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COMMENTARY ON THE COCHRANE REVIEW OF

ACUPUNCTURE FOR PERIPHERAL JOINT OSTEOARTHRITIS
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The Cochrane Complementary Medi-
ine Field is the group within the Co-
hrane Collaboration focused on facilitat-
ng the conduct of Cochrane systematic
eviews of CAM therapies. The CAM
ield represents an international collabo-
ative effort among researchers, clinicians,
onsumers, and CAM practitioners from

early every continent. The Field’s central A

ant, short-term improvements in osteoar-
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ochrane CAM Field
ffice is located at the Center for Integra-
ive Medicine, University of Maryland
chool of Medicine, 2200 Kernan Drive,
ernan Hospital Mansion, Baltimore,
D 21207-6697. For more information,

ontact Eric Manheimer at emanheimer@
ompmed.umm.edu. The Complementary
edicine Field is supported by grant R24

T001293 from the National Center for A

nalysis versus a waiting list control, acu-
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omplementary and Alternative Medicine
NCCAM). The contents of this article are
olely the responsibility of the author and
o not necessarily represent the official
iews of the NCCAM or the National Insti-
utes of Health.

Explore 2010; 6:189-191. © 2010 Elsevier Inc.

ll rights reserved.)
BSTRACT OF THE
OCHRANE REVIEW
ackground: Peripheral joint osteoarthri-

is is a major cause of pain and functional
imitation. Few treatments are safe and ef-
ective.
bjectives: To assess the effects of acu-
uncture for treating peripheral joint os-
eoarthritis.
earch Strategy: We searched the Co-
hrane Central Register of Controlled Tri-
ls (The Cochrane Library 2008, Issue 1),
EDLINE, and EMBASE (both through
ecember 2007), and scanned reference

ists of articles.
election Criteria: Randomized controlled
rials (RCTs) comparing needle acupunc-
ure with a sham, another active treat-
ent, or a waiting list control group in

eople with osteoarthritis of the knee, hip,
r hand.
ata Collection and Analysis: Two au-

hors independently assessed trial quality
nd extracted data. We contacted study
uthors for additional information. We
alculated standardized mean differences
sing the differences in improvements be-
ween groups.

ain Results: Sixteen trials involving
498 people were included. Twelve of the
CTs included only people with OA of

he knee, three only OA of the hip, and 1 a
ix of people with OA of the hip and/or

nee. In comparison with a sham control,
cupuncture showed statistically signifi-
hritis pain (standardized mean difference
0.28, 95% confidence interval �0.45 to
0.11; 0.9 point greater improvement

han sham on 20 point scale; absolute%
hange 4.59%; relative% change 10.32%;
ine trials; 1835 participants) and func-
ion (�0.28, �0.46 to �0.09; 2.7 point
reater improvement on 68 point scale; ab-
olute% change 3.97%; relative% change
.63%); however, these pooled short-term
enefits did not meet our predefined thresh-
lds for clinical relevance (ie, 1.3 points for
ain; 3.57 points for function) and there was
ubstantial statistical heterogeneity. Addi-
ionally, restriction to sham-controlled tri-
ls using shams judged most likely to ade-
uately blind participants to treatment
ssignment (which were also the same
hams judged most likely to have physio-
ogical activity), reduced heterogeneity
nd resulted in pooled short-term benefits
f acupuncture that were smaller and non-
ignificant. In comparison with sham acu-
uncture at the six-month follow-up, acu-
uncture showed borderline statistically
ignificant, clinically irrelevant improve-
ents in osteoarthritis pain (�0.10,
0.21 to 0.01; 0.4 point greater improve-
ent than sham on 20 point scale; abso-

ute% change 1.81%; relative% change
.06%; four trials;1399 participants) and
unction (�0.11, �0.22 to 0.00; 1.2 point
reater improvement than sham on 68
oint scale; absolute% change 1.79%; rel-
tive% change 3.89%). In a secondary
uncture was associated with statistically
ignificant, clinically relevant short-term
mprovements in osteoarthritis pain (�0.96,

1.19 to �0.72; 14.5 point greater improve-
ent than sham on 100 point scale; abso-

ute% change 14.5%; relative% change
9.14%; four trials; 884 participants) and
unction (�0.89, �1.18 to �0.60; 13.0
oint greater improvement than sham on
00 point scale; absolute% change 13.0%;
elative% change 25.21%). In the head-on
omparisons of acupuncture with the ‘su-
ervised osteoarthritis education’ and the

physician consultation’ control groups,
cupuncture was associated with clinically
elevant short- and long-term improve-
ents in pain and function. In the head

n comparisons of acupuncture with
home exercises/advice leaflet’ and ‘super-
ised exercise,’ acupuncture was associ-
ted with similar treatment effects as the
ontrols. Acupuncture as an adjuvant to
n exercise based physiotherapy program
id not result in any greater improvements
han the exercise program alone. Informa-
ion on safety was reported in only eight
rials and even in these trials there was lim-
ted reporting and heterogeneous meth-
ds.
uthors’ Conclusions: Sham-controlled

rials show statistically significant benefits;
owever, these benefits are small, do not
eet our pre-defined thresholds for clini-

al relevance, and are probably due at least
artially to placebo effects from incom-

lete blinding. Waiting list-controlled tri-
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ls of acupuncture for peripheral joint os-
eoarthritis suggest statistically significant
nd clinically relevant benefits, much of
hich may be due to expectation or pla-
ebo effects.

OMMENTARY OF THE
OCHRANE REVIEW
he review of Manheimer et al1 of 16 ran-
omized trials of acupuncture for periph-
ral joint osteoarthritis is a high-quality
eview following the rigorous Cochrane
rotocol for systematic reviews. The team
sed the new tool recommended by the
ochrane Reviewer’s Handbook to assess the

isk of bias in the available trials. Overall,
he review of RCTs comparing needle acu-
uncture with a sham intervention, an-
ther active treatment, or a waiting-list
ontrol group in people with osteoarthritis
f the knee or hip was very well con-
ucted. The clinical bottom line of the
eview is that when compared with no
reatment (waiting-list control), acupunc-
ure provides statistically and clinically
ignificant, short-term improvements in
ain and function; when compared with
ham interventions, acupuncture provides
mall, statistically significant improvements
hat are of questionable clinical importance,
nd when compared with other guideline-
ecommended clinical interventions (advice
nd exercise), acupuncture produces simi-
ar treatment effects. The authors of the
eview emphasize the heterogeneity across
vailable trials and that the findings of the
eview can be explained, at least in part, by
lacebo and expectation effects. There are
everal key issues that deserve special con-
ideration.

eterogeneity
irstly, as the authors highlighted, there
as considerable heterogeneity in several
f the main analyses (eg, for the compari-
on with sham interventions at short-term
ollow-up, there was substantial heteroge-
eity for pain [I2 � 64%], function [I2 �
9%], and symptom severity [I2 � 74%]).
he authors point out that this may be
xplained by the differences in sham inter-
entions, in acupuncture protocols, in
reatment settings, and in the proficiencies
f acupuncturists. This heterogeneity un-
erlines a real challenge for future trials of
cupuncture: the design and delivery of

deal sham acupuncture. This most likely t

90 EXPLORE May/June 2010, Vol. 6, N
eeds to be delivered using nonpenetrat-
ng needles for all of the reasons that Man-
eimer et al1 describe in their discussion,
hich emphasize the need for sham inter-
entions that are as physiologically inert as
ossible, yet which are credible to pa-
ients. The review recommends trials to
se nonpenetrating needles as a sham and
o at least consider maximizing patients’
eliefs in the authenticity of the sham in-
ervention by referring to different real
reatments being compared without men-
ioning terms such as placebo or sham. This
s the approach taken by at least one of the
rials in the review,2 which showed no dif-
erences between the treatment packages
hat involved real, penetrating acupunc-
ure and nonpenetrating sham, and both
ere felt to be highly credible interven-

ions by participants, all of whom were
cupuncture naive. It is likely that many
ther context effects, such as the patient’s
erception of being listened to, and of
aving their problem adequately assessed
nd cared for over a series of treatments by
n empathic health professional, contrib-
te to the overall outcomes of these inter-
entions, whether real or sham. What is
lear is that we need better measures of
hese other contexts or nonspecific effects
n trials3-5 and full reporting of informed
onsent procedures, rather than relying
olely on rudimentary assessments of treat-
ent credibility alone.

hoice of Comparison Interventions
nd Trial Design
second issue relates to the comparison

nterventions with which acupuncture has
een compared. Although it is useful to
now that when patients agree to take part
n a randomized trial of acupuncture, out-
omes appear to be better if they receive
he acupuncture (whether real or sham)
han if they receive nothing in addition to
hat they have already been receiving

waiting-list controls or usual physician
are controls), this is not particularly help-
ul for health professionals who want to
now which patients they should consider
ecommending acupuncture to and which
nes probably do not need it. Given that
here is evidence that acupuncture is rela-
ively safe, and some evidence that patients
ith higher expectations for acupuncture
re more likely to have favourable out-
omes,5,6 then using information about pa-

ient preference and expectation in the con- b

o. 3
ultation may be a reasonable route to take
o help clinical decision making until we
now more about which patients benefit
ost.
It also seems wise that future trials com-

are several different treatments head to
ead to try to avoid recruiting only a sam-
le of individuals who may, for whatever
eason, be particularly in favor of one spe-
ific treatment approach. Another option
ould be to consider using a cohort mul-

iple-randomized trial design in which pa-
ients seeking care as usual form a new,
arge cohort that is followed up regularly
ver time. Within this cohort, there is the
apacity for multiple RCTs over time. For
ach RCT, eligible patients are identified,
rom which some are randomly selected to
e offered the intervention(s) under inves-
igation, and their outcomes are compared
ith other eligible patients in the cohort
ho are not selected to receive the inter-
ention. This design is thought to reduce
ttrition and the potential for selection
ias, since patient information and con-
ent replicate the real-world healthcare
ontext.7

here Does Acupuncture “Fit” into
ealthcare for Osteoarthritis?
espite the problems of delivering truly

nert sham acupuncture, the current re-
iew did find that real acupuncture was
etter in the short-term for both pain and
unction, as have previous reviews.8 Hence,
eviews seem to show that acupuncture
works,” if this is taken to mean that acu-
uncture is more beneficial than sham, on
verage. One of the findings of this review
s that the differences between acupunc-
ure and the comparison groups were
mall, and for some comparisons, did not
each the level of clinical importance set
y previous research,9 but this is a criti-
ism that can be leveled at most of the
vailable treatment options for peripheral
oint osteoarthritis. Even exercise, one of
he three “core” treatments recommended
n recent UK guidelines for all patients
ith osteoarthritis,10 irrespective of pain
nd disability level, tends to show small
reatment effects overall that decline over
ime.

It is most likely that knowing acupunc-
ure works and is safe is insufficient to in-
uence health policy. We also need to
now that it is affordable. The only UK-

ased evidence on cost effectiveness for

Cochrane CAM Field
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eripheral joint osteoarthritis11 shows that
package of advice and exercise plus acu-
uncture, delivered by National Health
ervice physiotherapists, provides a cost-
ffective use of healthcare resources de-
pite an associated increase in costs. It will
e interesting to see whether, over the next
ve years, acupuncture joins other inter-
entions in the recommended suite of
reatment options for peripheral joint os-
eoarthritis, as it has done already for the
anagement of low back pain.12

uture Research
he Cochrane review provides sound ad-
ice regarding the implications of the re-
ults for the future. I would like to under-
ine the authors’ call for future trials to
roaden their populations of interest to
nclude osteoarthritis at sites other than
he knee, given that 12 out of the 16 in-
luded trials focused on knee osteoarthri-
is alone. In addition, I would like to see the
esearch and clinical communities getting
etter at identifying who, among patients
ith peripheral joint osteoarthritis, is likely

o benefit most from acupuncture, and
here, in the normal stepped care ap-
roaches for this patient population—start-
ng with advice and education about self-

anagement, exercise, and physical activity
rograms, weight loss, and safe pharmaco-
ogical and topical treatments10-acupunc-

ure is best positioned. To address these

ochrane CAM Field
uestions, future trials are likely to be more
omplex in design and thus, larger in terms
f both sample size and required collabora-
ions.
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