Is Acupuncture an Effective Adjunctive Treatment@steoarthritis of the Knee?

A Literature Review.

Alison Purchon

May 2007



Abstract

Background There is no current cure for osteoarthritis @& kimee. Acupuncture is part of
traditional Chinese medicine, a system that empkaghe body’s healing ability. Recent trials
have suggested acupuncture can ease pain an@ssiffn Clinical trials focus on the effects of
acupuncture and not on how the treatment worksichifies exist when applying scientific
research methods to acupuncture treatment howeidEmee is emerging that can inform future

research and treatment.

Methods:A systematic and reproducible critical literatuegiew was carried out. Research
trials of acupuncture as a treatment for osteatighuf the knee conducted since 1992 are

discussed. Conclusions and recommendations are.mad

Results:There is a lack of available information in ortb&dnedicine concerning the beneficial
effects of acupuncture on osteoarthritis of theekAdnis results in acupuncture remaining an
underused and undervalued treatment optimical trials show an accumulation of evidence
supporting the use of acupuncture to deliver siggift improvements in knee function and pain
relief with minimal side effects and the potental a close patient/practitioner relationship that

can be beneficial in the treatment of a chronicdtoon.

STOP PRESS
Witt et al (2006) of the University Medical CentExrlin published results from a randomised,
controlled trial of 3,553 patients with chronic paiue to OA of the knee or hip. Results were
in line with trials reviewed in this study. Asesult, the German Federal Committee of
Physicians and Health Insurers is considering tssipility of covering costs of acupuncture
treatment for these conditions. If approved, iyriead to acupuncture treatment becoming a

routine medical option for the treatment of OA iar@®any

(i)



Acknowledgements

Many people have helped me with this work. Facoigmber, Richard Graham
provided guidance and encouragement at the outet.en Pryke, Consultant Trauma
and Orthopaedic Surgeon was kind enough to sufiphature and additional detail on
the western perspective. Advice on academic stgke given by Mike Guest. Proofs
were read by my mother, Gweneth Parker. Micha&eBaas an upbeat and

informative Dissertation Supervisor.

Greatest appreciation must go to my family. Simlmssica and George have been

unstinting in their encouragement and support.

Thank you.

(ii)



Table of Contents

Abstract

Acknowledgements

Table of Contents

List of Appendices

1. Introduction

2. Aims and Objectives

3. Methodology

4, Literature Review
4.1 Osteoarthritis of the Knee from the Western Pertsgec
4.2 Osteoarthritis of the Knee and Traditional Acupuinet
4.3 Review of Research

5. Discussion

6. Recommendations

7. Conclusion

Evaluation of the Research Process

Evidence of Personal and Professional Development

References

Bibliography

Appendices

Glossary of Terms

(iii)

(i)
(i)
(i)
(iv)

15
20
35
41

44

46
47
49
58
62

87



List of Appendices

Appendix 1

Clinical Features of Knee OA

Appendix 2

Yin YangTheory

Appendix 3

Five Element Models

Appendix 4
Symptomatic Treatments for Knee OA
Eyes of the Knee

Bachman’s Knee Points

Appendix 5

Point Selection for the TreatmentBif Syndrome

(iv)

62

63

64

67

67

68

69



Appendix 6

Point Combinations, Locations and Indications (T@h Five Element)

from Individual Research Trials

Berman et al (1999)

Tillu et al (2001) Tillu et al (2002)
Aiping (2001)

Witt et al (2003)

Vas et al (2004)

Jubb et al (2004)

Berman et al (2004)

Appendix 7

Characteristics of Included Studies

v)

71

71

73

74

75

78

79

81

83



1. Introduction

Osteoarthritis (OA) is the most common joint digarccausing pain and stiffness as the
cushioning cartilage between the bone joints weavay. The cause is often unknown and
primarily related to aging. McCormick et al (19%&)ggest OA may be present in some form in
over 1000 million people in Europe with 2.02 milli@dults in the UK consulting their GPs
every year with symptoms attributed to OA. Thedeur placed on the National Health Service
(NHS) is well known. Mauer (1979) suggests moentb50,000 people in the UK have X-ray
evidence of moderate to severe OA in their knebs. Department of Health logged more than
56,562 knee replacements between 2004-2005. Thee poi the NHS is high, with GP
consultations alone estimated to cost £307 miliior2000 (source: Office for Health and
Economics 2001). The Arthritis Research CampaignillicationArthritis: The Big Picture
(2004) draws attention to the high cost of presaibdrugs (£341 million in 2000),
rheumatology in UK hospitals (£259 million in 2008)d hip and knee replacements (£405
million in 2000) bringing the total cost of OA tbed UK NHS and Social Services to £5.5

billion in 2000.

There are also economic implications. Arthritisl @elated conditions, as discussedithritis:
The Big Picturg(2004) are the second most common cause of daysook for both men and
woman in the UK. The Office for National Statisti€&s Department of Work and Pensions

estimates working days lost in 1999-2000 were exjent to an £18 billion loss of production.

Within the total numbers in the UK affected by Q®is estimated that 550,000 have moderate
or severe OA in their knee joints. As knee OA Imees increasingly common, chronic and
costly to treat, as well as unpleasant for theesaff alternatives and complements to drug

therapy or surgical intervention are attracting #teention of patients. Amongst alternative

Page 1



treatments purporting to benefit knee OA, acupuechas been subjected to a number of trials,

with preliminary studies showing some interestipgfentially encouraging results.

The western medical profession is reluctant to eselany complementary therapy that cannot
stand up to rigorous research trials. Methodoklgissues in acupuncture trials are well
documented. Kaptchuk (2001) notes attempts to umeasupuncture against western medicine
on western medical terms puts the more subtle iienef acupuncture at a disadvantage.
Blinding practitioners, delivering sham acupunctwighout needling and measuring patient
benefits in qualitative as well as quantitativarterhave all proved elusive. However, as side
effects compromise effectiveness of drug therapynlrers of sufferers and health care costs
increase and patients themselves seek complemeraibeynatives, a multidisciplinary

integrative approach to treating knee OA deservesideration.

In the context of the western and eastern viewneekOA, this study seeks to critically examine
the research available concerning acupuncture benaficial treatment for knee OA. By
highlighting not only the strengths and weaknesdegsearch to date, but also drawing on the
strengths of acupuncture practice to treat the evpatient, the study will seek to recommend a
place for acupuncture as part of a combined coimalf holistic and self management

programme of treatment for sufferers of knee OA.
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2. Aims and Objectives

21 Aims
To conduct an extensive and up to date literatevéew of evidence for the effectiveness of
Traditional Acupuncture as an adjunctive treatnerdsteoarthritis of the knee and to see how

this informs acupuncture practice.

2.2  Objectives

Provide a brief overview of the western and easteedical approach to treating knee

OA.

Identify the body of research that exists on the efsacupuncture in treatment of knee

OA.

Critically and systematically examine relevant eesh, identifying strengths and

shortcomings.
Identify common outcomes and discuss potentialufture research.

Provide evidence that the author has understoodptbeess of critically appraising
work done by others in order to develop as a rebeainded practitioner and provide a

summary of what has been learnt from this acadenoicess.

Page 3



3. Methodology

To evaluate the effect of traditional acupuncture lmee OA, a number of alternative

methodologies could be used. Tarling et al (1998psst methods have specific purposes:

Collect the best possible evidence to support futeea particular argument
Minimise the risk of bias in the collection of exide
Be practical and efficient

Conform to certain ethical positions in relation tbe collection of evidence from
human subjects

(Burns and Grove 1987 pg 335-359 1998 cited inifget al 1998 pg 53)

3.1 Selecting an appropriate methodology

3.1.1 Quantitative Research

Vickers (1995) suggests that the advantage of gatwe research is that it can provide
information which is directly applicable to praetic The author considered a survey of a cross
section of patients via questionnaire, with catgfohosen questions to elicit information which
could be gathered and presented, concerning theaeff of acupuncture for knee OA.
However, this approach was rejected because ofefative inexperience of the author in this

field, time constraints associated with being adewgraduate researcher and ethical issues.

3.1.2 Qualitative Research

A questionnaire could have been devised to colleatative information rather than numerical
data. Vickers (1995) suggests this approach cardiee to misconception and individual bias.
Perspectives of the effectiveness of treatment aay Robinson et al (1988) advise using a

third party, for example research teams or considfato avoid personal bias or inhibited
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participants. This was beyond the scope of the ngndéuate researcher. Whilst quantitative
methods may make the benefits of acupuncture diffto express in percentage points or
simple yes and no answers, the qualitative appraschiso restrictive. Knafl et al (1984)
suggests that the absence of a standard formatefmrting qualitative research can make
validity difficult to assess. Qualitative researcfiers an array of methods including case
studies and interviews. It is an increasingly faeaumethod of examining relationship and
therapeutic outcomes of acupuncture treatment; eweonducting qualitative research
presents similar challenges to the undergraduatsareher as does a quantitative approach and

was therefore rejected.

3.1.3 Literature Review
Utilising the volume of published literature to dwet a critical and intellectual evaluation

offers the author a controllable approach to cotidg@n undergraduate dissertation.

Hart (1998) defines a literature review as:

‘The selection of available documents (both pullisland unpublished) on the topic, which
contain information, ideas, data and evidence emntfrom a particular standpoint to fulfil
certain aims or express certain views on the natdrihe topic and how it is to be investigated,
and the effective evaluation of these documentsation to the research being proposed’

(Hart, C 1998 pg13)

A literature review allows the undergraduate redear a manageable approach in terms of
costs, time and outcome. In conducting a literatuegiew a systematic, explicit and
reproducible method is used as stated by Fink (L&98valuate and interpret an existing body
of recorded work. By utilising the latest publishedearch, the study can make an appraisal of
the published work on acupuncture as a treatmerikniee OA. Recommendations may then be

made for further research.
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Accepting the limitations of time, experience artii@l issues inherent in producing an
undergraduate dissertation and in recognition efblume of existing research, the author has

selected a literature review as the most suitaletéhatology.

3.2 Literature Search

The author was only able to utilise literaturetia English language.

College of Traditional Acupuncture (CTA) LibraryaHon

An initial search of the CTA library allowed thethar to consider the classical texts of
traditional acupuncture, contemporary worksBirsyndrome(congruent to OA in the eastern
medical rubric according to Pei-Lin et al 1994, Ma@ 2005, Deadman 1983 and others) and a

selection of general texts on western medicineteagitional acupuncture.

Oxford Brooks Electronic Library

A literature search, using the criteria ‘acupunettmsteoarthritis’ and ‘knee’ was made on the

following online data bases, both respected for thread based sources:
AMED

CINAHL

Other internet data bases searched using the s@sréaancluded:
Medline
Cochrane Library

Google Scholar
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AOL

NELH

Bandolier

British Medical Journal
British Library

National Institute for Health

National Institute for Clinical Excellence

These represent the main sources of internet dsgalfar quality medical information.
Internet and electronic library searches productdah of 38 research papers, abstracts of these

research papers and articles.

A search of the quality on line journals was alsmducted using the same key words

‘acupuncture’, osteoarthritis’ and ‘knee’.

The European Journal of Oriental Medicine
The Journal of Chinese Medicine

Acupuncture in Medicine

These publications are well respected and reprdbentnain sources for journal articles on

acupuncture and related subjects.

This search added a further 1 research paper aadicles that met the author’s selection

criteria.
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The final selection of papers to be reviewed wastan:
Acupuncture and knee OA being the central theme

Acupuncture treatment delivered via needling naofpaessure or predominantly electro

acupuncture

A minimum of 25 participants in the sample group

This left the author with a total of 13 researchgya and articles.

3.3  Methodological problems

As only papers written in or translated into Englisould be considered, there may be vital

omissions in literature about this traditionallynreestern practice. The original proposal was

based on the wealth of material available. Somezagid not meet the final selection criteria.

By adopting a broad approach more literature wiiglily identified than was manageable. The

final selection of papers encompasses the essevtidis in English and a systematic review

was possible in the time available.

3.4  Statement of bias

The author is a student acupuncturist and is awhtbhe potential for bias. Every effort has

been made to remain impartial.

35 Ethical considerations

The author is not aware of any ethical considenatio
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4, Literature Review

4.1  Osteoarthritis of the Knee from the Western Pertspec

Joint disorders are classified as non-inflammatorinflammatory. Thibodeau & Patton (2002)

note that osteoarthritis is the most common nolainmatory disorder of moveable joints.

Osteoarthritis is the name given to degenerativet jdisease. It primarily affects weight
bearing joints and involves the progressive breakdof articular cartilage, resulting in damage
to the underlying bone. Wheeless’' (2006) defineeasitthritis as a gradual process of

destruction and regeneration.

Causes can be primary (idiopathic, resulting frevedr and tear’ with onset most common in
the sixth decade) or secondary, which can resath fa variety of causes including obesity,
pathogens (e.g. cytokines, cellular toxic medigtargective bacteria, trauma, ligament injury,
genetic or developmental abnormalities and somealmit or endocrine diseases (e.qg.

acromegaly).

Knee OA more often affects the medial compartmiean tthe lateral as the weight bearing axis
of the knee results in this compartment carryingragmately 60% of the load causing it to
degenerate more commonly than the lateral compattrdes the knee collapses inward the

condition often progresses at an exponential (Afgendix 1: Clinical Feature of Knee OA)
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Western medicine cites five stages of osteoarshriti

1. Breakdown of articular cartilage

2. Synovial irritation

3. Remodelling of bone creating osteophytes
4. Eburnation of bone and cyst formation

5. Disorganisation of the joint

(Dandy & Edwards, 2003)

This highlights the origin of osteoarthritis asadure of articular cartilage to retain its healthy
smooth surface, generating friction resulting iflammation. The joint cartilage degenerates
and new bone and connective tissue grows withisisgoine (2001) suggests inflammation is

minor and secondary to this process.

In the early stages, knee OA is diagnosed fromrtepd pain, loss of movement and altered
function. There may also be swelling, crepitus, kmegs and progressive deformity in the
affected knee. As the condition worsens, radi@alginformation shows pathological changes:
narrowing of the joint space, alteration in the &ahape and formation of osteophytes (spur

like bony outgrowths). Osteophytes may be the soatgempt to ‘splint’ the joint.

Apley et al (1993) notes pain is worse when thesKpears weight; after exercise joints stiffen.
Night pain is another cardinal feature, often seledisturbing sleep. Pain may originate from
damaged tissue within the joint and in surroundmgscles which have to work hard to
maintain the stability of an unstable joint. Mowam is slowly lost as osteophytes form.
Because the knee is weight bearing, osteoarthdéie has a greater potential for pain and

restriction than osteoarthritis in an upper limimjo

Until knee OA becomes very severe, western tredtmeasrientated towards joint conservation

and pain relief. In the early stages, patientsaahdsed to keep active but to modify their
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lifestyle to avoid activities that aggravate thmjo Walking sticks are encouraged and are most
effective when used in the contralateral handgdneral, the advice givenifst hurts, don’t do
it (Dandy & Edwards 2003). Physiotherapy may be useithcrease the power of muscles

around the knee to compensate for the worn joidttarincrease blood flow.

As knee OA progresses both analgesics and angirimflatory drugs become important. Their
use is controversial as they do nothing to redheeprogress of OA. They act on the whole
body and can result in unwanted side effects. Lteng reliance on these drugs may not be in
the patient's long term interests. Non-steroiddli-sxilammatory drugs (NSAIDs) such as

ibuprofen dominate current drug usage. Mori re@®% of arthritis sufferers use NSAIDs

(ARC: The Big Picture 2000). Ibuprofen is availakle an over the counter drug, making it
difficult for the western physician to control atipat's dose, so statistics recording prescription

usage can be very conservative.

Dandy & Edwards (2003) note NSAIDs are useful bmthreduce pain and the inflammatory
response within the joint. Whilst not improvingetrarticular surface, where damage is
irreversible, the response of the synovium to pladi worn away from articular cartilage is
reduced. Thus NSAID drugs can reduce the respohgmin and stiffness felt following

activity.

Almost all NSAIDs have the potential to cause gastestinal problems, renal problems and

confusion and may not be a suitable therapy fagrbigpatients, who unfortunately form a large

proportion of knee OA patients.
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‘Once you begin taking NSAIDs, you multiply by seimes your chance of being hospitalised
due to gastrointestinal adverse effects.’

‘In the UK, some 4,000 people die each year frokimnta NSAIDs — twice the number of deaths
from asthma.’

(McTaggart, 1996, page 84)

NSAID drugs can also accelerate the progressiorkrfe OA and so should be used
intermittently and cautiously. Berman et al (208dggest NSAIDs may be ineffective and

cause unwanted and dangerous side effects.

NSAIDs can depress chondrocyte activity and thig ceause the disease to progress more
rapidly, especially in weight bearing joints.’

(Dandy, 1989, pg 292)

Chondrocytes maintain articular cartilage by pres®s nutrients. They also modulate the

articular cartilage matrix, providing much of itshierent strength.

Analgesics (such as paracetamol) reduce pain, g ho effect on the osteoarthritic process.
NSAIDs and analgesics are often combined to giveepis relief from the pain of advanced

OA. Other prescribed medications include sleepafdets and anti-depressants.

More recently, COX2 inhibitors have been used fanpontrol. They too have a marked side
effect profile. COX2 inhibitors are related to stanrd NSAIDS and inhibit the COX2 receptor
responsible for pain modulation located specificail the joint. This group of drugs have less

gastric toxicity but many have now been withdrawving to specific cardiotoxicity.
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Steroid injections into the joint reduce inflamnoati but leave underlying damage unchanged
and are very painful. They have a temporary efd¢eariable duration and are not suitable for

every case of knee OA. Ongoing use raises thefigknt cavity infection.

Separate from drugs used for pain control are deseaodifying agents. Glucosamine and
Chondroitin Sulphate have been shown to be miltfgcéve in treatment of early OA, but have
no effect on moderate or severe OA according todDiRe (2001). Oral Glucosamine and
Chondroitin enhances the ability of articular dagé matrix to hold water. Through rehydration

it becomes less prone to damage.

When these conservative therapies are no longdicisnt and knee OA is progressively
deteriorating, surgical intervention is considerédot every patient is a candidate for surgery;
many spend months on a waiting list. Surgicalrirgation relieves symptoms in some patients
but is expensive and associated with significamelke of risk. In 2000, 35,351 total knee
replacements were performed in the UK, and togethtlr hip replacements the cost to the
NHS was £405 million (OHE Health Statistics comgand2001). The National Joint Registry
(2006) indicates that over 85% of these joint rephaents are performed because of either

primary or secondary osteoarthritis.

Arthroplasty is the surgical reconstruction or es@ment of a malformed or degenerated joint.
It gives reliable, longlasting functional and padtieving results (Laskin 2001). Generally 90%
of individuals undergoing knee replacement openatisave good or excellent results and 95%

of modern knee replacement designs can be exptctast for more than ten years.

Treatment goals following knee replacement surgesiude:
Not requiring painkillers

Sleeping normally at night
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Not requiring walking aids
Ability to walk an unlimited distance

Ability to carry out all activities of daily livingndependently.

However surgery is associated with risk and coragiims in knee replacement occur in

between 5-10 % of cases ranging from trivial te ttireatening.

The cost of a knee replacement to society is sagmf. Privately, costs may be £10,000
generating an NHS tariff of £5,600 with knee impsanosting £1,500 - £2,000. The drain on
NHS resources is considerable, with over 30,00@ keplacements carried out in the UK each

year. (Pryke, 2007, Ipswich Hospital)
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4.2  Osteoarthritis of the Knee and Traditional Acupunet

A number of different styles of Traditional Acuptuie are practiced in the UK, of which the
predominant are Traditional Chinese Medicine (TCMY Five-Element Acupuncture. Both
share a common fundamental basis but each pladé&gent emphasis on the diagnosis and
treatment of knee OA. In addition Western Mediéadupuncture is practiced by some

members of the British medical profession.

Chinese medicine has a dynamic history. Its pplesi were documented in tiNeijing, also
known asThe Yellow Emperor’s Classic of Medicimaritten in 221BC. Ni (1995) details how
the Neijing suggests a holistic life where external factorshsas climate and seasons and

internal factors such as emotions and our resptontbeem fundamentally affect health.

Hsu (1989) notes there is a broad tradition of wadinowledge growing from China at this
time embedded in Daoist and Confucian philosop8tollberg, (2002) notes different styles of
practice have grown from it. Some elements of titaiditional medicine were introduced to the
West in the 1960s where they became disconneated tineir philosophical background and

adapted to offer a medical counter-culture.

Traditional acupuncturists believe that the bodyp&meated with channels, referred to as
Meridians or Jingluo. The Meridians are thought to contai@i which can be translated as
energy and is defined by Hicks et al (2004) aslitaeforce present in every living thing. The
Meridiansrun over the body, connecting extremities witkeintl parts, in a continuous circuit.
Mann (1996) explains acupuncturists use fine neettiemanipulatei at specific points on
particularMeridiansin order to regulate and balan@& Traditional acupuncturists believe that

if Qi is balanced, the body is able to regulate and itse.
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Traditional acupuncture theory results from an otohe process of reasoning that begins with
observation. Hart (1998) suggests it is not desigto produce certainty - observations of
practitioners are open to interpretation. Kaptcfil®74) explains an eastern perspective seeks
to explain the process of health and disease asdmbnd imbalance. Thus whén andYang
(polar opposites) are balanced, there is healthadreah imbalanced, there is disease. (Appendix

2:Yin-YangTheory)

4.2.1 Five Element Acupuncture

The teachings of Jack R Worsley have been inflaénti the growth of Five Element
acupuncture in the UK and USA. He drew Meridian theories,Yin-Yangtheory and the
theories of thd=ive Elementsn classical Chinese texts such asNging. Barnes (2003) notes
he introduced a practice which placed the emplms&motional manifestations of the 5 phases.
Kaptchuk (2000) describes the terlémentin reference to a process, movement or quality of
Qi with eachElementhaving its own particular quality. Seasonal atitep correspondences
link nature and the external environment with clemntaking place in the patient. Cycles and
flows exist to explain the movement @i through the Meridian network and their
interrelationships. These theories form the badisa anodel seeking to explain how the

processes of the body interact and support eaehn.dppendix 3: Five Element Models)

Five Element acupuncture treats Knee OA by:
Correctly assigning Gausative Facto(CF) to each patient

Assessing the health ddfficials via pulse and tongue diagnosis, and through the

sensory acuity of the practitioner
Assessing the correct level of treatment — bodpdmépirit or a combination.

Needling points orMeridians corresponding to the patien®F using technigues to

tonify or disperse théi.
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Consideringnoxabustiorio nourishBloodandQi and warm a cold patient.
Use ofCuppingand lifestyle advice to support treatment
Offering supportive treatment on othderidiansas an adjunct

Once treatment is established, using symptomatiat pombinations such as Eyes of
the Knee or Backmann Knee Points (Appendix 4: Efethe Knee and Bachmann’s

Knee Points)

Specific treatment of knee OA, therefore, becomesvidual to the patient according to their

CF and the practitioner will recognise imbalancesnmotions as well in the body.

4.2.2 Traditional Chinese Medicine

TCM practitioners, as outlined by Maciocia (2008¢¢ek to identify syndromes or patterns of
disharmony from the presenting signs and sympté&aptchuk (1947) explains that once signs
and symptoms are expressed as a pattern of dishgriis will lead practitioners to select the

appropriate treatment rationale.

Unlike Five Element acupuncture, there are acdepteatments for specific patterns of
disharmony making TCM acupuncture treatments maedigtable and therefore a more
suitable modality for western researchers seekingnéasure and evaluate effectiveness of

acupuncture.

Vangermeersch (1994) explains tBtSyndromds associated with rheumatism and therefore
OA. Pei-Lin (1994) suggests treatment aims tovate the free flow oBlood and Qi by
removing obstructions which are the source of paie Neijing classifie8i-Syndromento

six types including location, severity and duratiohhe etiology ofBi was considered to be
external pathogenic factors of Wind, Cold and Danegp,climatic and seasonal factors. Hicks et

al (2005) note that TCM practitioners recognisataonditions may be due to problems in the
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Meridian rather than at a deeper level in the body andetber needling points local to the

affected joint is an acceptable treatment protocol.

TCM acupuncture treats knee OA by:
Identifying Bi-Syndromeand classifying it according to etiology

Needling points orMeridians with a causal relationship to the diagnosis, widedle

technique achieving the sensatiorDa&-qi
UsingMoxabustiorto nourishBlood andQi and warm a cold joint.
Using herbal medicine, Cupping and lifestyle ad¥asupport treatment

Needling symptomatic points as an adjunct

Deadman (1983) notes that TCM acupuncture, whichides its primary therapeutic effect on
the circulation ofBlood and Qi is well placed to assist sufferers Bif syndrome  Pei-Lin
(1994) suggests the chief pathology is obstructibthe Meridiang causingQi and Blood to
have reduced circulation at the site causing maisioonent to bones and muscle. Macioca
(2005) identifies obstruction as the source oftjpain. Static pain, as seen in knee OA is likely
to indicateCold. Any swelling in the joint indicateBampness(Appendix 5: Point Selection

for Bi-Syndromef the knee joint).

4.2.3 Western Medical Acupuncture

Medical acupuncture has been created to allow dakhanedical practitioners (predominantly

doctors, midwives, nurses and physiotherapistsjswacupuncture without the requirement to
study traditional Chinese medical theory. It repr@s an attempt by western medicine to
understand acupuncture from a western scientifispgeetive. Stollberg (2002) notes there are
radical differences which include the abandonméntaaitional theories of acupuncture points

andmeridians primarily because there is no physical verifigdt@tomical basis, a replacement
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of oriental medical theory with western pathologydadisease concepts and a desire to
understand the effects of acupuncture through tredemm understanding of anatomy,
physiology and biochemistry. Mann (1987) assertgidiansof energy do not exist, but the

pathways may be neural and, as yet, unmapped kgmesience.

Western Medical Acupuncture treats knee OA by:

Needling points proximal to the site of pain (eittender points, established points or a
mixture) plus one or more distal points, usingamdard needle technique as an adjunct

to medication or surgery.

By leaving behind thousands of years of obsermatamd tradition, Western Medical
Acupuncture has difficulty in utilising acupunctueits fullest potential. Although successful
in treating some conditions in certain circumstanekis style of acupuncture often focuses on
placing a needle at the site of a local physicahgpm, with no attention to the overall
wellbeing of the patient, limiting the degree dieetiveness. It is, however, suitable for use in a

busy practice, where there is little time to spasitth each patient.

Thus, as traditional acupuncture moved to the webkgcame increasingly disconnected from
its original philosophical and theoretical backgrdu All styles of acupuncture in the west,
Five-Element, TCM and Western Medical, have adapbecheet the needs of the patient and

their lifestyle.

Western medicine seeks to find explanations foretfiects of acupuncture and research has
been undertaken in many areas. In the study gfuaiure on knee OA, the body of research
undertaken has been based on TCM and Western Meflm#gpuncture treatment. No

comparable studies have been made of Five-Elencepuacture.
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4.3 Review of Research

According to figures published by the Complementsligdicine Research Unit, one in ten of
the U.K. population uses complementary medicinehggar. Sierpina (2004) suggests this
figure rises to 4 in 10 in the U.S. Complementamydinine offers knee OA patients another
approach to treatment. Berman et al (2004) not fharmacologic management of
osteoarthritis is often ineffective. Drug therapimay cause unwanted or dangerous side
effects. Acupuncture is believed to provide sigaifit pain relief and improved function in
patients with knee OA, but can this be proved thhotigorous trials designed to test western

medical treatments?

4.3.1 Christensen et al (1992)

This formed the first significant study. 29 patsrwith a total of 42 osteoarthritic knees, were
recruited and divided into 2 groups. Group A reediacupuncture whilst group B served as a
no-treatment control group. Both groups continuethke analgesic medication. Pain levels and
analgesic consumption were measured after 9 wegksvlstigators blinded to which group
was A or B. Group A were treated with five retaimegbdles around the painful knee and one at
a distal point on the hand with a 20 minute treatirtevice weekly for 3 weeks tapering to
weekly to 9 weeks. Subsequently 17 patients frath lgroups continued with acupuncture
treatment on a monthly basis for 3 months. Thdystwncluded that Group A had a significant
reduction in pain and analgesic consumption. Gréupnd B combined showed an 80%
subjective improvement, with the greatest improveisein the worst affected knees.
Researchers noted that beneficial effects of aatpum were significantly better in patients
who had suffered knee OA for the shortest timeudgiconclusions were that acupuncture can
ease discomfort whilst waiting for surgery and neagn be an alternative to surgery, based on

seven participants of their study deciding to chtiwr surgery after participating.
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The Christensen et al study is poorly constructpdrmarily the sample size is too small and the
placebo effect will be marked, as Group B and treduator were clearly aware that they were
not receiving acupuncture. No explanation is gif@rthe loss of some patients during the trial,
and there is no mention of any controls appliedtteer therapies or medications patients may
have taken up before and during the trial peridtlis not possible to access the full paper thus
details of the points used and needle techniqueatdme analysed. There is no information
about study funding, or the background of the neteas or qualification, experience and style
of the acupuncturist. However, this study suggksther research is worthwhile and may have

led to the progression of research in this area.

4.3.2 Puett and Griffin (1994)

The authors published a review of research intemedical non-invasive therapies for hip and
knee OA. The authors are western medical doctamn fthe Department of Preventative
Medicine, Vanderbilt University, Tennessee, fundeg the American Food and Drug
Administration and Agency for Health Policy and Bash. Two studies were reviewed. The
first by Gaw et al is not directly relevant, as tjg#pants suffered OA in multiple joints.
Although modest improvements were noted in thei@pants treated with acupuncture,
improvements in some joints may have been maskeadkyof improvements in others. The
study by Christensen et al (1992) was also reviewd#tl Puet et al acknowledging the
improvements in patients receiving acupuncturetrmeat and suggesting that these may be in
part due to the placebo effect caused by a laskaim treatment. They conclude that results for
acupuncture (based on these two studies) are sprdseconsistent and suggest more research

and data is needed to evaluate acupuncture.

In the period 1999 — 2000, possibly stimulated aslier research, four papers were published,

three of which were linked to the University of Mi&nd School of Medicine in Baltimore

USA.
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4.3.3 Creamer et al (1999)

This study focuses on the role psychosocial faataght play in the response to acupuncture
amongst knee OA patients. The researchers aimdtlvess weaknesses in control group
management and acknowledge the power of the plaeffdat which Hart (1999) estimates may

account for 40% of patient improvement.

‘An abundance of evidence from clinical studies amgerimental psychology indicates that
subjectively assessed disorders such as migraiadaohe, back pain, rheumatoid arthritis and
depression may respond very well to a placebo.’

(Price et al 1997 pg117)

The study acknowledges that acupuncture is fourftelp patients with knee OA but notes the
response is highly variable. If patients likelysttow the greatest response can be identified, the
authors anticipate potential for a more ration& osacupuncture. By returning, 1 year later, to
37 participants of an earlier 8 week ftrial, usingestionnaire, interview and physical
examination, the researchers hoped to identify latioaship between demographic and
psychosocial variables and the patient’'s respanseupuncture, as defined by reduction in pain
and disability. In fact, the study did not identihis link, although there was a small non-
significant trend to a better outcome for oldertdreeéducated subjects. The study highlights a
link between the duration of symptoms and the pHeesponse to acupuncture. The sample
size was small, leading to a recommendation thatrdustudies should confirm these results.
Interestingly, this study found that patients wibalised medial pain had a significantly better
response in terms of pain and disability than thvaisle more general knee pain. No explanation

for this was offered as it fell outside of the aiamsl objectives of the study.

The evidence reviewed so far suggests acupuncaseahbeneficial effect, most helpful to
patients who have had a shorter duration of symgtamd that psychosocial factors are

irrelevant. Patients with medial pain may respbatter than those with general knee pain and
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further studies will need to be larger and refinednclude randomised double blind trials in

order to satisfy modern medical research critétet (1999) suggests OA responds well to the
placebo effect. The role of the placebo effectfieroused by orthodox medicine to reduce the
weight given to a positive outcome; however thifeef may represent a self healing force

entirely consistent with Traditional Acupunctureadiny.

4.3.4 Berman et al (1999)

Progressing from earlier work, the authors explatedpuncture as an adjunctive therapy for
knee OA at the Maryland School of Medicine. Thetindy begins to address many of the
weaknesses of earlier work. 73 patients were itecrwith knee OA causing them pain and
dysfunction. Randomly assigned, one group receiegbuncture treatment twice weekly for 8
weeks whilst remaining on their analgesic medicatind not amending their regime to include
any other therapy that may have benefited theiek@&. Acupuncture treatment was carried
out in the TCM style based on a diagnosisBofSyndrome using local and distal points of
Gb34, Sp9, St36, St35 and extra palitan Distal points used were BI60, Gb39, Sp6 and Ki3.
(Appendix 6: Point Locations and Indications). Dlstaf needle technique and duration

are provided. The second group remained on medicatnd were offered acupuncture

treatment after 12 weeks.

Results indicate that those randomised to acuptediad improvements in their knee OA
based on self scoring using the WOMAC (Western fdmtand McMaster Universities
Osteoarthritis Index) and Lequesne indices compaoethe group who continued existing
treatment only. Significant differences were sat# and 8 weeks. At 12 weeks (4 weeks after
ceasing acupuncture treatment) there was a sligtling in effect. No adverse effects were
noted. There were no significant changes in tharobgroup. In the acupuncture group,
reductions were noted with pain decreasing sligfater than dysfunction. At 8 weeks, the
acupuncture group reported a 44% reduction in paingch may be explained by the placebo

effect brought about through interaction with, bklin and care and compassion from the
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acupuncturist and their own expectation of treatneemcome, the acupuncture treatment, or a
mixture of the two. 15 people (20.5% of the tagabup) failed to complete the trial. No
information is provided to identify how many lefto each group, weakening the study’s
results. If these patients left the acupunctureugy it would imply they did not receive a
benefit from treatment. It is possible (althougtiikely) that a potential maximum of 41% of
the acupuncture group may have left the study beftsr completion, thus invalidating the

published findings.

Creamer et al concluded that acupuncture is arctefieand safe treatment (no significant
adverse side effects were reported) for patienth Wwnee OA and can be considered as an
adjunctive therapy to conventional care. The ¢ffed acupuncture are inextricably bound to
the potential for a placebo effect when patients smre their pain and disability. However,
under the restrictions of a small randomised ttia¢ results are encouraging and within 12
months Ezzo et al (2000) published a systematieweaf acupuncture for knee OA, evaluating

trials in order to identify areas for future resgar

4.3.5 Ezzo et al (2000)

The researchers evaluated trials of acupuncturé&rfee OA by control group type, to assess
methodological quality, particularly looking at tipeevalence of low quality trials associated
with positive outcomes, to document any adversectf and to identify aspects of the patient

or procedure that are associated with a positiveonue.

The conclusion reached in trials conducted to dede that evidence suggested acupuncture
might play a role in the treatment of knee OA, pily for the reduction of pain.
Improvements noted in physical function were indéstesit. EXxisting research did not
demonstrate acupuncture to be as effective as ttbatments, due to insufficient evidence.

They note that receiving acupuncture is more beiafio pain and function than remaining on

Page 24



a waiting list, but cannot rule out spontaneousrowpment or the placebo effect as factors.
When acupuncture is compared with sham acupundiamegver, there is stronger evidence that
real acupuncture is more effective at controllirgnpwhich suggests that the analgesic effects
cannot be explained by the placebo effect alondficDities with administering sham
acupuncture include inadvertently eliciting an gealc response. The authors suggest sham
acupuncture needs to be both minimal in terms of geperficial needling, and distal to the

points utilised by the true acupuncture group.

There is a clear recommendation that future reke@cboth worthwhile and requires a
refinement in protocol. Additionally the authorsta that trials to date do not replicate
Traditional Acupuncture treatment, which is indivéd to the patient and not commonly
administered so intensively. They acknowledge thdemice and suggest acupuncture may play
a role in treating knee OA, however recommend &rrtiesearch to define optimal acupuncture

treatment and assess acupuncture combined with rothdalities.

4.3.6 Tillu et al (2001)

Accepting the premise that acupuncture is effedtiveacreasing function and decreasing pain,
Tillu et al (2001) investigated unilateral versukteral acupuncture in knee OA at Bedford
Hospital, marking the first U.K study. 44 patienatsaiting total knee joint replacement surgery
for advanced knee OA were recruited. Patients wardomly assigned to two groups. Group
A received acupuncture to the most affected knég @roup B to both knees. Information is
given on needling style and duration, but not onpancture style which could be either
Western Medical or TCM. Points selected were Spfi,0S St34, St36 and distal point, LI4
(Appendix 6: Point Locations and Indications). pdtients received weekly acupuncture for 6
weeks. A blinded observer assessed knee functiomebeatment and at 2 and 6 months using
the HSS knee score for pain and function. No a@veffects were noted and both groups
showed statistically significant improvements iritbsubjective and objective parameters. At 6

months, 13% of participants left the trial (2 fr@noup A and 4 from Group B), 2 due to illness
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and 4 went forward for their operations. Of thepa@ients remaining no significant differences
were recorded between the two groups suggestifgteral acupuncture is as effective as bi

lateral acupuncture as a treatment of knee OA.

4.3.7 Tillu et al (2002)

Tillu et al continued their work with a second stubaluating the effect of acupuncture on knee
function in advanced knee OA. 75 patients wereloanly allocated to two groups. Group A
received acupuncture (points used were again SuH),$t34, St36 and LI4) whilst Group B
received no treatment. (Appendix 6: Point Locatiand Indications). 4 patients (5%) failed to
complete the trial, 2 due to needle phobia and r2réasons unknown. Acupuncture was
delivered by a medical acupuncturist. Group A neegiacupuncture at weekly intervals for 6
weeks. Before commencing treatment, all patientgwassessed for pain and function using the
HSS score. The same evaluator reassessed ahitpaiging the same score at 8 weeks. Group
B recorded similar scores before and after thé tizroup A recorded a similar score to Group
B before the trial, but recorded statistically sfigant reductions in their pain and function

scores at 8 weeks.

The research conducted by Tillu et al is usefulasindicator for future research, but not
scientifically rigorous. The lack of double blindi of patient and evaluator exposes their work
to bias and the placebo effect. The study sizemall, and the outcome expressed only in
general terms. However, the study supports thaifigs of Christensen et al and Berman et al

and notes that its findings may serve as a basfsifiher research.

4.3.8 Aiping et al (2001)

The Acupuncture Research Clinic of Singapore (Hamgppiao Community Hospital) also
published research in 2001 led by Aiping. 109 ke patients were recruited into a study
utilising a TCM approach. Points St34, Sp10, Ex4,EEx-LE 5 and St36 were needled (details

of needling style are provided), witAhshi points (Appendix 6: Point Locations and
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Indications). If cold symptoms were diagnosexibustionor heat lamps were usedupping
was employed after needling. There was no cogt@lp, or blinding of patients or evaluators.
Treatment was administered every other day for eldsiens. Patients self scored therapeutic
effects, classifying their improvement in pain dadction into one of 3 categories (markedly
effective, effective and ineffective). The authsiggest a total effective rate of 97%. They
further breakdown this result to show a strongerapeutic effect in patients who had suffered
knee OA for less than 1 year. The study also ntitedise of analgesics at the end of treatment,
recording 85% of trial patients stopped taking gesics altogether, 11% reduced their dose to

occasional and 4% remained on the same dosage.

Although results appear persuasive, there are fiawesign and execution of this study. In the
absence of a control group, positive benefits tilepts participating in a medical trial or any
spontaneous improvements cannot be comparativesuned. Lack of blinding is likely to

promote the placebo effect in patients and bissvaduators. Self scoring of pain and function
by the patient is open to bias, and additionallyakemed by the option of only 3 broad

categories of self scoring.

4.3.9 Felson (2001)

As interest in and attention to acupuncture grewayi® Felson, writing in the American
publication Arthritis & Rheumatism (2001) made aalfor more evidence in alternative
treatments for OA. He notes that some alternadtieeapies may be genuinely effective in OA
whilst others are no more efficacious than a placeBommon methodological errors include
an absence of an intent-to-treat analysis, focusvatuating only those patients who complete
the trial and failures to conceal the allocatiorpafients prior to randomisation. He notes that
non pharmacological trials in the U.S. are not miletd by the Food and Drug Administration,
increasing the likelihood of fraudulent data. Hseats that well performed large, high quality
trials can provide trustworthy evidence to guiderépy and patients will be well served if all

OA trials adhere to these rigorous standards.
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Available research, at this point, highlights thetgmtial of acupuncture as an adjunctive
therapy, but results are far from conclusive, beeaf the poor quality of many studies. Marcus
(2002) comments that alternative medicine for gefie of arthritis are aggressively promoted
by the media, alternative health practitioners smishe doctors. He notes that some proponents
consider alternative medicine should be acceptediregrated into orthodox medicine based
solely on empirical evidence. Others, notably thatidhal Center for Complementary and
Alternative Medicine (NCCAM) at the Maryland Schaufl Medicine, maintain that the safety
and efficacy of alternative modalities should baleated by randomised controlled trials. It
seems clear that whilst some patients may be metiv@ self refer for acupuncture treatment,
any integration of acupuncture into orthodox melditaatment will only result from the

outcome of scientific study.

4.3.10 Witt et al (2003)

A German Study, financed by social health insurdoods at the request of the German Health
Authority, took a much larger sample of 300 pasenith knee OA and randomised them into 3
groups, 150 assigned to acupuncture, 76 to minaoapuncture and 74 on a waiting list for
acupuncture. The study sought to minimise thegilaeffect by informing participants that the
study aimed to compare two styles of acupunctignig which is more effective for knee OA.
Real acupuncture was delivered with points seletieth a choice of St34, St35, St36, Sp9,
Sp10, BI40, Kil0, Gb33, Gb34, Liv8, extra poitteding, Xiyan and distal points Sp4, Sp5,
Sp6, St6, BI20, BI57, BI58, BI60, BI62 and Ki3, (Agndix 6: Point Locations and Indications)
thus for the first time using a more flexible choiaf points. Treatment was given 12 times over
8 weeks with follow up to 52 weeks. Minimal acupture was superficial insertion, no
manipulation using 3 nonacupuncture points distahé knee. At the end of the trial all patients
receiving real or sham acupuncture believed thay reaeived real acupuncture. Results are

subject to intent to treat analysis and primarigasured using the WOMAC score at week 8
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Results show a significantly better outcome foigrds receiving real acupuncture. In addition,
52% of the real acupuncture group achieved a 50%etter reduction in their WOMAC score
compared to 28% in the minimal acupuncture group 3% in the control group. Analgesic
consumption reduced in both acupuncture groupsiduin the control group. After 52 weeks

the improvements achieved by acupuncture were lost.

This study improves on previous work by increagimg number of participants, addressing the
placebo effect, measuring analgesic consumptiautiirout the trial and making an attempt to
measure acupuncture against minimal acupuncture awhtrol group. The results consolidate
earlier finding that indicate improvements are lde after 8 weeks of acupuncture, but that

these improvements decline and are lost when te#toeases.

4.3.11 Vas et al (2004)

This work made further improvements to methodoldoyy introducing sham needling and
patient and evaluator blinding. Their trial wasdamised and controlled, studying 97 knee OA
patients from the pain management unit of a puplimary care centre in Spain. Study
duration is identified as 2 years, but this is easling as 23 months were spent recruiting
participants. The trial lasted for 12 weeks aritbituced a new aspect by considering the effect

acupuncture might have on pharmacological treatment

Patients were selected from three primary careregnand had clinical and radiological
diagnosis of symptomatic knee OA. Additional satet criteria such as age, no previous
experience of acupuncture, no concurrent serionslitons etc were applied. Patients were
divided into two groups randomly by computer wittakiators blinded to the identity of the two
groups. One group received acupuncture and didafgla NSAID) and the other sham

acupuncture and diclofenac.
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During the trial patients were provided with weeklypplies of diclofenac and advised to take
one every 8 hours but reduce the dose if symptanmaved. Unused medication was
monitored. The acupuncture groups received weelkdupuncture for 12 weeks (11
treatments) from a doctor trained in medical acgpune using local points Gb34, Sp9, Ex LE5
and St36, plus distal points Ki3, Sp6, LI4 and St4Details of needling technique are given,
(Appendix 6: Point Locations and Indications). T&&am acupuncture group was also treated
on the same points with the same frequency, but¢leeles were retractable, and did not pierce
the skin. Good evaluation of the 9 patients whgpea out of the study is provided — 8 were in
the control group and left predominantly becaust&adk of improvement and only 1 left from
the true acupuncture group due to needle pholeegfibre not compromising the integrity of the
results. Patients in both groups were scored usingnly the WOMAC score, but also PQLC
score (measuring changes in quality of life) arel Mann-Whitney U test for dropout analysis.

SPSS was used to analyse the results by intemtiadt.

Results show that acupuncture and diclofenac isemsaccessful than sham acupuncture and
diclofenac in reducing pain and improving functgirown by reductions in the WOMAC scores
for the group receiving true acupuncture. The pap@ms patients in this group took 53.9
fewer diclofenac tablets than the sham acupundtwap, however there were 47 patients in
this group at the end of the trial and this repnes@ist over one fewer tablet per patient over a

12 week period.

Trial weaknesses appear to be a short durationiaakdof follow up, inadequately expressed
results in numerical terms, and small sample sizee study improved on some methodological
weaknesses of earlier work by blinding participarsisd evaluators, attempting sham
acupuncture for the first time and acknowledgingipamcture treatment aims to improve
patients’ overall wellbeing. Results therefore ugd quality of life changes, along with pain
and function changes in the knee. Recommendati@ns t extend the observation period of

future research, to evaluate the duration of imgneent and establish treatment protocols.
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4.3.12 Jubb (2004)

Also in 2004, results were published of a smaltigtat Selly Oak Hospital, Birmingham led by

Consultant Rheumatologist Ronald Jubb. Recruitmeas based on strict inclusion and

exclusion criteria to give a sample group of 30iguas well matched in age, OA severity as
measured by VAS and WOMAC scores, disease duraimhbody mass index. This study

randomly assigned patients to 3 groups. Group @eived acupuncture treatment from a
medical acupuncturist and ceased taking any aftdinimatory or analgesic medication 7 days
before the trial commenced. Group B received accipue and continued to take their analgesic
medication. Group C acted as a control group, adiipuncture treatment offered after 5 weeks.
Patients in Groups A and B received acupunctureetwieekly for 5 weeks from a medical

acupuncturist using points Gb34, Ex Point Xiyan9,Spp10 St36, Bl40, BI57 and distal points
Liv3 and LI4. Information is given on needle teitjue, (Appendix 6: Point Locations and

Indications). At 5 weeks a blinded observer adsténed the outcome measures with follow up

4 weeks later.

The outcome for the 3 groups was based on the MAsualogue Scale (VAS) and WOMAC

score, to determine changes in pain and functibmpatients (13%) dropped out after 5 weeks.
The authors do not identify from which groups thmslonged, but give the reasons that 2
received no benefit from treatment, 1 did not wishcontinue and 1 gained only temporary
relief. If these patients were from Group A ortstwould have an impact on the validity of
the results. One patient in Group A continuedatcetanti-inflammatory medication and this
data was excluded. Group C showed no change inggaires whilst acting as a control group.
After acupuncture treatment all 3 groups showedgaifecant drop in the VAS pain score,

which was maintained by Groups A and B after 1 mo@imilarly, the WOMAC scores

decreased by more than 50% in groups B and C @dtgvuncture) and by slightly less than this

in Group A.
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Once again, the study supports earlier findings #taipuncture has a beneficial effect, both
alone or as an adjunct, in reducing pain and s#n This study is so small, with no attempt at
blinding, that it can serve only as the basis fufe work, however it is interesting to note that

the strongest response came from using acupurasuaa adjunctive therapy.

4.3.13 Berman et al (2004)

In 2004, the University of Maryland School of Mede published the largest and most
scientific acupuncture and knee OA study to d&erman, et al used their earlier studies as a
springboard to take earlier positive results fréaved trials and go forward with a larger more
scientific study. They focussed on the effectiwsnef acupuncture as an adjunctive therapy for
knee OA. The study was well received by the Ur§anisations National Institute of Health,
US Department of Health and Human Services, Nati@enter for Complementary and
Alternative Medicine and National Institute of Artis and Musculoskeletal and Skin Disease
(all in the USA) whilst in the UK it was promoted complementary health publications and
web sites and formed the central part of a BBC dwmmtary on acupuncture presented by
Professor Kathy Sykes, making many sufferers ofeki@A aware of the potential of

acupuncture for the first time.

In the trial researchers recruited 570 people witminimum age of 50 who had an existing
diagnosis of knee OA but had not previously reagigeupuncture treatment, had knee surgery
in the preceding 6 months, or used steroids ooisténjections. Patients were randomised into
3 groups. Group A received acupuncture over a @ékwperiod, with treatment tapering off as
the benefits were realised. Points were seleatedrding to TCM protocol foBi-Syndrome
and consisted of 5 local points (Gb34, Sp9, St885 &nd Ex poinKiyan) and 4 distal points
(BI60, Gb39, Sp6 and Ki3). If only one knee wasaelféd, acupuncture was used unilaterally, if
both knees were affected, bilaterally (in accoréandth Tillu et al 2001). Information was
given on needling (Appendix 6: Point Locations dndications). The remaining two groups

served as controls. Group B received sham acupmethich consisted of some needles
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inserted into sham points on the abdomen and otheirgg applied to the true acupuncture
points but not piercing the skin. No informatiorgisen regarding how aware participants from
Group B might have been that they were receivingrslacupuncture. Patients in the second
control group participated in 6 group educationsgss on self management of OA and
received printed material by post and were theesfovare they were not receiving acupuncture.

All the participants in this trial received thesual medications.

Measurement of any changes in pain and stiffness made using the WOMAC Index with
scores taken before the trial started, and at 4 8l 26 weeks. Secondary assessments used
were the patient global assessment, 6 minute wat&rece and physical health scores of the 36-

Item Short-Form Health Survey (SF-36).

The initial impression of results in this trial jersuasive. At week 14, WOMAC scores of
Group A decreased by 40%. Pain scores decreag8obimp A steadily and by the end of the
study had, on average, decreased more than twiceuak as patients in Group C. Knee
function also showed a significant improvement mo@ A and by the end of the trial was, on
average, 40% greater than the average knee funzti@roup C. Researchers concluded that
acupuncture seems to provide improvements in fanchd pain relief as an adjunctive therapy
for knee OA when compared to credible sham acupwaend educational control groups. But

is this a fair conclusion?

On closer analysis, control Group B’s knee functiaproved by 30%, compared to Groups A's
40% improvement. In the measurement of SF-36 PalyBienction and the 6 minute walk there
were no significant differences between Groups A Bn The delivery of sham acupuncture
was weakened by the decision to needle the abd@ms&ing some alteration in the flow &fi)

and the obvious sham acupuncture of the true poiiglsing bias in patient and evaluator.
However, the greatest weakness in this study iditlge loss of participants by week 26; 43%

of Group C, 25% of Group A and 25% of Group B. Neturning to a trial implies that
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treatment made no difference, causing weaknesfidndata and methodology and leaving

results open to question, especially when the plaeffect is taken into account.

Appendix 7: Characteristics of Included Studies.
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5. Discussion

Knee OA is clearly painful for sufferers and expeesto manage. Side effects of drug
therapies can be unpleasant and dangerous. Susgeoy always an option. As patients seek
alternatives, interest in acupuncture has groweaffnent offers the potential to reduce pain and
improve function with no significant adverse sidfeets. In the 12 year period from 1992 to
2004, research carried out to assess the scopeuplcture to reduce pain and improve
function in knee OA has indicated that patientsbdieated with acupuncture as an adjunctive
therapy improve significantly when compared to colngroups, and improve more than similar

groups receiving sham acupuncture.

5.1 Strengths of the Reviewed Research

The reviewed research has been carried out by gwiofeals appropriately qualified in
their field culminating in the largest study (Bemmet al 2004) led by Brian Berman,
M.D., Director of the Centre for Integrated Medieiand Professor of Family Medicine

at the University of Maryland School of MedicinealBmore, Maryland USA.

Acupuncture is a known beneficial treatment for &kn®A, but is not currently
considered as a treatment modality in orthodox nieei— the existing body of research
seeks to measure the benefits of acupuncture gdiny acupuncture to the rigours of
a western medical trial. Whilst this may compramithe treatment, it allows

acupuncture to be tested and scientifically proven.

The progression of research builds on earlier figgj with improvements developing
through the process of critical analysis and eveinaThis progression includes trials

developing to include randomisation, sham acupuactaddressing the placebo effect

Page 35



5.2

and blinding of participants and evaluators. Nursbef participants in trials also

increased, culminating in the Berman et al (2004dysof 570 patients.

No significant adverse reactions are reported amgbarticipants had a worsening in
their knee OA. This contrasts well with drug theraphere adverse effects are well

documented.

The available research includes work contrastingpaccture as an alternative and as

an adjunctive therapy.

Although research can be criticised, the resulisistently show statistically significant

improvements in patients treated with acupuncture.

Weaknesses of the Reviewed Research

In terms of Traditional Acupuncture, the researanducted in the west has reduced

acupuncture to needling only. Diagnostic toolshsas pulse and tongue diagnosis are not

incorporated, and no diagnosis is made of the typ&i-syndromesuffered. Traditional

acupuncture treatments suchna@xabustiorandcuppingare not considered. Treatment in these

trials is standardised for all recipients (with theeption of Witt et al 2004), focusing solely on

the knee and not on other concurrent health issweskening the total potential benefit

available to patients.

Methodological weaknesses include difficulties mpoyating and administering sham
acupuncture, difficulties blinding patients and thmpossibility of blinding

practitioners. Kaptchuk (2001) suggests teachirojests to use acupressure on points
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as a method of blinding practitioners, but this kezes the effects of treatment and

therefore compromises results. Double blind ts&lem elusive.

The placebo effect may be considered a weakneahlt @f the trials with the possible
exception of Witt (2004). Frank (2001) notes thatlegitimate conclusion of
acupuncture trials may be that a more intensiveghla is more effective than a less
intensive placebo. Those receiving real acupuadiave, potentially, a more complex
interaction than those receiving sham acupunctufeld to this the difficulties of
blinding practitioners and patient awareness ofctviirocedure (real or sham) is being

administered.

There is some variation in points used betweenrntiwidual papers. This may be a
weakness when considering the entire body of rebedyut accurately mirrors the
individual nature of acupuncture treatment. Vangmrach et al (1994) suggest correct
treatment ofBi Syndromeinvolves different therapeutic principles based aomrect
diagnosis of the predominant causative factor. Mpep gave any source for the

selection of points.

Studies focus on acupuncture being standardisedhtamsively delivered which is not
representative of a normal course of acupuncte@rrent. Singh et al (1999) is the
only paper to acknowledge this. The majority ofigrats are unlikely to be able to fund

and attend intensive acupuncture treatment.

Many studies were weakened by short durations ofvgé2ks and under, although
Berman et al (2004) treated and studied participémt 26 weeks and Witt (2004)

followed up for 52 weeks.
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53 Consolidation

The problems faced by acupuncture, as it movesrtsmvategration with orthodox medicine,
are that it comes from a base of empirical evidemak(as noted by Williams 1996) is based on

philosophies and principles dramatically differéom those of the West.

Acupuncture would seem to offer knee OA suffereraldernative when unable or unwilling to

rely on medication, or be considered as candidatesurgery. Acupuncture also works as an
adjunctive therapy, offering potential for patiemtsreduce medication, and extend the time
before surgery becomes essential through a reductigpain and increase in function. These
benefits can be achieved without side effectsdbfiteon, Traditional Acupuncture considers the

whole patient, addressing other issues and inergasierall wellbeing.

The difficulty faced is that, in order for acupum@ to integrate and be accepted by orthodox
medicine, it needs to be tested and scientificglpven. Case studies or qualitative
methodologies might be better suited; however aidxo medicine considers controlled
randomised double blind trials the ‘gold standardchieving double blinding (of both patient
and practitioner) has proved elusive, resultingagpbserved by Vickers, (1995) specific effects
being difficult to ascribe to treatment given thwraveakening what appears to be a significant

and positive body of research.

Applying a logical western approach to a systemetdam defining data through the inductive
and synthetic mode of cognition (Porket, cited ardt, 2003, pg 739) makes Traditional
Acupuncture appear to be less effective than ithirnifgan inductive approach to research were
pursued instead. Hart (1998) sees the inductiygroagh as researchers gathering data,
classifying and categorising it, before searchimgpfatterns and potential theories. Qualitative

research — for example action research or casestadnight allow researchers to collect facts,
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study the relationship between them and facilithee emergence of theories, in contrast to

statistical analysis.

It is interesting to consider why there is sucleriast in researching acupuncture for knee OA.
Marcus (2002) notes that during the last decade thas been an increase in both the popularity
of alternative medicine and evidenced based maeglidgin clinical practice. These two
developments are divergent, leading to increasioglyosing views between those who believe
alternative medicines should be integrated intbaatbx medicine based on their traditional use,
and those who believe their safety and efficacyukhbe evaluated by randomised controlled

trials.

There is little benefit in such research to theditranal Acupuncturist, who uses pulse and
tongue diagnosis, and sensory acuity, to diagnitserea pattern of disharmony, or a weakness
in CF and evaluates the physical and mental state dghtheidual patient presenting with knee
OA in order to treat the patient not the diseasegua tailored selection of acupuncture points
with appropriate needle techniquapxabustion, cuppin@nd lifestyle advice. This contrasts
with the approach taken by a busy GP who (in autatgon likely to last just a few minutes)
can offer only pain relief to mask the conditiordauggest that the patient returns when they
have deteriorated sufficiently to warrant an inseean medication, additional medication such
as sleeping tablets or referral to a consultantcmdideration for surgery. Could these patients

be made aware of the potential of acupuncture?

The body of research reviewed is aimed at preggritie benefits of needling only in the
treatment oBi-Syndromeand excludes much of the treatment protocol tietes Traditional
Acupuncture effective and prescriptive. Howevemiist be assumed that orthodox medicine is
preparing to consider some aspects of acupunctiranaadjunctive therapy for knee OA
patients based on the potential to benefit patiantssave budgets without risk of adverse side

effects. In the interim period, some patients wilhtinue to self refer to acupuncturists when
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faced with knee OA and orthodox medical practittSnean be better informed about the
potential benefits for those who seek relief angiehdhrough the growing body of critical

reviews.
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0. Recommendations

In the past 15 years, research has taken placadojmuncture and knee OA. which can serve as
a basis for recommendations aimed towards makiogluature treatment solid and reliable. It
also illuminates areas where new research can éxaéma enhance the existing body of

knowledge.

6.1 Common Findings

When acupuncture is studied for the treatment aek®A solely there are common findings

from all the major studies which encompass:
Decreased pain (commonly by 40%) by 8 weeks
Improved function by 8 weeks
No significant adverse effects

Acupuncture can be considered as a adjunct to meseatment

6.2 Individual Findings

Individual papers also contribute knowledge whiatiudes:

Patients receiving acupuncture may reduce analgesisumption (Christensen et al

1992, Aiping 2001 and Vas et al 2004)
Acupuncture works as effectively when used unildte(Tillu et al 2001)

Acupuncture may be more effective in the treatneniedial knee pain rather than

general knee pain (Creamer et al 1999)
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Acupuncture delivers a stronger response when asedn adjunctive therapy (Jubb

2004)

Acupuncture may be more effective in treatmentasfyediagnosed knee OA (Creamer

et al 1999 and Aiping 2001)

Acupuncture may be more effective in treating p#wan in improving function

(Creamer et al 1999 and Ezzo et al 2000)

Acupuncture and analgesic medication may be mdeetefe than analgesic medication

alone (Vas et al 2004)

Benefits of acupuncture decline when treatmentefSingh et al 1999 and Witt et al

2004)

From these results, the recommendation to the G® may diagnose knee OA in its early
stages might be to inform patients that regularpanature treatment may be beneficial to
reduce pain and improve function in an affectecekmathout risk of significant side effects and
can be undertaken in conjunction with a coursenaflgesic medication or used to achieve a

reduction in medication consumption.

6.3 Recommendations for Future Research

Existing research also highlights potential besedihd suggests further research is worthwhile.

The areas in which research can develop the egiitidings include:

Studying Traditional Acupuncture treatment whencpcad to its fullest potential and
assessing not only improvements in knee OA but gésiin overall patient wellbeing
using qualitative or case study methodologies. Going and contrasting results from

different styles of Traditional Acupuncture
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Studying Traditional Acupuncture in a setting, styand frequency likely to replicate
treatment as it is delivered to patients by a Ti@wll Acupuncturist using case study

methodology
Studying the action of acupuncture on early diagddgiee OA

Studying the action of acupuncture on patients wdamnot tolerate analgesic

medication and for whom surgery is not an option

Developing a credible retractable sham acupunateexdle for use in future double

blind trials
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7. Conclusion

Traditional Acupuncture is practiced in a number differing styles, with practitioners

regarding patients as individual cases commonlyltieg in a non standard treatment protocol.
Practitioners may not always agree about a pasi€DE or syndrome diagnosis however
treatment aims to bring the whole person into destd balance that facilitates healing.
Developed from thousands of years of observatioralicine, the emphasis is on remaining or

becoming well. Side effects are minimal.

Western medicine divides the body into componenispand focuses on predicting causes and
effects and standardising treatment protocol$.focuses on intervention rather than prevention
and treatments are proven to work through rigosmisntific testing, however Beinfield et al
(1991) notes some of the negative side effects edtevn medicine are indirect and delayed.
No-one can doubt the miraculous benefits of knpacement surgery, but whilst deteriorating
to the point where this intervention is warranteain relief is the main treatment available from

western medicine with, as noted by McTaggart (1988)l documented negative side effects.

By reviewing research into acupuncture as a treattre adjunctive treatment for knee OA, it
seems clear that potential exists, albeit incofgmyaa potentially significant placebo effect.
There is a remarkable consensus amongst the rasesraver a 14 year period, with papers
consistently recording improvements in pain reductind knee function. What is difficult to
assess is the total benefit a patient might redeora Traditional Acupuncture as it is practiced
in the UK today. Styles and approaches vary, aadtpioners utilise a range of diagnostic and
therapeutic techniques that were excluded fronrésearch studies. The intensity of treatment

is also likely to vary, making the outcome for adividual patient very hard to predict.

Page 44



However it is apparent that there is sufficientdevice available for sufferers of knee OA with
the time and funds available for private treatmentonsider acupuncture as an alternative or
adjunctive therapy early after diagnosis, safehim knowledge that there are few and minor
potential side effects and that benefits may bégaificant reduction in pain and increase in

function.

Further research is also worthwhile to inform pigcand make acupuncture treatment reliable.
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Evaluation of the Research Process

A SWOT analysis can provide a useful model to esaluthe process of researching and
producing this dissertation from the author’'s pecsive. Strengths and Weakness highlight

internal factors, Opportunities and Threats extdiators.

Strengths Weaknesses
1 | Ability to source literature. 1 | Managing time restraints.
2 | Development of critical awareness. 2 | Lack of information to inform Five

Element practice.

3 | Overview of acupuncture styles and 3 | Research flaws frustrate progression of
western diagnosis and treatments. knowledge.
4 | Ability to develop recommendations 4 | Divergence of subject and research style.

based on critically reviewing literature.

5 5 | Volume of central literature difficult to

review within limits of project word

count.
Opportunities Threats
1 | Interaction with western healthcare. 1 | Justification of acupuncture to western
healthcare.

2 | Development of academic style through| 2 | Balancing demands of academic work

mentoring. with acupuncture practice.

3 | Publishing work that may inform future | 3 | Only literature in English could be

practice. accommodated in this study.
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Evidence of Personal and Professional Development

The process of researching a subject and distiliif@rmation for presentation in a dissertation

was demanding but ultimately resulted in the dguslent of new skills and knowledge.

Firstly | became aware that researching the subjgcthe most time consuming part.
Information from all over the world is now availalbn the internet. The process of gathering it
together, reading and critically evaluating it irder to identify the most valid was far more
demanding and time consuming than | had anticipaadd accounted for many months of

work.

My ability to critically evaluate research papeisstprogressed, particularly recognising that
papers may present their findings to suit theirsaint was fascinating to learn more about the
placebo effect and its role in acupuncture treatmBEme research module of our degree had not
previously captured my imagination, but this projgltowed me the practical application of the

teaching received. The knowledge given empoweredoneeitically review the work of highly

qualified experts.

As a student of Five Element Acupuncture, it waerigsting to gain some insight into TCM and
Western Medical Acupuncture practice and an apatieci of their own virtues and limitations.
It was disappointing that Five Element Acupuncthes not been researched and therefore
could not be reviewed. Acupuncture is often diseisby western society as being ‘unproven’
and therefore invalid. | now feel better equippedaiddress this perspective through my
understanding of the inductive and deductive preegsappropriateness of qualitative and
guantitative research to eastern and western nmedamd the difficulties of applying rigorous

western medical trial methodologies to TraditioAalipuncture.
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Undertaking a larger work than previously attempbed shown me that | am capable of
sustained study, can make contact with expertsdpport and advice and achieve a level of

expertise in a defined subject.
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Appendix 1

Clinical Features of Knee OA

Knee OA can follow trauma, infection, meniscectofigament injury or any insult to the joint.

Healthy Knee

Arthritic Knee

The diagram below shows types of total knee rephece: (a) uni-compartmental arthroplasty;

(b) unconstrained total knee replacement; (c) caimgtd hinge total knee replacement.

Dandy (1998) page 394
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Appendix 2

Yin YangTheory

Chinese medicine is based on the theory of tworpmp@osites,Yin and Yangwhich are the
transitory manifestations of tHgao. Yin in terms of health, is cold, wet, sinking, contiag,

withdrawn etc, whilérangis hot, dry, rising, expanding, manic etc.

The relationship o¥inandYangmay be summarised as

Opposition — nothing is totally Yin or totally Yargyerything contains the seed of the

opposite which forms a complementary union.

Interdependence — One cannot exist in isolatioend# contraction follows expansion,

heat can collapse into cold etc.

Mutual consumption — their relationship is dynaraitd constantly changing, hence a

patient may have an excess of Yin, or Yang, ofiaielecy of Yin or Yang,

Inter-transformation — Yin can change into Yang aie versa.

Traditional acupuncture has a fundamental aim wfgimg the patient into a state of balance. In
terms of knee OA, manifestations could be Yin ituma with a gradual onset, chronic profile,

leading to coldness, a pale tongue and empty pulses
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Appendix 3

Five Element Models

The Five Element model is set out in the Nei Jind Alan Jing and shows the succession of
seasons, with their individual resonances, can gtsern behaviour in humans. Worsley
(1923-2003) harnessed this model to understand adliediate physical and psychological
imbalances. His goal was to correctly assigFato each patient that would illuminate their

weaknesses, which could be tonified or dispersdulitg about balance and health.

The Five Elements comprise Wood, Fire, Earth, Mattal Water. Each has a particular quality.

When Qi becomes deficient or full, changes occur in thelybamind or spirit (or in a

Fire
Red, Laughing, Joy,
Scorched odour,
Summer, Heat, Bitter
taste, Maturity.

Heart, Small Intestine,
Pericardium, Triple
Heater

Earth
Yellow, Singing,
Sympathy/Worry,
Fragrant odour, Late
Summer, Humidity,
Sweet taste, Harvest
Stomach, Spleen

Wood
Green, Shouting,
Anger, Rancid odour,
Spring, Wind, Sour,
Growth.

Liver and Gall
Bladder.

Metal

White, Weeping,
Grief, Rotten odour,
Autumn, Dryness,
Pungent, Decrease
Large Intestine, Lungs

Water
Blue, Groaning, Fear,
Putrid odour, Winter,
Cold, Salty, Storage.
Kidneys and Bladder
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combination). Diagnosis of theF comes from the sensory acuity of the practitiomeo is able
to note disharmony in the patients colour, soudduo and emotion.

Interrelationships exist between the Elements daat further assist diagnosis and treatment.

Any Elementcan suffer from the imbalances of another Elertigoiugh their connection on the

ShengandKe Cycles.
2
N
“"'>".,
S s SRTTCPETTR AR =
4 Y .o
o . ‘e, o
K s DA
. »
‘.‘ “‘
Ke Cycle

ShengCycle
Fundamental to Five Element acupuncture is theegqnbat the practitioner can effect change

in the organs of an Element by treating anothemgg, based on the flow of energy through

the ShengCycle, often known as the Mother-Child relatiopshi

TheKe cycle is concerned with control and is a more demmodel of interrelationships. An

Element out of balance can ‘insult’ the next EletmamtheKe cycle rather than controlling it.

The skill of Five Element acupuncturists lies irithability to discern which Element was the

first to be unbalanced, and to effect a changd&énpiatient through treatment @f at the root

cause.
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Other models are also important, including the ephof each organ Official having a 2 hour
period each day when if3i is strongest and weakest, and org@#ficials are associated with

functions beyond their physiological roles.

The Five Element model seeks to link nature ancetternal environment with changes taking

place within the patient. The cycles and flows laixp the movement ofi through the

meridiannetwork.
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Appendix 4

Symptomatic Treatments for Knee OA

Eyes of the Knee

Vangermeersch (1994) advocates using this 3 ndedlmique as part of a TCM treatment
protocol for Bi-syndrome but it has also been adopted by Five-Element @amtpre as a
symptomatic treatment for the knee in cases of Kdge The table below is taken from 3
sources: Point combinations are taken from Vangersth (1994), locations are from Lian

(2005) and indications from Deadman (1998).

Point

Location

Indication

Extra PointM-LE-27
(He Ding

In the depression at the
midpoint of the superior
border of the patella.

This point is combined with
St34 and MN-LE 16 to treat
any arthritic pain with or
without swelling of the knee
joint.

Stomach 35 (St35)

In the depression on lower
edge of patella, lateral to
patella ligament.

Dispels wind, cold, dampness
and heat. Activates circulation
in the meridian, sedates pain,
numbness and stiffness in th
knee and aids its smooth
function.

D

Extra Point MN-LE-16
Medial (Xi Yan

On the knee, in the hollow
formed when the knee is
flexed immediately below the

patella.

Expels Wind Damp Cold and
Heat ,improves circulation in
the meridians and benefits the
knee.

If cold is diagnosed, burning moxa on these pgitsr to needling will benefit the patient.
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Bachmann’s Knee Points

Bachmann was a German acupuncturist who develdpedreéatment in the 1960’s to benefit
pain and stiffness in the knee. The College ofdili@nal Acupuncture (1998) advocates the

treatment only after establishing and treating@Reas an adjunct to Five Element treatments.
Five points are needled, four arranged at the edgde patella at 12,3, 6 and 9 o’ clock
positions, and one needle in the central notchefatella.Moxa (up to 5 cones) may be burnt
on each point to warm a cold joint, and needle riegle can be tonification or dispersal
depending on the diagnosis.

This treatment is not suitable for a hot and swokeee as it has the potential to aggravate.

The treatment can be used in conjunction WitBhipoints and Eyes of the Knee points.
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Appendix 5

Point Selection for the Treatment®ifSyndromeof the knee joint

A-shipoints
These are points which are tender on palpation afteh not corresponding to known
acupuncture points. Needling of these points maydry helpful in joint pain, according to

Vangermeersch (1994)

Bi Syndromarising from the knee joint

The tables below are taken from 3 sources: Paimbinations are taken from Vangermeersch
(1994), locations are taken from Lian (2005) andidations are taken from Deadman (1998).
Only those indications that are of interest to kegmptoms have been included and it is worth
noting that these points are also useful for agafgther conditions.

Cun measurements are used to divide up sectiahe diody into equal parts.

Point combination 1

Point Location Indication

Stomach 34 (St34) With a flexed knee, on the| Swelling and pain in knee
connecting line between the | joint, expels wind-cold-damp
anterior superior iliac spine | clears heat. Alleviates

and superior lateral corner of humbness and stiffness in

patella, 2 cun proximal. knee and surrounding tissue

Spleen 10 (Sp10) 2 cun proximal to medial | Pain in inner aspect of thigh.
superior border of patella on| Regulates Blood by
the bulge of the vastus nourishing it and reducing

medialis muscle. stasis.

Liver 8 (Liv 8) At the medial end of the Eliminates dampness, relaxes
popliteal crease, dorsal to the muscles and tendons, and

medial condyle of the tibia in| circulatesQi andBloodin the

the depression at the anterio
border of the onset of the

semi-membranosus and semi-

tendinosus muscles.

r channels. Strengthens the
knee.
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Point

Location

Indication

Stomach 35 (St35)

In the depression on lower
edge of patella, lateral to
patella ligament.

Dispels wind, cold, dampness
and heat. Activates circulation
in the meridian, sedates pain,
numbness and stiffness in th
knee and aids its smooth
function.

¢

Point combination 2

Point

Location

Indication

Gallbladder 34 (Gb34)

In the depression ventral a
distal to the head of the fibul

nthfluences tendons by
arelaxing and strengthening

them. Clears heat and
dampness.

Spleen 9 (Sp9)

In the depression distal ang
dorsal to the medial condyle
of the tibia.

] Resolves dampness, unblocks

the meridian and has a local
effect on pain and swelling in
the knee.

Regulates Blood by
nourishing it and reducing
stasis.

Stomach 35 (St35)

In the depression on lower
edge of patella, lateral to
patella ligament.

function.

Dispels wind, cold, dampness
and heat. Activates circulation
in the meridian, sedates pain,
numbness and stiffness in th
knee and aids its smooth

D
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Appendix 6

Point Combinations, Location and Indications (b@@M and Five Element) from

Individual Research Trials

Point locations are taken from Lian (2005) and Desdl (1998). TCM indications are taken

from Deadman (1998) and Vangermeersch (1994), Eieenent indications are taken from

CTA Compendium (2004). Only those indications ti of interest to knee symptoms have

been included and it is worth noting that theseisoalso treat a range of other conditions.

For the purpose of this work, a basic guide tnameasurement may be taken as the width of

the thumb at the interphalangeal joint.

The meridiansthat run through the knee are Stomach, Spleernbl&ddler, Liver, Bladder and

Kidney.

4.3.4 Berman et al (1999)

Point

Location

TCM Indication

Five Element
Indication

Gall Bladder 34
(Gb34)

In the depression
ventral and distal to
the head of the fibula

Cold, painful
obstruction of the
knee Disorders of the
sinews, contraction
and pain in the calf
muscles, stiffness an
tightness of muscles
and joints.

Tonifying effect on
sinews, moves
stagnation in the
meridian, Strengthen
weak muscles and
drelaxes spasm from
stagnation. Promotes
circulation ofQi and
Bloodto the legs.
Local point for the
knee.

|72}

Spleen 9
(Sp9)

In the depression

distal and dorsal to
the medial condyle of
the tibia.

Resolves swelling of
the knee and painful
obstruction on the

leg.

Eliminates DamBi
of the knee.
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U

Point Location TCM Indication Five Element
Indication

Stomach 36 3 cun inferior to St35| Resolves Dampness, Local point for the

(St 36) one middle tonifies Qi and knee. Expels Wind
fingerbreadth lateral | nourisheBlood and Damp, reduces
to the anterior crest of Activates the pain and activates thg
the tibia at the level | Meridian and relieves| Meridian. Nourishes
of the distal edge of | pain. the sinews. Assists
the tuberosity of the weakness and chroni
tibia. ill health.

Stomach 35 In the depression on | Reduces swelling and Relieves painful and

(St 35) the lower edge of the| pain in the knee, swollen knees. Expel

Xi yan — one of the
‘eyes of the knee’

patella, lateral to the
patella ligament,
when the knee is
flexed.

improves flexion and
extension in the knee
strengthens the knee
and reduces
numbness. Dispels
Wind/Damp and
reduces swelling.
Activates the
meridian and
alleviates pain.

Damp and Cold with
, moxa. When
combined with
medialXi Yanknown
as Eyes of the Knee.

Extra Point MN-LE-
16 (XiYan

One of the ‘eyes of
the knee’

On the knee, in the
hollow formed when
the knee is flexed
immediately below
the patella.

Expels Wind Damp
Cold and Heat,
improves circulation
in the meridians and
benefits the knee.

Bladder 60

(BI60)

Contra indicated in
pregnancy — promote
labour.

At the midpoint
between the
prominence of the
slateral malleolus and
tendocalcaneous.

Clears Heat.
Alleviates pain,
relaxes sinews.

Clears Heat, expels
Wind. Activates and
removes obstructions
from the meridian,
eases pain.

Gallbladder 39

3 cun proximal to the

Stiffness and pain,

Alleviates pain in the

(Gb39) prominence of the chronic painful meridian distal point
lateral malleolus on | obstruction, injury by| to benefit bones and
the anterior border of| cold pathogen leadingsinews, pain and
the fibula. to contracted sinews | soreness of the lower

and pain in the bones,leg, benefits joint

numbness and pain instiffness, muscle

the knee and lower | weakness and

leg, sciatica. inflammation. Used
for severe arthritis.

Spleen 6 3 cun proximal to the| Leg pain, damp Affects the 3Yin

(Sp 6) prominence of the painful obstruction in| meridiansof the leg,
medial malleolus, lower limbs. clears damp
dorsal to the crest of
the tibia.

Kidney 3 In the depression Injury by cold, Warms cold,

(Ki 3) between the numbness and pain instrengthens bones.

prominence of the
medial malleolus and

the legs.

tendocalcaneous.

Page 72



4.3.6 Tillu et al (2001)

4.3.7 Tillu et al (2002)

A4

Point Location TCM Indication Five Element
Indication
Spleen 9 In the depression Resolves swelling of | Eliminates DamBi
(Sp 9) distal and dorsal to | the knee and painful | of the knee.
the medial condyle of obstruction on the
the tibia. leg.
Stomach 36 3 cun inferior to St35| Resolves Dampness, Local point for the
(St 36) one middle tonifies Qi and knee. Expels Wind
fingerbreadth lateral | nourisheBlood and Damp, reduces
to the anterior crest of Activates the pain and activates thg
the tibia at the level | Meridian and relives | Meridian. Nourishes
of the distal edge of | pain. the sinews. Assists
the tuberosity of the weakness and chroni
tibia ill health.
Spleen 10 2 cun proximal to the| Invigorates Blood and Moves Blood in the
(Sp10) medial superior dispels stasis. leg and knee.
border of the patella
on the bulge of the
vastus medialis
muscle
Stomach 34 On the connecting Moderates acute Removes obstruction
(St 34) line between the conditions, swelling | in the meridian.

anterior superior iliac
spine and the superig
lateral corner of the
patella, 2 cun
proximal when the
knee is flexed.

and pain in the knee,
rdifficulties with
flexion and extension
in the knee, cold
painful obstruction
with numbness and
difficulties in

walking.

Clears heat.

Large Intestine 4
(LI 4)

Contra indicated in
pregnancy — promote
labour

On the dorsum of the
hand, to the side of
the midpoint on the
ssecond metacarpal, i
the abductor pollicis

Used in painful

obstruction of the

four limbs and in the
nsinews and bones.

muscle.

Clears Wind and
Heat.
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4.3.8 Aiping et al (2001)

U

Point Location TCM Indication Five Element
Indication
Stomach 36 3 cun inferior to St35| Resolves Dampness, Local point for the
(St 36) one middle tonifiesQi and knee. Expels Wind
fingerbreadth lateral | nourisheBlood and Damp, reduces
to the anterior crest of Activates the pain and activates thé
the tibia at the level | Meridian and relieves| Meridian. Nourishes
of the distal edge of | pain. the sinews. Assists
the tuberosity of the weakness and chroni
tibia. ill health.
Spleen 10 2 cun proximal to the| Invigorates Blood and Moves Blood in the
(Sp10) medial superior dispels stasis. leg and knee.
border of the patella
on the bulge of the
vastus medialis
muscle.
Stomach 34 On the connecting Moderates acute Removes obstruction
(St 34) line between the conditions, swelling | in the meridian.
anterior superior iliac| and pain in the knee,| Clears heat.
spine and the superigrdifficulties with
lateral corner of the | flexion and extension
patella, 2 cun in the knee, cold
proximal when the painful obstruction
knee is flexed. with numbness and
difficulties in
walking.
EX-LE 4 In the depression Relaxes the tendons,

Inner Eye of the Knee

medial to the patella
ligament opposite St
35.

alleviates pain in the
knee joint.

EX-LE5
Eyes of the Knee

Two points, medial
and lateral to the
patella ligament (The
lateral point

corresponds to St 35).

Relaxes the tendons,
alleviates pain in the
knee joint.
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4.3.10 Witt et al (2003)

U

Point Location TCM Indication Five Element
Indication
Spleen 9 In the depression Resolves swelling of | Eliminates Dami
(Sp9) distal and dorsal to | the knee and painful | of the knee.
the medial condyle of obstruction on the
the tibia. leg.
Stomach 36 3 cun inferior to St35| Resolves Dampness, Local point for the
(St 36) one middle tonifiesQi and knee. Expels Wind
fingerbreadth lateral | nourisheBlood and Damp, reduces
to the anterior crest of Activates the pain and activates thé
the tibia at the level | Meridian and relieves| Meridian. Nourishes
of the distal edge of | pain. the sinews. Assists
the tuberosity of the weakness and chroni
tibia. ill health.
Spleen 10 2 cun proximal to the| Invigorates Blood and Moves Blood in the
(Spl10) medial superior dispels stasis. leg and knee.
border of the patella
on the bulge of the
vastus medialis
muscle.
Stomach 34 On the connecting Moderates acute Removes obstruction
(St 34) line between the conditions, swelling | in the meridian.

anterior superior iliac
spine and the superic
lateral corner of the
patella, 2 cun
proximal when the
knee is flexed.

and pain in the knee,
rdifficulties with
flexion and extension
in the knee, cold
painful obstruction
with numbness and
difficulties in

walking.

Clears heat.

Extra PointM-LE-27
(He Ding

In the depression at
the midpoint of the
superior border of the
patella.

This point is
combined with St34
and MN-LE 16 to
treat any arthritic pair
with or without
swelling of the knee
joint.

Stomach 35

(St35)

One of the ‘Eyes of
the Knee’

In the depression on
lower edge of patella
lateral to patella
ligament.

Dispels wind, cold,
dampness and heat.
Activates circulation
in the meridian,
sedates pain,
numbness and
stiffness in the knee
and aids its smooth
function.

Relieves painful and
swollen knees. Expel
Damp and Cold with
moxa. When
combined with
medialXi Yanknown
as Eyes of the Knee

Extra Point MN-LE-
16 Medial i Yarn)

On the knee, in the
hollow formed when
the knee is flexed
immediately below
the patella.

Expels Wind Damp
Cold and Heat
,improves circulation
in the meridians and
benefits the knee.
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Point Location TCM Indication Five Element
Indication

Bladder 40 In the middle of the | Pain and stiffness in | Relaxes sinews,

(Bl 40) popleteal crease. the knee. removes obstruction
from themeridian
local point for the
knee.

Kidney 10 In the medial part of | Indicated for Reduces pain and

(Ki 10) the popleteal crease | ‘drilling’ pain of the | weakness of the

between tendons of
the semi-teninosus
and semi-
membranosus.

knee with immobility.

knees. Expels Damp,

Gallbladder 33
(Gb 33)

3 cun proximal to Gb
34, in the depression
proximal to the lateral
epicondyle of the
femur.

Relaxes the sinews,
benefits the joints,
dispels Wind-damp.
Indicated for swelling

aspect of the knee.

Assists immobility of
the knee with pain.
Trauma to the knee,
lower leg pain or

and pain of the lateral numbness.

Gallbladder 34

In the depression

Contraction of the

Contraction and

(Gb 34) ventral and distal to | sinews, painful spasm of the sinews,
the head of the fibula] obstruction of the removes obstructions
lower leg, swelling | from the channel, aid
and pain in the knee | stiffness and
with redness. weakness of the knee
Activates the and treat®i of the
meridianand knee.
alleviates pain.
Liver 8 At the medial end of | Knee pain, swelling | Nourishes sinews an
(Liv 8) the popleteal crease,| and pain in the strengthens the knee
dorsal to the medial | patella, coldness and Useful forbi
condyle of the tibia, | pain in the knee joint| symptoms in the
in the depression at | extreme pain. medial compartment
the anterior border of of the knee.
the onset of the
tendons of the semi-
teninosus and semi-
membranosus.
Spleen 4 In the depression Regulates Qi and Benefits the medial
(Sp 4) distal and inferior to | resolves Damp. aspect of the leg.
the base of the first Helps circulation in
metatarsal bone, at the legs.
the change in skin
colour.
Spleen 5 In the depression Resolves Damp. Local point for knee
(Sp 5) ventral and distal to | Benefits sinews and | problems, resolves

the medial malleolus,
in the middle betweer
the tuberosity of the
navicular and the
prominence of the
medial malleolus.

bones.
I

damp inBi Syndrome
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Point Location TCM Indication Five Element
Indication

Spleen 6 3 cun proximal to the| Resolves dampness,| Supports the Jin

(Sp 6) prominence of the invigorates Blood, meridiansof the leg.
medial malleolus, activates the channel Resolves Damp.
dorsal to the medial | and alleviates pain.
crest of the tibia.

Bladder 20 At the level of the Resolves dampness. Indicated for chronic

(Bl 20) depression inferior to illness where Spleen
T11, 1.5 cun lateral tc is deficient.
the dorsal midline. Regulates damp.

Bladder 57 At the tip of the Cramps and pain Relaxes sinews,

(BI 57) depression formed | from contracted removes obstruction
between the twin sinews, tonifies leg | from themeridian
bellies of the Qi where there is and relieves pain,
gastrocnemius. weakness and benefits lower leg.

heaviness in the leg.

Bladder 58 7 cun proximal to Bl | Weakness of the legs,Removes obstructions

(BI 58) 60, 1 cun lateral and | difficulties walking, | from themeridian
diatal to Bl 57, coldness in the legs, | expels Wind.
between the painful Wind
gastrocnemius and | obstruction in the
soleus muscles. joints.

Bladder 60 At the mid point Alleviates pain, Expels Wind and

(BI 60) between the relaxes the sinews, | moves Blood.

Caution in pregnancy prominence of the reduces pain behind
lateral malleolus and| the knee.
tendocalcaneous.

Bladder 62 In the depression Painful cold Pain of the lower

(BI 62) distal to the lateral obstruction, back and leg. Relaxes
malleolus. difficulties with Sinews. Dispels Wing

flexion and extension| and Cold.
of the knee. Activates
themeridianand
alleviates pain.
Kidney 3 In the depression Injury by cold, Warms cold,
(Ki 3) between the numbness and pain ipstrengthens bones.

prominence of the
medial malleolus and

tendocalcaneous.

the legs.
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4.3.11 Vas et al (2004)

U

Point Location TCM Indication Five Element
Indication

Spleen 9 In the depression Resolves swelling of | Eliminates Dami

(Sp9) distal and dorsal to | the knee and painful | of the knee.
the medial condyle of obstruction on the
the tibia. leg.

Stomach 36 3 cun inferior to St35| Resolves Dampness, Local point for the

(St 36) one middle tonifiesQi and knee. Expels Wind
fingerbreadth lateral | nourisheBlood and Damp, reduces
to the anterior crest of Activates the pain and activates thé
the tibia at the level | Meridian and relieves| Meridian. Nourishes
of the distal edge of | pain. the sinews. Assists
the tuberosity of the weakness and chroni
tibia. ill health.

Kidney 3 In the depression Injury by cold, Warms cold,

(Ki 3) between the numbness and pain ipstrengthens bones.
prominence of the the legs.
medial malleolus and
tendocalcaneous.

EX-LE-5 Two points, medial | Relaxes the tendons,

Eyes of the Knee

and lateral to the
patella ligament (The
lateral point

corresponds to St 35).

alleviates pain in the
knee joint.

Gallbladder 34

In the depression

Contraction of the

Contraction and

(Gb 34) ventral and distal to | sinews, painful spasm of the sinews,
the head of the fibula] obstruction of the removes obstructions

lower leg, swelling | from the channel, aid
and pain in the knee | stiffness and
with redness. weakness of the knee
Activates the and treat®i of the
meridianand knee.
alleviates pain.

Spleen 6 3 cun proximal to the| Resolves dampness,| Supports the ¥in

(Sp 6) prominence of the invigorates Blood, meridiansof the leg.

medial malleolus,
dorsal to the medial

activates the channel
and alleviates pain.

Resolves Damp.

crest of the tibia.

Page 78



4.3.12 Jubb (2004)

Point Location TCM Indication Five Element
Indication

Spleen 9 In the depression Resolves swelling of | Eliminates Dami

(Sp9) distal and dorsal to | the knee and painful | of the knee.
the medial condyle of obstruction on the
the tibia. leg.

Stomach 36 3 cun inferior to St35| Resolves Dampness, Local point for the

(St 36) one middle tonifiesQi and knee. Expels Wind
fingerbreadth lateral | nourisheBlood and Damp, reduces
to the anterior crest of Activates the pain and activates thé
the tibia at the level | Meridian and relieves| Meridian. Nourishes
of the distal edge of | pain. the sinews. Assists
the tuberosity of the weakness and chroni
tibia. ill health.

Spleen 10 2 cun proximal to the| Invigorates Blood and Moves Blood in the

(Spl10) medial superior dispels stasis. leg and knee.

border of the patella
on the bulge of the
vastus medialis
muscle.

U

Extra Point MN-LE-
16 Medial i Yan)

On the knee, in the
hollow formed when
the knee is flexed
immediately below
the patella.

Expels Wind Damp
Cold and Heat
,improves circulation
in the meridians and
benefits the knee.

Bladder 40
(Bl 40)

In the middle of the
popleteal crease.

Pain and stiffness in
the knee.

Relaxes sinews,
removes obstruction
from themeridian
local point for the
knee.

Gallbladder 34

In the depression

Contraction of the

Contraction and

(Gb 34) ventral and distal to | sinews, painful spasm of the sinews,
the head of the fibulal obstruction of the removes obstructions

lower leg, swelling | from the channel, aid
and pain in the knee | stiffness and
with redness. weakness of the knee
Activates the and treat®i of the
meridianand knee.
alleviates pain.

Bladder 57 At the tip of the Cramps and pain Relaxes sinews,

(BI 57) depression formed | from contracted removes obstruction

between the twin
bellies of the
gastrocnemius.

sinews, tonifies leg
Qi where there is
weakness and
heaviness in the leg.

from themeridian
and relieves pain,
benefits lower leg.

Large Intestine 4
(LI 4)

Contra indicated in
pregnancy — promote
labour

On the dorsum of the
hand, to the side of
the midpoint on the

ssecond metacarpal, i
the abductor pollicis
muscle.

Used in painful
obstruction of the
four limbs and in the
nsinews and bones.

Clears Wind and
Heat.
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Point Location TCM Indication Five Element
Indication

Liver 3 On the dorsum of the| Pain and restricted | Expels wind, calms

(Liv 3) foot, in the depressionmovement in the spasm and

distal to the proximal
corner between the
first and second
metatarsal bones.

lower extremity.

contraction, used in
painful obstruction
where Wind is the
dominant factor.
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4.3.13 Berman et al (2004)

U

Point Location TCM Indication Five Element
Indication

Spleen 9 In the depression Resolves swelling of | Eliminates Dami

(Sp9) distal and dorsal to | the knee and painful | of the knee.
the medial condyle of obstruction on the
the tibia. leg.

Stomach 36 3 cun inferior to St35| Resolves Dampness, Local point for the

(St 36) one middle tonifiesQi and knee. Expels Wind
fingerbreadth lateral | nourisheBlood and Damp, reduces
to the anterior crest of Activates the pain and activates thé
the tibia at the level | Meridian and relieves| Meridian. Nourishes
of the distal edge of | pain. the sinews. Assists
the tuberosity of the weakness and chroni
tibia. ill health.

Stomach 35 In the depression on | Dispels wind, cold, | Relieves painful and

(St35) lower edge of patella] dampness and heat. | swollen knees. Expel

One of the ‘Eyes of
the Knee’

lateral to patella
ligament.

Activates circulation
in the meridian,
sedates pain,
numbness and
stiffness in the knee
and aids its smooth
function.

Damp and Cold with
moxa. When
combined with
medialXi Yanknown
as Eyes of the Knee.

Extra Point MN-LE-
16 Medial i Yan)

On the knee, in the
hollow formed when
the knee is flexed
immediately below
the patella.

Expels Wind Damp
Cold and Heat
,improves circulation
in the meridians and
benefits the knee.

Gallbladder 34

In the depression

Contraction of the

Contraction and

(Gb 34) ventral and distal to | sinews, painful spasm of the sinews,
the head of the fibula] obstruction of the removes obstructions
lower leg, swelling from the channel, aid
and pain in the knee | stiffness and
with redness. weakness of the knee
Activates the and treat®i of the
meridianand knee.
alleviates pain.
Spleen 6 3 cun proximal to the| Resolves dampness,| Supports the ¥in
(Sp 6) prominence of the invigorates Blood, meridiansof the leg.
medial malleolus, activates the channel Resolves Damp.
dorsal to the medial | and alleviates pain.
crest of the tibia.
Bladder 60 At the mid point Alleviates pain, Expels Wind and
(BI 60) between the relaxes the sinews, | moves Blood.
Caution in pregnancy prominence of the reduces pain behind
lateral malleolus and| the knee.
tendocalcaneous.
Kidney 3 In the depression Injury by cold, Warms cold,
(Ki 3) between the numbness and pain ipstrengthens bones.

prominence of the
medial malleolus and

the legs.

tendocalcaneous.
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Point

Location

TCM Indication

Five Element
Indication

Gallbladder 39

3 cun proximal to the

Benefits sinews and

Alleviates pain along

(GB 39) maximum bones, dispels the meridian, benefits
prominence of the Wind/Damp, sinews and bones,
lateral malleolus on | activates theneridian | distal point for pain
the anterior border of| and relieves pain. radiating down legs,
the fibula. eases joint stiffness.

Sources:

Location, Lian (2005)

TCM Indications. Deadman (1998)

Five Element Indication, CTA (2004)
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Appendix 7

Characteristics of Included Studies

Study Identifier

Methods

Participants

Interventions

Outcomes

Christensen et al
1992

Random allocation: Yes.
Concealed allocation: No.
Baseline comparability: Unclear.
Blind assessors: Yes.

Blind participants: No.

Blind acupuncturists: Not possible|

Adequate follow up: Unclear.
Intention to treat analysis: No.
Between group comparisons: Yes

Number of participants: 29

Inclusion criteria: Knee OA
patients awaiting arthroplasty

surgery to one or both knees.

Exclusion criteria: Unclear.

Group A: Acupuncture
treatment to affected
knees.

Group B: No treatment
control group for 9
weeks, followed by
acupuncture treatment tg
affected knees.

1. Objective measurement of

pain by blinded assessors.

. Changes in analgesic

consumption.

. Objective measurement of

knee range movement.

Berman et al 1999

Random allocation: Yes.
Concealed allocation: No.
Baseline comparability: Yes.
Blind assessors: Yes.

Blind participants: No.

Blind acupuncturists: Not possible|

Adequate follow up: Unclear.
Intention to treat analysis: Yes.
Between group comparisons: Yes

Number of participants: 73

Inclusion criteria: Elderly
patients with symptomatic
knee OA.

Exclusion criteria: Recent
corticosteroid injection to
knee, severe concomitant
iliness or history of
uncontrollable bleeding.

Acupuncture Group:
Acupuncture treatment
for Bi-Syndromdor 8
weeks.

Control Group:
Continued with usual
medication and received
acupuncture after 8
weeks.

. Patients self scored for pain,

stiffness and physical functio
using the WOMAC and
Lequesne scales.

-

Tillu et al 2001

Random allocation: Yes.
Concealed allocation: No.
Baseline comparability: Unclear.
Blind assessors: Yes.

Blind participants: No.

Blind acupuncturists: Not possible|

Adequate follow up: Unclear.
Intention to treat analysis: No.

Number of participants: 44

Inclusion criteria: Patients
with advanced knee OA
awaiting total knee joint
replacement.

Group A: Acupuncture tg
most affected knee only.

Group B: Acupuncture tg
both knees.

. Objective and subjective

measurement using VAS and
HSS score.

. Ability to walk 50m and climb

20 steps.
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Study Identifier

Methods

Participants

Interventions

Outcomes

between group comparisons: Yes

Exclusion criteria
Acupuncture treatment in the
past year, intra-articular
steroid injection with three
months and non-idiopathic
arthritis.

Tillu et al 2002

Random allocation: Unclear.
Concealed allocation: No.
Baseline comparability: Unclear.
Blind assessors: No.

Blind participants: No.

Blind acupuncturists: Not possible|

Adequate follow up: Unclear.
Intention to treat analysis: No.
Between group comparisons: Yes

Number of participants: 75

Inclusion criteria:
Consecutive patients on a
waiting list for total knee
replacement surgery.

Exclusion criteria:
arthroscopic washout within
six months, intra-articular
steroid injection within 3
months, acupuncture
treatment within 1 year and
inflammatory arthritis.

Group A: Acupuncture
treatment for 6 weeks.

Group B: No treatment
control group.

. Objective and subjective

. Ability to walk 50 m and

measurement using VAS ang
HSS score.

climb 20 steps.

Aiping et al 2001

Random allocation: Unclear.
Concealed allocation: No.
Baseline comparability: Unclear.
Blind assessors: No.

Blind participants: No.

Blind acupuncturists: Not possible|

Adequate follow up: Unclear.
Intention to treat analysis: No.
Between group comparisons: Yes

Number of participants: 109
Inclusion criteria:
Radiological diagnosis of
knee OA.

Exclusion criteria: Unclear

All participants received
acupuncture. Some
received moxabustion or]
heat treatment and
cupping according to
diagnosis oBi-
Syndrome

. Patient’s subjective ratings of

pain relief and improvements
in stiffness via three broad
categories.

Witt et al 2003

Random allocation: Yes.
Concealed allocation: Yes.
Baseline comparability: Yes.

Number of participants: 300

Inclusion criteria: Chronic

Group A: Acupuncture
treatment for 8 weeks.

. Both acupuncture groups

believed they had received
true acupuncture.
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Study Identifier

Methods

Participants

Interventions

Outcomes

Blind assessors: Yes.
Blind participants: Yes.

Blind acupuncturists: Not possible|.

Adequate follow up: Unclear.
Intention to treat analysis: Yes.
Between group comparisons: Yes

knee OA (Kellgren grade 2 o
more).

Exclusion criteria:
Inflammatory, malignant or
autoimmune disease of the
knee, knee surgery or
arthroscopy within 1 year,
chondroprotective or intra-
articular injection in 4
months, beginning a new
treatment for OA in 4 weeks,
acupuncture in 1 year,
physiotherapy in 4 weeks.

r Group B: Minimal
acupuncture to distal nof
acupuncture points.

Group C: Control Group

n2. Objective and subjective
rating of pain and stiffness
using WOMAC score.

Vas et al 2004

Random allocation: Yes.
Concealed allocation: Yes.
Baseline comparability: Unclear.
Blind assessors: Yes.

Blind participants: Unclear.

Blind acupuncturists: Not possible|.

Adequate follow up: Unclear.

Intention to treat analysis: Uncleatr.

Between group comparisons: Yes

Number of participants: 97

Inclusion criteria: Patients
with clinical and radiological
diagnosis of knee OA taking
diclofenac medication.

Exclusion criteria: No
previous experience of
acupuncture, no concurrent
serious medical conditions.

Group A: Acupuncture

treatment and diclofenad.

Group B: Sham
acupuncture and
diclofenac.

1. Objective and subjective
rating of pain and stiffness
using WOMAC score.

2. Changes in analgesic intake.

Jubb et al 2004

Random allocation: Yes.
Concealed allocation: No.
Baseline comparability: Unclear.
Blind assessors: Yes.

Blind participants: No.

Blind acupuncturists: Not possible|

Adequate follow up: Unclear.

Number of participants: 30

Inclusion criteria: Patients
with knee OA (Kellgren scalg
1 — 3) with clinical and
radiological diagnosis.

Group A: Acupuncture
treatment and cessation
of analgesic medication.

Group B: Acupuncture
treatment and usual

Previous non-response to in

1. Objective and subjective
rating of pain and stiffness
using VAS and WOMAC
scores.

analgesic medication.
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Study Identifier Methods Participants Interventions Outcomes
Intention to treat analysis: No. and out patient treatment and
Between group comparisons: Yes| no previous experience of | Group C: Control group,

acupuncture. offered acupuncture
treatment after 5 weeks.

Exclusion criteria: Pregnancy,

other types of arthritis,

pacemaker, metal allergies,

haemophilia or other serious

iliness, any skin condition

likely to influence the use of

acupuncture needles.

Berman et al 2004 Random allocation: Yes. Number of participants: 570 | Group A; Acupuncture | 1. Objective and subjective
Concealed allocation: Yes. treatment over a 26 week  rating of pain and stiffness
Baseline comparability: Yes. Inclusion criteria: Aged 50 | period. using WOMAC score.

Blind assessors: Yes. yrs or more, radiological
Blind participants: Unclear. diagnosis of knee OA Group B: Sham 2. Short Form Health Survey an
Blind acupuncturists: Not possible| (Kellgren grade 2 or more), | acupuncture at distal non- patient global assessment.
Adequate follow up: Unclear. clinically significant knee acupuncture points and
Intention to treat analysis: Yes. pain on most days for 1 non piercing needles 3. Measurement of a 6 minute
Between group comparisons: Yes| month or more, wiling to be | applied to true walk.
randomly assigned. acupuncture points.
4. Subjective reports of adverse

Exclusion criteria: other
serious medical conditions,
intra-articular injections of
steroids or hyaluronate, kneg
surgery or use of topical
capsaicin cream in 6 months
previous experience of
acupuncture, any planned
events that would interfere
with the study.

A

Group C: Control group,
receiving educational
sessions.

effects potentially related to
acupuncture.
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Glossary of Terms

Bi-Syndrome Signifies blockage or obstruction from stagnatidnBdood and Qi in the

Blood

CF

Cun

Cupping

De-qi

Dao

Meridian network. It primarily gives rise to pain, swellirgnd restricted

movement.

A dense and material form @i. Inseparable fronQi. Without Qi, Blood

would become an inert fluid.

Denotes Constitutional Factor, within a persone, WeakesElementof their

being and the focus of Five Element treatment.

A measurement used for point location that inveldeviding parts of the body

up into equal measurements.

A treatment using suction to disperse stagnatiahpromote flow oBlood and
Qi. In Bi-Syndromejt can draw out wind cold damp (in recently diagebs

cases).

A sensation of tingling, numbness or heaviness #feeacupuncture needle has
been inserted.

The principle underlying and organising creatiorin terms of health it
embodies the concept that living ones life in adaoce with ones true nature is

the key to health and happiness.

Five Elements Consisting of Wood, Fire, Earth, Metal and Wated axemplified by seasonal

cycle, they form five different qualities Qfi.
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JingLuo The Chinese term favleridian. Jing is channel andluo is collateral.

Ke Cycle The cycle of ‘control’ between tHelements

Meridian Passage or pathway @i energy in the body along which are located

acupuncture points.

Moxabustion Moxa is a herb used in treatment to warm a patient

Official Organ, but incorporating a wide range of functimduding emotions

Qi Energy or life force.

Sheng Cycle The cycle of ‘creation’ that flows between tBEementsas a microcosm of the

seasons

Yin and Yang When theDaois divided,Yin denotes the passive principle afehgthe active.
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