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Although we have another full and interesting
issue for you, it is time for the Journal to take
another step forward. Case studies have continued to come in, largely thanks to the efforts of
course tutors like Jennie Longbottom, and we
have such a large number that we are now
publishing some of these on the website as a
growing resource for members. There will also
be a constant stream of book reviews and there’s
always plenty of news. But original material?
Reprints ‘‘R’’ Us at the moment, it seems. That
is not to knock the quality of the material:
Richard Niemtzow’s paper on battlefield acupuncture, and Val Hopwood’s article on acupuncture and physiotherapy are worthy additions
to any publication. However, in an organization
with a 6000-strong membership, there must
surely be people out there with original thoughts
on treatment protocols, research, scope of practice, safe practice and the political alignments of
the acupuncture world. We’d be overjoyed to
hear from you and we’re even prepared to guide
you through the process of turning ideas into
shimmering prose.
Of course, the alternative – and this is a threat,
not a promise – is remind you that your two
editors have an academic background in abstruse
philosophical traditions, so unless you want to
read about how you don’t really exist except as a
figment of the collective imagination of Her
Majesty’s Revenue and Customs, or Easterntinged noodlings about non-acupuncturists notneedling no-points, I’d suggest you start writing
as soon as possible!
That said, the sentences that surprised me
most in this issue were the ones in Merian
Denning’s Chair report (pp. 7–9) about the
preference expressed by Conference attendees
for a 2-day event biased towards recent and
relevant research underpinning the scientific
basis of acupuncture rather than further explorations of traditional Chinese medicine (TCM).
This makes interesting reading for people like
me. I come from a traditional acupuncture background and have always taken on board the
received wisdom that physiotherapists tend to
move towards TCM rather than become focused
5
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on ‘‘rat-puncture’’ (see the paper on Juci by
Miura et al. on pp. 47–54) and its implications for
the physiological mechanisms of treatment. This
may, of course, take us back to reprint territory,
but if that’s what our customers want. . .
This is certainly an aspect of practice in
modern China that has generated a great deal of
concern amongst the traditionalist community. A
paper entitled ‘‘Pearls and string in classical
acupuncture’’, published in two parts in Acupuncture Today (Ma 2006a, b), made an impassioned
plea for keeping the pearls, i.e. the acupoints
themselves and the underlying physiological
mechanisms, and throwing away the string, i.e.
the outmoded theories of classical acupuncture.
Some of the teaching institutions in China are
now graduating practitioners whose practice is a
strange hybrid of East and West. Unlike many of
my colleagues, though, I don’t find this threatening, and perhaps I might even write an article
to explain why. Now there’s a much more
sinister threat.
Salut maintenant!

Stop press: website case reports
There is no doubt that the Foundation Courses
run by and for AACP members are highly
successful at generating case studies for publication. When I took over the clinical editorship,
there was a good stockpile and more have been
arriving regularly since. This has created something of a dilemma. With an upper limit of five
or six case studies per issue of the Journal, some
would probably never see the wider light of day,
and there is too much useful and well-researched
material for that to be allowed to happen.
The solution that we have arrived at is to
electronically publish case reports on the AACP
website. The authors of the stockpiled material
have been approached and asked whether they
want their studies to be e-published or whether

6

they would like these to remain in the pool
available for selection. If a study is made available on the website, the Editorial Board takes the
view that we will only reprint it in JAACP in
exceptional circumstances.
The Board also decided that the mix of case
studies in each Journal should reflect not only a
good range of conditions, but also a fair spread
of submission dates, so that recent cases studies
were as well represented as banked material. This
is has not been a problem; the more recent ones
have been arriving beautifully print-ready – an
editor’s delight – and on an increasingly interesting range of topics.
What we have chosen to do, however, is to
accept a slightly more informal level of presentation with regard to publication online. Getting
the material out to members is far more important than ensuring that it all conforms to the
published guidelines when it is primarily an
internal document. Each future edition of
JAACP will reproduce the abstracts of the new
case reports that have added since the last
publication date.
So, with thanks to the authors for agreeing to
support this new initiative, I hope that this will
encourage you all to log on to the AACP website
and explore what else it has to offer.
John Wheeler
Clinical Editor
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Chair report

As the memories of the bright summer days
begin to settle and a new academic year gets
under way, I hope you are excited to sit down
with a cup of coffee and this latest edition of
the Journal. As ever, there is much between its
covers to enthral! I would like to highlight
just some of the developments that have
been happening at AACP in the past 6 months
or so.
Our membership has now topped 6000, which
represents a growth of 18% in one year. The
Association’s tutors have been criss-crossing the
country delivering the Foundation Acupuncture
Course, and we are very grateful for their
Herculean efforts, which take many of them
away from friends and family at weekends. Their
commitment is huge and unstinting, and their
passion and inspiration is evident. In a recent
survey of those who completed the Foundation
Course in the past year, 70% went on to become
members of AACP. I welcome all of you who
are reading JAACP for the first time. I hope you
go on to have great success using acupuncture
within your clinical practice. I also hope that you
will inspire many other clinicians to follow in
your footsteps.
There is now ample evidence to support
the fact that the use of acupuncture is firmly
embedded within physiotherapy practice in the
UK. Indeed, in relation to this, I can report
the successful outcome of a meeting of the
Chartered Society of Physiotherapy’s (CSP’s)
Professional Practice and Service Delivery Subcommittee to consider the scope of acupuncture
practice. The chief purpose of the meeting was
to consider the use of acupuncture in the context
of the treatment of infertility. However, the
committee, realizing that the use of acupuncture
has now extended well beyond the treatment of
pain and that we, as members of AACP, are
underpinning our treatment with scientific evidence, released a statement ensuring that it
reflects the current diverse use of acupuncture
within physiotherapy. I feel it is appropriate that
I reiterate this statement:
 2010 Acupuncture Association of Chartered Physiotherapists

‘‘Acupuncture is within the scope of UK
physiotherapy practice. It is beholden on
each member to assess whether or not they
are practising within their own personal
scope of practice: Rule 1 of the Rules of
Professional Conduct sets the framework for
this decision.’’
Furthermore, the CSP will issue new guidance
and criteria regarding the factors to consider
when deciding whether or not a particular
approach is within the scope of practice of the
profession and that of the individual. As I write
my report, the Society have not yet issued their
new guidance, but I urge you all keep an eye on
the CSP website for this (see pp. 135–136).
Rule 1 of the Rules of Professional Conduct
(CSP 2002) states: ‘‘Chartered physiotherapists
shall only practise to the extent that they have
established, maintained and developed their ability to work safely and competently and shall
ensure that they have appropriate professional
liability cover for that practice.’’ Therefore, as
members of AACP, you may use acupuncture to
treat many and various conditions provided that
you have been adequately trained to do so.
This leads me on to our responsibility as an
organization to provide you with adequate training. I am pleased to report that we are now ready
to launch a new and exciting programme of
integrated courses that will combine expert
musculoskeletal and acupuncture teaching. The
Development Committee are delighted that so
many musculoskeletal experts have agreed to
take part in this new venture, and we sincerely
hope that you will find these courses take your
acupuncture skills to a new level.
Those of you who attended our Annual Conference at Wyboston this year will have had your
horizons extended by the eloquent talks given by
our invited speakers. I will leave you to read
more about Conference on pages 111–124.
In response to a subtle shift in booking
preferences at this year’s Conference, we asked
all attendees to give us feedback on the current
format of this event. Your collective responses
7

Chair report
told the Conference Committee that you would
prefer a 2-day event with a bias towards presentations of recent and relevant research that
underpin the scientific basis of acupuncture. This
does not mean that there is no appetite for
traditional Chinese medicine, only that this does
not represent the majority view. When asked
which topics you would like to see included in
subsequent events, many of you requested musculoskeletal ones, and I suspect that this field
accounts for the greatest proportion of our
membership’s work. However, the huge variety
of topics requested reflects a very diverse range
of clinical areas in which acupuncture is being
used within physiotherapy, and we will be very
mindful that these needs should also be
addressed when planning subsequent events.
Once again, we are very grateful for the wonderful support shown to us by the trade, without
whose backing we could not organize such an
event. If you feel that you would like to be part
of the committee that plans and runs the conference, please step forward! This is your event and
you can be a very important part of it. Please
contact Diane Morgan at the AACP Office.
While a new set of politicians begin to make
their mark on the National Health Service
(NHS), inevitably bringing further changes to
the way healthcare is delivered in the UK, it
should be noted that the outgoing Labour
administration did air the issue of statutory
regulation in April 2010. They announced the
intention to run pilot study in England within the
framework of a rigorous independent evaluation
into the use of complementary therapy in the
management of low back pain. This pilot is
based on a recent observational study from
Northern Ireland, which suggested that access to
complementary and alternative medicine not
only improved patient well-being, but also saved
NHS costs through reduced consultations. It will
be led by the National Institute for Health
Research School for Primary Care Research. The
Association has investigated the possibility of
being involved in this project, but as the new
government has suspended much its predecessor’s plans, we do not know whether this will
now go ahead. However, I can tell you that the
AACP Clinical Audit Committee does intend to
roll out a programme to collect data on the use
of acupuncture in the treatment of low back
8

pain. We are going through very bleak economic
times, and will undoubtedly have to underpin our
use of acupuncture with valid scientific and
economic data. The data collection project run
by the Clinical Audit Committee will help to
provide evidence to support the continued provision of acupuncture as part of your physiotherapy treatment. This exercise will depend on
you collecting data, so I hope that we will be able
to count on your support.
I am very pleased to tell you that AACP has a
new Honorary President. She is Professor
Helene Langevin, who is currently an associate
professor in the Department of Neurology at the
University of Vermont College of Medicine,
Burlington, VT, USA. Many of you will have
read some of her amazing research and we are
incredibly honoured that Helene has agreed to
take up this role. Her research into the mechanisms of acupuncture, connective tissue mechanotransduction, interactions between connective
tissue and the nervous system, and musculoskeletal pain mechanisms mesmerized us at last
year’s Conference. I know that, despite her hectic
work schedule, Helene is keen to be actively
involved in the Association, and we very much
hope that she will be able to join us at Conference next year.
I’m sure you are going to enjoy this issue of
the Journal. My sincere thanks go to John
Wheeler and Andrew Wilson, who are the driving force behind it. Huge thanks also go to all the
contributors, without whom there would be no
publication! If you would like to see your name
in print, don’t be shy! Perhaps you’ve completed
some research and you can report on it, or you
have written up an interesting case study and we
can learn from its example. If you have a point of
view to air, then please write us a letter. This is
your journal and we are always glad of your
contributions.
Finally, as I reflect on my chairmanship so far,
I find myself ending this report with a huge,
heartfelt and serious plea! Our Association is
now the largest clinical interest group within the
CSP, but it leans heavily on a small group of
motivated, hard-working and generous people
who give freely of their time in order to help
AACP realize its vision. I am extremely grateful
to them for all that they do. Nevertheless, they
will not be around forever! Their lives will move
 2010 Acupuncture Association of Chartered Physiotherapists

Chair report
on and they will leave the Association having
‘‘done their bit’’, and it is only right that they do
so. However, their departure will leave holes in
the organization since we have very few members coming forward to take their places. We
currently need help to fill up regional representative vacancies, to sit on various committees, to
help set up and be involved in the clinical audit
project, to help plan next year’s Conference, and
also to sit on the Board of Directors of AACP to
ensure that it continues to deliver the services
that you, as members, have come to expect. The
Association is your organization, we need your

 2010 Acupuncture Association of Chartered Physiotherapists

involvement. Without it, the small team of dedicated supporters will become exhausted and then
fade away. Many hands make light work . . .
Please consider how you can help AACP.
Merian Denning
Chair

Reference
Chartered Society of Physiotherapy (CSP) (2002) Rules of
Professional Conduct, 2nd edn. Chartered Society of
Physiotherapy, London.
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Chief Executive Officer business report

Finance issues
This report covers all financial activity up to
the end of May 2010, and therefore, covers
the Annual General Meeting (AGM) and
Conference (14–16 May 2010), a period that
includes the approval and publishing of the
AACP Ltd audited Directors’ Report and
Financial Statements for the year ending
31 December 2009 (the annual accounts). These
can be found on the website (www.aacp.org.uk).
The annual accounts show a gross income for
the year of some £469 000, compared with a
restated income of some £426 000 for 2008,
which is a substantial increase. More importantly,
AACP returned to profitability in 2009, posting a
surplus for the year of £83 000, against a
£5000 loss in 2008! This turnaround, which was
achieved by both increasing income and reducing
expenditures, was not achieved without pain.
Members will recall the increase in annual membership subscriptions that was announced at
short notice in mid-July 2009. At this time,
substantial financial deficits would have been
likely at the year’s end if no corrective action had
been taken. Congratulations to the Board for
making a tough call.
Most pleasingly, income growth has been
generated by substantially increased membership
numbers, not just by increased subscriptions.
Most importantly, the Association did grow and
returned to ‘‘profit’’. Despite AACP being
described as a ‘‘not-for-profit company’’, all
firms need to make a profit, otherwise they
cannot survive and grow. A better description is
that the Association is a ‘‘non-profit-taking
company’’, which confirms that the shareholders
do not financially benefit from (i.e. take) a
distribution of any surplus made by the
company.

Annual General Meeting
The AGM held on Friday 14 May was again a
quiet and fairly modestly attended affair, but
those who came were presented with better
financial information and explanations than had
 2010 Acupuncture Association of Chartered Physiotherapists

previously been given. The company’s auditor,
Andy Cox of Rawlinsons, provided full explanations of the 2009 Directors’ Report and Financial
Statements.

Current financial position
It is comforting to report that, during the current
financial year, as of the end of last month
(31 May 2010), the Management Accounts show
that income was right on budget at £108 000, but
that expenditures were substantially lower,
providing a surplus to date of over £35 000.
This was helped by the fact that the Annual
Conference actually made a trading surplus for
the first time of approximately £16 000.

Annual Conference 2010
The conference centre was packed with delegates, the trade stands looked excellent and all
the arrangements worked out very well. This was
a great tribute to the efforts of Diane Morgan in
particular, and Gill Beadle and Jenny Davies,
over the past couple of months. They all worked
extremely hard to get everything ready in time,
doing extra hours as required without complaint.
Nearly 700 enquiries were handled for this
year’s Conference. These resulted in some 110
delegates being present on Friday 14 May for the
continuing professional development (CPD)
event, 214 delegates on the Saturday and 163
delegates on Sunday 16 May.
The week of Conference had seen Amazonian
quantities of papers being printed, collated,
assembled and inserted into files and folders.
These were finally boxed and carried down from
the training room at AACP headquarters, ready
for transport to Wyboston Lakes Conference
Centre. And what good facilities are to be found
there! It has been an inspired choice of venue
and is well worth using again. This was the
fourth year of a 5-year booking run, which has
enabled both good prices to be offered to AACP
and its members, and a continuity of successful
delivery at a popular and accessible location.
11
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Most delegates whom I spoke to said that they
thought the invited speakers were excellent and
added to their personal knowledge. They also
confirmed their continuing satisfaction with
the hotel’s facilities and food, and especially
enjoyed Saturday night’s dinner! However, it is
an appropriate time to reconsider where future
events should be held after Conference 2011.
Your views are important to the Board and staff
of AACP Ltd, so please let us know what you
think!

Why are you a member of AACP?
We hope it’s because we offer our members
outstanding professional training and CPD
opportunities, a great Conference, this superb
Journal, and all-round high-quality membership
services at a competitive annual price of £75 by
direct debit (versus £115 for the British Medical

12

Acupuncture Society, for example). We must be
doing something right because over 1000 new
members joined AACP between May 2009 and
May 2010. We are now some 6200 strong, and by
far the largest clinical interest group within the
Chartered Society of Physiotherapy.
But we do need to know why you are a
member, and each and every one of you will
receive a simple, one-page questionnaire with
this edition of the Journal. This should take no
more than a minute or two to complete and
return in an attached Freepost envelope.
Why bother to complete it? Well, first, it will
help your organization plan for the future, and
secondly, 12 members randomly selected using
their completed questionnaires will receive next
year’s annual membership renewal free of charge!
Chief Executive Oﬃcer
AACP Ltd
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Webmaster report

Introduction

Ukraine and Tuvalu, China and the Falkland
Islands.
Some 29% of visitors still use version 6.0 or
earlier of the browser Internet Explorer, but
35% now employ the latest version, 8.0; only
11% use Firefox, the next most popular Internet
browser. Ninety-one per cent of visitors use one
or other version of Microsoft Windows as their
operating system, with just 6% using Apple
Macs. This knowledge is important because we
need to ensure that the website looks correct in
all browser versions and operating systems,
which is not always the simple task you might
think!
I can advise which of our pages are most often
accessed, what time of day is most popular,
which countries access our site and much more.
If members would like these summary reports to
cover any specific issue, please let me know.

This short update covers the progress of the
AACP website since my last report in March
2010.
You can now find our website at:
(1) http://www.aacp.uk.com/
(2) http://www.aacp.org.uk/
(3) http://www.aacp.co.uk/

Website take-up
The levels of visitor access to the website continue to increase. Since the website first went
online in early 2007, linear regression analysis
of the access data from our Internet Service
Provider (ISP) show that overall access has
grown from some 2700 per month to 4200 per
month, an increase of 55%.
In the same period, members’ access, as
recorded by our website itself, has increased
from 324 per month to 427 per month.
However, some 4374 members appear never
to have accessed the website at all, which is still
a disappointing figure, but see the item on
‘‘Member log-in’’ below.

Website visibility
Surveys on Google are carried out using a
number of relevant search terms and the results
are shown in Table 1.
It will be noted that our rankings have reduced
slightly since last year, which means that I am
initiating an exercise to improve these by ensuring that our pages are re-optimized for relevant
Google search terms. This is an intriguing and
seemingly ever-changing art!

Reporting
I reported last time that the statistical information provided by our ISP allows detailed
analysis of traffic to our website. For example,
some 95.3% of those who find our website with
a search engine use Google, while only 2.1% do
so via Yahoo, the next most popular search
engine. Visitors come from as far afield as

Website searches
Searches made on the website are tracked so that
it is possible to identify items for which visitors

Table 1. Website search rankings: (N/R) not ranked
Date of ranking
Search term(s)

June
2007

December
2007

June
2008

December
2008

June
2009

December
2009

June
2010

Acupuncture
Acupuncture physiotherapy
Acupuncturist
Acupuncture training
Find acupuncturist

9
2
36
8
9

9
1
N/R
9
5

5
1
8
6
6

10
1
N/R
7
6

4
1
1
3
3

7
1
5
4
7

11
1
7
5
11
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are searching. At the start of 2010, I made a
change to the way in which these searches were
logged so that it is now possible to determine
whether the searcher is logged in to the members’ area or not. This has given what, on the
face of it, may be a surprising result: the vast
majority of searches are being made by visitors
who have not logged in to the site, i.e. they are
either non-members or members who have not
logged in. The vast bulk of useful information on
the site is only available in the members’ area,
which requires members to log in, of course, so
this is an area of concern.

Developments
Member log-in
The result of the website searches discussed
above suggests that members may be accessing
the site, but not logging in to the members’ area.
It was recommended that there should be a
change to the layout of the home page and the
site’s search page in order to encourage members
to log in. This was a no-cost change and it has
already been implemented.
Improvements
At a recent meeting, the Board and the regional
representatives discussed possible improvements
that may be beneficial for the website. A number
of suggestions were made, as described below,
and members are requested to let me know if
they think that these changes would be useful.
Improved visibility of the ‘‘Find a practitioner’’ search
button. It was felt by some that the visibility of
the existing ‘‘Find a practitioner’’ search button
might need to be improved because the Office
has received a number of queries from visitors
who had difficulty in locating it. I have to say that
I did find this rather surprising since there are
upwards of 40 hits per day on the ‘‘Find a
practitioner’’ search page – that’s about 1200 per
month – so the search button can hardly be
invisible! However, increasing the size of the
search button would be a relatively simple and
inexpensive task if this is thought to be required.
Improved information on tutors. It was thought that
it would be useful to have more information
14

available on AACP-approved tutors, such as the
topics in which they specialize and where they
may be prepared to travel in order to offer
courses. This can easily be provided on the
website by means of individual pages on each
tutor, which can be hyperlinked to the list of
approved tutors in the training section of the
site. Tutors have generally shown an interest in
this change and the first additions have already
been implemented.
Indication of members’ regions on a map. It was
thought that a map display of AACP regions
might help members, particularly where members live in one area and work in another, or
where they live close to the border of a region.
The region in which members are located is
determined by their postcode, with the exception
of a few members in the armed forces. When a
member logs in to the site, the appropriate
region is automatically selected and shown where
relevant (e.g. in listing any regional activities). It
would be relatively simple (estimated at approximately £100) to include some form of look-up
table in order to determine from a given postcode which AACP region was involved. Slightly
more work and a higher development cost (estimated at approximately £400) would be required
to display this information graphically on a
simple UK map. This information could then be
used by members to find activities in which they
may be interested, but were outside their own
region, provided that our regional representatives
had organized such events, of course.
Audited clinical advice. Members regularly raise
requests for clinical advice. At present, these are
processed by the AACP Office, who request the
opinion of an advanced member and then pass
the guidance on to the member requesting the
advice. It was felt that this system was not ideal
because it was difficult for the Office to be sure
which advanced member to ask, and as a result,
the provenance of the advice could be in doubt.
It was suggested that, if the audit of these
questions and answers could be improved, then a
clinical question-and-answer section could be set
up on the website for the benefit of members.
Such an addition could be achieved at minimal
cost.
 2010 Acupuncture Association of Chartered Physiotherapists

Webmaster report
E-mail
Since the publication of my last report in March,
it has become clear that the AACP e-mail system
needs urgent revision in order to prevent important messages going astray. This is the subject of
a separate report to the AACP Board, but the
results will impact on the website since this is
where official AACP e-mail addresses are published:
+ Only official AACP posts will have AACP
e-mail addresses (e.g. chair@aacp.uk.com).
+ All official AACP e-mail addresses will be
published on the website and will have working links to the correct recipient.
+ Current post-holders with official AACP
e-mail addresses will be able to access their
e-mails by remote access to the AACP server
or by having these routed to their personal
e-mail address.
+ When post-holders leave their posts, the published e-mail addresses will be unchanged.
The necessary changes will be confined to the
AACP server and will be transparent to
AACP members.
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Case reports
The first Foundation Course students’ case
reports have now appeared on the website. It is
hoped that, if more tutors begin to send in their
students’ work, this will be the start of a useful
new section of the website.

Conclusions
The website, together with the members’ database, continues to allow the Association to offer
members new facilities and gives AACP scope to
provide many more in response to their requirements, whilst keeping down its administrative
costs and, hence, members’ subscriptions.
Members are requested to consider the
improvements proposed above, and are encouraged to send any questions or comments they
may have about the website to the Webmaster
(e-mail: webmaster@aacp.uk.com).
J. D. Longbottom
Webmaster
July 2010
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Education, Training and Research Committee report

I became Chair of the AACP Education,
Training and Research Committee (ETRC) in
September 2009, when my predecessor, Ann
Green, became Chair of the Chartered Society of
Physiotherapy (CSP) Council.
I am currently employed as a Professional
Advisor for Workforce Development based at
NHS East of England. Prior to this, I was
Director of Practice and Development at the
CSP, and during this time, I worked closely with
AACP to develop the robust educational policies
and procedures that are now in place.
The ETRC continues to meet quarterly and
much of its work is currently focused on refreshing the AACP programme for education and
training guidance, and the processes that underpin quality assurance of education, training and
research. The main business is still the approval
of courses and tutors, and the ETRC will undertake to review the guidance documentation on an
annual basis. The Committee is also proposing to
develop a template for feedback on course submissions that have not been successful, and
policies on tutor peer review and accreditation of
prior learning.
As part of the ‘‘refresh’’, the ETRC is working
to ensure that all documented time lines within
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processes are adhered to, and that all quality
assurance mechanisms identified within the guidance are implemented in the next cycle. In this
way, the Committee will achieve its key objective
of ensuring quality education and development
for AACP.
I would like to thank the members of the
ETRC for their ongoing support and professional expertise in conducting the business of
the Committee, and for the considerable support
provided by Diane Morgan of the AACP Office,
who plays such a pivotal role in coordinating
matters, and ensuring that all documentation is
distributed effectively and efficiently.
There are a great many changes occurring in
the health and well-being environment at the
moment, and AACP is well placed to take
advantage of the opportunities that these transformations in service delivery are presenting. I
look forward to working with the ETRC through
these evolving times.
Dr Jill Higgins
Education, Training and Research Committee Chair
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NEW COURSE IN ACUPUNCTURE
This flexible new course will allow you to study a full MSc over 2 years
or a ostgraduate Certificate over just 1 year or, if it suits you, study
just one module as a stand-alone or as part of the full qualification.
The course consists of:
• Acupuncture for Pain relief
Accredited by the AACP as an acupuncture foundation course for all
health professionals
• Extending Acupuncture Practice
Extending Acupuncture Practice Microsystems and adjunctive
acupuncture techniques
• Advanced Acupuncture
Traditional Chinese medicine offers sophisticated acupuncture ideas
Further information from Dr Val Hopwood call 023 8084 5901
Apply now and start the journey this year!
Visit our website for more details

www.coventry.ac.uk

MSc/PgDip/PgCert Traditional Acupuncture
(Full-time/Part-time)
A wide ranging programme that ensures development of the skills required to practice traditional acupuncture within a
fast changing health and social care setting.
The programme is aimed at qualified acupuncturists and also health care professionals who want to acquire the
knowledge and skills required to practice traditional acupuncture at Postgraduate level.
Why study Acupuncture at the University of Salford?
Studying at Salford will equip you to be:
 An independent and reflexive practitioner with advanced knowledge in specialist areas
 Confident at implementing new practice that is reasoned and holistic
 Experienced in the integration of traditional acupuncture based on Chinese medicine and modern neurophysiology
All modules are available as stand-alone CPD courses in their own right.
Find out more from our website: www.swpph.salford.ac.uk
Or contact us on:
T: 0845 234 0184
E: fhsc@salford.ac.uk

Faculty of Health
& Social Care
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Clinical Audit Committee report

The clinical audit process within AACP has been
on hold since early 2009.
We are pleased to report that the clinical audit
programme has now been restarted, and we are
currently in the process of customizing a validated audit tool that was kindly made available to
us by Professor Ann Moore and the University
of Brighton. In the first instance, a group of
volunteers will consider this tool with a view to
auditing the provision of acupuncture to patients
who fulfil the criteria of the National Institute
for Health and Clinical Excellence guidelines for
low back pain (NICE 2009). Once customized,
the tool will be piloted and re-evaluated prior to
wider dissemination.
The Board of Directors of the Association has
authorized the appointment of a project leader
and this post will be advertised very shortly.
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If you would like to become involved with
the AACP clinical audit, then please register
your interest with Dr Mindy Cairns
(e-mail: m.cairns@herts.ac.uk), who is currently
coordinating the project.
Merian Denning
Chair

Reference
National Institute for Health and Clinical Excellence
(NICE) (2009) Low Back Pain: Early Management of
Persistent Non-Specific Low Back Pain. NICE Clinical
Guideline 88. National Institute for Health and Clinical
Excellence, London.
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Dear Colleague,

The AACP is a member focused clinical interest group that
exists to support the development of your acupuncture skills.
I strongly believe that you the AACP member should have the
opportunity to tell us on the Board what you would like your
organisation to do for you.
Five minutes at most is all that is needed to complete the
enclosed form!
Your fully completed form will also be automatically entered
into a prize draw where 12 members will receive free AACP
membership for the next year!
Thank you for your support, your feedback will be most
appreciated.

Merian Denning
Chair of AACP

LOOK OUT FOR THE ENVELOPE AND FORM INSIDE
THIS JOURNAL
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Regional reports

International
Conference has
been and gone,
but what a great
one it was! It
featured
some
very interesting
speakers
and
workshops, and
I’m now full of
new ideas. I do
hope you all enjoy reading the report on the
event in this edition of the Journal (pp. 111–124).
It would be even better if you could attend the
next Conference because it would be such a
pleasure to meet more of you. On that subject,
since I don’t have any news of continuing
professional development (CPD) and training
groups, I felt it might be interesting to read about
the experiences of different people and their
acupuncture journeys. Here is the story of one of
our members who works near Vancouver,
British Columbia, Canada.
Any physiotherapist educated in acupuncture
internationally must be fully registered in
Canada. This means that both National Competency exams must be passed and membership
has to be paid up. This lady had to wait for the
exams to be held and then a further 12 weeks to
receive her results.
Acupuncture credentials are assessed by the
Physiotherapy Association of British Columbia,
along with the minimum accepted criteria for an
introductory course. All of the required information was the same as my course (I attended an
AACP course led by George Chia); the only difference was that they asked for an extra 10 h of study.
To make up for this, she had to send in some extra
case studies and information on the extra courses
she had done (i.e. two teleconferences on neurofunctional acupuncture in Canada). As the committee could not find proof that her instructor had
worked for over 5 years, he had to send a simple
biography, and then there was another wait for the
committee to meet and discuss it again.
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Because this lady is the first in her clinic to
practice acupuncture, she had to make her own
patient information brochure and place an advertisement in the local newspaper. She has joined
the Acupuncture Division of the Canadian
Physiotherapy Association and this means writing a journal article every so often, but they do
offer good courses and teleconferences.
This made me very grateful for the high
standards that we have here in the UK as well as
for all the support we receive from AACP. If any
other international members have stories to tell
about their own experiences, then please let me
know.
In the meantime, please note that I have
moved, and in addition to being the International
regional representative, I will also cover the
South West Region. I’ll have help, thank goodness, since the area is vast! More of that in the
next edition of the Journal, no doubt.
Felicity Edwards

London
I have been rather
busy since writing
my first report for
the Spring 2010
edition of the
Journal – I hope
most of you will
have realized this
from the number
of e-mails you
should have received from me!
The lack of courses in our area has made it
difficult to enable everyone to complete the
requisite number of hours they need for their
CPD requirement, let alone to learn more about
different concepts of acupuncture. I have now
helped to facilitate the organization of seven
courses in and around London over the next
few months, and these should available to book
very shortly. By the time this goes to press, I
am expecting the courses to be fully booked.
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Regional reports
(Fingers crossed!) A big thank-you to the whole
region for the overwhelming response when I
asked the question, ‘‘What do you guys want?’’
and an even bigger show of gratitude to everyone
who has helped to make everything happen. You
know who you are! As long as these courses run
well and don’t cause me to have a mental
breakdown, this will be a regular occurrence,
with any luck, and you should have a steady
stream of courses being made available to you.
Any support with venues or help with running a
course is greatly appreciated.
Dare I ask: is there anything else you want?
Answers on a virtual postcard (e-mail: london@
aacp.uk.com)!
Justine Munur

Midlands East
I am one of the
regional representatives for the East
Midlands
region
and I am based
in Leicestershire.
Since
my
last
update, I have now
opened the CPD
meetings to other acupuncture practitioners in
our area. I have to admit that this proved to be a
hassle, but we are now up and running. The last
in-service training session that we held took
place on 26 May 2010, and I introduced the
benefits of auricular acupuncture to other acupuncturists at this event.
We are still trying to meet every 3 months for
1–1.5 h in order to cover a variety of topics. It is
important to keep a record of what is discussed
and practised. Individual practitioners maintain
their own personal folders, but we have an
allocated folder in the department so that we can
demonstrate that we keep the requisite 10 h of
CPD up to date.
Diana Lacraru

Midlands West
Hello and a big welcome to new and existing
members alike.
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This
year’s
Conference was a
huge success, and
in order to maintain the momentum
that
it
generated, we are
looking for local
venues so that
tutors can hold
courses in or near the West Midlands. Please see
the website (www.aacp.uk.org) for more details.
Panos Barlas ran the AACP Foundation Course
in Herefordshire in July, and we would like to
hear about anyone running acupuncture courses
or clinical interest groups so that we can advertise these on the website. If you haven’t seen the
website recently, please note that it is updated
regularly with information regarding licensing,
governance, research database access, courses
and much more.
Most of you should be aware that AACP has a
new Chair: Merian Denning has the focus and
capacity to inspire of Fabio Capello, and she
strengthens her squad by giving them fresh
impetus and drive at away days. If there you have
any ideas or questions about anything to do with
the Association that you would like to raise at the
next meeting, then please get in touch (e-mail:
midlandswest@aacp.uk.com). Your feedback
and ideas are always welcome because, without
you, the whole team loses. So get behind your
team, and maybe, just maybe, the outcome
you/we all want will be coming home!
Jamie Holder

North East England
I’m sure many
members in the
region know me
by now. I work
in
Morpeth,
Northumberland,
and have practiced acupuncture for 14 years.
I have organized
and facilitated many acupuncture courses and
workshops in the area.
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Regional reports
Earlier this year, Kam Wah taught two, oneday courses and we held a 2-day event tutored by
Carl Clarkson. I would like to host another
woman’s health course and this should have
been advertised by the time this edition of the
Journal is published.
The courses are usually a result of member’s
requests, so if there is something you would like
to have in the area, please get in touch (e-mail:
northeast@aacp.uk.com).
Karen Ogle

North West England
I work as a
Clinical Specialist
Physiotherapist in
Rheumatology at
Southport
and
Formby District
General Hospital,
Southport, and I
would like to
welcome all new
AACP members
in the region.
I am grateful to
all of you who have contacted me with your
queries. These enquiries ranged from questions
about courses to ones about the safe practice of
acupuncture in various clinical settings and others about forming more local acupuncture links
amongst the allied health professions. I answered
these via e-mail, and members were given suitable information or steered in the appropriate
directions.
There have been a few acupuncture updates at
Southport and Formby District General Hospital
this year, including the Foundation Acupuncture
Course in January and a musculoskeletal acupuncture update in March. These were organized by
my colleague Berj Kishmishian. Other AACPaccredited courses will be conducted in October
2010, November 2010 and January 2011, again
at Southport and Formby District General
Hospital. Please check the AACP Journal and website for further dates. Well done, Berj, and thank
you to Outpatient Physiotherapy Team Lead Jane
Knox for all the support that she provided during
the organization of these updates.
 2010 Acupuncture Association of Chartered Physiotherapists

Ruth Heaton, Outpatient Physiotherapy
Manager at Eagle Bridge Health and Wellbeing
Centre, Crewe, sent out acupuncture documentation audit forms by e-mail, and a concise report
was submitted by individual members during
the Steering Group meeting that was held on
Thursday 20 May at the Victoria Infirmary,
Northwich. Another audit of acupuncture needle
purchasing was also completed in May by the
representatives of various hospitals, and this
was sent to the Cheshire and Merseyside
Acupuncture Group.
I have received the list of new members and
their e-mail addresses. I have also contacted
members in order to get feedback from their
areas: I value your ideas about acupuncture
practice and I am happy to fulfil your training
needs. I hope you will get in touch with me over
the coming months to share your views, and let
me know about your requirements with regard to
courses and workshops so that we can work
together and progress our clinical interest group.
Please keep checking the AACP website for
information about future courses and workshops, and do contact me about any issues you
have in relation to acupuncture practice in our
region. I will keep you updated with the latest
information about acupuncture in the region,
and I would be grateful if you could you keep me
posted about any acupuncture-related events
being held in your areas or to be organized for
the future. Can I also appeal to all members
to send me their e-mail addresses (e-mail:
northwest@aacp.uk.com)? This is the best way
for me to update you.
I apologise if there have been any delays in my
replies to your queries. There has been no
change in my full contact details, which are listed
overleaf (p. 27) and are available on the AACP
website.
Devendra Kumar

South Central England
Hello to all existing members and a very warm
welcome to those of you who are new.
I haven’t heard from any members lately;
however, if you do have any interesting ideas or
if you are developing any practical acupuncture
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Regional reports
practice. Don’t forget that we all have to complete our CPD hours; I can both organize and
deliver courses for you of any length. Please
contact me (e-mail: moiratunstall@aol.com) to
discuss your CPD needs.
Congratulations to Chris McDonnell at NHS
South East Coast, who has successfully managed
an acupuncture special interest group for many
years and is planning a celebratory event early
next year. Long may he continue! Please keep me
informed of any other groups in the region: I
would like to hear from all of you out there.
CPD meetings that you feel could benefit a wide
range of physiotherapists across a large area,
please do not hesitate to contact me if you want
to spread the news across the region (e-mail:
southcentral@aacp.uk.com).
It has been eventful few months, particularly
with Conference in May. Merian Denning, our
Chair, and other members of AACP worked
tirelessly behind the scenes to provide an event
that was nothing short of excellent. It was a
whole weekend packed with excellent speakers
and practical workshops. I’m sure the next Conference will continue the same high standard.
The Association is also driving a new wave of
integrated courses involving other musculoskeletal experts. If you would like to apply for any of
these or know of a venue that can host one,
please do not hesitate to contact the AACP
Office, or refer to the AACP website
(www.aacp.uk.org) for further information.
Ahmed Osman

South East England
I’ve just returned
from Conference
newly inspired,
and I’m determined to learn
Tui Na massage
and more about
the concept of
Qi! Thanks to
those of you who made yourselves known to me.
Welcome to any new members. I’m sure you’ll
enjoy the Journal and will find that the AACP
network is very supportive of your acupuncture
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Moira Tunstall

Wales

Hello everyone, and let me say a little thank-you
to all those AACP members who have contacted
me.
It was great touching base with some of you at
Conference. The weekend was brilliant, and to
those of you who have never been before, let me
say that it really is worth trying to get to the next
one because it’s a fantastic learning opportunity.
The workshops that ran in Wrexham in
February were really well attended. Sadly, one
had to be cancelled because of the personal
circumstances of the presenter, and this was the
only workshop that had two AACP members
booked on it. Sorry, guys!
Please let me know what you would like in
your area, be it study sessions or regional meetings. From October, practical classes will be held
on Tuesdays on point locations, needling, cupping, moxibustion and syndrome differentiation.
All those who want to revise or learn a new
practical skill are welcome to attend, so please
 2010 Acupuncture Association of Chartered Physiotherapists

Regional reports
get in contact with me. A Tui Na (Chinese
medical massage) workshop in Wrexham is
planned for February 2011. Please remember
that places tend to go very quickly. For more
information, or to let me know what’s going on
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or what you want on in your area, please contact
me (e-mail: p.battersby@glyndwr.ac.uk).
Paul Battersby
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Regional representatives
The following table details the regional representatives and how to contact them.
Contact details
Name

E-mail

Telephone

East Anglia
Vacant

–

–

–

Shelley Walls

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

London
Justine Munur*

london@aacp.uk.com

–

Midlands East
Diana Lacraru
Julie Pearce

midlandseast@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

North West England
Devendra Kumar*

northwest@aacp.uk.com

–

Northern Ireland
Vacant

–

–

wendyrarity@hotmail.com/
scotland@aacp.uk.com

–

aosman50@msn.com/
southcentral@aacp.uk.com

–

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

–

International
Felicity Edwards

Midlands West
Jamie Holder*

North East England
Karen Ogle*

Scotland
Wendy Rarity*

South Central England
Ahmed Osman*

South East England
Moira Tunstall
Norah Bessant

–

–

*Alternate required.
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Regional representatives
Contact details
Name
South West England
Felicity Edwards
Wales
Paul Battersby*

E-mail

Telephone

rrael@yahoo.com/
southwest@aacp.uk.com

–

wales@aacp.uk.com

–

*Alternate required.
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LITERATURE REVIEW

Acupuncture for low back pain
V. Scott
Bangor Physiotherapy Practice, Bangor, County Down, Northern Ireland

Abstract
Low back pain (LBP) is a major health problem with a wide prevalence. If conventional
treatments do not reduce pain and restore function, alternative modalities such as acupuncture
may be helpful. Historically, however, traditional randomized controlled trials have provided
inconsistent evidence to support this type of therapy, and acupuncture has only recently gained
support in the literature. This review provides a critique of recent findings and discusses how
this information might affect future practice in acupuncture. The evidence for the use of
acupuncture in the treatment of LBP is unclear, but several studies have reported patient
satisfaction when it is utilized in the treatment of painful complaints. The research demonstrates
that needling has a higher success rate in cases of chronic LBP, as opposed to its acute form.
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Introduction
Low back pain (LBP) is defined as pain and
discomfort that is localized below the costal
margin and above the inferior gluteal folds, with
or without related leg pain (Airaksinen et al.
2006; Koes et al. 2006). It is a major health
problem, and the cause of medical expenses,
absenteeism and disability (Maniadakis & Gray
2000). In 1998, 40% of the adult population of
the UK had experienced back pain lasting for
more than one day in the previous 12 months
(DH 1999). Low back pain is a common condition with a widely prevalence: approximately
60% of the population experience this painful
complaint at some point in their lives (Walker
2000), making LBP the second most common
reason for a visit to a clinician (Manheimer et al.
2005; Vas et al. 2006; Eisenberg et al. 2007).
Despite the frequency of this diagnosis, conventional treatment does not always provide patients
with the desired results of reduced pain and a
return of normal function. For these individuals,
alternative modalities are available to assist in the
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control of pain. These options include physiotherapy, massage therapy, and modalities that are
defined as complementary and alternative medicine (CAM), such as acupuncture. Unfortunately, the evidence for the efficacy of these
treatments is unclear at best. The present literature review examines the existing evidence
regarding the use of acupuncture in the treatment of LBP in an effort to inform clinicians
about best practice for patient care.
Low back pain is a major cause of disability
among adults and is responsible for approximately 149 million lost working days (Shaw et al.
2006). Therefore, effective treatment is important not only from a quality of life perspective for
the patient, but also from a societal perspective.
In order to treat LBP effectively, the clinician
must understand the aetiology of the complaint
since treatment modalities vary based on the
presence or absence of precipitating injuries or
functional impairment. Low back pain is generally classified as:
(1) acute, i.e. lasting less than 6 weeks;
(2) sub-acute, i.e. lasting between 6 weeks and
3 months; and
(3) chronic, i.e. lasting longer than 3 months
(Waddell 2004).
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Although it is generally a self-limiting condition,
LBP has the potential to make a significant
impact on a patient’s quality of life, and therefore, the reduction of pain and a return of
normal function are the goals of care (Furlan
et al. 2005). The initial treatment may consist of
medications to reduce pain, such as non-steroidal
anti-inflammatory drugs, mild analgesics and
muscle relaxants (Eisenberg et al. 2007). Additional recommendations include avoidance of
bed rest and maintenance of activity levels, as
tolerated. If conventional treatments do not
produce the desired results (i.e. reduced pain and
return of function), alternative modalities such as
acupuncture may be helpful. Historically, however, traditional randomized controlled trials
(RCTs) have provided inconsistent evidence to
support this type of therapy, and acupuncture
has only recently gained support in the literature.
Acupuncture is based on the concepts of
traditional Chinese medicine (TCM), which view
disease as an imbalance of energy (Furlan et al.
2005). According to this philosophy, acupuncture moves energy within the body in an effort to
restore balance. Needles are inserted at specific
points along meridians, also referred to as channels, which then allows energy to be redirected.
Once the balance has been restored, healing can
take place, and the overall outcome is restoration
of health (Connelly 1994). Many variations on
traditional acupuncture exist, and the specific
technique is dependent upon the practitioner.
Non-traditional acupuncture may include additional needling points that are not associated
with meridians as well as the use of needle
stimulation; for example, electroacupuncture or
the burning of herbs in moxibustion (Furlan et al.
2005). Dry-needling, which uses needles to treat
myofascial pain, is another variant. In this technique, needles are inserted into trigger points and
removed once the trigger point is inactivated
(Furlan et al. 2005). Any type of needle can be
used, not just those specific to acupuncture.
Many theories of acupuncture exist, but assessing its effectiveness in a traditional Western fashion by using RCTs has proven difficult (Lewith
et al. 2006). Early studies demonstrated a lack of
standardization in clinical trials, which hindered
reproducibility and generalized comparisons
(MacPherson et al. 2001). In 2001, recommendations for the standardization of interventions in
30

acupuncture (the Standards for Reporting Interventions in Controlled Trials of Acupuncture)
were published in an attempt to improve the body
of research supporting the use of this technique
(MacPherson et al. 2001). While these guidelines
have been helpful, systematic reviews and metaanalyses still found a reduced quality of evidence
because of poor methodologies and inadequate
operationalization of controls in many of the
published studies. Because RCTs also require
appropriate placebos for comparison, finding a
suitable technique for use in an invasive treatment has proven difficult (Furlan et al. 2005).
Sham acupuncture is the type of control that is
used in most studies. Its purpose is to make
subjects believe that they are receiving a traditional treatment, and there are a variety of ways
in which sham acupuncture can be performed;
for example:
(1) using points other than traditional acupuncture points;
(2) using points that are not related to the
pathology being treated;
(3) using a needle that will not actually puncture
the skin (e.g. a Streitberger placebo needle);
or
(4) using a blunt object that makes the subject
believe that a needle has been placed (Vas
et al. 2006).
Therefore, it is understandable that there is some
difficulty in making comparisons between trials
when differing forms of sham acupuncture or
controls are used.
The purpose of the present literature review is
to provide a critique of recent findings and
discuss how this information might affect future
practice in acupuncture. A systematic search of
the literature published between 1990 and 2008
was performed to using the MEDLINE,
Embase, AMED, CINAHL and Ovid electronic
databases. The following keywords were used for
the literature search: ‘‘acupuncture’’ and ‘‘low
back pain’’. All abstracts were read to determine
the relevance of the material. Papers were
excluded if the authors used populations other
than that with LBP and if they used treatments
other than acupuncture. Approximately 30 articles were found and 10 articles were chosen after
a process of elimination that was based on the
relevance of the articles to the literature search.
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Literature review
The findings regarding the effectiveness of acupuncture in controlling LBP are inconsistent. A
Cochrane Database Systematic Review by van
Tulder et al. (1999) was unable to conclude that
acupuncture was an effective treatment for this
condition. A second study by Birch et al. (2004)
agreed, and these authors stated that the use of
acupuncture as an effective treatment was inconclusive and difficult to interpret. In contrast, a
meta-analysis by Manheimer et al. (2005) came to
a different conclusion; using 22 RCTs, these
authors found evidence to suggest that acupuncture was an effective treatment for chronic LBP.
The conflicting evidence and lack of homogeneity between the studies makes generalized conclusions difficult to draw.
Furlan et al. (2005) made a systematic analysis
of acupuncture and dry-needling in the treatment
of LBP. In a review of 35 RCTs, these authors
found that acupuncture was effective for pain
relief and provided functional improvement for
chronic LBP, but was not more effective than
conventional methods. Furthermore, they stated
that the methodology of the studies was of
poor quality overall. Furlan et al. (2005) and
Manheimer et al. (2005) also assessed acupuncture for acute LBP in systematic reviews, and
both groups of authors found that no firm
conclusion can be drawn because of the relatively small sample sizes of the trials, the
different control groups used and the low methodological quality of some of the studies.
Vas et al. (2006) conducted an investigation of
the efficacy and safety of acupuncture in the
treatment of acute LBP. In this double-blinded
study, the participants were randomized into one
of four groups comparing semi-standardized
acupuncture, sham acupuncture, placebo acupuncture and conventional treatment in a 1:1:1:1
fashion. Acupuncture treatments were standardized to include basic points, specific points and
individualized points, with control for the sham
acupuncture and the placebo maintained by
using standardized points. The primary outcome
measure was an improvement of 35% or more,
as reported on the Roland Morris Disability
Questionnaire. The results were measured at
weeks 3, 12 and 48. While the methodology
employed in this study appears to be sound, the
findings are limited to acute LBP.
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More recent individual studies have reported
positive results when acupuncture is used as a
treatment option, particularly for chronic LBP.
Thomas et al. (2006) investigated the effects of a
short course of acupuncture on non-specific
LBP by randomizing 241 subjects to usual care
or usual care plus traditional acupuncture treatment. Usual care consisted of physiotherapy,
medication and exercise. Acupuncture consisted
of 10 individualized treatments. The outcomes
measured were body pain, analgesics, Oswestry
Disability Index scores, safety and patient satisfaction. The actual study outcomes revealed
evidence of a positive effect of acupuncture on
LBP at 12 months, with a greater effect at
24 months. Thomas et al. (2006) also reported
that patient perceptions were positive in the
group treated with acupuncture.
Haake et al. (2007) found that the effectiveness
of acupuncture was almost twice that of conventional treatment in the German Acupuncture
Trials. This randomized, multi-centre, blinded
study compared traditional acupuncture (i.e.
verum), sham acupuncture and conventional
care in the treatment of chronic LBP. The study
population consisted of adults with a history of
chronic LBP. Individuals with a previous history
of acupuncture, fractures or tumours of the spine,
bone disorders, or drug abuse were excluded.
Verum acupuncture and sham acupuncture were
appropriately differentiated with strong guidelines
regarding chosen needling points. The findings
showed a statistically significant difference
between both forms of acupuncture and conventional therapy. Interestingly, a significant difference was not found in pain control for those
experiencing verum, i.e. traditional, acupuncture,
as compared to sham acupuncture. Haake et al.
(2007) suggested that this may be a result of the as
yet unknown effects of any type of acupuncture,
or that particular acupuncture techniques may
actually carry a small specific effect overlaid by
non-specific effects. In any case, the results of this
study clearly support acupuncture as an effective
therapy, as compared to conventional therapy.
In 1999, the European Commission launched
a programme to formulate evidence-based guidelines for the prevention, diagnosis and treatment
of LBP (Airaksinen et al. 2006). Acupuncture
was not considered in the guidelines for acute
LBP (van Tulder et al. 2006). The guidelines for
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chronic LBP stated that acupuncture ‘‘cannot be
recommended’’ because of conflicting findings
and limited high-quality evidence (Airaksinen
et al. 2006). The National Institute for Health
and Clinical Excellence guidelines for the management of chronic non-specific LBP published since this paper was written now firmly
recommend acupuncture (NICE 2009).
A systematic review of the effectiveness of
acupuncture for LBP was also published after
the present author began this literature review
(Yuan et al. 2008). This gives a more comprehensive review of the literature and concludes that
acupuncture as an adjunct to conventional care
should be advocated in the European Guidelines
for the treatment of LBP.

Conclusion
The evidence for the use of acupuncture in the
treatment of LBP is unclear. Systematic reviews
and meta-analyses cite poor methodology as a
primary cause of these inconclusive findings
(Manheimer et al. 2005; Furlan et al. 2005). Close
examination of RCTs often reveals a lack of
distinction between acute and chronic pain. This
ambiguity is problematic because these types of
pain are two distinct processes that require two
distinct treatment plans. In order to address the
question of efficacy more appropriately, acute
and chronic LBP must be studied independently.
While acupuncture may not always demonstrate measurable efficacy, several studies have
reported patient satisfaction when it is utilized in
the treatment of painful complaints (Manheimer
et al. 2005; Ratcliffe et al. 2006; Thomas et al.
2006). In addition, effect size is difficult to
measure since many studies do not compare
treatment with absence of treatment (Keller et al.
2007). The safety of acupuncture is also a concern, although serious adverse events are rare
occurrences in recent reports and such problems
typically occur as a result of an unskilled practitioner (Birch et al. 2004). Common adverse
reactions include pain at the needling site, mild
inflammatory reactions, bruising, localized bleeding, fainting and light-headedness (Birch et al.
2004).
The research demonstrates that needling has a
higher success rate in cases of chronic LBP, as
opposed to its acute form. Since acute LBP has
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been shown to be a self-limiting condition,
patients should expect an improvement within a
reasonable time frame. If no progress occurs,
then the use of acupuncture should be considered because it carries little risk and recent
evidence supports its efficacy. Needling will
increase the cost of care; however, the possibility
of pain relief is worth the potential risks and
additional cost.
Acupuncture is a therapy that can provide
many patients with relief from painful complaints. While westernized RCTs have not provided unequivocal evidence of its success, this
does not rule out the efficacy of the treatment.
Perhaps acupuncture is a therapy that simply is
not amenable to the parameters that determine
success in Western medicine (Verhoef et al.
2005). Acupuncture has proven to be valuable
for a distinct patient population. Therefore, the
use of acupuncture to treat LBP should remain a
clinical decision based upon individual patient
presentation.
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Abstract
Acupuncture is a common form of treatment for headache that is used by physiotherapists and
other healthcare professionals. The purpose of this literature review is to outline the available
evidence regarding the efficacy of acupuncture treatment for headaches. As with other forms of
clinical practice, little evidence of very good quality and high internal validity exists to support
the use of acupuncture for such an intervention. This lack of quality research is compounded
by the confusion engendered by the number of different classification systems that are used for
headache. Furthermore, the majority of research that does exist on acupuncture treatment for
headache is primarily focused on tension-type headache, and secondarily, on migraine, with or
without aura. Together, these conditions have been termed idiopathic headache. The most
comprehensive systematic review into the efficacy of acupuncture for the treatment of
idiopathic headache was commissioned by the Cochrane Collaboration. Five of the 26 studies
identified in this 2002 analysis were of high enough quality and internal validity to be included.
The review found that, ‘‘overall, the existing evidence supports the value of acupuncture for the
treatment of idiopathic headaches’’. Like other investigators, the authors of this Cochrane
Review found significant limitations with the body of evidence in this area: most notably, the
small size of the studies undertaken and the numerous problems with methodology that have
been identified. As with many interventions, until a number of high-quality, internally valid
studies of adequate sample size have been undertaken and the results of these have been
interpreted, we will continue to use good clinical reasoning to balance effective and
evidence-based clinical practice in our attempts to bring relief to our patients.
Keywords: acupuncture, headache, migraine, tension-type headache, treatment.

Introduction
As with much of acupuncture and, indeed,
physiotherapy clinical practice, there is a relative
paucity of evidence to support it as an effective
means of treating headache. This dearth of
evidence for acupuncture as a treatment for
headache and, moreover, the nature of headache
as a whole is further complicated by a lack of
understanding and general acceptance of the
classification of the types of headache that exist.
Various different categorizations exist and it is
staggering to realize that over 300 types of
Correspondence: David Saligari, Active Health Solutions
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BT18 9JE, Northern Ireland (e-mail: info@
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headaches have been described (Watson 2003).
The classification system that has been adopted
by the International Headache Society and the
International Association for the Study of Pain
(IHS 1997) is described as: migraine with aura;
migraine without aura; tension-type headache;
cluster headache; chronic paroxysmal hemicrania; hemicrania continua; short-lasting unilateral
neuralgiform headache attacks with conjuntival
injection and tearing; and cervicogenic headache.
Classification relies upon an accurate diagnosis,
which is based on patient history and examination (Loder & Rizzoli 2008).
The research that exists for the treatment of
headache using acupuncture primarily focuses on
acupuncture for tension-type headache and acupuncture for migraine, with and without aura.
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Together, these have been described by various
authors as idiopathic (Melchart et al. 2002) or
chronic headache (Vickers et al. 2004).

Literature review
In recent years, the most commonly investigated
type of headache with regard to the effectiveness
of acupuncture treatment has been tension-type
headache (Lavies 1998; Melchart et al. 2002;
Vickers et al. 2004; Davis et al. 2008; Loder &
Rizzoli 2008). Tension-type headache has been
described as a neurological disorder characterized by a predisposition to attacks of mild to
moderate headache without associated symptoms (Loder & Rizzoli 2008). Acupuncture is a
widely used modality for the treatment of
tension-type headache (Melchart et al. 2005).
A recent study into the effectiveness of acupuncture as a treatment for tension-type headache describes a meta-analysis of randomized
controlled trials (RCTs) undertaken by Davis et
al. (2008). Strict inclusion criteria meant that
only five well-controlled trials with very good
design and internal validity were examined. The
primary outcome measure was the number of
headache days per month. This was measured
both during treatment and at long-term
follow-up (20–25 weeks).
When compared with sham acupuncture,
which was used on the control groups in these
experiments, the results of the meta-analysis
suggest that acupuncture compared to sham for
tension-type headache has limited efficacy for the
reduction of headache frequency (Davis et al.
2008).
Another recent study by Melchart et al. (2005)
did find that acupuncture had a significant and
clinically relevant effect on the treatment of
tension-type headaches, as opposed to no treatment. Unfortunately, minimal acupuncture,
which comprised of superficial needling distant
from traditional Chinese medicine (TCM) acupuncture points, also had a similar effect. The
results of this study will do little to dissuade
those who are sceptical of the use of acupuncture for the treatment of tension-type headaches
and regard it as only a particularly potent form of
placebo at best.
Another, more sympathetic interpretation of
the above findings is that point locations within
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specific meridians and other parameters, such as
depth, do not make a major difference to the
physiological results that accompany acupuncture (Melchart et al. 2002).
A systematic review was undertaken by
Melchart et al. (2002) under the auspices of the
Cochrane Collaboration. This provides a good
summary of the studies undertaken thus far into
the effectiveness of acupuncture in the treatment
of idiopathic (i.e. tension-type and migraine)
headache. The study examined the findings of 26
trials, and ranked them according to their quality
and validity. Unfortunately, only five of the 26
trials included were judged to have both highquality design and application, and strong internal validity. As with the meta-analysis conducted by Davis et al. (2008), the most frequently
used control in these investigations was sham
acupuncture: 17 of the 26 trials examined by
Melchart et al. (2002) used sham as the control.
Because the five studies highlighted by
Melchart et al. (2002) were singled out for both
high-quality design and strong internal validity, it
is appropriate to summarize the individual
studies and the authors’ findings.
Ho et al. (1999) conducted a double-blinded
RCT of laser acupuncture at TCM acupoints that
drew its 52 participants from a pain outpatient
department at a university hospital in Germany.
The study involved eight, 15-min sessions, which
took place once a week. Sham laser acupuncture,
the control intervention, was performed using a
device that emitted only ordinary light. The
researchers provided the participants with diaries
to allow them to rate outcomes following the
6-week baseline period, during the 8 weeks of
treatment and at the 3-month follow-up. The
authors and reviewers both concluded that there
was a trend in favour of true laser acupuncture
over sham laser acupuncture.
Hansen & Hansen (1985) published the
results of a double-blinded randomized crossover trial that investigated the effectiveness of
bilateral acupuncture needling of Gall Bladder
20, Large Intestine (LI) 4, and Bladder (BL) 60
for 25 patients with chronic tension-type headache at a university neurology outpatient department in Denmark. The subjects were given a
course of six bi-weekly 15-min acupuncture sessions. The control intervention was sham acupuncture close to the true points at a depth of
 2010 Acupuncture Association of Chartered Physiotherapists
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2–4 mm. Headache frequency and intensity were
recorded using a diary kept by the participants, and a headache index was calculated for
each phase of the study. The authors reported a
31% reduction in headache parameters compared to baseline and concluded that acupuncture was significantly better than sham
acupuncture. Unfortunately, the short duration
of the study lends little clinical relevance to its
findings.
Henry et al. (1986) conducted a doubleblinded RCT that examined the effect of acupuncture needling with electrostimulation in
30 migraine sufferers for eight, 30-min sessions
involving LI4, Stomach 36, BL2, BL10, BL60
and Liver 3. The authors used a baseline
measurement of headache and compared this
with measurements taken at 3 and 6 months
after therapy. The control was dry needling
1 cm away from points used in the acupuncture
group. The authors concluded that there was a
trend in favour of acupuncture. The power of
their findings is somewhat impaired by the large
losses to follow-up at both 3 and 6 months
post-treatment, which made the follow-up data
uninterpretable.
Tavola et al. (1992) reported a double-blinded
RCT that examined the effect of acupuncture
using TCM points on 30 patients with tensiontype headache at a headache outpatient department in a university hospital in Italy. The study
employed eight weekly 20-min treatment sessions and compared the treatment to sham
acupuncture, which was described as involving
non-acupuncture points in the same region.
The authors provided the participants with a
diary so that they could record the frequency,
duration and intensity of their headaches, as well
as their medication usage at baseline, during the
treatment period and 12 months after the completion of the trial. The authors concluded that
acupuncture was not different to sham acupuncture, although the reviewers of the
Cochrane Collaboration concluded that there
was a trend toward acupuncture being better
than sham acupuncture.
White et al. (1996) conducted a double-blinded
RCT that examined the effectiveness of between
two and six local acupuncture points, as well as
LI4 distally on 10 subjects with tension-type
headache. The participants each had six weekly
 2010 Acupuncture Association of Chartered Physiotherapists

treatment sessions. The authors used sham acupuncture, which consisted of plastic guide tubes
and cocktail sticks, on four body regions without
acupuncture points. White et al. (1996) collected
information via patient diaries on the intensity
and duration of the subjects’ headaches, as well
as participant medication usage over a baseline
period of 3 weeks prior to the study. This was
compared to figures collected after the 6-week
treatment period and at 3-month follow-up after
the completion of the therapy. The authors
concluded that acupuncture was significantly
better than sham acupuncture for the treatment
of tension-type headache.
Despite the limitations described above, the
Cochrane Review of acupuncture for idiopathic
headache concluded that, ‘‘overall, the existing
evidence supports the value of acupuncture for
the treatment of idiopathic headaches. However,
the quality and amount of evidence are not fully
convincing’’ (Melchart et al. 2002).
One opinion that pervades the research that
does exist on the use of acupuncture for the
treatment of headache is that the studies that
have been conducted to this point in time have
had both small sample sizes, serious methodological flaws and controversial results (Melchart
et al. 2002; Vickers et al. 2004). Numerous
authors have proposed that what is required is a
coordinated, multi-centre approach that delivers
adequate sample sizes, as well as a high quality
of design and strong validity (Melchart et al.
2002).
The methodological problems that cloud the
results of the studies undertaken thus far include:
a lack of standardization of acupuncture point
selection for the treatment of headache (Davis
et al. 2008); the widely varying parameters relating to the frequency and overall course of the
treatments (White et al. 1996); and that fact that
the diagnostic or inclusion criteria for patients
entering a trial have often been poorly reported
(Davis et al. 2008). As stated above, by far the
most frequently cited limitation of the studies
conducted to this point is their small size
(Melchart et al. 2002; Davis et al. 2008).
An often-expressed limitation of the evidence
for the effectiveness of acupuncture for the
treatment of tension-type headache and migraine
is that there are not enough high-quality trials in
the literature that have good validity and an
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adequate sample size. According to Melchart
et al. (2002) and Davis et al. (2008), until
numerous studies such as those described above
have been undertaken and their results compared, acupuncture will continue to suffer the
sceptical accusations that it is merely a particularly effective form of placebo treatment.

Conclusions
The present author believes that the views
expressed in the literature about the limitations
of acupuncture as a treatment for benign forms
of headache, such as tension-type headache and
migraine, are both over-zealous and overrestrictive. Like so many of the methods and
modalities of physiotherapy clinical practice, and
indeed, of the wider medical fraternity of whom
we form a small part, there exists little or no
evidence of high enough quality to meet the
standards that critics suggest are necessary to
support the use of these therapies in clinical
practice. If good-quality, strongly valid and
often-repeated double-blinded RCTs were an
essential requirement for the employment of
many treatment modalities in medicine, there
would be very few supportable techniques or
treatments in use today.
A balance of effective clinical practice and
good science is necessary when selecting the
treatment techniques and modalities that we
employ as clinicians. There has always been an
element of artistry to physiotherapy, which can
be formally described as clinical reasoning. Part
of clinical reasoning is evidence-based best practice and part of it is intuitive. After all the
arguments about evidence-based practice are
analysed, the best measure of the effectiveness of
an intervention is whether patients gain relief
from their symptoms, which are usually very
subjective symptoms.
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Acupuncture and physiotherapists: a personal view
V. Hopwood
Department of Physiotherapy, Faculty of Health and Life Sciences, Coventry University, Coventry, UK

Abstract
This article, written by a well-known physiotherapist and acupuncturist, traces the growing
adoption of acupuncture by physiotherapists in the UK, dating back to 1982, when it was
approved by the Chartered Society of Physiotherapy as an adjunctive skill for pain relief. She
outlines the development of the educational frameworks that have enabled this process to the
point where there are now nearly 6000 UK physiotherapists who use some form of
acupuncture. The tensions between physiotherapists and professional acupuncturists that arose
during this process are mentioned. The author argues, however, that it has been good not just
for patients and for the physiotherapists themselves, but also, somewhat more controversially,
for professional acupuncturists as well, because it has increased the respectability of the therapy
and facilitated its inclusion in National Health Service provision.
Keywords: acupuncture, educational frameworks, history, integration, physiotherapy.

Introduction
When I was invited to write about physiotherapists and acupuncture in the twenty-first
century, I felt it was perhaps necessary to include
some recent history to explain where physiotherapists are coming from, before suggesting
where the profession might be going. . .
Physiotherapy as a profession is defined by its
professional body, the Chartered Society of
Physiotherapy (CSP), as follows:
‘‘Physiotherapy is a health care profession
concerned with human function and movement and maximising potential. It uses physical approaches to promote, maintain and
restore physical, psychological and social wellbeing, taking account of variations in health
status. It is science-based, committed to
extending, applying, evaluating and reviewing
the evidence that underpins and informs its
practice and delivery. The exercise of clinical
Correspondence: Val Hopwood PhD FCSP, Acupuncture MSc Course Director, Department of Physiotherapy,
Faculty of Health and Life Sciences, Coventry University, Priory Street, Coventry CV1 5FB, UK (e-mail:
val.hopwood2@coventry.ac.uk).
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judgment and informed interpretation is at its
core.’’ (CSP 2002)
Other professions may be surprised that this
definition encompasses acupuncture skills, but a
further quotation should make this clear:
‘‘Since its emergence as an independent profession over 100 years ago, physiotherapy has
adapted and evolved its treatment techniques
and increased the range and number of
patients it can help. This has included investigating and incorporating complementary
therapies that link with the core philosophy
and practices of the profession. Physiotherapy
aims to restore balance and facilitate the
body’s own healing responses rather than to
target individual disease processes or stop
troublesome symptoms. This links directly
with the areas of complementary medicine.’’
(CSP 2007)
Does this mean that physiotherapists have tried
to usurp the practice of acupuncture professionals over the years?
Hardly! The physiotherapy profession, along
with the rest of the National Health Service
(NHS), has undergone seismic changes over the
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past 20 years. Most physiotherapists have struggled to define their orthodox role, and assessing
their position within the official gradings and
bandings has left them with little time to spare
for add-on techniques. In spite of this, a small
group of what can only be called visionaries were
able to see the bigger picture and plan accordingly throughout this period.
Acupuncture, as an adjunctive skill purely for
pain relief, was first approved by the CSP in
1982. At this time, only a handful of physiotherapists, who had been trained alongside professional acupuncturists, mostly in the London
colleges, formed the core of the Acupuncture
Association of Chartered Physiotherapists
(AACP), which was established in 1984. The
CSP’s approval meant that the professional
indemnity insurance provided by the CSP automatically included acupuncture, but only as
defined by the original practitioners, i.e. ‘‘for the
relief of pain’’. The Council for the Professions
Supplementary to Medicine, the precursor to the
Health Professions Council (HPC), followed a
year or two later with express recognition that
physiotherapists could now include a form of
acupuncture within their practice.

So what happened next?
Not surprisingly, there was a groundswell of
interest among colleagues since it was clear that
the use of acupuncture could be very successful.
Now the complications arose. It was plain that a
full 3-year undergraduate course was superfluous
to requirements. Short weekend courses given by
doctors became popular, and thus, the two factions were founded: traditional Chinese medicine
(TCM) acupuncture and Western medical acupuncture. This was to take many years to resolve.
Traditional Chinese medicine was acknowledged to have been the origin of much that was
of use in NHS outpatient departments, although
the influence of the barefoot doctors may well
have been stronger. In order to treat common
problems, such as osteoarthritic knees and hips,
painful shoulders, and neck and back pain – the
staples of general practitioner referrals to outpatients or private practice – a generic form of
acupuncture evolved. This dealt mainly with yang
meridians, and was closely allied to other physiotherapy skills, such as mobilization, manipu42

lation, exercise, massage and lifestyle advice.
Since the basic physiotherapy degree supported
this very well, supplying patient-handling skills,
anatomy, pathology and physiology, the shorter
training rapidly increased in popularity. Added to
this was the fact that most physiotherapists had
to pay for their own training and found the
3-year courses very expensive.
Thus, the somewhat derisory ‘‘weekend warriors’’ label gained ground among professional
acupuncturists, who probably had little knowledge of what was involved in a physiotherapy
degree.
At the same time, including acupuncture was
often quite problematic for those working in the
NHS. Physiotherapists have always had to
defend their choice of techniques to their colleagues and managers, and have had to depend
on research evidence to justify their treatment.
This is as it should be: it is a great responsibility
to be an autonomous practitioner within the
health service and your duty of care to your
patient requires no less. The TCM-trained
physiotherapists had a slightly harder time of it,
and many a physiotherapist has wondered how
to explain the concept of Liver Fire rising to a
consultant neurologist without provoking the
same event in the listener!
Gradually, as the physiotherapy training itself
evolved further, the concept of evidence-based
practice swept through the NHS. ‘‘Clinical reasoning’’ became the buzz-phrase, and all treatments had to be justified in terms of logical
reasoning and supported by current research
papers. The same applied, to a slightly lesser
extent, in private practice.
This led to a gradual revolution among physiotherapists seeking acupuncture training. The
shorter courses offered by doctors lost their
appeal because these did not address the working
culture of physiotherapy. This also led to an
increase in physiotherapists as trainers. It became
essential to increase course length in order to
accommodate all the information and research
necessary to make a good case to managers.
Many trainers also used this opportunity to
increase the proportion of TCM theory in order
to expand the knowledge base and make sense of
conditions like arthritis in terms of Bi-syndrome.
The final revolution took place internationally.
With British physiotherapists now able to influ 2010 EJOM
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ence those working in other parts of the world,
particularly in English-speaking areas, another
group came together, the International Acupuncture Association of Physical Therapists (IAAPT)
at the eleventh International Congress of the
World Confederation for Physical Therapy in
London in 1991. The aims of IAAPT were to
provide a network for members, and to promote
international standards of education, safety and
practice. It also worked to promote the inclusion
of acupuncture in physiotherapy practice to
national professional associations and governments. Among the original members were
Sweden, South Africa, New Zealand, Zimbabwe
and Argentina.
It became clear that many problems were
common to all members of the group, in particular the resistance of the medical establishment in
most countries. It seemed that the moneyearning possibilities of acupuncture had been
well recognized and there was serious resentment
at its inclusion within free health care, where
most physiotherapists were employed. It is
slightly ironic that the first job of IAAPT was to
assemble the scientific proof to convince the
medical services whose individual members were
already using acupuncture anyway.
Other initiatives were to develop an international safety document and guidelines for
minimum basic training. This proved an embarrassment to the UK members, who had undergone a shorter training than most and were
forced to increase to a minimum of 80 h to
achieve international parity.
A lot of work was undertaken in the next few
years to establish a transparent education framework, with qualified AACP-accredited trainers.
At first, a set course was offered by all trainers
who were supposed to conform to the official
AACP training manual, but this rapidly proved
unsatisfactory because each individual trainer
tended, almost unavoidably, to give the information their own spin, offering additional handouts and extra points. Feedback from students
highlighted this situation, and in fact, alerted the
AACP to some trainers from abroad who were
building a profitable business by visiting the
country regularly to add another 10 or 12 points
to the list that they had started, while insisting
that the students had to follow their ‘‘course’’ in
order to practice.
 2010 EJOM

At about this time, the House of Lords published its enquiry into complementary medicine
(HLSCST 2000). A small group of professionals
using acupuncture had been meeting informally
for some time, but they now found themselves
with a role. The Acupuncture Regulatory Working Group (ARWG) began with Lord Chan as a
very able chairman. The misapprehensions and
myths bedevilling straightforward discussions
between the professions now began to be examined and, one by one, demolished. Professional
acupuncturists, doctors and physiotherapists
formed the core and set about delivering a
coherent report recommending the way forward
for the acupuncture profession in general.
Politically, this proved to be interesting. There
may have been an expectation on the part of the
medical practitioners that the physiotherapists
would be their natural allies. This was partly true:
the need for an evidence base and clear ideas
about physiological mechanisms was common to
both groups in the NHS. However, rather to
their own surprise, the physiotherapists found
that their acupuncture training actually included
quite a lot of TCM and they were a lot closer
in spirit to the more orthodox acupuncture
practitioners.
It is my own opinion that the acupuncturists
were initially nervous and slightly defensive
towards both groups, seeing the physiotherapists
as a threat to their private practices and future
entry into the NHS, and the doctors as inflexible
gatekeepers to the whole process. Equally, the
physiotherapists were apprehensive that their use
of acupuncture would somehow be prevented by
each of the other professional groups. Under
Lord Chan’s guidance, the ARWG gradually
sorted out the issues we could all agree on –
safety, for instance – and delicately avoided those
we could not. The final report was a document
of considerable finesse, managing to avoid much
mention of the ‘‘elephant in the room’’: educational parity (ARWG 2003).
However, the involvement of the main representatives in the National Occupational Standards (NOS) process opened up the rifts.
Finally, it was agreed that all the groups concerned should undertake a form of acupuncture
training, either undergraduate or postgraduate,
that was ‘‘fit for purpose’’, and provided that
they stayed within professional boundaries, this
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would be accepted as appropriate. Along with
this, two versions of the required knowledge and
understanding were drawn up with different
emphases. No doubt readers of this journal will
be familiar with what is required for a 3-year
undergraduate studying acupuncture. That for
Western medical acupuncture is suitable for both
doctors and physiotherapists (and also some
nursing training), and does not require an
in-depth knowledge and understanding of the
major TCM theories, although it does demand
the student to know of their existence. It does,
however, require a deep understanding of modern physiology and the research associated with
acupuncture. The course length is relatively brief
and appropriate for an adjunctive technique,
building on the skills already gained in the
professional degree.
This prompted another shake-up in the
AACP-accredited training programme. A new
framework was set up with a clear syllabus,
conforming to NOS standards, with rigorous
requirements for teacher training and transparent
qualification procedures for the students (AACP
2009). It has taken almost 4 years for this to
settle into place. All AACP-accredited trainers
are now authorized to teach the AACP Foundation Course to physiotherapists, who should be
both CSP members and registered with the HPC.
Each tutor has to write his or her own manual,
and these are reviewed regularly in order to
maintain the high standard. The CSP has
responded to the quality assurance process and
has ‘‘kite-marked’’ the AACP training, ensuring
the approval of the individual NHS trusts, which
is always a problem with regard to additional
skills training. The CSP has also recognized the
long-term detailed work that has gone into the
development of the AACP and acknowledged
three ex-chairmen, Nadia Ellis, Val Hopwood
and Jennie Longbottom, by making them Fellows of the Society.

So where are we going now?
A new movement saw the introduction of a
Master’s degree in acupuncture 8 years ago at
Coventry University. This provides the time to
investigate both the science and the spirit of
acupuncture, and has been very popular with
physiotherapists as well as other health profes44

sionals. Increasingly, the AACP Foundation
Course itself is being sought at Master’s level,
allowing the M-level points thus gained to be
used in other MSc degrees. So far, three UK
universities are offering this. It may be the way
forward for all the courses in the future.
There have always been differing schools of
acupuncture thought, from ancient times in
China to the twenty-first century in the UK. I
would anticipate that the Western medical
approach will continue to grow as will segmental
acupuncture because both tend to conform to
current research. I also foresee a continuing
growth in the number of physiotherapists, both
private practitioners and NHS employees, seeking basic training. Acupuncture is out of the box
now: we can all see how effective it can be. As
part of a personal crusade, I would like to see an
increase in research into acupuncture for neurological conditions. This is a field where physiotherapists already have considerable expertise
and the widespread addition of acupuncture
would be of great benefit.

Has the process of integrating a
form of acupuncture into the
National Health Service been
good for patients?
Undoubtedly: it has made the rehabilitation process easier and much less painful for our clients.
It is not the answer to all problems, but it
certainly facilitates our more-orthodox techniques, such as mobilization, manipulation and
exercise. It has also given us a wonderful tool for
dealing with previously intractable chronic pain.

Has it been good for
physiotherapy?
Yes, it has forced us to look more closely at what
we do. It has certainly stimulated a lot of
research and questioning. Clinical reasoning is a
valuable skill, and applying it to acupuncture is
sometimes a challenge but always worthwhile.

Has it been good for professional
acupuncturists?
I would say, ‘‘Yes,’’ and then duck! Whether it
has been welcomed or not, the fact that nearly
 2010 EJOM
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6000 UK physiotherapists now use some form
of acupuncture regularly has made it ‘‘respectable’’ and much better understood. The more
purple passages in the popular newspapers have
diminished over the years, partly because the
research is improving in quality, and partly
because many more members of the general
public have had a good initial experience and
give little credence to the scare stories. It has
probably also made it easier for commissioners
to consider the inclusion of professional acupuncturists in the NHS family.
Acupuncture is undeniably an ancient art, but
it is also a modern skill that deserves to be better
understood. While we are still exploring the full
physiological picture, we should endeavour to
use it to the fullest extent. Acupuncture has been
shown by the researchers to be inherently safe in
trained hands, so I would like to see all the
medical professions using it in a truly integrated
sense well into the next century.
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Abstract
Juci, one of the traditional acupuncture techniques, means contralateral acupuncture; i.e. implanting a needle into an acupoint to treat a given disease or disorder, but on the side of the body
opposite to the diseased side. The aims of this study were: (1) to assess acupuncture effects on
formalin-induced nociceptive behaviour in the orofacial region in the rat; and (2) to evaluate the
efficacy of Juci in the orofacial formalin test. Forty-four adult male Wistar rats were used in the
present study. A 1.0% formalin solution (25 mL subcutaneously, diluted in saline) was injected
into the right upper lip. The rats were randomly assigned to five groups: (1) the control group
(n=9), which received a formalin injection without acupuncture pre-treatment; (2) the ipsilateral
Ho-ku (see note below) acupuncture group (n=10); (3) the contralateral Ho-ku acupuncture
group (n=11); (4) the acupuncture plus naloxone group (n=9), where intraperitoneal naloxone
(1.0 mg kg–1 ) was injected immediately before acupuncture pre-treatment; and (5) the sham
acupuncture group (n=5). Ho-ku is the term used for the Large Intestine 4 acupoint, located
between the first and second metacarpal bones. The injection of formalin produced the
characteristic biphasic behavioural response. Acupuncture significantly inhibited the response in
the early and late phases. Naloxone significantly reversed these effects. There were no statistically
significant differences between the ipsilateral and Juci acupuncture groups. Sham acupuncture did
not exert any significant effect on the formalin-induced behaviour. Our results showed that the
degree of effectiveness of Juci was similar to that of the ipsilateral acupuncture technique.
Therefore, the Juci technique is also useful for the treatment of orofacial pain.
Keywords: acupuncture, Juci, nociception, orofacial formalin test, rat.
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Introduction
Acupuncture, an ancient therapeutic procedure
in traditional Chinese medicine, has been practiced for over 2000 years (Ramsay et al. 1998;
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Juci
Physiotherapists who use acupuncture as an
integrated modality within their clinical tool
box constantly ask me how they can justify the
added time and cost of acupuncture following
other physiotherapy interventions. This question fills me with woe, especially considering
the clinical reasoning aspect of integrating
acupuncture for pain relief as a means of
achieving rehabilitation and improved patient
outcome measurements. Indeed, I was appalled
to see the headlines in the March edition of
Frontline encouraging physiotherapists to try
every other intervention before acupuncture.
For this reason, I have asked the editorial
team of JAACP to reprint an article pertaining
to the traditional model of Juci (contralateral
acupuncture). Although this research into orofascial nociceptive behaviour was carried out in
rats, the concept of contralateral acupuncture
intervention offers the clinician a plethora of
advantages for clinical results:
+ Contralateral acupuncture facilitates contraindicated ipsilateral needling for such conditions as acute inflammation, cellulitis,
lymphoedema, prosthetic implants, skin
lesions, tumours and a variety of other
conditions.
+ Contralateral acupuncture facilitates costeffective treatment by facilitating simultaneous interventions on the affected side.
+ Contralateral acupuncture facilitates simultaneous manual therapy on the affected
side.
+ Contralateral acupuncture facilitates simultaneous application of heat, ice or other
modalities on the affected side.
+ Contralateral acupuncture provides effective
acupuncture analgesia for hypersensitive
conditions such as phantom limb pain and
complex regional pain syndrome type I,
especially when needling is incorporated
into mirror box rehabilitation.
+ Contralateral needling is as effective as ipsilateral needling.
I would encourage those clinicians who are
aiming to gain maximum analgesia whilst
facilitating simultaneous manual and exercise
therapy to read this paper. I would encourage
clinicians to incorporate this model into any
clinical reasoning model of pain modification
in acute and chronic care, especially within
postoperative pain management . . . and enjoy
the results.
After all, why should the rats be the only
ones to benefit?

Jennie Longbottom
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Uom et al. 2001; Audette 2004; Hansson &
Lundeberg 2004). There has been growing interest in the West in the application of acupuncture
to control pain since the visit of United States
President Nixon to China in 1971 (Ramsay et al.
1998; Audette 2004; Hansson & Lundeberg
2004). More recently, the National Institutes
of Health Consensus Development Panel on
Acupuncture has agreed that it is useful for the
treatment of postoperative and chemotherapyinduced nausea and vomiting, and postoperative
dental pain, based on over 2000 scientific articles
(Ramsay et al. 1998).
A wide variety of acupuncture techniques exist
(Uom et al. 2001), one of which is Juci. Juci is a
technique advocated in the oldest text on traditional Chinese medicine that includes acupuncture, the Huang Di nei jing su wen or the Yellow
Emperor’s Classic of Internal Medicine (Unschuld
2003). Whereas conventional acupuncture treatment is performed on acupoints ipsilateral or
bilateral to the diseased side (BCTCM et al.
1980), Juci means contralateral acupuncture, i.e.
implanting a needle into the indicated acupoint
to treat a given disease or disorder, but on the
side of the body opposite to the diseased side.
This traditional technique contributes to the
successful treatment of various diseases, such
as hemihidrosis, postherpetic neuralgia, acute
traumatic pain, spinogenic dizziness and apoplectic hemiplegia (Cheng 1996; Lu 1997; Sui &
Huang 2004). The contralateral technique is
useful when ipsilateral acupuncture is contraindicated; for example, in the presence of local
infection, trauma and anomaly, and postamputation. Although several clinical reports
support the efficacy of the intriguing Juci technique, no studies so far have compared the
efficacy of conventional ipsilateral acupuncture
and that of Juci acupuncture, especially in the
trigeminal region.
There are relatively few behavioural models in
laboratory animals dedicated to the study of
nociception in the trigeminal region. One of the
important models used to assess nociceptive
processes in the orofacial region is the orofacial
formalin test (Raboisson & Dallel 2004). The
formalin test in the paw was originally described
by Dubuisson & Dennis (1977), and it has been
used widely to test various analgesic effects, but
not for trigeminal areas (Sawynok & Reid 2001).
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Clavelou et al. (1989) developed an orofacial
formalin test to assess pain in the trigeminal
region. In both models, the time course of the
response is biphasic, with an early and shortlasting first phase, followed, after a quiescent
period, by a late prolonged (tonic) phase that
mimics some features of post-injury pain in
humans (Raboisson & Dallel 2004). In spite of
the usefulness of the assessment of trigeminal
pain by the orofacial formalin test, there are no
available data to assess the anti-nociceptive effect
of acupuncture using this test. Therefore, in the
present study, using the orofacial formalin test,
we evaluated the analgesic effects of acupuncture, and in addition, we assessed whether the
effects of traditional Juci were significant or not.

Materials and methods
Animals
Forty-four adult male Wistar albino rats, weighing 200–250 g, were used in the present study.
They were housed in plastic cages with soft
bedding (four per cage) with free access to food
and water. The animals were maintained in a
climate- and light-controlled room (231 C;
12-h:12-h dark-light cycle with lights on at
08:00 h) for at least one week prior to the
experiment. Testing was carried out between
11:00 and 17:00 h in a glass box (dimensions
303030 cm, with three mirrored sides).
The rats did not have any access to food or water
during the test. Each rat was used only once
in this study. All experiments conformed to
the ethical guidelines recommended by the
International Association for the Study of Pain
for experimental pain in conscious animals
(Zimmermann 1983), and were approved by the
Nagasaki University Animal Care Committee,
Nagasaki, Japan.
Testing procedure
The acupoint used was the Ho-ku (Large Intestine 4), located between the first and second
metacarpal bones. Ho-ku is one of the acupoints
commonly used for the treatment of orofacial
pain (Ekblom & Hansson 1985). A stainless steel
needle (0.2 mm in diameter and 3.0 mm in
length; KN-107 J No. 3; Seirin, Shizuoka, Japan)
was inserted at the Ho-ku to a depth of 3.0 mm.
 2007 JSA

Test Box
1 week

30 min

45 min
(3 min ¥ 15 blocks)

Habituation period

Orofacial formalin test

Formalin s.c.
Acupuncture

Figure 1. Diagrammatic summary of the experimental
procedure: (s.c.) subcutaneously.

In the sham acupuncture group, the same type of
needle was inserted into a non-acupoint between
the third and fourth metacarpal bones as deeply as
in the Ho-ku acupuncture group. The animal was
placed in the test box for a 30-min habituation
period. Following this habituation period, 25 mL
of 1.0% formalin (diluted in sterile saline from
stock formaldehyde 37% solution) was subcutaneously injected into the upper lip, just lateral to
the nose, through a 30-gauge needle, and the
animal was placed back in the test box for a
45-min observation period. The acupuncture needle was not withdrawn until the end of the experiment. Leaving the needle in place for long periods
of time, even for days, is one of the variations of
the needling technique, using an intradermal
needle or perpendicular intradermal needle, in the
clinical field (Bischko 1978). The recording time
was divided into 15 blocks of 3 min, and a pain
score was determined for each block by measuring
the number of seconds during which the animals
spent rubbing the injected area with the ipsilateral
fore- or hindpaw. Figure 1 shows the time-line of
the experimental procedures.
The rats were randomly assigned to five
groups: (1) a control group (n=9), which
received a formalin injection without acupuncture pre-treatment; (2) an ipsilateral acupuncture
group (n=10); (3) a contralateral acupuncture group (n=11); (4) an acupuncture plus
naloxone group (n=9), where intraperitoneal
naloxone (1.0 mg kg–1 ) was injected immediately
before acupuncture pre-treatment; and (5) a
sham acupuncture group (n=5).
A digital video camera (GR-DVX35K, Victor
Company of Japan, Yokohama, Japan) was used
to record the behavioural nociceptive response
during the orofacial test. Analysis of the behaviour was made by an investigator who was
blinded to the animals’ group assignments.
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Figure 2. Time course of the orofacial formalin test: face-rubbing responses after the injection of 25 mL of 1.0% formalin.
In all groups, a typical biphasic response was observed; namely, an early-phase response began almost immediately and
generally disappeared within the first 3-min interval. A late-phase response generally began during the fourth interval
(9–12 min), peaked during the fifth interval (12–15 min) and usually dissipated by the fifteenth interval (42–45 min). Key:
(CTR) control group, which received formalin injection without acupuncture pre-treatment (n=9); (IPSI) ipsilateral
acupuncture group (n=10); (CONTRA) contralateral acupuncture group (n=11); (ACU+NAL) acupuncture plus naloxone
group (n=9); and (SHAM) sham acupuncture group (n=5). Open symbols indicate that P<0.05 compared to the control
group. Error bars indicate the standard error of the mean.

Statistical analysis
The reaction to the formalin injection was analysed in terms of early and late phases; the early
phase being the first 3 min after the formalin
injection, and the late phase the period between
12 and 45 min after the formalin injection.
Data were analysed using one-way analysis of
variance, followed by Fisher’s protected least
significant difference test for multiple comparisons between groups. For all tests, the level
of significance was set at P<0.05. Data are
presented as meanSEM.

Results
Effect of formalin on orofacial nociception
The injection of formalin produced the characteristic biphasic behavioural response (Fig. 2).
The early-phase responses began almost immediately on the rat’s return to the test box
and generally disappeared within the first 3-min
interval. The mean response time of the early
phase was 78.37.3 s. The late-phase responses
generally began during the fourth interval
(9–12 min), peaked during the fifth interval
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(12–15 min) and had usually dissipated by the
fifteenth interval (42–45 min). The mean
response time of the late phase was
409.244.1 s.
Effect of acupuncture on the early phase
The mean response time of the early phase in the
ipsilateral acupuncture group and contralateral
acupuncture group were 42.55.0 and
46.53.1 s, respectively. In both acupuncture
pre-treatment groups, the early-phase response
was significantly inhibited by acupuncture stimulation. However, there was no significant difference between the ipsilateral acupuncture group
and the contralateral one. Naloxone significantly
reversed the reduced nociceptive behaviour in
the early phase (Fig. 3), indicating that endogenous opioids were involved in the suppression of
the orofacial nociceptive behaviour evoked by
the formalin injection.
Effect of acupuncture on the late phase
The mean response durations of the late phase in
the ipsilateral acupuncture group and the contralateral one were 188.220.6 and 189.419.8 s,
 2007 JSA
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#

*

†

*

Figure 3. Comparison of face-rubbing responses in the
early phase. Contra- and ipsilateral acupuncture
pre-treatment significantly inhibited the face-rubbing
response. Intraperitoneally administered naloxone (1 mg
kg–1 ) significantly reversed the reduced behaviour. Key:
(*) P<0.05 compared to the control group; (#) P<0.05
compared to the acupuncture group; and (†) P<0.05
compared to the ipsilateral acupuncture group. Error
bars indicate the standard error of the mean.
Abbreviations are the same as those in Figure 2.

respectively. As in the early phase of the orofacial formalin test, the late-phase response was
significantly inhibited in both acupuncture
pre-treatment groups. There was no significant
difference between the ipsilateral and contralateral acupuncture groups. Naloxone significantly
reversed the effect of acupuncture in the late
phase (Fig. 4).

#

*

†

*

Figure 4. Comparison of face-rubbing responses in the
late phase. Contra- and ipsilateral acupuncture
pre-treatment significantly inhibited the face-rubbing
response. Intraperitoneally administered naloxone (1 mg
kg–1 ) significantly reversed the reduced behaviour. Key:
(*) P<0.05 compared to the control group; (#) P<0.05
compared to the acupuncture group; and (†) P<0.05
compared to the ipsilateral acupuncture group. Error
bars indicate the standard error of the mean.
Abbreviations are the same as those in Figures 2 and 3.
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Effect of sham acupuncture on the
formalin-induced behaviour
The characteristic biphasic behavioural response
was observed in the sham acupuncture group, as
it was in all the other groups (Fig. 2). The mean
response time of the early phase was
73.06.9 s. This was significantly different from
that in the ipsilateral acupuncture group, and
there was no significant difference between the
control group and the sham acupuncture group
(Fig. 3). The mean response time of the late
phase was 371.046.8 s. Similar to the early
phase, this was significantly different from that in
the ipsilateral acupuncture group, and there was
no significant difference between the control
group and the sham acupuncture group (Fig. 4).

Discussion
In the present study, we demonstrated that the
orofacial formalin test is useful for assessing
the analgesic effects induced by acupuncture in
the trigeminal system, and furthermore, we
showed that contralateral acupuncture is as effective as ipsilateral needling. This is in agreement
with several studies which have suggested that
unilateral acupuncture exerts its effects bilaterally
or contralaterally in non-trigeminal regions
(Milne et al. 1985; Farber et al. 1997). A significant contralateral effect of acupuncture has been
reported in some studies (Toda 1981; Milne et al.
1985; Farber et al. 1997). However, the mechanism underlying it is not fully understood.
Contralateral effects mediated by spinal
interneurons, in particular, are a putative mechanism of the Juci effect, i.e. interactions between
both sides of the spinal cord have been demonstrated in recent studies (Fitzgerald 1982; Sotgiu
& Biella 1998; Koltzenburg et al. 1999). Electrophysiological studies have shown that a significant proportion of neurons in the dorsal horn
are inhibited by noxious stimulation of the
homologous contralateral territory (Fitzgerald
1982; Sotgiu & Biella 1998). With regard to
acupuncture, Bing et al. (1991) investigated the
effects of manual acupuncture on the activities of
medullary neurons located in the subnucleus
reticularis dorsalis of the rat. Although the
responses of the wide dynamic range neurons
to contralateral stimuli were three to five
times greater than those to the corresponding
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ipsilateral stimuli, the responses of nociceptivespecific neurons were only slightly weaker from
ipsilateral parts of the body than from their
contralateral counterparts. Actually, it has been
reported that unilateral interventions, including
acupuncture, produce a bilateral or contralateral
effect (Cheng 1996; Lu 1997; Bileviciute-Ljungar
& Lundeberg 2000a, b; Bileviciute-Ljungar et al.
2001; Sui & Huang 2004). Bileviciute-Ljungar &
Lundeberg (2000a, b) reported that a contralateral injection with a local anaesthetic reduced
nociceptive behaviour and inflammatory oedema
formation in rats following acute carrageenaninduced inflammation and mononeuropathy.
Furthermore, an electrophysiological study by
Bileviciute-Ljungar et al. (2001) was in agreement
with these findings. These observations suggested that spinal interneurons have an important role in producing the Juci effect. Besides
interactions between the two sides, projections
of trigeminal afferents to the contralateral medullary horn contribute to the Juci effect. In several
studies, it has been demonstrated that neurons
within the medullary dorsal horn receive input
from both the ipsi- and contralateral trigeminal
areas (Marfurt 1981; Jacquin et al. 1990). In
addition, the trigeminal nuclei also receive afferent input from the upper extremities (Ekblom &
Hansson 1985). Therefore, the neuronal activities elicited by contralateral Ho-ku acupuncture
may exert their effects by modulating neuronal
input from the pathological region with which
the Ho-ku region share a pathway.
Other mechanisms underlying the Juci effect
are analgesia via endogenous opioids (He 1987)
and/or diffuse noxious inhibitory controls
(DNICs) (Bing et al. 1990). Acupuncture is
known to stimulate the release of endogenous
opioids, and the analgesic effect of acupuncture
has been reported to be reversible by the opioid
receptor antagonist naloxone (Pomeranz & Chiu
1976; He 1987). This effectively explains why
acupuncture in one part of the body can affect
pain in another region. Le Bars et al. (1979a, b)
showed that the activities of neurons in the
spinal cord and trigeminal dorsal horn are inhibited by various noxious stimuli applied to areas
of the body surface remote from the excitatory
receptive fields of the neurons, and they dubbed
the phenomenon DNIC. A close relationship
between DNIC and acupuncture analgesia has
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been suggested (Bing et al. 1990; Murase &
Kawakita 2000). DNIC-induced analgesia is also
reversed by naloxone (Le Bars et al. 1981; Bing
et al. 1990). In the present study, the antinociceptive effect of acupuncture on the
formalin-induced behaviour was confirmed to be
reversed by the pre-treatment with naloxone.
Recently, Cho et al. (1998) demonstrated that a
specific acupoint (Bladder 67) appeared to be
associated with the vision-related occipital cortex, using functional magnetic resonance imaging, providing evidence to support the
hypothesis that acupoints are related to specific
internal organs. Hui et al. (2000) reported that
unilateral acupuncture stimulation showed
bilateral neuronal modulation of cortical and
subcortical structures. Another study also found
that unilateral acupuncture exerted an effect on
the central nervous system bilaterally (Lee et al.
2003). Although the mechanisms underlying
these acupuncture-induced central changes have
not been clarified, these findings offer some
rationale for the contralateral Juci effect of
unilateral acupuncture.
In the orofacial formalin test, intervention
should not affect motor performance because
rubbing is the only parameter of the nociception
(Raboisson & Dallel 2004). In the present study,
we investigated the effect of needling on a
non-acupoint and proved that mere needling
beside Ho-ku did not affect the rubbing activities. Therefore, the reduced nociceptive behaviour in the Juci and ipsilateral acupuncture groups
is attributed to the acupuncture effect.
In summary, we investigated the efficacy of
the Juci technique using the orofacial formalin
test. Ipsi- and contralateral acupuncture techniques produced similar anti-nociceptive effects.
Our results provide supporting data for the use
of the Juci technique because it was as effective as
the ipsilateral technique.

References
Audette J. F. (2004) Acupuncture. In: Principles and Practice
of Pain Medicine, 2nd edn (eds C. A. Warfield & Z. H.
Bajawa), pp. 785–791. McGraw-Hill, New York, NY.
Beijing College of Traditional Chinese Medicine
(BCTCM), Shanghai College of Traditional Chinese
Medicine, Nanjing College of Traditional Chinese
Medicine & The Acupuncture Institute of the Academy
 2007 JSA

K. Miura et al.
of Traditional Chinese Medicine (1980) Essentials of
Chinese Acupuncture. Foreign Language Press, Beijing.
Bileviciute-Ljungar I., Biella G., Bellomi P. & Sotgiu M. L.
(2001) Contralateral treatment with lidocaine reduces
spinal neuronal activity in mononeuropathic rats. Neuroscience Letters 311 (3), 157–160.
Bileviciute-Ljungar I. & Lundeberg T. (2000a) Contralateral but not systemic administration of bupivacaine
reduces acute inflammation in the rat hindpaw. Somatosensory and Motor Research 17 (3), 285–293.
Bileviciute-Ljungar I. & Lundeberg T. (2000b) Contralateral treatment with xylocaine reduces nociceptive
behaviour in mononeuropathic rats. NeuroReport 11 (2),
291–295.
Bing Z., Villanueva L. & Le Bars D. (1990) Acupuncture
and diffuse noxious inhibitory controls: naloxonereversible depression of activities of trigeminal
convergent neurons. Neuroscience 37 (3), 809–818.
Bing Z., Villanueva L. & Le Bars D. (1991) Acupunctureevoked responses of subnucleus reticularis dorsalis
neurons in the rat medulla. Neuroscience 44 (3), 693–703.
Bischko J. (1978) An Introduction to Acupuncture.
Haug-Verlag, Heidelberg.
Cheng B. (1996) 206 cases of spinogenic dizziness treated
by contralateral acupuncture. Journal of Traditional Chinese
Medicine 16 (1), 35–36.
Cho Z. H., Chung S. C., Jones J. P., et al. (1998) New
findings of the correlation between acupoints and corresponding brain cortices using functional MRI. Proceedings of the National Academy of Sciences of the USA 95 (5),
2670–2673.
Clavelou P., Pajot J., Dallel R. & Raboisson P. (1989)
Application of the formalin test to the study of orofacial
pain in the rat. Neuroscience Letters 103 (3), 349–353.
Dubuisson D. & Dennis S. G. (1977) The formalin test: a
quantitative study of the analgesic effects of morphine,
meperidine, and brain stem stimulation in rats and cats.
Pain 4 (2), 161–174.
Ekblom A. & Hansson P. (1985) Extrasegmental transcutaneous electrical nerve stimulation and mechanical vibratory stimulation as compared to placebo
for the relief of acute oro-facial pain. Pain 23 (3),
223–229.
Farber P. L., Tachibana A. & Campiglia H. M. (1997)
Increased pain threshold following electroacupuncture:
analgesia is induced mainly in meridian acupuncture
points. Acupuncture and Electro-Therapeutics Research 22 (2),
109–117.
Fitzgerald M. (1982) The contralateral input to the dorsal
horn of the spinal cord in the decerebrate spinal rat.
Brain Research 236 (2), 275–287.
Hansson P. & Lundeberg T. (2004) Transcutaneous electrical nerve stimulation, vibration and acupuncture as
pain-relieving measures. In: Textbook of Pain, 4th edn
(eds P. D. Wall & R. Melzack), pp. 1341–1351. Churchill
Livingstone, Edinburgh.
He L. F. (1987) Involvement of endogenous opioid
peptides in acupuncture analgesia. Pain 31 (1), 99–121.
 2007 JSA

Hui K. K., Liu J., Makris N., et al. (2000) Acupuncture
modulates the limbic system and subcortical gray structures of the human brain: evidence from fMRI studies in
normal subjects. Human Brain Mapping 9 (1), 13–25.
Jacquin M. F., Chiaia N. L. & Rhoades R. W. (1990)
Trigeminal projections to contralateral dorsal horn: central extent, peripheral origins, and plasticity. Somatosensory
and Motor Research 7 (2), 153–183.
Koltzenburg M., Wall P. D. & McMahon S. B. (1999)
Does the right side know what the left is doing? Trends in
Neurosciences 22 (3), 122–127.
Le Bars D., Dickenson A. H. & Besson J. M. (1979a)
Diffuse noxious inhibitory controls (DNIC). I. Effects
on dorsal horn convergent neurones in the rat. Pain 6
(3), 283–304.
Le Bars D., Dickenson A. H. & Besson J. M. (1979b)
Diffuse noxious inhibitory controls (DNIC). II. Lack of
effect on non-convergent neurones, supraspinal involvement and theoretical implications. Pain 6 (3), 305–327.
Le Bars D., Chitour D., Kraus E., Dickenson A. H. &
Besson J. M. (1981) Effect of naloxone upon diffuse
noxious inhibitory controls (DNIC) in the rat. Brain
Research 204 (2), 387–402.
Lee J. D., Chon J. S., Jeong H. K., et al. (2003) The
cerebrovascular response to traditional acupuncture
after stroke. Neuroradiology 45 (11), 780–784.
Lu F. (1997) Clinical application of contralateral acupuncture technique. Journal of Traditional Chinese Medicine 17
(2), 124–126.
Marfurt C. F. (1981) The central projections of trigeminal
primary afferent neurons in the cat as determined by
the tranganglionic transport of horseradish peroxidase.
Journal of Comparative Neurology 203 (4), 785–798.
Milne R. J., Dawson N. J., Butler M. J. & Lippold O. C.
(1985) Intramuscular acupuncture-like electrical stimulation inhibits stretch reflexes in contralateral finger
extensor muscles. Experimental Neurology 90 (1), 96–107.
Murase K. & Kawakita K. (2000) Diffuse noxious inhibitory controls in anti-nociception produced by acupuncture and moxibustion on trigeminal caudalis neurons in
rats. Japanese Journal of Physiology 50 (1), 133–140.
Pomeranz B. & Chiu D. (1976) Naloxone blockade of
acupuncture analgesia: endorphin implicated. Life Sciences
19 (11), 1757–1762.
Raboisson P. & Dallel R. (2004) The orofacial formalin
test. Neuroscience and Biobehavioral Reviews 28 (2), 219–226.
Ramsay D., Bowman M., Greenman P. & Jiang S. (1998)
Acupuncture. Journal of the American Medical Association
280 (17), 1518–1524.
Sawynok J. & Reid A. (2001) Antinociception by tricyclic
antidepressants in the rat formalin test: differential
effects on different behaviours following systemic and
spinal administration. Pain 93 (1), 51–59.
Sotgiu M. L. & Biella G. (1998) Contralateral inhibitory
control of spinal nociceptive transmission in rats with
chronic peripheral nerve injury. Neuroscience Letters 253
(1), 21–24.

53

Contralateral acupuncture and orofacial pain
Sui S. & Huang X. (2004) Acupuncture methods for
treatment of hemiplegia. Journal of Traditional Chinese
Medicine 24 (1), 46–48.
Toda K. (1981) Peripheral afferent nerve impulses for
conveying electroacupuncture effects on the jaw opening
reflex evoked by tooth pulp stimulation in rat. American
Journal of Chinese Medicine 9 (4), 319–325.
Unschuld P. U. (2003) Huang Di nei jing su wen: Nature,
Knowledge, Imagery in an Ancient Chinese Medical Text.
University of California Press, Berkeley, CA.
Uom E. S., Min B. I., Kim J. H. & Cho Y. W. (2001)
Analgesic effect of the acupuncture using the method of

54

quick insertion and withdrawal of the needle in rats.
Neuroscience Letters 298 (1), 21–24.
Zimmermann M. (1983) Ethical guidelines for investigations of experimental pain in conscious animals. Pain 16
(2), 109–110.

This article is reprinted from the Journal of Anesthesia
by kind permission of the copyright holder, the Japanese
Society of Anesthesiologists. Original publication:
Journal of Anesthesia, Vol. 21, No. 1, pp. 31–36
(February 2007).

 2007 JSA

Journal of the Acupuncture Association of Chartered Physiotherapists, Autumn 2010, 55–59
CLINICAL PAPER
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Abstract
Battlefield acupuncture was developed by the author in the course of researching a more
efficient auriculotherapy system for the rapid relief of pain. The technique delivers significant
attenuation of pain in just a few minutes. The following acupoints are sequentially administrated
auricular semi-permanent needles: cingulate gyrus, thalamus point, Omega 2, Point Zero and
Shen Men. This paper outlines the procedure and describes results from nine randomly selected
patients. The length of the pain-free period varies from minutes to hours, days, weeks or
months depending on the presenting pathology, and the duration and type of stimulation.
Keywords: acupuncture, auriculotherapy, battlefield, pain relief, treatment.

Introduction
Battlefield acupuncture was developed by the
present author in 2001 in the course of researching a more efficient auriculotherapy system for
the rapid relief of pain. The name ‘‘battlefield
acupuncture’’, coined by the author, was probably influenced by the events of 9/11 with the
destruction of the World Trade Towers in New
York City by terrorists and the assumption that
this novel system could be eventually used on the
military battlefield. The technique has grown in
popularity, and we are aware of many civilian and
military acupuncturists who utilize this technique
daily in the ‘‘battlefield’’ of medical practice.
Most recently, the author introduced this technique in Gottingen, Germany, while teaching at a
workshop at the European Society of Biological
Laser Therapy and Acupuncture Congress in
2007. Reports from clinicians in Europe and in
the Middle East were favourable and exciting.
This methodology is also taught by the author
at the Helms Medical Institute acupuncture
course (Helms Medical Institute, Berkeley, CA,
USA) and likewise receives laudatory comments.
The technique delivers significant attenuation of
pain in just a few minutes. The length of the
Correspondence: Richard C. Niemtzow MD PhD
MPH, 9800 Cherry Hill Road, College Park, MD
20740, USA (e-mail: n5ev@aol.com).
 2007 Mary Ann Liebert, Inc.

pain-free period varies from minutes to hours,
days, weeks or months depending on the presenting pathology, and the duration and type of
stimulation, i.e. needle, electric and laser excitation of the auricular acupoints.

Mechanism of action
Traditionally, pain treatment by auriculotherapy
utilizes known anatomical areas in the ear corresponding to body morphology. For example, if a
patient experiences acute back pain, needles are
placed in the ear at the points corresponding to
the ‘‘back’’ (Oleson 2003, p. 165). If the pain is
chronic in nature, one considers Nogier’s phase
techniques to position the needle stimulation
(Oleson 2003, p. 72). Other therapeutic stimulants may be employed, such as electrical and
laser devices. For example, the present author
successfully used the battlefield acupuncture
concept with the laser needle apparatus (red and
green lasers) developed by Dr Michael Weber to
treat pain (Weber 2002).
Most likely, the battlefield methodology favours
the processing and the modulation of pain in the
central nervous system, involving the hypothalamus, thalamus, cingulate gyrus and cerebral cortex.
Functional magnetic resonance imaging (fMRI)
research studies by Dr Z. H. Cho suggest the
involvement of these structures (Cho et al. 2001).
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Box 1. Sequence of needles (both ears)
(1)
(2)
(3)
(4)
(5)

Cingulate gyrus
Thalamus
Omega 2
Point Zero
Shen Men

Technique
Typically, auricular semi-permanent (ASP) gold
needles (SEDATELEC, Chemin des Mûriers,
Irigny, France; obtainable from www.omsmedical.
com) have the characteristics of remaining in the
ear acupoints for 3–4 days or longer before being
pushed out to the surface by the previously
flattened epidermis.
The following acupoints are sequentially
administrated ASP needles (Oleson 2003,
p. 321): cingulate gyrus, thalamus point, Omega
2, Point Zero and Shen Men (Box 1). The
clinician initiates the battlefield acupuncture
technique after taking a proper history and performing a physical evaluation of the patient
complaining of pain. Note that the thalamic and
Omega 2 points are located in the hidden areas
of the ear. However, therapists have the choice
of placing the needles as indicated in the appropriate figures below, but the present author
usually places the needles in the visible areas:

Figure 2. Auricular semi-permanent needle inserted into
the cingulate gyrus.

(1) Either the left or right ear is chosen for the
placement of the needles.

(2) An ASP needle is inserted into the cingulate
gyrus (Figs 1 & 2).
(3) The patient is allowed to ambulate for about
2 min to determine whether pain attenuation
has occurred. If no pain attenuation has
occurred, an ASP needle is inserted into the
cingulate gyrus of the opposite ear and the
patient ambulates to determine the new pain
level.
(4) If pain attenuation has been achieved via the
cingulate gyrus, another ASP needle is
placed in the thalamus point in the ear that
has produced the most pain attenuation
(Figs 3 & 4). The patient ambulates and the
new pain level is determined.

Figure 1. The cingulate gyrus point.

Figure 3. The thalamus point.
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Figure 4. Auricular semi-permanent needle inserted into
the thalamus.

(5) In whichever ear insertion produces pain
attenuation, ASP needles are placed in a
similar sequential manner into Omega 2
(Figs 5 & 6), Point Zero (Fig. 7) and Shen
Men (Fig. 8).
(6) After the dominant ear has received ASP
needles in all the battlefield acupuncture
points, the pain level is evaluated. If the pain
level is 0–1/10, the therapeutic goal is
achieved. In cases in which the pain level is
above 1/10, the contralateral ear is needled
in a similar manner.
(7) The maximum number of ASP needles in
each ear is five.

Figure 5. The Omega 2 point.
 2007 Mary Ann Liebert, Inc.

Figure 6. Auricular semi-permanent (ASP) needle
inserted into Omega 2. Note the placement of the ASP
needle on the helix root.

Results
Nine patients selected at random and described
below (Table 1 & Fig. 9) are listed by age and
duration of pain. The results of the treatment
with ASP needles are depicted by the initial
attenuation of pain, followed by pain evaluation
at the follow-up (Fig. 9). For most patients, there
is a period of pain attenuation; for others, there is
not (i.e. failure). All of these patients did not
respond to Western medications for pain control.

Discussion
Military use of this technique centres on achieving a pain-free period when a narcotic cannot be
used because it would produce lethargy and, as a

Figure 7. Point Zero.
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Figure 9. Clinical results for the patients’ initial levels of
pain (on a scale of 1–10), after treatment and on their
return to the clinic for follow-up.
Figure 8. The Shen Men point.

result, cancel a critical mission. Because these
points are most likely dealing with pain processing at the central nervous system level, a general
quick response to all pain patterns occurs (i.e.
both simple and complex aetiologies). Since the
ears are almost always accessible, this method is
very convenient and simple to practice without
undressing the patient, especially during combat
situations.
The patient should experience a reduced pain
period ranging from minutes to hours, days,
weeks or months depending on the pathology
treated. Battlefield acupuncture may be repeated
many times. The clinician should monitor the ear
for irritation or infection (the present author has
not encountered any infections in the ear). In
some cases, the patient will experience healing
and will achieve a long-lasting pain-free period.
Other patients, who usually are older and have a

more-complicated pathology, will not experience
healing. The needles will serve to take the place
of pain medication. The author has found that
treating a patient with ASP needles bi-weekly is
sufficient in most cases.
Generally speaking, the author finds that the
specific combination of Omega 2, Shen Men and
Point Zero, bilaterally, without walking the
patient, but with fast insertion of the needles,
appears extremely beneficial for resolving most
migraine headaches. This should be first accomplished, bilaterally, with regular acupuncture
needles, and then, after the termination of the
migraine, the needles are withdrawn and the gold
ASP needles are inserted without walking the
patient.

Conclusion
This technique has been successfully taught to
many physicians. The majority of the present

Table 1. Patient characteristics; all failed to respond to Western pain medications (data developed by the present author): (M) male; (F)
female; (TMJ) temporomandibular joint; and (DJD) degenerative joint disease
Patient

Age
(years)

Sex

Condition and pain level on a scale of 1–10

A
B
C
D
E
F

40
52
36
43
77
24

M
M
F
F
F
F

G
H
I

21
78
50

F
F
F

Sciatic low back pain: 10/10
Left shoulder pain (bursitis): 7/10
6 years of elbow and leg pain: 7/10
9 years of TMJ disorder: 4/10
10 months of fibromyalgia: 6/10
5 years of bilateral carpal tunnel syndrome:
4–5/10
2 years of TMJ disorder: 4/10
7–8 years of left hip/DJD pain: 8/10
17 years of fibromyalgia pain: 9/10
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Treatment and resultant pain
level on a scale of 1–10

Follow-up and pain level
on a scale of 1–10

4 weeks: 1/10
1 month: 0/10
1/10
0/10
2/10
0/10

3 days: 9/10
10 days: 2–3/10
8 days: 3/10
2 days: 5/10
2 days: 3/10
4 days: 4/10

1/10
2/10
0/10

2 days: 2/10
3 days: 1/10
5 days: 6.5/10
 2007 Mary Ann Liebert, Inc.
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author’s colleagues report immediate results. In
the author’s quest to further improve the performance of battlefield acupuncture, two major
modifications have been developed and remain
very simple to apply. A third modification
involves stimulating the ASP needles with fluorescent dyes plus ultraviolet light that most likely
agitates the electrons in the ASP needles to
stimulate the acupoint. As with all modifications,
it is best to test these concepts with a clinical trial
to make sure that the concept really works.
Future research should determine the mechanism of action of this technique. A study involving
fMRI and positron emission tomography would
be appropriate. In any case, this technique is
presented to clinicians to serve their everyday
pain challenges, and inspire further development
and research.

References
Cho Z.-H., Wong E.-K. & Fallon J. D. (2001) NeuroAcupuncture: Scientific Evidence of Acupuncture Revealed!
Q-puncture, Inc., Los Angeles, CA.

 2007 Mary Ann Liebert, Inc.

Oleson T. (2003) Auriculotherapy Manual: Chinese and Western
Systems of Ear Acupuncture, 3rd edn. Churchill Livingstone,
Edinburgh.
Weber M. (2002) Laser-needle therapy: an innovation in
acupuncture. NaturaMed 17 (10), 33–41.

Dr Richard C. Niemtzow is a radiation oncologist and
a retired United States Air Force colonel. He is the
Consultant for Alternative and Complementary Medicine
for the Air Force Surgeon General. In addition to his
research activities, Dr Niemtzow practices medical acupuncture full-time at Malcolm Grow Medical Center,
Andrews Air Force Base, MD, USA. He is the editor
in chief of Medical Acupuncture and senior editor of
the Journal of Alternative and Complementary
Medicine. Dr Niemtzow is President of the American
Academy of Medical Acupuncture.
This article is reprinted from Medical Acupuncture
by kind permission of the publishers, Mary Ann Liebert,
Inc. (www.liebertonline.com). Original publication:
Medical Acupuncture, Vol. 19, No. 4, pp. 225–
228 (December 2007).

59

Journal of the Acupuncture Association of Chartered Physiotherapists, Autumn 2010, 61–70
CASE REPORT

Acupuncture for shoulder pain
D. S. Ahuja
Therapy Services Department, The Cheshire and Merseyside NHS Treatment Centre, Runcorn, UK

Abstract
Shoulder pain with a subsequent restriction of movement is a common problem in both those
who take part in sporting activities and the general population. Several management approaches,
including physiotherapy, corticosteroid injections and acupuncture, have been employed for the
conservative management of this complex condition, but these have met with varied success.
The subject of this case report presented complaining of a constant, diffuse and dull ache
around his shoulder. This problem had been getting worse over time. Based on the patient’s
history and a physical examination, a provisional diagnosis of subacromial impingement
syndrome was made. The management approach involved a combination of acupuncture,
manual therapy and physiotherapy. The subject demonstrated a great deal of improvement on
both the subjective and objective markers after four treatment sessions. This case demonstrates
the importance of using a clear process of reasoning when identifying the structures at fault, and
applying logical management approaches that are based on an understanding of the underlying
physiological mechanisms and current evidence of effectiveness.
Keywords: acupuncture, exercises, physiotherapy, shoulder pain.

Introduction
Shoulder pain with a subsequent restriction of
movement is a common problem in both those
who take part in sporting activities and the
general population (Vogt et al. 2003; Kuijpers et
al. 2006; Kraback et al. 2008). The one-year
prevalence of shoulder pain has been estimated
as being between 5% and 47% (Bongers 2001;
Picavet & Schouten 2003; Luime et al. 2004; Bot
et al. 2005), while the point prevalence has been
calculated as 17% (Van der Linden et al. 2005).
Although this problem is more prevalent in
women than men (Kibler et al. 2006), it is also
associated with systemic conditions such as diabetes (Viikari-Juntura et al. 2008), and some
authors have postulated that it is affected by
biopsychosocial influences (George et al. 2008).

Correspondence: D. S. Ahuja, Therapy Services Department, The Cheshire and Merseyside NHS Treatment
Centre, Earls Way, Runcorn WA7 2HH, UK (e-mail:
devdeepahuja@gmail.com).
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Shoulder pain has an unfavourable outcome
in many patients. Only approximately 50% of
all new episodes of shoulder pain presenting in
primary care show complete recovery within
6 months (Croft et al. 1996; Van der Windt
et al. 1996; Winters et al. 1999a, b). Several
management approaches, including physiotherapy (Green et al. 2003), corticosteroid injections (Buchbinder et al. 2003) and acupuncture
(Green et al. 2005), have been employed for the
conservative management of this complex condition, but these have met with varied success.
According to traditional Chinese medicine
(TCM), acupuncture focuses on the balance
between the human body and the environment,
which is maintained by the flow of Qi through
the meridians (Feng et al. 2006). It stresses that
interrupted Qi flow can lead to ill health (Xu &
Yang 2009). On the other hand, acupuncture
based on the Western medical model takes
into consideration the modern concepts of
neuroanatomy and physiology, focusing on the
gate control theory of pain, which involves the
61

Acupuncture for shoulder pain
endocrine, immune and nervous system pathways (Carlsson 2002; Kim 2006).
Following the STRICTA (STandards for
Reporting Interventions in Controlled Trials of
Acupuncture) recommendations (MacPherson
et al. 2002), the present case report is an attempt to
highlight the effects of an acupuncture intervention combined with traditional manual and physical therapy to alleviate pain and increase function in a subject suffering from long-standing
shoulder pain. The author focuses on the clinical
decision-making process. The clinical and research
implications of the results are also discussed.

Case report
Background and subjective history
Mr A., a 71-year-old man, presented with a
history of right shoulder pain. This problem had
begun with a gradual and insidious onset
approximately one year previously. He was
unable to recall any injury or incident that could
account for the problem. The pain had grown
steadily worse over the preceding 12 months.
The subject had visited a general practitioner
and been given pain-relieving medication (cocodamol), but this only gave him temporary
relief. Mr A. had recently complained of an upset
stomach as a side effect of taking the medication,
and therefore, he was referred to physiotherapy
for further evaluation and management.
He presented with a constant and diffuse
dull ache (pain 1, P1) around his right shoulder
(Fig. 1) that he scored as 40/100 on the Visual
Analogue Scale (VAS). This ache was worse during the night and usually meant that he woke up
between three and four times every sleep cycle.
In addition, Mr A. felt a sharp, intermittent
pain (P2) on movement (Fig. 1) that he scored
as 80/100 on the VAS. It was immediately
triggered when he undertook overhead activities,
and was also aggravated by carrying and lifting
actions. This secondary pain was relieved by rest
and discontinuation of the causative activities.
Apart from these aggravating factors, there was
no significant 24-h pattern.
Past medical history
The subject answered special questions (Petty
2006) that were intended to differentiate
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Figure 1. Body chart showing the location of the
subject’s pain.

between benign neuromusculoskeletal conditions, for which physiotherapeutic management are suitable, and systemic neoplastic
conditions, for which such interventions are not
appropriate (see Box 1).
Mr A. had been diabetic for the past 10 years
and used diet control to manage this condition.
He also had chronic low back pain, for which he
performed exercises prescribed by physiotherapist and took pain medication (paracetamol
and co-codamol) as needed. He did not have any
other significant medical condition.
Social history
The subject lives a retired, sedentary lifestyle. He
spends his time looking after his wife, who has
disabilities, and watching television and reading.
His main activities are cleaning his house and
ironing clothes weekly. Mr A. also goes shopping
once a week and carries his purchases home. He
Box 1. Special questions
•
•
•
•
•

General health
Weight loss
Rheumatoid arthritis
X-ray and medical imaging
Neurological symptoms (e.g. bilateral tingling in
hands and gait disturbance)
• Vertebrobasilar insufficiency
• Drug therapy (e.g. steroids and anticoagulants)
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Table 1. Diagnostic sieve
Arthrogenic

Myogenic

Neurogenic

Age
Potential arthritis of the
neck or shoulder
(Vogt et al. 2003)
Acromioclavicular
degenerative changes
(Mayerhöfer &
Breitenseher 2004)

Age
Rotator cuff wear is
primarily a degenerative
process (Uhthoff & Sano
1997; Bang & Deyle 2000)

Time scale
Because of the chronicity of
the problem, the subject may
have developed soft-tissue
and neural alterations:
is this signified by difficulty
in carrying shopping?

Cervical vertebral joints?
Glenohumeral joint?
Acromioclavicular joint?
Shoulder complex?

Pain on overhead activities
During shoulder elevation,
1 mm of superior translation
occurs (Graichen et al. 2000),
which leads to rotator cuff
degeneration (Ludewig &
Cook 2002)

is a non-smoker, having quit 5 years previously,
but he does take occasional drinks.
Clinical reasoning and initial hypothesis
generation
Clinical reasoning is defined as making the best
decisions for a particular individual on the basis
of information gained through subjective questioning, considering the patient’s expectations
and beliefs, and understanding his or her frame
of reference (Edwards et al. 2006).
Based on the subjective examination of Mr A.,
the hypotheses listed in Table 1 were formulated
in order to serve as a diagnostic sieve. Other
important considerations were the presence of
diabetes and back pain, which were the chronic
conditions affecting Mr A.
Recent research has shown that patients with
diabetes have a 25.7% risk of developing shoulder pain (Thomas et al. 2007). An earlier paper
by Bridgman (1972) postulated that patients with
diabetes are five times more likely to develop the
condition. This has been attributed to poor
vascular flow and poor perfusion of the soft
tissues that lead to delay in healing (Chen et al.
2004).
According to Kibler et al. (2001), 54% of the
upper limb power comes from the pelvis and
lower limbs. The above author stressed that the
restoration of central trunk core function
should be the basis for rehabilitation of
dynamic stability in the extremities. He proposed that proximal stability is essential for
distal mobility and limb function, and that the
 2010 Acupuncture Association of Chartered Physiotherapists

Radial or median nerve
involvement?

hip, trunk and pelvis muscles provide the necessary stability for efficient movement to take
place in limbs (Kibler et al. 2006). Therefore,
the effect of Mr A.’s chronic low back pain on
his core muscles and, consequently, on his
shoulder pain also needed to be taken into
account.
Since the above factors appeared to play an
important role in the subject’s condition, and the
rotator cuff, shoulder complex and cervical spine
seemed to be the primary source of his pain,
further objective examination was needed to
identify the specific underlying mechanism that
was causing Mr A.’s problem.
Objective assessment
Objective data are needed to facilitate or confirm
the interpretation of subjective findings. It is
helpful to reproduce the patient’s symptoms in
order to detect the level of dysfunction by
provocation of the affected joints or tissues
(Hertling & Kessler 2006).
On observation, Mr A. presented with a forward head posture, protracted shoulders, a
kyphotic thoracic spine and scapular winging.
These findings are indicative of upper crossed
syndrome. This is a muscle imbalance disorder
that is characterized by weak lower stabilizers in
the scapular and deep neck flexor muscles, and
shortened upper trapezius, levator scapulae, and
pectoralis major and minor muscles. Upper
crossed syndrome has been shown to be an
important contributing factor in shoulder pain
(Nickelston 2007).
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Table 2. Active and passive range of motion (ROM): (P2) pain 2
ROM
Movement

Active

Passive

Comment

Flexion
Extension
Abduction
Lateral rotation
Hand behind back
Horizontal adduction

130
Full
120
Full
Radial styloid to S5
50% ROM

Full
Full
Full
Full
Radial styloid to S5
75% ROM

P2 limited
No discomfort
P2 worse at 90
No abnormality detected
P2 limited
P2 limited

After formal observation in order to eliminate
any cervical involvement, Mr A. was asked to
perform active neck movements. The actions were
pain-free and did not reproduce his symptoms.
The subject’s active and passive ranges of
motion (ROMs) were then assessed in both
shoulders. His left shoulder had full active and
passive ROMs with no pain. The ROMs of his
right shoulder are presented in Table 2.
Following the logical sequence, muscle
strength was assessed with rotator cuff impingement tests once active and passive ROM had
been established. No abnormality was detected
when comparing the subject’s left and right sides.
The Neer and Hawkins–Kennedy tests were
also carried out. The Hawkins–Kennedy test has
been found to be 90% sensitive, while the Neer
test has a 75% sensitivity for rotator cuff
impingement syndrome (MacDonald et al. 2000).
No abnormality was detected in the neurological testing, which included neurodynamic testing
for the radial and median nerves, reflex testing
for biceps muscles, and also the dermatomal
testing for the upper limbs. Accessory motion
testing for the glenohumeral, acromioclavicular
and sternoclavicular joints did not reproduce the
symptoms either.
In addition, trigger points that could act as
contributing factors in pain generation were
found on palpation of the infraspinatus and
supraspinatus muscles (Cummings & White
2001).
Clinical impression and reasoning
Based on the subjective examination and the
physical findings, a provisional diagnosis of right
subacromial impingement syndrome was made.
The reasoning behind this diagnosis, and the
present author’s exclusion of any arthrogenic and
neurogenic causes is presented in Table 3.
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Management planning
In order to achieve pain reduction and an
improvement in function, validated outcome
measures must be used in order to assess the
efficacy of the interventions used (Garratt et al.
2002). Thus, the following markers were identified in the present author’s discussions with Mr
A. and were agreed to be satisfactory indicators
of the effect of the planned interventions
(Table 4). He expected to experience a reduction
in pain and improved functional outcome after
physiotherapy. On the basis of the initial assessment, the present author expected that Mr A.
would regain full functional use of his right arm
within four or five treatment sessions.
Acupuncture rationale
In terms of TCM-based acupuncture, the subject
suffers from interrupted Qi, which contributes to
his shoulder pain, and therefore, the aim of
treatment should be ‘‘promoting flow of qi and
blood, driving out the wind and cold, removing
dampness and activating meridians’’ (Ma et al.
2006).
From the perspective of the Western medical
model, acupuncture is based on neuroanatomical and physiological concepts. Mr A.’s
main complaint is pain, and there is a strong link
between pain relief and acupuncture (Baldry
2005). The insertion of needles into supersensitive nerve endings induces a noxious stimulus to
the central nervous system that alleviates pain by
evoking activity in complex endogenous painmodulating mechanisms.
In addition, Guerra et al. (2003, 2004) and Sun
et al. (2001) concluded that acupuncture combined with exercise provides better results in the
management of shoulder pain than exercise
alone. The acupuncture points chosen by the
present author have been used in the previous
 2010 Acupuncture Association of Chartered Physiotherapists
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Table 3. Reasoning for diagnosis and exclusion: (SAIS) subacromial impingement syndrome; (AROM) active range of motion; (PROM)
passive range of motion; and (P2) pain 2
Source

Findings

Myogenic

(1) Forward head, protracted shoulder and thoracic
kyphosis

Reasoning
SAIS (Lewis et al. 2005)

(2) Scapular winging

Altered scapular kinematics in subjects with SAIS (Warner
et al. 1992; Ludewig & Cook 2000)

(3) AROM: flexion=130; PROM: full

Decreased elevation caused by SAIS (Lukasiewicz et al.
1999; Ludewig & Cook 2002); passive movement normal;
60–150 of PROM, inferior translation dominant (Graichen
et al. 2000)

(4) Abduction: AROM=120; P2 worse after 90

Mid-range abduction increases subacromial impingement
(Michener et al. 2003); mid-range abduction increases
contact of rotator cuff and biceps with the coracoacromial
arch (Alford 2008)

(5) Pain on overhead activities: pain on hanging out
washing and putting things on kitchen shelf

During shoulder elevation, 1 mm of superior translation
occurs (Graichen et al. 2000), which leads to rotator cuff
degeneration (Ludewig & Cook 2002)

Arthrogenic

No significant findings in neck, acromioclavicular joint or
shoulder complex

Neurogenic

No significant findings, neurological testing and sympathetic No change in symptoms: neurogenic component excluded
chain

studies and have been shown to have a strong
pain modulation effect for chronic shoulder
pain.
Treatment
The benefits and effects of acupuncture were
discussed during the initial assessment session,
and Mr A.’s informed consent to acupuncture
treatment was obtained. Necessary precautions
were taken and contraindications were ruled out
in order to ensure that he was fit to undergo
needling.
The subject’s problem was chronic, and therefore, more local points and fewer distal points
were chosen. Large Intestine (LI) 15 (right) was
selected as the first local point because this is a
key point for the shoulder (Stux et al. 2003). It has
been used in research articles investigating the use
of acupuncture for the treatment of rotator cuff

No change in symptoms: arthrogenic component excluded

tendonitis (Kleinhenz et al. 1999; Razavi & Jansen
2004; Johansson et al. 2005). The next local point,
LI14 (right), was on the same meridian and is also
a useful point for treating shoulder pain. Furthermore, LI14 was a tender point (Ah Shi) for Mr A.
(Kleinhenz et al. 1999; Johansson et al. 2005). The
first distal point chosen was LI4 (left) because it
is on the same meridian as the others and is a
command point that is good for pain above the
xyphoid process (Razavi & Jansen 2004; He et al.
2005; Johansson et al. 2005). The final point
selected was Stomach 38, this time on the left side
for balance. This is a strong special action point
and a reflex point for the shoulder (Kleinhenz
et al. 1999; Razavi & Jansen 2004).
De Qi was evoked, and the needles were left in
situ for 10 min and stimulated twice. The subject
felt relaxed, and there were no side effects, such
as fainting or bleeding.

Table 4. Outcome measures: (VAS) Visual Analogue Scale
Subjective markers

Objective markers

Right shoulder pain (VAS)
Hanging up washing
Picking up or putting things on kitchen shelf
Carrying shopping (2–4 min)

Decreased active range of motion
Decreased hand behind back movement
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Mobilization with movement was prescribed
for three sets of six repetitions, as advocated by
Mulligan (Exelby 1996; Vicenzino et al. 2007).
In addition, posture correction was taught and
stretching was instituted for the tightened
muscles.
On reassessment of the outcome measures,
Mr A. showed a great improvement in his ROM
(flexion=150; abduction=140), which was
attributed to mobilization with movement, and a
reduction in his pain levels (P1=30/100,
P2=60/100). He was given a home exercise
programme and was asked to return for
follow-up in 5 days.
On his second visit, the subject reported
that his symptoms had improved for 2–3 days,
but then reverted to the original level. This
made the present author examine the possible
reasons for this relapse. On reflection in action,
it was found that the trigger points in the
supraspinatus and infraspinatus muscles had
been ignored in the first session. Therefore,
after further explanation and consent, trigger
point needling for both these muscles was
begun. This has been shown to be effective in
normalizing the muscle activation pattern, and
in restoring movement and function (Lucas
et al. 2004).
Furthermore, Triple Energizer 14 and Gall
Bladder 21 were also added in order to take a
more local segmental approach (Carlsson 2002;
He et al. 2005). Session time was increased to
20 min. The rest of the treatment remained the
same as the first session.
On reassessment, Mr A. felt much more
relaxed and there was a considerable improvement in his ROM. Nevertheless, it was decided
to wait till the next session, which was to take
place 5 days later, to see if the effects were
maintained. Meanwhile, the subject was to
continue his home exercise programme.
Mr A. was feeling much better when he
returned for his third session and his pain had
not increased (P1=20/100; P2=30/100). He
had not done any shopping, but actively,
his flexion was pain-free and he was able to
reach to the second lumbar vertebra, L2,
with his hand behind his back. The same
treatment was continued, strengthening exercises were added and he was asked to return
after 14 days.
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The subject was extremely pleased with the
results at the final session 2 weeks later. His sleep
was now no longer disturbed, he had also done
shopping with minimal pain and his ROM was
almost full.
Because Mr A. was recovering, the same treatment was continued, and he was discharged with
advice to continue strengthening and stretching
exercises at home for at least 4–8 weeks.

Discussion
The present case study has highlighted the clinical reasoning process in the assessment of shoulder pain, and then outlined the reasoning behind
and rationale for the use of acupuncture. It has
also emphasized the importance of considering
all contributory factors in the management of
pain.
Although particular emphasis has been placed
on the description of acupuncture management,
the parts played by manual and physiotherapeutic techniques in this treatment cannot be
ignored. Acupuncture has a strong pain modulation effect, acting on all levels of nervous system
from the peripheral nerve endings to the central
nervous system.
At the point of contact, needles stimulate the
mechanoreceptors, chemoreceptors and baroreceptors, and release local inflammatory mediators such as bradykinins, histamines,
prostaglandins and substance P, which help to
sensitize the nerve fibres (Zijlstra et al. 2003). It
has been postulated that this action plays a role
in the analgesic and anti-inflammatory effects of
acupuncture (Carlsson 2002).
At the peripheral nerve level, needling will
stimulate high-threshold, small-diameter nerve
fibres, which block pain signal transmission to
the higher centres (Ma 2004; Moffet 2006). In
addition, it also aids presynaptic inhibition
through the release of endogenous opioids, such
as encephalins and endorphins (Stux et al. 2003).
At the spinal level, the stimulation of A-fibres
releases leu-enkephalins and -endorphins along
with serotonin and -aminobutyric acid, which
helps to produce strong pain modulation
(Lundeberg & Stener-Victorin 2002). Considering the above factors, local points seem to play
an important role in the pain-relieving effects of
acupuncture.
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In addition, long-lasting pain modulation
(i.e. 16–20 h) can be achieved through the
stimulation of C-fibres and their effect on the
peri-aquaductal grey matter, leading to the production of opioids and oxytocin by the hypothalamus, which enhance a feeling of well-being,
and the release of serotonin by the arcuate
nucleus and melatonin by the pineal body, which
help to maintain homeostasis and have a calming
influence (Spence et al. 2004; Yoshimoto et al.
2006; Yang et al. 2007). The distal points have
been shown to have a greater effect on the
stimulation of C-fibres (Stux et al. 2003).
Apart from pain relief, the other outcome
measures in the present case report included
functional activities and ROM. Although a positive correlation has been shown between
improvements in pain and movement (Ballinger
et al. 2000; Hernandez-Reif et al. 2001), it has
been demonstrated that muscle strength is not
automatically recovered after pain modulation
(Hides et al. 1996). Therefore, it is imperative
that physiotherapy involving strengthening and
active ROM exercises is incorporated into treatment in order to achieve long-lasting effects.
Mobilization with movement has been shown to
produce immediate gains in ROM in cases of
shoulder pain (Vicenzino et al. 2007). In
addition, posture correction has also been shown
to produce a significant improvement in ROM in
patients with this condition who present with a
kyphotic spine and forward head posture like
Mr A. (Lewis et al. 2005).
The present author is a physiotherapist with 4
years of clinical experience who is well-versed in
manual therapy approaches and also has
Foundation-level training in acupuncture. It has
been demonstrated that experience of the practice of acupuncture provides practitioners with
better reasoning and management strategies,
which could have influenced the outcome of
the approach adopted in this case (Goodman
2007).
Therefore, this case report demonstrates the
need for the employment of a clear reasoning
process in the identification of the structures at
fault, and the application of logical management
approaches based on an understanding of underlying physiological mechanisms and current
evidence of effectiveness.
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Conclusion
Implications for practice
Acupuncture in conjunction with physiotherapy
can be a useful combination for pain modulation
and the restoration of function in patients with
shoulder pain. Sound reasoning and an understanding of the needs of the individual are
requirements.
Implications for research
Although a number of studies support the use of
acupuncture in the management of pain in musculoskeletal conditions, most of these papers lack
methodological rigour. The present case report
demonstrates the efficacy of acupuncture in
combination with physiotherapy treatment and
could serve as a basis for future research into this
area. Such investigations could develop more
evidence-based protocols for patients suffering
from shoulder pain and other musculoskeletal
conditions.
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Acupuncture for cervicogenic headaches
H. Y. O’Leary
London Wasps RFC, London, UK

Abstract
A 34-year-old male graphics editor presented with cervicogenic headaches and radicular pain in
his right arm. No traumatic incident had initiated his symptoms and he had no significant past
medical history. The subject had consulted a physiotherapist regarding his pain approximately
3 months earlier. This clinician had referred him back to his general practitioner, stating that the
subject was suffering from a medical complaint. His reasons for seeking physiotherapy included
the increased frequency and intensity of his headaches, a reduction in his ability to participate
in his hobbies, and poor concentration levels at work. Treatment initially consisted of manual
techniques, such as myofascial release, cervical mobilizations and soft tissue release, because the
subject was anxious about undergoing needling. Acupuncture and deep neck flexor strengthening exercises were subsequently added to the treatment programme in order to increase
descending inhibition, and minimize the mechanical and nociceptive pains that were determined
to be the primary mechanisms responsible for his discomfort. Seven treatment sessions took
place over a period of 8 weeks. A combination of manual therapy, home exercises and
acupuncture brought about a significant reduction in the frequency and intensity of the
headaches. The therapy helped the subject to resume his hobbies and achieve better levels of
concentration at work.
Keywords: acupuncture, cervicogenic headaches, manipulation, manual therapy, soft tissue therapy.

Introduction
Headache is one of the most commonly reported
problems in primary care. This condition affects
90% of the Western population annually and
99% at some point in their lives (Hanten et al.
2005). Research has indicated that chronic daily
headaches significantly lower perceived quality of
life, thereby affecting social interactions, personal
relationships and professional abilities (Monzón
& Láinez 1998; Lipton et al. 2001).
Headaches with a cervical origin were first
defined as cervicogenic headaches by Sjaastad
et al. (1983). A cervicogenic headache is a pain in
the head that has been referred from a nociceptive source. This pain can be caused by abnormalities of the joints, muscles, fascia or neural
Correspondence: H. Y. O’Leary, London Wasps RFC,
Acton, London W3 9QA, UK (e-mail: helen.oleary@
wasps.co.uk).
 2010 Acupuncture Association of Chartered Physiotherapists

structures within the upper cervical spine
(Brukner & Khan 2006). Cervicogenic headaches typically take the form of a unilateral pain
of varying intensity that radiates from the occipital lobe to the frontal region and that can
increase with head movements (Pöllman et al.
1997; HCSIHS 2004). However, it has been
reported that these headaches are difficult to
clinically diagnose because of the overlap in
symptoms between tension-type headaches and
migraines without aura (HCSIHS 2004).
Because of the unclear aetiology of cervicogenic headaches, a causal therapy is absent.
Several authors have recommend treatment with
different medications, including antidepressants,
for patients suffering from chronic headaches
(Silberstein 2000; Mathew 2006). However,
patients often request therapy that excludes the
use of drugs. One of the most popular therapies
without drugs for patients with headaches is
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acupuncture (Woollam & Jackson 1998; Ernst
2000). Although systematic reviews have demonstrated that the effectiveness of acupuncture has
been considered promising but not convincing
(Melchart et al. 2002), nociceptive pain has long
been demonstrated to respond positively to acupuncture treatment (Lundeberg et al. 1988).

!"
!#

Case report
Background
In December 2008, a 34-year-old male graphics
editor was referred for physiotherapy by his
company doctor. Approximately 3 months earlier, he had seen a physiotherapist at his local
hospital who referred him back to his general
practitioner, stating that the condition was not a
musculoskeletal problem. The subject’s complaints included an intermittent shooting pain in
his right arm, headaches and a reduced range of
cervical motion. He attended a second physiotherapy assessment because his symptoms had
increased in frequency and intensity, and were
beginning to affect his concentration at work.
On further questioning, it became apparent that
no traumatic incident had initiated his symptoms
and that he had no significant past medical
history. The subject did not feel nauseous upon
exacerbation, and was neither photophobic nor
phonophobic. In order to manage his symptoms,
he had been using ibuprofen and paracetamol,
and had taken occasional days off work.
Subjective and objective examination
The location, frequency and intensity of the
present subject’s symptoms are summarized in
Figure 1.
His primary condition (P1 ) was a intermittent
sharp shooting pain with occasional pins and
needles. The aggravating and easing factors were
lateral cervical flexion to the right and stretches,
respectively. Its onset had been at 16 weeks.
Over the course of a day, the condition manifested itself as follows: the subject was stiff, but
had minimal pain in the morning; he experienced
the most pain in the afternoon; his shoulders felt
sore and tight, and he suffered from shooting
pain in the evening; and he lay with one pillow
on his right side at night.
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Figure 1. Body chart showing the locations of the
subject’s pain: (P1 ) intermittent sharp shooting pain,
occasional pins and needles [Numeric Rating Scale
(NRS)=4–7/10]; and (P2 ) diffuse constant dull ache,
also felt behind the right eye (NRS=3–8/10,
approximately once a day).

The subject’s secondary condition (P2 ) was a
constant diffuse dull ache, which he also felt
behind the right eye. The aggravating and easing
factors were sitting at his desk and stress, which
was particularly bad at the beginning of the week
because of deadlines, and heat and rest, respectively. Its onset had been at 12 weeks. Over the
course of a day, the condition manifested itself as
follows: the subject had minimal pain in the
morning; he experienced a constant dull ache in
the back of his head and behind his right eye in
the afternoon; he suffered from a dull ache in the
evening; and he had no pain at night.
He took ibuprofen and paracetamol for both
P1 and P2. No investigations of his problems had
taken place to date.
The subject’s hobbies included playing with
his two young children, going to the gym
between three and four times a week (where he
used upper body weights, a static bike, a rower
and a cross trainer), gardening, reading and
driving.
Clinical impression
The results from the full assessment (Table 1)
appeared to be consistent with cervicogenic
headache caused by abnormalities of the C2–3
joint, muscle spasm, trigger points in the suboccipital and upper cervical muscles, and poor
mobility of the fascia and neural structures.
 2010 Acupuncture Association of Chartered Physiotherapists
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Table 1. Results of the objective examination: (ROM) range of motion
Examination

Result

Observation

Poor posture: poking chin, protracted shoulders bilaterally (upper crossed syndrome)
Increase in muscle spasms in the upper fibres of the trapezius (right > left)

Palpation

Tenderness over the C1–5 facet joints
C2–3 joints rotated to the right
Tenderness and trigger points throughout the muscles on the right and left sides of the body: sternocleidomastoid,
upper fibres of the trapezius, levator scapulae, scalenes, splenius cervicis, rectus capitis anterior, rectus capitis
lateralis, and rectus capitis posterior minor and major

Motion palpation

C1–2 and C3–4 facet joints blocked
Hypomobility throughout the cervical facet

Active ROM

Decreased lateral cervical flexion, rotation (left) and forward flexion

Neural function

Normal: reflexes, myotomes and dermatomes
Upper Limb Tension Test 1: (left) full ROM; (right) 120 before symptoms

Muscle tests

Decreased deep neck flexor endurance
Decreased scapula stability endurance
Normal strength in other muscles (right=left)

Because of the nature of the subject’s profession,
it is also likely this was also a contributing factor
to his poor posture and, consequently, a probable cause of his cervicogenic headaches. The
predominant pain mechanism involved in his
condition was mechanical nociceptive pain.
Initial treatment selection
The aims of the treatment prescribed for this
individual were to address his joint mobility
restrictions, cervical weakness and soft tissue
limitation, and to improve his ergonomic
environment. The subject’s major complaint was
his cervicogenic headache, which had begun to
affect his concentration levels and, subsequently,
his ability to meet deadlines. After the initial
assessment, it was clear that he was nervous
about receiving acupuncture. As a result, manual
interventions and exercise were completed initially since these have been shown to have a
positive effect on reducing pain in cervicogenic
headaches (Jull et al. 2002).
Testing of palpation and segmental mobility
indicated that the subject’s C2–3 facet joint was
rotated to the right, and that the segments above
and below this point were blocked. Accordingly,
the initial treatment utilized cervical mobilizations to realign the C2–3 facet joint. Disorders of
the cervical facet joints are often associated with
cervicogenic headaches (Dumas et al. 2001; Aprill
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et al. 2002), and the majority of the literature
analyses the C2–3 joint as a common articular
source of this problem (Bogduk 1994; Schoensee
et al. 1995). The third occipital nerve innervates
the C2–3 facet, and structures that are innervated
by the first three cervical nerves, such as the
rectus capitis muscles, often refer pain to the
head (Bogduk 1982, 1994; Seaman & Winterstein
1998; Alix & Bates 1999). By correcting the bony
structures in the upper cervical region and ensuring that the C2–3 facet joint is correctly aligned,
the soft tissues in the surrounding area can
assume their proper roles again, allowing the
musculature in the affected area to be retrained
appropriately. In the present case, unblocking
and realigning the C2–3 facet joint resolved the
symptoms that radiated down his right arm.
Because the subject did not initially consent to
acupuncture, myofascial and soft tissue release
with trigger point release was completed in the
muscles identified during the initial assessment.
Myofascial and muscular disorders have also
been reported to play a crucial role in the
manifestation of cervicogenic headaches (Jull
et al. 1999; Petersen 2003). It has been theorized
that fascial connections between the rectus capitis posterior minor and the upper cervical dura
can be potential sites of pain generation. Myofascial trigger points, such as the ones identified
in the present subject’s sub-occipital muscles and
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the upper fibres of the trapezius have long been
acknowledged as definite causes of paingenerating mechanisms associated with cervicogenic headaches (Jaeger 1989). Subsequently, by
removing the spasm and trigger points within the
myofascial structures, the pain-generating mechanism was reduced so that the frequency and
intensity of the subject’s headaches consequently
lessened.
In the initial treatment session, the subject was
also given a home exercise programme to complete at least once a day. The aim of this regime
was to strengthen the cervical deep neck flexors
and scapula stability musculature, and to stretch
the surrounding area. Jull (1997) and Watson &
Trott (1993) highlighted the role of the deep
postural cervical neck flexors, such as the longus
colli and longus capitis muscles. The above
authors demonstrated that poor activation levels
and a reduced endurance capacity of the deep
neck flexors, in conjunction with overactivity of
the upper fibres of the trapezius, levator scapulae
and scalenes, are consistent with the symptoms
of cervicogenic headaches. The home exercise
programme subsequently addressed these issues
in the present subject.
Since acupuncture offered the possibility of a
longer beneficial effect than manual techniques,
the present author discussed its use within the
treatment regime with the subject. He had never
undergone acupuncture before, so the author
demonstrated what it felt like using his left
brachioradialis muscle. Initially, the needling was
not over a trigger point in order that the subject
could recognize the sensation. The author then
dry-needled a trigger point within the subject’s
muscle belly so that he could feel the sensation
of release. This helped to reduce his fear of
acupuncture and he consented to the treatment
modality in the next session.
Acupuncture
Traditional Chinese medicine (TCM) is a philosophy that focuses on the prevention rather than
the treatment of illnesses. It presumes that there
are two opposing and complementary forces that
coexist within the body, yin and yang. These two
forces regulate the flow of energy, which is
known as Qi. If yin and yang are unbalanced,
then there are resultant disturbances in Qi that
can lead to illness and disease. It is believed that
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Qi flows through a network of channels known
as meridians, and these have acupuncture points
that can be stimulated to correct the imbalance
and restore the body to normal health (Kaptchuk
2002).
However, the TCM theory is not based on
anatomical, physiological or biomechanical evidence. Consequently, Western acupuncture theories are primarily based on the hypothesis that
needling induces signals in the afferent nerves
that modulate spinal signal transmission and pain
perception within the brain. Carlsson (2002)
suggested that acupuncture has a local, segmental
and supraspinal effect, which can lead to shortor long-term pain relief, depending on the
dominant pain mechanism. Introducing an acupuncture needle to produce the numbing, tingling sensation of De Qi is essential in achieving
adequate pain relief. It has been theorized that
De Qi is caused by the activation of opioidreleasing peptides in inhibitory interneurons in
the dorsal horn.
In 1976, Pomeranz & Chiu proposed that
acupuncture stimulation activates A type II and
type III, and C-afferent fibres in muscles, which
cause signals to be transmitted to the spinal cord,
resulting in a local release of dynorphin and
enkephalins. These afferent pathways transmit to
the midbrain, which triggers a sequence of excitatory and inhibitory mediators in the spinal
cord. The consequential release of neurotransmitters, such as serotonin, dopamine and norepinephrine, onto the spinal cord leads to preand post-synaptic inhibition and suppression of
the pain transmission. Once these signals reach
the hypothalamus and pituitary gland, the release
of adrenocorticotrophic hormones and endorphins is triggered. This theory has been confirmed by a series of neurophysiological and
imagining studies over the past 3 decades
(Sandkühler 2000; Kaptchuk 2002; Ji et al. 2003;
Wang et al. 2008).
Recent functional magnetic resonance imaging
studies have further indicated which structures
within the brain are activated and deactivated
during acupuncture (Chen et al. 2006). Yan et al.
(2005) studied the Large Intestine (LI) 4 and
Liver (LV) 3 acupuncture points, and found that
manual acupuncture of these points deactivates
areas of the prefrontal cortex and anterior cingulate cortex (ACC). This result was confirmed by
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Créac’h et al. (2000), who proved that these areas
were activated following experimental mechanical nociceptive pressure in healthy volunteers,
indicating that LI4 and LV3 have a painmodulating effect.
Numerous studies have also looked at the
effect of acupuncture in the treatment of headaches. Jena et al. (2008) performed a randomized
controlled trial (RCT) of the effectiveness of
acupuncture in addition to routine care in
patients with headaches. Their results indicated
that acupuncture in addition to routine care
showed significant improvements in symptoms
and quality of life in comparison with routine
care alone. However, the above authors did not
specify the acupuncture points used, whether
trigger-point needling was used, how long each
acupuncture session lasted, and whether needle
grasp or De Qi was achieved. This study was also
not blinded and details of ‘‘routine care’’ were
not described. However, the results were statistically significant, and the large sample size of
3182 randomized subjects and a further 11 874
non-randomized participants ensures that the
results can be generalized to a similar population.
Melchart et al. (2006) also concurred with these
results, concluding that patients with headaches
reported clinically relevant improvements after
receiving acupuncture. The external validity of
these findings were high, and their large sample
size assures sufficient power when comparing
the diagnostic subgroups. However, Melchart et
al.’s (2006) investigation cannot be compared
with an RCT because it was an observational
study that assessed the effect of acupuncture
on all patients and was not conducted under
controlled conditions.
Acupuncture point selection
All treatment sessions combined acupuncture
with manual therapy because research has shown
that this provides the most effective method of
pain relief (França et al. 2008). This approach
also ensured that the smallest possible number of
needles was used so that the subject’s anxiety
level was minimized (Table 2).
A strong sensation of De Qi was achieved at
all points in every treatment. During the initial
acupuncture session, needles were applied for
10 min to determine how the subject reacted.
The treatment time was then increased to 20 min
 2010 Acupuncture Association of Chartered Physiotherapists

over the following appointments. In sessions 2, 3
and 4, the subject’s headache symptoms were
reproduced and he felt slightly drowsy for the
rest of the day. After treatment 2, he also had
bruising and was tender over the upper fibres of
the trapezius on his right side. Consequently,
needles were not inserted into this area during
the following appointment and only manual
techniques were used. During session 4, the
‘‘four gates’’ were not used. Since the subject
complained that he was suffering from more
headaches and cervical pain, the present author
decided to concentrate on a segmental approach
at the upper cervical level in order to minimize
the number of needles and to keep his anxiety
levels low. However, the subject found that this
acupuncture session did not have as long lasting
an effect as previous treatments. Initially, only
the four distal points were used in order to
familiarize him with the sensation produced by
the acupuncture needles. These points ensured
that descending inhibition was achieved, but also
took into account the subject’s high anxiety
levels. He had a strong reaction to the ‘‘four
gates’’ as a method of pain regulation, and
therefore, the other points employed were chosen in an attempt to reduce the frequency and
intensity of his headaches.
Outcome measures and results
The outcome measures included the frequency
and intensity of subject’s headaches, which were
assessed with the Numeric Rating Scale (NRS).
Acupuncture was used in six out of the seven
treatment sessions that he attended over a period
of 8 weeks. Manual therapy techniques and
exercises were employed from session 1 because
of his anxiety about needling. The subject
reported a reduction in the intensity of his
headaches after the first acupuncture session,
even though only distal points were used (pretreatment: NRS=8/10; post-treatment: NRS=
6/10). When a segmental approach including
trigger point release was employed, his headache
symptoms were reproduced. This lead to subjective feelings of reduced cervical stiffness, and
reduced shoulder and neck pain. However, this
did not have as long lasting an effect in terms
of reducing the frequency and intensity of his
headaches in comparison to sessions when it
was used in conjunction with the ‘‘four gates’’.
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Table 2. Acupuncture point rationale: (LV) Liver; (LI) Large Intestine; (GB) Gall Bladder; (BL) Bladder; (HJJ) Huatuojiaji; and (UFT)
upper fibres of the trapezius
Treatment
session
Aim

Acupuncture
points

De Qi

Trigger point
release

Rationale

Session 1

Long-term analgesia,
The ‘‘four gates’’: Achieved –
reduce fear of needles LV3 bilaterally,
at all
LI4 bilaterally
points

Session 2

Long-term analgesia,
reduce muscle spasm
and trigger points

GB20, BL10, HJJ: a segmental approach is
The ‘‘four gates’’, Achieved Sub-occipitals, UFT,
for shoulder and neck pain
GB20 bilaterally, at all
levator scapulae,
BL10 bilaterally, points
indicated in headaches,
HJJ bilaterally
and is also useful
posterior rotator cuff
(right); needle grasp
achieved, muscle twitch
observed

Session 3

Long-term analgesia,
reduce shoulder and
neck pain

As session 2

Session 4

Reduce frequency
and intensity of
headaches

GB20 bilaterally, Achieved –
BL10 bilaterally, at all
HJJ bilaterally
points

See treatment 2; since this involves the use of
six needles, trigger points were released
manually to keep the number of needles to a
minimum

Session 5

Long-term analgesia,
reduce stiffness of
cervical spine

The ‘‘four gates’’ Achieved UFT, levator
at all
scapulae, scalenes,
points
sternocleidomastoid,
rectus capitis oblique
(right); needle grasp
achieved

Trigger points in the rectus capitis oblique
refer over the back of the head and behind
the eye; releasing trigger points helps to
relieve headache symptoms and stiffness; the
other points were chosen to free up the
cervical spine so that C2–3 could be
realigned, ensuring that the subject could
perform his home exercise programme
properly

Session 6

Long-term analgesia,
reduce frequency
and intensity of
headaches

The ‘‘four gates’’, Achieved UFT, levator
GB20 bilaterally, at all
scapulae (right);
BL10 bilaterally, points
needle grasp
HJJ bilaterally
achieved

The subject had reduced anxiety with regard
to acupuncture and felt that he would gain
sustained relief from his headaches by using
all the points together

Achieved UFT and levator
at all
scapulae (right)
points

Table 3 summarizes the changes in the outcome
measures from the first treatment session to the
last.
Overall, there was a significant clinical reduction in the frequency and intensity of the subTable 3. Outcome measures: (NRS) Numeric Rating Scale
Treatment session
Outcome measure

First

Last

Frequency of headaches
Intensity of headaches (NRS)

One per day
8/10

Two per week
3/10
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Important analgesic points: these stimulate
descending inhibition, thereby ensuring
long-term pain relief; especially effective for
pain in the face (N.B. using distal points
ensured that the patient experienced reduced
anxiety because the needles were not too
close to his pain, but some benefit was felt)

See previous treatments; trigger points were
chosen to reduce shoulder and cervical
pain; GB20 is also usually a trigger point in
UFT that arises from the external occipital
protuberance; levator scapulae arises from the
C1–3/C4 transverse processes and refers pain
throughout the shoulder girdle

ject’s headaches, which led to an increase in his
ability to concentrate and function at work. By
the eighth session, he had begun visiting the gym
again and was completing light exercises with
upper body weights. He had also begun gardening again and was driving for longer distances.
The subject had also improved his postural
awareness and was regularly completing his exercise programme. However, he still had some
discomfort after sitting for long periods and was
unable to complete his full upper body weights
programme because doing so caused him to
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suffer from significant headaches on the day
after.

Discussion
There are several limitations with regard to a
single case study. Although the treatment
brought about a significant reduction in the
present subject’s symptoms, it is unclear whether
this can be attributed primarily to acupuncture or
the manual therapy techniques. Consequently,
the origin of the headaches cannot be confirmed.
Furthermore, because the study only involved a
single subject, the results cannot be generalized
to the entire population with any confidence. No
objective outcome measures were used, and
therefore, the decision-making regarding treatment selection was based solely on the patient’s
subjective pain scores. Because of the demands
on the time of the physiotherapists who work at
the private clinic where the treatment took place,
the present author has been unable to follow
up the subject. At the time of writing, he was on
a waiting list for more treatment because his
headaches had increased in frequency again as a
result of a combination of a lack of further
therapy and increased stress at work.
The present case study describes the physiotherapy management of a patient with cervicogenic headaches and referring right arm pain.
The treatment techniques were decided upon
after taking into account the current literature,
underlying pain mechanisms, functional
demands and the chronic nature of the disorder.
The improvements in pain noted between the
first and last treatment sessions were excellent,
and the subject reported a marked reduction in
the number and intensity of his headaches.
It has been theorized that pain modulation is
specifically related to two of the treatment techniques employed in the present case. Both
manual therapy techniques and acupuncture
were utilized since a combination of the two has
been shown to have a more beneficial effect than
only using one (Rodeghero & Smith 2006; Jena
et al. 2008). This is because not all of the
common causes discussed by Brukner & Khan
(2006) can be treated with acupuncture. For
example, manual techniques were appropriate for
addressing and correcting the abnormalities
found in the present subject’s upper cervical
 2010 Acupuncture Association of Chartered Physiotherapists

spine, but acupuncture is not an effective therapy
for this problem. By using passive movements,
such as mobilizations, the peripheral afferent
input produced activates supraspinal descending
pain inhibitory systems, thereby helping to
achieve long-term pain relief (Zusman 2004). As
discussed above, acupuncture at the ‘‘four gates’’
delivers a powerful analgesic effect by deactivating areas of the prefrontal cortex and the ACC
(Chen et al. 2006). Consequently, both of these
modalities were used simultaneously in order to
achieve long-lasting pain modulation.
It is also important to recognize that nonspecific factors, such as expectancy and a belief
in pain relief, can also have an effect on the
mechanisms of acupuncture analgesia (Pariente
et al. 2005). The above authors demonstrated
that acupuncture employing Streitberger placebo
needles, which give the sensation of needling but
do not penetrate the skin, produces distinct and
similar patterns in brain activation to those
generated by real needles. Areas associated with
pain modulation, such as the ACC, were activated by both real and Streitberger placebo
needles, implying that the expectation that the
subjects had of the therapeutic effect could have
played a significant role in pain relief. Although
the subject of the present case study was anxious
about receiving acupuncture, the realization that
it was not painful and that it helped to reduce his
symptoms ensured that he regularly requested
this form of treatment.
Once the present author had reduced the
subject’s anxiety regarding needling, she was able
to use a segmental approach at the upper cervical
level, which she was convinced would achieve a
more beneficial effect. However, in order to
minimize the number of needles employed, the
author did not use the ‘‘four gates’’ when she
adopted this approach. Consequently, the subject
found that he did not experience as long lasting
an effect after this particular session. As a result,
the author changed the treatment regime again
and included the distal points again because the
subject reacted strongly to these.

Conclusion
The results of the present case report indicate
that the integration of manual therapy and
acupuncture into treatment for cervicogenic
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headaches has a significant effect in terms of
reducing the frequency and intensity of the
problem. By utilizing a hands-on approach, the
present author was able to reduce the subject’s
muscular spasms and trigger points, improve his
muscular control, correct his upper cervical
alignment, and desensitize his nervous system.
Acupuncture was also useful for boosting
descending pain inhibition in order to prolong
pain relief and reduce symptoms.
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CASE REPORT

Integration of manual therapy, rehabilitation and acupuncture in
the treatment of a 17-year-old male professional football player
with chronic medial tibial stress syndrome
R. R. Knight
Physiotherapy Department, Coventry City Football Club, Coventry, UK

Abstract
This case report analyses the role of acupuncture in the management of a 17-year-old male
professional football player with chronic medial tibial stress syndrome (MTSS). The player had
a 4-year history of MTSS, which was aggravated by hard ground, and increases in the duration
and intensity of his training. Acupuncture was used in conjunction with manual therapy
techniques, passive stretching, biomechanical assessment and muscle rehabilitation. After 2
weeks of daily intervention involving sessions of soleus trigger point release, manual therapy
and orthotic review, the subject reported that his pain had reduced by 75% immediately after
training and by 100% 5 h post-training. The efficacy and validity of the treatment, and the
possible limitations of this study are also discussed.
Keywords: acupuncture, manual therapy, medial tibial stress syndrome, orthotics, trigger points.

Introduction
The present subject was a 17-year-old male
professional football player with a 4-year history
of bilateral medial tibial stress syndrome
(MTSS). In addition, he had undergone two left
knee arthroscopies, resulting in a partial medial
meniscectomy (2007–2008) and the removal of a
loose body (2008–2009). Furthermore, he had
also undergone the removal of an accessory
navicular in his left foot at 11 years of age.
Records highlighted that he had missed 30% of
the training sessions and five games in the
2008–2009 season because of his MTSS. During
the 2009–2010 pre-season training, the subject
presented with increasing tibial pain and required
removal from pre-season training sessions
because of this problem. It was at this point that
his management was fully reviewed.

Table 1. Summary of subjective findings: (R) right; (L) left;
(NPS) Numerical Pain Scale; (RICE) rest, ice, compression,
elevation; and (NSAIDs) non-steroidal anti-inflammatory drugs
Variable

Result

Location

Bilateral pain on the medial borders of
the distal third of the tibia (L>R)

Aggravating factors

Hard ground
Training more than once a day
Palpation of the medial tibial border
(NPS: L=80/100; R=70/100)

Easing factors

RICE
NSAIDs
Deep massage to the calf and stretching

Pain over 24 h

Before training (a.m.): aching, ++
(NPS=30/100)
Post training: painful, ++ (NPS=70–80/
100)
Post training (5 h later): NPS=50/100
Night: no problems

Case report
Correspondence: Rebecca R. Knight, Physiotherapy
Department, Coventry City Football Club, The Ricoh
Arena, Phoenix Way, Foleshill, Coventry CV6 6 GE,
UK (e-mail: rebeccarknight@hotmail.com).
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Subjective and objective assessments
The subject’s subjective and the objective assessments are documented in Tables 1 and 2.
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Table 2. Summary of objective findings: (R) right; (L) left;
(PROM) passive range of motion; (AROM) active range of
motion; (NAD) nothing abnormal detected; (NPS) Numerical
Pain Scale; (CT) computed tomography; and (PRN) per rising
need
Variable

Result

Observation

Overpronation (L>R), managed with
orthotics
Reduced quadrilateral and calf muscle bulk (L)

Palpation

Bilateral tenderness over the medial borders
of the distal third of the tibia (L>R)
Increased tone in both calves (trigger points:
soleus, +; gastrocnemius, ++)

PROM

Reduced mobility in subtalar joints (R + L)
Minimal eversion bilaterally

AROM

Dorsiflexion limited to plantar grade
Minimal eversion

Neurology

Reflexes, dermatomes, myotomes: NAD

Functional tests

Step up: NAD; step down: NAD
Double leg squat: NAD
Heel raises (R + L): pain over medial tibial
border (NPS=40/100)

Muscle length

Soleus limited to plantar grade (R + L)
Hamstrings/quadrilaterals: NAD

Muscle strength

Calf, one-repetition maximum (L=60 kg;
R=70 kg)
Calf, three-repetition maximum (L=50 kg;
R=60 kg)

Investigations

X-ray: mature cortical thickening of the
immediate shafts of each tibia shown
consistent with stress loading in this region
CT scan: bone and soft tissue (NAD)

Medication

Diclofenac PRN

Post-operative pain management
The differential diagnoses from the assessment
were:
(1) MTSS;
(2) tibial stress fracture; and
(3) posterior compartment syndrome.
A computed tomography (CT) scan eliminated
stress fractures as a working diagnosis and an
X-ray confirmed that there was cortical thickening consistent with MTSS. Posterior compartment syndrome had not been completely ruled
out by pressure measurement of the posterior
crural muscle group; however, given the X-ray
and CT findings, a working diagnosis of MTSS
was established (Gaeta et al. 2005).
Clinical reasoning
While MTSS is one of the most common forms
of chronic leg pain in athletes (Clanton &
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Solcher 1994), a variety of differing explanations
are offered for the aetiology of MTSS in the
literature.
The role of the posterior crural muscles on the
periosteum has been extensively investigated in
attempts to identify the specific muscles responsible for the symptoms of MTSS. Dissection
studies have concluded that, because of the
abundance of the soleus and flexor digitorum
longus on the posteromedial border of the tibia,
these muscles are the probable sources of MTSS
if periosteal traction is implicated as a cause of
pain (Beck & Osternig 1994). In addition,
Michael & Holder (1985) cited traction of the
soleus muscle as the cause of pain on the medial
border of the tibia. Kortebein et al. (2000)
supported this theory, and highlighted the fact
that the shock-absorbing role of the soleus
during gait and running results in stress of the
soleus fascia medially and disruption of its
attachment at the periosteum. As such, one can
infer that overpronation during gait causes
increased eccentric loading of the soleus, and this
idea supports the commonly held assumption
that overpronation is a strong intrinsic risk factor
for MTSS (Gehlsen & Seger 1980; Viitasalo &
Kvist 1983; Yates & White 2004; Bandholm et al.
2008; Tweed et al. 2008). The above studies,
which implicate the soleus muscle and pronation
as significant risk factors, are consistent with the
assessment in the present subject.
It has been proposed that a reduction in lean
calf girth diminishes the capacity to absorb shock
and increases the risk of MTSS, which is in
keeping with the presentation of this case (Burne
et al. 2004). In addition, fatigue of the posterior
crural muscles and reduced flexibility in the
plantar flexors have been demonstrated to
exacerbate tibial bowing and increase medial
tibial pain (Beck 1998; Milgrom et al. 2007).
One of the most comprehensive aetiological
theories of MTSS was proposed by Couture &
Karlson (2002), who cited tibial bending, bone
remodelling, reduced soleus muscle strength and
endurance, and overpronation as the main factors in MTSS. The above authors concurred with
Michael & Holder (1985) and Beck (1998) that
tibial bending occurs as a result of decreased
dorsiflexion and reduced plantar flexion length
during powerful plantar flexion contractions. In
addition, Couture & Karlson (2002) proposed
 2010 Acupuncture Association of Chartered Physiotherapists
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Table 3. Problem list, treatment plan and outcome measures: (MTP) muscle trigger point; (NPS) Numerical Pain Scale; (NSAIDs)
non-steroidal anti-inflammatory drugs; (METs) muscle energy techniques; (R) right; and (L) left
Problem list

Goals and aims

Management plan

Outcome measure

(1) Pain during and after
training

Reduce pain during and after
training

Ice
Rest
NSAIDs

NPS

(2) Reduced soleus length

Increase soleus length to
+10 dorsiflexion

Acupuncture: MTP
METs: soleus
Passive stretching

Dorsiflexion range with knee
flexed

(3) Increased tone in
posterior crural muscle group
and gastrocnemius soleus
trigger points (++)

Reduce tone and trigger
points in posterior crural
muscle group

Acupuncture: MTP
METs: soleus/gastrocnemius
Passive stretching
Soft tissue release: posterior
crural muscle group

Palpation

(4) Increased pronation of
feet (R + L)

Achieve neutral foot position
and encourage normalized
shock absorption during
running/gait

Biomechanical review:
gait/running with view to
review of current orthotic
prescription

Gait analysis

(5) Reduced calf strength

Increased calf strength

Calf raises: weighted

One-repetition maximum
Three-repetition maximum

that weak or fatigued plantar flexors are unable
to effectively dissipate force, leading to overpronation, increased eccentric stress in the soleus
and increased force transmission to the bone.
The above authors also suggested that the bone
then enters a ‘‘chronic bone remodelling cycle’’,
which results in microfractures that cause pain.
This theory was supported by Magnusson et al.
(2003), who discovered that athletes with MTSS
had a bone mineral density that was 11% lower
than asymptomatic non-athletes. Whilst the
groups were not matched for levels of activity,
one would expect athletes to have a higher
bone mineral density than non-athletes, and as
such, one can assume that this discrepancy is
significant.
Management of the present subject aimed to
address the specific evidence-based risk factors
predisposing him to MTSS (see Table 3).
He was seen on a daily basis for 2 weeks. Days
1 and 2 consisted of soleus muscle trigger point
release using acupuncture dry needling. The acupuncture achieved excellent needle grip with
positive twitch responses indicative of trigger
point identification (Chu & Schwartz 2002). He
was advised to use ice and compression following the needling sessions to reduce muscle soreness. Immediately following both sessions of
trigger point release, there was a reduction in the
tone and tightness of the soleus muscle that was
apparent to both the subject and the therapist.
 2010 Acupuncture Association of Chartered Physiotherapists

An orthotist also performed a gait analysis on
the subject on day 1, and his stance, walking and
running were assessed using a force platform. He
was found to have increased force loading
through the midfoot and the medial border of
the foot, as well as reduced force dissipation.
This was consistent with previous analyses, and
as such, his prescription remained unchanged.
Days 3–6 consisted of soft-tissue release techniques of the soleus muscle, i.e. massage, muscle
energy techniques (METs), passive stretching
and soft-tissue cupping. During this period, the
subject continued to maintain his cardiovascular
fitness through low-impact activities involving a
static bike and a rowing machine. He was also
prescribed a calf-strengthening programme to
address the deficits in strength and calf girth, and
improve the eccentric endurance of the soleus
muscle (see Tables 4 & 5).
On days 7–13, the subject began a running
programme that was designed to allow a graduated adaptation to impact training. Following
running, he underwent stretching of the soleus
with METs, passive stretching and an ice bath.
On day 14, the subject returned to full training.
He completed a Numerical Pain Scale (NPS)
score card throughout the rehabilitation process
and after returning to full training (see Table 6).
Following training, the subject took an ice
bath to reduce inflammation. He also continued
with his strength exercises three times a week
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Table 4. Cardiovascular maintenance: (VO2 max) maximal oxygen consumption
Exercise

Time (repetitions)

Heart rate zone

Aims

Static bike

2–5 min (4–6)

85–90%

VO2 max
Increase lactate threshold

Swimming

20–40 min (2)

65–75%

Endurance
Physiological adaption

Rowing machine

30 s to 2 min (5–10)

90%

Increase lactate threshold

Table 5. Resistance circuit
Exercise

Repetitions (sets)

Weight

Description

Calf raises
Calf raises
Calf raises
Single-leg knee dips
Seated calf raises
Seated calf raises
Lunges

8
8
8
8
8
8
8

Barbell (70%*)
Barbell (70%*)
Barbell (70%*)
Body weight
Weighted plate
Weighted plate
Dumb-bells (10 kg)

Double leg up and down
Double leg up and single down
Single leg up and single down
On incline board, eccentric calf
Double leg
Single leg
Not applicable

(3–5)
(3–5)
(3–5)
(3–5)
(3–5)
(3–5)
(3–5)

*One-repetition maximum.

Table 6. Numerical Pain Scale score card completed by subject: (MTP) muscle trigger point
Pain score
Day

Morning

Post training/rehabilitation

Post training (5 h later)

Comments

1
2
3
4
5
6

50/100
50/100
20/100
20/100
0/100
0/100

50/100
50/100
20/100
20/100
0/100
0/100

50/100
50/100
20/100
20/100
0/100
0/100

Muscle soreness post MTP release
Muscle soreness post MTP release

7
8
9
10
11
12
13
14

0/100
0/100
0/100
0/100
0/100
0/100
0/100
0/100

20/100
20/100
20/100
20/100
20/100
20/100
20/100
20/100

0/100
20/100
10/100
10/100
0/100
0/100
0/100
0/100

Commenced running

15
16
17
18
19

0/100
0/100
0/100
0/100
0/100

20/100
20/100
20/100
20/100
20/100

0/100
0/100
0/100
0/100
0/100

Returned to training

and his stretching programme daily. He underwent a final assessment 2 months after the initial
assessment.
Outcomes
Table 7 summarizes the subjective and objective
outcome measures noted in the first and final
assessments. The subject’s NPS scores after
training reduced by 60% following the intervention at 2 weeks and then by 100% after
2 months. His NPS scores in the morning and
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5 h after training reduced by 100% at 2 weeks
and this continued 2 months post-intervention.
There was minimal change in his ankle dorsiflexion after 2 weeks; however, this increased to
10 after 2 months. The subject’s left leg onerepetition maximum strength increased by 25%
and his three-repetition maximum increased by
20% after 2 months. His right leg one-repetition
maximum strength increased by 21% and his
three-repetition maximum increased by 16%
after 2 months.
 2010 Acupuncture Association of Chartered Physiotherapists
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Table 7. Initial and final assessment outcomes: (NPS) Numerical Pain Scale; (R) right; and (L) left
Outcome measure

Initial assessment
(6/7/09)

Two weeks post intervention
(19/7/09)

Final assessment
(7/9/09)

Pain in morning (NPS)
Pain post training (NPS)
Pain 5 h post training (NPS)
Ankle dorsiflexion
Calf one-repetition maximum (kg)
Calf three-repetition maximum (kg)

30/100
70–80/100
50/100
Plantar grade
L=60; R=70
L=50; R=60

0/100
20/100
0/100
0–5
L=65; R=75
L=55; R=65

0/100
0/100
0/100
+10
L=75; R=85
L=60; R=70

Discussion
Current research in the aetiology of MTSS discusses theories that are consistent with the presentation of the present subject. Excessive
pronation has been argued to exacerbate the
symptoms of this condition by increasing the
eccentric loading time of the soleus (Gehlsen &
Seger 1980; Viitasalo & Kvist 1983; Yates &
White 2004; Bandholm et al. 2008; Tweed et al.
2008), and ultimately increasing traction at the
medial periosteal attachment of this muscle
(Beck & Osternig 1994). In addition, reduced
flexibility and strength in the soleus has been
suggested to increase force transmission to the
tibia and contribute to tibial bending (Beck 1998;
Milgrom et al. 2007).
Therefore, management of this subject aimed
to address soleus muscle dysfunction. Dry needling trigger point release of the soleus was an
important treatment parameter in reducing tautness. This individual showed an immediate
improvement in muscle tone following the acupuncture sessions, and continued to show
improvements in muscle length at 2 weeks and
2 months with continued METs and passive
stretching. A number of possible hypotheses can
be put forward to explain the positive results of
the trigger point release.
Simons et al. (1999) theorized that myofascial
trigger points are formed from the segmental
shortening of several groups of sarcomeres in
individual muscle fibres, which accounts for the
palpable taut bands. As such, one could conceive
that trigger point release allowed normalization
of muscle fibres, and the subsequent effective
lengthening and strengthening of muscles. Consequently, traction forces at the tibia are reduced
and eccentric loading of the soleus is optimized,
reducing pain at the medial tibia borders.
However, evidence presented by Itoh et al.
(2008) supports the role of trigger point release
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in reducing myofascial pain at physiological levels. The above authors discovered that dry
needle trigger point release produced a greater
reduction in knee osteoarthritis pain compared
with acupuncture point selection. Despite the
significant limitations in Itoh et al.’s (2008) methodology (e.g. sample size and drop-out rates),
their study does raise pertinent issues regarding
the impact of trigger point release in the present
case. One could infer that the actual act of the
release of the soleus muscle trigger points either
caused or contributed to an analgesic effect. In
fact, it has been proposed that active trigger
points are the sites of nociceptors and that
acupuncture at these sites is responsible for
producing analgesic effects within referral areas
(Kumazawa 1981; Kawakita 1993).
Given that the present subject only received
acupuncture for 2 days, but continued to show a
reduction in pain over a 2-month period, it
would be unwise to postulate that the analgesic
effect of the acupuncture sessions would carry
over a 2-month span. Therefore, it seems more
appropriate to attribute the positive outcome in
this case to the combined effect of acupuncture,
manual therapy and muscle re-education.

Conclusions and limitations
The present case report demonstrates that the
combination of acupuncture, manual therapy and
rehabilitation was effective in the management of
an elite athlete with MTSS. The aetiological
evidence for MTSS supports the theory that the
optimization of the subject’s biomechanics
through normalization of soleus muscle function
is responsible for the positive outcome in this
case. Further research is undoubtedly required to
identify the impact of acupuncture trigger point
release in normalizing muscles at the sarcomere
level. In addition, the role of soleus trigger points
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in MTSS deserves wider discussion and investigation.
This study used a range of outcome measures.
The subjective pain scale has been proven to be
effective in measuring pain in people over the
age of 7 years (von Baeyer et al. 2009). The
objective measures (i.e. range of movement and
strength scores) also add weight to the present
results. The major limitation is the fact that it is
an analysis of a single case. This kind of Level IV
evidence is useful for discussing the role of
treatment modalities, but it is often biased
towards successful outcome and, as such, caution must be exhibited in interpreting the results
(Daly et al. 2007). In the present case study,
acupuncture was used in combination with other
manual techniques, i.e. stretching and strengthening. Therefore, one cannot ascertain the independent influence of the acupuncture techniques
on the final outcome, but it is possible to discuss
the role of acupuncture as an element in the
management of MTSS in this case.
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Acupuncture in the management of phantom limb phenomena
J. Fulton
Physiotherapy Department, Royal National Orthopaedic Hospital, Stanmore, UK

Abstract
Phantom limb pain (PLP) is a common consequence of amputation. Its management within the
early post-operative phase is predominantly pharmacological. This case report describes a
one-off acupuncture intervention in a 38-year-old woman with PLP following a transpelvic
amputation as a result of sarcoma. The study illustrates the potential for acupuncture to be used
in the acute phase to influence PLP and sensation. The published literature in the field is
discussed, and the author attempts to explain the mechanism behind the successful acupuncture
intervention in this case.
Keywords: acupuncture, cancer, lower limb amputation, phantom limb phenomena.

Introduction
Year on year, there are between 4500 and
4700 lower-limb amputation referrals to limbfitting services in the UK. Of these amputations,
the majority happen to people over the age of 64
years as a result of dysvacularity with or without
diabetes mellitus. The majority of amputations
occur below the level of the knee. Amputations
as a result of cancer account for only 3% of the
total volume of referrals. Higher levels of amputation are exceedingly rare, with hip disarticulation and transpelvic amputations accounting for
less than 1% of all referrals to limb centres
(NASDAB 2007). One of the commonest
reported complications of amputation is phantom limb pain (PLP).
Phantom limb phenomena are defined as the
persistent sensory experience of an amputated or
deafferented body part, and can be divided into
two categories:
(1) sensation, which may have kinetic, kinaesthetic or cutaneous properties; or
Correspondence: Jennifer Fulton, Physiotherapy Department, Royal National Orthopaedic Hospital, Brockley
Hill, Stanmore HA7 4LP, UK (e-mail:
jennifer.fulton@rnoh.nhs.uk).
 2010 Acupuncture Association of Chartered Physiotherapists

(2) pain, where the sensations are unpleasant or
noxious.
These phenomena have fascinated people for
centuries. The first recorded evidence of this is
attributed to French military surgeon Ambroise
Paré, who wrote in 1552:
‘‘Truly, it is a thing wondrous, strange, and
prodigious which will scarce be credited, unless
by such as have seen with their own eyes and
heard with their own ears, the patients who
many months after cutting away the leg,
grievously complained that they yet felt
exceeding great pain of that leg so cut off.’’
(Keil 1990)
The prevalence of PLP is reported in the literature as ranging from 85% in the post-operative
phase (Jahangiri et al. 1994) to 31% one year or
more after amputation (Fisher & Hanspal 1998).
A review of the literature published in the past
30 years yields a small number of case reports on
the use of acupuncture in the management of
PLP (Monga & Jaksic 1981; Johnson et al. 1992;
Liaw et al. 1994; Bradbrook 2004). These interventions were usually performed at a stage when
all conventional pharmacological routes had
been exhausted. Although limited in scope and
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Figure 1. Magnetic resonance image showing a white
area indicating an undifferentiated round cell tumour of
the right ilium.

Figure 2. Radiograph showing a right transpelvic
amputation with the removal of the entire right
hemipelvis and the lower limb.

with a limited rationale, these studies still produced positive short-term results, but none
reported a long-term follow-up.

intended to evaluate the subject’s response in
order to plan surgical management. Because of
her poor response to the chemotherapy, limb
salvage was not a surgical option and the subject
consented to transpelvic amputation. Figure 2 is
a radiograph that shows a right transpelvic
amputation with the removal of the entire right
hemipelvis and the lower limb.
The subject’s past medical history was unremarkable with the exception of the removal of a
benign salivary duct tumour in 2002.
In terms of mood, she had a positive attitude
towards her cancer and amputation. In her own
words, the subject felt that ‘‘a switch had been
flicked in her body’’ when she came round from
the surgery because she knew that the cancer had
gone.
She lives in her own home with her husband
and 8-year-old daughter. The bedroom and the
bathroom are located on the upper storey the
house. The subject was not employed prior to
undergoing the amputation.

Case report
History
A 38-year-old woman presented to her general practitioner with an 18-month history of
increasing pain in her right hip. An initial referral
for an orthopaedic opinion led to a diagnosis of
trochanteric bursitis, and a treatment plan
involving steroid injections and analgesia was
implemented. When these failed to improve the
situation, a magnetic resonance imaging (MRI)
scan of the subject’s right hip was ordered. This
indicated a lesion of the pelvis, and she was
referred to the London Bone and Soft Tissue
Sarcoma Service, London, UK.
Routine MRI staging located a destructive
lesion arising from the right hemipelvis and
involving the acetabulum (Fig. 1). A histopathological biopsy guided by computed tomography
(CT) indentified an undifferentiated round cell
tumour. Further staging involving a bone scan
and chest CT showed no indication of metastatic
disease.
Initial oncological management involved four
cycles of neo-adjuvant chemotherapy, which was
90

Post-operative pain management
The use of an L2–3 epidural anaesthetic for
post-operative pain management provided a
good sensory block without affecting the motor
function of the remaining left leg. Once the
epidural was removed on day 4, crossover
 2010 Acupuncture Association of Chartered Physiotherapists

J. Fulton
Table 1. Subject’s descriptions of her phantom limb sensation
and pain: (NRS) Numerical Rating Scale
Phantom limb sensation

Phantom limb pain

Heaviness in the stump
Feeling that her missing leg
was dragging her down
Feeling that her missing leg
was sticking out behind her
The sensation made it
difficult for her to achieve
single-leg balance

Constant strong pins and
needles in the foot
(NRS=7/10)
Intermittent
electric-shock-like sensation
(NRS=9/10)

Table 2. Acupuncture points employed: (LI) Large Intestine;
(LV) Liver; (ST) Stomach; (SP) Spleen; and (N/A) not applicable
Acupuncture point

analgesia began (paracetamol 1 g four times a
day, tramadol 50–100 mg three times a day and
OxyNorm 5 mg mL–1 four times a day), and the
subject started to experience phantom limb sensation and PLP.
Further pharmacological management of
PLP began on day 7 post-operatively with the
introduction of gabapentin 300 mg three times a
day on an increasing dose.
Description of phantom phenomenon
Table 1 details the subject’s description of her
phantom limb.
Physiotherapy treatment and
management plan
Post-operative physiotherapy management focused on reassuring the subject and giving her
the confidence to re-establish her functional
independence. This meant ensuring that she
could care for herself, and that she would have
no difficulties getting in and out of bed, going
from sitting to standing from a variety of seat
heights, and achieving mobility independent of
her wheelchair (i.e. using elbow crutches).
Elbow crutches require excellent single-leg
balance, which meant that the subject had to
re-learn and re-train her balance mechanisms to
account for the loss of 20% of her body mass. In
order to ensure a successful return home and
access to her upstairs bedroom and bathroom,
she was taught how to ascend and descend stairs
using her crutches, and how to get on and off the
floor should she fall.
Balance retraining is not only required in
standing, but also in sitting because the loss of
the hemipelvis disrupts the weight-bearing
options on the right side of the body, and the
abdominal, gluteal and quadratus lumborum, and
 2010 Acupuncture Association of Chartered Physiotherapists

Side

1

2

3

4

Right
Left

LI4
LI4

N/A
LV3

N/A
ST36

N/A
SP6

pelvic floor muscles lose their insertions after
having been sutured to each other in order to
achieve surgical closure. The subject was taught
exercises to help her maintain lumbar spine/
pelvic mobility so as to ensure that the option of
prosthetic rehabilitation will be available in
future.
The success of the plan outlined above
depends on good pain management. The subject
was able to transfer from her bed to a wheelchair
with the epidural in situ from day 3 onwards.
Once the epidural was removed and she began
oral analgesia, the subject was able to attend the
physiotherapy gym. However, after two sessions
in the gym, she was unable to achieve single-leg
balance and so progress onto elbow crutches.
The subject felt that the reason for this was the
phantom limb sensation she was experiencing.
She reported that it was weighing her down and
that the phantom limb was sticking out behind
her, thus toppling her off balance, which meant
that it had kinetic and kinaesthetic properties.
The subject was also experiencing severe pain
in the phantom limb, with constant pins and
needles in the foot and intermittent electric
shock sensations through the limb. With her
consent, it was decided to try acupuncture to
assist with the management of the phantom
phenomena. The session took place on day 6
post-operatively.
Method
The subject was placed in a supported longsitting position at a 45 angle. Needles were
inserted at the chosen points and left in situ
for 20 min, during which these were stimulated twice. De Qi was experienced at each
acupuncture point.
Because of the uncommonly short length of
in-patient stay, only one session of acupuncture
was possible.
Table 2 lists the acupuncture points used.
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Clinical reasoning for acupuncture
The general condition of the subject was taken
into consideration when the decision to use
acupuncture was taken. Because of her four
cycles of chemotherapy, she could be described
as immunosuppressed, and the life-changing
events represented by cancer and amputation
meant that she had experienced high levels of
stress.
It was for these reasons that, although the
primary aim of the acupuncture treatment was
pain relief via an analgesic effect, both relaxation
and stimulation of the immune system in order
to achieve an anti-inflammatory response were
secondary considerations.
Large Intestine (LI) 4 was chosen in combination with Liver 3 since these points are commonly referred to as the ‘‘four gates’’ and are
known to have strong analgesic effect. Hecker
et al. (2004) described LI4 as the ‘‘most important analgetic point that affects the entire
body’’. These points are also known to induce
relaxation.
Spleen 6 is a cardinal point for the lower
abdomen (ALIED 2006). It was selected
because transpelvic amputation alters the
framework supporting this area.
Stomach (ST) 36 is a point that is often used
to treat leg pain. A trial conducted by Arranz
et al. (2007) involving a sample of women with
reduced immunity and anxiety suggested that
ST36 stimulates an autoimmune response by
improving the production of white blood cells.
This acupoint has also been reported to have a
harmonizing effect on the psyche (Hecker et al.
2004). Kavoussi & Ross (2007) put forward
evidence for the influence of ST36 on the vagus
nerve and its effect on the inflammatory
response. Stomach 36 was deemed appropriate
to use in a woman who had undergone chemotherapy and acute surgery, and was experiencing anxiety associated with life-threatening and
life-changing events.
Carlsson (2002) summarized the analgesic
effects of acupuncture in relation to whether
needles are inserted within the segment affected
by pain or extrasegmentally. Segmental application is based on the pain gate theory and involves
the release of enkephalins and dynorphins, but it
is purported to have only short-term effects,
which occur mainly during stimulation. The
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extrasegmental route may be based on a number
of pathways, particularly activation of the periaqueductal grey (PAG) and the descending pain
inhibitory system involving endorphins and serotonin, but this may only result in pain relief up
to 8 h. Carlsson (2002) also hypothesized that
the diffuse noxious inhibitory controls may be
involved in acupuncture analgesia, and that
activation of the hypothalamic–pituitary–
adrenal axis may result in increased levels of
-endorphins
and
adrenocorticotropic
hormone/cortisone in the bloodstream.
There is widespread agreement that De Qi
must be experienced during needling for acupuncture to be effective. The pricking sensation
of a needle being inserted is believed to be
brought about by the stimulation of A myelinated nociceptors in the skin, while the deeper
and more prolonged sensation of De Qi is
thought to be a result of the stimulation of
C-polymodal nociceptors and group IV unmyelinated muscle fibres. The effectiveness of points
such as ST36 and LI4 may be because these lie
within the muscle bellies of the tibialis anterior
and the first interosseous dorsalis muscle of the
hand. As such, these areas are relatively rich in
nerve fibres (Cheng 2009), thereby providing
greater afferent input to the central nervous
system and stimulating a stronger acupuncture
response.
Studies by K. J. Tracey (reported in Kavoussi
& Ross 2007, pp. 253–254) suggest that the
parasympathetic origin of the non-specific antiinflammatory actions of acupuncture is supported by the observation that vagus nerve
stimulation inhibited the inflammatory response
and suppressed the development of swelling in
murine models with acute inflammation and paw
swelling. This effect of stimulating a distant point
in the presence of inflammation could reduce at
a cellular level the considerable stump oedema
present after transpelvic amputation, and thus,
relieve pressure on the newly traumatized nerve
endings and muscle tissue, hence reducing pain.
Outcomes
With the needles in situ, the PLP that the subject
described as constant pins and needles disappeared (Numerical Rating Scale=0/10). This
effect was sustained for 3 h.
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Over the next 24 h, she was able to reduce the
amount of opioids she was taking.
Despite lying on a firm plinth, the subject felt
able to relax; she had previously been unable to
feel comfortable when lying on a pressurerelieving mattress.
Her feelings of heaviness and being weighed
down had disappeared on the day after the
acupuncture session, which allowed her to
achieve single-leg balance and progress her
mobility onto elbow crutches.
On her discharge from hospital, the subject
requested referral for acupuncture treatment for
her PLP.

Discussion
Over the centuries, various theories have been
proposed that have attempted to explain PLP,
and as discussed by Hill (1999), these have often
been related to the neurological, physiological or
psychological ideas of the day. As the understanding of pain mechanisms has evolved, it has
become clear that peripheral, spinal and cortical
aspects are involved in the make-up of PLP.
Palpating the cut end of a nerve in an amputee’s
residual limb can reproduce phantom limb sensation, and in some cases, excision of a distal
neuroma has relieved this phenomenon. Similarly, spinal sympathectomy has been successful
in abolishing PLP. Nevertheless, along with
advances in neuroanatomical imaging, it is
Melzack’s (1990) neuromatrix theory that provides the most convincing explanation for PLP.
Melzack (1990) proposed that there is a network of at least three neural circuits: (1) a
sensory pathway bringing information from the
periphery that travels through the thalamus to
the somatosensory cortex; (2) another pathway
that goes through the reticular formation to the
limbic system, which may explain the emotional
element to pain; and (3) a third circuit incorporating the parietal lobe and area that is significant in evaluating sensory signals and the
recognition of self (Hill 1999). The experience of
a phantom limb following amputation is evidence of a virtual body housed within the brain.
The information from the periphery is channelled in the spinothalamic tract to the sensory
homunculus, located within the parietal lobe.
The reason that a phantom has a stronger
 2010 Acupuncture Association of Chartered Physiotherapists

representation of the hand or foot rather than of
the knee or elbow is that these areas have the
largest surface area on the sensory cortex and
the greatest number of sensory nerve endings in
the actual body part, and as such, may be useful
areas of the body in which to apply acupuncture
needles for the relief of PLP.
Advances in neuroimaging have added to
Melzack’s (1990) neuromatrix theory by demonstrating that there are a number of brain areas
that are active in response to the sensation of
pain, a so-called ‘‘pain matrix’’ (Moseley 2003).
The areas of the brain that are most consistently
reported to respond to painful stimuli, as demonstrated using functional MRI (fMRI), are: the
anterior cingulate cortex, which is part of the
limbic system, along with the amygdala and
the hippocampus; the anterior insular cortex,
thalamus and hypothalamus; and the prefrontal
and posterior parietal cortices. Further important
areas are the PAG and the raphe nuclei, which
are both located in the brainstem, and both of
which may participate in endogenous opioidergic
and non-opioidergic antinociception (Dhond
et al. 2007).
Dhond et al. (2007) described acupuncture
fMRI studies suggesting that modulation of the
pain matrix is specific to acupuncture-specific
points compared to non-acupuncture points. For
instance, in a study by Napadow et al. (2005),
both manual and electroacupuncture at ST36
induced a fMRI signal decrease in the amygdala
and anterior hippocampus, but this decrease did
not occur with superficial tactile touch. While
studies have often reported varying results, it
may be that acupuncture points with increased
somatosensory innervation and a potentially
stronger De Qi response produce more sensory
brain activation, and induce a greater release of
neurochemicals and hormones to regulate the
body’s response to pain and inflammation.
Many cancer sufferers are willing to consider
using complementary and alternative medicines
(CAMs) as an adjunct to more conventional
medical or therapeutic care. A large panEuropean study reported an incidence of 35.9%
(range=14.8–73.1%, dependant on the type of
cancer) (Molassiotis et al. 2005). Within the
CAM field, acupuncture for cancer-related pain
relief is one area that is showing promising
results. The present subject was open to trying
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acupuncture and finding a non-pharmacological
solution to her PLP, and this positive attitude could have had some influence on the
results in view of the dramatic improvement in
her phantom limb sensation and PLP.

Conclusions and limitations
The limitation of the present study is that it
describes a one-off case and a single treatment
session. Therefore, no profound statements can
be made about the validity of the chosen points
for the treatment of phantom limb phenomena
or the rationale for the length of time for which
the needles were inserted. However, the treatment produced some interesting results, including the eradication of the painful phantom, albeit
temporarily, during the insertion and stimulation
of the needles, a response that has been reported
in other case studies. In terms of functional
outcome, the removal of her phantom limb from
an awkward position allowed the subject to
progress to elbow crutches, which allowed her
mobility at home and ensured a rapid discharge
from hospital. A further point for consideration
is that the drugs gabapentin and pregabalin are
only known to control pain, not sensation, when
prescribed for phantom limb phenomena, which
can be as functionally restricting as pain in the
post-operative and early rehabilitation phases.
However, the present case does add to a small
body of evidence that supports acupuncture as
another option in the management of PLP, and it
highlights the potential for a more rigorous and
controlled study of acupuncture intervention
for this phenomena, especially during the
post-operative period.
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CASE REPORT

Use of acupuncture for breathlessness related to chronic
obstructive pulmonary disease in palliative care
K. Knight
Weldmar Hospice Care Trust, Dorchester, UK

Abstract
A patient experiencing breathlessness as a result of advanced chronic obstructive pulmonary
disease was treated using a course of acupuncture and self-acupressure. In this single case study,
the treatment was found to be effective in reducing the sensation of breathlessness and in
improving well-being, as assessed by the Measure Yourself Concerns and Wellbeing questionnaire. It is not possible to draw generalized conclusions from a singe case study; however, the
potential physiological effects of acupuncture are discussed in relation to the mechanisms of
breathlessness. Recommendations for future research that could provide more focused
treatments for breathlessness are suggested.
Keywords: acupuncture, breathlessness, chronic obstructive pulmonary disease, palliative care.

Introduction
The present case report reviews a programme of
therapy using acupuncture and acupressure for
the treatment of breathlessness in a patient with
end-stage chronic obstructive pulmonary disease
(COPD). This condition is defined as a chronic
obstruction of the airflow that interferes with
normal breathing and is not fully reversible
(WHO 2010). Typical symptoms include shortness of breath, cough and sputum production.
Chronic obstructive pulmonary disease is caused
by chronic inflammation of and damage to the
airways and lung parenchyma as a result of
exposure to inhaled irritants, usually in the form
of tobacco smoke or because of occupational
exposure (NICE 2004). Current treatment for
COPD involves the use of inhaled therapy,
smoking cessation, management of exacerbations with antibiotics and steroids, and the use
of supplemental oxygen. Physiotherapy management includes pulmonary rehabilitation, breathing control and secretion clearance (NICE
2004). The present case report outlines a rationale for acupuncture as a treatment for shortness
Correspondence: Katherine Knight, Weldmar Hospice
Care Trust, Herringston Road, Dorchester DT1 2SL,
UK (e-mail: Katherineknight@btinternet.com).
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of breath, describes the use of this treatment,
and discusses the outcomes and evidence base
for the use of acupuncture in breathlessness.

Case report
Subjective assessment
The present subject was a 74-year-old man with
a diagnosis of COPD. His forced expiratory
volume in one second (FEV1 ) was 27%, meaning that he suffered from the severe category of
the disease according to the National Institute
for Health and Clinical Excellence (NICE)
guidelines (NICE 2004). He used a home oxygen
system that supplied 2–3 L min–1 of oxygen 24 h
a day, on which his oxygen saturation (SaO2 )
was 94%. Because of the advanced nature of his
disease, the subject was under the management
of a respiratory consultant, a community respiratory nurse specialist and a hospice palliative care
team.
This subject had no past medical history of
note, but took an extensive variety of medications, predominantly for the management of his
airway constriction, anxiety and depression.
He lived with his wife, who acted as an
informal carer. She was able to provide meals,
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which was important since individuals with
COPD often have difficulty maintaining
adequate nutrition for health (Brug et al. 2004).
The couple lived in a council-owned house,
which had been adapted with a stairlift and a
downstairs bathroom. This had enabled the subject to remain at home despite his breathlessness.
Because of his breathing problems, the subject
was dependent on his wife to help him wash.
This situation provides an illustration of how
breathlessness impacts on many domains of a
person’s life, including relationships, self-worth
and role within the family, as well as affecting
the individual’s family. All of these aspects must
be considered when planning treatment for a
patient with COPD.
Previous treatment and outcomes
Treatment for the subject’s breathlessness had
been medically biased up to this point, involving
the use of bronchodilators and steroids to manage airway obstruction and inflammation. Medication had also been used to manage the
concurrent anxiety and depression associated
with the disease. He had previously declined
physiotherapy input.
Objective assessment and outcome
measures
Prior to the first acupuncture treatment, the
subject rated his breathing as 3/10 at rest and
8/10 on exertion on a numerical rating scale. He
was able to talk in short sentences on 2 L min–1
of O2 with a resting respiratory rate of 28 breaths
per minute. He had an Medical Research Council
chronic dyspnoea scale score of 5, the most
severe category, indicating that he was breathless
when dressing or unable to leave the house. The
subject could walk a maximum of 10 m on
3 L min–1 of O2. He identified his goal as being
able to walk outdoors. The Measure Yourself
Concerns and Wellbeing (MYCaW) questionnaire was used to measure the impact of breathlessness on his quality of life. The subject
reported his main problem as breathing, which
he rated 5 out of 6 (a high score indicates worse
symptoms). Well-being was also rated 5 out of 6.
On observation, the subject demonstrated
marked accessory muscle use.
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Treatment plan and rationale
The proposed treatment consisted of six weekly
sessions of acupuncture with self-acupressure
between treatment sessions. The frequency of
the sessions was dictated by the subject’s weekly
attendance at the day centre in which the treatment was to take place.
Treatment
Breathlessness is the most common and distressing symptom experienced by people with longterm respiratory disease (Bausewein et al. 2007).
Chronic obstructive pulmonary disease has a
high prevalence and accounted for over 27 000
deaths in the UK in 2004 (Burney & Jarvis
2006).
The exact physiological mechanisms that cause
breathlessness are many and varied (Beach &
Schwartzstein 2006). Dudgeon et al. (2001) found
that subjects with end-stage respiratory disease
had an average of five different physiological
problems that contributed to breathlessness.
Therefore, it is difficult to identify the specific
processes that will be altered by acupuncture.
However, Dierssen et al. (1989) suggested that the
release of endorphins and met-enkephalin
induced by acupuncture may alter breathing
patterns. Weil et al. (1975) showed that opioid
medication blunted the brainstem response to
CO2 levels. It may be the case that the endogenous opioid release caused by acupuncture reduces
breathlessness by reducing the response to the
elevated CO2 levels associated with lung disease.
Andersson & Lundenberg (1995) suggested that
acupuncture may have a segmental blockade
effect, blocking the thoracic afferents associated
with the unpleasant sensations of breathlessness.
Rationale for selection of acupuncture
points
The treatments were carried out weekly over a
6-week period. Full details of the sessions,
including point selections, are given in Table 1.
The Conception Vessel (CV) 20 (Huagai) and
CV21 (Xuanji) acupuncture points were chosen
because these most closely replicated the points
that were reported to be effective for the relief of
breathlessness by both Filshie et al. (1996) and
Wu et al. (2007). In traditional Chinese medicine
(TCM), these points are believed to regulate
 2010 Acupuncture Association of Chartered Physiotherapists
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Table 1. Treatment regime: (CV) Conception Vessel; (LI) Large Intestine; and (SP) Spleen*

Session Point selection

Depth of
needling

Needle
stimulation

Total
Duration
number
of
of needles needling Response

1

CV20 (Huagai)
CV21 (Xuanji)
Vaccaria seed at CV21 following needling

5 mm
5 mm

Nil
Nil

2

15 min

Reduced accessory muscle use,
relaxed shoulder girdle

2

CV20 (Huagai)
CV21 (Xuanji)
Vaccaria seed at CV21 following needling

5 mm
5 mm

Nil
Nil

2

15 min

Subject reported reduced
shortness of breath and
increased well-being after
treatment

3

CV20 (Huagai)
CV21 (Xuanji)
LI4 (Hegu) (bilateral)
Vaccaria seed at CV21 following needling

5 mm
5 mm
0.5 cun

Nil
4
Nil
Manual  1

20 min

De Qi elicited at LI4

4

CV20 (Huagai)
CV21 (Xuanji)
LI4 (Hegu) (bilateral)
SP6 (San Yin Jiao) (bilateral)
Vaccaria seed at CV21 following needling

5 mm
5 mm
0.5 cun
1 cun

Nil
6
Nil
Manual  1
Manual  1

20 min

De Qi elicited at LI4 and SP6

5

CV20 (Huagai)
CV21 (Xuanji)
LI4 (Hegu) (bilateral)
SP6 (San Yin Jiao) (bilateral)
Vaccaria seed at CV21 following needling

5 mm
5 mm
0.5 cun
1 cun

Nil
6
Nil
Manual  2
Manual  2

20 min

De Qi elicited at LI4 and SP6

6

CV20 (Huagai)
CV21 (Xuanji)
LI4 (Hegu) (bilateral)
SP6 (San Yin Jiao) (bilateral)
Vaccaria seed at CV21 following needling

5 mm
5 mm
0.5 cun
1 cun

Nil
6
Nil
Manual  2
Manual  2

20 min

De Qi elicited at LI4 and SP6

Trigger point acupuncture (sternocleidomastoid) Superficial

30 s

*Treatment sessions were carried out weekly. All needling was performed using SEIRIN J-Type needles, size No. 1 (0.16)  30 mm (SEIRIN-America,
Weymouth, MA, USA).

Lung Qi and reduce airway resistance (Hecker
et al. 2008). Large Intestine (LI) 4 (Hegu) was
chosen because it is a powerful point for relaxation and dispersing Lung Qi in TCM, and was
used successfully in combination with sternal
points by Filshie et al. (1996). Wu et al. (2007)
used the point Lung (LU) 10 (Fish Border).
Because of the proximity of LU10 point to LI4,
it was hypothesized that needling of latter,
approached from the palmar rather than dorsal
aspect, should produce a similar effect.
Breathlessness is a frightening symptom and
the multifactorial problems associated with it can
lead to individuals experiencing a loss of control.
It was hoped that the provision of a vaccaria
seed that the subject could use for selfacupressure between treatment sessions would
empower him through self-management. The
efficacy of acupressure for breathlessness has
been demonstrated by Wu et al. (2007).
 2010 Acupuncture Association of Chartered Physiotherapists

Adverse events
No adverse reactions to the treatments were
reported or observed. During the 6-week treatment course, the subject experienced an infective
exacerbation of his condition that required antibiotics and steroid treatment. This is consistent
with the nature of COPD and it is unlikely to
have been caused by the acupuncture he underwent.
Because of the frail nature of patients with
advanced disease, it was decided that an acupressure seed rather than an indwelling needle should
be used in order to reduce the risk of infection.
Outcomes
During the treatment sessions, the subject was
noted to relax significantly, and his respiratory
rate reduced from 36 to 8 breaths per minute
during one treatment session.
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His numerical rating of shortness of breath on
exertion improved from 8/10 to 6/10. Breathing
improved from 5/6 to 3/6 on the MYCaW, as
did well-being, following the 6-week course of
acupuncture.
The subject reported that he ‘‘felt better’’
during and following the treatment sessions. It
was difficult to determine how long his improvement was sustained following the session, but he
felt that having the acupressure seed for use
between treatments was beneficial. The subject
reported that, overall, he was satisfied with the
treatment, would continue with acupuncture if it
was available and would recommend it to other
patients with COPD.
Following the course of acupuncture, the subject felt ready to try to achieve his goal of
outdoor walking with the physiotherapist.

Discussion
The present case report describes improvements
in the subjective experience of breathlessness
following a course of six weekly acupuncture
treatments and self-acupressure, as rated by the
subject using a numerical rating scale, and the
MYCaW domains relating to breathing and wellbeing. He reported that his experience of treatment with acupuncture had been good and no
adverse effects were noted.
It is difficult to attribute the observed effects
to the acupuncture treatment for a number of
reasons. The disease process of COPD is characterized by a succession of exacerbations
(NICE 2004), and therefore, it is hard to evaluate the effectiveness of a treatment modality
against the backdrop of a variable and deteriorating disease. The treatment of COPD is multifactorial, and as such, the effect of one
intervention is difficult to distinguish from that
of the whole package of medical and nonpharmacological interventions provided for this
subject. It is also hard to determine whether the
effects of the treatment were a result of the
acupuncture itself or whether the psychological
factors associated with regular therapist contact
contributed to the improvement. In this case,
during the treatment sessions, a therapeutic relationship was established with the subject, who
had previously declined any physiotherapy input.
Over the course of the treatment, the subject
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entered into discussions about his condition, the
anxieties this caused himself and his wife, and his
concerns about approaching the end of his life.
It is reasonable to suppose that the opportunity
to enter into these discussions would have a
psychological effect. These discussions also provided the physiotherapist with the opportunity
to introduce the subject to other nonpharmacological strategies for the management
of breathlessness, and these could also have
contributed to the observed improvement.
Whilst making it more difficult to attribute any
effects to the acupuncture sessions, this opportunity to engage with the subject and introduce
other techniques could be seen as a benefit of
this treatment.
The outcome measures were subjective and
did not include formal indicators of lung function (e.g. SaO2, FEV1 or partial pressure of O2 in
the blood). This was a result of the intention that
the treatment should be focused on improving
the subject’s experience of breathlessness, rather
than attempting to alter the disease process.
There is no evidence that acupuncture can alter
the progress of COPD and it would be unreasonable to raise a patient’s expectations about
this outcome. Wu et al. (2007) reported an
improvement in SaO2 following treatment with
acupressure. This could be attributed to an
improvement in breathing patterns caused by
relaxation secondary to the acupuncture treatment and does not necessarily indicate a change
in lung function.
The points used, i.e. CV20, CV21, LI4 and
Spleen 6 (San Yin Jiao), are not the only ones
that are believed to be effective for breathlessness. Urinary Bladder (UB) 13 (Lung Transport),
UB23 (Kidney Transport), Governor Vessel 14
(Great Hammer) and Auricular Point 60
(Dyspnoea Point) are all considered to be helpful
as well (Wu et al. 2007; Hecker et al. 2008). The
points used were chosen for their accessibility
when the subject was in a supported in a
half-lying position since he was unable to tolerate
prone or supine lying because of breathlessness.
The number of points needled was kept low (a
maximum of six needles was built up to over
four treatment sessions) as a result of the general
frailty of the subject and the desire to check his
response to needling before increasing the treatment dose.
 2010 Acupuncture Association of Chartered Physiotherapists
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The mechanism for the effect of acupuncture
on breathlessness is not fully understood. There
is evidence that needling stimulates the release
of endogenous opioids (Han & Terenius 1982).
The use of opioid medications, such as morphine, is advocated in the NICE guidelines
(NICE 2004) for the management of end-stage
COPD, although caution is advised because of
the potential for hypercapnia. It is reasonable to
suggest that acupuncture-induced endogenous
opioid release may be effective in the same way
as oral opioid medication. It would be interesting
to compare the effects of acupuncture with oral
opioid medication on breathlessness.
Anderson & Lundenberg (1995) argued that a
reduction in the sensation of breathlessness by
acupuncture may be caused by the segmental
blockage of ascending thoracic afferent nerve
impulses. Booth & Dudgeon (2006) suggested
that one of the mechanisms for breathlessness in
COPD is an afferent–efferent mismatch between
mechanoreceptors in the thorax and the oxygenprocessing requirement of the central nervous
system (CNS). In other words, the CNS recognizes a level of oxygen demand, but the mechanoreceptors in the thorax register that the
respiratory muscles are working harder than
should be necessary. This is interpreted by the
brain as, ‘‘I am working hard to breathe, but I am
not exerting myself,’’ which is experienced as an
unpleasant sensation of breathlessness. Since
part of this mismatch involves the afferent nerve
signals from the mechanoreceptors in the thorax,
it may be possible to block these signals and
correct the brain’s interpretation of the disparity,
leading to a reduction in the perception of breathlessness. This efferent–afferent mismatch may be
particularly relevant when the cause of the breathlessness is hyperinflation, such as in cases of
emphysema. This could indicate that different
causes of breathlessness may respond better to the
selection of different acupuncture points. Matching point selection to the underlying physiological
cause of breathlessness in this way could provide
a more-focused approach to treatment and has
the potential to improve patient outcomes.

Conclusion
An improvement in the present subject’s breathlessness was seen following a 6-week course of
 2010 Acupuncture Association of Chartered Physiotherapists

treatment with acupuncture and self-acupressure.
Since there were no adverse effects from the
treatment and a reduction in breathlessness
was achieved, this lends support to making
acupuncture/acupressure available to this patient
group. The present case report highlights the
need for further research into the efficacy of
acupuncture for the management of breathlessness in COPD. It also highlights some additional
research questions; for example, whether the use
of acupuncture to stimulate endogenous opioid
release could help patients reduce their requirements for opioid medication, and whether targeting the treatment at a specific mechanism of
breathlessness could lead to more-focused treatments and improved patient outcomes.
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Introduction
Conferences are often a good showcase for the
life and vigour of an organization, and alongside
the headline acts, there is usually a plentiful
supply of work in progress. We have gathered
together some of the poster abstracts on display
at this year’s AACP Conference to give you an
indication of what interests our colleagues and
where their curiosity leads. Some of these studies
may well be published in future editions of the
Journal, but even if this does not happen, I am
sure that the authors would welcome correspondence and contributions (including financial
ones!). We shall also be happy to publish relevant abstracts posted at similar conferences in
future.
John Wheeler
Clinical Editor

Acupuncture treatment of a
patient with phantom limb pain:
a case study
Background
Acupuncture treatment has been described in the
literature as an effective way of treating phantom
limb pain (PLP). The most common approach is
to use acupoints on the corresponding meridians
in the intact limb (Monga & Jaksic 1981; Liaw
et al. 1996; Bradbrook 2004; Hopwood 2004;
O’Neill et al. 2008–2009). This case study
describes the treatment of a patient for whom
this approach was not possible because of an
open wound on his intact limb. The aim of the
study was to describe a case in which moregeneral pain acupoints were used to treat PLP.
The subject was a 73-year-old man with diabetes.
He was a right transtibial amputee who had had
PLP since his operation in April 2008.
Methods
The following Visual Analogue Scale (VAS)
measurements of PLP (pain 1, P1; pain 2, P2)
were taken at the initial assessment: (P1) front of
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toes (especially the fourth and fifth), sharp, short
duration (VAS=6); and (P2) posterior ankle,
dull, long duration (VAS=5). Treatments 1 and
2 involved bilateral needling of Large Intestine
(LI) 4 (Hegu) for 20 min, and treatments 3–5
consisted of bilateral needling of LI4 and Lung 7
(Lieque) for 30 min.
Results
Following five acupuncture treatments, the subject reported no further incidences of PLP
(VAS=0 for P1 and P2). He was successfully
weaning himself off his analgesia. No further
acupuncture treatment was deemed necessary at
session 6.
Conclusion/clinical relevance
A different approach to the treatment of PLP
with acupuncture was used successfully in this
case. Since many amputees have problems with
their contralateral limb, the clinical implication of
this study is that alternative points may be useful
in the treatment of similar cases. Larger studies
into the use of acupuncture to treat PLP
are needed to determine if these effects are
long-lasting.
Acknowledgement
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An exploration of the experience
of ear acupuncture by clients
who are currently attending
statutory National Health Service
drug and alcohol services
Background
This study enables the clinician to see beyond the
influence of ear acupuncture within the realm of
substance misuse to its function as an enabler
of biopsychosocial interaction within a multidisciplinary team. The authors explore the
personal meaning and experience of ear acupuncture from the perspectives of clients, and in
the context of their substance dependency,
whilst attending National Health Service (NHS)
drug and alcohol services.
Methods
This was a qualitative, pragmatic study with a
phenomenological approach. A purposeful
sample of 10 subjects participated in semistructured interviews conducted within 24 h of
an ear acupuncture session delivered in relation
to substance dependency in a pragmatic setting.
The sample were recruited from three NHS sites:
an inpatient detoxification ward; an alcohol
dependency day unit; and a drug dependency day
unit. Data from the audio recordings were transcribed verbatim. A systematic thematic analysis
ensured that the subject’s meaning guided the
process of analysis.
104

Results
The following themes were identified: (1) the
individual and shared acupuncture journey
experience; (2) the personal meanings of acupuncture; (3) the impact of acupuncture on
dependency; and (4) the overall level of satisfaction. Other important areas included: the multifaceted nature of the relaxation response;
difficulties in describing the personal meaning of
acupuncture (Gould & MacPherson 2001); the
uniqueness of each individual’s acupuncture
experience (Paterson & Britten 2008); and the
holistic and diverse outcomes valued by the
subjects (Ho & Bylund 2008). Facilitators and
barriers that may potentially influence attendance
at the first and subsequent sessions were also
identified.
Conclusion/clinical relevance
This study provides support for previous qualitative acupuncture studies in the experience of
whole-person/well-being effects, which are characterized by diverse and powerful descriptions of
relaxation and altered body awareness similar to
those of meditation. The repeatable, nondirective, non-verbal, ritualistic nature of the
session was sufficiently comparable with substance misuse to act as a positive replacement.
The positive effects of acupuncture provided
strong internal cues, facilitating individualized
responses (Stibich & Wissow 2006). The participants interpreted these responses according to
their own cultural and personal narratives
(Shroer 2006). These new personal resources
and insights were enhanced and embedded in
NHS support services, providing life-skills
(Orford et al. 2006).
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Acupuncture for patients
experiencing hot flushes
associated with anti-cancer
therapy
Background
Since 2006, Pontefract General Infirmary,
Pontefract, UK, has offered acupuncture to
patients who develop hot flushes associated with
anti-cancer therapy. The service has the backing
of the consultants involved, but there is very
little relevant literature to support this treatment
(Towlerton et al. 1999, cited in Back 2001; Filshie
et al. 2005; Nedstrand et al. 2006). Therefore,
service evaluation via outcome audit is needed. A
set of data collected using a tool developed
during the previous phase of the audit formed
the basis of the present assessement. The data
were derived from a 10-cm Visual Analogue
Scale (VAS) relating to the subjective impact on
daily quality of life and a diary recording the
number of episodes of flushes per day. These
were completed by the subjects in the week
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before treatment, on discharge and one month
after discharge. The aims of this study were: to
determine whether rates of hot flushes are
improved after treatment; to identify whether the
data collected provide sufficient information to
inform practice; and to ascertain the patients’
subjective views on the effectiveness of the
treatment.
Methods
All patients treated between 1 January and
31 August 2008 were included in the sample.
Data were collected by the auditor and the
analysis was performed using Microsoft Excel/
Access computer software.
Results
Nineteen patients were included in the audit, but
some datasets were incomplete. Fifteen subjects
had less hot flushes one week after acupuncture
and 10 still had less at the one-month follow-up.
Pre- and post-acupuncture VAS scores were
available for 15 out of the 19 subjects. There was
an improvement in all 15 individuals and the
mean difference was 4.6/10. The data collection
tool appears to be effective at gathering relevant
clinical data.
Conclusion/clinical relevance
The data collection tool was permanently
adopted in normal clinical practice to measure
outcomes. Recommendations were made to
introduce acupuncture treatment in other sites
and repeat the audit in 2010.
Kyriakos Antonakos
Pontefract General Infirmary
Mid Yorkshire Hospitals NHS Trust
Pontefract
UK
E-mail: kyriakos.antonakos@midyorks.nhs.uk
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Getting to the point: a survey of
acupuncture point location
methods used by chartered
physiotherapists
Background
Accurate point location is a cornerstone of good
acupuncture practice. A literature review examining the accuracy of current point location
methods showed that errors occurred because of
either the inherent inadequacies of traditional
methods or anthropometric changes in populations. Point location inaccuracies could impact
on the efficacy of treatment, which would profoundly influence acupuncture research. Physiotherapists contributed to a recent clinical study
of acupuncture efficacy, but no published
account of the point location methods used
could be found. A heavy reliance on flawed
point location methods could have influenced
the study results. The aim of the present
study was to gain an insight into how British
physiotherapists locate acupuncture points.
Methods
An online questionnaire was distributed to a
random sample of 660 AACP-accredited physiotherapists. Both a descriptive and a statistical
analysis were performed.
Results
One hundred and forty responses were received
(response rate=21.2%). The most popular point
location method was the directional method
(62%); 32% preferred palpation and 7%
favoured the proportional method. Point location preference reflected the emphasis placed on
each method by accreditation-level courses. The
respondents felt confident in their point location
ability, although they agreed that there were
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some areas of the body where they were less
certain. They did not think that the clinical
effectiveness of their treatment was limited by
their point location abilities. The measured ratio
of 1:3 cun measurements showed a statistically
significant difference, replicating the findings of
Coyle (2000).
Conclusion/clinical relevance
Physiotherapists show a preference for using a
point location method that has been shown to be
inaccurate and favour the point location method
they were first taught. There may be a case for
developing a ‘‘gold standard’’ within point
location to ensure that the most accurate and
appropriate methods are taught.
Merian Denning
Water Lane Clinic Wilmslow Cheshire
UK
E-mail: galloise39@googlemail.com
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Physiotherapists’ experiences
and attitudes towards the use of
acupuncture as a treatment
modality
Background
Interest in acupuncture and its use among the
public and professionals has increased over the
past decade. The technique offers an alternative
to conventional medicine, which relies on drugs
and/or surgery. Physiotherapy has always been
recognized as a form of treatment that can
reduce dependency on medication. Acupuncture
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is complementary to physiotherapy training by
virtue of its holistic approach and an increasing
number of physiotherapists are employing
needling to treat their patients. Out of 47 000
members of Chartered Society of Physiotherapy,
4800 are members of the Acupuncture Association of Chartered Physiotherapists, and 70% of
the latter work in the National Health Service
(NHS). The main objective of this study was
to explore physiotherapists’ attitudes towards
and experiences of using acupuncture, and the
factors that influence their attitude towards
employing this form of treatment.
Methods
A postal questionnaire survey design was used. A
robust questionnaire was developed following
discussions with peer consultants. The respondents were all NHS physiotherapists working
in four acute and primary care trusts in the
Hounslow and Hillingdon Local Research Ethics
Committee catchment area: Hillingdon Primary
Care Trust, West Drayton, Middlesex, UK;
Hillingdon Hospital, Uxbridge, Middlesex, UK;
Hounslow Primary Care Trust, Hounslow,
Middlesex, UK; and West Middlesex Hospital,
Islesworth, Middlesex, UK. One hundred and
one questionnaires were distributed. A response
rate of 77.2% was achieved after follow-up.
Results
In general, physiotherapists hold positive attitudes towards acupuncture. Analysis of the
results showed that 92% of respondents considered acupuncture to be a useful treatment modality, and 71% of respondents either treat or
recommend patients for treatment with acupuncture. A statistically significant difference was
found between physiotherapists’ opinions and
their experiences of acupuncture.
Conclusion/clinical relevance
Physiotherapists’ attitudes towards the use of
acupuncture were mainly positive. The results
demonstrated a steady change in physiotherapists’ attitudes when these were compared
with their year of qualification. The research also
identified differences in physiotherapists’ attitudes towards the use of acupuncture in relation
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to their age and gender, and the level of their
training in acupuncture. Further research into
these different aspects could render value.
Acknowledgement
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Acupuncture for cancer-induced
bone pain
Background
Bone metastases in cancer are usually associated
with severe pain, which results in impaired function and a decreased quality of life. Approximately 50% of patients with bone metastases will
suffer pain and this has been reported as being
the most common cause of cancer-related pain
(Mercadante 1997). The drugs used to control
this pain can also have unpleasant side-effects. A
systematic review of acupuncture for cancer pain
(Lee et al. 2005) found only one high-quality
randomized controlled trial (RCT) of ear acupuncture (Alimi et al. 2003), which reported
statistically significant pain relief compared with
placebo. No studies considered cancer-induced
bone pain (CIBP) specifically. The literature also
contains few well-controlled studies addressing
the fundamental questions about acupuncture
technique, dosage and needling points (White
et al. 2001; Johnson 2006). To address these
issues, the following programme of research is
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being carried out: a pilot study (n=10) investigating the tolerability, acceptability and safety of
acupuncture in CIBP, which was recruiting at the
time of writing and closes in April 2010; a
Cochrane review of acupuncture for cancer pain,
with a subgroup analysis of bone pain; and a
feasibility trial (n=40), which has received ethical
and research-and-development approval (recruitment begins during 2010). The main aims of this
programme of research are: to investigate how
patients with CIBP tolerate acupuncture; to
determine the suitability of a non-penetrative
sham needle as a comparator; to investigate
blinding the subject to the intervention; to assess
the most appropriate outcome measure; and to
determine an appropriate sample size. The objective is to inform the design of a large, phase III
RCT.
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Methods
The pilot is a small (n=10), uncontrolled study.
The feasibility trial is a single-blind, controlled,
parallel-groups study (n=40).

Background
Clinicians claim that myofascial trigger points
(MTPs) are a primary cause of pain following
whiplash injury (Gerwin & Dommerholt 1998)
and that pain from MTPs can be treated effectively with acupuncture (Simons et al. 1999), but
evidence to support these assertions is lacking
(Tough et al. 2009a). Exploring the prevalence
and treatment of MTPs in the population suffering from whiplash injuries appears to be potentially important, especially because the annual
cost of whiplash to the UK economy is estimated to be £3.1 billion (Galasko et al. 2002).
The aim of this study was to test the feasibility of
a phase III randomized controlled trial (RCT)
addressing the following research question: Does
standardized physiotherapy plus acupuncture
needling of MTPs reduce the symptoms associated with a recent whiplash injury compared with
standardized physiotherapy and sham needling
of MTPs? The intention was to identify whether
or not acupuncture needling of MTPs has a
specific pain-relieving effect.

Results
No results were available at the time of writing.
Conclusion/clinical relevance
This research will add to the evidence base that
underpins clinical practice. No other RCTs of
acupuncture for CIBP have been identified, but
acupuncture potentially represents a safe and
cost-effective means of analgesia for terminally ill
patients.
C. A. Paley & M. I. Johnson
Leeds Metropolitan University
Leeds
UK
E-mail: biodynamics.physiotherapy@tesco.net
M. I. Bennett
Lancaster University
Lancaster
UK
G. Phillips
Leeds Metropolitan University
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Myofascial trigger point needling
for whiplash-associated pain: a
preliminary feasibility study

Methods
Forty-one patients with a whiplash injury
(duration: 2–16 weeks) who were referred for
physiotherapy were randomized to receive up to
six sessions of standardized physiotherapy plus
either acupuncture or sham acupuncture (Tough
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et al. 2009b). The RCT was judged to be feasible
if the majority of eligible subjects (1) were willing
to participate and (2) had clinically identifiable
MTPs, (3)>75% provided completed selfassessment data, (4) no serious adverse events
were reported, and (5)<20% dropped out.
Results
Seventy per cent (41/59) of the eligible subjects
volunteered to participate: all had clinically identified MTPs; all provided completed selfassessment data; no serious adverse events were
reported; and 17% dropped out. By the end of
treatment, significantly more subjects in the acupuncture group had stopped taking analgesic
medication (P=0.04). There were consistent
trends towards greater improvement in all painrelated outcomes in the acupuncture group compared with the sham acupuncture group,
suggesting a treatment effect that warrants further investigation.
Conclusion/clinical relevance
A phase III RCT is both feasible and clinically
relevant. This study is currently being planned.
Further research will inclide an RCT testing the
clinical efficacy and cost-effectiveness of adding
acupuncture to the physiotherapy management
of whiplash is also planned.
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AACP Annual Conference, 14–16 May 2010: Synergy in Practice

Introduction
This year’s Conference, entitled ‘‘Synergy in
Practice’’, was held once again at the Robinson
Executive Centre, Wyboston, Bedfordshire. Synergy is defined as ‘‘the interaction of two or more
agents or forces so that their combined effect is
greater than the sum of their individual effects’’,
and this topic was chosen because we intended
to showcase some non-acupuncture techniques
and ideas that can supplement the effect of
acupuncture treatment.
Our first speaker was Professor Elisabet
Stener-Victorin. She is a physiotherapist and
eminent acupuncture researcher who lives and
works in Göteborg, Sweden. We were very
privileged to have Elisabet open the conference
with a fascinating talk about the current status of
acupuncture research, including her own unique
work into polycystic ovary syndrome. The
remainder of Friday afternoon was dedicated to
showcasing how acupuncture is used alongside
other therapies in the management of elite
sportsmen and women. Our speakers were all
AACP members who practise chiefly in the field
of sports injuries and who have found acupuncture to be an invaluable part of their clinical
toolbox. Acupuncture is clearly a very useful
modality in this field, and it was interesting to
see how and when it was most useful and to
understand the therapists reasoning for using it.
The Annual General Meeting (AGM) then
took place. This followed the usual format and
proceeded with minimum commotion. Many
delegates retired to use the leisure facilities or
stretch their legs!
Saturday was launched by Stefan Chmelik, who
is a London-based acupuncturist. Stefan discussed
painful obstruction syndrome from the perspective of traditional Chinese medicine (TCM). This
was followed by Dr Chris McCarthy, a specialist
physiotherapist for St Mary’s Hospital, London.
Chris spoke about low back pain (LBP), focusing
on its classification, and how we can reasonably
predict how our patients will respond to treatment
by ‘‘thin slicing’’ our examination. This approach
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also enables us to predict which patients may
derive the most benefit from our interventions. In
light of the National Institute for Health and
Clinical Excellence (NICE) guidelines for the
management of sub-acute LBP, this presentation
provided much food for thought.
Following a rather cramped coffee break that
saw many delegates engaging with trade representatives (Figs 1 & 2), it was on to our keynote
speaker, Lynley Bradnam (Fig. 3), who had come
all the way from New Zealand, where she is
currently completing her doctoral research.
Lynley is well known to many of us as a leading
voice in the efforts to provide a clear template
that will enable us to apply clinical reasoning in
our acupuncture practice. She did not disappoint,
and her logical presentation, which used her
trademark ‘‘layering’’ method, was both inspiring
and thought-provoking.

Figure 1. Delegates engage with trade representatives.

Figure 2. More delegates at the trade stands.
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Figure 5. Another full house.

Figure 3. Lynley Bradnam.

Figure 4. Delegates taking notes during a presentation.

Lunch was squeezed in between more mingling with trade representatives, reading posters,
and meetings with friends and colleagues.
This year was the first attempt to display
posters at our conference. We were delighted to
accept seven for display. The abstracts can be
found on pages 103–109.
After lunch, the delegates split into two groups
to attend workshops that were intended to reflect
the theme of the conference (Figs 4 & 5). James
Earles talked with characteristic Irish charm and
wit about myofascial meridians, and the role of
fascia in normal movement patterns and structural
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balance. James works with Thomas Myers, who
has developed the ‘‘anatomy trains’’ concept, and
he was able to show us slides of fascial dissection
that explain how profound the role of the fascia is
in a normal healthy person.
The other workshop was run by Martin
Powell, an acupuncturist who has developed
skills in neuromuscular taping. This taping technique can complement acupuncture in the treatment of musculoskeletal disorders. The session
stimulated much discussion. We all left this
workshop sporting bright pink and blue taped
knees, shoulders or backs!
Following a quick cup of tea, we then returned
for the final session of the day. This saw two
presentations of current doctoral research
projects: Carole Paley presented her work to date
on the use of acupuncture to treat cancer-induced
bone pain while Berj Kishmishian discussed his
research into the use of acupuncture and eccentric exercise for Achilles tendinopathy. Meanwhile, Mindy Cairns discussed appraising the
evidence put forward in current research (Fig. 6).
By the end of the day, we were all exhausted
and very ready to retire to the bar, where we
could unwind before enjoying the Conference
dinner!
Sunday saw some newcomers to Conference,
and once again, the number of delegates was
impressive. Our first two presentations were
by colleagues from the British Acupuncture
Council. Charlotte Stone and Tom Kennedy are
both acupuncturists who have embraced the
concept of multi-bed acupuncture clinics. This
model enables people to have acupuncture treatment in a communal setting at reduced cost, and
although it does not sound very alien to physiotherapists like ourselves who are used to group
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Figure 7. Rosey Grandage.

Figure 6. Dr Mindy Cairns.

therapy sessions, it is a radical departure from the
normal setting in which acupuncture is delivered.
Both speakers set out the pros and cons of this
approach, and remained very optimistic that this
is both a very workable and sensible way to
provide access to acupuncture treatment.
The following session was given by Lynley
Bradnam. For her second talk, she discussed
some of her own research into how acupuncture
can change the excitability of the motor cortex.
Lynley’s elegant scientific experiments clearly
illustrated how acupuncture can integrate with
neuroscience: by needling appropriate muscles
and stimulating with electroacupuncture, the
sensitivity of a specific area of motor cortex can
be altered, thus aiding rehabilitation.
Following another busy lunch break with lastminute opportunities to stock up on essential
acupuncture supplies, we headed towards the
final two workshops. Rosey Grandage is a
physiotherapist who has trained extensively in
TCM in China and teaches tui na (Fig. 7). Her
fascinating tales of learning this traditional form
of massage were captivating. She demonstrated
her tui na skills on an unsuspecting member of
the audience, and illustrated how useful and
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effective this technique can be.
Last but certainly not least, we were mesmerized by Jennie Longbottom and Mark Maybury,
who have been investigating the effect of
trigger point needling using real-time ultrasound.
Incredibly, Jennie and Mark were able to deliver
their amazing workshop by projecting images of
the needling of trigger points onto the screen in
front of us. We were shown how a needle can be
resisted by the fascial sheath surrounding a
muscle, and we were also able to witness the
physical changes that occur at the interstitial
planes as a result of deactivating a trigger
point. This was technologically and scientifically
pioneering work, and we were exceedingly privileged to be able to see it at our event. I hope that
we will be witnessing even more of this exciting
research in the future.
So, two and a half days, 362 delegates, seven
posters, one AGM, a barbecue and conference
dinner, and many friendly encounters later, the
AACP Conference drew to a close. We look
forward to next year’s events!
Merian Denning
Chair

Acupuncture research: the
current status
Elisabet Stener-Victorin
Abstract
What mechanistic models for acupuncture
effects have been investigated experimentally?
The main focus has been on the effects of
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acupuncture needle stimulation on the nervous
system, muscles and connective tissue. Hypothetical models will be discussed. What clinical
evidence do we have to treat with acupuncture?
The evidence for the treatment of long-lasting
pain and women’s health-related disorders
such as pelvic pain during pregnancy will be
presented.
Report
Professor Elisabet Stener-Victorin is a wellknown and greatly respected researcher and
lecturer in the field of acupuncture interventions
for women’s heath and infertility. We were
delighted that she had agreed to make her first
presentation to AACP. One of the features of
her eloquent research is that she is a physiotherapist by training, and thus, integrates Western acupuncture intervention from the research
bench to clinical application, a rare but essential
gift for the profession and in terms of patient
benefits.
Elisabet provided a fascinating explanation of
the supraspinal effects of acupuncture on the
autonomic and endocrine systems for the modulation of pain. More pertinently for members of
our Association, as a result of our recent success
in gaining Chartered Society of Physiotherapy
approval to extend our scope of practice beyond
pain, it showed the effects within pregnancy and
women’s health, especially in the management of
polycystic ovary syndrome.
This presentation was very well delivered,
easily assimilated by the audience, and most
importantly, gave attendees a take-home clinical
application, which is an essential commodity for
those attending any conference.
Jennie Longbottom

Use of acupuncture in elite
sports
Andrea Hemingway
Abstract
This presentation will consider the key issues
that should be considered when choosing to use
acupuncture in the overall management of the
overhead athlete. Several case studies using over114

head athletes will be presented, along with the
clinical reasoning behind the selection of the type
of acupuncture used.
Nikki Rawlings
Abstract
This presentation will provide an insight into
physiotherapy for dance/performance-related
injuries. The aim is to outline the role of physiotherapy and acupuncture within this specific
client group. It will highlight the way in which
acupuncture is used in this field and demonstrate
the clinical reasoning behind acupuncture point
selection with reference to specific clinical case
examples.
Emma Lovell
Abstract
The use of acupuncture within sport is widespread, although little is known about how and
why it is utilized. This presentation will highlight
the way in which acupuncture is utilized in one
particular sport, i.e. track athletics. The aim is to
revise the theory behind the use of acupuncture
for sports medicine, both from the Western and
Eastern perspectives, in order to justify its use.
The presentation will highlight how and when
the technique has been used to rehabilitate an
elite-level athlete in order to help guide delegates
in the management of their own patients.
Wayne Diesel
Abstract
External factors such as time pressure, lack of
treatment facilities when travelling, multicultural
squads and unwanted side effects from medications such as non-steroidal anti-inflammatory
drugs (NSAIDs) compound the management of
injuries in premiership football. By including acupuncture in our treatment strategies, many of
these external factors can be controlled. This
presentation will highlight some of the benefits of
acupuncture with regard to optimizing recovery
from injury as well as a single case study based on
a professional footballer with chronic knee osteoarthritis (OA). His ability to train and play more
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than one competitive match a week was restricted
by loss of range of motion resulting from recurrent effusions. Pain was not a characteristic feature of his condition. In an attempt to control the
synovitis, thereby allowing him to train and play
more frequently, he was prescribed anti-tumournecrosis-factor (TNF) medication. The unwanted
side effect of this medication resulted in a lowered
immunity and increased risk of infection. His
rheumatologist agreed to discontinue his antiTNF medication and allow the use of acupuncture on the contralateral knee as an adjunctive
therapy to control his swelling and improve his
immunity profile. Following acupuncture, the
player’s strength scores had increased by up to
20%, he had no effusion and his white blood cell
count had marginally improved.
Report
These four therapists each talked about their
own areas of expertise, which range from track
athletes to overhead athletes to footballers to
performing artists. Each gave an overview of his
or her particular field, and discussed the key
issues that needed to be considered. All demonstrated considerable clinical reasoning and a deep
understanding of their chosen fields.
Emma Lovell, who focused on track athletes,
works with a bias towards TCM. She showed
how the three main organs associated with
injuries were the Liver, Kidney and Spleen.
Acupuncture is used in this field to enhance
sports performance, improve strength and flexibility, control emotions (e.g. anxiety), decrease
pain, and combat external pathogens (e.g. jet lag
and fatigue). She demonstrated a three-tier
approach in the use of acupuncture:
(1) to support the body in order to build
muscles, i.e. the yin aspect;
(2) to stimulate output at times of performance,
i.e. the yang aspect; and
(3) to individualize the treatments as these athletes are treated on a long-term basis.
In the world of performance, Nikki Rawlings has
to deal with acute presentations and the pressure
is on the therapist to enable the performer to
return to work as soon as possible. The effects
she aims to achieve are an improvement in
healing, the enhancement of muscle relaxation
and the mediation of inflammatory effects, as
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well as pain relief and promotion of the endorphin effect.
Andrea Hemmingway, who works in overhead
sports, has to consider the key issues within the
parameters of the sport. She uses a combination
of traditional and Western methods, including
acupuncture with the other treatment modalities
and methods of rehabilitation.
Last but by no means least with the World
Football Cup about to take centre stage, was
Dr Wayne Diesel. Acupuncture ensures that
players are better able to avoid taking NSAIDs
and banned substances, and that they benefit
from the psychological boost provided by
needling. His discussion centred on a case history and the effects of acupuncture. The young
man involved had a history of knee injuries and
had undergone a radical lateral menisectomy
about 10 years ago previously. He was now
showing OA in the knee, along with persistent
synovitis and bone bruising. The channels used
in the acupuncture treatment were Bladder,
Stomach and Spleen and points on the L4, L5
and S1 dermatomes. Following acupuncture
combined with other treatment modalities, there
was a rapid improvement in his physical function, a decrease in his need for NSAIDs and a
cessation of his anti-TNF medication. There was
also a marginal improvement in his immune
response, but no difference in his sleep patterns.
Felicity Edwards

The painful obstruction
syndrome: musculoskeletal pain
using traditional Chinese
medicine
Stefan Chmelik
Abstract
Pain is probably the most widely known use for
acupuncture, and yet there are several differing
explanations for the mechanism by which it
works and no single agreement as to which is
most accurate. The traditional explanation and
terminology originating from China can sound
archaic and strange to the Western or modern
medic’s ear, but perhaps it can offer useful
insights that are relevant both clinically and from
a research perspective. This presentation will look
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at traditional perspectives on the mechanism of
acupuncture, as well as some of insights that have
most recently arisen on fascia and nerves.
Report
Stefan Chmelik is the founder of the New
Medicine Group, and he uses TCM, counselling,
integrated bodywork and mindfulness techniques
in his practice. He has been a leading figure in
the UK complementary and alternative medicine
sector for many years, and is a past-president of
the Register of Chinese Herbal Medicine. Stefan
was the opening speaker on the Saturday morning of Conference and he talked to us about
painful obstruction syndrome.
His presentation involved an overview of the
TCM approach to pain, which is obviously a huge
topic to cover in 90 min, but it was wonderfully
summarized by Stefan in a way that even someone
with extremely limited TCM knowledge could
comprehend. He went through the view that pain
is essentially an obstruction of Qi and Blood, and
broke it down into fairly simple treatment principles that depend on the stage of the condition and
its presenting symptoms. Stefan delivered his talk
in a very warm and humorous way; for example,
he highlighted incorrect patient interpretations of
TCM theory, such as worrying about the stagnant
cheese (Qi) on his liver!
As someone with limited TCM theory, this
presentation made me want to know more about
it since the ideas all sounded very interesting, and
although these are very different from the Western approach, it not too difficult to understand
the concepts. For those with some TCM knowledge, this talk would have been a good update on
an all-too-familiar condition.
Justine Munur

Current trends in low back pain
management including the
implications of the NICE
guidelines
Chris McCarthy
Abstract
In 2009, NICE published guidelines for the
management of persistent non-specific LBP.
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This presentation will detail these findings and
make a case for an increased emphasis on diagnostic research into this condition. Greater integration of legitimate clinical features will enable
us to establish valid types of specific LBP, and
thereby, target acupuncture, manual therapy and
exercise at the most appropriate patients. The
lead author of the NICE guidelines would have
us go back to using the term ‘‘lumbago’’, but it
can be argued that we can already be more
diagnostically specific than that. A case will be
made for the continued quest to subgroup ‘‘lumbago’’ patients into diagnostic profiles that can
be targeted for effective treatment.
Report
The NICE guidelines for the treatment of nonspecific LBP have done much to raise the profile
of acupuncture. As physiotherapists, we are very
well positioned to deliver their recommendations
regarding exercise, manual therapy and acupuncture, and therefore, the Conference Committee
were delighted that Dr Chris McCarthy agreed to
come to talk to us about the implications of
these guidelines on clinical practice.
How I wish I could practise with the same
clarity of mind as Chris: life would be so much
easier! First, he dispelled the popular myth that
all non-specific LBP is lumbago. Then he
reviewed several models that have been developed to classify non-specific LBP. Chris showed
us that we could predict how a patient would
respond to treatment by careful analysis of his or
her symptoms, and the application of specific
clinical tests.
Where does this fit into an acupuncture conference? Chris’ take-home message was clear: not
all non-specific LBP is actually non-specific.
Having screened for very specific causes such as
ankylosing spondylitis or pain of a possibly
malignant nature, for example, we can ‘‘thin
slice’’ this patient group by charting the pain,
applying specific pain provocation tests and
matching their results with clinical data in order
to enable us to understand the pain mechanisms
and apply our acupuncture appropriately. We
must all remember that not all LBP is the
same, and therefore, not all treatment should be
the same either! There can be no prescription
acupuncture for non-specific LBP.
 2010 Acupuncture Association of Chartered Physiotherapists
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Much of Chris’ work can now be found in his
newly published book, Combined Movement Theory
(McCarthy 2010).
Merian Denning

Reference
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Clinical reasoning for Western
acupuncture
Lynley Bradnam
Abstract
The ‘‘layering’’ model of clinical reasoning for
Western acupuncture was developed by using the
principles of neuroscience to underpin clinical
decision-making and treatment progression from
a Western, scientific perspective. This model has
been useful in providing an evidence-based
method for Western acupuncturists to plan and
progress treatments. This reductionist approach
is not consistent with the ‘‘holistic’’ health model
that integrates aspects of the mind and the body.
However, scientific advances in the field of
brain–body medicine have given us a greater
understanding of the effects of emotion and
cognition (i.e. thoughts, feelings and beliefs) on
acute and chronic pain states, via the neuroendocrine, autonomic and immune output
systems. These systems can be modified by
acupuncture, and therefore, it may be a useful
modality to modulate brain–body pathways.
Western acupuncture clinical reasoning is
expanded into the holistic paradigm by consideration of the neurobiology of the body and mind
in pain states.
Report
Lynley Bradnam is always a very welcome guest
at the AACP Conference. She is at once humble
(despite her vast knowledge base), funny and
passionate about the new discoveries that functional magnetic resonance imaging research is
revealing about how acupuncture can have an
effect on specific structures in the brain. That
excites us too!
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Lynley is well known for her ‘‘layering’’ model
of clinical reasoning (Bradnam 2007), a framework that has helped many clinicians to apply
acupuncture in a structured and progressive way.
The original paper is still used on some foundation courses, and if you haven’t read it, you
should!
She has now added a new ‘‘layer’’ to her model
that takes into account the increasing evidence
from neuroimaging research for the effect that
acupuncture can have on structures within the
brain. It’s all about questioning what our reasoning is for doing acupuncture, i.e. what effect are
we trying to achieve? Is it something more local
or segmental or central?
The measurable effects within the central nervous system have added a new dimension to our
understanding of the biology and location of the
effects of acupuncture. Lynley expertly guided us
through the brain–body interactions that have
been expanded to brain–body–mind interactions.
Presenting notable work by Lane & Wager (2009a,
b), Lynley explained the ABCD approach, which
takes into account a wider view of how an individual functions in health and illness: (A) thinking
and cognition; (B) the brain; (C) information
transport systems (dare we say ‘‘meridians’’ alongside the endocrine, immunology and neural systems?); and (D) the body. Acupuncture has the
capacity to influence all of these areas. Specific
central structures such as the amygdala, the insular
cortex, the anterior cingulate gyrus and other limbic systems structures have also been shown to be
affected by acupuncture.
In fact, in terms of sensory mapping, the
whole body can be regarded as an acupuncture
point, which rather nullifies the concept of
‘‘sham’’ acupuncture. Our physiological health is
linked to all of these areas, which also play huge
roles in our psychological state. However, it’s
worth noting that acupuncture stimulation needs
to be strong and of long duration (30–40 min) in
order to affect these emotion integration centres.
Nevertheless, we are a combined system and you
cannot treat one without treating the other.
As a development of her ABCD model of
brain–body–mind interaction, Lynley posed the
question of whether chakras were physiological
entities. Key acupuncture points are located in the
same places as the main chakras. Effects on endocrine function occur when these areas are needled
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or stimulated, and it is very encouraging to know
that science is increasing our understanding of the
integration of different health systems and the
effect that needling has within the body and mind.
As practitioners who use acupuncture, we have
a fantastic opportunity to help create a ‘‘window’’
in both the patient’s psychology and physiology.
Treatment duration and strength of dose may be
the keys to achieving lasting effects, and we must
not be afraid to stand up and state which treatment parameters we may need to be truly effective.
Lynn Pearce
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Anatomy trains: mobilizing
myofascial meridians
James Earls
Abstract
This workshop will outline the basic elements of
the main anatomy trains, as mapped by Tom
Myers. These are fascial continuities that both
carry and help to disperse many of the tensional
stresses throughout the body. Anatomy trains
can work together to aid or hinder structural
balance within the body, both in terms of posture, and movement and function. Some of the
issues related to postural analysis will be discussed and examples of fascial release techniques
will be explored. The fascia has been given a lot
of long-overdue attention in the past decade, and
some of the more recent discoveries and insights
will also be discussed in order to put the role of
this important connective tissue in context.
Report
James Earls is a popular speaker who has presented
at many conferences and workshops throughout
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Europe. He has trained in a range of bodywork
techniques, beginning his career in complementary
therapies in 1991 and completing his Kinesis
Myofascial Integration training in 2001. In his
discussion of the anatomy trains concept, he talked
about the role of the fascia, myofascial continuity,
and the movement and structure of the human
body. An anatomy train is equivalent to a myofascial meridian, and this approach uses terms like
‘‘tracks’’ and ‘‘stations’’ to elucidate the concept.
According to the theory, the body moves
around several stability/mobility lines such as the
superficial back line, the superficial front line, the
lateral lines, the spiral line, the deep front line,
the functional line and the arm lines. There are
12 myofascial meridians within the body that can
follow the path of the acupuncture meridians;
for example, the Bladder meridian is equivalent
to the superficial back line.
These tracks provide connections between
muscles that divert the forces within the body,
and provide stability and mobility (e.g. when
standing on one leg). Connective tissue and fascia within the body can change. These changes
are influenced by the environment, the type of
activity being undertaken, emotions and posture.
Traditional anatomy has its flaws; for example,
it considers the body in stasis. The anatomy
trains concept explores the body from a different
angle and can be useful when you analyse its
movement from a three-dimensional perspective.
It is a useful way to explore and explain postural
compensations within the body.
Myofascial meridian theory does not eliminate
the value of the many individual muscle-based
techniques, but it does set them in the context of
the system as a whole.
Diana Lacraru

Neuromuscular taping for
acupuncturists
Martin Powell
Abstract
Originally developed in Japan, neuromuscular taping is an ideal adjunct therapy for acupuncturists,
physiotherapists and other bodywork practitioners. This approach treats stagnation, relieves
pain and improves lymphatic drainage. It is
 2010 Acupuncture Association of Chartered Physiotherapists
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particularly appropriate for the treatment of musculoskeletal problems, but can also be beneficial
for internal conditions. The technique uses special
elasticated tape that is applied at the end of an
acupuncture session and can be left on for
5–6 days, reinforcing the effects of the treatment
through the week and significantly improving
response rates. In this introductory workshop,
participants will have the opportunity to get
hands-on experience of using the tape and be
able to develop an understanding of its potential
application in their clinical practice.
Report
This excellent workshop was led by Mr Martin
Powell, who has been teaching TCM since 1997
and lectures internationally.
Dr Kenzo Kase developed neuromuscular taping in Japan 35 years ago. The treatment has a
number of uses, and is particularly appropriate for
the treatment of musculoskeletal problems, but
can also be beneficial for internal conditions. Major
sports teams now use neuromuscular taping to
speed up healing and prevent the recurrence of
injuries.
The tape is designed to be left on for 5 or
6 days, mimics the properties of the skin and is a
water resistant. You can tape around a wound or
an ulcer in order to improve circulation, but it
cannot be used over broken skin. Taping the
lower abdomen in pregnancy is not desirable.
Neuromuscular taping can be used in acute
and chronic conditions, and as a preventative
measure. There has to be movement in the area
where you apply the tape in order to achieve an
effect. Patients describe a feeling of warmth and
support.
This was a comprehensive theory and practice
session that was beneficial to delegates.

relevant to research and clinical practice are
discussed, including the Critical Appraisal Skills
Programme (CASP). This short introduction is
intended to provide clinicians who want to
engage in research with practical and transferable
skills.
Report
Dr Mindy Cairns delivered a fast-paced presentation on appraising the evidence. Her specialities are musculoskeletal conditions, and her
research and clinical interests include the management of various musculoskeletal conditions,
the validity and reliability of clinical tests,
patient satisfaction with treatment and treatment outcomes, and the implementation of
evidence-based practice.
Mindy’s presentation was both interesting, and
clear and concise as she discussed Web tools that
are relevant to research and clinical practice. She
broke down the jargon and organized it in to
small snippets of information, which was helpful
to practitioners who are new to research. Mindy
discussed the CASP, which is a free, open-access
online tool for the researcher.
Her presentation was a short introduction to
the subject and the materials presented were
invaluable. This was an ideal learning opportunity for those clinicians who are considering
engaging in research activities. The session provided delegates with practical and transferable
skills.
Paul Battersby

Acupuncture for cancer-induced
bone pain
Carole Paley

Ahmed Osman

Appraising the evidence:
presentations of current research
Mindy Cairns
Abstract
This presentation focuses on appraising evidence
put forward in current research. Web tools
 2010 Acupuncture Association of Chartered Physiotherapists

Abstract
Bone metastases in cancer are usually associated
with severe pain, which affects function and
quality of life. Approximately 50% of patients
with bone metastases will suffer pain and the
condition is the most common cause of cancerrelated pain. The drugs used to control this pain
can also cause unpleasant side effects. Although
acupuncture potentially represents a safe and
cost-effective means of analgesia for terminally ill
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patients, the evidence is sparse and inconclusive,
and there is a lack of high-quality, well-controlled
trials. The last systematic review of acupuncture
for cancer pain was inconclusive and none of the
studies that were included specifically considered
cancer-induced bone pain. To address some of
the difficult methodological issues associated
with this area and pilot some work in preparation
for a large phase III randomized controlled trial
(RCT) in the future, the following programme of
research is being carried out:
+ a pilot study (n=10) to investigate the tolerability, acceptability and safety of acupuncture
in cancer-induced bone pain (CIBP) (this
study closed at the beginning of April 2010);
+ a Cochrane Review of acupuncture for cancer
pain, with a subgroup analysis of bone pain;
and
+ a feasibility trial (n=40) to address patient
blinding and the use of sham needles (recruitment will begin in 2010).
This presentation will provide a progress report
on the research.
Report
Carole Paley delivered an interesting presentation
on the work that she has been undertaking for
her doctoral research, which focuses on the use
of acupuncture for treating CIBP. She is studying
at the Centre for Pain Research at Leeds
Metropolitan University, Leeds. Carole discovered the benefits of acupuncture for patients
with cancer during her work as a specialist
musculoskeletal physiotherapist. After becoming
aware of the lack of evidence supporting the use
of acupuncture in this area, particularly for pain
resulting from bony metastases, she decided to
delve in to this complex and difficult subject.
During the presentation, Carole discussed the
difficulties that people suffering from CIBP
encounter, such as the side effects of opioids, a
lack of understanding from healthcare providers
(as a result of the lack of an evidence base),
and a poorer quality of life in the end stages of
the disease because of the pain and the side
effects of treatment. She began a small pilot
study in 2008 involving 10 patients with CIBP.
This investigated tolerability, satisfaction, pain
and methodological issues. The study did have
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its limitations since only one treatment was
administered and there was no control group.
With the pilot study complete and the
Cochrane protocol published, Carole is ready to
start recruiting again, but she foresees problems,
especially with funding and the frailty of patients.
Her enthusiasm and tenacity will no doubt get
her through the study.
Paul Battersby

The effect of acupuncture with
eccentric exercise on the Achilles
tendon
Berj Kishmishian
Abstract
Many people in the general population suffer
from injuries to the Achilles tendon, particularly
middle-aged runners. At present, there is not
enough evidence to determine an effective treatment for such problems. Although eccentric
exercises are a popular therapy for Achilles
tendon injuries and the effects on pain are
promising, there is no significant proof to support their use because of the heterogeneity of the
data. Acupuncture has been widely used for
musculoskeletal disorders; however, its main evidence base relates to the relief of pain. At
present, there is little literature on the physiological effects of needling blood flow, oxygenation
and heating, for example, but more research is
being conducted. Acupuncture for the Achilles
tendon was first recorded in Huangdi Neijing,
an ancient Chinese text known as The Yellow
Emperor’s Classic of Internal Medicine. More recently,
this technique has been advanced with the
herringbone technique. This presentation will
discuss the use of near-infrared spectroscopy and
thermal imaging to estimate physiological
parameters when administering (1) acupuncture
with eccentric exercise, (2) sham acupuncture
with eccentric exercise and (3) eccentric
exercise alone to the Achilles tendon in healthy
individuals.
Report
Berj Kishmishian delivered an interesting
presentation on the effect of acupuncture and
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eccentric exercises on the Achilles tendon. He is
a musculoskeletal physiotherapist who works for
Southport and Ormskirk National Health Service
(NHS) Trust. Berj is also currently undertaking
a part-time MPhil/PhD at the University of
Central Lancashire, Preston. He is presently in
the second year of the MPhil phase and is ready
to collect data on a healthy population group
before progressing to the PhD phase. This will
focus on a pathological group of patients with
Achilles tendinopathy. During his presentation,
Berj reviewed the research that has already been
carried out in this area and then discussed the
protocol for the herringbone technique.
He is carrying out an RCT of acupuncture for
patients with chronic Achilles tendinopathy that
uses both sham and real acupuncture. The sham
needles appear to actually penetrate the subject’s
skin, but actually have retractable blunt needles.
All the evidence is accurately measured and
record using thermal imaging. The results are
impressive: there have been reductions in inflammation in patients who have been treated with
real acupuncture compared to those who have
had sham acupuncture.
Paul Battersby

Multibed acupuncture clinics:
why and how?
Charlotte Stone
Abstract
The first non-NHS-funded multibed acupuncture
clinic in the UK was founded only 7 years ago, but
there are now around 50 such treatment centres
across the country and more are appearing all the
time. This presentation will chart the brief history
of multibed practice in the UK and the USA, and
compare the characteristics of clinics in both
countries. The many benefits for patients and
practitioners of this style of practice will be discussed. The potential drawbacks of multibed practice will also be discussed by the presenter, who
will show that creative thinking can ensure that
the pros can vastly outweigh the cons.
 2010 Acupuncture Association of Chartered Physiotherapists

Report
Charlotte Stone became a student and practitioner of chi gung, nei gung and tai chi in 1994,
and progressed to teaching these skills in 2003.
She has practised auricular acupuncture in group
settings since 2004. In 2006, she graduated from
the College of Integrated Chinese Medicine,
Reading, with a BSc(Hons) in Acupuncture and
then joined the Dragon Acupuncture Project in
Brighton, the first non-NHS-funded multibed
acupuncture clinic. Charlotte founded Affordable Acupuncture UK in 2007 to support and
promote multibed practice, and this was
renamed the Association of Community and
Multibed Acupuncture Clinics in 2009. She is the
founder practitioner at Lewes Community Acupuncture multibed clinic and is also currently
practising at a similar treatment centre in Hove.
Charlotte outlined the considerable journey of
multibed acupuncture clinics from the founding
of the Gateway Clinic in Lambeth, London, by
John Tindall in 1989. She also shared her own
personal development within these clinics, and
her obvious enthusiasm and passion for them.
During the presentation, she gave specific examples of these clinics in practice, and discussed the
expected and unexpected results of her research.
It has highlighted the vastly differing income
brackets of the patients and their experiences of
receiving treatment. Charlotte expressed surprise
that more highly paid patients attended these
clinics, but noted that they enjoyed the ambience, which contributed positively to their treatment experience.
There was considerable discussion and debate
following this presentation, which led to the
AACP Chair reminding delegates that we, as
physiotherapists, must observe our regulatory
guidelines when considering emulating this style
of clinic.
Charlotte offered a considered and honest
view of the merits and demerits of each type
of clinic (i.e. drop-in and appointment) during
this well-constructed and sincere presentation,
although, as a physiotherapist practising acupuncture in a private setting, I could not envisage
any need to work in this way.
Moira Tunstall
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Setting up a low-cost
acupuncture clinic: advantages
and pitfalls
Tom Kennedy
Abstract
This presentation will describe a TCM acupuncturist’s experiences of setting up and running
low-cost multi-bed clinics in London and Bristol.
The pros and cons of working in this way will be
discussed, and some practical tips on marketing,
choice of venue, room layout and time management will be shared.

experience increases confidence; job satisfaction
is high and there is a sense of achievement; and
acupuncture has been made available to those on
a low income.
This was a most interesting presentation, that
was delivered clearly and with humour. Whilst it
is a fascinating concept, it may not currently be
appropriate for physiotherapists since we must
continuously assess ourselves and use other
modalities in tandem with acupuncture, which
necessitates one-to-one consultations. However,
as pressure to increase throughput of patients
intensifies, it is always valuable to be aware of the
different working practices that are available.
Wendy Rarity

Report
Tom Kennedy’s lecture described the difficulties
encountered when setting up a low-cost acupuncture clinic and gave an insight into running one.
This was of interest to anyone who was thinking
of setting up their own business because it offered
sound advice on marketing and appointing.
Originally, both booked and drop-in appointments (made via a communal mobile phone)
were offered. Clients were shared and seen by
whoever was available, which allowed the pooling of information and ideas about the most
appropriate therapy, but didn’t give the patient
any continuity of treatment.
Subsequently, Tom and his colleagues set up a
clinic in Bristol under the auspices of Big Room
Clinic. Marketing via flyers, posters and magazine advertisements generated little interest, but a
website with a video explaining the concept of
the clinic proved to be a better promotional tool,
although word of mouth was paramount. This
was useful information for anyone preparing to
set up their own practice.
In contrast to the original clinic, bookings are
now made via a centralized telephone reception
service (there are now no drop-ins) and patients
see the same practitioner throughout their treatment. All patients are seen in one room, which
has screened-off areas for assessment.
The disadvantages of this system are that it is
difficult to use modalities other than acupuncture
and there is a lack of privacy. The advantages are
that, although the work is hard: it is energizing
compared with operating on a one-to-one basis;
there is freedom to experiment; fast-tracking of
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Effects of acupuncture on the
brain motor cortex: implications
for improving shoulder muscle
synergies
Lynley Bradnam
Abstract
The primary and secondary motor regions of the
brain are responsible for planning, initiating and
implementing bodily movement. Output from
the motor cortex can be modified by artificial
afferent input; for example, peripheral nerve
stimulation, vibration, cooling and deafferentation. Such methods have been used by
neuroscientists to manipulate motor cortical
‘‘plasticity’’ with the aim of improving motor
function after stroke, dystonia and musculoskeletal dysfunction. Acupuncture modulates effects
via sensory nerve afferents. Electroacupuncture
allows modification of both group I and II (thick
fibre), or III and IV (thin fibre) afferents,
depending on stimulation parameters. Therefore,
needling has the potential to alter the excitability
of the motor cortex and the subsequent drive to
the muscles. This novel use of acupuncture to
modulate motor cortical plasticity as an adjuvant
to neurorehabilitation is explored in relation to
painful upper limb musculoskeletal disorders.
Report
Lynley Bradnam delivered a great presentation
on her research that was focused on the neural
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mechanisms underlying abnormal upper limb
synergies after stroke. She is based at the Movement Neuroscience Laboratory, University of
Auckland, Auckland, New Zealand, and is currently completing her doctorate. Her current
acupuncture research interests lie in determining
the effects of acupuncture on the excitability of
motor cortical projection to proximal upper limb
muscles.
She discussed a complicated topic with
humour and a great depth of knowledge. Lynley
was very confident that acupuncture can restore
the normal functioning of the motor cortex by
using a novel approach involving the principles
of neuroplasticity within the sensory-motor cortex. During her presentation, she discussed the
cortical drive to the muscles and how to rectify
specific conditions by neural patterning. One
successful example was the restoration of digital
functioning in a patient suffering from carpal
tunnel syndrome.
Lynley has found that acupuncture can be
used to excite underactive muscles and normalize
afferent input. Although her research is still in its
infancy, she has had some astounding results,
and she believes that continuous treatments over
a longer period of time may assist in the rehabilitation of painful upper limb conditions such
as subluxation and dystonia.
Paul Battersby

Ultrasound imaging and trigger
point acupuncture
Jennie Longbottom & Mark Maybury
Abstract
This unique workshop will introduce the combined application of diagnostic ultrasound scanning and trigger point acupuncture for the
deactivation of myofascial pain. Mark Maybury
will demonstrate his knowledge of tissues and
anatomical structures, and his ultrasound scanning expertise, while Jennie Longbottom will
address the anatomy, needle location and tissue
impact of trigger point needling. This will be a
practical workshop designed to accustom physiotherapists to the art of myofascial trigger point
needling. Differing tissue structures that may be
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addressed via the use of trigger point needling
will be identified. This will be merely an introduction to the tissue changes that take place
under the needle: it is part of a 2-day course
offered by AACP in the use of diagnostic ultrasound training, anatomical revision and trigger
point deactivation. Delegates will be provided
with evidence to support trigger point intervention for myofascial dysfunction.
Report
Jennie Longbottom and Mark Maybury presented a thought-provoking workshop in which
the relationships of various structures were demonstrated like a dissection, but on a living subject. The use of ultrasound as a biofeedback
mechanism could revolutionize rehabilitation
and be a wonderful means of monitoring tissue
repair and healing, but all this is still a long way
off because a long learning curve has yet to be
completed.
Most exciting was observing the response of
the subcutaneous fascia and underlying structures to sham and real acupuncture. The effects
on the underlying tissues could clearly be seen,
and therefore, it was clearly evident there is no
such thing as ‘‘sham’’ acupuncture. Any intervention, even stroking a hair with the guide tube,
produced a neurophysiological response in the
fascia.
The extent of the fascia within the bulk of the
muscles and the surrounding tissue clearly demonstrated the importance of these fibres, and in
order to be effective, our treatments must take
this into account. Two short video clips showing
the stiffness of the superficial fascia in a patient
with back pain before and after treatment with
acupuncture were jaw-dropping. Post-treatment,
the fascia could be seen to be moving as a result
of the unwinding of the fibres.
The imaging also showed how deep the structures are, especially in the back. For instance,
treating the quadratus lumborum with a 30-mm
needle is clearly a waste: a 70–75-mm needle is
the smallest that is needed to reach the target.
The imaging also showed that needling Gall
Bladder 21 is not as dangerous as we have been
lead to believe.
There was no PowerPoint presentation
because the work is undergoing formal publication. I have no doubt that it will cause a storm
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and lead us to think very deeply about our
acupuncture practices.
Felicity Edwards

Tui na: enhancing your
acupuncture practice
Rosey Grandage
Abstract
Tui na massage is one of the three main modalities of TCM, the others being acupuncture and
herbs. In China, it is traditionally taught and
practised with acupuncture. Tui na enhances the
practitioner’s ability to palpate for channels, and
determine the location and use of acupuncture
points. The techniques can also be used independently to treat a wide variety of both internal and
musculoskeletal conditions. As such, it is ideal
for physiotherapists who are already practising
acupuncture since it can be used both alongside
needling and as a therapy in its own right. Tui na
is probably the most ancient of the Chinese
medical practices and is a highly versatile form of
massage. There are two main styles today: the
classical, quieter approach, which works deeply
with the patient’s Qi; and the modern, more
external method, which works strongly on the
musculoskeletal system. Some of the techniques
have similarities to those seen in other forms of
massage, but it is the TCM philosophy and the
focus on Qi that distinguishes these approaches
and makes them so relevant to acupuncturists.
The focus of this workshop will be on the
classical style, but techniques employed in both
styles will be discussed and demonstrated. There
will be an emphasis on their use with acupuncture and other physiotherapy modalities. Since
this workshop will be a demonstration of tui na,
there will be an opportunity for delegates to
experience the techniques for themselves as part
of a treatment.
Report
Rosey Grandage is an experienced physiotherapist and practitioner of TCM who specializes in qi gong and tui na. She spent 2 years in
China learning acupuncture, tui na and qi gong,
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and has treated many patients with different
problems. Rosey now lectures on the Chinese
Medicine Acupuncture BSc at the University of
Westminster, London, and she is the course
leader for the Diploma in Qi Gong and Tui Na.
As we all know, acupuncture theory is based
on the movement of the Qi through the channels. This is fundamental to an understanding of
all TCM approaches. Tui na is a form of Chinese
manipulative therapy that is often used in conjunction with acupuncture, moxibustion, fire
cupping, tai chi, qi gong and herbal therapy. It is
a hands-on body treatment that uses Chinese
principles to bring the body into balance.
The practitioner may brush, roll/press and rub
the areas between each of the joints in order to
open the body’s defensive Chi, and get energy
moving in both the meridians and the muscles.
Range-of-motion exercises, traction and massage, along with the stimulation of acupressure
points, can then be used to treat both acute
and chronic musculoskeletal and nonmusculoskeletal conditions.
As physiotherapists, we are used to exploring
the body through our visual assessments, but
most importantly, we use our hands. We are told
about the many ways in which we can mobilize
the underlying tissues by using specific massage
techniques at university. We are used to feeling
the body, but we never focus on the body’s Qi as
tui na does.
This type of technique requires an ability to
feel and move the body’s own Qi, as well as the
surrounding Qi to promote patient self-healing.
Rosey’s daily qi gong practice helped her to
become the essence that fuels the engine of the
technique. It is essential to develop your sensitivity to detect the Qi, and to use your mind and
your hands to promote healing.
Rosey’s treatments are around 35 min long.
During the presentation, she captured the attention of her audience with the history of TCM
and tui na. She then applied several techniques
on three volunteers. Unfortunately, the time was
too short for her to be able to answer all of the
audience’s questions.
Diana Lacraru
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Acupuncture in Neurological
Conditions
By Val Hopwood and Clare Donnellan
Churchill Livingstone, Edinburgh, 2010,
232 pages, hardback, £39.99
ISBN 978-0-7020-3020-8
Despite being called off the substitutes’ bench at
the last minute to review this book, I have to
admit that Acupuncture in Neurological Conditions
was both a surprise and a delight to read. Since
I come from a traditional acupuncture background, I often find these kinds of cross-over
publications – which combine Eastern and
Western approaches under one cover – wanting.
Here, however, the authors manage to provide
enough background material and treatment strategies to inform practitioners who work in either
tradition and to give each a clear insight into what
the other is doing.
Hopwood and Donnellan set out, as they say,
to provide a bridge between the two forms of
acupuncture, and while their book is ‘‘intended
primarily for physiotherapists already using
acupuncture . . . particularly those working in
neurological units or outpatient physiotherapy
departments . . . it should also be of interest to
professional acupuncturists seeking insights into
possible applications of scientific research in
neurological conditions’’. Amen to that! This
professional acupuncturist came away with the
kind of theoretical underpinning relevant to the
conditions described that is rarely found in
acupuncture textbooks as well as a multitude of
good references to follow up.
Acupuncture in Neurological Conditions is organized in three sections. The first provides a
sufficiently thorough grounding in traditional
Chinese medicine (TCM) to let the reader make
sense of later descriptions, very neatly covers
some of the major issues involved in researching
the use and efficacy of acupuncture, and then
provides a good background to the current
approaches to neurological physiotherapy and
rehabilitation. The overview that concludes this
part includes 40 pages on the use of Western
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medical acupuncture for treating neurological
conditions, together with a series of case histories, which are divided, as in the chapter,
by sensory function, motor function, visceral
dysfunction and generalized symptoms. Key
research is clearly summarized and tabulated in
each section, and this part of the text will be
invaluable for anyone studying acupuncture at
postgraduate level.
The second part deals with much more
specific clinical conditions, and is well enough
presented that the individual sections on each
condition – 13 are dealt with in all – would
provide a useful stand-alone clinical resource.
More importantly, since this portion offers both
Eastern and Western perspectives on treating
each condition, there are interesting parallels
between the applicability of treatments in TCM
to several conditions and the way that some
Western approaches to treatment are also more
generally relevant. Many ‘‘cookbook’’ texts tend
to list points and discourage the flexible use of
general principles. The manner in which Acupuncture in Neurological Conditions is written positively
encourages readers to think as much about the
specific presentation of symptoms as the labels
under which they are gathered.
The final section is entitled ‘‘Marrying East
and West’’, but this must have been a Vegas
wedding: I seem to have missed it by driving past
a little too quickly. I think the authors want to
say that the Eastern perspective offers greater
potential to integrate more aspects of a patient’s
presentation into an overall picture, and they
have produced one rather complex diagram
(12.6) that would make mind mapper Tony
Buzan weep with joy. Integration, however, is
not quite the proposition; cohabitation is nearer
the mark.
Hopwood and Donnellan also say that ‘‘the
more one examines the literature and the evidence base in both Western and Eastern publications, the clearer it becomes that there is little
difference in how most neurological diseases
are considered’’, and I think that this is the key
to enjoying their book. The cultural reference
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points are different and the paradigms within
which treatments are understood are chalk and
cheese, but the symptoms with which the
patients present and the specific techniques for
addressing them share enough common ground
to provide insight and illumination.
As a final aside, the case histories are categorized according to three levels, depending on the
level of detail and complexity, and as usual in
acupuncture textbooks, most people get better
and live happily ever after. I would perhaps
question whether there is a need to specify levels
unless this ties into an external system for which
these stand as good examples, but this is only a
minor issue. That said, the comment on each
case history is helpful and often prompts better
practice.
To summarize: OK, so Val’s been a colleague
of mine on many committees over the years and
I have great respect for her, but if I really hadn’t
liked Acupuncture in Neurological Conditions, I would
have said so! This is one of an increasing number
of titles flowing from Churchill Livingstone/
Elsevier at the moment that cannot help but
raise the profile of all forms of acupuncture in
the UK, and I am extremely pleased to see a
book spanning both East and West that reflects
the respect and interest which have characterized
the meetings of users of all styles that I have
attended.
John Wheeler FBAcC
Clinical Editor

Clinical Application of Commonly Used
Acupuncture Points
By Li Shizhen
Donica Publishing, London, 2007, 1046 pp.,
hardback, £65.00
ISBN 978-1-901149-06-7
Every now and then I am asked to review a book
that is beyond comment, a book which so
thoroughly covers its subject that it seems churlish to pick holes in it. Clinical Application of
Commonly Used Acupuncture Points is one such
publication. It was sent to me with a health
warning – the publishers thought that it might be
a little too strongly flavoured with TCM for
British physiotherapists – but I would defy
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anyone practising any kind of acupuncture not to
find something of interest within it.
The book is a synthesis of the clinical experience gained in the treatment of a wide variety of
disorders by four generations of a family who are
among China’s leading practitioners of traditional acupuncture. It contains great wisdom and
fascinating detail, and perhaps the worst criticism
I could make is that there is just too much
information: it takes a little while to work out
how to best use the text and it is not always an
easy read.
Undoubtedly, at over a thousand pages, there
is plenty of scope to just dip in and out of Clinical
Application of Commonly Used Acupuncture Points,
and browse through the points at random. Practitioners of TCM will already know that it is
always easy to find another, previously overlooked point that might fit with a prescription
for a patient currently in treatment. These gems
often prove to be of enormous value, but there is
a better way.
A selection of 86 points are considered in
great detail. Not every important point is covered and, no doubt, we could all think of at least
one that we would have liked to have seen
included.
The information given each time is arranged as
follows. First, the point is identified and named,
and the meaning of the Chinese name is
explained. The exact location, depth of needling
and classification follow. Then there is a detailed
and fascinating section entitled ‘‘Range of Applications’’ that includes common syndromes for
which this point is likely to be used. Since these
are defined in terms of TCM, some of the
theories in this segment may seem a little
obscure. The next part addresses ‘‘Actions’’, and
deals with all possible applications, together with
different needling techniques and herbal decoctions. A very useful shorter list then follows,
itemizing individual symptoms that may respond
to use of the point. A further section addresses
more general internal conditions and further
defines the precise syndromes where the point is
effective as part of the treatment. To round this
off, several clinical case histories are included,
together with further insights and advice on
acupuncture techniques that are appropriate for
the syndromes considered. Finally, there is a
discussion containing further clinical insights and
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additional accumulated wisdom. Some interaction with Western medicine is also included in
this section. Therefore, the content dealing with
each individual point represents a small TCM
textbook in itself!
A glossary is provided that gives useful
reminders of the meanings of some important
TCM terms and syndromes. The endpapers also
provide an explanation of point classifications.
Information from the Chinese acupuncture
classics is also occasionally included and this
serves to further enlighten readers regarding
traditional use of the technique.
The only book that I am aware of that comes
close to this kind of detail is A Manual of
Acupuncture, the staple reference book by
Deadman et al. (2007), which has much more
attractive and detailed illustrations, but a lot less
clinical information. The illustrations in Clinical
Application of Commonly Used Acupuncture are clear
and very simplified, but form a less significant
part of the whole. Both of these books are big
and heavy, and therefore, more suitable for use
as reference works that can be kept on a solid
shelf.
To summarize, Clinical Application of Commonly
Used Acupuncture offers a unique blend of pattern-identification-based point combinations,
practical insights, scholarly commentaries and
representative case histories. Applications are
derived from a selection of 86 commonly used
points, and presented in a clear and easy-tofollow layout. This is a valuable clinical resource
for acupuncturists and physiotherapists with an
interest in the field of TCM. I recommend that
you look at a copy, and guarantee that you will be
captivated by the range and depth of the information offered.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK

Reference
Deadman P., Al-Khafaji M. & Baker K. (2007) A Manual
of Acupuncture, 2nd edn. Journal of Chinese Medicine
Publications, Hove.
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Biomedical Acupuncture for Sports
and Trauma Rehabilitation: Dry
Needling Techniques
By Yun-tao Ma
Churchill Livingstone, Edinburgh, 2010,
384 pages, hardback, £48.64
ISBN 978-1-4377-0927-8
This is a well-presented book, and its publication
in hardback adds to its attractiveness and durability. Initially, I was rather pleased to be
reviewing it since I welcome any increased
insight into the neurophysiology and pathophysiology of acute conditions, and the integration
of acupuncture into physiotherapy and sports
rehabilitation. The introduction to Biomedical
Acupuncture for Sports and Trauma Rehabilitation: Dry
Needling Techniques suggests that it details the
development of a new model of integrated needling alongside sports rehabilitation, something
that is dear to my clinical practice. The author
identifies the ‘‘Integrated Systemic Dry Needling’’ (ISDN) model as a unique medical procedure that is designed to restore and normalize
soft tissue dysfunction. On closer scrutiny, however, I was disappointed to find that this new
concept offered little more than any other medical acupuncture concept presented by previous
and well-established authors and researchers
such as Janet Travell and David Simons, Peter
Baldry, Chan Gunn, Adrian White, Jacqueline
Filshie, and Mike Cummings, to name but a few.
The integration of dry needling and classical
acupuncture is not a new concept: it has been
practiced by physiotherapists, osteopaths and
chiropractors for many years; and it is taught
extensively in the UK, Australia and New
Zealand in all postgraduate physiotherapy training courses. Yun-tao Ma stresses that this technique is different from conventional dry needling
and classical acupuncture, although it shares the
same physiological mechanism, but I was unable
to deduce what this different mechanism might
be from the model presented, although I am
happy to admit that this may be a shortcoming
on my behalf and not one shared by all readers.
The author has accumulated a wealth of
knowledge about both the Eastern and Western
models of acupuncture, and he emphasizes the
integration of anatomy, physiology, kinesiology,
physical therapy, neuroscience and trigger point
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therapy, or in other words, everything already
involved in the clinical reasoning model of acupuncture within physiotherapy and manual
therapy (Bradnam 2007; Longbottom 2010).
The first eight chapters of Biomedical Acupuncture for Sports and Trauma Rehabilitation refer to the
physiological evidence for needling in terms of
homeostasis, pain management, myofascial pain,
and the basic mechanisms of pain gate inhibition
and supraspinal diffuse noxious inhibitory controls, which have all been well documented in
many Western acupuncture texts. Chapter 9
refers to the development of a ten-point ISDN
chart that lists the main nerve trunks, adjacent
points and muscles supplied.
Chapter 10 returns to trigger point needling in
line with accepted and established texts with no
reference to the fascia, or the increasing evidence
of fascial involvement in trigger point and acupuncture intervention (Langevin & Yandow
2002; Schleip et al. 2005; Finando & Finando
2010). Chapter 11 refers to visceral/somatic
reflex zones for the major viscera, which are
characterized by points identical to the evidence
from Back Shu, Huatuojiaji and Front Mu points
(Cabioğlu & Cetin 2008; Finando & Finando
2010), even to the point of following classical
meridian distribution.
Lists of muscles with accompanying information on the dermatome and myotome supply
are given in chapters 12–14.
Chapter 14 offers a list of basic injuries without reference to the pathophysiological changes
brought about by needling interventions. There
is no research to support ISDN within these
conditions.
Finally, Chapter 15 suggests that the same
protocol of treatment should be used for prevention with no reference to the neuro-immune
effects of acupuncture (Kavoussi & Evan Ross
2007; Cabioğlu & Cetin 2008), which are so very
pertinent to the failing athlete or those unable to
reach their personal best.
As a practitioner of physiotherapy and acupuncture over many years, both in the fields of
acute and chronic injuries, I was disappointed
by Biomedical Acupuncture for Sports and Trauma
Rehabilitation, and would have expected greater
research into the pertinent areas of rehabilitation,
such as: the angiogenesis of soft tissue dysfunction; the effects of acupuncture on tendinopathy
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and neo-vascularization; the influence of acupuncture on nerve growth factor; the effects of
tumour necrosing factor on tissue healing and
performance in sport; the biomechanical and
acupuncture elements of tendon overload;
and enthesopathy and bony changes.
The questions are numerous and remain. I am
afraid that this book fell short of the answers
required by athletes, trainers, coaches, doctors,
evidence-based practice and sports rehabilitation.
Jennie Longbottom MSc MMEd BSc FCSP
MBAcC
Practice Principal
Parks Therapy Centre
St Neots
Cambridgeshire
UK
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The Acupuncture Handbook of Sports
Injuries and Pain: A Four Step
Approach to Treatment
By Whitfield Reaves with Chad Bong
Hidden Needle Press, Boulder, CO, 2009,
392 pp., spiral-bound, US$75.00
ISBN 978-0-615-274409
I think it is important that any book creates an
immediate impact, whether it is an academic text
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or a work of fiction. Despite the cost of The
Acupuncture Handbook of Sports Injuries and Pain: A
Four Step Approach to Treatment, which can only be
ordered from the USA, the quality of its printing,
presentation and binding is extremely poor.
Undeterred by this, I remained anxious to understand the four-point principle of treating these
problems and so I carried on reading. Sports
injuries should present the clinician with the
same set of clinical criteria as acute pain, injury
and nociception, and therefore, I hoped to find a
new model of management, supported by recent
clinical and research evidence. Unfortunately,
this was not to be the case.
The Acupuncture Handbook of Sports Injuries and
Pain is extremely difficult to navigate, and the
page layout is awkward and far from easy on the
eye. The brief preliminary references to injuries,
which define such things as heel pain, knee pain
and lateral knee pain (to mention only a few), fail
to present known medical diagnoses, and this
introduction engulfs the first five pages of the
book.
Reaves’ approach clearly describes a clinical
reasoning, layering model in keeping with the
work of Bradnam (2007), who proposed a paradigm of acupuncture intervention from the time
of acute injury to the point of resolution, with
the difference that his system only involves four
steps:
(1)
(2)
(3)
(4)

the initial treatment;
meridians and microsystems;
internal organ imbalances; and
the site of injury.

Step 1 refers to the use of tendinomuscular
meridians, whilst step 2 incorporates extraordinary meridians, traditional points and Shu-stream
points, as referred to in the wave of recent books
by Marcus (2005), Maciocia (2006) and Lü
(2009). All of these texts provide in-depth models of clinical management using a similar stepbased approach, accompanied by descriptions of
the physiological and pathophysiological changes
that occur within the tissue and the nervous
system. These authors often support their assertions with relevant research and all their works
contain in-depth knowledge. On the other hand,
Reaves makes no reference whatsoever to pain
physiology or acupuncture analgesia, which misleads the reader since his title refers to pain.
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Step 3 advocates the use of deeper, internal
organ treatment, especially if the patient has not
responded to the two previous interventions.
Finally, step 4 suggests local segmental points
within the area and the use of trigger-point
deactivation for myofascial pain, a position supported by diagrams of commonly found trigger
points.
The text is cramped and difficult to read
throughout, although some of the illustrations
are rather good. There is no attempt to differentiate between myofascial trigger points and referral patterns, which will confuse the novice
acupuncture user and those who have not been
trained in this area.
My general thoughts – and I admit that I may
be wrong – are that this is a set of clinical notes
that have been correlated and printed for the
writer’s use, and are now on sale to the public.
Although the text clearly defines the layering
process of acupuncture intervention throughout
the injury process, there is no reference to: the
more complex and chronic pain states; the effect
of the autonomic nervous system and healing; or
evidence for acupuncture analgesia, healing and
blood flow. Such detail would have given The
Acupuncture Handbook of Sports Injuries and Pain
more credibility within the area of sports injury
treatment.
There are numerous acupuncture books with
the same theme on the market. As teachers of
acupuncture, we must be wary of recommending
books that do not offer students and practitioners evidence, wherever possible, in order to
support and enhance clinical practice, and also to
justify interventions in the ever-changing healthcare industry.
Jennie Longbottom MSc MMED BSc FCSP
MBAcC
Practice Principal
Parks Therapy Centre
St Neots
Cambridgeshire
UK
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Acupuncture in Manual Therapy
Edited by Jennie Longbottom
Churchill Livingstone, Edinburgh, 2010,
248 pp., paperback, £35.99
ISBN 978-0-443-06782-2
Although this book is entitled Acupuncture in
Manual Therapy, this is slightly misleading because
there is not as much needling as might be
expected. What the text does have are excellent
descriptions of current ideas on the assessment,
treatment and management of various musculoskeletal structures. Each chapter then includes
a smaller section on the acupuncture approach to
pain management within the musculoskeletal
field, which takes an evidence-based perspective.
Anyone expecting to find any TCM values will
be disappointed, but those who want to read
about where the current debates on understanding this particular application of acupuncture are
now focused will be well rewarded.
Acupuncture in Manual Therapy not only brings
together a great deal of information, it also
has many contributors, which makes it a lively
and stimulating read. In addition, it contains
extensive referencing and a descriptive critical
appraisal of the literature that will be useful to
practitioners and students alike.
The book itself has 12 chapters. The first asks
questions about what clinical reasoning is and
explains why it is so important to treatment. This
chapter suggests ways in which this clinical
reasoning might be applied to the inclusion of
acupuncture within manual and rehabilitative
treatment regimes. The emphasis here is that
treatment always requires problem-solving and
needs to relate directly to the clinical findings.
The final chapter takes a look at the application
of transcutaneous electrical nerve stimulation for
pain management, which sheds light on this
often-used but rarely discussed mode of treatment. The remaining chapters each cover treat130

ment approaches, including acupuncture for
specific musculoskeletal regions.
For example, Chapter 10 addresses anterior
knee pain. It begins with six pages on the
different diagnostic categories of this condition,
and a discussion of issues such as tissue homeostasis, biomechanics (including the Q-angle)
and strategies for management, such as taping
and in-shoe orthotics. All areas, as elsewhere, are
well supported with wide-ranging references.
This introduction is followed by two pages on
the evidence-based literature on acupuncture that
relates to knee pain. In this particular chapter,
this second section includes a comprehensive
and interesting description of trigger point acupuncture and its possible mode of action; it also
contains a brief review of papers on acupuncture
and osteoarthritis of the knee. Finally, the chapter ends with two detailed case histories that not
only describe the assessment, treatment and
outcomes of anterior knee pain, but also analyse
the clinical reasoning behind the treatments and
discuss the possible explanations. These cases
question the more orthodox approach to joint
pain, which prescribes anti-inflammatory medication even when there is little evidence of
inflammatory processes being involved. The
authors also suggest various possible modes
of action that might explain the effects of this
trigger point acupuncture. As is the case
throughout the book, these case studies promote
the integration of acupuncture within the
complex management of any musculoskeletal
problem.
The other chapters cover the temporomandibular joint, the cervical spine, the shoulder, the
elbow, the thoracic spine, the lumbar spine, the
sacroiliac joint and pelvis, the hip, and finally,
the foot and ankle in a similar fashion. Each
brings out specific areas of importance for the
musculoskeletal area covered.
The current Department of Health healthcare
agenda encourages increased patient choice, and
one result of this is a growth in the demand for
complementary and alternative medicine, particularly acupuncture. There is also a growing
body of evidence that demonstrates the role and
efficacy of acupuncture in the treatment of many
health conditions. Those physiotherapists who
include acupuncture in their practice will find
that Acupuncture in Manual Therapy should help to
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explain how they might arrive at an integrated
approach.
Jane Frances Wilson MCSP DipTP DipShi
CAc(Nanjing) MSc MAACP MBAcC
FHEA
Senior Lecturer
School of Life Sciences
University of Westminster
London
UK
Traditional Chinese Medicine
Approaches to Cancer: Harmony in the
Face of the Tiger
By Henry McGrath
Singing Dragon, London, 2009, 254 pp.,
paperback, £12.99
ISBN 978-1-84819-013-9
If you have ever wondered how TCM can
enhance the care that you give to your cancer
patients, then this is a book for you. Traditional
Chinese Medicine Approaches to Cancer: Harmony in
the Face of the Dragon offers the reader an introduction to TCM and an insight into how it can
help a person undertaking or recovering from
cancer treatment. The author, who is a teacher
and practitioner of TCM, is careful to stress from
the start that his book is about showing how the
integration of Chinese and Western Medicine
can help patients through their individual cancer
journey. There are frequent references to the
holistic approach of TCM in contrast to the
reductionist approach of Western medicine.
McGrath is especially careful to describe the
complementary role that TCM can play during
the treatment of cancer.
Each of the book’s six chapters addresses a
different aspect of TCM. The first outlines some
of the Chinese theories and their relation to
cancer. It is basic but concise, and provides a
good reference for the other parts of the text.
The chapter on acupuncture covers the role of
key meridians and outlines a few influential
points on each one. The most common symptoms of cancer and their treatments are
described. These include pain, xerostomia,
nausea and vomiting, hot flushes, and reduced
lung function. This chapter is well referenced
and provides the reader with useful references
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for more in-depth reading. Other parts explore
the important spiritual aspect of TCM, the use of
Chinese herbs, the significance of diet, and
finally, the role of exercise and environment in
cultivating Qi and influencing its flow.
Traditional Chinese Medicine Approaches to Cancer
is intended for patients, their families and health
professionals, and the text is written in a comparatively superficial way so that even those with
no prior understanding of TCM can benefit from
it. The style is very fluid and easy to read. It is a
book I would have relished when I began integrating TCM principles into my acupuncture
treatments, and I would recommend it to physiotherapists working in the field of oncology who
want to understand how a knowledge of TCM
can add another dimension to their acupuncture
treatments. It may well lead them on to greater
things!
Merian Denning
Chair
AACP Ltd
Trigger Point Needling for Myofascial
Pain
With Jennie Longbottom
Journal of Chinese Medicine Publications,
Hove, 2010, 110 min, DVD, £41.12
ISBN 978-0-9559096-9-6
This DVD can be obtained by itself or bought
with Acupuncture in Manual Therapy, the new book
by Jennie Longbottom (reviewed on pp. 130–
131). Trigger Point Needling for Myofascial Pain is
intended to augment the clinical training received
in myofascial trigger point training courses and
features:
+ a brief overview of myofascial pain pathology;
+ correct trigger point needling technique;
+ the origins and insertions of the muscles
covered;
+ individual pain referral patterns for each
muscle covered;
+ safe and effective trigger point needling techniques;
+ the relevance of underlying anatomical structures to ensuring safe needling; and
+ relevant stretching techniques for each muscle
covered.
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The brief overview is clear, concise and very
valuable as a logical starting point for this technique. I was very impressed by the demonstrations, which are done by Jennie throughout. Her
manner is relaxed but precise, and she exudes
calmness. The anatomy of the muscles is carefully covered with excellent illustrations. This
would be a good introduction for therapists with
a limited knowledge of anatomy or a timely
reminder for those of us who forget the odd
detail. Not all muscles are shown, but the most
important ones are certainly included. The pain
referral patterns are well shown on the model,
and the needling is always easy to see and copy.
Additional safety information is given where
appropriate.
I was pleased to see that Jennie emphasizes the
importance of self-stretching after acupuncture
treatment. The DVD ends with an interview
with Jennie herself, which is like a gentle seminar
in this useful technique, and includes many
useful treatment tips and observations.
Trigger Point Needling for Myofascial Pain would
be excellent as either a teaching or a discussion
aid for in-house continuing professional development sessions, and is recommended for acupuncture tutors in general. My closer colleagues
will know that I have never been a fan of deep
needling for trigger points, but I am going to
seriously rethink my approach.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
Healing the Eyes with Acupuncture:
Illustrated Lessons and
Demonstrations
With Julian Scott
Journal of Chinese Medicine Publications,
Hove, 2010, 262 min, DVD, £45.83
ISBN 978-0-9559096-8-9
This is a difficult product to review. Healing the
Eyes with Acupuncture: Illustrated Lessons and Dem-
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onstrations consists of three separate discs that
have been designed as lectures/demonstrations.
These have been thoughtfully put together and
are eloquently expressed. For the most part, it is
Julian Scott himself talking about this type of
acupuncture treatment. He carefully puts the
historical and theoretical basis for the Chinese
approach in context, explaining many of the
linking branches to the meridians around the
eyes and how a good working knowledge of
TCM Zang Fu theory will help to make sense of
these. Western knowledge is included, and it is
helpful to realize that a lot of our modern ability
to see into the eye itself and calculate the physics
of vision actually supports many of the Chinese
theories.
Julian offers acupuncture treatments primarily
for those conditions where modern medicine has
little to offer. These include optic atrophy, retinal
bleeding, dry eyes, cataract, diabetic retinopathy,
open-angle glaucoma, short sightedness, crossed
eyes in children and conjunctivitis. He demonstrates techniques and treatments, and talks
about his subject in a calm and relaxed manner.
Both distal and local needling are discussed, but
many physiotherapists would feel quite reluctant
to needle so close to the eyeball.
While Healing the Eyes with Acupuncture is an
excellent collection of specialist knowledge, I am
wary of recommending it to AACP members in
general. There is very little research to support
this type of work, and since treatment of vision
lies beyond our scope of practice, I suspect very
few of us would venture into that field. Should
you hold a full TCM qualification, you will find
much additional knowledge, and even if you are
not certified in this way, you will enjoy these
lectures as a clear and rational explanation of
some puzzling ideas. Nevertheless, this area
should remain specialist territory.
Dr Val Hopwood FCSP
Course Director
MSc Acupuncture
Department of Physiotherapy and Dietetics
Coventry University
Coventry
UK
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News from the front

Beware of the scam
A number of confidence tricks have recently
been circulating both electronically and by post.
Here are two examples of the kind of fraudulent e-mail that you may receive in your inbox
(please note that these have deliberately not been
edited for publication):
‘‘How are you today? My name is Mrs Stacy
Wunch, I live and work here in Chicago, I am
36yrs old. I have been doing massage since
1989. I do a deep relaxation massage in which
the muscles relax without pain; I also do
energy massage that helps people feel great
when I am done. I am certified to do pregnancy massage. I have lots of happy clients
here in the US. I have a client Miss Natalie
Andrews, a model here in America, She will be
coming to the United Kingdom in three weeks
time for a modelling job and she will be
residing in Warwickshire temporarily until the
necessary arrangement for her job has been
made before she leaves, She is having low
back pain, She will be needing 1 hour acupuncture session two times a week for one
months and two weeks.
‘‘Miss Andrews asked me to come with her
to United Kingdom but I told her I would not
be able to go with her because I will be going
for a course in a week time and because I
don’t know much about acupuncture, So I
promised to help her get a good therapist in
your Area.
‘‘Please tell me a little more about your self,
how long have you been an acupuncturist?
and would you be able to provide her acupuncture?
‘‘I will also need you to get back to me with
the amount you charge per session and also let
me know if her boss can pay you with a
Travellers check?
‘‘Thank you very much and do have a nice
day.’’
‘‘I am Stephen Lauren. I saw your contact
online. Anyway, I am an English speaking man
 2010 Acupuncture Association of Chartered Physiotherapists

from Cotonou. I will be coming over to
Scotland, Aberfeldy precisely from 20th of
May to 3rd of June with my wife.
‘‘Myself and my wife have been smoking
for years now and we have always heard that
Acupuncture can help us quit as we have tried
so many ways to quit smoking but it seems
impossible so we are willing to have sessions if
for nothing but to at least try it if it will work.
‘‘I will want to know if you can offer your
services at these dates, I’ll also want to know if
you offer home services as that is what she’ll
want, if you do, I will appreciate if I can get a
price quotation As we want to make advance
payments before our visit so we can be rest
assured. An early response will be appreciated.
Hope to hear from you soon.’’
Most people are suspicious, of course, and will
not reveal their bank details, but sometimes, if
you do respond with a quote for treatment, an
international money order is apparently sent.
However, this will be for a great more than you
requested.
The scammers will then contact you to say that
there has been a terrible mistake. They will tell
you that a car hire charge was included in error
and ask you to refund this money to them. Do
not send a cheque! You’ll find out a fortnight
later that the original inbound payment doesn’t
exist since the money order was not genuine.
Another scam is the Physicians Therapists Guide,
which offers a free listing and a 28-day cancellation
period, after which you get charged V983. You
have to lodge payment details to get the free
listing, but you will then find it impossible to
cancel the transaction because no one ever
answers the phone or responds to your e-mails.
Either the money disappears, or you will be threatened with legal action if you cancel the payment
instruction. The promised guide never materializes, of course, as you might have suspected.
Finally, please note that you may fall foul of a
demand for money that may seem like a scam,
but in fact, most definitely isn’t one. Getty
Images will pursue you for payment if their stock
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photographs are used illegitimately on your web
pages. Many people think that normal copyright
laws don’t apply online, but they certainly do, as
several British Acupuncture Council members
discovered when they were threatened with
admissible legal action.
Rosemary Lillie
News Editor

Tilting at windmills: chiropractors
learn a costly lesson
Complementary therapists, even those whose
statutory regulation has earned them a place at
the official table, would do well to heed the
expensive lesson dished out to the chiropractors.
Being sniped at by detractors like Edzard Ernst
and Simon Singh is simply par for the course: the
prevailing principles of evidence-based medicine,
while not always clearly at play in a great deal
of accepted conventional medicine, mean that
chiropractic and osteopathy, along with acupuncture and especially homeopathy, will have little
acceptable research to back up their claims for
efficacy.
When journalist Simon Singh, who was interviewed with Edzard Ernst for ‘‘News from the
front’’ last year (Lillie 2009), wrote in the Guardian
that the British Chiropractic Association (BCA)
‘‘happily promotes bogus treatments’’ (Singh
2008), the organization tried to draw a line in the
sand and opted to take Singh to court for libel. It
initially found an ally in Mr Justice Eady, who
interpreted Singh’s comments as a statement of
fact that could be taken to be libellous in his
preliminary hearing. However, the BCA’s reluctance to settle the matter out of court proved to
be a dreadful error of judgement. The scientific
and liberal establishment then rose in fury at
what was perceived as an attack on freedom of
speech itself within the scientific community.
This was a view shared by the judges in the
appeal court, who overturned the original decision, and ruled that Singh was making fair
comment and was well within the accepted
conventions of robust scientific disagreement.
By now, however, two infuriated bloggers had
tracked down the website of every chiropractor
registered with the General Chiropractic Council
(GCC), and found over 500 that made claims
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which were not sustainable under current
Advertising Standards Authority (ASA) rules.
Although the ASA has no jurisdiction over
website material, the Code of Practice of the
GCC (2009, p. 25) makes the Authority’s standards binding on registrants, and there are now
over 500 individual formal complaints before the
Council’s conduct committees. Worse still, it is
believed that the legal advice given to the GCC is
that the cases cannot be treated as a class action
and, therefore, will have to be heard one at a
time. This will be at great expense to the GCC
and also possibly at even greater expense to
insurers, who will have to pick up the defence
costs that are a feature of most professional
indemnity policies.
As an object lesson in political power, this takes
some beating. Remarks that would have gone
largely unnoticed after a couple of days have
energized concerted anti-complementary and
alternative medicine (CAM) feeling and brought
dire financial consequences down on a profession. The homoeopaths learned a similarly tough
lesson 2 years ago by appealing to common sense
and mature debate when dealing with detractors
whose commitment to the broad principles of
scientific enquiry vanished when dealing with
interesting evidence derived from CAM therapies.
If there is a moral to the tale, it is that one’s
own foundations have to be secure before
launching attacks on the establishment. Ernst
may be repetitive and annoying, but his central
challenge, i.e. to find more appropriate ways to
research acupuncture if we disagree with his, is
only now being taken up with any great collective
fervour. The other moral allows me to quote
Stalin: when asked by Pierre Laval whether the
Pope should be invited to contribute to important Allied War Conferences, Uncle Joe replied,
‘‘F*** the Pope! How many armoured divisions
does he have?’’ Unfortunately, CAM therapists
have very few indeed and will almost always lose
if they tilt at establishment windmills.
John Wheeler
Clinical Editor
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Department of Health announces
next steps for complementary
and alternative medicine
On 1 April 2010, the Complementary and
Natural Healthcare Council (CNHC) announced
that it had been asked by Andy Burnam, who
was the Secretary of State for Health at the time,
to register practitioners supplying herbal medicines to members of the public in England.
The CNHC already registers a significant
range of CAM practitioners who meet its standards and it stated that it was ‘‘well positioned to
expand its public protection role in this way’’.
Since 2008, the Council has established a reputation as a regulatory body with robust and
effective standards for registration and fitness to
practise. It has positive and collaborative links
with the statutory healthcare regulators.
One in five people in the UK use CAM, so the
CNHC is in a unique position to ensure that
effective regulation is expanded in this hitherto
largely unregulated sector. The Council anticipates that it will work actively with colleagues
representing the practitioners concerned in order
to take these proposals forward in the public
interest.
Maggie Wallace, the Executive Chair of the
CNHC, said:
‘‘CNHC is delighted that the Secretary of State
is minded to use CNHC in this way to
progress an important public protection role.
It believes that its standards and processes
provide the necessary assurance to consumers
that those on its register are well qualified and
can also be called to account where necessary.’’
Maggie Dunn, the CEO Registrar of the CNHC,
added:
‘‘We welcome the confirmation by the Secretary of State that CNHC’s ‘lighter touch’
approach to regulation is seen to be effective
and of a high standard. We look forward to
opening CNHC’s register to this important
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group of practitioners and to working with all
interested parties.’’
The Council is the only UK regulatory body for
CAM that is endorsed and supported by the
Department of Health. It was established as a
company limited by guarantee in July 2008 and
opened its register to various CAM disciplines
during 2009 with the purpose of protecting the
public by means of a voluntary register for
complementary and natural healthcare practitioners. The CNHC currently registers practitioners who meet its standards in aromatherapy,
Alexander technique, Bowen massage, nutritional therapy, reflexology, shiatsu, and sports
and remedial yoga therapy. The register is scheduled to open later this year to cranial sacral
therapy, naturopathy and reiki.
The Council’s functions are:
+ to establish and maintain a voluntary register
of CAM practitioners in the UK who meet its
standards of competence and practice;
+ to make the register of practitioners available
to the general public and to educate them
about the CNHC quality mark as a quality
standard;
+ to operate a robust process for handling
complaints about registered practitioners; and
+ to work with professional bodies in the CAM
field to further develop and improve standards of professional practice.
The register has been launched with Government
backing through the Department of Health.
Andrew J. Wilson
Corporate Editor

The use of acupuncture in the
treatment of infertility
Following a meeting with the Professional Practice and Service Delivery Subcommittee
(PPSDS) at the Chartered Society of Physiotherapy (CSP) on 21 April 2010, and the subsequent ratification of their decision by the
Practice and Development Committee, our chair,
Merian Denning, has informed us that they have
issued the following statement:
‘‘Acupuncture is within the scope of UK
physiotherapy practice. It is beholden on each
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member to assess whether or not they are
practising within their own personal scope of
practice: Rule 1 of the Rules of Professional
Conduct sets the framework for this decision.’’
Furthermore, the CSP will issue new guidance
and criteria regarding the factors to consider
when deciding whether or not a particular practice is within the scope of practice of the
profession and that of the individual.
You will note that the statement does not
specifically mention the use of acupuncture in
the treatment of infertility. This is because the
PPSDS realize that the use of acupuncture within
physiotherapy has now extended some way
beyond the treatment of pain, and that considering the scope of all the different uses of this
modality would be onerous and time consuming.
Rule 1 of the scope of practice is as follows:
‘‘Chartered physiotherapists shall only practise
to the extent that they have established, maintained and developed their ability to work
safely and competently and shall ensure that
they have appropriate professional liability
cover for that practice.’’ (CSP 2002, p. 6)
We cannot stress enough the importance of
adherence to Rule 1 of the Rules of Professional
Conduct. As Merian says:
‘‘Providing the rules of professional conduct
are adhered to and you can prove that you
are adequately trained within your field, then
the Professional Liability Insurance available
through the CSP will cover you.’’
She also stated that, ‘‘We are very pleased with
the outcome of this exercise and are grateful to
the members of the PPSDS for their insight into
the bigger picture of scope within the use of
acupuncture within physiotherapy.’’
Merian would like to thank Jennie Longbottom
for her tremendous support with regard to this
issue.
Rosemary Lillie
News Editor
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Of mice and men in white coats
A study that was recently published in Nature
Neuroscience (Goldman et al. 2010) suggests that
the analgesic effects of acupuncture may be
explained by a biochemical mechanism. The
research team tried to establish whether the
release of the neuromodulator adenosine was
affected by the use of acupuncture needles.
Chronic pain was induced in the legs of laboratory mice and the Stomach 36 (Zusanli) point
was needled in the affected limb. For an hour or
more after treatment, the mice showed a reduced
sensitivity to touch and heat, from which it was
inferred that their pain had reduced. The scientists involved found increased levels of adenosine in the needled mice, but also reported tissue
damage at the site of needling, which may have
caused some of the effects.
Although there was considerable excitement in
the scientific community, Professor Edzard
Ernst naturally found this a little less than
convincing. He is quoted as saying that the work
does not address whether acupuncture is actually
an effective treatment: ‘‘If the clinical effect is
not beyond placebo, which most of the well
controlled clinical trials seem to suggest, the
mechanism is irrelevant and the true mechanism
is placebo’’ (Peplow 2010).
However, a spokesperson for the mice
reported that the trials had been greeted with
some optimism: ‘‘For years mice have suffered
from chronic lower leg pain from endless running in wheels,’’ he said, ‘‘and this treatment
offers real hope.’’
John Wheeler
Clinical Editor
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Guidelines for authors

Introduction
Always refer to a recent edition of the Journal of the
Acupuncture Association of Chartered Physiotherapists.
Please follow the style and layout of an article or
item that is similar to your own contribution. If
something is submitted for publication, then it is
implied that it has not been simultaneously submitted to another journal or any other type of
publication. Reprints may be considered, but these
must be clearly identified as such and permission
must be obtained from the original publisher.
Templates for clinical papers and case reports
are available on the AACP website (www.aacp.
org.uk) or by e-mail on request. These templates
should be not be deviated from if used. Manuscripts may be returned to authors if they have
not adhered to the guidelines. If necessary, the
Clinical Editor should be consulted in the initial
stages for clarification.
Authors may submit clinical papers, literature
reviews, clinical commentaries, case reports,
book reviews, course reports, news items, letters
or photographs for consideration for inclusion in
the Journal. Academic and clinical papers are
subject to review by the Editorial Committee and
may require revision before being accepted.
A Portable Document Format (PDF) file of
the final version of any academic article is
available free of charge if notice is given to the
Editor when the article is submitted.
All published material becomes the copyright
of Association.
All submissions should be sent directly to the
Editor:
Mr John Wheeler
Windsor Centre of Traditional Acupuncture
5a St Leonards Road
Windsor
Berkshire SL4 3BN
UK
E-mail: johnbacc@msn.com

Preparation of manuscripts
Authors should submit material by e-mail or on
CD-ROM. All articles must be typed with wide
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(3-cm) margins and the pages should be numbered consecutively. Articles should be a maximum of 7500 words (excluding the abstract,
references and tables).
Papers should be arranged as follows:
Title
The title of the article should be in sentence case,
bold and ranged left, as in the main title above:
note that there is no full stop and no underlining.
The author’s name(s) and institutional affiliation(s) should run consecutively below the title.
Again, there are no full stops.
Abstract
A summary of not more than 250 words outlining the purpose, scope and conclusions of the
paper should be submitted. This should be
followed by a minimum of three and a maximum
of five keywords that best represent the contents.
Text
The layout of the Journal is that the main heading
of each section is in sentence case and bold.
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 diagrams and photographs, these should be numbered in the order in which they appear in the
text, and should be submitted in separate files
(do not embed images in the text). Any figure
captions should be left-justified and run after the
author’s biography at the end of the text. Any
tables should come after the figure legends, if
there are any. Please indicate placement in the
text (e.g. ‘‘Fig. 1’’ and ‘‘Table 1’’). All figures and
tables must be referred to in the text.
When using numbers in the text, these should
be written out in 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).
137

Guidelines for authors
Clinical papers: referencing
All clinical papers must be fully referenced and
the citations verified by the author. No exceptions will be made. The reference list must be
arranged alphabetically by the name of the first
author or editor, following the Harvard style. In
the text, give the author(s) and date of publication in brackets (e.g. ‘‘Smith 1998’’), or if the
main author’s name is part of a sentence, then
only the year is in brackets [e.g. ‘‘as described by
Smith (1998)’’]. For more than one author,
reference can be made in the text to ‘‘Smith et al.
(1998)’’ (note the italics). However, when writing the reference list, the convention is as follows: for up to five authors, write all the authors’
names; for six or more authors, write the first
three author’s names, followed by et al.
For journals, give the author’s surname and
initials, the year of publication, the title of the
paper, the full name of the journal, the volume
number, the issue number in brackets, and the
first and last page numbers of the article (note
the correct use of italic, bold, commas and full
stops):
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.

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 should be given,
along with the editor’s name(s), 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.

For references to documents on the World
Wide Web (WWW), give the author’s surname
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followed by all initials, the year of publication in
brackets, the document title in italics, an indication that it is a WWW document in square
brackets and the complete Uniform Resource
Locator (URL):
List D. (2004) Maximum Variation Sampling for Surveys and
Consensus Groups. [WWW document.] URL http://
www.audiencedialogue.net/maxvar.html

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
Photographs may be submitted in colour or
black-and-white, but will be printed in monochrome. Images must be in sharp focus. Photographs should be numbered and their placing
indicated in the text. Digital photographs should
be of high resolution (i.e. a minimum of 300 dots
per inch).

Line illustrations
These should follow the style used in the Journal,
i.e. any labelling text should be in sentence case
(10-point, Arial font), graphs should be twodimensional and all images must be monochrome. As with photographs, line illustrations
should be numbered and their placement indicated in the text. All images should be of high
resolution (i.e. a minimum of 1200 dots per
inch).

Case reports
The Journal welcomes case reports of up to
3000 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 study must be referenced
throughout. Further guidance is available on
request.
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Book reviews

General points to note

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. Reviews of
DVDs and DVD-ROMs should follow the same
format. Book reviews and reports are normally
no more than 500 words in length; query for
longer.
Please contact the Editor before writing a
review.

Please enclose your home, work and e-mail
addresses, and telephone number.
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(s)
should be included at the end of a clinical paper
in italics.
All notes and news should have clinical relevance to the AACP. Please refer at all times to
the style and layout of previous issues of the
Journal for whatever you are writing. Using these
guidelines will save time for the editorial team.
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* Or £60 per year. my-cpd offers a variety of flexible payment options including monthly payments at £5 per month. See our website at www.my-cpd.co.uk
for full terms and conditions. Registered office: my-cpd, Kings House, 12 King Street, York, YO1 9WP, email: info@my-cpd.co.uk.
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