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ABSTRACT
Background: There is relatively limited knowledge
about the practitioners who provide acupuncture
treatment within the UK, what conditions patients
consult for and the treatment provided.

Objectives: To characterise the conditions treated and
by whom, to examine characteristics of the treatment
and to explore trends over time.

Method: A cross-sectional survey of the UK
acupuncture practitioners was conducted; 800
practitioners were selected by computer-generated
randomisation sequences from the four major
UK-based professional associations. Data collected on
the practitioners included demographic details,
association membership, statutorily regulated status,
practice setting, style of acupuncture, diagnostic
methods and needle response sought. Practitioners
recorded details of their 10 most recent patients,
including demographic details, primary reason for
consulting and lifestyle advice provided.

Results: 330 practitioners responded comprising
doctors (29%) physiotherapists (29%), nurses (15%)
and independent acupuncturists (27%): 62% were
women with median age of 48 years. The majority
(68%) practiced in independent settings and 42%
practiced within the National Health Service. Patients
most commonly consulted for low back, neck,
shoulder and knee pain, as well as headaches and
migraine. Treatment for infertility by independent
acupuncturists was found to have increased fivefold in
10 years.

Conclusion: Acupuncture provides a substantial
contribution to the healthcare of the UK, with an
estimated 4 million sessions provided annually. The
primary complaints for which patients consult
reflect the growing evidence base on acupuncture for
these conditions. These data provide a basis for
decision-making regarding policy and practice.

INTRODUCTION
There is increasing evidence that acupunc-
ture is an effective treatment for several
chronic pain conditions1e4 and relatively
safe.5e7 The benefits of pain relief and the
experience of relaxation following acupunc-
ture appear to outweigh the perceived risks

of adverse reactions to treatments for most
patients.8 NICE guidelines recommend
acupuncture as an effective treatment for the
early management of low back pain,8 and
there is some evidence that general practi-
tioners are in favour of acupuncture being
more available in primary care.9 The funding
for acupuncture clinics in general practice
has been difficult,10 and provision of
acupuncture in primary care is patchy,11

which has led to many patients turning to
independent practitioners for treatment.12 13
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ARTICLE SUMMARY

Article focus
- This survey provides an up-to-date overview on

the current state of provision of acupuncture in
the UK, including information on diagnostic
practices and lifestyle advice provided to
patients.

Key messages
- An estimated 4 million acupuncture sessions

were provided in 2009 in the UK with approxi-
mately two-thirds of this provision outside the
National Health Service.

- Most practitioners in the four major professional
associations have backgrounds as doctors,
physiotherapists, nurses and independent
acupuncturists.

- Consultation rates were highest for musculoskel-
etal conditions, commonly back, shoulder, neck
and knee pain, and neurological conditions,
primarily headache and migraine.

Strengths and limitations
- Robust survey methods were used to limit

selection bias; practitioners who provided our
data were selected through a randomisation
process.

- There is a potential risk of response bias;
however, comparisons to earlier reports
suggest that our results are reasonably repre-
sentative of the UK and the USA populations.

- The findings are consistent with the current
evidence base on clinical efficacy and cost-
effectiveness of acupuncture.
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Overall, we have insufficient knowledge about the
practitioners who provide acupuncture treatment, what
conditions patients most commonly consult for, the
characteristics of the treatment provided and how the
conditions treated have changed over time. This study
aims to investigate the current state of acupuncture
practice in the UK. Our objectives in this study were to
survey the major professional associations in order to
characterise the practitioners, the conditions that are
most commonly treated and some characteristics of the
treatment process.

METHODS
Design and participants
During April and May 2009, a random sample of 200
practitioners of acupuncture registered with each of the
four major UK-based acupuncture practitioner associa-
tions were invited to participate in a cross-sectional
postal survey; 800 practitioners were approached in total.
The calculations of sample size were based on a margin
of error of 10% and assumed a response rate of 33%.
Based on these estimates, a target sample size of 200
practitioners from each association was calculated to
provide a minimum response of 68 practitioners from
each association. The four organisations were Acupunc-
ture Association of Chartered Physiotherapists (AACP),
British Acupuncture Council (BAcC), British Academy
of Western Medical Acupuncture (BAWMA) and British
Medical Acupuncture Society (BMAS). The AACP
(n¼5600) is a clinical interest group of the Chartered
Society of Physiotherapy with membership requiring
a minimum of 80 h of training. The BAcC (n¼2538) is
the leading self-regulatory body for independent
acupuncturists in the UK. Membership is provided to
graduates of courses based on 3 years full-time study or
equivalent, with most courses awarding a bachelor’s
degree BSc (Hons). Most members of BAWMA (n¼302)
are nurses or other healthcare professionals, and they
have received approximately 100 h of training delivered
over eight weekends leading to an Academy Licentiate
Certificate. Practising members of BMAS (n¼2385) are
primarily doctors with a minimum of two weekends
training and may also be accredited on completion of
100 h of training, and the provision of a series of case
histories. Although a very small number of practitioners
have multiple memberships for reader accessibility, we
will characterise these four groups, respectively, as
physiotherapists, independent acupuncturists, nurses
and doctors. A senior member from each of the four
associations agreed to act as a lead collaborator and
provided the required information on behalf of their
organisation (see Acknowledgements). Members prac-
tising outside the UK were excluded, as were those
collaborating in the conduct of the study and those
BAcC members who had opted not to participate in
research projects. Ethical approval for this study was
obtained from the Research Governance Committee,
Department of Health Sciences at the University of York.

Randomisation process
The BAcC and BAWMA organisations provided complete
lists of their UK membership with postal addresses for
randomisation. Randomisation was conducted indepen-
dently using a computer-generated randomisation
sequence; the numbers generated were then used to
select 200 members from each professional body. The
AACP and BMAS each provided pre-randomised lists
with postal addresses of 200 practitioners ready for use.

Data collection
In a two-page questionnaire, practitioners of acupunc-
ture were asked their age, gender, professional organi-
sation and to which statutorily regulated bodies they
belonged, their years in practice, style(s) of acupuncture
used, the settings in which they practice (whether
National Health Service (NHS), independent or not for
profit) and the number of treatments given in an
average week. Practitioners recorded information
relating to the theoretical knowledge base that informed
their practice,14 including style of acupuncture, types
of response elicited when needling and methods used to
support diagnosis. The data requested were selected
to allow for comparisons to be made with previous
cross-sectional surveys.5 12 15 16

Practitioners were asked to record details of their 10
most recent consecutive patients. Information requested
included each patient’s age and gender, primary
complaint or reason for the consultation and whether
the practitioner provided lifestyle advice: either advice
relevant to their conventional medical diagnosis or to
their traditional acupuncture diagnosis. Where more
than one complaint was recorded, the first listed was
coded as the primary reason. Completed questionnaires
were returned by post. Reminders were sent to
non-respondents 4 weeks later.

Data analysis
The mapping process comprised a descriptive analysis of
who provided treatment and in what setting, aspects of
how the treatment was provided and the primary reasons
for their patient’s consultation. Where appropriate,
proportions, ORs and 95% CIs were used to present
differential usage of practitioner services and trends over
time. All usable questionnaires were included in the data
set, and missing data are reported in table 1. Primary
complaints/reasons for the consultation were cate-
gorised using the International Classification of Primary
Care (ICPC).17An additional category of ‘general well-
being’ enabled us to compare our findings with those
from earlier surveys of independent acupuncturists in
1988 and 2002.13 18 To simplify the presentation of age
and gender differences in consulting patterns, patients
were grouped into four age groups for analysis based on
bands used by the Office of National Statistics19 and
combined to form four groups: young people ¼ younger
than 24 years, mature adults¼25e44 years, middle age
adults¼45e64 years and older people¼65 years and
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older. Data management and analysis was conducted
using the Statistical Package for the Social Sciences
(SPSS, V.17).

RESULTS
Practitioner participation rates
Of the 800 questionnaires posted out, 330 (41%) usable
questionnaires were returned; seven more were incom-
plete and unusable (table 1). Reminders or requests for
complete information were sent to 226 practitioners.
Response rates among physiotherapists, independent
acupuncturists and doctors ranged between 45% and
48%, and 25% of nurses responded.

Practitioner characteristics
Overall, respondents had a mean age of 47 years
(SD¼11), 62% were women (table 1). Within the
sample, 250 (76%) were members of the statutorily
regulated bodies: the BMAS comprised 84% doctors,
AACP 94% physiotherapists, BAWMA 82% nurses and
the BAcC comprised 82% without statutory regulation.
Overlapping membership was minimal (n¼8, 2.4%).

Years in practice and numbers treated
The number of years in acupuncture practice ranged
from several months to 30 years (median¼8 years,
IQR1¼4, IQR3¼14). The number of acupuncture
treatments provided weekly was diverse, ranging from
0 to 80 treatments (median of six treatments, IQR1¼2,
IQR3¼16) per week. The independent acupuncturists
were markedly different from practitioners of the other
UK-based organisations in that they had a median of
11 years experience (IQR1¼5, IQR3¼19) and provided
a median of 15 acupuncture treatments per week
(IQR1¼9, IQR3¼25). The annual number of treatments
per week multiplied by the organisation size leads to an
estimate of 3.8 million treatments provided per year in
the UK. This comprises approximately 2 million treat-
ments from independent acupuncturists, 1.2 million
treatments from physiotherapists, 0.5 million from
doctors and 0.1 million from nurses.

Practice setting
A total of 42% of practitioners reported working within
the NHS, 68% reported working from an independent/
private clinic and 12% reported working in a not-for-
profit setting. The overlap in the proportions
is accounted for by 16% of physiotherapists and 15%
of doctors reported working in the NHS and in
independent/private clinics.

Style of acupuncture
Western medical acupuncture is reported as the most
widely used style (67%) followed by traditional Chinese
medicine (41%) and the Five Element Style (18%). Use
of Japanese acupuncture and other styles was minimal
(5%). Multiple methods of acupuncture were used by
26% of respondents. Clear differences between styles of

practice are evident between organisations. Approxi-
mately 90% of physiotherapists, nurses and doctors
primarily use Western medical acupuncture compared to
8% of independent acupuncturists. In contrast, most
independent acupuncturists (90%) and over one-third
of physiotherapists (38%) practice traditional Chinese
medicine.

Diagnostic and treatment techniques
The majority of practitioners reported seeking a de qi
response (72%) or twitch response (30%). Using
a combination of de qi and twitch response was reported
by 24% of practitioners, and a minority (7%) reported
that no response was sought. Palpation was the most
commonly reported diagnostic technique (63%)
followed by tongue diagnoses (32%) and pulse diagnosis
(32%). The use of techniques differed across organisa-
tions: independent acupuncturists (99%) reported
regular use of a combination of tongue, pulse and
palpation diagnosis compared to 6%e15% of the other
practitioners. In contrast, the majority of physiothera-
pists (67%) and doctors (56%) reported palpation only
as their diagnostic technique. Furthermore, 16% of
nurses (n¼8) and 18% of doctors (n¼16) reported
never using any of these diagnostic techniques.

Patient demographic data
The practitioners reported on 2599 patients (mean per
practitioner¼8.78, SD¼2.8) (table 2). Patients were
more likely to be women (OR¼2.8 (95% CI 1.6 to 5.1)),
although the age range of 9e94 years was equivalent in
both genders (mean¼49 years, SD¼16.5). As might be
expected, this sample of 2599 contained 14% fewer
young people (n¼144) than the national population of
England in 2009 and 10% more mature adults (n¼991)
and 10% more middle-aged people (n¼970) and 8%
more older people (n¼494) (online appendix 1).19

Primary complaint/reason for consultation: broad categories
Reasons for consultation were dominated by musculo-
skeletal complaints (59%), with the remaining nine top
10 broad categories forming a further 41% of all
consultations The residual 2% (n¼52) of the patients
were distributed across the remaining 12 categories
within the ICPC coding system.

Primary complaint/reason for consultation: specific
conditions
Back pain with or without radiating pain (19%) was the
most common reason for consulting across all four
professional associations, followed by neck pain,
shoulder pain and knee pain each accounting for
around 7%. Within the lower ranked specific
complaints, differences in the pattern of consultation
emerged reflecting the professional background of the
practitioner. Physiotherapists, nurses and doctors treated
a range of other musculoskeletal problems, including
sprains and strains, hip, leg and foot symptoms but not
exclusively. Consultations for headache or migraine
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(5%) are linked to the prominence of neurological
complaints as the second most common within the
ranking of the top 10 broad categories. Anxiety, stress
and depression were the three most prevalent psycho-
logical complaints and more commonly treated by
independent acupuncturists, as were treatments for
infertility.

Who goes for treatment by age and gender
Men were twice more likely to consult for a musculo-
skeletal complaint than women (OR¼2.0 (95% CI 1.76
to 2.48)); specifically, younger, adult and middle-aged
men (9e64 years) were twice as likely to consult with
back pain than younger, adult and middle-aged women
(OR¼2.2 (95% CI 1.8 to 2.8)) (table 3). This gender
difference in consultation for back pain is not apparent
in older patients. As expected, middle-aged and older
people were nearly three times more likely to consult
with knee problems than were younger adults (OR¼2.8
(95% CI 2.0 to 4.1)). The majority of patients presenting
with neurological problems were mature adults
(25e44 years) (80%) and were nearly twice as likely to be
women (OR¼1.9 (95% CI 1.37 to 2.6)).

Lifestyle advice offered to patients
Overall 78% of all patients were offered lifestyle advice
relevant to a conventional medical diagnosis, primarily
for musculoskeletal (87%), neurological (76%) and
general conditions (61%) (table 4). In contrast, lifestyle

advice relevant to an acupuncture diagnosis was offered
to 56% of all patients but more commonly for psycho-
logical (84%), obstetric (83%) and gynaecological
(76%) conditions, and digestive (81%) and skin
complaints (73%). As might be expected, doctors,
physiotherapists and nurses provided a greater propor-
tion (83%e95%) of lifestyle advice relevant to conven-
tional medical diagnoses than did independent
acupuncturists (54%). Lifestyle advice relevant to an
acupuncture diagnosis was more frequently provided
by independent acupuncturists (85%) compared to
physiotherapists (26%), nurses (41%) or doctors (53%).

Changes to reasons for consultation over time
We compared the most prevalent broad categories from
within the ICPC that were reported by independent
acupuncturists in this survey, to similar surveys in 200213

and 1988,18 (table 5). Results indicated significant
decline in the proportion of patients consulting inde-
pendent acupuncturists for musculoskeletal conditions
from 47% in 1988 to 34% in 2009 (OR¼1.8 (95% CI 1.4
to 2.2)).
In contrast, there has been a significant upward trend

in the proportion of consultations for infertility from
2.5% in 2002 to 13% in 2009 (OR¼5.7 (95% CI 4.5 to
7.24)); the proportions of people who presented with
either neurological or psychological conditions have
remained relatively stable over time. Finally, patients in
2009 (0.4%) were 12 times less likely to consult for

Table 3 Patients with the most common musculoskeletal conditions by age and gender, n¼1544/2599 patients (59%)

Males

9e24 years
(n[64)

25e44 years
(n[336)

45e64 years
(n[320)

65+ years
(n[184)

Total men
(n[904)

n (%) n (%) n (%) n (%) n (%)

Back 20 (31) 99 (29) 81 (25) 46 (25) 246 (27)
Shoulder 3 (5) 21 (6) 34 (11) 17 (9) 75 (8)
Knee 2 (3) 19 (6) 26 (8) 25 (14) 72 (8)
Neck 1 (2) 19 (6) 24 (8) 14 (8) 58 (6)
Other musculoskeletal 25 (49) 79 (24) 54 (15) 29 (16) 187 (27)
Total number of men with
a musculoskeletal complaint

51 (80) 237 (71) 219 (68) 131 (71) 638 (71)

Non-musculoskeletal conditions 13 (20) 99 (29) 101 (32) 53 (29) 266 (29)
Total men 64 (100) 336 (100) 320 (100) 184 (100) 904 (100)

Females

9e24 years
(n[80)

25e44 years
(n[655)

45e64 years
(n[650)

65+ years
(n[310)

Total women
(n[1695)

n (%) n (%) n (%) n (%) n (%)

Back 17 (21) 88 (13) 99 (15) 74 (24) 278 (16)
Shoulder 4 (5) 23 (4) 64 (10) 24 (8) 115 (7)
Knee 2 (3) 16 (2) 42 (6) 43 (14) 103 (6)
Neck 4 (5) 51 (8) 50 (8) 28 (9) 133 (8)
Other musculoskeletal 12 (15) 80 (12) 113 (17) 72 (43) 277 (16)
Total number of women with
a musculoskeletal complaint

39 (49) 258 (39) 368 (57) 169 (55) 906 (53)

Non-musculoskeletal conditions 41 (51) 397 (61) 282 (43) 141 (45) 789 (47)
Total women 80 (100) 655 (100) 650 (100) 310 (100) 1695 (100)
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general well-being than those in 2002 (4.8%)
(OR¼12.04 (95% CI 0.47 to 307.03)).

DISCUSSION
Principal findings
Each of the four professional associations surveyed has
members primarily drawn from one of the following
groups: doctors, physiotherapists, nurses and indepen-
dent acupuncturists. The latter group has three times as

many patients consulting per week, due to acupuncture
being their primary modality as opposed to an adjunct to
conventional medical care. From the average number of
treatments reported each week, we extrapolate that
practitioners from the four organisations in the UK in
2009 provided 3.8 million treatments per year. We also
found that more acupuncture is provided in indepen-
dent/private clinics than in NHS settings, whether
primary or secondary care. The styles of acupuncture

Table 4 The number of patients offered lifestyle advice relevant to a conventional medical diagnosis compared to lifestyle
advice relevant to an acupuncture diagnosis

Broad categories

Life style advice relevant
to a conventional medical diagnosis

Lifestyle advice relevant
to an acupuncture diagnosis

n (%) n (%)

Musculoskeletal 1332 (87) 642 (43)
Neurological 168 (76) 129 (61)
Psychological 120 (65) 153 (84)
Family planning 93 (64) 120 (83)
General 70 (61) 75 (67)
Gynaecological 44 (57) 56 (76)
Digestive 49 (66) 57 (81)
Respiratory 52 (71) 51 (72)
Skin 22 (55) 31 (78)
Circulatory 21 (81) 18 (69)
Other categories 53 (66) 67 (80)
Total 2024 (79) 1399 (56)

Table 5 Comparison of the broad categories of complaints of people seeking acupuncture care from three surveys of
independent acupuncturists (members of the British Acupuncture Council)

ICPC categories

Survey data from
2009 (N[946)

Survey data from
200213 (N[9408)

Survey data from
198818 19 (N[518)

n (%) n (%) n (%)

A General 59 (6) 852 (9) 31 (6)
General well-being* 8 (0.8) 446 (5) 19 (4)

B Blood 2 (0.2) 31 (0.3) 2 (0.4)
D Digestive 49 (5) 434 (5) 20 (4)
F Eye 2 (0.2) 34 (0.4) 3 (0.6)
H Ear 8 (0.8) 72 (0.8) 5 (1)
K Circulatory 20 (2) 335 (4) 7 (1)
L Musculoskeletal 304 (34) 3560 (38) 241 (47)
N Neurological 75 (8) 763 (8) 37 (7)
P Psychological 123 (13) 1047 (11) 61 (12)
R Respiratory 35 (4) 533 (6) 33 (7)
S Skin 23 (3) 264 (3) 12 (2)
T Endocrine, metabolic

and nutritional
14 (1) 125 (1) 11 (2)

U Urology 6 (0.6) 93 (1) 6 (1)
W Family planning 120 (13) 232 (2) 1 (0.2)
X Gynaecology 57 (6) 481 (5) 16 (3)
Y Male genital system 7 (0.8) 20 (0.2) 2 (0.4)
Z Social problem 3 (0.3) 18 (0.2) 2 (0.4)

Other 11 (1.0) d d
Total 926 (100) 9340 (99) 509 (98)
Missing 0 68 (1) 9 (2)
Grand total 926 (100) 9408 (100) 518 (100)

*General well-being is a subgroup of category A ‘General’.
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used clearly reflect the professional backgrounds of the
practitioners, though with some overlap, especially
among physiotherapists who more commonly provide
treatment based on both Western medical acupuncture
and traditional Chinese medicine. Overlaps in practice
also occur in the type of needle response in patients that
is sought, with a higher proportion of physiotherapists
and doctors aiming to elicit a de qi response, which is
associated with traditional Chinese medicine, than
a twitch response associated with Western medical
acupuncture. Across the four associations, patients are
consulting most commonly for two types of conditions:
musculoskeletal problems and headaches. Younger
people predominantly consult for back pain and head-
aches, whereas older people are proportionately more
likely to consult for knee pain.

Strengths and weaknesses of the study
This survey provides an up-to-date overview on the
current state of provision of acupuncture in the UK.
Robust survey methods were used to limit selection bias;
practitioners who provided our data were selected
through a randomisation process from four professional
organisations. We anticipated a response rate of around
30% based on previous surveys, which we achieved with
three out of four professional associations. We accept
that there remains the potential for a response bias as
those who use acupuncture infrequently may be less
likely to complete the survey, and there may be physio-
therapists, doctors and nurses who are trained to use
acupuncture and practice it regularly but do not belong
to any of these associations. However, the similarities in
the patients’ primary reasons for the clinical encounter
in our results compared to earlier reports10 12 13 16 20 21

suggest that our results are reasonably representative of
the UK and the USA populations. We did not gather
information on the patients’ pathway to treatment;
therefore, we cannot assess if this has changed in recent
years.

Comparisons with other studies
A previous survey22 estimated the total number of
acupuncture treatments per year to be approximately
3 million, of which 2 million were within private practice
and 1 million within the NHS. While overall numbers of
treatments have increased to an estimated 3.8 million, in
our survey, the proportion of overall availability of
acupuncture within the NHS and independent practice
remains relatively unchanged. Our survey is novel in
seeking information on diagnostic practices and lifestyle
advice provided to patients. Individualised lifestyle
advice can be an integral part of an acupuncture treat-
ment23 24 to help patients assume responsibility for their
own health and may be a key factor in any long-term
benefits of treatment. Our study indicates that lifestyle
advice relevant to a conventional medical diagnosis is
offered routinely to patients across age, gender and
condition. Over half of all practitioners offered lifestyle
advice relevant to a traditional acupuncture diagnosis,

suggesting a growing assimilation of traditional
acupuncture principles into Western style practice.
The direct comparisons made to previous studies on

the primary complaints and reasons for consulting
among patients of independent acupuncturists in 1988
and 200213 indicate a fivefold increase among indepen-
dent acupuncturists in the consultation rates for female
infertility over the past decade. This result is consistent
with a 2008 patient survey25 and a 2010 report,26 the
latter providing evidence that a minority of practitioners
have become specialists in infertility treatment in recent
years. The increase parallels the growing evidence that
acupuncture given with embryo transfer improves rates
of pregnancy and live birth among women undergoing
in vitro fertilisation.27

Implications for clinicians and policymakers
Our study shows that there is a substantial provision of
acupuncture to meet patients’ healthcare needs with
approximately two-thirds of this provision outside the
NHS. The common conditions are remarkably
congruent with those that general practitioners
acknowledge they are not fully effective in treating,
primarily musculoskeletal conditions and chronic
pain.28

We have found that the provision of acupuncture
within NHS services has remained relatively static. This
may change as NICE guideline,29published in the same
year as this survey (2009), recommends NHS provision
of acupuncture for back pain. Our findings that the
overall provision of acupuncture in the NHS is patchy
are consistent with previous research.11 22 This has
implications for service provision; we would suggest that
where good evidence of clinical efficacy and cost-effec-
tiveness is apparent, that acupuncture should become
more widely available through referral from primary
care.

Future research
We have provided evidence of patients commonly
seeking treatment for a range of conditions. However,
for many of these, there remains insufficient evidence of
whether acupuncture is beneficial or not, and if benefi-
cial, whether it is cost-effective. This ‘evidence gap’28

provides a major challenge to the research community to
develop the evidence base further. If the motivation is to
reduce the current inequality of access, as the majority of
acupuncture is paid for out-of-pocket, research is needed
to provide the types of evidence that help NICE make
recommendations on whether or not acupuncture
should be offered as a treatment option in primary care.
We have provided an important insight into the

routine provision of lifestyle advice within an acupunc-
ture consultation, whether practised according to
Western or traditional Chinese principles. There are two
research proposals that emerge from our study. First, we
suggest that a better understanding of the role of life-
style advice is needed, and the extent to which that
advice is taken up by patients, and the impact it has as
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a contribution to any putative overall benefit. Second, we
noted that a considerable portion of the lifestyle advice
was acupuncture specific. In the context that active
components of an acupuncture treatment are consid-
ered to include both the acupuncture needling and the
acupuncture-specific lifestyle advice, we propose
exploratory research to address the feasibility of
designing randomised controlled trials that control for
non-specific effects.

CONCLUSIONS
From this survey, we estimate that almost 4 million
acupuncture treatments were provided in the UK in
2009 by the practitioners of the major acupuncture
associations. Approximately one-third of these treat-
ments were provided within the NHS. The consultation
rates were highest for musculoskeletal conditions,
commonly back, shoulder, neck and knee pain, and
neurological conditions, primarily headache and
migraine. These findings are consistent with the current
evidence base on clinical efficacy and cost-effectiveness
of acupuncture.

Acknowledgements The lead collaborator from each of the four professional
acupuncture associations provided support for this project. Our thanks are
due to Jennie Longbottom (chair, AACP), Professor Nicola Robinson (chair,
Research Committee, BAcC), Ken Ward-Atherton Lord of Witley and Hurcott
(chair, BAWMA), Dr Mike Cummings (medical director, BMAS).

Funding This work presents independent research supported by a National
Institute of Health Research Career Scientist Award, grant number
PAS/03/07/CSA/008 awarded to Hugh MacPherson.

Competing interests None.

Ethics approval The study was approved by Research Governance Committee,
Department of Health Sciences at the University of York.

Contributors All authors contributed extensively to this paper and commented
on the manuscript at all stages. AKH cleaned, analysed and interpreted the data
and wrote the main paper. SC designed the questionnaire, collected and
managed the data and reviewed the draft paper. MK supervised the study
design, advised on statistical analysis, interpreted the data and reviewed the
draft paper. As part of an NIHR Career Scientist Award (PAS/03/07/CSA/008),
HM conceived and supervised the study, interpreted the data and revised the
main paper. All authors approved the final version.

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement There are no additional unpublished data from this
research.

REFERENCES
1. Manheimer E, White A, Berman B, et al. Meta-analysis: acupuncture

for low back pain. Ann Intern Med 2005;142:651e63.
2. Linde K, Allais G, Brinkhaus B, et al. Acupuncture for tension-type

headache. Cochrane Database Syst Rev 2009;(1):CD007587.
3. Trinh K, Graham N, Gross A, et al. Acupuncture for neck disorders

2006. Cochrane Database Syst Rev 2006;(3):CD004870.
4. White A, Foster NE, Cummings M, et al. Acupuncture treatment for

chronic knee pain: a systematic review. Rheumatology (Oxford)
2007;46:384e90.

5. MacPherson H, Thomas K, Walters S, et al. The York acupuncture
safety study: prospective survey of 34 000 treatments by traditional
acupuncturists. BMJ 2001;323:486e7.

6. White A, Hayhoe S, Hart A, et al. Survey of adverse events following
acupuncture (SAFA): a prospective study of 32,000 consultations.
Acupunct Med 2001;19:84e92.

7. Witt CM, Pach D, Brinkhaus B, et al. Safety of acupuncture: results of
a prospective observational study with 229,230 patients and
introduction of a medical information and consent form. Forsch
Komplementmed 2009;16:91e7.

8. Hopton AK, Thomas KJ, MacPherson H. Willingness to try
acupuncture again: reports from patients on their treatment reactions
in a low back pain trial. Acupunct Med 2010;28:185e8.

9. Lipman L, Dale J, MacPherson H. Attitudes of GPs towards the
provision of acupuncture on the NHS. Complement Ther Med
2003;11:110e14.

10. Lim JH. Provision of medical acupuncture service in general
practice under practice-based commissioning. Acupunct Med
2010;28:103e4.

11. Johnson G, White A, Livingstone R. Do general practices which
provide an acupuncture service have low referral rates and
prescription costs? A pilot survey. Acupunct Med 2008;26:205e13.

12. Dale J. Acupuncture practice in the UK. Part 1: report of a survey.
Complement Ther Med 1997;5:215e20.

13. MacPherson H, Sinclair-Lian N, Thomas K. Patients seeking care
from acupuncture practitioners in the UK: a national survey.
Complement Ther Med 2006;14:20e30.

14. Birch S, Felt R. Understanding Acupuncture. Edinburgh: Churchill
Livingstone, 1999.

15. MacPherson H, Scullion A, Thomas KJ, et al. Patient reports of
adverse events associated with acupuncture treatment: a prospective
national survey. Qual Saf Health Care 2004;13:349e55.

16. Sherman KJ, Cherkin DC, Eisenberg DM, et al. The practice of
acupuncture: who are the providers and what do they do? Ann Fam
Med 2005;3:151e8.

17. Lamberts H, Wood M. International Classification of Primary Care.
Oxford: Oxford University Press, 1987.

18. Thomas KJ, Carr J, Westlake L, et al. Use of non-orthodox and
conventional health care in Great Britain. BMJ. 1991;302:207e10.

19. Office of National Statistics. Estimates of Household population for
England and Wales (experimental). Office of National Statistics gov
org uk, 2009. http://www.statistics.gov.uk/hub/population/population-
change/population-estimates/index.html (accessed 9 Dec 2010).

20. Shao JYI, Borthwick AM, Lewith GT, et al. Attitudes towards traditional
acupuncture in the UK. Evid Base Integr Med 2005;2:37e45.

21. Wadlow G, Peringer E. Retrospective survey of patients of
practitioners of traditional Chinese acupuncture in the UK.
Complement Ther Med 1996;4:1e7.

22. Thomas KJ, Nicholl JP, Coleman P. Use and expenditure on
complementary medicine in England: a population based survey.
Complement Ther Med 2001;9:2e11.

23. MacPherson H, Thomas K. Self-help advice as a process integral to
traditional acupuncture care: implications for trial design.
Complement Ther Med 2008;16:101e6.

24. Hughes JG, Goldbart J, Fairhurst E, et al. Exploring acupuncturists’
perceptions of treating patients with rheumatoid arthritis. Complement
Ther Med 2007;15:101e8.

25. Bartlett G. Online patient survey report. British Acupuncture Council,
February 2008. Available at: http://www.acupuncture.org.uk/
members/resources/survey.asp (accessed 5 May 2009).

26. Bovey M, Lorenc A, Robinson N. Extent of acupuncture practice for
infertility in the United Kingdom: experiences and perceptions of the
practitioners. Fertil Steril 2010;94:2569e73.

27. Manheimer E, Zhang G, Udoff L, et al. Effects of acupuncture on rates
of pregnancy and live birth among women undergoing in vitro
fertilisation: systematic review and meta-analysis. BMJ 2008;8:545e9.

28. Fisher P, Van Haselen R, Hardy K, et al. Effectiveness gaps: a new
concept for evaluating health service and research needs applied to
complementary and alternative medicine. J Altern Complement Med
2004;10:627e32.

29. NICE. Low Back Pain. Early Management of Persistent Non-specific
Low Back Pain. London, UK: National Institute for Health and Clinical
Excellence, 2009:27.

PAGE fraction trail=9

Hopton AK, Curnoe S, Kanaan M, et al. BMJ Open 2012;2:e000456. doi:10.1136/bmjopen-2011-000456 9

Acupuncture in practice: a national cross-sectional survey

 on M
arch 20, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2011-000456 on 11 January 2012. D

ow
nloaded from

 

http://bmjopen.bmj.com/


 1

STROBE Statement—checklist of items that should be included in reports of observational studies 
YOU MUST NOTE THE PAGE NUMBER WHERE EACH ITEM IS REPORTED INSIDE 
THE BRACKETS [ ]. IF NOT APPLICABLE WRITE N/A 
 

 Item No Recommendation 

(a) Indicate the study’s design with a commonly used term in the title or the 

abstract [Within the title page 1 and method section of the abstract page 2 ] 

Title and abstract  1 

(b) Provide in the abstract an informative and balanced summary of what was 

done and what was found  [See results section of abstract page 2  ] 

Introduction 

Background/rationale 2 Explain the scientific background and rationale for the investigation being 

reported  [ page 1  ] 

Objectives 3 State specific objectives, including any prespecified hypotheses  [pages 2 -3  ] 

Methods 

Study design 4 Present key elements of study design early in the paper [ Methods page 4  ] 

Setting 5 Describe the setting, locations, and relevant dates, including periods of 

recruitment, exposure, follow-up, and data collection  [ pages 4-6  ] 

(a) Cohort study—Give the eligibility criteria, and the sources and methods of 

selection of participants. Describe methods of follow-up [   ] 

Case-control study—Give the eligibility criteria, and the sources and methods of 

case ascertainment and control selection. Give the rationale for the choice of cases 

and controls [   ] 

Cross-sectional study—Give the eligibility criteria, and the sources and methods 

of selection of participants [ page 4] 

Participants 6 

(b) Cohort study—For matched studies, give matching criteria and number of 

exposed and unexposed [   ] 

Case-control study—For matched studies, give matching criteria and the number 

of controls per case  [   ] 

Variables 7 Clearly define all outcomes, exposures, predictors, potential confounders, and 

effect modifiers. Give diagnostic criteria, if applicable [ page 4 ] 

Data sources/ measurement 8*  For each variable of interest, give sources of data and details of methods of 

assessment (measurement). Describe comparability of assessment methods if there 

is more than one group  [  page 4 ] 

Bias 9 Describe any efforts to address potential sources of bias  [page 5 ] 

Study size 10 Explain how the study size was arrived at  [page 4   ] 

Quantitative variables 11 Explain how quantitative variables were handled in the analyses. If applicable, 

describe which groupings were chosen and why [pages 5-6   ] 

(a) Describe all statistical methods, including those used to control for 

confounding  [ page 5-6  ] 

(b) Describe any methods used to examine subgroups and interactions  [ page 6 ] 

(c) Explain how missing data were addressed [N/A   ] 

(d) Cohort study—If applicable, explain how loss to follow-up was addressed [   ] 

Case-control study—If applicable, explain how matching of cases and controls 

was addressed  [   ] 

Cross-sectional study—If applicable, describe analytical methods taking account 

of sampling strategy  [ N/A ] 

Statistical methods 12 

(e) Describe any sensitivity analyses  [N/A   ] 

Continued on next page



 2

 

Results 

(a) Report numbers of individuals at each stage of study—eg numbers potentially eligible, 

examined for eligibility, confirmed eligible, included in the study, completing follow-up, and 

analysed [  pages 7;table 1 ] 

(b) Give reasons for non-participation at each stage  [ N/A ] 

Participants 13* 

(c) Consider use of a flow diagram  [N/A information in table 1   ] 

(a) Give characteristics of study participants (eg demographic, clinical, social) and information 

on exposures and potential confounders   [ page 6-8 and table 1  ] 

(b) Indicate number of participants with missing data for each variable of interest  [table 1   ] 

Descriptive 

data 

14* 

(c) Cohort study—Summarise follow-up time (eg, average and total amount)   [   ] 

Cohort study—Report numbers of outcome events or summary measures over time  [   ] 

Case-control study—Report numbers in each exposure category, or summary measures of 

exposure  [   ] 

Outcome data 15* 

Cross-sectional study—Report numbers of outcome events or summary measures  [N/A   ] 

(a) Give unadjusted estimates and, if applicable, confounder-adjusted estimates and their 

precision (eg, 95% confidence interval). Make clear which confounders were adjusted for and 

why they were included  [N/A   ] 

(b) Report category boundaries when continuous variables were categorized  [N/A   ] 

Main results 16 

(c) If relevant, consider translating estimates of relative risk into absolute risk for a meaningful 

time period  [ N/A  ] 

Other analyses 17 Report other analyses done—eg analyses of subgroups and interactions, and sensitivity 

analyses  [ Pages 9-13; tables 2,3,4,5] 

Discussion 

Key results 18 Summarise key results with reference to study objectives  [ page 14  ] 

Limitations 19 Discuss limitations of the study, taking into account sources of potential bias or imprecision. 

Discuss both direction and magnitude of any potential bias  [ page 14  ] 

Interpretation 20 Give a cautious overall interpretation of results considering objectives, limitations, multiplicity 

of analyses, results from similar studies, and other relevant evidence  [ page 15-17  ] 

Generalisability 21 Discuss the generalisability (external validity) of the study results  [pages 9  and 14 ] 

Other information 

Funding 22 Give the source of funding and the role of the funders for the present study and, if applicable, 

for the original study on which the present article is based  [Within acknowledgements   ] 

 

*Give information separately for cases and controls in case-control studies and, if applicable, for exposed and 

unexposed groups in cohort and cross-sectional studies. 

 

Note: An Explanation and Elaboration article discusses each checklist item and gives methodological background and 

published examples of transparent reporting. The STROBE checklist is best used in conjunction with this article (freely 

available on the Web sites of PLoS Medicine at http://www.plosmedicine.org/, Annals of Internal Medicine at 

http://www.annals.org/, and Epidemiology at http://www.epidem.com/). Information on the STROBE Initiative is 

available at www.strobe-statement.org. 

 

 

Once you have completed this checklist, please save a copy and upload it as part of your 
submission. When requested to do so as part of the upload process, please select the file 
type: Checklist. You will NOT be able to proceed with submission unless the checklist has 
been uploaded. Please DO NOT include this checklist as part of the main manuscript 
document. It must be uploaded as a separate file. 


