on a comprehensive range of
topics. The 31 chapters of the book follow a
logical, easy-to-use format throughout. In a book
concerned with rehabilitation, it is pleasing to see
a particularly useful and comprehensive opening
chapter on patient education, motivation, compliance and adherence to physical exercise that
offers suggestions to assist in optimizing physiotherapy treatment.
Illustrations and diagrams are used frequently
throughout, and these successfully enhance the
written content. The use of text boxes helps to
organize and summarize key information, making the book easy to read, understand and use for
reference.
There are over 70 international contributors to
this text and it has an impressive evidence base.
The best evidence for frequently used treatments
and modalities for acute, chronic and congenital
musculoskeletal problems is presented. A companion CD-ROM contains references that can be
searched by either chapter or subject. This is an
extremely useful resource since it is easy to use
and has direct links to MEDLINE abstracts,
from which some free full-text articles can be
accessed.
As a physiotherapist who treats a large volume
of trauma and upper-limb conditions, I found it
refreshing to see the detail with which the
authors tackle these sections. For example, the
section on fracture injuries of the hand considers
both the diagnosis and medical treatment of this
condition, and is accompanied by helpful X-ray
images to aid learning. Indications for surgery are
considered, and fracture healing and the effects
of immobilization are discussed. Rehabilitation
guidelines are then proposed and the reader can
refer back to the abstracts contained on the
CD-ROM as required. Other topics, including
total hip arthroplasty and systemic bone diseases,
are covered in the same thorough and organized
manner.
I have no hesitation in recommending Pathology and Intervention in Musculoskeletal Rehabilitation:
it would make a valuable addition to both a
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personal and workplace collection for anyone
working regularly in the musculoskeletal field,
and I look forward to perusing the other volumes in the series.
Katy Clay
Extended Scope Physiotherapist in Trauma
Royal Liverpool University Hospital
Liverpool
UK
Manual Therapy for the Cranial Nerves
By Jean-Pierre Barral and Alain Croibier
Churchill Livingstone–Elsevier, Edinburgh,
2008, 312 pages, hardback, £35.99
ISBN 978–0-7020–3100–7
The aim of Manual Therapy for the Cranial Nerves is
to enhance our understanding of the cranial
nerves and familiarize us with their many functions. The book is ‘‘dedicated to the brain’’ and
to the concept of ‘‘globality’’, whereby local
stimulation generates a whole-body response on
the part of the organism: a concept with which
physiotherapists practicing acupuncture are very
familiar. The text is written by two French
osteopaths, who describe the anatomy and
pathology of the cranial nerves and the practical
applications of cranial manipulations. It is a
follow-up to the authors’ previous book, Manual
Therapy for the Peripheral Nerves (Barral & Croibier
2007), and a certain level of comprehension of
the theoretical principles behind the effects of
manual therapy on nerves is recommended –
although these are briefly recapped in terms of
functional anatomy, mechanical properties and
the pathology of nerves. However, I feel that this
section would have benefited from some illustrations, but these may well have been present in
the previous book.
The diagrams throughout Manual Therapy for the
Cranial Nerves are beautifully reproduced and the
photographs of the application of treatment
techniques are very comprehensive. The text
describing the therapeutic techniques is clear, but
the terminology explaining the physiology and
detailed anatomy can be confusing because this
is such a specialized area of the body; such terms
tend not to be used on a regular basis by
physiotherapists in clinical practice. There is an
interesting section on the functional pathology of
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the cranial nerves that describes the theory
behind craniosacral therapy.
The treatment of various presentations of
cranial nerve problems are described in reasonable detail. Interestingly, this includes a section in
Chapter 9 on manipulating the foramen magnum
in cases of vertebral artery insufficiencies and
circulatory problems of the inner ear. Physiotherapists tend to completely avoid manual treatments in any patient who is subjectively
suspected of having a vertebral artery insufficiency or, in fact, any vascular problems. This is
certainly beyond the scope of practice of most
manual physiotherapists, and it is not something
to be dipped in and out of with the aid of a
textbook!
Several chapters are dedicated to each of the
cranial nerves in turn, and these are easy to
reference since the name of the nerve being
discussed is the running header of each page in
the relevant section. Each nerve is described in
terms of its function, physiology, pathology and
treatment. Once again, the chapter is beautifully
illustrated. Following on from this section, the
next chapter is devoted to the ear and brain, and
the effects of manipulation on these structures.
Part 3 of the book discusses more cranial nerve
anatomy and associated pathologies.
The bibliography ranges from as far back as
1664 to 2004. Unfortunately, there are few references in the text to support many of the
authors’ statements, or the theories behind certain treatments and the repetitions used during
these techniques. There is also no supporting
evidence regarding the effects of treatment.
The cover copy states that this book ‘‘teaches
you how to manipulate this delicate neural system safely’’; however, as with all manual skills
that demand repeated practice and skilled feedback on technique, this is not a claim that can be
taken seriously. Despite the fact that many
causes of cranial symptoms are described (e.g.
cerebrovascular accident, Ménière’s disease,
trauma and vertebrobasilar insufficiency), readers
are left to judge for themselves what may appear
to be a contraindication to manual treatment of
each cranial nerve. This assumes a great deal of
understanding on the part of the audience, and
the only area of the text where contraindications are directly stated is a small section on
manipulation of the brain.
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In conclusion, Manual Therapy for the Cranial
Nerves describes a very specialist area of treatment that would not be undertaken by a manual
therapist unless she or he had extensively studied
this specific topic. The techniques are described
clearly, but the reader would need a high level of
understanding and reasoning skills both to perform diagnoses and to execute the appropriate
treatment techniques. It is also important that
clinicians who use these techniques are working
within their scope of practice and are happy that
there is evidence behind the efficacy of the
treatments. The authors’ previous book, Manual
Therapy for the Peripheral Nerves (Barral & Croibier
2007), may be a more appropriate book for most
manual physiotherapists to reference. However,
as a text that contains good descriptions of the
cranial nerves and their functions, the present
volume would be a good reference book for a
physiotherapy department or medical library to
have, and would benefit clinicians working
specifically with cranial nerve pathologies.
Hazel Rudder Bsc(Hons) PGdip MAACP
MMACP
Clinical Specialist Physiotherapist
Withybush General Hospital
Haverfordwest
UK
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Although Manual Therapy for the Cranial Nerves is
aimed at all manual therapists, it has been written
by two osteopaths, and the contents are more in
keeping with osteopathic philosophy rather than
that of physiotherapy. Additionally, many of the
conditions that the book discusses require treatment via the cranial nerves, something that the
majority of musculoskeletal physiotherapists
would consider beyond their scope of practice.
This does not diminish the usefulness of this
volume as a learning resource for physiotherapists, but it does mean that some of the
assessment and treatment techniques, as well as
the clinical reasoning, may be unfamiliar to most
readers of this journal.
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It begins with some very basic descriptions of
nerve anatomy and pathology. The authors state
that they have already covered this area more
comprehensively in their previous book, Manual
Therapy for the Peripheral Nerves (Barral & Croibier
2007), and therefore, readers may have to consider reading this before or in conjunction with
the present text.
The next section covers regional anatomy and
physiology, and this is presented in a very clear
and comprehensive format. The accompanying
anatomical illustrations are of a very high quality
and are particularly helpful, forming a useful
resource in their own right.
The chapter introducing the evaluation and
treatment of the nerves, as well as the subsequent treatment sections, are firmly based in
osteopathic teaching. These concepts were certainly new to me; however, the techniques are
very clearly explained, and once again, the illustrations and photographs are of excellent quality.
The majority of Manual Therapy for the Cranial
Nerves is broken down into chapters that are dedicated to each nerve, taking the reader through:
+ specific anatomy, which is, once again, excellent and well illustrated;
+ assessment of nerve function, although this is
dealt with very briefly and would have benefitted from being far more detailed – I ended
up consulting a separate book in order to
understand the assessment process more
comprehensively; and
+ treatment techniques, which, as previously
stated, are very osteopathic in approach and
will be unfamiliar to most physiotherapists.
Unfortunately, this book lacks any reference to
research evidence: the authors rely on a rather
dated bibliography and their empirical knowledge base, which is no doubt impressive, but
would have benefited from being integrated with
current research evidence. The sections addressing nerve physiology and pathology would particularly have benefited from a critical review of
– or at least some reference to – the literature
because this is a well-researched and rapidly
progressing area. A lack of any supporting evidence for the treatment approaches makes it
difficult to make a strong case for a clinician to
change their practice to that recommend by
these authors.
 2009 Acupuncture Association of Chartered Physiotherapists

As a result of reading Manual Therapy for the
Cranial Nerves, my understanding of the regional
anatomy has significantly improved; however, I
did feel the need to put the book down and do
some research of my own because it did not
cover various areas in enough depth to be used
as a stand-alone guide to the subject. I also think
that I am unlikely to use many of the assessment
and treatment techniques described by the
authors in my day-to-day clinical practice.
Matthew Wyatt
Royal Free Hampstead NHS Trust
London
UK
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Manual Physical Therapy of the Spine
By Kenneth A. Olson
Saunders–Elsevier, St Louis, MO, 2008,
368 pages, paperback + DVD, US$72.95
ISBN 978-1-4160-4749-0
Manual Physical Therapy of the Spine has been
written specifically for physiotherapists with the
intention of helping them to ‘‘understand and
master spinal manipulation’’. It covers all aspects
of manual therapy, including both mobilization
and manipulation, from its origins to assessment
and treatment techniques for both the spine and
the TMJ. There is nothing revolutionary in this
book in terms of assessment methods or manual
therapy techniques; however, it is an excellent,
evidence-based amalgamation of the work of the
pioneering manual therapists of our time.
Chapter 1 gives a fascinating insight into the
history of manual therapy from Ancient Greece
to modern times, and also provides a useful
glossary of the terms that are used throughout
the book. One of the primary focuses of this text
is the evidence base supporting assessment and
treatment techniques. This introductory chapter
gives a succinct explanation of some of the
commonly used terms in this field, including the
interpretation of kappa coefficient values and
likelihood ratios.
117

Book, CD-ROM and DVD reviews
The next chapter provides an overview of
both subjective and objective spinal assessment
techniques. There is a good summary of red and
yellow flags for spinal manipulation, and various
evidence-based outcome measures are presented,
including measures of psychosocial factors. The
objective assessment section is rather basic and
only includes observation, range of movement
and palpation, but more-complex techniques,
such as neurodynamic and instability testing, are
explained later in the book. However, there is
thoughtful discussion throughout pertaining to
the reliability and validity of the assessment
techniques that are included.
Chapter 3 describes the theory behind
manipulation, including the neurophysiological
and psychological effects of manual therapy,
contraindications, and clinical reasoning. There is
also an enlightening evidence-based section on
the ‘‘audible joint pop’’.
The remaining four chapters cover treatment
techniques for the cervical, thoracic and lumbopelvic regions, and the TMJ, respectively. This
is where Manual Physical Therapy of the Spine
really comes into its own. It has excellent
descriptions and photographs of each technique, including comprehensive diagrams of
accessory joint movements. Techniques from
many schools of thought are included and the
chapter on TMJ dysfunction is a welcome
addition.
There is an accompanying DVD that includes
demonstrations of many of the assessment and
treatment techniques. Unfortunately, I cannot
coment on this because the review copy was a
region 1 disc that my DVD player could not
read.
Some case studies are included at the end of
each treatment chapter, and the reader is asked
to produce a diagnosis and treatment plan. This
is a great idea, but unfortunately, no answers are
given; these would have been useful inclusions,
especially for students. Another minor criticism
is the questionable ability of the rather thin,
poor-quality paper to withstand frequent use in a
busy department. Despite these shortcomings –
and even without the DVD – Manual Physical
Therapy of the Spine is an excellent evidence-based
text that would make a superb reference
book for any musculoskeletal physiotherapy
department.
118

Rachel Chapman MCSP Bsc(Hons)
Senior Musculoskeletal Physiotherapist
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK

Physical Agents in Rehabilitation:
From Research to Practice, 3rd Edition
By Michelle H. Cameron
Saunders–Elsevier, St Louis, MO, 2008,
480 pages, paperback, £39.99
ISBN 978-1-4160-3257-1
Physical Agents in Rehabilitation provides a wideranging review of the electrophysical modalities
used within clinical settings and supports clinical
practice with findings from the literature.
Although the book is very text-rich, it is also
illustrated in full colour, which makes it very easy
to read. The author covers all the common
electrotherapy agents, including ultrasound, thermal therapy, electrical stimulation, laser treatment, diathermy and hydrotherapy, but she also
discusses compression therapy and ultraviolet
treatment, which are less commonly used in
widespread practice. The text highlights her
extensive knowledge of electrotherapy, notably
ultrasound and wound-healing techniques.
The author offers an excellent introduction to
clinical decision-making when using electrophysical agents, and she emphasizes general precautions and contraindications to treatment. The
book is divided into subsections for each modality, and describes the principles of application
and effects of treatment, as well as highlighting
specific contraindications. Case studies and
‘‘clinical pearls’’ are included throughout to
underscore the key points of the text with regard
to the reader’s clinical practice. The author also
provides links to further reading and Internet
resources, many of which are provided by electrotherapy companies. The extensive references
at the end of each chapter are relatively current
and exhaustive, ensuring that the book is a good
reference appropriate for both outpatient departments and clinics.
The initial chapters on tissue repair and pain
provide an excellent summary of inflammatory
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response and the healing process, which are
important areas for both students and experienced clinicians. I feel that these sections should
be continually referred to when managing both
acute and chronic neuromusculoskeletal conditions.
Physical Agents in Rehabilitation is generally wellwritten, and although it is well illustrated, it
appears to be conceived as a reference text. The
book’s purpose is to help both students and
experienced clinicians further their understanding of electrophysical agents, and it provides a
broad synopsis of common modalities. The
author mainly covers the use of electrotherapy
modalities, but encourages readers to accept
these as an addition to the holistic management of patients. Overall, I would principally
recommend the text for students and for newly
qualified staff who are looking to brush up on
their knowledge when out in a clinical setting.
However, the nature of the book as a work of
reference would also make it a welcome
addition to any physiotherapy department’s
library.
Stuart Elwell
Head Academy Physiotherapist
West Bromwich Albion Football Club
West Bromwich
West Midlands
UK

The Physiology of the Joints,
Volume 3: The Spinal Column,
Pelvic Girdle and Head, 6th Edition
By I. A. Kapandji
Churchill Livingstone–Elsevier, Edinburgh,
2008, 352 pages, paperback, £28.99
ISBN 978-0-7020-2959-2
Kapandji has made the revision of his three
classic volumes on The Physiology of the Joints his
full-time occupation and it shows. The texts are
well-respected amongst orthopaedic practitioners
and therapists alike. In this volume, The Spinal
Column, Pelvic Girdle and Head, which was translated into English from the original French in
2008, the author has the unenviable task of
presenting the anatomy and biomechanics of the
axial skeleton. He achieves this comfortably, and
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the presentation is enhanced no end by the
wonderfully clear and accessible illustrations that
are used throughout.
If you have ever wondered about the forces
at work on the lumbar spine when lifting loads
in a flexed position, this is the text for you.
Kapandji’s approach is comprehensive and systematic, and there are many little gems to be
found along the way (e.g. the inclusion of
material on the often-ignored perineum). He
expands on the mechanical importance of the
vertebrae (e.g. the T12 and L3 vertebral relay
stations). The complexity of movement and
posture, and how these can be affected by – or
lead to – common lesions, is explained clearly
and in a way that clinicians who believe in patient
education will appreciate. Common ergonomic
problems are also highlighted (e.g. a warning to
musicians to take care of their spines because of
the asymmetric postures adopted when performing). The chapter on the thoracic spine includes
the mechanics of breathing, the relationship
between the diaphragm and the abdominal wall
muscles, and an insight into the mechanics of the
Heimlich manoeuvre.
I would recommend this book to those with
an interest in musculoskeletal physiotherapy, but
it would also be enlightening for women’s health,
respiratory and sports specialists as well.
Kapandji concludes with an invitation to readers
to make their own mechanical model of the
cervical spine, which is an excellent way to sum
up what he has discussed and an attractive
teaching aid for kinaesthetic learners.
Overall, The Spinal Column, Pelvic Girdle and
Head manages to take a complex subject and
present it in a simple format. Readers are guided
around the body in a clear and logical sequence,
and the use of simple, colourful illustrations
helps to get the point across. The approach
works and the price tag is not prohibitive: I
believe that this would be a useful addition to
any library.
Sarah Stewart
Clinical Specialist Physiotherapist
Pain and Performance
NHS Newham Community Health and Care Services
London
UK
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Concise Guide to Sports Injuries,
2nd Edition
By Malcom Read
Churchill Livingstone–Elsevier, Edinburgh,
2008, 392 pages, hardback, £41.99
ISBN 978-0-443-06873-7
This book is intended to provide a succinct yet
far-reaching perspective on the injuries encountered by and responsibilities of those working in
sports medicine. The second edition of the
Concise Guide to Sports Injuries, written 8 years after
the original, has an added input from its author,
who describes more anecdotal points and clinical
relationships. It is nicely presented in userfriendly text, and includes clinical examples and a
variety of clinical illustrations throughout.
The book is biased towards medical professionals who are involved in sports medicine. The
treatment advice offered provides a guide to
management, but is not prescriptive. The use of
‘‘treatment ladders’’ to treat common injuries and
‘‘rehabilitation ladders’’ for specific sports gives
the reader a useful guide to restoring an injured
athlete’s sporting ability. This is an extremely
useful approach for anyone working with sportspeople, and the author offers advice on the
structure of their rehabilitation, an area that is
not commonly taught in standard physiotherapy
or medical degrees.
The preface identifies unreferenced caveats
with regard to a particular area. The use of these
caveats throughout the book provides readers
with alternative diagnoses, encouraging them to
look further afield.
The Concise Guide to Sports Injuries provides
good, widespread coverage of many areas of
clinical importance in sports medicine; however,
it provides only a limited explanation of the
‘‘sportsperson’s hernia’’, encouraging the reader
to review medical textbooks. It is surprising that
such an increasingly common cause of nonspecific groin pain in athletes involved in highload twisting and turning sports has been
disregarded in this book.
The final section of the text provides an
insight into the role of the team doctor. The
chapter, which is presented in a glossary format,
covers a variety of areas that a doctor working in
sports medicine will encounter; for example,
drug use, altitude training and concussion.
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Overall, the Concise Guide to Sports Injuries is
succinct and well-referenced, and it is an essential text for anyone working in sports medicine.
It provides an excellent starting block for those
looking to gain a good knowledge of common
athletic injuries, but steers clear of becoming a
traditional reference text.
Stuart Elwell
Head Academy Physiotherapist
West Bromwich Albion Football Club
West Bromwich
West Midlands
UK
A Practical Guide to Acu-points
By Chris Jarmey and Ilaira Bouratinos
Lotus Publishing, Chichester, 2008, 352 pages,
paperback, £24.99
ISBN 978-0-9543188-4-0
A Practical Guide to Acu-points is divided into nine
chapters covering: needling; manual techniques;
moxibustion; cupping; de qi; acu-point classification; principles of point selection; cun measurements; and cautions and contraindications.
Initially, I felt that this was merely another
book discussing the location and function of
acupuncture points, and forgive me, but there
does appear to have been a wave of similar
books over the past 2 years. However, A Practical
Guide to Acu-points is an exceptionally wellillustrated guide to the subject. The diagrams and
corresponding anatomical locations of the points
are extremely well displayed, and are more than
helpful for the beginner student learning point
location.
The book has a unique approach in that the
authors sought input from the European Shiatsu
School and the European Institute of Oriental
Medicine, and as a result, it offers an unusual
perspective on the application of acu-points in
both needle and manual treatments, such as
acupressure, gua sha, shiatsu and tui na. In
addition, the optimum position for treatment via
acupuncture, acupressure and other treatment
strategies is given since treatment positions can
vary according to the method of point stimulation. The distribution of de qi sensation resulting
from point stimulation is also documented,
which is a rarity in these instruction manuals.
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Great trouble is taken to differentiate between
pressure and needle application where appropriate.
A Practical Guide to Acu-points is a large, heavy
book and there are smaller, more manageable
ones on the market; however, it is well produced
and offers very good value. I would not hesitate
in recommending it to the beginner student as
another means of instruction, even though I am
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conscious that there are many other available
texts.
Jennie Longbottom MSc BSc MCSP
MBAcC
Private Practice
St Neots
Cambridgeshire
UK
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Product review

E600 HAN Multi-Purpose Digital
Electronic Acupunctoscope
TENS Plus Industrial Company, Hong Kong
Available in the UK at prices ranging from
£350 to £400 + VAT
This sturdy Chinese six-channel electroacupuncture (EA) unit is designed for clinic and hospital
use. The E600 HAN is supplied with a
CE-marked mains adaptor, and a hand-held
probe for point location and stimulation (with an
in-built push button for stimulation). The device
is fully digital, which means that all parameters
are set using push buttons rather than rotary
controls, with amplitude, frequency, pulse
duration/point locator sensitivity and treatment
time/time remaining indicated in separate liquidcrystal displays. The E600 is suitable for both
EA treatment and the use of surface electrodes,
and is promoted as ‘‘one of the most powerful acupuncture stimulators available on the
market’’.
Safety features include a low battery lightemitting diode (LED) indicator, an LED error
signal activated by a return to zero amplitude on
all outputs if changes to mode or high/low
setting are made during treatment (this signal is
also audible if the buzzer is switched on), amplitude zero at the beginning, and an automatic
power-off if the unit remains unused for 5 min.
The E600 HAN has the following features:
+ six outputs;
+ a timer (1–60 min or continuous);
+ six modes (continuous, intermittent, ripple,
dense-disperse, modulated and HAN);
+ frequencies of 0.5 and 0.7 Hz, 1–10 Hz in
1-Hz steps, 20–100 Hz in 10-Hz steps, 100–
250 Hz in 25-Hz steps and 250–500 Hz in
50-Hz steps;
+ a pulse duration of 50–400 µs;
+ a ‘‘low’’ amplitude setting of 0–16 unnamed
units (specified as 0–5 V or 0–10 mA through
a 500- test load); and
+ a ‘‘hi’’ (high) amplitude setting of 0–16
unnamed units (0–15 V or 0–30 mA through
a 500- test load).
 2009 Acupuncture Association of Chartered Physiotherapists

The hand-held probe provides an even
stronger output of 0–32 V or 0–64 mA, but in
continuous mode only. The waveform is
described as symmetric, biphasic square (with a
negative spike in HAN mode).
The overall design is functional rather than
elegant, although the matching green of the
hand-held probe and control panel are attractive.
The controls are clear, the layout partly based on
the Ito ES-160 device, and the separate LCD
displays are less confusing than the multifunction screens found in some poorly designed
equipment. The fold-out brackets for storing
leads, which are positioned at each end of the
unit, are a novelty: in principle, the leads do not
have to be unplugged when not in use, although
this does not really work very well for the wider
lead of the hand-held probe.
The sockets are robust and not too tight, and
the colour-coded leads are an advantage, although all the output sockets are black, as are the
plugs and pins on the leads themselves. The leads
are unnecessarily long (in excess of 2 m with the
needle clip extensions provided), which may result in tangles. The extensions are available with
different clips: the standard ‘‘crocodile’’; a
‘‘micro-hook’’ clip modelled on those supplied
with the Cefar Acus units; a ‘‘Grasp+’’ clip copied
from those popularized by Oxford Medical Supplies as ‘‘SureGrip’’; and a rather elegant ‘‘duck
beak’’ clip. All three non-standard clips are relatively lightweight, but unfortunately, the ‘‘duck
beak’’ extensions, like the much-heavier clips
provided as standard with the ES-160, tend to
catch in the leads if kept on when the device is
not in use, making the lead tangle problem worse
than it need be. However, the fold-out storage
brackets can be used to shorten lead length if
only four points are being stimulated.
The intermittent mode provides bursts of
100 Hz at between 0.5 and 7 Hz, but with ‘‘off’’
time less than ‘‘on’’ (burst) time, so that a true
intermittent stimulation of 3 s on, 3 s off is not
possible. On the other hand, the ripple mode
provides only 6 s off and 8 s on (including a 2-s
ramp-up and a 2-s ramp-down). This is fairly
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limiting for those who wish to follow some
‘‘proven’’ published protocols. The dense-disperse
mode does offer 3 s of each frequency, but the
limitation here – as with the Japanese ES-160 – is
that the slower frequency available is fixed at
one-third of the selected higher frequency, so that
combinations such as 2/15 Hz are not possible.
The modulated (‘‘modulate’’) mode is actually frequency modulated, with the output varying between the set frequency and a slower frequency
(again one-third of the set frequency), ramping up
over 16 s and then down over 16 s. This feels quite
comfortable; however, the stimulation frequencies
experienced are quite out of phase with those
indicated by the LCD display, ‘‘modulate’’ LED
and buzzer! (This was not a problem with the
other modes tested in the unit.) The HAN mode
provides 3 s each of 2 and 100 Hz, alternately
(pulse durations 250 and 125 µs, respectively).
Stimulation is certainly strong enough for all
applications using the ‘‘hi’’ setting and a long
pulse duration, in contrast to many dual-purpose
EA devices that are not really suitable for transcutaneous stimulation. However, some users may
prefer rotary amplitude controls to the 16-step
push buttons provided (each step being a hefty
0.625 mA even on the ‘‘low’’ setting, assuming
linearity). No uncomfortable stimulation
‘‘spikes’’ are apparent to the user when the settings are changed, and even at maximum settings,
the output appears to be virtually chargebalanced (saturated saline and metered testing in
the continuous and HAN modes). Resetting the
error signal is simple: just press the zeroamplitude button for any output, or change the
mode setting and then return it to that desired.
Usefully, once the settings for a particular
mode are set, these remain the same if the unit is
switched off. Thus, all settings apart from amplitude remain as they were when it is switched on
again. This means that the user wishing to use
the ‘‘continuous’’ mode, for instance, does not
have to reset the frequency and pulse duration if
they were 100 Hz and 50 µs for this mode when
last used, but 1 Hz and 400 µs for the ‘‘intermittent’’ mode used since then. This is a great
advantage when compared with the cheaper
EA-4/4 from Oxford Medical, for instance.
However, its weight (nearly 1.3 kg, including
six standard 1.5-V size C batteries) and relatively
large footprint (29.8  20.8 cm) will make the
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Table 1. Comparison of the dimensions and weights of some
popular electroacupuncture devices
Dimensions (cm)
Device

Width

Height

Weight (kg)*

E600 HAN
Agistim-Duo
SDZ-III
Acus 4
Classic4

30
30
26
9
9

21
23
18
14
14

1.3
1.3
1.2
0.4
0.3

*Including battery.

E600 less suitable for the smaller clinic or the
peripatetic practitioner than currently popular
devices like the Japanese ES-160 (see Table 1).
The probe sensitivity (three levels only) is not
great over dry skin, but output amplitude is
strong enough for most applications. The probe
tip is sprung, and so pressure-sensitive to some
extent, although in the unit supplied it was quite
wobbly, which will not assist accurate point location. The probe tip can be removed for cleaning.
The inbuilt buzzer indicates frequency, but not
amplitude or pulse duration. The sound of the
buzzer is very variable, not a pure frequency,
which makes one wonder about the precision of
the actual output characteristics.
The manual is generally clear and well illustrated, and in addition to the expected information, contains a useful summary of safety
precautions to be observed. However, several
sections appear to be duplicated unnecessarily,
which is a little confusing.
The limitations of the E600 include:
+ a large footprint and heavy weight, which is
not appropriate for the smaller clinic;
+ overly long leads (some clips may encourage
tangling);
+ the large steps in amplitude increase may not
suit sensitive patients;
+ inflexible frequency settings; and
+ insufficiently sensitive point location over dry
skin.
Overall, this is a useful device that is reasonably priced for those who want a substantial
piece of equipment suitable for both EA and
transcutaneous stimulation.
David F. Mayor
Private Practice
Welwyn Garden City
UK
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Acupuncture on trial: an
interview with Simon Singh and
Edzard Ernst
Complementary medicine has enjoyed an everhigher profile in recent years, but at the same
time, it has been the subject of increasing scientific scrutiny. The recent publication of Trick or
Treatment? (Singh & Ernst 2008) has also generated a great deal of interest and controversy. The
subtitle of this book is Alternative Medicine on Trial,
and its authors critically appraise acupuncture,
homeopathy, chiropractic and herbal medicine.
(Rosemary Lillie critiques the book from an
acupuncture perspective below.)
Simon Singh and Edzard Ernst both agreed to
discuss their appraisal of acupuncture for the
Journal, and a four-way telephone interview was
conducted in October 2008, with News Editor
Rosemary Lillie and Corporate Editor Andrew
Wilson representing the AACP.
‘‘One of the surprising things is that it was the
best-selling book on alternative medicine for
several weeks on the Amazon rankings,’’ Simon
said when asked about the sales of the book.
He thought that it was very interesting that
people do want to read a book that gives an
often critical, although sometimes positive, view
of alternative medicine: ‘‘People are keen to
find out the latest, most-accurate scientific
information on the subject.’’
One of the problems that acupuncture
research raises is the placebo effect, and Simon
and Edzard were asked to comment on the
following statement from a paper by Paterson &
Dieppe (2005) from the British Medical Journal:
‘‘[R]ecent research suggests that it is not
meaningful to split complex interventions into
characteristic and incidental elements. Elements that are categorised as incidental in drug
trials may be integral to non-pharmaceutical
interventions. If this is true, the use of placebo
or sham controlled trial designs in evaluating
complex non-pharmaceutical interventions
may generate false negatives.’’
 2009 Acupuncture Association of Chartered Physiotherapists

‘‘I know it very well,’’ Edzard said. ‘‘I published
a paper in response in our journal, Focus on
Alternative Complementary Therapies (FACT). It is
an opinion of these two authors which I don’t
subscribe to, and I would say that most scientists
don’t subscribe to it either. Splitting coincidental
effects and specific effects is what one has to do
in order to find out whether a therapy has a
specific effect. If not, arguably everything is a
complex intervention, and if I prescribe paracetamol to a patient, that is a complex intervention
because it entails: my bedside manners; the
empathy that I give to the patient; the time
that I give to the patient; the situation I treat
the patient in; the pharmacological effects of the
paracetamol. So, if one has an interest in the
specific effects of paracetamol, or any other
treatment, for that matter, one needs to split it. It
was a very, very surprising paper, and I respect
the author’s opinion, but I don’t share it.’’
Simon also commented: ‘‘Even for acupuncturists, I would have thought that it would be
very interesting to know which aspects of their
therapy are having a beneficial effect. The only
way that acupuncturists can learn about this and
move forward is by trying to identify these
individual factors, and seeing how they work
together or not, as the case may be.’’
When questioned further on the point that the
placebo effect appears to be relevant in most
trials of other interventions, such as drugs,
Simon said: ‘‘I would have thought that, when
you look at some of the very best trials for a
particular condition, some of the these seem to
suggest that acupuncture is entirely a placebo
effect, and that is where the concern is. In some
cases, perhaps not, but I think that this is where
the interesting question emerges.’’
Rosemary pointed out that this conclusion
does depend on which trials you study, and while
Simon agreed with this, he said that he was trying
to focus on the most recent and highest-quality
publications.
In Edzard’s opinion, it does not make sense to
say that it depends on what trial you look at: ‘‘If
you have a whole bundle of trials and you have
125

News from the front
inconsistent results within these trials, which is
the rule rather than the exception in medicine,
then we need to look at the totality of the
evidence in a transparent way so that we can
focus on the best-quality research. Then you
combine the totality of the existing evidence and
you get a bottom-line statement, and that is the
methodology used in a systematic review or a
meta-analysis. This is what we try to explain in
our book.’’
Simon and Edzard were then asked to comment on James Gaulte’s (2008) observations on
the problems of the widely accepted hierarchy in
evidence-based medicine. This defines randomized controlled trials (RCTs) and meta-analyses
as the best kinds of evidence, trumping observational studies, case reports and physiological
considerations. Gaulte (2008) referred to two
major meta-analyses of the value of mammograms in the Annals of Internal Medicine. One
publication asserted that these were effective and
valuable, and the other drew the opposite conclusion. The major differences between these
two studies were the choices of papers to include
or exclude, and the statistical techniques that
were used to analyse the data.
‘‘There can be a problem with any methodology,’’ Edzard admitted, ‘‘perfection hasn’t been
invented – but that doesn’t mean that one goes
to even-less-reliable evidence, it just shows that
there may be problems in terms of interpretation, in terms of choice. It also shows that
perhaps one needs to make these assumptions
more transparent so that one can find the causes
of contradictions when they emerge.’’
He felt that highlighting such conflicts
between findings is not meaningful: ‘‘It’s like
saying, ‘Even a Rolls-Royce can break down –
and a bicycle is also quite good!’ Of course a
bicycle is quite good, but I prefer a Rolls-Royce
when I have to go a long distance.’’
Simon and Edzard were asked if they were
prepared to look at other research methods, and
if they had looked at more-recent, better-quality
acupuncture research.
‘‘That is precisely the point that we were trying
to make,’’ Edzard said, with reference to Trick or
Treatment? ‘‘We go through the history of trials in
acupuncture. We show that the early trials were
almost invariably positive, but there were certain
problems with them. We outline what the prob126

lems were. We talk about the placebo effect,
which was particularly hard nut to crack. We
explain that we think that it has been cracked,
and we show what the results of the most recent
studies demonstrate.’’
‘‘And it would be lovely to have a crystal ball
to look into the future and see what future trials
might say, what future meta-analyses might
find,’’ Simon added. ‘‘But unfortunately, we
don’t have that privilege, and they may have a
more negative view. They may have a more
positive view, but at the moment, all we can do
is present the results of the most recent systematic reviews.’’
Andrew pointed out that the philosopher Karl
Popper (1959) had, rather poignantly, described
science as a structure built on piles in a swamp:
‘‘The empirical basis of objective science has
thus nothing ‘absolute’ about it. Science does
not rest upon rock-bottom. The bold structure
of its theories rises, as it were, above a swamp.
It is like a building erected on piles. The piles
are driven down from above into the swamp,
but not down to any natural or ‘given’ base;
and when we cease our attempts to drive our
piles into a deeper layer, it is not because we
have reached firm ground. We simply stop
when we are satisfied that they are firm
enough to carry the structure, at least for the
time being.’’
Simon observed that he thought this was a fairly
simple issue: ‘‘The more research people do, the
closer we come to an understanding of the
phenomenon, and that understanding is never
perfect, never complete. It is always questioned
and probed, and so on, but all we can do is
present the latest understanding of a particular
subject, based on the latest research evidence,
and the totality of the evidence.’’
The underlying neurophysiological events
associated with acupuncture were then
addressed. Dhond et al. (2008) stated that:
‘‘Our results demonstrate for the first time
that acupuncture can enhance the poststimulation spatial extent of resting brain networks to include anti-nociceptive, memory,
and affective brain regions. This modulation
and sympathovagal response may relate to
acupuncture analgesia and other potential
therapeutic effects.’’
 2009 Acupuncture Association of Chartered Physiotherapists
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Rosemary asked Simon and Edzard if they would
agree that acupuncture does have an effect.
Edzard responded by stressing that Trick or
Treatment? is almost entirely concerned with
effectiveness, not about explaining the mechanisms of treatments. Their thinking behind this
was that they ought to clarify whether a treatment works first, and once they had established
that, then it would be relevant to demonstrate
how it works.
‘‘The paper you cite was published after we
wrote the book,’’ Edzard said. ‘‘It is probably
concerned – I say probably because I don’t
know – with how acupuncture works. This is not
the subject of our book. We have barely two
pages on it, and for the reasons I just explained,
we concentrate on whether it works.’’
In response to the point that acupuncture has
a known effect, Edzard stated: ‘‘Everything does
something. If I fall down the staircase, I can
assure you that my adrenalin level is higher when
I come down than when I am at the top – it does
not make falling down the stairs a therapy. This
is the difference between effect and effectiveness. Falling down the stairs is not very effective
in raising adrenalin, but it certainly has an
effect.’’
He then said: ‘‘Imagine talking to a patient and
saying that, after sticking needles into you, certain
areas of your brain are definitely changed, and
that this has been verified by MRI. The patient
would think you were bonkers because the
patient wants to get rid of his pain, not to know
the difference between effect and effectiveness.’’
Rosemary responded that this is how she
explains how acupuncture works to her patients.
She tells them that the needles cause a reaction in
the brain that stimulates the release of the
endorphins and encephalins that help to provide
pain relief. Simon asked if she couched this as a
possibility because his understanding was that
this was neither a confirmed theory nor backed
by a great deal of evidence. Andrew pointed out
that the evidence is mounting, and cited Walter
Zeiglgänsberger’s fascinating presentation at the
2008 AACP Conference, ‘‘Treatment of chronic
pain: is relearning a therapeutic option?’’, which
dealt with neurostimulation and its effects on
pain gates.
Simon and Edzard were then asked about
Chinese research into the use of acupuncture as
 2009 Acupuncture Association of Chartered Physiotherapists

analgesia during major surgery. There is evidence
to show that, if acupuncture is combined with
drug-assisted analgesia, a much more powerful
effect is achieved. Zhao (2008) stated:
‘‘Some studies have indicated that a combination of acupuncture and adjunct drugs (antagonists or agonists) can powerfully strengthen
acupuncture analgesia. It is therefore conceivable that the development of acupuncturedrug assisted analgesia may be a hopeful route
for surgery.’’
Rosemary suggested that this rather contradicts
statements in Trick or Treatment?
‘‘I have published a systematic review of this
material,’’ Edzard responded, ‘‘and the evidence
that acupuncture is effective for analgesia is very,
very thin indeed. Of course, you can say there is
evidence, but again, you should be guided by the
totality of the evidence.’’
The effects and effectiveness of acupuncture
will be debated for some time to come. Acupuncture physiotherapists must respond to critical analysis to their techniques with solid,
evidence-based research of the kind that JAACP
publishes. Critics of acupuncture must continue
to engage with the growing body of research that
is being published that supports the intervention
(see O’Connell 2009).
Acupuncture is certainly on trial, but we
have yet to hear the closing arguments in the
case.
Rosemary Lillie
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Trick or Treatment? A summation
The cover notes for Trick or Treatment? Alternative
Medicine on Trial (Singh & Ernst 2008) call it ‘‘the
definitive book on alternative medicine’’. It is
also described as honest, impartial and hardhitting, providing thorough examinations of and
judgements about more than 30 of the most
popular treatments. The authors’ stated aim is to
get to the truth about alternative medicine. They
take an in-depth look at acupuncture, homeopathy, chiropractic and herbal medicine, and briefly
survey another 36 therapies. Trick or Treatment? is
well written and readable, but I believe that the
intention of the book is to discredit alternative
medicine using ‘‘science’’.
Singh and Ernst propose that the RCT is the
ultimate tool for assessing the effectiveness of a
treatment, but then contradict this by stating that
‘‘it will never be possible to conduct a perfect
acupuncture trial, because the ideal trial is double
blind’’. This implies that all research into acupuncture in the form of RCTs is fundamentally
flawed and unlikely to give meaningful results.
The authors sum up acupuncture as follows:
‘‘Warning, this treatment has shown only very
limited evidence that it can treat some types of
pain and nausea. If it is effective for these
conditions, then its benefits appear to be
short-lived and minor. It is more expensive
than conventional treatments, and very likely
to be less effective. It is likely that its major
impact is as a placebo in treating pain and
nausea. In the treatment of all other conditions, acupuncture either has no effect other
than a placebo effect. It is a largely safe
treatment when practised by a trained acupuncturist.’’ (Singh & Ernst 2008)
This is surely a case of damning with faint praise.
Our ability to demonstrate the underlying effect
of acupuncture on the nervous system and the
activation of the body’s pain-relieving mechanisms shows that acupuncture can be very effective, and recent research confirms this (Dhond
et al. 2008; Zhao 2008). The placebo effect is a
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part of most interventions, and there are inherent
problems with the types of placebo used in trials
(Paterson & Dieppe 2005). The assertion that
acupuncture is more expensive than conventional treatments is misleading. A box of needles
costs far less than the standard prescription
charge and it will last for several treatments.
Singh and Ernst argue that it is time for the
trickery to stop and for real treatments to take
priority: ‘‘Homeopaths, acupuncturists, chiropractors, herbalists and other alternative therapists will continue to prey on the most desperate
and vulnerable in society, raiding their wallets,
offering false hope, and endangering their
health.’’
This last statement is a sweeping generalization that is intended to make the maximum
impact, not a considered scientific statement. It
is an insult to all of us who practise acupuncture
to the standards demanded by the Chartered
Society of Physiotherapy (CSP) and the AACP.
Following a detailed examination, a treatment
plan is formulated and implemented. The patient
is involved in this process by the therapist and is
made aware of the anticipated effect of the
treatment. All responses to treatment are noted,
and if there is no positive response, then alternative pathways are explored. Furthermore, as
these authors themselves acknowledge, it is a
safe treatment.
The fact that acupuncture has a therapeutic
effect in certain individuals is beyond doubt
(Dhond et al. 2008; Zhao 2008). All practitioners
will be able to demonstrate case studies that
indicate the positive effects of acupuncture. Acupuncture does not help all patients, of course,
but none of the recognized methods of pain
control are universally effective. Nevertheless, in
comparison to other treatments (e.g. drugs and
surgery), the risk of any harmful effect is negligible.
This dilemma for practitioners is that they
know from observational study that acupuncture
can be an effective treatment, but traditional
research techniques have not yet demonstrated
that it has a significant effect. This leads to the
conclusion that, rather than blaming the research
procedures, or the philosophy and practice of
acupuncture, we should find appropriate alternative methods of elucidation. Perhaps we can
learn from the fact that medicine is now using
 2009 Acupuncture Association of Chartered Physiotherapists
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real-world, qualitatively derived, data-based
studies to realistically assess actual rather than
clinical responses (Russo et al. 2005). Why are
those who are so enamoured with traditional
RCT design so dogmatic in their belief in the
veracity of these methods when real-world
research is gaining credibility? This form of
research involves both qualitative and quantitative tools, and uses scientifically validated
methods to show the effect of treatments in
actual situations.
A recent example of real-world research is the
treatment of hypertension in Italian nephrology
out-patient clinics (THIN) study by Russo et al.
(2005), which explored the use of statins. As a
result of several RCTs, these drugs are now
the most prescribed medicine in the world. All
these trials have shown statins to be significantly
effective in the control of cholesterol. (It should
be noted that, despite all this research, 50% of
people who take statins will still suffer a cardiac
event.) Real-world data obtained from primary
care is now reporting the effects of statins
outside artificial research settings. Previous RCTs
conducted in research settings demonstrated
that 10 mg of atorvastin lowers cholesterol to a
similar degree to 40 mg of simvastin. However,
the THIN study showed that therapeutic substitution by atorvastin in place of simvastin does
not generate the same results as those reported
in the RCTs (Russo et al. 2005). Why? Because
human beings are involved: outside a clinical
trial setting, they will respond differently, behave
differently, have different expectations and,
consequently, show different responses to treatment.
Of course, just like RCTs, real-world trials
have advantages and disadvantages, but they do
help us to form a wider picture of how well we
are doing what we have attempted to do.
As practitioners of acupuncture, our challenge
is to become involved in real-world research to
provide definitive proof that acupuncture does
have significant benefits.
Physio First began real-world research into the
treatment of whiplash by asking all its members
to report data on at least five patients between
January and March 2009. The information will be
analysed and then disseminated through the CSP.
This exciting project should serve as an example
to all members of AACP of the way forward to
 2009 Acupuncture Association of Chartered Physiotherapists

conclusively demonstrating the effectiveness of
acupuncture.
Rosemary Lillie

References
Dhond R. P., Yeh C., Park K., Kettner N. & Napadow V.
(2008) Acupuncture modulates resting state connectivity
in default and sensorimotor brain networks. Pain 136
(3), 407–418.
Paterson C. & Dieppe P. (2005) Characteristic and incidental (placebo) effects in complex interventions such as
acupuncture. British Medical Journal 330 (7501), 1202–
1205.
Russo D., Andreucci M., De Blasio A., Frattolillo P. &
Andreucci V. E. (2005) Treatment of hypertension in
Italian nephrology out-patient clinics: the THIN study.
Seminars in Nephrology 25 (6), 431–434.
Singh S. & Ernst E. (2008) Trick or Treatment? Alternative
Medicine on Trial. Bantam Press, London.
Zhao Z.-Q. (2008) Neural mechanism underlying acupuncture analgesia. Progress in Neurobiology 85 (4), 355–
375.

Guidelines for low back pain
recommend acupuncture
A new National Institute for Health and Clinical
Excellence (NICE) guideline recommends acupuncture as one of three suggested treatments of
choice within the National Health Service
(NHS).
Clinical Guideline 88 (NCCPC 2009), which
was published in May, covers the early treatment
and management of persistent or recurrent low
back pain (LBP), defined as non-specific LBP
that has lasted for more than 6 weeks, but for
less than 12 months. It does not address the
management of severe disabling LBP that has
lasted over one year.
A key focus is helping people with persistent
non-specific LBP to self-manage their condition.
Providing advice and information is an important part of this. The aim of the recommended
treatments and management strategies is to
reduce the pain and its impact on the person’s
day-to-day life, even if the pain cannot be cured
completely.
The recommendations are to offer one of the
following treatment options, taking into account
patient preference: an exercise programme, a
course of manual therapy or a course of acupuncture, which should involve a maximum of
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10 sessions over a period of 12 weeks. The
following modalities are not recommended: laser
treatment, interferential therapy, therapeutic
ultrasound, transcutaneous electrical nerve
stimulation, lumbar supports and traction.
Back pain is estimated to cost the NHS £1.5
billion per year. It is claimed that these recommendations could save money because NICE has
listed current treatments for back pain that should
be stopped for lack of evidence. X-rays and scans
are described as analysis rather than treatment,
and magnetic resonance imaging is only recommended if spinal fusion is to be considered.
This is a very welcome guideline because it
strengthens the case for the use of acupuncture.
Please bear in mind that the advice is specific to
LBP that has lasted for more than 6 weeks and
less than 12 months, and use your clinical reasoning skills with patients who fall outside this
group.
Our thanks must go to Dr Mike Cummings of
the British Medical Acupuncture Society, who
was involved in the formulation of these recommendations.
Rosemary Lillie
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Medical illustrator
Some of our readers may be undertaking
research and wondering where they can find a
medical illustrator to help with their presentations. Well, look no further than Karen Gavin,
who would be delighted to help our members.
Karen trained in Technical Graphics for 3
years at Portsmouth Art College in the late
1970s, where she learnt to draw engines! The
skill of being able to create accurate threedimensional perspective drawings from twodimensional plans has stood her in good stead
throughout her illustrating career. Her first job
was in a successful general art studio, Venner
Artists, being part of a team producing illustrations for non-fiction books in a variety of sub130

Figure 1. Illustration of the blood circulatory system by
Karen Gavin.

jects for many of the major publishers. After
5 years, she left to work for a medical publisher
in London, Gower Medical, before going
 2009 Acupuncture Association of Chartered Physiotherapists

News from the front
Karen also happens to be married to an
acupuncturist who teaches acupuncture at the
College of Naturopathic Medicine UK, East
Grinstead, West Sussex.
If you would like to contact Karen, her details
are as follows:
Karen Gavin
4 Glenleigh Terrace
Maidstone Road
Nettlestead
Kent ME18 5EP
UK
Tel: 01622 812736
E-mail: kgavin@kalm-art.co.uk
Figure 2. Illustration of a ventouse delivery by Karen
Gavin.

Website: www.kalm-art.co.uk
Rosemary Lillie

freelance. As a freelancer, Karen continued to
produce line and colour illustrations in a variety
of styles and subjects for major book publishers,
most notably Dorling Kindersley. In recent
years, Karen has been working with The Signalong Group producing figurative line illustrations for their Signalong manuals. This has been
a particularly rewarding experience because
Karen’s son Matthew has a disability and uses
Signalong to communicate.
In 2006, Karen decided that she would like to
become an art student again, so she enrolled on
a 3-year part-time Foundation Degree in Art and
Design at the University for the Creative Arts,
Rochester.
This three-dimensional art course involved
working in a variety of mediums and has enabled
Karen to further develop her range of artistic
skills. She graduates in May 2009, after which she
hopes to set up as a designer–maker selling her
textile designs at craft fairs.
Karen is available for artistic commissions and
is willing to discuss any projects that you may
have in mind. She has experience in medical
illustration and is able to work in a variety of
styles, in black and white, or colour (see Figs 1 &
2). Karen always produces a rough sketch first,
for approval, before going ahead with the finished illustration. To see more examples of
Karen’s work, please go to the gallery on her
website (www.kalm-art.co.uk/illustration.html).
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Battlefield acupuncture
Medical acupuncture, which is acupuncture performed by a licensed physician who has been
trained at a conventional medical school, is
increasingly being used for pain control. Richard
Niemtzow MD PhD MPH, Editor-in-Chief of
Medical Acupuncture, the peer-reviewed publication
that is the official journal of the American
Academy of Medical Acupuncture (www.
liebertpub.com/acu), is at the forefront of these
efforts in the military.
The technique developed by Dr Niemtzow has
been so successful that the United States Air
Force (USAF) began teaching ‘‘battlefield acupuncture’’ to physicians deploying to Iraq and
Afghanistan in early 2009. Battlefield acupuncture can relieve severe pain and last for several
days. Based on modern neurophysiological concepts, Niemtzow developed a variation of acupuncture that involves inserting very tiny semipermanent needles into highly specific acupoints
in the skin on the ear to block pain signals from
reaching the brain. This method can lessen the
need for pain medications that may cause
adverse or allergic reactions or addiction.
‘‘This is one of the fastest pain attenuators in
existence,’’ says Dr Niemtzow, who is a consultant on complementary and alternative medicine
for the Surgeon General of the USAF, and is
affiliated with Uniformed Services University of
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News from the front
the Health Sciences in Bethesda, MD, USA
(source: Mary Anne Liebert, Inc.). ‘‘The pain can
be gone in five minutes.’’
Rosemary Lillie

Do you recognize this symbol?
If you look at the boxes of acupuncture needles
that you use, you may have noticed the graphic
shown above, and you may possibly have wondered what it means.
This symbol denotes that something is only to
be employed once. A single-use device is used on
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an individual patient during a solitary procedure
and then discarded. It is not intended to be
reprocessed and used again, even on the same
patient.
Reuse contravenes the following pieces of
legislation: the Health and Safety at Work Act
1974; Part 1 of the Consumer Protection Act
1987; the General Product Safety Regulations
2005; the Medical Device Regulations 2002; and
the Standards for Better Health 2004.
All acupuncture needles should carry this symbol on the packaging, and it is good practice to
display the single-use medical devices notice that
can be downloaded from the Medicines and
Healthcare Products Regulatory Agency
(MHRA) site. For the full version of these
guidelines, please go to:
http://www.mhra.gov.uk/Publications/
SafetyGuidance/DeviceBulletins/CON2024995
Rosemary Lillie
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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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Guidelines for authors
For books, give the author’s/editor’s surname
and initials, the year of publication, the book
title in italics, and the publisher and city of
publication:
Williams P. L. & Warwick R. (eds) (1986) Gray’s Anatomy,
36th edn. Churchill Livingstone, Edinburgh.

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

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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HEGUBalance Tape
The method of Balance Taping (Kinesio) has
become the “golden standard” for therapeutic
rehabilitative taping. Today, Balance Taping is
used in hospitals, universities, colleges and
athletic clubs all over the world, and by wellknown sports personalities such as Lance
Armstrong and David Beckham. It was also
used during the Olympic Games in Beijing.

The greatest benefit of the tape is that it
begins working as soon as it is correctly
applied, with practically no side effects.
• Normalizing muscle function
• Improved flow of blood, lymph and
intercellular fluids
• Reduces pain
• Helps to balance joints

NEW

PRODUCT

The qualities of the tape
• 100 % cotton (100% high-quality cotton
allows skin to breathe.)
• Water repellent (Offers extended wear (up
to 7 days) without loss of benefit).
• Latex free tape The tape is a blend of
cotton fibres with Urethane (plastic). A
totally Latex Free product is our way of
ensuring we do not sensitise users to latex.
• Non-toxic (The adhesive in Hegu Balance
Tape is a non-toxic vegetable product
called Termsol, (part of the terpene class).
• Different colours (Hegu Balance Tape is
available in eight different pure colures and
may be used in colour therapy).

To learn the Balance taping technique, we
offer training seminars in different UK locations.
For information on seminars please contact
our office.

Educational Program Balance Taping
Course Outline (2 days)
Day 1
Day 2 (6 weeks later)
Step 1 (Part 1)

Step 1 (Part 2)

• Background of Balance Taping
• Theoretical introduction in to the
basic techniqes
• Practical introduction in to the
application techniques
• Practical introduction in to the handling
of the material
• Basic back taping techniques
• Shoulder and upper extremities
• Lower extremities with knee and ankle
• Summary

• Short repitition of the basic tapes
• Discussion of specific applications
and questions

Step 2
•
•
•
•
•

More specific correctional techniques
Lymphatic taping techniques
Pregnancy techniques
Sport injury techniques
Discussion of specific problems and
holistic application thoughts
• Practice

Anticipated cost for 2 day course is £240 and will include a box of 6 tapes at the end
of day 1. Please ring our office for an application form. See contact details below.

HEGU-Acupuncture Needles
HEGU- P and S-type Acupuncture Needles
Our newest, high-quality Japanese-type acupuncture needles are
made from Swedish and Japanese Steel
•
•
•
•

Lightweight with longer, thicker handles for easier manipulation.
High-precision nail head.
Micro-polished, DDS-plated for painless insertion.
Individually packed with Tube, offering one handed operation.
Without tube also available
• 5-year sterility after production.
• P Type have colour coded plastic handles
• S Type have stainless steel handles

Needle Code

Handle Type

Size

Price/100

Special Offer

HG21.15S

Steel with tube

HG25.30S

Steel with tube
One handed release

0.20 x 15mm

£7.45

£6.00

0.25 x 30mm

£7.45

£6.00

HG30.30S

Steel with tube
One handed release

0.30 x 30mm

£7.45

£6.00

HG30.50S

Steel with tube
One handed release

0.30 x 50mm

£7.45

£6.00

Please contact us for samples
We also have the same range with Plastic Handles.

NEW RELEASE TECHNIQUE
S-Type offers unique one handed release in
three sizes, (others to follow).
To release the needle, push needle sideways and
twist tube at the same time.

Ear Acupuncture Needle
Sterile semi-permanent gold needle for auriculum and ear
acupuncture. A needle which is easy to work with and
gives the best treatment results!

NEW

PRODUCT

• GOLD-plated needle = eliminates allergic reactions.
• STERILE soft MICROPOR plasters = reducing the risk for
discomfort, comfortably to use for several days.
• Plastic injector with bipolar magnet = extra stimulation.

Description

U.O.S

Price

Hegu Ear Needle Std 0.22 x 1.3mm on Plaster

100/Box

£6.50

Hegu Ear Needle Gold Semi Permanent

100/Box

£22.00

