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A blinded randomised trial of acupuncture
(manual and electroacupuncture) compared with
a non-penetrating sham for the symptoms of
osteoarthritis of the knee
Ronald W Jubb, Emad S Tukmachi, Peter W Jones, Emma Dempsey, Lynn Waterhouse, Sue Brailsford

Abstract
Objectives To compare the effect of acupuncture (manual and electroacupuncture) with that of a nonpenetrating sham (‘placebo’ needle) in patients with osteoarthritic knee pain and disability who are blind to
the treatment allocation.
Methods Acupuncture naïve patients with symptomatic and radiological evidence of osteoarthritis of the knee
were randomly allocated to a course of either acupuncture or non-penetrating sham acupuncture using a
sheathed ‘placebo’ needle system. Acupuncture points for pain and stiffness were selected according to
acupuncture theory for treating Bi syndrome. Both manual and electrical stimulation were used. Response was
assessed using the WOMAC index for osteoarthritis of the knee, self reported pain scale, the EuroQol score
and plasma β-endorphin. The effectiveness of blinding was assessed.
Results There were 34 patients in each group. The primary end point was the change in WOMAC pain
score after the course of treatment. Comparison between the two treatment groups found a significantly
greater improvement with acupuncture (mean difference 60, 95% CI 5 to 116, P= 0.035) than with sham. Within
the acupuncture group there was a significant improvement in pain (baseline 294, mean change 95, 95% CI
60 to 130, P<0.001) which was not seen by those who had sham acupuncture (baseline 261, mean change 35,
95% CI -10 to 80, P=0.12). Similar effects within group, but not between groups, were seen with the secondary
end points of WOMAC stiffness, WOMAC function, and self reported pain. One month after treatment the
between group pain difference had been lost (mean difference 46; 95% CI -9 to 100, P=0.10) although the
acupuncture group was still benefiting compared to baseline (mean difference 59; 95% CI 16 to 102, P=0.009).
The EuroQol score, a generic measure of health related quality of life, was not altered by the treatments. A
minority of patients correctly guessed their treatment group (41% in the acupuncture group and 44% in the
control group). Plasma β-endorphin levels were not affected by either treatment.
Conclusions Acupuncture gives symptomatic improvement for patients with osteoarthritis of the knee, and
is significantly superior to non-penetrating sham acupuncture. The study did not confirm earlier reports of release
of plasma β-endorphin during acupuncture.
Keywords
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Introduction
Acupuncture is an increasingly popular treatment
for osteoarthritis and other painful musculoskeletal conditions. Many patients suffering from
osteoarthritis of the knee, who have not been
helped by one or more Western therapy regimes,
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find relief from alternative medical approaches
including acupuncture. 1-8 We have previously
reported an open, randomised study that confirmed
the value of acupuncture. 9 While open studies
consistently show benefit, the mechanism remains
unclear.10
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Controlled trials on the effect of acupuncture
treatment have yielded inconsistent results,11;12 which
may be due to a variety of technical reasons.13;14
Systematic reviews have concluded that there is
limited evidence that acupuncture is more effective
than no treatment for chronic pain.15-17 However, the
authors of a meta-analysis of acupuncture for
peripheral osteoarthritis stated that ‘sham-controlled
RCTs suggest effects of acupuncture for pain control
in patients with peripheral joint osteoarthritis’.18 A
recent systematic review reported that acupuncture,
when it meets criteria for adequate treatment, is
significantly superior to sham acupuncture for chronic
knee pain.19
Streitberger and Kleinhenz have developed a
‘placebo’ acupuncture needle in which the needle
retracts into the handle with no skin penetration.20
In a single-blind, randomised crossover pilot study
using this system there were no significant differences
for any of the sensations measured.21 In a study of
acupuncture for osteoarthritis of the hand, all 14
patients believed that their skin had been penetrated
both by the placebo needle and a real acupuncture
needle.22 Using the same system, real acupuncture
was found to be more effective than sham for
improving the pain and disability of osteoarthritis
of the knee,23 but not when used as an adjunct to
physiotherapy.24
There are now guidelines for the assessment of
therapies for osteoarthritis, 25 and proposals to
standardise acupuncture trials.16 The Western Ontario
and McMaster Universities Osteoarthritis Index
(WOMAC) and the visual analogue scale (VAS) for
pain are validated methods for monitoring symptom
change in osteoarthritis of the knee.26;27 Although the
WOMAC has a functional component, the EuroQol
score provides a generic quality of life assessment.28;29
Exactly how acupuncture works remains unclear
but natural opioids have been implicated.30 Elevation
of plasma β-endorphin immediately after an
acupuncture treatment has been reported.31 The
opportunity was taken during this clinical study to
measure the plasma β-endorphin before and after
the first acupuncture treatment.
In this present study we monitored the effect of
acupuncture on patients with symptomatic
osteoarthritis of the knee using a randomised, sham
controlled, patient-blind study with blinded evaluation
(by patient) and blinded statistical analysis. The
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success of patient blinding was assessed. The study
was not designed to elicit the duration of any benefit.
This study was approved by the South
Birmingham Local Research Ethics Committee and
by the Research and Development Department of
the University Hospital Birmingham NHS
Foundation Trust.
Methods
The study followed the guidelines for osteoarthritis
therapy studies,25 and those for acupuncture trials,16
and is reported in line with CONSORT standards.32
Details of the study plan are given in Figure 1.
Patients, over 18 years old, who had symptomatic
and radiological osteoarthritis of the knee for more
than six months with an inadequate response to one
or more conventional medical treatments, were
recruited. They were attending a hospital
rheumatology department and were not on a surgical
waiting list. Exclusions included any previous
acupuncture, pregnancy, other forms of arthritis and
the usual contra-indications for acupuncture. Patients
expressing interest at a screening visit were given
verbal and written information. The volunteers
continued taking their usual analgesia or non-steroidal
anti-inflammatory drugs, the dose of which remained
unchanged for the duration of the trial. Additional
breakthrough analgesia was not used. If both knees
were symptomatic then the patient chose the most
painful.
The results of an earlier study using the same
sham needle were used to estimate the effect size.33
The outcome was a change in a functional score (the
Constant-Murley) that showed an effect size of 0.7.
Assuming the same level of effect in the change in
pain scores in the two groups in the present trial,
then to achieve 80% power and with a two-sided
significance level of 5%, 30 patients would be
required in each arm. Sixty eight were recruited to
allow for possible dropouts.
Acupuncture procedure
The two groups received treatment twice weekly, on
Monday and Wednesday, from baseline visit to week
five. Both groups received treatment at the same
acupuncture points selected for the treatment of
osteoarthritis of the knee as previously published.6;9
The sham needle was secured to the skin with a
plastic ring covered by a sticking plaster. The ring
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Figure 1 The flow diagram shows the number of patients at different stages of the acupuncture study.
and plaster system was also used for those having
genuine acupuncture.
The patient first lay supine with a pillow under
both knees for treatment of the anterior part of the
knee, and then turned face down for treatment of the
posterior aspect. Based on the theory for treating Bi
syndrome, a combination of local and distal
acupuncture points were used: LI 4, SP 10, Xiyan
(‘Eyes of the knee’), SP9, GB 34, ST 36, LIV 3, BL
40, and BL 57. The acupuncture needles used for
treatment were 3cm, 30 gauge solid disposable filiform
stainless steel. The depth of needle insertion varied
with thickness of the skin and subcutaneous fatty
tissues at the site of the acupuncture points; it was
usually 1 to 1.5cm. Manual acupuncture treatment
was given for 10 minutes with the elicitation of de qi.
Electrical stimulation was given to the anterior
part of the knee for 10 minutes and then 10 minutes
for the posterior part using a battery-operated, fourchannel, ‘AS Super 4’ Electrostimulator (RDG
Medical, Surrey UK) which generated low frequency,
square-wave (2-10Hz) pulses of 1 millisecond
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duration for 10 minutes. 34 In both groups, the
apparatus was attached to needles at the two Xiyan
points, SP9 and GB34, and BL40 and BL57.
Electrical stimulation was delivered at 6Hz at a
constant current. Voltage was set at a level just above
the pain threshold. In the control group, the dummy
mode of the apparatus was used, in which it produced
sound signals but no electrical current. A treatment
session was for a total of 30 minutes.
Assessment
Validated self assessment questionnaires were used:
the WOMAC;26 a visual analogue scale (VAS) for
pain;37 and the EuroQol.28 The WOMAC results
presented here have not been normalised and
represent the total scores in each category. The
questionnaires were completed at baseline, after the
10 sessions of treatment (week five) and one month
after treatment (week nine).
The primary end point for the study was the
change in pain after a course of 10 treatments as
measured by the WOMAC pain subscale.

71

AIM June 2008 Text.qxd

18/06/2008

08:45

Page 72

Papers
The acupuncturist was not blinded to the treatment.
However, the treatment sessions were monitored by
a research nurse to reduce the risk of unblinding the
patients. Some weeks after the final assessment, the
patients were contacted by letter and asked to state
their treatment group by selecting one option on a
pre-paid reply slip: ‘acupuncture’, ‘placebo’ or ‘do not
know’.
Three samples were taken for analysis of plasma
β-endorphin concentration: at the screening visit,
before the first treatment, and immediately after the
first treatment. Blood was taken into chilled EDTA
tubes, centrifuged within one hour and then
immediately frozen. Samples were batched and
couriered frozen to the laboratory. Plasma βendorphin assays were performed by Covance
Laboratories, Harrogate, UK using the Nichols
Institute Diagnostic Radioisotopic Assay. The
laboratory was blinded to the treatment group.
Statistical procedures
Patients were randomised using random permuted
blocks with a block size of four.35 T tests were used
to compare the two treatment groups and paired t
tests were applied to the change of score within
groups. Significance was assessed at the 5% level

and no correction for multiple testing was carried
out. Results are reported as mean and 95%
confidence intervals (CI). The chi squared test was
used for the patient’s perception of treatment and
the Mann-Whitney test for the EuroQol and the βendorphin results.
Results
Sixty eight patients were enrolled during 2002 and
2003 from a single hospital rheumatology
department: 284 case notes were reviewed and 235
patients contacted; 80 failed to reply, 23 had had
acupuncture, 43 failed the inclusion/exclusion criteria
and 21 declined to participate. The numbers available
with complete data for analysis at each stage are
shown in the flow chart (Figure 1).
The two groups were well matched for age,
gender, BMI, and disease duration (Table 1). There
was no statistical difference between the two groups
at baseline apart from more weight bearing pain in the
acupuncture group (borderline statistical significance,
P=0.05)
Primary end point – WOMAC pain
The primary end point was the change in pain as
measured by the WOMAC between baseline and the

Table 1 Baseline data of participants in RCT of acupuncture for osteoarthritis of the knee
Acupuncture group
Number recruited (n)
Mean age, years
Gender – female (n)
Disease duration, years
BMI
Kellgren and Lawrence 2 (n)

Sham acupuncture group

34

34

64.1 (1.6)

66.1 (1.9)

29

26

10 (1.5)

9.56 (1.2)

33.2 (6.4)

30.2 (8.1)

16

20

Kellgren and Lawrence 3 (n)

18

12

Ethnicity (n) white
black
Asian
other

25
4
5
0

29
1
3
1

294 (78)

261 (100)

WOMAC pain
WOMAC stiffness

123 (41)

112 (46)

WOMAC function

1028 (277)

979 (313)

EuroQol - VAS

63 (22)

54 (20)

Total body pain - VAS

49 (24)

49 (26)

Night pain in knee - VAS

61 (26)

52 (28)

Overall pain in knee - VAS

63 (19)

53 (25)

Weight pain in knee - VAS

71 (19)

60 (23)

Values are mean (SD) unless otherwise stated
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Table 2 Primary end point: changes in WOMAC pain between baseline and end of treatment (week five)
n

Mean

SD

95% CI

Significance

Acupuncture v sham

31

60

110

5 to 116

P=0.035

Acupuncture

31

95

96

60 to 130

P=0.001

Sham

31

35

121

-10 to 80

P=0.12

Between group differences are shown in the first row, and within group changes in the subsequent rows.

WOMAC pain score
350
300
250
200
150
100
50
0
Baseline

week 5 week 9
Acupuncture

Baseline

week 5
Sham

week 9

Figure 2 This chart of the main outcome measure, WOMAC pain score, shows that the reduction in pain
at week five was significantly greater (P=0.035) in the acupuncture group than in the sham group.

end of the course of acupuncture at week five (Table
2, Fig 2). The comparison between the acupuncture
and the sham group showed a statistically significant
(P=0.035) improvement in favour of the acupuncture
group. Within the acupuncture group there was a
highly significant improvement in the pain score
(P=0.001) that was not seen with the sham group
(P=0.12) (Table 2).
Secondary end points
WOMAC pain – end of study
Nine weeks after the treatment started there was
no longer a significant difference between the groups
(P=0.10) (Table 3). However the acupuncture group,
on a within group analysis, still had a significant
change from baseline (P=0.009). The sham group
remained unchanged (P=0.44).

ACUPUNCTURE IN MEDICINE 2008;26(2):69-78.
www.acupunctureinmedicine.org.uk/volindex.php

WOMAC stiffness and function
There was no significant difference between the
groups for WOMAC stiffness or function either at the
end of treatment at week five or at the final visit at
week nine (Table 3).
However, the acupuncture group showed
significant improvement from baseline in WOMAC
stiffness and function at both week five and week
nine (Table 3). In the sham group, there was a
borderline significant change for WOMAC function
at week nine (P=0.04) that was not seen at week five,
and there was no change in stiffness (Table 3).
Visual analogue scale for pain
In addition to the WOMAC, four aspects of pain
were assessed by VAS. These covered ‘night pain
in the study knee’, ‘weight bearing pain in the study
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Table 3 Secondary endpoints: changes in WOMAC scores from baseline to week five and to week nine
Acupuncture v sham
mean
95% CI
sig

mean

Acupuncture
95% CI

sig

mean

Sham
95% CI

sig

WOMAC stiffness
week 5

15

-8 to 39

NS

32

15 to 50

P=0.001

17

-0.2 to 35

NS

WOMAC function
week 5

140

-30 to 311

NS

250

140 to 362

P=0.001

110

-29 to 249

NS

WOMAC pain
week 9

46

-9 to 100

NS

59

16 to 102

P=0.009

13

-22 to 50

NS

WOMAC stiffness
week 9

10

-13 to 34

NS

23

6 to 42

P=0.01

13

-2 to 29

NS

WOMAC function
week 9

4

-163 to 171

NS

137

20 to 255

P=0.02

134

9 to 258

P=0.04

Between group differences are shown in the first columns, and within group changes in the subsequent columns.
sig – significance; NS – not significant.
Table 4 Changes in VAS pain scores between baseline and weeks 5 and 9
Acupuncture v sham
mean
95%
sig

mean

Acupuncture
95%

sig

mean

Sham
95%

sig

Weight bearing pain in study knee
week 5

20

7 to 33

P=0.003

32

23 to 41

P=0.001

11

1 to 21

P=0.025

Overall pain in study knee
week 5

21

8 to 34

P=0.001

29

21 to 38

P=0.001

8

-2 to 18

NS

Night pain in study knee
week 5

13

-1 to 27

NS

22

12 to 32

P=0.001

9

-1 to 19

NS

General body pain
week 5

7

-7 to 22

NS

6

-3 to 15

NS

-1

-10 to 12

NS

Weight bearing pain in study knee
week 9

11

-2 to 25

NS

19

9 to 30

P=0.001

8

-1 to 16

NS

Overall pain in study knee
week 9

12

-1 to 24

NS

14

5 to 24

P=0.005

2

-6 to 10

NS

Night pain in study knee
week 9

5

-9 to 19

NS

10

-1 to 22

NS

5

-3 to 14

NS

General body pain
week 9

13

0 to 27

P=0.048

5

-5 to 15

NS

-8

-1 to 18

NS

Between group differences are shown in the first columns, and within group changes in the subsequent columns.
sig – significance; NS – not significant

knee’, ‘overall pain in the study knee’ and ‘general
body pain’.
Between group analysis gave a highly significant
difference for both weight bearing pain (P=0.003)
and overall pain in the study knee at week five
(P=0.001) (Table 4, Fig 3). This benefit was lost by
week nine. There was a borderline difference in
general body pain at week nine (P=0.048) that was
not seen at week five. This may be due to
deterioration in the sham group rather than change in
the acupuncture group.
Apart from the general body pain, the
acupuncture group showed a significant improvement
over baseline at week five for weight bearing pain
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(P=0.001), overall pain (P=0.001) and night pain in
the study knee (P=0.001). This was maintained to
week nine for weight bearing pain (P=0.001) and
overall pain (P=0.005), but not for night pain (Table
4). At week five, the sham group only had a
significant change from baseline in weight bearing
pain (P=0.025) and no changes from baseline at week
nine (Table 4).
EuroQol
The EuroQol is a generic measure of health
related quality of life. When the differences between
treatments were compared using the Mann-Whitney
test, there was no significant difference at any of the
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VAS score for overall pain in the knee
70
60
50
40
30
20
10
0

Baseline

week 5 week 9
Acupuncture

Baseline

week 5
Sham

week 9

Figure 3 This chart of VAS score for overall pain in knee shows that the reduction in pain at week five was
significantly greater (P=0.001) in the acupuncture group than in the sham group.
three time points. Baseline scores were: acupuncture
mean 63, SD 21, sham mean 54, SD 20, P=0.72; end
of treatment scores were acupuncture mean 68, SD
23, sham mean 59, SD 22, P=0.80; and final visit
scores were: acupuncture mean 63, SD 24, sham
mean 52, SD 26, P=0.98.
Patient’s perception of treatment group
As the primary end point of the study was a self
assessment questionnaire by the patients, it was
essential that they remain blinded to their treatment.
The patients gave an opinion of their treatment group,
by post, after the study had been completed. Seventy
one percent of the acupuncture group and 82% of
the sham group replied. Of the replies, only nine of
the acupuncture group (41%) and 12 of the sham
group (44%) correctly chose their treatment
allocation. These were not significantly different (chi
squared test, P=0.39). Twenty three percent of those
having acupuncture and 15% of the sham group
wrongly chose their treatment allocation. Thirty six
percent of the acupuncture group and 41% of the
sham group were unable to decide.

β-endorphin concentrations
Three patients in the sham group had consistently
high levels of β-endorphin (52, 54, and 120pg/ml).

ACUPUNCTURE IN MEDICINE 2008;26(2):69-78.
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All the rest of the patients in both groups had levels
less than 50pg/ml with most below 30pg/ml. Plasma
β-endorphin levels did not vary significantly during
the study. Between group analysis at the three time
points gave no significant difference using the MannWhitney test (at baseline, P=0.31; week five, P=0.06;
and at week nine, P=0.31).
Adverse events and withdrawals
Four patients withdrew during the study but only
one was related to treatment. Ten adverse events
were reported during the study; four in the
acupuncture group and six in the sham group. One
patient had a flare of synovitis of the study knee and
withdrew; the synovitis was not septic.
Discussion
The present study found that patients receiving
acupuncture observed a significantly greater relief
of pain at the end of treatment than those who
received sham acupuncture. These results support
earlier research demonstrating that acupuncture can
alleviate the pain and disability of osteoarthritis of the
knee.4;5;9;12;23;36–39
The trial was designed to study the short term
effect of skin penetration in acupuncture therapy and
not the duration of any effect. Although other research
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has indicated that benefit may last up to six months,38
in this study, only a within group analysis showed
statistically significant benefit a month after the
acupuncture treatment; the statistically significant
difference between the groups had been lost. A larger
sample size might have given a difference but the
sample size was calculated to minimise the number
of volunteers required to assess the primary end
point. In clinical practice patients are often given
‘top up’ acupuncture sessions to maintain the clinical
benefit. Our study did not examine this strategy.
Statistically significant improvement within the
acupuncture group was seen in almost all the
parameters measured and mostly the benefit was still
present after four weeks. The non-penetrating needle
group showed benefit in only two of the outcome
measures: weight bearing pain at the end of treatment
and WOMAC function at the final visit.
It has been suggested that acupuncture does not
produce a clinically relevant benefit.40 A minimal
clinically important improvement (MCII) has been
established for the change in 100mm VAS score in
osteoarthritis of the knee:41 Either a 19.9mm absolute
change or a 40.8% relative improvement in pain are
said to be clinically relevant. In our study the VAS
change for pain in the study knee after acupuncture
was 29mm, a 46% relative improvement, while in
the sham group it was only 8mm, or a 15% relative
improvement. Hence, those having acupuncture did
derive a clinically meaningful improvement at the
end of their course of treatment.
As the primary end point was a self assessment
questionnaire, the success of patient blinding was
critical. There remains the possibility that the
acupuncturist unwittingly unblinded the patients.
The acupuncture sessions were monitored by a
research nurse for evidence of possible unblinding
during the treatment sessions; no violations were
seen. The postal survey after the study demonstrates
that patients were unsure of their treatment as only a
minority of patients correctly identified their group.
This supports earlier work confirming that the
‘placebo’ needle system is credible, and achieves
patient blinding.20;21 The higher success rate in the
sham group may reflect their lack of clinical
improvement,42 although there was no significant
difference between the two groups.
As well as the lack of skin penetration of the
sham needle, the control group also did not receive
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active electroacupuncture. It is possible that the
observed response in the acupuncture group reflects
the electrical stimulus rather than the penetration of
the needle. Addressing this question would require
further research.
In our study, any acupressure over the
acupuncture points in the sham group was not
sufficient to produce an analgesic effect. This
suggests that skin penetration is required to elicit the
effect. Recent studies by Witt et al and Vas et al
support this concept.23;37 A study by Scharf et al found
that needling at defined non-acupuncture points
produced a similar success rate to traditional Chinese
acupuncture.38
Release of natural opioids has long been a
popular explanation for the analgesic effect of
acupuncture, with reports of significant elevation of
plasma β-endorphin after treatment. 30;31 An
independent laboratory was used to measure the βendorphin in this study, and no changes were seen
between the concentrations measured at the screening
visit, baseline and immediately after the first
treatment. However, the study does not exclude a
role for humeral endorphins as elevated levels have
been reported in cerebrospinal fluid after
electroacupuncture.43
A positron emission tomography (PET) study
has shown activation of the insula, ipsilateral to the
site of needling, during acupuncture that was not
seen with the sheathed sham needle.22 The mechanism
of this physiological effect remains unclear.
Only a small number of patients was required
for this study, and there were no adverse events
directly attributable to acupuncture. One patient in the
acupuncture group withdrew after a flare of synovitis
in the affected knee. There was no evidence of sepsis.
The present study confirms the beneficial effect
of acupuncture for treating the symptoms of
osteoarthritis of the knee and suggests that skin
penetration of the needle is required. We were unable
to confirm the earlier reports of a release of endorphin
into the plasma during acupuncture treatment.
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Summary box
Acupuncture (manual and electroacupuncture) and nonpenetrating sham acupuncture were compared as treatments
for the pain of osteoarthritis of the knee in this RCT
Acupuncture caused a significantly superior reduction of
pain at the end of treatment
No changes in plasma β-endorphin concentrations were
seen after EA

Reference list
1. Christensen BV, Iuhl IU, Vilbek H, Bulow HH, Dreijer NC,
Ramussen HF. Acupuncture treatment of severe knee
osteoarthrosis. A long-term study. Acta Anaesthesiol Scand
1992;36(6):519-25.
2. Takeda W, Wessel J. Acupuncture for the treatment of pain of
osteoarthritic knees. Arthritis Care Res 1994;7(3):118-22.
3. Arnold W J. Case management study: osteoarthritis of the
knee. Bull Rheum Dis 1995;44(6):1.
4. Berman BM, Lao L, Greene M, Anderson RW, Wong RH,
Langenberg P, et al. Efficacy of traditional Chinese
acupuncture in the treatment of symptomatic knee
osteoarthritis: a pilot study. Osteoarthritis Cartilage 1995;
3(2):139-42.
5. Berman BM, Singh BB, Lao L, Langenberg P, Li H,
Hadhazy V, et al. A randomized trial of acupuncture as an
adjunctive therapy in osteoarthritis of the knee.
Rheumatology (Oxford) 1999;38(4):346-54.
6. Tukmachi E. Acupuncture treatment of osteoarthritis.
Acupunct Med 1999;17(1):65-7.
7. Ernst E. Acupuncture as a symptomatic treatment of
osteoarthritis. A systematic review. Scand J Rheumatol
1997;26(6):444-7.
8. Tillu A, Tillu S, Vowler S. Effect of acupuncture on knee
function in advanced osteoarthritis of the knee: a prospective,
non-randomised controlled study. Acupunct Med
2002;20(1):19-21.
9. Tukmachi E, Jubb R, Dempsey E, Jones P. The effect of
acupuncture on the symptoms of knee osteoarthritis – an
open randomised controlled study. Acupunct Med 2004;
22(1):14-22.
10. Linde K, Weidenhammer W, Streng A, Hoppe A, Melchart
D. Acupuncture for osteoarthritic pain: an observational
study in routine care. Rheumatology (Oxford). 2006; 45(2):
222-7.
11. Puett DW, Griffin MR . Published trials of nonmedicinal
and noninvasive therapies for hip and knee osteoarthritis.
Ann Intern Med 1994;121(2):133-40.
12. Ferrandez Infante A, Garcia Olmos L, Gonzalez Gamarra A,
Meis Meis MJ, Sanchez Rodriguez BM. Effectiveness of
acupuncture in the treatment of pain from osteoarthritis of the
knee. Aten Primaria 2002;30(10):602-8.

ACUPUNCTURE IN MEDICINE 2008;26(2):69-78.
www.acupunctureinmedicine.org.uk/volindex.php

13. Patel M, Gutzwiller F, Paccaud F, Marazzi A. A metaanalysis of acupuncture for chronic pain. Int J Epidemiol
1989;18(4):900-6.
14. White P, Lewith G, Berman B, Birch S. Reviews of
acupuncture for chronic neck pain: pitfalls in conducting
systematic reviews. Rheumatology (Oxford) 2002; 41(11):
1224-31.
15. Ezzo J, Berman B, Hadhazy VA, Jadad AR, Lao L, Singh
BB. Is acupuncture effective for the treatment of chronic
pain? A systematic review. Pain 2000;86(3);217-25.
16. Ezzo J, Hadhazy V, Birch S, Lao L, Kaplan G, Hochberg
M, et al. Acupuncture for osteoarthritis of the knee: A
systematic review. Arthritis Rheum 2001;44(4);819-25.
17. Derry CJ, Derry S, McQuay HJ, Moore RA. Systematic
review of systematic reviews of acupuncture published
1996-2005. Clin Med 2006;6(4):381-6.
18. Kwon YD, Pittler MH, Ernst E. Acupuncture for peripheral
joint osteoarthritis. A systematic review and meta-analysis.
Rheumatology (Oxford) 2006;45(11):1331-7.
19. White A, Foster NE, Cummings M, Barlas P. Acupuncture
treatment for chronic knee pain: a systematic review.
Rheumatology (Oxford) 2007;46(3):384-90.
20. Streitberger K, Kleinhenz J. Introducing a placebo needle
into acupuncture research. Lancet. 1998;352(9125):364-5.
21. White P, Lewith G, Hopwood V, Prescott P. The placebo
needle, is it a valid and convincing placebo for use in
acupuncture trials? A randomised, single-blind, cross-over
pilot trial. Pain 2003:106(3);401-9.
22. Pariente J, White P, Frackowiak RS, Lewith G. Expectancy
and belief modulate the neuronal substrates of pain treated
by acupuncture. Neuroimage 2005;25(4):1161-7.
23. Vas J, Mendez C, Perea-Milla E, Vega E, Panadero MD,
Leon JM, et al. Acupuncture as a complementary therapy to
the pharmacological treatment of osteoarthritis of the knee:
randomised controlled trial. BMJ 2004;329(7476):1216.
24. Foster NE, Thomas E, Barlas P, Hill JC, Young J, Mason
E, et al. Acupuncture as an adjunct to exercise based
physiotherapy for osteoarthritis of the knee: randomised
controlled trial. BMJ 2007;335(7617);436.
25. Altman R, Brandt K, Hochberg M, Moskowitz R, Bellamy
N, Bloch DA, et al. Design and conduct of clinical trials in
patients with osteoarthritis: recommendations from a task
force of the Osteoarthritis Research Society. Results from a
workshop. Osteoarthritis Cartilage 1996;4(4):217-43.
26. Bellamy N, Buchanan WW, Goldsmith CH, Campbell J,
Stitt LW. Validation study of WOMAC: a health status
instrument for measuring clinically important patient relevant
outcomes to antirheumatic drug therapy in patients with
osteoarthritis of the hip or knee. J Rheumatol 1988;
15(12):1833-40.
27. Huskisson E C. Measurement of pain. Lancet 1974;
2(7889):1127-31.
28. EuroQol Group. EuroQol – a new facility for measurement
of health related quality of life. Health Policy. 1990:16;199208.
29. Hurst NP, Jobanputra P, Hunter M, Lambert M, Lochhead A,
Brown H. Validity of EuroQol – a generic health status
instrument – in patients with rheumatoid arthritis. Br J
Rheumatol 1994;33(7):655-62.
30. Cheng RS, Pomeranz B. Electroacupuncture analgesia could
be mediated by at least two pain-relieving mechanisms:
endorphin and non-endorphin systems. Life Sci 1979;
25(23):1957-62.

77

AIM June 2008 Text.qxd

18/06/2008

08:45

Page 78

Papers
31. Abenyakar S, Boneval F. Increased plasma β-endorphin
concentrations after acupuncture: comparison of
electroacupuncture, traditional Chinese acupuncture, TENS
and placebo TENS. Acupunct Med 1994;12(1):21.
32. Moher D, Schulz KF, Altman DG. The CONSORT
statement: revised recommendations for improving the
quality of reports of parallel group randomised trials. Lancet
2001;357(9263):1191-4.
33. Kleinhenz J, Streitberger K, Windeler J, Gussbacher A,
Mavridis G, Martin E. Randomised clinical trial comparing
the effects of acupuncture and newly designed placebo
needle in rotator cuff tendinitis. Pain 1999;83(2):235-41.
34. Stux G, Pomeranz B. Basics of Acupuncture. Berlin and
Heidelberg: Springer-Verlag; 1998.
35. SJ Pocock. Clinical Trials: A practical approach. Oxford;
Wiley: 1984.
36. Berman BM, Lao L, Langenberg P, Lee WL, Gilpin AM,
Hochberg MC. Effectiveness of acupuncture as adjunctive
therapy in osteoarthritis of the knee: a randomized, controlled
trial. Ann Intern Med 2004;141(12):901-10.
37. Witt C, Brinkhaus B, Jena S, Linde K, Streng A, Wagenpfeil
S, et al. Acupuncture in patients with osteoarthritis of the
knee: a randomised trial. Lancet 2005;366(9480):136-43.

78

38. Scharf HP, Mansmann U, Streitberger K, Witte S, Kramer J,
Maier C, et al. Acupuncture and knee osteoarthritis: a
three-armed randomized trial. Ann Intern Med 2006;
145(1);12-20.
39. Witt CM, Jena S, Brinkhaus B, Liecker B, Wegscheider K,
Willich SN. Acupuncture in patients with osteoarthritis of the
knee or hip: a randomized, controlled trial with an additional
nonrandomized arm. Arthritis Rheum 2006;54(11):
3485-93.
40. Mannheimer E, Linde K, Lao L, Bouter LM, Berman BM.
Meta-analysis: acupuncture for osteoarthritis of the knee.
Ann Intern Med 2007;146(12):868-77.
41. Tubach F, Ravaud P, Baron G, Falissard B, Logeart I,
Bellamy N, et al. Evaluation of clinically relevant changes
in patient reported outcomes in knee and hip osteoarthritis:
the minimal clinically important improvement. Ann Rheum
Dis 2005;64(1);29-33.
42. Berman B, Gilpin AMK, Lao L. Acupuncture and knee
osteoarthritis- letter. Ann Int Med 2005;142;872-873.
43. Sjolund B, Terenius L, Eriksson M. Increased cerebrospinal
fluid levels of endorphins after electroacupuncture. Acta
Physiol Scand 1977:100(3):382-4.

ACUPUNCTURE IN MEDICINE 2008;26(2):69-78.

www.acupunctureinmedicine.org.uk/volindex.php

