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Letter from Editor in Chief
Jennifer A. M. Stone, MSOM, LAc
Dear JASA readers,
How is everyone?
Yes, our globe was sure hit hard with COVID-19, throwing
us into a unique kind of chaos. From this, I am reminded of
the words of Sun Tzu “In the midst of chaos, there is also
opportunity.”

JASA welcomes letters to the
editor from our readership.
Please send them to
meridiansjaom@gmail.com
and be sure to include your
full name and any licenses
and/or titles, your phone
number, and email address.

For these past weeks, I’ve been at home on my little farm in
Freedom, Indiana, trying to figure out how to relax my brain.
Usually I’m on the computer, emailing, writing or reviewing
or on Zoom meetings. In between, I go outside to work with the horses, fight back my
invasive dog rose and hunt mushrooms in the woods. This year was great for morels!
I do miss my office, 15 miles east in multi-cultural, very international Bloomington,
Indiana, home of Indiana University. I miss Indian food. I miss my patients, some are
farmers, some are scholars—all fascinating people with incredible stories to tell.
When there’s a void, we tend to try to fill it. I’ve been aware of how my colleagues are
filling the Covid19-created void, taking advantage of this opportunity to make the best
of the situation. I have some pretty impressive stories to share about how, in the midst of
chaos, different teams are collaborating together to produce these opportunities:
• NCCAOM/ASA weekly Town Hall meetings: Our leaders responded fast and
developed the weekly town halls to disseminate the most up-to-date information coming from the Center for Disease Control (CDC) and the Small Business
Administration (SBA). Online meeting attendance is growing and has been as
high as 25% of the profession. Check www.asacu.org for Town Hall dates.
• CCAOM has prepared “COVID-19 guidelines for clinical practice,” see p. 30 of
this issue.
• SIO Acupuncture SIG: The Society of Integrative Oncology Acupuncture SIG
has 27 members who are working on a manuscript about the business of
acupuncture in the main-stream oncology setting. They are using data from
a survey send last year to LAcs and medical oncologists. The group is also
collaborating with Dr. Judith Lacey from Chris O’Brian Lifehouse, Australia, and
Dr. Gabriel Lopez from the Texas MD Anderson on a program focusing on how
COVID-19 has affected clinical care.
• ASA Secretary Christine Cronin developed a mentoring program for AOM
school graduates. Check the ASA website for more info on this soon.
www.asacu.org
• Drs. David Miller, Remy Coeytaux and I resubmitted a letter of interest to apply
for a grant from the Patient Centered Outcomes Research Institute (PCORI) to
fund a large research dissemination project for the profession.
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• A
 n ASA 10-member Medicare Task Force was established to navigate the
changes coming from the Centers for Medicaid and Medicare Services (CMS)
and to synthesize information for dissemination to the profession.
From these various directions, new ways of researching and practicing will inevitably arise.
Along with this, ongoing research is still taking place on innumerable topics, several of
which are presented in this issue. I do want to specifically mention the insightful piece by
Colleen Curran, MAc, LAc, DAc about a type of virtual practice that we can start doing
immediately.
And yet again, I give sincere thanks to the authors, reviewers, sponsors and advertisers,
our Editorial Board and staff. As ASA’s professional journal, it remains an invaluable
resource providing evidence for our medicine.
Respectfully,
Jennifer A. M. Stone, MSOM, LAc
Editor in Chief, JASA
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Acupuncture Treatment for
Endometriosis-Related Pelvic Pain:
A Systematic Literature Review

By Le Liu, MSOM, DAOM, LAc,
Dipl OM (NCCAOM)

Le Liu, MSOM, DAOM, LAc,
Dipl OM (NCCAOM) received
her BS in Marketing in China
and her MS in Oriental Medicine
at Dongguk University in Los
Angeles. She received her DAOM
at Emperor’s College of Traditional
Oriental Medicine in Santa Monica.
Le is an acupuncturist and herbalist
at the Santa Barbara Herb Clinic
in Santa Barbara, CA. Email:
prudentjoyce@gmail.com.

Abstract
Objective: Endometriosis is a multifactorial chronic gynecological disease that can lead
to symptoms of pelvic pain. This systematic review assesses acupuncture as an effective
treatment for endometriosis-induced pelvic pain.
Methods:Full-text articles related to the efficacy of acupuncture in the treatment of
endometriosis-induced pain from 2003 to 2018 were searched, using the key words
“endometriosis, pain, and acupuncture” in the databases that included PubMed,
EBSCO, China National Knowledge Infrastructure.
Results: This systematic review includes 11 studies, which involves a total of 776
patients diagnosed with endometriosis. These studies differed regarding research
design, outcome variable, acupoint selection, and needle stimulation technique, which
were classified for discussion based on the type of intervention in the control group.
The results suggest that acupuncture is effective in relieving pain relating to endometriosis. Within-group effects are also in accordance with this indication.
Discussion: A narrative analysis of the included studies was conducted since it is not
appropriate to perform a meta-analysis, considering the significant heterogeneity
among the studies. Limitations include the relatively small number of studies included
as well as the clinical and methodological diversity of those studies.
Conclusion: Endometriosis often leads to pelvic pain and current treatments may not
be sufficiently effective or involves unpleasant side effects. According to the studies
reviewed in this paper, acupuncture shows effectiveness, safety and fewer side effects
than pharmacological treatments. It may therefore be used as a complementary therapy
for endometriosis-related pelvic pain. Studies should be done that evaluate the efficacy
of different approaches to acupuncture treatment as well as comparisons between
different specific acupuncture treatment approaches.
Keywords: Systematic review, acupuncture, endometriosis, pelvic pain,
pain management
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Introduction
Endometriosis is a chronic gynecological disease that occurs
when endometrial tissue makes its way outside the uterine
cavity. Endometrial-like tissue can be found in the ovaries,
fallopian tubes, ligaments supporting the uterus, and other
areas. It affects women of various races and ages ranging
from adolescence to 40 years old.1-3 Approximately 10% of
adolescent girls and women of reproductive age are affected
by endometriosis.4
The main symptom of endometriosis is pelvic pain. Other
symptoms include dysmenorrhea (period pain), dyspareunia
(pain during sexual intercourse), dysuria (pain during urination),
and dyschezia (pain during bowel movements), each of which
depends on the anatomic location of the disease.5,6 The pain
can be intermittent or continuous and can be described as dull,
throbbing, sharp, and burning. The level of pain sometimes
increases due to physical activity.7,8
The pathology of endometriosis is still unclear. One convincing
model is called the retrograde menstruation hypothesis.9,10
Imbalanced function and interactions of extra-uterine lesions
controlled by sensory and autonomic nerve fibers may lead to
continuous endometriosis-related inflammatory process and
also feelings of pain.4,11,12 Local nerve lesions and secondary
ischemic reactions in local tissue may also cause pain.13,14
There may be other factors which impact whether lesions
deposited in the pelvic cavity implant and persist, such as
hormonal, inflammatory, or immunologic conditions.11,13,15,16
Moreover, the possibility of developing endometriosis may be
determined by genetic and environmental factors.9
The preliminary diagnosis of endometriosis is usually based on
the patient’s clinical history. As for the physical examination,
most women present normal results. Through palpation,
clinicians may notice uterine or adnexal tenderness, nodules
on uterosacral ligament, or pelvic masses. A common finding is
tenderness upon palpation of the posterior fornix.17
Transvaginal and transabdominal ultrasound can be used to
detect pelvic masses. In some conditions, doctors also use magnetic resonance imaging (MRI) and computed tomography (CT)
scans to characterize pelvic masses.18-20 It bears mentioning
that the gold standard to confirm diagnosis of endometriosis
is laparoscopic inspection with histologic confirmation after
the biopsy.18 Different levels of Cancer Antigen 125 (CA-125),
cytokines, angiogenic and growth factors, compared to normal
ones, can be found in women with endometriosis, but these
markers are still not proved to be definitive clinical tools.17,21,22

6

Current allopathic treatments for endometriosis-related pelvic
pain include a variety of pharmacological and surgical treatments. Non-steroidal anti-inflammatories, oral contraceptive
pills and hormonal treatments (such as gonadotropin-releasing
hormone (GnRH) analogues and danazol to induce ovarian
suppression) have been used as pharmacological interventions,23-26 which may be effective to some extent. For example,
danazol was found effective in relieving pain associated with
endometriosis when compared with placebo, with a mean
difference of -3.4 however, the effectiveness was not sufficient
and pain tended to relapse.23-26
There are also notable side effects, such as menopausal disorders,23, 27-29 with discontinuation rates around 25-50%.23, 27-29
Surgical treatments are generally effective, but the limitations
include high cost and recurrence rates of pain. Around half of
women experienced pain recurrence at up to five years after
surgery.23, 27-29
Acupuncture may serve as a potential non-pharmacological
treatment strategy. A major component of traditional Chinese
medicine (TCM), acupuncture plays an essential part in disease
treatment. The mechanism of its functions is rooted in the
entire theory of zang-fu organs and meridians.30
According to TCM theory, pain is the result of qi or Blood
stagnation in the uterus. Acupuncture can enhance the flow of
qi and Blood and remove/eliminate obstructions by stimulating
the acupoints along the meridians. This has an effect on the
central and peripheral nervous systems. As a result, pain can be
reduced.31
Endometriosis-related pelvic pain can negatively affect women’s quality of life by influencing their mental and emotional
health. Women diagnosed with endometriosis can present with
mild to severe anxiety symptoms, which relate positively to
their current pain intensity.32
It also can impact women’s work and social activities33 as well
as worsen their sexual relationships.34 Therefore it is important
that proper strategies are found to relieve pelvic pain associated with endometriosis. This study aims to examine the
efficacy of acupuncture in treating endometriosis in the aspect
of pain management through a systematic review of previous
clinical research.

Methods
Article search
In this study, the literature was searched using the keywords
“Endometriosis,” “Pain,” and “Acupuncture” in PubMed,
EBSCO, and China National Knowledge Infrastructure (CNKI)
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databases. Articles published from 2003 to 2018 were
searched. Languages of articles were limited to English and
Chinese. Translated versions have been approved by a committee that supervised this research project. The bibliographies of
the retrieved studies, systematic reviews, and meta-analyses
were also searched for additional relevant articles.

Inclusion criteria and exclusion criteria
Clinical trials (CTs) in English or Chinese that researched the
efficacy of acupuncture in the treatment of endometriosis-related pain are included in this review. Subjects included are
those that were diagnosed with endometriosis as well as
suffering endometriosis-related pelvic pain or dysmenorrhea,
but not diagnosed with primary dysmenorrhea or asymptomatic endometriosis.
CTs that used acupuncture are included; those applying
acupuncture combined with other types of interventions, such
as Chinese herbal medicine, blood-letting puncture, acupoint
sticking (pasting mixed Chinese herbal medicine powder to
the acupoints), pharmascopuncture (injecting pharmacological
medication or herbal medicine at the acupoints), acupressure
and catgut implantation at acupoints are excluded.

Results
Eleven CTs are included in this review. A flow diagram demonstrating the literature search and article selection process is
presented in Figure 1.

Figure 1. Flow diagram of literature search and article
selection

1. R
 esearch design, outcome variables, and
subjects’ data
Research design
A total of 776 participants were enrolled in the 11 studies,
with sample sizes ranging from 18 to 105. Among these studies, one was performed in the US,35 one in Austria,36 and nine
in China.37-45 Ten CTs were conducted based on a randomized,
single-blind placebo/sham design,35-39,41-45 including one with a
crossover design.36 One CT did not apply randomization.40
In two studies, the patients were diagnosed with endometriosis stages I-IV based on American Society for Reproductive
Medicine.35,36 The other nine CTs were performed in China,
seven of which describe in detail the western medicine diagnosis criteria of endometriosis,37,39,40,42-45 with five sharing exactly
the same description as the western medicine diagnosis,39, 43-45
and two using very similar diagnosis criteria.37,42 The other two
studies mention the standard diagnosis used for endometriosis
based on western medical textbooks.38,41

Outcome variables
In seven of the studies, the primary outcome variable was pain
intensity rated by patients. The pain level was rated according
to different scales such as Numeric Rating Scale (NRS), McGill
Pain Questionnaire (MPQ), Visual Analog Scale (VAS), Verbal
Rating Scale (VRS), dysmenorrhea score (DS), and pain score
without reported criteria.35-38, 40-42
Other variables reported were health-related quality of life
(HRQOL), analgesic intake, effective rate (ER), the level of
serum CA-125, 0 and ß-endorphin (ß-EP). The different
outcome assessment variables used and the different types of
study make it impossible to perform a quantitative meta-analysis on the efficacy of acupuncture treatment. 35-39,41,43-45

Subjects’ data
Five CTs described in detail the inclusion and exclusion criteria
used to recruit subjects.35,36,38,40,45 While they all tried to eliminate bias and factors that influence the quality and accuracy
of the research, some differences existed among the criteria.
In six studies, these criteria weren’t reported.37,39,41-44 The other
three CTs reported a dropout among the subjects, with 18,
4, and 4 subjects respectively.35,36,38 Baseline characteristics
among groups were reported comparable in 11 CTs.35-45 One
mentioned only the age of subjects as characteristics and one
mentioned age and pain degree of subjects.36,42

2. Methodological aspects on acupuncture
Style of acupuncture
Regarding the intervention for treatment groups, acupuncture based on the TCM rationale was performed in seven
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studies,36,37,39,40,43-45 in one study based on Japanese acupuncture technique,32 and in three studies based on auricular
acupuncture.38,41,42

Acupoint selection
The sets of acupoint used in these studies, different from each
other to some extent, were generally located in the lower
abdominal and pelvic areas, the back, and hands and feet.
These points were connected to visceral organ innervation.
One study mentions the use of auricular acupoints as well as
Japanese style acupuncture.35 In the other three studies, auricular acupoints were used as a primary intervention in treatment
groups.38,41,42

Stimulation on the needle
No stimulation was used in three studies, while they reported
specified levels of depth for the points according to Bo’s
abdominal acupuncture rationale.37,43,44 Two studies utilized
auricular acupuncture as the intervention used electrical
stimulation,38,42 while the other did not report stimulation
characteristics.41
Wayne et al. applied manual stimulation in the hands, feet,
and sacral area as well as electrical stimulation in the ear. Jin
Yabei et al. used the reducing method for the Excess cases
as well as the reinforcing and reducing method for Excess
combined with Deficiency cases, with needling applied for
30 seconds on each auricular point. Zhang Xinxin et al. used
electrical stimulation to get sensation such that patients felt
the acid, hemp, weight, and swelling feeling spreading to the
entire pelvic cavity.35,38,40
All other studies use manual stimulation but with different
intensities described by needle sensations.36,39,45 In two studies,
there was a deqi sensation. The sensation was weaker than
the deqi sensation in Wayne et al., which was described as an
“echo” feeling in the therapist’s hands.35,45 Liu Yuanyuan et al.
applied a method of reinforcing-reducing for special points,
making the needle tip inclined to the lower abdomen until
patients felt the soreness in the lower abdomen. Two studies
reported that moxibustion was applied on the needles when
appropriate.35,45

Needle insertion
Needle insertions were 4-16 per treatment session and patient.
Nine studies report needle retention time of 15-30 minutes
overall, while two studies did not state retention times.36,41
The number of treatments varied from at least 9-70 among
11 studies, with two studies reporting a much larger number
of treatments than others.39,40 See Tables 1 and 2 for more
detailed information on characteristics of the studies and
methodological aspects of acupuncture.

8

Location and practitioner
Two studies reporting on the participating practitioners state
that treatments were conducted in the acupuncturist’s clinic,
at a hospital, or in patients’ homes. The other studies did not
clearly mention the place of treatment; however, the subjects
were generally recruited from hospitals, so it is possible the
treatments took place at hospitals.35-45

(see table 1 on the page 10)

3. Effects of acupuncture
The effects of acupuncture are discussed in six categories
based on the type of intervention in the control group. More
detailed information on intervention in the 11 CTs can be
found in Table 2.

(1) Acupuncture versus sham acupuncture
Two randomized controlled trials (RCTs) were conducted to
evaluate the effectiveness of acupuncture compared to the
sham acupuncture group. Wayne et al. show a significantly
larger reduction of pain level in the Japanese-style acupuncture
group, and the lower pain level continued throughout the
6-month follow up evaluation. Rubi-Klein et al. indicate a
statistically significant reduction of pain and improved quality
of life in the verum-acupuncture (acupuncture according to
TCM criteria) group.35,36

(2) Acupuncture vs. western medicine
Two CTs examine the efficacy of acupuncture compared to
western medicine, with one using the danazol capsules and
the other using mifepristone tablets as the control group
intervention.40,44 The results of both CTs show that acupuncture
was significantly more effective than western medicine in
pain relief (P<0.05), with one also showing that acupuncture
worked better in reducing the concentration of serum CA-125
(P<0.05).40 CA-125 is a marker of epithelial cell ovarian
cancer. Higher CA-125 levels were found in women with more
advanced degrees of endometriosis.46

(3) Acupuncture vs. Chinese herbal medicine
Three RCTs evaluate the efficacy of acupuncture compared to
that of Chinese herbal medicine, with each one using different
Chinese herbal medicine in control groups.37,41,43 They each
concluded that acupuncture was significantly more effective
than Chinese herbal medicine in relieving pain caused by
endometriosis (P<0.05).
Xiang Dongfang et al. also shows that acupuncture was more
effective at reducing the level of serum CA-125 than was
Chinese herbal medicine (P<0.05) but that it was not significantly effective in reducing the size of ovarian endometrial cyst
and size of uterus with adenomyosis.37 Xiang Dongfang et al.
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Table 1. Characteristics and methodological aspects of acupuncture in the 11 included studies

Study

Age

Needle
retention
time
(minute)

Wayne et al.35

13-22

15-20

Rubi-Klein et
al.36

Treatment schedule

Outcome variable

2 treatments per week for 8 consecutive weeks

NRS (no pain-worst possible pain, 0-10), HRQOL,
perceived stress, serum inflammatory markers

34.8/32.5

Not
reported

2 units; each unit 2 treatment per week for 5
weeks; cross-over design

VAS (no pain-worst possible pain, 0-10), pain
disability, HRQOL, treatment expectations,
absentee days, take home baby rate, analgesic
intake

Xiang
Dongfang et
al.37

23-45/27-44

20

Once every 1-2 days during the week before
menstruation, for 3 menstrual cycles (MCs)

MPQ, serum CA-125 level, diameter of
cysts, diameter of the uterus in patients with
adenomyosis

Jin Yabei et
al.38

33.83±5.8
8/34.93±6.15

30

Started from the next day after the menstruation
was cleaned; once every other day, 10 treatments as DS, ER
a treatment cycle (TC), for 3 TCs

Sun
Yuanzheng et
al.39

34.70±8.71/35.
68±7.12/36.24
±6.78

30

Signs and symptoms, pelvic mass change, ER,
Once per day, for 3 months with 20 days’ treatment serum CA-125 level
and then 10 days’ rest in each month

Zhang Xinxin
et al.40

23-45/25-46

30

Once every other day except during menstruation,
for 6 months

ER, VAS (no pain-worst possible pain, 0-10),
serum CA-125 level, recurrence rate

Xiang
Dongfang et
al.41

37/30

Not
reported

Once every other day, 4 times each MC, for 3 MCs

ER, DS, ß-EP level

Sun Zhanling
et al.42

18-43

30

Once every other day, 10 treatments per TC, for 4
TCs, 7 days’ break between TCs

Pain score

Lin Yun et
al.43

17-41

30

Starts 7 days before menstruation, once per day on
the first 1-3 days, then once every other day until
the 4th days of menstruation, for 3 MCs

ER

Chen Lina et
al.44

17-41

30

Starts 7 days before menstruation, once per day on
the first 1-3 days, then once every other day until
the 4th days of menstruation, for 3 MCs

ER

Liu Yuanyuan
et al.45

23-45

30

Started 3 to 5 days before menstruation, lasting for
7 consecutive days, for 3 MCs

ER

demonstrate that auricular acupuncture therapy can elevate
the level of ß-EP (P<0.05), an endogenous analgesic substance,
especially in subjects with moderate or severe dysmenorrhea
caused by endometriosis.41

(4) Auricular acupuncture vs. body acupuncture
Two RCTs evaluate the comparison of the efficacy of auricular
acupuncture and body acupuncture, where body acupuncture
was used in the control groups. Both trials show that both
methods can significantly reduce endometriosis-related pain
(P<0.05) and that the effect of auricular acupuncture was more
effective than body acupuncture (P<0.05).38,42

(5) Shu-mu point combination acupuncture vs. routine
acupuncture vs. western medicine

10

One RCT examines the effectiveness of shu-mu point combination acupuncture compared to routine acupuncture and
western medicine. It indicated that the shu-mu point combination group was more effective than the other two groups in
treating dysmenorrhea (P<0.05) and other endometriosis-related symptoms (P<0.05). It also indicated a reduction of serum
CA-125 (P<0.05).39

(6) Acupuncture versus acupuncture with auricular
acupressure versus acupuncture with moxibustion
One RCT evaluates the efficacy of acupuncture compared
to acupuncture with auricular acupressure and acupuncture
with moxibustion. The results show that all three treatment
methods were effective in relieving endometriosis-related pain,
with acupuncture with moxibustion being the most effective
treatment among them (P<0.05).45
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Table 2. Interventions of the 11 clinical trials categorized based on the type of control group
Category

Study
Rubi-Klein
et al.36

(1)
Wayne
et al.35

Zhang Xinxin
et al.40
(2)
Chen Lina
et al.44

Xiang Dongfang
et al.37

(3)

Xiang Dongfang
et al.41

Lin Yun
et al.43

Jin Yabei
et al.38
(4)
Sun Zhanling
et al.42

(5)

(6)

Sun Yuanzheng
et al.39

Liu Yuanyuan
et al.45

Group

Intervention

Treatment
(n=47)

Acupuncture at BL-32 ciliao, ST-29 guilai, ST-36 zusanli, SP-6 sanyinjiao, CV-3 zhongji

Control
(n=54)

VAS (no pain-worst possible pain, 0-10), pain disability, HRQOL, treatment expectations,
absentee days, take home baby rate, analgesic intake

Treatment
(n=9)

Japanese-style acupuncture at individually selected points in hands and feet (Jing-well
points), back (back Shu points), sacral area and ear

Control
(n=9)

Sham acupuncture

Treatment
(n=36)

Acupuncture at CV-6 qihai, CV-4 guanyuan, CV-3 zhongji, zigong, SP-8 diji, SP-6 sanyinjiao,
LI-4 hegu, LV-3 taichong

Control
(n=36)

Mifepristone tablets

Treatment
(n=35)

Acupuncture at CV-12 zhongwan, CV-10 xiawan, CV-6 qihai, CV-4 guanyuan, CV-3
zhongji, ST-26 wailing, lower rheumatism

Control
(n=26)

Danazol capsules

Treatment
(n=30)

Acupuncture at CV-12 zhongwan, CV-10 xiawan, CV-6 qihai, CV-4 guanyuan, CV-3
zhongji, ST-26 wailing, ST-28 shuidao, KI-13 Qixue

Control
(n=28)

Tian Qi Tongjing (Radix notoginseng dysmenorrhea) capsules

Treatment
(n=37)

Acupuncture at Center of cymba auriculae, Hypo-cortex, Endocrine, Sympathetic, Internal
genitals

Control
(n=30)

Chinese herbs ( Radix saliae miltriorrhezae, Radix paeoniae, Rhizome sparganii, Rhizome
zedoariae, Fructus Aurantii and Rhizoma cyperi)

Treatment
(n=30)

Acupuncture at CV-12 zhongwan, CV-10 xiawan, CV-6 qihai, CV-4 guanyuan, CV-3
zhongji, ST-26 wailing, lower rheumatism

Control
(n=26)

Gui Zhi Fu Ling (Cinnamon twig and poria) capsules

Treatment
(n=42)

Acupuncture at Uterus and Subcortical or Shenmen and Endocrine

Control
(n=42)

Additional points: Liver, Kidney, Sympathetic

Treatment
(n=32)

Acupuncture at Uterus, Subcortex or Shenmen, Endocrine

Control
(n=32)

Acupuncture at ST-25 tianshu, CV-6 qihai, CV-4 guanyuan, SP-6 sanyinjiao, SP-8 diji

Shu-mu point
acupuncture (n=30)

Acupuncture at BL-18 ganshu, BL-20 pishu, BL-23 shenshu, LV-13 zhangmen, LV-14 qimen,
GB-25 jingmen

Routine acupuncture
(n=30)

Acupuncture at LI-4 hegu, CV-3 zhongji, CV-4 guanyuan, SP-6 sanyinjiao

Western medicine (n=30)

Danazol capsules

Acupuncture (n=35)

Acupuncture at CV-6 qihai, CV-4 guanyuan, KI-13 qixue, KI-12 dahe, zigong, SP-8 diji, KI-3
taixi

Acupuncture with
auricular acupressure
(n=35)

Acupuncture; Auricular acupoint embedding with Wangbuliuxing seeds at Internal genital,
Endocrine, Sympathetic, Spleen, Kidney, Uterus, Ovary, Subcortical

Acupuncture with
moxibustion (n=35)

Acupuncture; Self-made three-dimensional (21 cm×15 cm×10 cm) rectangular box, 2
sections of moxibustion strips of about 2 cm long
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4. Within group effects of acupuncture
Six studies report that the subjects’ pain intensity decreased
after acupuncture treatment no matter what type of acupuncture technique was used.35-37, 40-42 HRQOL improved in two
RCTs. Wayne et al. reports that perceived stress decreased, and
Rubi-Klein et al. reports a decrease of analgesic intake.35, 36
In three studies, serum CA-125 appears to be lower. Xiang
Dongfang et al. reports that the diameters of cysts and the
sum of the three diameters of uterus (anterior-posterior diameter,left-right diameter, and upper-lower diameter ) significantly
decreased. Xiang Dongfang et al. shows that in subjects having
moderate or severe dysmenorrhea, ß-EP levels of the auricular
acupuncture group decreased. Jin Yabei et al. reports lower
plasma PGE2 content and higher plasma 6-Keto-PGF1 alpha
levels, indicating the pain-relief effect of acupuncture treatment.37-41 The differences mentioned above were all statistically
significant (P<0.05).

5. Adverse events of acupuncture
Among the 11 studies, four studies refer to adverse events
after acupuncture treatment, while the other eight studies
did not report any adverse events. Rubi-Klein et al. report two
cases of hypotonic reaction with vertigo. Sun Yuanzheng et al.
report three cases of unspecified weight gain, three cases of
acne, and one case of breast bloating and pain in the routine
acupuncture group, while adverse reactions were generally
shown among subjects in the western medicine group the
percentage ranging from 16.7% to 46.7%. The other two
report one and two cases of slight stomach bloating and
nausea, respectively.36,39,43,44

6. Statistical processing
Eight studies report the statistical processing information,
though the statistical software and tests used varied among
them.35-42 Three studies did not describe the statistical
processing.43-45

Discussion
This systematic review contains several limitations. First, due to
the limited number of studies that were included, the understanding of the effectiveness of acupuncture treatment for this
condition may have been affected. Although the data search
was conducted as extensively as possible with fewer language
limitations, there are a relatively a small number of relevant
studies available for review and the number of participants
involved is limited. More studies with a larger number of
participants are needed to provide additional reliable reviews.

“The most effective types of acupuncture
treatments still need to be determined.
It may therefore be meaningful to focus
on the effectiveness of a specific type of
acupuncture treatment or protocol to relieve
endometriosis-related pain or to compare
different acupuncture treatment strategies
to address this condition.”
Second, due to significant heterogeneity among the subject
characteristics, interventions, outcome assessment tools,
treatment frequency and duration, a meta-analysis could not
be performed, which might have been an additional meaningful statistical method. A third limitation may be the clinical
and methodological diversity of the included studies that might
influence the comparability among them.
Lastly, the most effective types of acupuncture treatments still
need to be determined. It may therefore be meaningful to
focus on the effectiveness of a specific type of acupuncture
treatment or protocol, such as needle types and sizes, retention
time, protocols used, etc., to relieve endometriosis-related pain
or to compare different acupuncture treatment strategies to
address this condition.

Conclusion
Women with endometriosis often suffer pelvic pain. Standard
allopathic treatments may not be sufficiently effective or they
can cause or induce unpleasant side effects. Generally speaking, acupuncture treatment can be considered as safe, with
very few and light side effects. As a consequence, acupuncture
may successfully be used as a complementary treatment. More
studies are warranted that evaluate the efficacy of a specific
method of acupuncture treatment or that do a comparison
between different acupuncture treatment methods for relieving
endometriosis-related pelvic pain.
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Abstract
Objective: Chronic obstructive pulmonary disease (COPD) is a slowly progressing
morbid disease and a leading cause of mortality. Dyspnea, one of cardinal symptoms of
COPD, increases in severity as COPD progresses and is closely associated with a patient’s
quality of life. The World Health Organization estimates 65 million people worldwide
currently suffer from moderate to severe COPD. Estimates indicate it will be ranked
as the third leading cause of death by 2030. Acupuncture has been used to treat
respiratory conditions for more than 2000 years. In China it is a suggested treatment
for COPD; however, many literature reviews, studies, and other current evidence do
not indicate a firm conclusion regarding acupuncture’s efficacy and its routine use for
COPD. This literature review aims to evaluate the effectiveness of acupuncture to treat
patients with COPD.
Methods: Three electronic databases spanning July 2017 to July 2019 were searched:
PubMed, Google scholar, and EBSCO databases. Keywords used were: Acupuncture,
COPD, dyspnea, randomized controlled trials (RCTs), and clinically controlled case series.
Forty-two primary articles were found based on selection criteria and final five studies
were included in this review. Methodological quality for risk of bias was assessed using
the Cochrane Risk of Bias tool.
Results: The results of the effectiveness of acupuncture show that: (1) the Borg
Scale (Borg Scale is used to rate the dyspnea, high score indicates severity) score and
6-minute walk distance (6MWD) improved in the real acupuncture group compared to
the control group; (2) the improvement of Forced Expiratory Volume in 1 Second (FEV1)
was significant in the real acupuncture group compared to the placebo group; (3) the
total score of St. George’s Respiratory Questionnaire (SGRQ) was significantly decreased,
which means improvement of the Quality of Life index (QoL); (4) the 10 cm visual
analogue scale for dyspnea was decreased.
Conclusion: Acupuncture may improve dyspnea and quality of life in patients with
COPD. More long-term, high-quality RCTs should be performed to confirm the effective
use of acupuncture for COPD.
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Background
Chronic obstructive pulmonary disease (COPD) is a major public
health problem. COPD is characterized by airway obstruction
that is worse with expiration, irreversible airflow limitation
and gradual loss of lung function.1 This progressive lung
disease includes emphysema, chronic bronchitis, non-reversible
asthma, and some forms of bronchiectasis. Dyspnea, one
of the main symptoms of COPD, manifests as coughing and
increasing breathlessness.
Dyspnea is an unpleasant sensation that includes restricted
respiratory air flow and the common necessity for many
patients to limit their activities of daily life. As COPD progresses, dyspnea increases in severity and can be closely
associated with the quality of life (QoL). Most causes of COPD
are caused by the inhalation of pollutants that include smoking
and second-hand smoke, fumes, chemicals and dust.
Despite the recent declining smoking rate in the United States,
an estimated 30 million individuals are affected by COPD.2
According to the World Health Organization (WHO), an
estimated 65 million people currently suffer from moderate to
severe COPD worldwide. COPD is a slowly progressing morbid
disease and a leading cause of mortality. It is estimated that
COPD will be ranked as the third leading cause of death by
2030.3
Smoking cessation is the most essential first priority to reduce
COPD. In 2011 Global Initiative for Chronic Obstructive Lung
Disease (GOLD) guidelines summarized the pharmacological
treatment for stable COPD and pharmacologic preventions for
acute exacerbation of COPD. Pharmacological interventions
were used for relief of symptoms and reducing acute exacerbations. Pulmonary rehabilitation programs were used for
improving exercise capacity, health education and improving
quality of life.1,4
Recurrent exacerbations are associated with a significant
decline in lung function, reduced physical activity, and poorer
quality of life. Exacerbations of COPD are a major cause of
morbidity and mortality, which are linked to cardiovascular
complications. This has resulted in a significant burden to the
healthcare system.

16

“Acupuncture has been used to treat
respiratory conditions for more than
2000 years. It is reported that acupuncture
and other modalities of traditional Chinese
medicine may help relieve and improve
dyspnea and therefore the quality of life
for COPD patients.”
Pharmacological treatment for exacerbations includes bronchodilators, corticosteroids, and antibiotics. Many effective
pharmacological interventions are available to prevent exacerbations; nonetheless, the degree of reduction of exacerbations
still remains low and is a significant unmet need in COPD.5,6
Many pharmacological intervention studies show that adverse
effects include bronchodilators causing tremor, tachycardia,
headaches, palpitations, nausea, hypokalemia, and dry mouth,
and corticosteroids that can cause oral candidiasis, pneumonia,
and skin bruising.7
Pharmacotherapy combined with smoking cessation counseling
was the most effective and economical treatment.1,4 It must
be noted that adverse effects of pharmacotherapy have led
patients to seek out alternative medicine as they want more
effective and safer therapies.
Acupuncture has been used to treat respiratory conditions for
more than 2000 years and is used to treat COPD in China.
According to traditional Chinese medicine (TCM), acupuncture,
the insertion of filiform needles into the specific points on the
skin to regulate the flow of energy known as qi, can balance
and harmonize the psychophysical function of the body to
achieve a therapeutic effect. It is reported that acupuncture
and other modalities of traditional Chinese medicine may help
relieve and improve dyspnea and therefore the quality of life
for COPD patients.8,9,10
Three reviews evaluated the efficacy of acupuncture for
treatment of COPD. A recent systemic review of RCTs of acupuncture therapies for COPD, Coyle & Shergis et al., indicate
that acupuncture therapies may result in clinically important
improvements in QoL and dyspnea. However, this review
included many different interventions other than acupuncture
such as auriculotherapy, Acu-TENS, moxibustion, pharmaco-acupuncture, acupressure, laser-acupuncture, electrical
nerve stimulation, point injection, and seven star needle.11,12,13
Another review with 16 RCTs by KA Jobst concludes that
acupuncture was safe and potentially improved breathlessness
and exercise capacity for patients with asthma and COPD,
but it is outdated and the intervention included other than
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acupuncture. A systemic review and meta- analysis by Wang &
Li et al. concluded that acupuncture therapy may be effective
in improving functional effects and QoL in COPD patients, but
this review also included herbal therapy, electro-acupuncture,
and exercise with acupuncture treatment.12,13
None of these reviews convincingly show a firm conclusion
regarding the effectiveness of real acupuncture in COPD
and a specific recommendation for alternative routine use of
acupuncture for COPD. Therefore, this literature review aims
to evaluate the effectiveness of acupuncture for patients with
COPD. This project explored the review articles of clinical trials
conducted from 1997 to 2018.

Methodology
Electronic searches were undertaken from July 2017 through
July 2019, guided by the Cochrane Airways Group methodology, PubMed, Google scholar, and EBSCO databases (Alt
Health Watch, AMED-The Allied and Complementary Medicine
Database, MEDLINE with Full Text). Search key words for inclusion criteria were described into three dimensions: study design
(RCTs, controlled clinical trials, and a case series), intervention
(acupuncture), and disease (COPD). The time frame of article
publication was January 1998 - July 2018. The publication
language was English only.
Included subjects of research were RCTs, clinically controlled
trials, a case series. All the study articles on acupuncture treatment and the effectiveness of acupuncture in the treatment
of COPD were eligible for inclusion. Included intervention was
only manual invasive acupuncture which had to involve needle
insertion of the skin at acupuncture points.
Other study articles on acupressure, laser stimulation, ACUTENS (transcutaneous electrical stimulation), acupuncture with
moxibustion, or the combination of acupuncture and above
for COPD patients were excluded. The included conditions
were criteria of diagnosis for COPD confirmed with the Global
Institute for Chronic Obstructive Lung Disease (GOLD), the
American Thoracic Society (ATS), and the British Thoracic
Society.
Since 2001, the GOLD published its recommendation for the
clinical diagnosis and management of COPD. In 2011, the
GOLD revised the assessment criteria for COPD that should be
assessed based on a combination of symptoms, lung function
and the risk of exacerbation. The new GOLD guidelines
recommended that for symptom assessment of COPD, use of
the modified Medical Research Council (mMRC) questionnaire
or the COPD assessment test (CAT) to assess dyspnea in COPD
was prefered.14

Measurement Tools
Outcome measurements included: (1) modified Borg scale {box
1}that measures dyspnea after 6-minute walk test (6MWT); (2)
Forced Expiratory Volume in 1 Second (FEV1); (3) 6-minute walk
distance (6MWD); (4) BODE index (for predicting COPD mortality {in box 2}), that includes four factors (Body mass index, air
flow Obstruction, Dyspnea, and Exercise capacity); (5) Fletcher
Hugh-Jones (FHJ) score {box 3} which evaluates the activities
of daily living that are limited due to dyspnea; (6) St. George’s
respiratory Questionnaire (SGRQ) {box 4} which is a self-rating
scale measures health status of QoL; (7) 10 cm visual analogue
scale (VAS) {box 5}, which measures pain and anxiety; and a
(8) Borkovec and Nau {box 6} Credibility Questionnaire, which
measures credibility of acupuncture and Park sham device.
Please note: This review used the minimal clinically important
difference (MCID {box 7}) in the measurement in patients with
COPD24 to measure the clinical significance of the effectiveness
of acupuncture in COPD in five studies.19-23
The methodological quality for risk of bias was assessed with
the Cochrane Risk of Bias tool.15 The quality of RCT was
evaluated whether or not: (1) Was there random sequence
adequately generated?, (2) Was the allocation adequately concealed?, (3) Were the blinding of participants and the allocated
interventions adequately presented?, (4) Was the blinding of
outcome assessment adequately addressed?, (5) Did the study
reports adequately examine the incomplete outcome data and
selective reporting?, and, (6) Were any other sources of bias
not addressed? The studies were assessed as low, high, or
unclear risk of bias.
Below are the measurement prescription explanations:

Box 1. Modified Borg Scale for Dyspnea (to rate the
dyspnea; high score indicates severity)
0

Nothing at all

0.5 Very, very slight (just noticeable)
1

Very slight

2

Slight

3

Moderate

4

Somewhat severe

5

Severe

6
7

Very severe

8
9

Very, very severe (almost maximal)

10 Maximal
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Box 2. BODE Index16 for COPD (high score indicates a high risk of death)
0

1

2

3

> = 65 %

50-64 %

36-49 %

< = 35 %

> = 350 meters

250-349 meters

150-249 meters

< = 149 meters

mMRC Dyspnea

0-1

2

3

4 (worst)

BMI (kg. m2)

> 21

< = 21

FEV1 % Predicted
6MWD (m)

Total BODE index score = 0 to 10 units
(FEV 1 Predicted = Predicted amount as a percentage of the forced expiratory lung volume in one
second; 6MWD = six minute walking distance; mMRC = modified Medical Research Council dyspnea
scale; BMI = body mass index)

mMRC Scale (4 is worst): dyspnea on Activities
of daily living
mMRC 0: Dyspnea only strenuous exercise
mMRC 1: Dyspnea when hurrying on level
ground or walking up a slight hill
mMRC 2: Dyspnea on walking level ground;
must stop occasionally due to breathlessness
mMRC 3: Must stop for breathlessness after
walking 100 meters or after a few minutes at my
own pace on level ground
mMRC 4: Cannot leave house; breathlessness
on dressing/undressing

The BODE index is useful for survival prediction of COPD and was developed as a prognostic mortality risk tool for people with COPD. It is a
multidimensional 10-point scale, resulting in a score of zero to ten in which higher scores indicate a higher risk of death. The BODE index includes the
degree of pulmonary impairment FEV1, 6MWD, mMRC dyspnea scale, and BMI. It is a valuable evaluation tool in indentifying persons at high risk of
mortality from respiratory causes than the FEV1 alone.

Box 3. The FHJ17 is a 5 point scale. It measures dyspnea on
daily living activities; 1 indicates no dyspnea except on strenuous
exertion; 5 indicates dyspnea on minimal exertion or at rest.
Grade I:

Are you ever troubled by breathlessness except with
strenuous exertion?

Grade II:

Are you short of breath when hurrying on level ground or
walking up a slight hill?

Grade III:

Do you have to walk slower than most people on the level?
Do you have to stop after a mile or so (or after 1/4 hour) on
level ground at your own pace?

Grade IV:

Do you have to stop for breath after walking about 100
yards (or after a few minutes) on level ground?

Grade IV:

Are you too breathless to leave the house or breathless
after undressing?

Box 4. St. George’s Respiratory Questionnaire (SGRQ)18
The score range of SGRQ is 0 to 100, with the higher score indicating
more limitations. The SGRQ is designed to measure impact on overall
health, daily life, perceived well-being, and quantify health-related
status in patients with chronic obstructive airflow limitation.
The SGRQ has two parts.
The first part is the symptoms component that evaluates symptomatology, including frequency and severity of cough, sputum production,
wheeze, dyspnea, and duration and frequency of attacks.
The second part has two components: activity and impacts; activities
that cause breathlessness or are limited by breathlessness; impacts
cover a range of factors including social functioning, psychological
disturbances, and expectations for health and disturbances of daily life
resulting from COPD.

Box 5. VAS data of this type
is recorded as the number of
millimeters from the left of the
line with the range 0-100.

Box 6. Borkovec and Nau Credibility Questionnaire
1. How confident do you feel that this treatment can alleviate
your complaints?
2. How logical does this treatment seem to you?
3. H
 ow confident would you be in recommending this treatment
to a friend?
4. How successful do you think this treatment would be in
alleviating other complaints?

Box 7. Minimal Clinically Important Differences for
commonly used outcomes in COPD24
Endpoint

MCID
(Improvement)

Modified Borg scale

1 unit

6MWD (exercise capacity)

26 ± 2 m

FEV1 (% predicts, Lung function)

1 (100 ml )

SGRQ total score (Health status, QoL)
Scale: 1= not at all; 2 = a little; 3 = moderately; 4 = quite a lot;
5 = extremely
VAS (visual analog scale,100mm {10 cm})
18 JASA: The Journal of the American Society of Acupuncturists | SPRING 2020
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Results
Forty-two articles using the key words strategy were returned in the primary retrieval. Twenty-five relative articles were identified
through PubMed, Google Scholar and EBSCO database search. After reviewing the titles and abstract, twenty irrelevant studies were
excluded due to these reasons: full text article were not available, COPD was not stable with other symptoms.
A total five studies were identified that met the eligibility criteria for this review. One study was a clinically controlled matched-pair
trial and one study was a prospective single intervention case series without control arm. Interventions included only acupuncture in
these five studies. The characteristics of the five included studies are shown in Table 1.19-23

Table 1. The characteristics of the five included studies
Suzuki et al. (2008)19
Japan
Matched-pair Trial

Sample
Size and
Intervention
and Control

30 divided into
Acupuncture (n=15)
Control (n=15) Once a
week for 10 weeks

11 (9 completed)
Acupuncture (n=4)
Sham (n=5)
Daily acupuncture for
3 consecutive days

31 (26 completed)
Acupuncture (n=26)
Once a week
acupuncture for 10
weeks, in addition to
standard medication

111 (68 completed)
Acupuncture (n=34),
Placebo (n=34) Once a
week acupuncture for
12 weeks, in addition to
daily medication

72 (65 completed)
Acupuncture (n=33)
Sham (n=32) Three
times a week for 8
weeks, in addition to
daily medication

LU-1 zhongfu
LU-5 chize
LU-9 taiyuan
CV-4 guanyuan
CV-12 zhongwan
KD- 3 taixi
BL-13 feishu
BL-23 shenshu

Real Acupuncture
LI-4 hegu,
upper sternum
acupuncture points.
Park Sham
acupuncture
ST-25 tianshu &
over the knee caps
(bilateral)

LU-1 zhongfu
LU-9 taiyuan
LI -18 futu
CV-4 guanyuan
CV-12 zhongwan
ST-36 zusanli
KD- 3 taixi
GB-12 wangu
BL -13 feishu
BL-20 pishu
BL-23 shenshu

LU-1 zhongfu
LU-9 taiyuan
LI -18 futu
CV-4 guanyuan
CV-12 zhongwan
ST-36 zusanli
KD- 3 taixi
GB-12 wangu
BL-13 feishu
BL-20 pishu
BL-23 shenshu

LU-1 zhongfu
LU-9 taiyuan
LI-18 futu
ST-36 zusanli
GB-12 wangu
BL-13 feishu
BL-20 pishu
BL-23 shenshu

A prospective,
RCT, Double blinded

A prospective
case series, single
intervention

RCT, Parallel-group,
Placebo controlled trial

Two arm, parallel
group, multicenter, RCT,
allocation, participants,
assessor, and analyst
blinded

Borg scale,
10 cm VAS for
dyspnea, and for
anxiety, 10 cm VAS
used

Modified
12 point Borg scale,
6MWD, BODE index

Modified Borg scale,
6MWD, Quality of life
Modified
(QoL) was measured with 10 point Borg scale,
St. George Respiratory
6MWD, SGRQ
questionnaire (SGRQ)

Borg scale improved
from 5 to 4 in real
acupuncture group,
10 cm VAS for
dyspnea; real
acupuncture group
from 6.5 to 6.0,
P-value was
not mentioned,
For anxiety, 10 cm
VAS; real acupuncture
group 6.7 to 4.4

Borg scale significant
improved from
4.02 to 1.96
P-value (0.0002),
6MWD increased from
371.15 to 419.96
P-value (0.0003),
BODE index improved
from 1.77 to 1.00
P-value (0.006)

Borg scale significantly
improved in real
acupuncture group,
from 5.5 to 1.9 and
6MWD increased in
real acupuncture group
from 373.2 to 436.7.
Total SGRQ score
significant improvement
in QoL (decreased from
46.2 to 30.2 in RAG)

Acupuncture
Points

Research
Methods

A Prospective
matched-pair trial with
two parallel groups:
(acupuncture group and
medication only group)

Outcome
Modified Borg scale
Measurement and 6MWD
Method
FHJ score

Findings and
P-value

Borg scale improved
in acupuncture group
from 4.4 to 2.2
P-value (0.0001),
6MWD increased in
acupuncture group
from 380.2 to 425.6
P-value (0.0002),
FHJ score improved
from 2.4 to 3.1
P-value (0.0001)

Whale et al. (2009)20
UK Pilot Study
RCT

Suzuki et al.
(2012)21 Japan
Prospective
Case Series

Authors
and Basic
Information

Suzuki et al. (2012)22
Japan
RCT

Feng et al. (2016)23
China
RCT

Borg scale improved
in real acupuncture
group from 5.7.to 1.3;
P-value < 0.01 and
6MWD increased in
real acupuncture group
from 417.3 to 484.7
P-value < 0.001. Total
SGRQ score significantly
decreased (-15.3) from
40 to 24.7; this means
improvement in QoL

A small p-value (≤ 0.05) indicates that a significant difference does exist. RCT (randomized controlled trial); 6MWD (6 minute walk distance);
SGRQ (St. George respiratory Questionnaire); QoL (Quality of Life); VAS (Visual Analogue scale)
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“A prospective case series by Suzuki and
Namura et al. (2012) includes twenty-six
patients with dyspnea on exertion (DOE)
due to COPD. This single-intervention case
trial was conducted from October 2004
to October 2008 in Japan. All subjects
received acupuncture treatment once a
week for 10 weeks in addition to standard
medication therapy.21”

Due to the importance of quality of methodology in acupuncture trials, this review focuses quality and intervention.
Assessment of risk of bias was described accordance with
Cochrane “risk of bias” in three RCT studies.20,22,23 However,
two studies were assessed and considered as having a high
risk of bias because one study was a matched-pair trial19 and
another one was a case study series.19, 21
The Cochran risk of bias tool could not be applied to these
two studies19,21 as RCTs. This review used “L, U, H” as keys
for the judgments, where “Low” indicates a low risk of bias,
“Unclear” indicates that the risk of bias was unclear, and
“High” indicates a high risk of bias. (Table 2)

Table 2. Risk of bias evaluation for the five included studies
Random
Sequence
Generation

Allocation
Concealment

Blinding of
Participants

Blinding of
Outcome
Assessment

Suzuki et al.
(2008)19

High

High

High

High

Whale et al.
(2009)20

Low

Low

Low

Low

Low

Low

Low

Suzuki et al.
(2012)21

High

High

High

High

High

Unclear

Unclear

Suzuki et al.
(2012)22

Low

Low

Low

Low

Low

Unclear

Low

Feng et al.
(2016)23

Low

Low

Low

Low

Low

Unclear

Low

Study
(year)

Three studies were conducted in Japan, one study in the United
Kingdom, and one study in China. These three studies were
performed in accordance with the Declaration of Helsinki and
its amendments and the Guidelines for Good Clinical Practice.
One study was approved by the University Hospitals Coventry
and Warwickshire NHS Trust Clinical Ethics Committee, United
Kingdom (UK), and each patient provided written informed
consent.19-23
A case series by Suzuki & Namura et al. was approved by
the Institution Review Board of Meiji University of Integrative
Medicine and Faculty of Medicine in Japan, and all patients
provided written informed consent. Four of the studies
included patients’ respiratory function and confirmed a
diagnosis of COPD in accordance with the GOLD. In one study,
the diagnosis of an acute exacerbation with COPD was made
by an independent physician.19-23
The most commonly used points were LU-1 zhongfu, LU-9
taiyuan, CV-4 guanyuan, CV-12 zhongwan, ST-36 zusanli, KD-3
taixi, BL-13 feishu and BL-23 shenshu. All five studies reported

20

Incomplete
Outcome Data
High

Selective
Outcome
Reporting

Other Bias

Unclear

Unclear

that acupuncture treatments were well tolerated with no major
adverse effects except some minor bruising.
The Whale (2009) pilot study uses the Borkovec and Nau
questionnaire to show that acupuncture treatment and the
Park sham device both had credibility. Two studies use the St.
George’s respiratory Questionnaire (SGRQ) index for measuring
impaired health and quality of life in COPD. There was significant improvement in SGRQ total scores of RAG in these two
studies. One case series study is the first one where acupuncture treatment used BODE index in patients with COPD. One
matched-pair trial uses the Fletcher Hugh-Jones (FHJ) scale
score for measuring dyspnea on daily living activities.19-23
The Suzuki et al. (2008) study was conducted from October
2001 to October 2004 in Japan. It is a prospective matchedpair trial with two parallel groups study; the acupuncture group
received acupuncture treatment 15 minutes in length once a
week for 10 weeks with daily medication; the control group
received conventional treatment with medication only. All the
included all patients had dyspnea for at least five years and
experienced limitations of daily living activities.19
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Included subjects were patients with clinically stable COPD, with
no history of infections or exacerbation of respiratory symptoms,
no changes in medication within the two months preceding the
study, and no clinical signs of edema. Symptoms and respiratory
function of COPD were diagnosed based on the criteria defined
by the GOLD.
Suzuki et al. (2008) indicated that after 10 weeks of acupuncture treatments for the dyspnea, the Borg scale scores improved
significantly in the acupuncture group from 4.4 to 2.2
(p = 0.0001) compared with the control group (from 4.6. to 6.4).
The 6MWD increased significantly in the acupuncture group
(from 380.2 meters to 425.6 meters, p = 0.0002) and this
change was significantly higher than in the control group (from
417.7 to 390.4).19
The acupuncture group showed a significant improvement in
respiratory function: forced expiratory volume in 1second (FEV1);
% FEV1 from 50.2 to 54.1 p = 0.04) compared with the control
group from 45.5 to 44.7 (reduced, -0.8). After 10 weeks, the
quality of daily activity measurement was also assessed. The
acupuncture group showed a significant improvement (2.4
versus 3.1, p = 0.0001) in the Fletcher Hugh-Jones (FHJ) score
compared with the control group (3.1 at base line versus 3.1
after 10 weeks).
This Suzuki et al. (2008) study was neither randomized nor
masked in terms of patient allocation. This is considered as
having a high risk of bias; however, the results demonstrate that
acupuncture treatment improved exercise capacity, lung function, and respiratory muscle strength in COPD patients.19
Whale (2009) is a prospective, RCT, patient and assessor-blinded
sham controlled study which conducted acupuncture treatment
for three consecutive days. Subjects were randomized using an
online random number generator. Eleven patients were recruited
and nine patients completed the trial. All subjects were shown
to have an acute exacerbation of COPD over a six month period.
The diagnosis of an acute exacerbation with previous spirometric
confirmation of COPD was made by an independent physician.20
This Whale (2009) study assessed the effect of acupuncture on
symptoms of dyspnea and anxiety, and, in particular, assessed
the credibility of acupuncture and the Park sham device. The
Park sham needle is blunt and gives the appearance of entering
the skin. Real acupuncture was administered on LI-4 hegu and
two upper sternal points bilaterally. Sham acupuncture was used
over the patella points and ST-25 tianshu bilaterally.20
Needles were inserted for 20 minutes without electrical stimulation. All acupuncture treatments were well tolerated by the
subjects with an acute exacerbation of COPD and no adverse
effects were reported.

The Whale study measured dyspnea using the modified Borg
score and a 10 cm VAS. After three days of acupuncture
treatment, the Borg score was improved from 5 to 4, and 10
cm VAS was improved from 6.5 to 6.0 in the real acupuncture
group. The Park sham device group also showed improvement
of dyspnea on the Borg score from 7 to 6, and VAS was
improved from 5.5 to 3.0.20
Improvement in dyspnea measured on 10 cm VAS was greater
in those who received placebo Park sham acupuncture. This
result should be cautiously interpreted because of the small
sample size study. Two of the five subjects receiving Park sham
acupuncture thought they had received real acupuncture
treatment. Anxiety was also measured on a 10 cm VAS. The
Real acupuncture group was improved from 6.7 to 4.4 on VAS
anxiety. The Park sham group showed improvement from 3.5
to 2.3 on VAS anxiety.
Mean dyspnea and anxiety scores showed improvement on
both real and sham acupuncture treatments, but there was
no statistical difference between the groups. In particular,
the Whale (2009)20 study showed credibility of acupuncture,
and the Park sham device, by using the Borkovec and Nau
questionnaire, before and after the treatment. The Real
acupuncture group showed 3.5 before treatment and 3.8 after
treatment. The Park sham group was 3.0 before treatment and
3.6 after treatment.20
A prospective case series by Suzuki and Namura et al. (2012)
includes twenty-six patients with dyspnea on exertion (DOE)
due to COPD. This single-intervention case trial was conducted
from October 2004 to October 2008 in Japan. All subjects
received acupuncture treatment once a week for 10 weeks in
addition to standard medication therapy.21
All patients were diagnosed with COPD with dyspnea and were
clinically stable with no history of infections or exacerbation
of respiratory symptoms. They had no changes in medication
within three months preceding the study and no clinical signs
of edema. They had received pulmonary rehabilitation in the
previous six months and had not received previous acupuncture
treatment. COPD was graded as stage I, II, III, IV measuring by
GOLD standard classification.
After 10 weeks of acupuncture, in Suzuki and Namura et al.,
the mean Borg scale improved from 4.02 to 1.96 (p = 0.0002).
The 6MWD increased significantly from 371.15 meters to
419.96 meters (p = 0.0003). This study showed that marked
improvement in respiratory function FEV1; %FEV1 from 52.4
to 56.3 (p = 0.04). The mMRC (modified Medical Research
Council) for Activities of Daily Living (ADL) dyspnea scale was
improved from 2.4 to 1.6 (p = 0.0001).21
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In particular, this case series Suzuki and Namura et al. is the
first study of acupuncture treatments to use the BODE index in
patients with COPD. After 10 sessions of acupuncture treatment, BODE index showed improvement from 1.77 to 1.00
(p = 0.006). Acupuncture treatment improved all factors in
BODE index and affects the positive prognosis of patient with
COPD. Also, in this case series,improvement of Borg scale
scores and significant improvement of 6MWD suggest that
acupuncture treatment reached to clinically sufficient achievement level on dyspnea on exertion due to COPD and exercise
capacity of patient with COPD were improved.21

In Suzuki and Muro et al., SGRQ results in the RAG were
significantly greater (total score 46.2 at baseline to 30.2 after
acupuncture treatment) than that in the placebo acupuncture
group (PAG) from 40.8 to 41.1. The Symptom domain score of
SGRQ in RAG improved (from 54.7 to 26.9) compared to the PAG
(from 53.2 to 50.5). The activity domain score of SGRQ in RAG
showed more improvement (from 58.6 to 44.6) compared to PAG
(from 53.1 to 55.9). The impact domain score of SGRQ in RAG
improved (from 33.5 to 20.5) more compared to the PAG (from
26.7 to 26.8). The score range of SGRQ is from 0 to 100, with
the higher score indicating more chronic airflow limitations.22

The Suzuki and Muro et al. (2012) RCT study was conducted
from July 1, 2006 through March 31, 2009 in Japan. It was
done as a prospective, randomized, parallel-group, placebo-controlled trial. The patients, evaluators, and statisticians
were blinded to all treatment. Sixty-eight patients who were
diagnosed with COPD were receiving standard medication.
Participants were randomly assigned to the real acupuncture
group (n =34) and the placebo acupuncture group (n =34).22

Also, the Medical Research Council (MRC) score for dyspnea with
activities of daily living showed significant improvement in the
RAG (from 3.2 to 2.3) compared with the PAG (from 2.9 to 2.8).
This Suzuki et al. (2012) RCT study demonstrated improvement in
dyspnea on exertion (DOE), airflow obstruction, exercise capacity,
and health-related quality of life.22

Both the real acupuncture group and the placebo needling
group received the same acupuncture points once a week for
12 weeks with daily medication. The placebo acupuncture
group (PAG) was treated with the blunt tips of placebo needles, which appeared to be penetrating the skin but actually
telescoped back into place. The real and placebo needles
appeared similar.
The included participants in this study were diagnosed as
having stage II, III, or IV COPD in accordance with the GOLD.
They were clinically stable with no history of infections or
exacerbation of respiratory symptoms, no changes in medication within the three months preceding the study, and had no
signs of edema, stage II or higher dyspnea, according to the
Medical Research council (MRC) criteria. They were able to
walk without assistance, had no pulmonary rehabilitation in
the previous six months and were outpatients only.
After 12 weeks of acupuncture treatment, the Borg scale score
after 6MWT improved from 5.5 to 1.9 in real acupuncture
group (RAG). The difference in the Borg score in the real
acupuncture group was significant. No significant changes
were noted in the Borg scale score in the placebo acupuncture
group (PAG) before and after acupuncture treatment from 4.2
to 4.6, respectively.
The 6MWD shows significant improvement in RAG from 373.2
m to 436.7 m compared with that in the PAG (from 405.2 m
to 385.8 m). Also, respiratory function FEV1 was significantly
improved in the RAG (from 46 to 49.2) compared with the PAG
(from 47.9 to 46.9).

22

The Feng et al. (2016) RCT study23 was conducted in China from
April 2014 to July 2015 as a two-arm, parallel group, multicenter,
randomized, sham controlled trial with concealed allocations,
and with patients, assessor, and analyst blinding. Seventy-two
patients with COPD were randomly divided into two groups: real
acupuncture group (RAG) and sham acupuncture group (SAG)
at a 1:1 allocation ratio. Both RAG and SAG received either real
or sham needling at the same acupuncture points three times a
week for eight weeks in addition to the daily medication.
Seventy-two participants were randomized but only 65 participants completed the treatment. Completed RAG was 33 (n
=33) and completed SAG was 32 (n =32). Sham acupuncture
treatment was treated with a Park sham device. The tips of the
sham needles were blunt and were not actually inserted into skin
but telescoped back into place.
The patients included in this study had a confirmed diagnosis
of COPD stage II, III, or IV in accordance with the GOLD. They
were in clinically stable condition without history of infections
or exacerbation of respiratory symptoms and no had changes in
medication within the three months preceding the study, no signs
of edema, were able to walk without assistance, and showed no
pulmonary rehabilitation in the previous six months.
After eight weeks of acupuncture treatment, the Borg scale score
was significantly improved in RAG (from 5.7 to 1.3; p < 0.001)
compared to sham acupuncture group (from 5.1 to 4.6). The
6MWD in RAG improved (from 417.3 to 484.7;
p < 0.001) more compared to the sham acupuncture group (from
394.8 to 381.0). FEV1 was significantly improved in RAG (from
47.3 to 50.52; p < 0.001) compared to the sham acupuncture
group (from 43.9 to 43.0).
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Discussion

After eight weeks of acupuncture treatment, the total score
of SGRQ was significantly decreased by -15.3 (p < 0.001;
from 40 to 24.7) in RAG. This means the RAG exhibited
significant improvement in health-related life quality compared
to the sham acupuncture group (+0.5, from 61 to 61.5). The
Symptom domain score of SGRQ in RAG significantly improved
(-25.4; p < 0.001) compared to the SAG (- 2.4). The Activity
domain score of SGRQ in RAG improved (-13.7; p < 0.001)
more compared to the SAG (+1.5). The Impact domain score
of SGRQ in RAG improved (-12.5; p <0.001) compared to the
SAG (+0.4).

COPD is a significant clinical burden and the mortality of
COPD is increasing. COPD requires a multifarious approach to
assessment and treatment. Based on the results of the above
five studies, acupuncture demonstrates an effective treatment
for dyspnea in COPD patients. This review found that acupuncture treatment is safe, improves dyspnea, respiratory function,
exercise capacity, and significantly improved health-related
quality of life in COPD patients.
All of the above five studies presented that the Borg scale score
was decreased after 6MWT. After acupuncture treatment, the
difference in the Borg scale score was more than 2 units (-2.0,
reduced), which is considered as a minimal clinically important

Table 3 is the results of studies of the clinical significance of the
effectiveness of acupuncture in COPD of included trials based
on the minimal clinically important difference (MCID).

Table 3. Clinical significance of the effectiveness of acupuncture in COPD of included trials
Parameters

Study, Trials

Base Line

After treatment

Difference

Suzuki et al. (2008)19 matched-pair

4.4 (RAG)
4.6 (PAG)

2.2 (RAG)
6.4 (PAG)

-2.2*
+1.8

Whale et al. (2009)20 RCT

5

4

-1

Suzuki et al.(2012)21 case series

4.02

1.96

-2.06*

Suzuki et al.(2012)22 RCT

5.5 (RAG)
4.2 (PAG)

1.9 (RAG)
4.6 (PAG)

-3.6 *
+0.2

Feng et al.(2016)23 RCT

4.4 (RAG)
5.1 (SAG)

0 (RAG)
3.9 (SAG)

-4.4 *
-1.2

Suzuki et al. (2008)19 matched-pair

380.2 (RAG)
417.7 (PAG)

425.6 (RAG)
390.4 (PAG)

45.4*increased
-27.3 reduced

Suzuki et al.(2012)21 case series

371.15

419.96

48.81*

Suzuki et al.(2012)22 RCT

373.2 (RAG)
405.2 (PAG)

436.7 (RAG)
385.8 (PAG)

63.5*increased
-19.4 reduced

Feng et al.(2016)23 RCT

417.3 (RAG)
394.8 (SAG)

484.7 (RAG)
381.0 (SAG)

67.4* increased
-13.8 reduced

Suzuki et al. (2008)19 matched-pair

50.2 (RAG)
45.5 (PAG)

54.1 (RAG)
44.7 (PAG)

3.9* increased
-0.8 reduced

Suzuki et al.(2012)21 case series

52.4

56.3

3.9* increased

Suzuki et al.(2012)22 RCT

46.0 (RAG)
47.9 (PAG)

49.2 (RAG)
46.9 (PAG)

3.2* increased
-1.0 reduced

Feng et al.(2016)23 RCT

47.3 (RAG)
43.9 (PAG)

50.2 (RAG)
43.0 (PAG)

2.9* increased
-0.9 reduced

FHJ (Fletcher
Hugh-Jones)

Suzuki et al. (2008)19 matched-pair

3.2 (RAG)
3.1 (PAG)

2.4 (RAG)
3.1 (PAG)

-0.8
no change

BODE index

Suzuki et al.(2012)21 case series

1.77

1.00

- 0.77

VAS Anxiety)

Whale et al. (2009) RCT

6.7 cm

4.4 cm

- 2.3 cm

SGRQ
(St. George
respiratory
questionnaire)

Suzuki et al.(2012)22 RCT

46.2 (RAG)
40.8 (PAG)

30.2 (RAG)
41.1 (PAG)

-16 *
+0.3

Feng et al.(2016)23 RCT

40 (RAG)
61 (SAG)

24.7 (RAG)
61.5 (SAG)

-15.3 *
+0.5

Modified
Borg Scale

6MWD
(6 minute walk
distance)

FEV1 (one-second
forced expiratory
volume) %
predicted
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RAG (real acupuncture group); PAG (placebo acupuncture group); SAG (sham acupuncture group); * significance
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difference (MCID) in the measurement in patients with COPD.24
The significant improvement in the Borg scale in the patients
demonstrates the effectiveness of acupuncture to achieve a
clinically significant sufficient level.
In four of the studies included in this review, the 6MWD was
significantly increased with acupuncture treatment in the real
acupuncture group. The 6MWD is an important measure of
exercise capacity of patients with COPD and is also importantly
associated with mortality and hospitalization. The change in
6MWD over time and its measurement is useful to evaluate
the pulmonary rehabilitation and comprehensive evaluation of
patients with severe disease. The difference in the 6MWD of
MCID is 26 ± 2 m. Four studies in this review present that the
difference of 6MWD significantly increased more than 26.19,21-25
This finding indicates that acupuncture can improve exercise capacity and the oxygenation of patients with COPD.
According to the GOLD criteria, dyspnea and exercise capacity
are importantly correlated in the management of COPD.1
Studies in this review show significant improvement in FEV1
in RAG compared to PAG. Four studies show mean difference
(MD) of FEV1 difference was 347, which was 3 ½ times greater
than 100 ml (the MCID of FEV1 for COPD). This result indicates
the effectiveness of acupuncture treatment in improving lung
function in COPD patients.19, 21-24
Significant improvement was indicated in the SGRQ total
scores, the symptom domain scores of SGRQ, the activity
domain scores of SGRQ, and the impact domain scores of
SGRQ of RAG in two studies in this review.22,23 SGRQ is a specific instrument designed to measure quality of life for COPD
and is correlated well with established measures of symptom
level, disease activity and disability.18 The MCID for SGRQ total
score is 4 units.24 Two studies in this review show the mean difference (MD) of SGRQ total score was 15.5.22,23 This indicates
that acupuncture treatment can be effective for improving the
health-related quality of life of COPD patients.18,22,23
The multidimensional scoring method, the BODE index, was
used for the first time in one case series. It shows that acupuncture treatment improved all factors in BODE index (body
mass index, degree of airflow obstruction, mMRC dyspnea and
exercise capacity) and affected the positive prognosis of patient
with COPD.21
One study assesses the credibility of acupuncture to treat
acute exacerbations but the number of included participants
was very small, only nine people completed. Even though this
small study could not completely assess whether acupuncture
reduces symptoms in an acute exacerbation, after only three

24

“This finding indicates that acupuncture
can improve exercise capacity and the
oxygenation of patients with COPD.
According to the GOLD1 criteria, dyspnea
and exercise capacity are importantly
correlated in the management of COPD.”

days of acupuncture treatment, acupuncture can be applied
during an acute exacerbation of COPD, thus indicating it
shows promise as an potential adjunctive treatment.20
The studies included in this review were conducted in Japan,
China, and United Kingdom. No study of acupuncture treatment for COPD conducted in the United States was available.
The author suggests that National Institute of Health in the
U.S. Department of Health and Human Services actively
research acupuncture for treatment of COPD.

Limitations:
There are some limitations in this review. The number
of included studies is small and sample sizes are small.
Intervention that was acupuncture-only (acupuncture with
other modalities was excluded) may therefore be a confounding factor. Methodological quality of the included studies is
moderate to low. Two of five studies in this review have high
risk of bias and were not conducted as RCTs.

Conclusion
This review finds that acupuncture treatment given to COPD
patients can be effective and safe to use as non-pharmacologic
treatment for improving dyspnea and health-related quality of
life. Additional high quality, long-term RCTs with large sample
sizes and follow-up assessments are needed to confirm the
effectiveness of acupuncture for COPD patients.
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Abstract
This paper reviews published research pertaining to the use of pass/fail grading in
allopathic and allied healthcare medical schools. The benefits and comparisons of
pass/fail grading over letter grade systems has been widely studied, given that over
50% of all allopathic medical schools in the U.S. use pass/fail to assess their preclinical
students. Despite concerns that use of pass/fail grading may decrease performance in
licensing exams, a number of articles indicate that such grading has little or no impact
on the performance of students on the United States Medical Licensing Exam. The data
also show that using pass/fail grading has many significant advantages for medical
students, including decreased stress, improved wellbeing, improved group cohesion and
decreased competition, a focus on mastery and deep learning, and more student satisfaction regarding their medical education. Based on this evidence, the author suggests
further investigations regarding incorporation of pass/fail grading for both master’s and
doctoral traditional eastern medical programs.
Keywords: Pass fail grading systems, medical education, tiered grading,
letter grades, pass/fail grading

Background
Grading systems in medical and allied health professional teaching institutions vary
widely.1–3 Some medical schools in the United States began using a pass/fail grading
model as early as the 1960s. Currently 52.1% of allopathic medical schools use either a
pass/fail or honors/pass/fail grading system for their first two years of study. In contrast,
only 17% use the pass/fail or honors/ pass/fail system for their clinically intensive
clerkships.3,5
Evidence suggests that use of a pass/fail grading system is beneficial to medical students
without detrimental effects regarding their performance. Consequently, an improved
student wellbeing decreased stress levels, improved group cohesion, satisfaction with
their medical education and readiness to be a life time learner were observed.1,6-11
26
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“Despite such encouraging evidence in conventional medical education, there has been little
to no literature on the use of pass/fail grading systems in acupuncture and Oriental medical
(AOM) education.”

Also, using a pass/fail system does not decrease academic
performance by medical students.6,7 Although there is some
evidence of a decrease in grade point averages, this did not
appear to affect performance on the high-stakes United
States Medical Licensing Exam (USMLE) Step 1 Exams. Studies
indicated that letter grades allow for a more effective discrimination between students’ performance.12-15
Despite such encouraging evidence in conventional medical
education, there has been little to no literature on the use of
pass/fail grading systems in acupuncture and Oriental medical
(AOM) education. The aim of this article is to present an
overview of the existing body of evidence supporting pass/fail
grade in medical education and to recommend its adoption in
AOM education.
Methods: A literature search was conducted on PubMed. The
search term included “pass/fail grading system” with the “best
match” feature active. Articles specifically related to the use
of pass/fail or letter grades in medical education setting were
considered. Articles were excluded if they were not related to
grading systems, if they were not in English, or if they were
about veterinary medicine. As the articles were narrowed
down, themes emerged regarding various grading systems.
The articles were sorted by those themes. Some articles could
apply to more than one theme.
Results: Sixty-five articles met the specific acceptable criteria
for this review. These articles were published between the
1970s16,17 and 2020.3,18
One of the five meta-analyses examined showed that use
of the pass/fail assessment produced a significant decrease
in stress and improvement in wellbeing and a decrease in
burnout without negatively impacting performance.7,8,19,20
Similar benefits reported in a dental education in Europe piece
included improved wellbeing, intrinsic motivation, and competency-based learning.18
Sixteen of articles pertaining to student performance show no
decrease when assessed in a pass/fail grading system compared
to a letter grade system.6,7,9,11,17,21–24,24–30 In contrast, only four
articles describe a decrease in performance by students graded
using the pass/fail system. One study observed a decrease
in time spent studying for high-stakes exams in a pass/fail
system.31-34 A decrease in percentage scores in class work when

graded pass/fail showed no corresponding decrease in performance on USMLE exams.13,23
Several studies also report that a letter grade system allows
for various kinds of discrimination among students and that
higher letter grades indicate better likelihood of graduating
on time.14,35-37 Nine studies, including one meta-analysis,
show that students suffered less stress compared to students
participating in letter grade systems.6,8,9,19,25–28,38
Specific dimensions of wellbeing show higher in a pass/fail
grading system. These include: increased satisfaction with
their medical education; less emotional exhaustion; decreased
sense of depersonalization; less burnout; less likely to consider
dropping out; and decreased test anxiety. Four of the studies
indicated improved group cohesion, decreased competitiveness, and improved collaboration within the student
body.6,9,11,20,25-28
Several studies also noted that a pass/fail system can promote
deeper learning by students by allowing them to focus on
mastery of the material rather than just “performing well.”
Additionally, studies show that students are seen as more likely
to focus on feedback in courses that are pass/fail, whereas,
when using a letter grade system, they are more focused on
the grades themselves. Finally, it is noted that pass/fail grading
lays the groundwork for becoming a self-directed learner by
improving intrinsic motivation.11,18,24,30, 39,40
Seven studies evaluate the variations of grading systems in U.S.
medical schools. Eight articles are commentaries or letters to
the editor that support, oppose, suggest improvements to or
clarify misconceptions regarding a pass/fail grading system. Ten
articles pertain to specific systems or instruments for attaining
a grade for the course program. Three articles did not fit into
any category.2,3,5,21,41–50,55-64

Discussion
PubMed was selected as the sole search database due to both
its being so easily and universally accessible and its focus on
medical and medical education journals. Further, given that
PubMed is one of the most utilized in the field of medical education, there is the likelihood that searching other databases
would not have added substantially to the findings or alter the
proportions of the types of articles.
JASA | SPRING 2020
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This article presents a wide overview of current literature
regarding pass/fail grading systems in allopathic and allied
medical professional education; however, one of the primary
deficiencies in discussing pass/fail or honors/ pass/ fail grading
systems is the notable lack of definition of what actually does
constitute a passing grade. For example, Pepple stated that a
passing score was 50% and honors was 75%.58 Westerman
discusses the great variability between grading systems.77
One common concern in these articles is the discriminating
effect that lack of specific letter grades has on students’
acceptance into their preferred allopathic residency programs.
Seven articles found that lack of grades had a detrimental
effect when students applied for their residencies.4,7,29,34,51–53
However, one early article finds that when pass/fail is combined with letters of recommendation, any negative effect
becomes irrelevant.16 Another study finds that when adjusted
for confounders, pass/fail has a higher match rate than tiered
grading and another describes how tiered grading systems lead
to grade inflation because it helps students “to obtain better
residencies.”5,54

“Research to determine what factors
impact AOM student stress levels in pass/
fail programs would also generate useful
feedback to the profession. Measurement
could include stress level and level of
overall sense of wellbeing.”

researchers and the public when assessing the pass rates of
their graduates.70-72
Research to determine what factors impact AOM student
stress levels in pass/fail programs would also generate useful
feedback to the profession. Measurement could include stress
level and level of overall sense of wellbeing. Research on deep
learning, such as becoming a lifetime learner, group cohesion,
and satisfaction with education may also benefit AOM schools’
grading types.

Again, sixteen articles indicate that use of a pass/fail grading
system does not negatively impact student performance,
particularly on high-stakes licensing exams such as the USMLE,
which is similar to the NCCAOM or CALE exams in AOM
education. Four articles show it does negatively impact student
performance.

One of the primary instruments used to measure stress is the
Perceived Stress Scale. Since many AOM schools teach and
require students to study some forms of mindfulness and
stress reduction such as qi gong or tai chi, this may be useful
in assessing stress levels in AOM students who take pass/fail
courses.65-68

Currently there is no published research on variations of
grading systems in AOM schools. Determining how many and
which programs use pass/fail vs. letter grades is a necessary
first step to compare student performance and the ensuing
impacts of both types of grading systems.

No published research has so far investigated use of letter
grades vs. pass/fail grading in AOM schools concerning scholarships and admittance to AOM education programs. A survey
of admission officers and schools, companies and benefactors
that regularly award scholarships, and how grading methods
impact their decisions, would be another valuable insight for
prospective students.

Little to no research analyzing the pass rates in the CALE
and NCCAOM exams or a comparison of AOM students’
performance in pass/fail programs vs. letter or tiered graded
programs has yet been done. This may be useful to assess
effects of pass/fail grades on the high-stake AOM exams.
Research on all these aspects of grading at AOM schools would
be facilitated if all colleges provided online access to their college catalogues. Research would also be assisted by a change
in reporting methods for the NCCAOM licensure exams.
Currently, by showing the aggregate percentage of students
that pass certified school exams, the California Acupuncture
Board is the model of transparency for reporting pass/fail rates.
In contrast, the National Commission for the Certification
of Acupuncture and Oriental Medicine publicly reports only
aggregate pass rates for all applicants. While this is in line
with how the USMLE reports their data, it creates barriers for

28

The profession has recently made some important recent
changes to the Accreditation Council for Acupuncture and
Oriental Medicine (ACAOM) educational standards. These
include professional development planning and implementation.69 Research is needed on whether or not pass/fail grading
systems help AOM students become self-directed learners
by focusing on mastery and feedback rather than grade
performance.

Conclusion
This article suggests that using a pass/fail grading system may
have more positive than negative impacts for both allopathic
and AOM medical school students. The reviewed literature
indicates that a pass/fail grading system does not negatively
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impact student performance, particularly on high-stakes licensing exams such as USMLE, which is similar to the NCCAOM
or CALE exams. As discussed, a number of issues concerning
assessment and implementation of pass/fail grading systems
should be further researched to consider the potential impact
of pass/fail grading on the AOM field and its schools.
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CCAOM Clinic Infection
Control Advisory
UPDATED April 30, 2020

Emergence of COVID-19
On January 30, 2020 the World Health Organization declared an international public health emergency after the
detection of a novel (new) coronavirus SARS-CoV-2 or COVID-19, that was first detected in Wuhan, China1. It is
spread from close person-to-person contact (within 6 feet) through inhaled airborne respiratory droplets when an
infected person sneezes or coughs. There is now evidence of community- spread, where the source of infection or
exposure cannot be identified2. Recent evidence also shows:
1.	SARS-CoV-2 virus is shed in high concentration before symptoms appear
2.

Shedding is from the upper respiratory tract (nose)3

3.	Screening by temperature and symptom tracking alone is inadequate4
On March 4, 2020, the CNT Committee of the CCAOM issued a Clinic Infection Control Advisory5 to serve as a guide
for acupuncturists in making an assessment to close their practices. In many localities in the United States, Stay-atHome Orders were issued by state or local public health departments or governor offices. This advisory provides an
update with best practice guidelines for opening an acupuncture office.
Protocols for prevention of infection are detailed in the 7th Edition of the Clean Needle Technique Manual.6 Because
of the asymptomatic shedding of SARS-CoV-2 virus, these precautions are considered universal and should become
normalized clinic procedures.

What Acupuncture Clinics Should Do
• Hold a Safety Meeting
• Assess your clinic SETTING, PROCEDURES and PROTOCOLS
• Use PPE
• Implement and/or maintain infection controls
• Stay informed
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Safety Meeting Assessment of Clinic Setting and Protocols
Each clinic should have written Exposure Control Plan in
compliance with OSHA standard 29 CFR 1910.1030, even if
you are a sole proprietor. A written plan must be reviewed
and updated annually. If you already have an updated
plan, you should review and revise your protocols for the
prevention of SARS-CoV-19 virus. These must be written,
and documented. Check with local public health agencies
concerning any mandatory requirements for timeliness of
review and revision of written safety protocols. This advisory
is written based on current medical evidence and has been
generalized to all settings for acupuncture practice in the
U.S. (hospital, private practice, mobile, community clinics).
Please check the CDC and state and local public health
authority websites for information specific to your
practice setting.

Issues Pertinent to COVID-19 Include:
•	Limitations on cases to schedule (in most places,
no “elective“ or “personal” procedures)
•	Impact of physical setting on infection control,
including implementation of social distancing
•	Personal Protective Equipment (PPE) supplies needed
and on hand
•	Implementation of enhanced disinfection procedures
•	Updating communications to patients

Hierarchy of Decision-Making
•	Acupuncture providers fall under different provider
definitions in different U.S. states. Follow guidance
issued pertinent to the definition issued by your
licensing authority.
•	In general, you should follow guidance issued by your
licensing authority. If there are none specific to you,
follow state mandates issued from the Governor’s
office, then follow local (county or city) health
departments. In the case of conflicting guidance issued
by different authorities, follow the most restrictive
guidance (especially in terms of later dates to open).
• Guidance from state and local authorities is subject to
change. Stay informed.
•	If you work in a hospital or medical office, following
guidelines issued by the facility. Facilities have the
expertise and authority to alter CDC guidance to
manage critical supplies.

Examine SETTINGS:
• Identify potential high touch surfaces encountered by
patients from their mode of transportation to your clinic
entry: doors, elevators, etc.
• Assess modifications to clinic entry setting for appropriate
infection control during screening
• Assess number and layout of treatment rooms (allowable
distance, ventilation, surfaces to disinfect)
• Assess number of patients treated in a single room
– Space between treatment tables/chairs
o To prevent COVID-19 spread, CDC recommends

minimum safe distance is 6 feet7
• Assess patient access to hand sanitizer8
• Assess provision of tissues and non-touch waste disposal
for cough etiquette
• Document your inventory of supplies needed for infection
control (do not stockpile supplies needed in biomedical
settings). In addition to standard supplies for acupuncturists described in the Clean Needle Technique Manual, 7th
Edition you will need at minimum:
– Gloves
– Facemasks, for providers, staff and patients
• Review requirements for disinfection of environmental
surfaces
– D
 o not use high-level disinfectants or alcohol on
environmental surfaces. Use routine cleaning and
disinfection procedures (e.g., using cleaners and water
to pre-clean surfaces prior to applying an EPA-registered,
hospital-grade disinfectant that specifies its use against
COVID-19).9
– K
 eep housekeeping surfaces (e.g., floors, walls, tabletops) visibly clean on a regular basis
– C
 lean and disinfect high-touch surfaces (e.g., doorknobs,
light switches, and surfaces in and around toilets in
patients’ rooms) on a more frequent schedule.10 Consider
phones, tablets, keyboards, and any clipboards or pens
frequently touched as high-touch surfaces. You can
ask patients to bring their own pens if signatures are
required, but it is best eliminate practices that require a
patient to fill out a form through telehealth and electronic access to needed documents. If you provide a pen,
the patient takes it home.
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• Realistically assess the physical infection control requirements needed to assess potentially infectious patients
(see https://www.cdc.gov/coronavirus/2019-ncov/
infection-control/infection-prevention-control-faq.html).
During the COVID-19 outbreak, the CDC is encouraging
biomedical facilities to use alternatives to face-to-face
triage including advice lines, patient portals, telephonic
and telehealth interactions to assess symptomatic
patients.11 Unless you have a clinic within a biomedical
facility or that otherwise meets control requirements,
you should practice source control, i.e., instruct symptomatic patients to stay home and contact their primary
care provider.12

Examine PROCEDURES and PROTOCOLS
Source Control Procedures
• Instruct patients which presenting symptoms will lead to
immediate referral for biomedical care and inform them
they will be screened upon arrival
• Instruct patients and anyone accompanying them to stay
home rather than seek your treatment if they exhibit
any symptoms of respiratory infection (fever, cough
and shortness of breath/difficulty breathing). Refer to
biomedical care provider.13
• Notify patients that persons accompanying them to
their appointment must wait outside of clinic, such as in
personal vehicle or practice social distancing outside
•		Include verbal alerts to stay home/contact clinic by
phone on outgoing voicemail, and during appointment
reminder calls

• Escort patients as needed into your clinic, ensuring social
distancing and appropriate infection safeguards while
using elevators, depending on your office setting.
• Provide / post hand hygiene instructions/flyers15
• Provide / post cough etiquette instruction/flyers16
• Provide / post wellness instruction/flyers
• Some clinics are including communications about what
they are doing to enhance infection control to reassure
patients and model appropriate response

Entrance Screening Procedures
• Determine which of the screening symptoms or
combinations of symptoms will result in immediate
referral to biomedical care
• All staff and patients must be screened upon entry
into your clinic space
• Provide hand sanitation at entry, all persons must
sanitize hands. Hand sanitizer is preferred by the
CDC in medical settings.17
• Screen for temperature. Non-contact thermometers
are preferred and should be disinfected between uses
according to manufacturer’s instructions (often with
alcohol wipe).18
• Screen for COVID-19 symptoms19,20
• New cough*
• New shortness of breath*
• New fever, or feel feverish

• Create visual alerts in multiple languages on your
website, emails, written appointment reminders, texts,
posted at your clinic entrance, posted at reception,
informational flyers.14

• New chills, or repeated shaking with chills

• Reduce or eliminate cancellation fees

• New loss of taste or smell

• Consider alternate means (biomedical care referral,
telehealth, virtual consultations) for telehealth treatment, and for relevant intake for scheduled treatments

• New nasal congestion*

• Develop curbside pickup of herbs or supplements
• Notify patients that they must wear a cloth facemask
upon arrival and during treatment. Provide a facemask
for any patient not able to bring one.
• Develop strategies to eliminate need for patients to use
a waiting room. For example, patients may wait in their
car until they can come through screening and directly
into your treatment room.

• New fatigue*
• New sore throat*

• New muscle aches that are not caused by specific
activity such as exercise*
• New diarrhea*
• Provide a facemask for the patient, if the patient has
not brought one. Patients may use cloth faces masks.21
Multiple layers of fabric such as cotton-silk, cotton-flannel,
and cotton-chiffon provide significantly more particulate
filtration.22 The patent must sanitize hands before donning
the facemask wear the mask over mouth and nose, and
not remove the facemask while in your clinic.
*cannot be attributed to another health condition
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Social Distancing Procedures

Disinfection Checklists

Written procedures must be developed to ensure social
distancing. Examples of these procedures include:

Create checklists with grids for disinfecting procedures to
be carried out after each treatment, and daily disinfecting
procedures. Tape the checklist to the inside of a treatment
room cabinet, or post in or near a treatment room. Refer to
checklist, initial and date for each instance of disinfection.
Upload or file completed sheets.

• Stagger patient appointments
• Have patients isolate themselves in a car or by social
distancing and wait for a phone notification that a staff
member will meet them at the entry to provide screening and escort them directly to the treatment room
• Use telehealth as much as possible to limit time patient
is physically in the clinic
• Mark floors wherever patients have to form a queue to
ensure 6-foot distance
• If treating in a common room, place patients at minimum 6-foot distance and consider constructing barriers
between treatment areas
• Eliminate time spent in check out. If at all possible, use
electronic methods for payment and scheduling.
• If check out is unavoidable, consider if plexiglass shields
should be installed to limit contact for staff.

Disinfection Procedures
Written enhanced disinfection procedures should be implemented, including but not limited to:23

After every patient visit
• Clean and disinfect treatment table, instrument tray,
countertop, chairs/stools, door handle, sink, faucets,
light switches, hand sanitizer pump handle as well as
any other identified high- touch surface. Apply EPAregistered hospital grade disinfectant for the appropriate
contact time indicated on the product label. Most
products require wet “contact” or “dwell” time. Few
antiseptic “wipes” meet these criteria. Please investigate
your preferred product in the link provided in the
footnote.24

Daily
• Clean and disinfect treatment room floors (hard surface).
• If floor is carpeted, consider if removal of carpet
is practical. If not practical, ensure that any visible
contamination is removed and carpet is cleaned with
EPA-approved product for these surfaces. Repeat and
maintain cleaning on a regular basis.
• Clean and disinfect high contact surfaces in office
weekly

Laundry Procedures25
• Wear gloves when handling used laundry. These gloves
may be reusable rubber gloves. After use, disinfect
gloves according the manufacturer’s instructions.
Always wash hands before and after removing gloves.
• Clean laundry should be stored outside of treatment
rooms, or if inside treatment room, clean laundry
should be stored in a closed cabinet or sealed container
(not on an open shelf).
• No sheets, pillow cases, drapes, cloth heating pads,
mattress pads, cloth pulse pillows, or blankets can be
re-used without laundering in patient care.
• Roll used laundry so that areas in direct contact with
patients is inside. Don’t carry used linens against the
body.
• All laundry used in patient care should be isolated into
a closed leak-proof hamper after treatment. Use a
disposable bag or reusable laundry bag that is cleaned
with laundry. Hampers should be disinfected daily.
• Commercial processing of clinic laundry is preferred.
If you are processing laundry, it must be processed separately from personal items. Do not shake out laundry
before washing.
• Follow instructions from the washer/dryer manufacturer.
• Use hot water (70–80°C X 10 min) [158–176°F]) and an
approved laundry detergent
– Disinfectant is generally not needed
• Dry linens completely in a commercial dryer

De-Clutter Procedures
• Remove decorative items, books, office supplies, or
infrequently used items should be removed from
treatment rooms
• Remove toys, magazines, clipboards, pens or other
shared items

• Clean and disinfect staff area floors weekly
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Use Personal Protective Equipment (PPE)
Acupuncturists will have additional requirements for the
use of PPE to prevent the spread of COVID-19.

Facemasks
• N95 masks should be used only during sterile
procedures, exposure to high velocity splash or spray,
or during aerosolizing procedures.26 N95 masks
should be reserved for providers providing care in
biomedical facilities.
• Wear a surgical face mask at all times in the clinic.27
Ideally, a single face mask would be used per patient
encounter.
• If supplies need to be conserved, a surgical mask
can be used for an entire day in clinic. Using a single
mask for multiple days may be considered if supplies
are not otherwise available. The CDC has allowed
for extended use of a disposable surgical facemask
under the following conditions:
– T he facemask must be removed and discarded if
soiled or damaged

Because acupuncture as a procedure does not typically
involve exposure to mucous membranes, blood or body
fluids, the routine use of gloves is not required of acupuncturists,29 although use of gloves may be mandated by
some state laws. During the COVID-19 outbreak, gloves
become an important PPE to prevent exposure to potential contamination.30
• Upon entry into patient treatment room, perform
hand hygiene, and put on a single pair of nonsterile gloves.
• Remove and discard gloves when leaving the
treatment room. Immediately perform hand hygiene
after discarding gloves
• Wear gloves to remove used laundry after the
patient treatment
• Wear gloves during cleaning and disinfecting

Lab Coats

– T he acupuncturist may not touch the face mask.
If the face mask is touched, immediate hand
hygiene is performed.

• Lab coats must be worn only when there is the
expectation of contamination by contact with body
fluids. Lab coats are not required for safer-at-home
patient care in typical acupuncture offices.

– T he acupuncturist should leave the patient area to
remove their face mask

• Use of a lab coat should be restricted to treatment
areas only

– If the mask is to be stored, the mask is folded with
the outer surface folded inward (to reduce contact
of outer surface), and the mask can be placed
inside a clean sealable paper bag.28

• If a lab coat is used, hands are washed, lab coat is
donned, then gloves are donned. (Assumes face
mask already in use.)

• To don a mask, the practitioner performs hand
hygiene, visually inspects the mask for soil or defect,
then applies the mask, taking care to not touch the
inner surface
• To doff a mask, first, hand hygiene is performed. The
mask is removed, taking care not to touch the inside
of the mask. The mask is stored or discarded, and
hand hygiene is repeated.
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Gloves

• Lab coats should be laundered with clinic
laundry daily

Personal Clothing
• Acupuncturists should wear clean clothes into the
clinic. Scrubs are an acceptable option.
• Remove jewelry, and avoid clothing accessories such
as ties and scarves
• Clinic clothing should be immediately removed upon
returning home from clinic, and laundered
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Stay Informed
• Locate the Corona virus information section of your
local and state public health department website.
For a directory of public health offices see:
https://www.naccho.org/membership/lhd- directory
• CMS Recommendations Re-opening Facilities
to Provide Non-emergent Non-COVID-19
Healthcare Phase I
https://www.cms.gov/files/document/covid-flexibility-reopen-essential-non-covid-services.pdf
• AAFP Checklist to Prepare Physician Office for
COVID-19
https://www.aafp.org/dam/AAFP/documents/
patient_care/public_health/COVID- 19%20
Office%20Prep%20Checklist.pdf

Wash Your Hands
CNT Saves Lives
References
1.

https://www.cdc.gov/coronavirus/2019-ncov/summary.html. Retrieved
4/27/2020

2.

https://www.cdc.gov/coronavirus/2019-ncov/about/transmission.html
Retrieved 4/27/2020

3.

Arons MM, Hatfield KM, Reddy SC, et al. Presymptomatic SARS-CoV-2
Infections and Transmission in a Skilled Nursing Facility. N Engl J Med.
2020;0(0):null. doi:10.1056/NEJMoa2008457

4.

Gandhi M, Yokoe DS, Havlir DV. Asymptomatic Transmission, the
Achilles’ Heel of Current Strategies to Control Covid-19. N Engl J Med.
2020;0(0):null. doi:10.1056/NEJMe2009758

5.

https://www.ccaom.org/images/ccaom/Documents/COVID-19/COVID19%20Clinic%20Infection%20Control%20Advisory.pdf Retrieved
4/27/2020 6 https://www.ccaom.org/ccaom/CNT_Manual.asp Retrieved
4/27/2020

6.

https://www.ccaom.org/ccaom/CNT_Manual.asp Retrieved 4/27/2020

7.

https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.html Retrieved 4/27/2020

8.

While soap and water are effective if properly executed, the CDC is
recommending hand sanitizer with 60-75% alcohol for use in medical
settings. See https://www.cdc.gov/coronavirus/2019-ncov/hcp/hand-hygiene.html Retrieved 4/28/2020

9.

https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.html Retrieved 4/27/2020

10. https://www.cdc.gov/mmwr/preview/mmwrhtml/rr5210a1.htm Retrieved
4/27/2020
11. https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/
guidance-hcf.html Retrieved 4/27/2020

12. The CNT Committee of the CCAOM recognizes the reports of the value of
integrated treatment with Chinese herbs in the treatment of COVID-19.
Our recommendation that acupuncturists in the United States practice
source control of active infection as recommended by the CDC is due to
the assessment of the physical infection control capability of the common
acupuncture clinic settings in the United States. Individual practitioners
should exercise clinical judgement to assess the capability of their work site.
13. https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.html Retrieved 4/27/2020
14. https://www.sfcdcp.org/wp-content/uploads/2020/01/Corona-Travel-PosterEnglish-final-SFDPH- 01.22.2020.pdf Retrieved 3/4/2020
15.		https://www.cdc.gov/handhygiene/campaign/archive.html Retrieved
4/28/2020
16. https://www.health.state.mn.us/people/cyc/hcpposter.html Retrieved
4/28/2020
17. https://www.cdc.gov/coronavirus/2019-ncov/hcp/hand-hygiene.html
Retrieved 4/28/2020
18. https://www.fda.gov/medical-devices/general-hospital-devices-and-supplies/
non-contact-infrared- thermometers Retrieved 4/28/2020
19. https://www.who.int/news-room/q-a-detail/q-a-coronaviruses#:~:text=symptoms Retrieved 4/28/2020
20. https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.
html Retrieved 4/28/2020
21. https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/clothface-cover-faq.html Retrieved 4/28/2020
22. https://pubs.acs.org/doi/10.1021/acsnano.0c03252 Retrieved 3/5/2020
23. https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/cleaning-disinfection.html Retrieved 4/27/2020
24. https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-againstsars-cov-2 Retrieved 4/27/2020
25. https://www.cdc.gov/hai/prevent/resource-limited/laundry.html Retrieved
4/29/2020
26. https://www.cdc.gov/coronavirus/2019-ncov/hcp/respirator-use-faq.html Retrieved 4/28/2020 27 https://www.cdc.gov/
coronavirus/2019-ncov/hcp/infection-control- recommendations.
html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019- ncov%2Finfection-control%2Fcontrol-recommendations.
html Retrieved 4/28/2020
28. https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/face-masks.
html Retrieved 4/28/2020
29. https://www.ccaom.org/images/ccaom/Documents/Position-Papers/
Position_Paper_re_Use_of_Gloves.pdf Retrieved 4/28/2020
30. https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control- recommendations.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.
gov%2Fcoronavirus%2F2019- ncov%2Finfection-control%2Fcontrol-recommendations.html Retrieved 4/28/2020

For more information see
www.ccaom.org

JASA | SPRING 2020

35

Book Review

The Uncharted Body:
A New Textbook of Medicine
by Dr. Daniel Keown
Reviewed by Celeste Homan, MS, DAC, LAc
The Uncharted Body: A New Textbook of Medicine takes on a huge task: a revision
of 20th century medicine. It essentially brings together the classification system of the
acupuncture channels with organ physiology and embryological development.

The Uncharted Body: A New
Textbook of Medicine First Edition
Publisher: Dr. Daniel Keown,
www.drdankeown.com
327 pages
ISBN 9781999314309
Reprinted and revised in 2019

Dr. Daniel Keown is a British physician and acupuncturist whose first book, The
Spark in the Machine (2014), includes many of the themes that are expanded in The
Uncharted Body (UB). The organization of the book is aligned with general theories
of acupuncture, making it a suitable and valued text for acupuncture students. For
the seasoned practitioner, it offers a number of clinically useful insights.
The author states there are four important concepts missing from western medicine’s school of thought:
1. The intelligent electrical energy of the body
2. The significance of the connective tissue matrix as a conduit for this energy
3. A classification of body systems that incorporates our understanding of
embryological development
4. The significance of the heart, and not the brain, as the center of our
emotional life.
In each of these areas, Dr. Keown weaves together medical traditions of both East
and West, moving seamlessly between the two. With reason and clinical insight,
he explains the intelligence of neural crest cells, the piezoelectricity of fascia, the
circulation of body fluids, and the anatomical significance of the organs as they are
organized in six levels. His scientific explanations are kept simple so as to prioritize
the concepts of qi, the jingluo, the substances, and zangfu. Dr. Keown’s continuous
referral to the major milestones of western medicine adds interest and inspiration.
Of special note are his detailed drawings of embryological development and of
the functional membranes of the organs. He includes illustrations of the nephrons
of the kidneys, the nerves of the heart, the liver sinusoids, arteries and digestive
endothelium. Stimulation of distal points along the empty spaces that extend from
these regions are understood to correct electrical potentials that are reversed in
disease. Dr. Keown maps the acupuncture channels to anatomical drawings of
the fascial planes, lifting the two-dimensional pathways off the page and into a
three-dimensional reality.
In a single artistic impression, the book’s cover illustration summarizes concepts
developed throughout the text. The reader is invited to explore this drawing the
same way a scholar of Chinese medicine studies a woodblock print of Taoist internal
topography. He shows us that the spleen is not a sack of tissue on the left side of
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“Our perspective is drawn first from the
cell, then to the tissue, the organ, the
organ systems and finally to the structural
network that renders it whole.”
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Evidence is also offered that the spleen and pancreas are a
part of one system, both being an outgrowth of the intestinal
lining. Also noted is that the character and the anatomical
shape of these organs each appear as a cup with a handle.

Finally, ‘closing’ means that the movement of qi is controlled,
such as ‘closing’ like a valve. This is done by the intestines
(yángmìng) and liver (juéyīn). The muscular intestine controls
whether or not food can stay or move in the bowel. The liver
controls separation of lymph and blood and has tiny ‘fenestra’
that can open or close depending on circumstances. In this
way it can move fluid towards the centre (heart) or outside
(lymphatic system).
Together they enable qi to be circulated around the body.
References
1 Liu, Guohui. Foundations of Theory for Ancient Chinese Medicine. Singing Dragon. London. 2015
2 Oxford University Press. https://en.oxforddictionaries.com/definition/
conformation Accessed: November 1st

Tàiyáng –
‘opens’ to outside
so can remove.

Juéyīn –
‘closes’ to inside
(to send lymph
into shàoyáng).

Reprinted with permission from Dr. Daniel Keown

Dr. Keown discusses how organ relationships are further
supported by research, as with recent studies showing the
manufacture of blood cells in the lung (lung/spleen), or
the prevalence of irritable bowel syndrome in patients with
fibromyalgia (liver/spleen). Most are rooted in basic science,
such as the hormonal relationship between the kidney, lung
and spleen in the manufacture of blood. All inform and affirm
Chinese medical principles.

‘Pivoting’ occurs as an ability to move nutrition between each
of the three yin and three yang levels. For this reason it is
done by the blood of shàoyīn and the lymph of shàoyáng.

blood.
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the torso, but a seamless extension of the endothelium that
lines the digestive tract and absorbs nutrients as they are conveyed by the strong muscular layer of yangming. The root of
the lung is the voice box, sequentially dividing with the same
structure throughout—a blind-ended sac which opens into the
larynx. Ultimately, these “simplified and condensed anatomical
layers” provide a deeper understanding of the functions of the
zangfu and their interrelationships.

opens to remove (i.e. bladder and skin) but the yin opens to
receive (i.e. through the intestinal lining).

Shàoyáng –
‘pivots’ or
circulates lymph.

Tàiyīn –
‘opens’ to outside so can
absorb.
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Yángmìng –
‘closes’ to inside,
surrounds and warms
tàiyīn.

TheSixLevelsMoveQiinDifferentWays

The axiom: “Qi is the commander of blood. Blood commands
the qi,” takes on new meaning with the following description
of the intelligence of qi:
Qi controls the growth of organs and tissues, and, as it
does this, commands (or drags) a blood supply behind
it. This can be dramatic, as in the case of the testicles/
ovaries where the blood supply is dragged down from
the kidneys, or the diaphragm where it descends from
the neck.
In the case of the spleen, the splenic artery supplies
the pancreas, because this is the path along which
both pancreas and spleen have grown. In cases where
extra spleens are found, they are almost always found
along the line of the pancreas itself. This connection is
important for our understanding of the channel…
JASA | SPRING 2020
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BOOK REVIEW - THE UNCHARTED BODY: A NEW TEXTBOOK OF MEDICINE

The clinical relevance of the author’s work can be illustrated
with the following example. Pericardium 6 (PC 6), nei guan,
is known to treat nausea and vomiting. The author begins by
explaining the character of this point within the context of
wei, luo, and jing. As the opening point of the yin wei mai,
PC 6 influences circulations at the intracellular level. As a luo
point, it supports fluid movement within tissues by transferring
pathology from the yin to yang channels. And finally, within
the context of jing, PC 6 affects both organs of jueyin through
a connection to the fascial planes that merge at the diaphragm. The anatomical relationship between the pericardium
and the liver is demonstrated by way of embryological development. They both arise from the same structure that forms the
diaphragm and attachments to the stomach.
The effect of PC 6 on nausea can now be seen in all of these
relationships. It relaxes the diaphragm and the attachments to
the stomach, which are contracting during vomiting. As a gate,
PC 6 allows pathology to be released from yin to yang outward
supporting the free movement of liver qi and blood. And
finally, by opening the tiny circulations of the wei mai, it helps
the liver organ to metabolize toxins in the digestive tract.
This reduced toxicity relieves the brainstem from initiating
muscular contractions and allows the intestines to produce
serotonin and a corresponding sense of wellbeing. Finally, he
clarifies that not all vomiting involves jueyin. But the informed
reader can now see new relationships supporting an accurate
differential diagnosis and the indications for using this point.
Dr. Keown provides this level of detail on several of the
more commonly used points to illustrate his medical model.
There is also a section on point category functions within
the context of channel physiology. He covers all of the main
concepts of Chinese medicine with an emphasis on the jingluo.
Acknowledging Dr. Wang Ju Yi and Jason Robertson’s seminal
text, Applied Channel Theory in Chinese Medicine, he states
that channel palpation is an art in itself. Further, when making
a diagnosis, channel findings trump pulse and tongue findings
every time. This text is a work that can bring balance to zangfu
theory in any curriculum.

Keeping everything as simple as possible
with no further elaboration, the author says:
“Complexity within the body is the enemy
of our understanding because it rapidly
becomes unmanageable.”
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One minor drawback is that his well-done illustrations could
be larger. The electrical charge around the membranes was
difficult to see, but most other drawings were clear. Some
embryological progressions would have been easier to understand if additional steps were provided. It is assumed that both
of these limitations have been overcome in his online training
of this material, which can be found at https://drdankeown.
com/course. Samples of this course include the colorful
animations narrated by the author.
The critical reader will want more supporting evidence for
some of his claims, but Dr. Keown admits where this is lacking.
He suggests the following research question: “Does acupuncture reduce five-year mortality as an adjunct to normal care?”
Perhaps this text will inspire such a study.
The Uncharted Body reminded me of an illustration in the
National Geographic World Atlas, titled “The Universe through
Time and Space.” On these two oversized pages are four
cylinders representing increasing large volumes of space. The
captions describe first our nearby stars, then our place in the
galaxy, our local group, and finally local supercluster. In the last
hundred years, we have learned that our Milky Way Galaxy is
only one of billions of galaxies, each with its own hundreds of
billions of stars.
Dr. Keown’s work gives the reader a similar experience of the
sublime. Our perspective is drawn first from the cell, then to the
tissue, the organ, the organ systems and finally to the structural
network that renders it whole. And all of this with the guiding
hand of Chinese medicine and the advances of modern medicine. We find ourselves in the end where we began but seeing
the human form as if for the first time.

Celeste Homan, MS, DAc, LAc is an Associate
Professor of Acupuncture and Oriental Medicine
at the Maryland University of Integrative Health
(MUIH) where she received her Doctoral degree.
She is certified in Zero Balancing and completed
advanced training in acupuncture and Chinese
medical aromatherapy with Jeffrey Yuen. She
has published articles in several journals based
on these studies and her clinical work. Celeste
also holds a certificate in advanced massage and
bodywork from the Baltimore School of Massage.
She received her Master’s of Science in Engineering
from the Johns Hopkins University.
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COVID-19 Research and Traditional Chinese
Medicine: What’s New?
By Jennifer A. M. Stone, MSOM, LAc

Is there any reputable research on the
use of traditional Chinese medicine
(TCM) in COVID-19 patients? Not yet,
but here’s what’s in the works….
New Covid-19 Research Studies
Registered in the U.S.
The U.S. National Library of Medicine has a registry of
funded clinical trials called “Clinical trials.gov.” As of
May 8, 2020, only one trial is listed that examines the
use of TCM in COVID-19 patients.
This study, “A Retrospective Cohort Study to Evaluate
the Efficacy and Safety of Traditional Chinese Medicine
as an Adjuvant Treatment for Patients with Severe
COVID-19,” is summarized below and can be read at
www.clinicaltrials.gov.
Summary: In December 2019, a new type of
pneumonia, COVID-19, broke out in Wuhan,
China, and, at the time of this writing, has
infected populations in more than at 75 countries.
Patients with severe COVID-19 have rapid disease
progression and a high mortality rate. This may
attributed to the excessive immune response
caused by cytokine storm. Strategies based on
anti-virus drugs and treatments against symptoms
have now been employed. However, these
managements can’t effectively treat the lethal
lung injury and uncontrolled immune responses,
especially in the elderly with severe COVID-19
symptoms. Traditional Chinese medicine (TCM),
which treats the disease from another perspective,
has achieved a variety of satisfactory results. The
National Health Commission of China released a
series of policies to enhance the administration of
TCM prescriptions.

This study is aimed to evaluate the efficacy and
safety of traditional Chinese medicine as an
adjuvant treatment for severe COVID-19. https://
clinicaltrials.gov/ct2/show/NCT04323332

New research studies registered
in China
In this online article in PharmaElsevier, the author
discusses the Chinese the clinical trial registry website
showing more than 428 clinical studies registered as
of March 15. Eighty-four studies are using TCM solely
or using integrated TCM and western medicine for
treatment (amounting to 20%). Seven studies aim to
be prevention studies. https://pharma.elsevier.com/
covid-19/exploring-the-effectiveness-of-traditional-chinese-medicine-against-covid-19/
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COVID-19 RESEARCH AND TRADITIONAL CHINESE MEDICINE: WHAT’S NEW?

New opinion article on MEDLINE
This open access article from The American Journal of
Emergency Medicine explains that TCM is used in conjunction with western medicine for COVID-19 in China
and that the TCM approach is often overlooked. The
article by emergency medicine doctor Kai Zhang is titled:
“Is Traditional Chinese Medicine Useful in the Treatment
of COVID-19?” He discusses patients treated with Toujie
Quwen granules and Qingfei Paidu decoction:
“As far as I know, since December 2019, the
majority of COVID-19 patients in China have been
treated with integrated Chinese and western
medicine. Hundreds of herbs have been used
throughout the country. Most Chinese herbal medicines can be divided into three categories: clearing
Heat, eliminating Dampness, and detoxification.”

The article and data can be found here:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7138187/
pdf/main.pdf

New retrospective study
This abstract is from a retrospective analysis study on
54 patients with novel coronavirus pneumonia called:
“Treatment Efficacy Analysis of Traditional Chinese
Medicine for Novel Coronavirus Pneumonia (COVID-19):
An Empirical Study from Wuhan, Hubei Province, China.”
To see the full text online at BMC Springer, click on this
link: https://cmjournal.biomedcentral.com/articles/10.1186/
s13020-020-00317-x

Abstract
Background A novel coronavirus was identified in
December 2019 in Wuhan, China, and traditional
Chinese medicine (TCM) played an active role in
combating the novel coronavirus pneumonia (NCP)

Just Because Your Medicine is Ancient
Doesn’t Mean Your Insurance Billing Should Be.

We’ve got the cure for your unpaid claims.
Insurance Billing Services for Today’s Acupuncturist

310.944.6189 acuclaims.com
■
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caused by this fast-spreading virus COVID-19. Thus,
we aimed to explore TCM characteristics of clinical
efficacy to NCP as well as to optimize Qingfei Paidu
decoction (QFPDD) and the recommended formulas to
NCP by National Health Commission (NHC).
Methods Chinese medical sciences theory and clinical
application of TCM were analyzed. A total of 54 NCP
patients were observed in a hospital from Wuhan,
whose clinical characteristics and utilization of Chinese
medicines (CMs) were described. Paired t test was
used to measure the change of patients’ hemogram
during hospitalization period, indicating the effect of
CMs. Multiple linear regression analysis was applied
to explore the factors affecting the length of hospital
stay. Network pharmacology analysis was applied to
figure out the performance of NHC-recommended
formulas of five disease stages at levels of compounds,
targets and pathways.
Result The average length of hospital stay was 8.96
days. Patients over 45 stayed 9.79 days in hospital in
average, longer than 7.64 days of patients under 45.
Comparing the hemograms between admission and
discharge of hospital, the number of leukocytes, neutrophil, lymphocyte and platelet increased, while the
numbers of erythrocytes, hemoglobin concentration
and hematocrit decreased. According to the standard
coefficients of regression, the factor affecting the
length of stay of most patients was CMs in category
of invigorating Spleen and removing Dampness
(ISRD), followed by administrating CMs, male, and
cough. Thirty-two CMs were screened after deleting
duplication from QFPDD and NHC-recommended
formulas. Compound quercetin, luteolin, kaempferol,
acacetin, etc., were all involved in the treatment of
various disease stages on the compound level both in
generality and individuality.
Conclusion TCM has a systemic theoretical
understanding on the pathological evolution and a
positive clinical efficacy on NCP. The CMs of ISRD
improved patients’ recovery, suggesting the importance of regulating intestinal function and keeping
microenvironmental balance in TCM treatment of
NCP. The active compounds from QFPDD and NHCrecommended formulas contribute to recovery of
varied disease progresses during TCM treating NCP.

New mini review
This mini review article, entitled “A strategy of
Traditional Chinese Medicine Against COVID-19: Linking
Current Basic Research and Ancient Medicine Texts,” can
be found open access online. It was prepared by Dr. Paul
C Kwong, a former WHO consultant, Dr. Yuan-Chi Lin,
Director, Medical Acupuncture Service & Senior Associate
in Anesthesia and Pain Medicine, Children’s Hospital
Boston, USA, and Dr. Chung-Jen Chen, Senior Attending
Physician, Kaohsiung Municipal Ta-Tung Hospital,
Kaohsiung Medical University Hospital, Taiwan. It’s open
access on medcraveonline.com. https://medcraveonline.
com/IJCAM/IJCAM-13-00497.pdf

Abstract
A strategy of integrating traditional Chinese medicine (TCM) with western medicine is proposed
for better case management of the coronavirus
disease (COVID-19) that is rapidly spreading in the
world. We have reviewed the abundant classic
TCM literature and from it linked several key
texts to findings from biomedical research against
SARS- CoV-2, including in silico studies of the
efficacious compounds in TCM formulae. We have
identified three TCM formulae: Yin Qiao San (銀
翹散), San Ju Yin (桑菊飲), and Xie Bai San ( 瀉白
散) as they seem to hold high potentials against
SARS-CoV-2 in COVID-19 patients. The strategy
calls for early administration of these TCM formulae to decrease the rate of transformation from
mild/moderate status into severe/critical status,
thereby reducing the demand for ICU facility and
ventilators.

As time passes, more retrospective data (chart
reviews, etc.) will be released on the use of TCM in
patients suffering with COVID-19 in China, Europe,
and other countries that include acupuncture
and/or TCM in their socialized medicine systems.
Randomized controlled trials comparing a TCM herb
or formula to usual care presents ethics problems
because of how deadly this virus can be, so RCTs
incorporating TCM as an adjunct to usual care is
more likely to be the direction in the future.
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The Art of Verbal Medicine in the
Telemedicine Age

By Colleen Curran, MAc, LAc, DAc
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The powerful grip of COVID-19 has augmented the implementation of telemedicine. As
practitioners of eastern medicine, our traditional use of treatment tools such as needles
and herbs has been radically altered, if not completely excluded from use for now. As
practitioners we are fortunately still well-equipped to serve our patients. We simply need
to welcome this opportunity to practice ingenuity by exploring the available telemedicine options.
Telemedicine has roots extending back to the 19th century and is most simply described
by The World Health Organization (WHO) as “healing from a distance” via “text, audio,
video or still images.” (www.who.int, 2010) These are our artistic platforms, our
technological canvasses for creating connections with our patients to deliver appropriate
and effective treatment from a distance.
According to the Oxford American Dictionary, “art” is defined as “any activity regarded
as a medium of imaginative or creative self-expression” (OED Online, 2020). If we regard
practicing telemedicine as an art form, as a means of self-expression through which we
can provide treatment, we can remain open to the possibilities of creating a practice
that serves the needs of our individual patients and expands our value as practitioners.
Knowing our patient base and how to effectively connect with them to deliver
treatments that serve is an art form we should and can expand upon. If we choose to
embrace the platforms of text, audio, video and image, these become our canvasses—
the vehicles by which we can remotely collect and assess physical, emotional and
sensory data.
With our observational skills engaged, how can this technological medium be used to
deliver these treatments? One tool available to us is not only freely accessible but has
ancient foundations beyond any modern form of medicine in place today. That tool
is language. After all, it was through gathered and shared dialogue that the Yellow
Emperor’s teachings were captured and put into practice. The verbal folklore of our
ancestors and the whispered wives’ tales of healing remedies evolved over time into the
evidence-based practices we embrace today.
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“Knowing our patient base and how to effectively connect with them to deliver treatments
that serve is an art form we should and can expand upon. If we choose to embrace the
platforms of text, audio, video and image, these become our canvasses—the vehicles by
which we can remotely collect and assess physical, emotional and sensory data.”

As practitioners of eastern medicine, how can we utilize language
as a form of treatment—as a kind of verbal medicine? Master
practitioner Dianne Connelly, PhD, LAc, co-founder of the Tai
Sophia Institute, the first acupuncture school in the U.S., would
advocate the use of “language needles.” This is a language that
can tonify calm, sedate distress, and create the homeostatic
alignment of body, mind and spirit. She describes the creative
power of language in the following excerpt from her book
entitled, Medicine Words: Language of Love for the Treatment
Room of Life:
“As beings of the human sort, dwelling in language, we need
especially now to regard seriously and rigorously what needs
to be spoken—what wants to be spoken—what conversations
are big enough for creation. It’s not okay to say just any old
thing about anything. Speaking is a moment of birth, an act
of creation. Words are like the grapes of the vineyard—they
make up the text, the taste, the quality, the color, and the
sounds of the journey. We experience life as we interpret it,
as we speak it.” (Connelly, 2009)
During the current pandemic, I have become a telemedicine
provider. The use of verbal medicine has become an integral and
foundational part of my practice. After each “tele-treatment” with
my patients, I have made it my duty to continuously connect with
them to gather patient observations and to assess whether any
self-acupressure point protocols need to be redesigned.
I recently followed up with an oncology patient in active treatment
for metastatic breast cancer. I had been regularly treating this
patient in person, but since mid-March I have used telemedicine
procedures. It had been a week since her last session and she
had yet to schedule her bi-weekly treatment. I was concerned, so
I texted and emailed her. When she didn’t respond, I decided to
call. When she answered from a hospital bed, my heart sank. It
was difficult to have a clear conversation with her about what was
truly happening because her speech was slurred and there was
commotion in the background. At one point, I did hear her say,
“My husband thought I should be here.”
As her practitioner, my initial response was to determine how best
to assist her. I continued to ask questions to gain clarity, but she

was in no condition to provide detailed information about
her symptoms, her medications, or why she was there. I was
therefore unable to assist her in ways that I typically practiced. After reaching an inner acceptance of the situation, I
decided to call her the following day, but before I hung up,
and in that moment, unsure if we would ever re-connect, I
told her that I loved her.
Afterwards, when reflecting upon the call, a voice in my
head asked, “Now, was that appropriate?” Well, in that
moment, the practitioner and patient “boundary” I had
been coached on and did firmly uphold had, quite frankly,
disappeared. When I told her I loved her, it was coming
from a human-to-human place. I was not offering acupoint
protocols to elicit a particular response in my patient—in
that moment, I was indeed a human being connecting to
another human being. In that moment, any attachment to
whether or not she returned the expression or remembered
my words did not exist nor did it matter. In that moment,
what really mattered was that she heard my words, in real
time, in “life-time.”
When I tried to call her the next day, her phone went directly
to voicemail. At the time of this writing, I have still not been
able to reach her. I am grateful for the opportunity to connect with her—to have provided verbal medicine, “language
needles,” which held the possibility of serving us both.
I communicated this experience to Dianne Connelly; she
replied to me in an email filled with “language needles”
of her own. She wrote, “How wonderful that you, Colleen,
told your person that you love her…going bold with
our love—not puny—is a good use of our holy breath”
(Connelly, 2020).
At a time when we are disconnected from physical contact
and expression, how will we “be bold”? What can we do
with our “holy breath” to help us connect? As practitioners,
we can boldly commit to connecting with our patients via
any technological means available to them, while creating
an experience that each individual patient is receptive to.
We can boldly choose to empower our patients through a
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unique virtual educational experience that expands beyond
locating the acupoints through self-acupressure, or the sending
of an herbal care package.
Within the consultation experience, through virtual dialogue
we can boldly create awareness between our patients so as to
listen to and inquire about the language of their own bodies.
Each experienced symptom is a message, a physical call to
become aware.
Once we engage patients in how to listen to their bodies, we
can guide them through their interpretation of the messages
being sent. When answering a phone call, reading a text, or
receiving an email, the mental or emotional state we are in
when we do this creates the conversation we have about that
content.
The language we choose to describe an experienced symptom
defines our relationship with that symptom and, ultimately, the
body. If the patient’s body is making the call, as practitioners
we have the opportunity to guide them in creating the most
beneficial and healing response to that call. If a patient
answers the body’s call with a shout in anger and our voice
on the other end is soft and receptive, might the patient then
experience a shift in themselves that brings forth the softening
of their experienced symptom?
Dianne Connelly expands upon this concept by stating:
“I assert that our experience of being alive is largely determined by what we are saying about being alive, moment
by moment, event by event, symptom by symptom, day by
day…Disease, like any phenomenon that we name, lives
in conversation. The conversation directs what we do.
What I deem something to “be” determines what I “do”
with it. Thus, disease lives not just in the body but also in
the interpretation each patient makes of the disease, that
is, in her lived suffering. And, the conversation between
person and practitioner, i.e., guide, coach, friend, can be
crucial sometimes even the crucial constituent in the way a
person interprets their disease—therefore, in her existential suffering.” (Connelly, 2009)
This conversation may even bring us to wonder whether verbal
medicine is enough. How about our most deeply affected
chronically ill or pain-ridden patients? How will we be able
to affect them through language? Utilizing telemedicine to
provide palliative care has proven effective as presented in the
article published in the April 2020 issue of The Journal of Pain
and Symptom Management, entitled “Rapid Implementation
of Inpatient Telepalliative Medicine Consultations During
COVID-19 Pandemic:”

“May we be grateful for the medium of
telemedicine. Its global reach increases
access to our patients and enables us to
explore the importance of human interaction
and the powerful use of language in the
treatment process and experience.”
“Telepalliative medicine as the remote delivery of PCS
has rapidly expanded in recent years largely in outpatient
and home-based settings, with the highest increase in
video-based services. When used for communication,
counseling, and disease monitoring, telemedicine
has been associated with reductions in mortality and
hospital admissions and improvement in quality of life.
Telepalliative medicine expands access to palliative medicine, reaches vulnerable patients, and allows for unique
forms of relationship building.” (Humphreys, 2020)
These past months we have witnessed the limitless spread
and reach of COVID-19, a virus that has no boundaries,
no currently designated cure, no discrimination based on
location, sex, color, age, religion or creed. If a modality we
bring to others creates a shift or an improved change of any
kind, whether it be a reduction in an experienced symptom, a
moment of joy, or an hour of peace through human interaction, it is our duty as practitioners to explore it.
May we be grateful for the medium of telemedicine. Its
global reach increases access to our patients and enables
us to explore the importance of human interaction and the
powerful use of language in the treatment process and
experience.
An article from the International Review of Neurobiology
highlights these possibilities:
“The way in which healthcare professionals discuss,
describe, and inform patients about the characteristic
effects of a given disease and its prevention, diagnosis
and treatment influence patients’ feelings and expectations which in turn affects their psychobiological
responses to, and subjective experiences and outcomes
of the disease and its treatment effects. The effect of
clinicians’ words on patients’ responses to treatments
and procedures, both active and inert or sham is nothing
less than incredible. The way in which information about
treatment effects is delivered to patients can even reverse
the clinically proven effects of an active treatment, or
increase the adverse effects of it.” (Glare, 2018)
continued on page 48
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GB – 44 足竅陰
Zu Qiao Yin, Foot Yin Orifices
By Yair Maimon, DOM, PhD, Ac and Bartosz Chmielnicki, MD

Explanation of the picture:
Please see bios at end of the article.
The pictures are part of a project
called the “Gates of Life”
portraying the nature, action, and
qi transformation of acupuncture
channels and points made by the CAM
team © (Chmielnick, Ayal, Maimon).
Illustration by painter Mrs. Martyna
“Matti” Janik.

GB-44, Zu Qiao Yin, is the Metal and jing-well point of the Gallbladder channel, depicted
here as a white (Metal) statue and a well. The feet of a ruined statue are shown in the
picture as a reminder of both the location and the name of the point. The head of the
statue which is lying nearby symbolizes the influence of the point on head orifices.
A man trimming a tree with metal scissors shows the quality of Metal controlling the
growth of Wood. The point affecting the Gallbladder Hun and the Mind has a calming
quality as well as the capability to treat insomnia. This is reflected in the picture as a
woman peacefully sleeping.

Characters of the Name:
足 – Zu – a pictogram of a foot
竅 – Qiao – hole, orifice

This character is composed of two parts:
The upper part is 穴 Xue - a hole.

The lower one is a phonetic part 敫 Jiao 陰 – yin.

A picture of a shady (侌Yin) side of a hill (阝Fu) together composes the meaning of yin.
JASA | SPRING 2020

45

GB – 44 足竅陰 Zu Qiao Yin, Foot Yin Orifices

Meaning of the Name:
GB-44 is the last point on this channel characterized by the
Metal quality enabling concentration and condensation of energy
before passing it into the yin channel of the Liver. It controls the
excessive yang rising to the head and strongly influences the
beginning of the channel, in particular the vision and hearing
senses.
The name of this point refers to the influence of GB-44 mainly
concerning the hearing and vision senses. It also points to the
location of the point and to passing of the energy into the Liver
channel – yin channel of Wood.

Main Actions and Indications:
GB-44 is a jing-well point and the last point of the channel. jingwell points are very dynamic in nature and they have ability to
treat pathologies at the other end of the channel. As the Metal
point GB-44 treats Heat/Fire pathologies related to: eyes and ears
and hearing and vision both on physical and non-physical levels.
Proper hearing and vision are important for making appropriate
judgements and decisions.
GB-44, as the jing-well point, is effective in treating pain, swelling or problems alongside the trajectory of the Sinew channel.
Gallbladder TMM (Tendon-Muscular Meridian) channel flows
from the fourth toe up to the lateral aspect of the knee, then
through the thigh, with a branch to the sacral area, and then
continuing up through the lateral part of the trunk, the breast,
running through the neck to above the ear to the area of Du-20,
with a branch diverting through the cheek to the nose and eye.
Gallbladder is a yang organ of Wood Phase, characterized by
strong, sudden upward movement, while the Metal nature of
the point slows down and re-direct the qi, especially when the
qi moves upwards too strongly. Therefore GB-44 can be used
to treat diseases resulting from excesses of Yang/Heat/Fire in
the head, especially the pathology of the eyes and ears such as:
sudden deafness, tinnitus, headaches, and bitter taste in the
mouth.
On the more psycho-emotional level, GB-44 has calming effect
on the Hun treating disturbances such as insomnia, agitation,
and restlessness. Having effect on the Hun it also effects the
ability to be assertive and having the power of making changes
and carry out plans.
GB-44 clears the senses, enabling proper perception of outer and
inner reality. It helps in seeing oneself positively.

When there is stagnation and tension in the Gall Bladder the
Heart is weakened, so the ability of feeling love and joy will be
reduced resulting in overjudge oneself and the others.

Summary of Action and
Indications:
1. Jing-well point
a. Influences the other end of the channel – treats Heat/Fire
pathologies in the eyes and ears enabling proper perception of reality
b. The originating point of TMM channel – treats pain,
itching, swellings along the Tendo-Muscular Meridian

2. Metal point
a. Condensates, directs inwards and downwards – treats
sudden deafness, tinnitus, headaches, and bitter taste in
the mouth
b. Calms the shen, especially Hun – treats insomnia,
agitation, and restlessness
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The Gallbladder is opposite to the Heart in the organ clock.
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The very unpredictable nature of technological connection
reminds us of the value and importance of each interaction
because we never know when the call may be dropped, the
email goes unanswered, or the text is undeliverable. We are
never sure about when a patient’s connection to self-awareness, their bodies, and ultimately their “holy breath” may
be lost.
It is our duty to be the reconnection, the reminder, that
each patient’s ability to listen to both their body and their
true nature will innately help them learn how to self-heal.
A virtual disconnect or spiritual loss of “connect-shen”
(connecting to shen) may be out of our control as practitioners, but providing our patients with ingrained guidance
about how to reconnect with themselves is the ultimate gift
and the foundation of verbal medicine.
May we be mindful in administering our “language needles.” May we be bold in our intentions to be conduits for
connection. May we perceive our current telemedical work
as a means to “flatten the curve” in the spread of post-

COVID-19’s traumatic symptomatology. May we begin to emerge
from this isolation so we can move with awareness and ease into a
“new normal.”
As we will surely return to our clinics to resume in-person treatments, may we be confident we also have these language tools
to use, knowing that if we must again treat from afar, we are
equipped with our “language needles” to meet the need. The
treatment rooms of verbal medicine are always open.
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