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The purpose of this article is to
provide the family practitioner
with  acupuncture techniques
that, when combined with manip-
ulative treatment, will often be
useful.

Frequently, the addition of sim-
ple acupuncture needling tech-

Integration of Acupunture
and Manipulation

niques will improve clinical re-
sults by shortening the course of
treatment, reducing patient dis-
comfort, and obviating the need
for pharmacologic and phys-
iotherapeutic adjuncts.

I have focused attention on the
practical application of acupunc-
ture for the physician who has
had little or no experience in
acupuncture needling techniques.
Understanding traditional acu-
puncture theory is not required
for the incorporation of the
techniques described into the
physician’s therapeutic methods.

Techniques and Equipment

All of the techniques described
may be employed using 25- or 27-
gauge disposable hypodermic
needles or both. The length of
these needles need not exceed 0.5
in. I recommend the use of
disposable needles to avoid the
possibility of cross infection and
to eliminate the need for sharpen-
ing.

In all needling applications, sim-
ple transcutaneous needle pene-
tration into the immediate subcu-
taneous tissue is all that is
required. I think that this type of
acupuncture recruits cutaneo-
somatic and cutaneo-visceral re-
flexes, the receptors for which are
located in the deep layers of the
dermis and the immediately un-
derlying subcutaneous tissues.

Generally, needle penetration
into deeper investing fascial
planes is to be avoided. This type
of deep penetration will often
result in the patient’s discomfort
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since the planes of the skin and
investing fascia move in relation-
_ ship to each other. This does not
mean that deep-fascial needling
‘may not be effective in given
mstances; however, it is not
required for any of the acupunc-
tare  applications  described.
Deep-tissue  acupuncture nee-
dling requires a more in-depth
knowledge of its principles and
theories.

If a needle is painful to the
patient after its insertion, the
physician should first ascertain
whether penetration into the
deeper structures has occurred.
This can usually be done by
slightly reducing the depth of
penetration. If pain is reduced
momentarily, this adjustment of
penetration depth is all that need
be dore.

The pain that is produced by a
needle that has not penetrated the
deeper tissues can usually be
terminated by gently tapping the
needle hub with the forefinger
while grasping the needle be-
tween thumb and middle finger
for support so that its position is
not disturbed. If the physician
prefers to apply a rapid but gentle
rotating motion (90° to 180°), this
technique will also eliminate pain
from needle penetration. Often
tapping or twirling a needle
placed in the contralateral ana-
tomical counterlocus of the pain-
producing needle is also a very
effective method of reducing pa-
tient discomfort.

Often the patient’s pain will
begin to subside in seconds or
minutes after the needle inser-
tions, and tissue tension will
begin to  noticeably subside
should the physician choose to
monitor by palpation. If the
desired results do not occur rather
quickly, tapping or twirling the
needles as described for a minute
or so will usually prove .effec-
tive.
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The exact location of the loci for
needle penetration can frequently
be determined by light palpation.
The effective locus will usually be
different from the surrounding
tissue. It may be described as
being more firm and would seem
to represent a subcutancous fi-
brous nodularity. Heavy and
deep palpation may obscure these
locus characteristics to the physi-
cian.

If the examiner is unable to
locate the acupuncture points by
palpation, the anatomical de-
scription given for each point will
usually bring the needle within 2
quarter inch of the optimal loca-
tion. This proximity will ordi-
narily suffice to obtain the
desired therapeutic effect. In
these circumstances, I have found
that an angle of insertion of 30°
to 45° widens the area of needie
stimulus to the skin and further
mcreases the chances of stimu-
lating the desired skin locus.

The length of time that the

needles are left in place is largely
dictated by patient response to
needling and by convenience to
the physician as the remainder of
the treatment is done. No ill
effect has been observed as a
result of prolonged needle place-
ment. On the other hand, the
patient can tefl you when the
maximal benefit has been
achieved.

Complications and Risks of
Acupuncture

The complications and risks in
the usage of acupuncture as given
are minimal if the physician uses
reasonable caution.

Cross Infection—Risk is totally
obviated if the physician uses
disposable needles once and dis-
cards them after usage.

Infection—Sterile  techniques
should, of course, be used when-
ever the integrity of the skin is
violated. The risk of infection as a
result of acupuncture is no
greater than the result of any
other procedure that causes the
skin to be penetrated by a
needle.

Needle Breakage—This mishap
can only occur because of a
physician’s carelessness. Transcu-

. taneous needle placement does

not subject the needle shaft to any
shearing forces. Deep-needle
penetration is not recommended
for the inexperienced.
Syncope—The threat of syncope
and falling with resultant injury
can be very real when the patient

_is in the sitting or standing posi-

tion during the needling proce-
dure. Whether this is a result of
the psychological effect of nee-
dles, vagotonia, or other causes is
unimportant. What matters 1is
that the physician or an attendant
closely observe the patient for
signs of syncope and take steps to
prevent injury to the patient from

falling should this mishap occur. I
’ fto p. 24}



{from p. 20)
have never seen a recumbent

patient lose consciousness, mor -

any patient who did not regain
consciousness momentarily after
being placed in a recumbent posi-
tion. Some needles may have to
be removed to place the patient in
the desired position—either su-
pine, prone, or lateral recumbent
positions are satisfactory.

Bleeding Through the Lumen of

a Hypodermic Needle—This is not
a serious problem, although it
may frighten the patient. Usually,
needle position adjustment is
adequate to solve the problem.
An inadvertent venopuncture
may require needle removal and
pressure to prevent subcutaneous
hematoma formation.
Hematomas—These are occa-
sional complications and repre-
sent no real health problem. They
should be treated as any other
hematoma. The physician should
be alert than an underlying blood
dyscrasia may be present.
Preumothorax, Peritonitis, and
So Forth—A few instances of
poneumothorax and peritonitis
have been reported resultant to
acupuncture. Obviously, this
should not represent a problem

when using the superficial trans- -

cutaneous needling techniques
discussed. Furthermore, any phy-
sician with a reasonable knowl-
edge of anatomy should not have
these complications.

Acute Low-Back Pain

The patient with acute low-back
pain can be offered rapid, partial-
to-complete relief of muscle
spasm and pain by the insertion
~ of two needles through the skin of
the face. '

The loci for these needle inser-
tions are bilateral at the intersec-
tions of lines drawn transversely
through the corners of the mouth
and the anterior borders of the
masseter muscles (Fig. 1).

24 July 1977 Osteopathic Medicine

Figure 1: Needle placements to reduce low-back and
pelvic muscle spasm (bilateral).

The needles may be inserted
when the patient is standing,
sitting, or recumbent. Very often
the patient may assume the
desired position for proper exam-
ination more easily after the
effect of the  needle has oc-
curred—usually in three to five
minutes.

The needle insertion is through
the skin into the subcutaneous
loose connective tissue. The di-
rection of insertion is approxi-
mately perpendicular to the skin

-surface. The needle should not

penetrate the investing fascia of
the masseter muscle, nor should it
penetrate the mucous membranes
of the mouth. :
Insertion of the needles before

examination of the musculoskel- -

etal system is done will usually
relax the musculature of the

lumbosacral area and pelvis. It

will also allow for spontaneous
correction of functional leg length
discrepancies.

The advantages of using this
needling technique before osteo-
pathic examination and treat-
ment are many.

(1) Patient comfort is increased
before musculoskeletal exam and
manipulative treatment.

(2) Physician time spent for
accurate examination and treat-
ment is reduced by the reduction
of secondary musculoskeletal
dysfunctions. The physician is
able to accurately focus on the
primary problem more quickly.

(3) Reduced duration of a treat-
ment program.

(4) Reduced need for pharma-
cotherapy.

(3) Reduced need for other -
physiotherapeutic modalities
aimed at symptomatic relief.




Seiatica

The patient suffering from acute
sciatica will very often receive
some benefit from the needle
placements described in the pre-
vious section. In addition to those
needle placements and with the
patient in a supine position, these
peedle insertions may be done.

(1) Bilateral needle insertion
posterior to the lateral malleolus
and anterior to the Achilles
tendon. Inmsertion is perpendic-
ular to the skin surface and is 0.25
to 0.50 in deep. In three to five
minutes if pain persists or is only
partially relieved, proceed with
the next insertion.

(2) Bilateral needle insertion
immediately distal to the promi-
nence of the proximal tuberosity
of the fifth metatarsal on the line
formed by the skin change from
the sole to the dorsum of the foot.
Needle insertion is about 0.25 in
deep and approximately perpen-
dicular to the skin surface. If
further relief is desired after two
or three minutes, proceed to the
next step. :

{3) Carefully palpate the ante-
rior border of the fibula begin-
ning at the lateral malleolus and
moving proximally toward the
fibular head below the knee. Any
areas of acute tenderness or tissue
texture change should be needled
bilaterally. The contralateral ana-
tomical counter locus on the
asymptomatic side should be nee-
dled first to reduce the pain of
needle insertion on the involved
side. These needle insertions are
approximately 0.25 in deep and

erther angled or perpendicular to -

the skin surface. The physician
should be careful not to penetrate
the deeper fascias in these areas
because this deep penetration will
often result in temporary but
considerably increased patient
discomfort (Fig. 2).

Should the pain persist after the
insertion of ail the needles, it is
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Figure 2: Needle placements for relief of sciatic pain
(bilateral).

Contrary to commonly held

opinion, acupuncture needling
treatment is not merely analgesic.
Relief of pain is often lasting.

[ Syt ey T

recommended that the physician
stimulate all the needies one at a
time by either tapping or twirling
as described.

In most instances, these needling
techniques will greatly alleviate
pain allowing for quicker and
more precise musculoskeletal di-
agnosis and manipulative treat-
ment.

Contrary to commonly held
opinion, the effect of this treat-
Instances of persistent sciatic
relief of pain is often lasting.
Instances of persistant sciatic
neuritis after manipulative cor-
rection of the primary somatic
dysfunction have been rare in my
experience.

Should no relief of pain be
achieved even temporarily using
these needling techniques, the
physician should seriously con-
sider a real nerve root compres-

sion problem as a viable diagno-
sis.

The aforementioned needling
techniques may also offer excel-
lent clinical results in postsurgical

cases of sciatica where nerve root

decompression - has been ac-
complished but sciatic pain per-
sists.

Acute Sacroiliac Dysfunction

Specific sacroiliac motion re-
striction may be a contributing
factor in acute low-back pain or
in sciatica or in both. It may also

occur discretely, manifesting lo-

calized pain in the sacroiliac
region.

Frequently, as the previously
described needling techniques are
done and the patient’s pain
syndrome changes, the presence
of acute sacroiliac dysfunction
may become apparent.

Before the application of specif-
ic manipulative techniques aimed
at mobilizing the sacroiliac, the
insertion of needles for a few
minutes may facilitate the mobili-
zation of the joint.

The patient may be either seated
or in the prone position for
needle insertion. If the patient is
seated, observation for signs of
syncope should be made. If it
should occur, the patient can be
placed in the lateral recumbent



position without removing the
needles.

The physician should identify
the bony prominences that repre-
sent the posterosuperior iliac
spines. Bilateral needles should
be inserted medially to the bony
landmarks and over the sacral
sulct. Next, a needle should be
inseried on the midline over the
space between the spinous pro-
cesses of L-5 and S-1.

The tissues over the lateral
aspects of the sacrum should be
. carefully palpated for acute ten-
derness or subcutaneous fibrous
changes or both. This palpatory
examination should proceed in a
caudad direction beginning just
beneath the needies that are
located medial to the posterosu-
perior iliac spines. All areas of
tenderness or tissue. change over
the scaroiliac joints should be
needled bilaterally.

Palpation in a caudad direction
down the midline for tenderness
and tissue change should then be
done and these midline areas, if
located, should be needled.

The best effect from the afore-
mentioned needle insertions can
be obtained by angling the inser-
tion through the skin at 30° to 45°
and directing the needles from a
cephalad to a caudad position as
they are inserted. The final mid-
line insertion should not be below
the coccyx bone, nor should the
laterally placed needles be below
the inferior lateral angle of the
sacrum (Fig. 3).

Very often, the skin will react by
turning red around one or more
of these needles. This reaction
usually carries with it a favorable
prognosis. In addition, reddened
areas of skin may appear laterally
over the buttocks. Improved re-
sults can be obtained if transcuta-
neous needling is done in these
reddened areas. As the needle
effects become maximal, the red
reaction will dissipate. There is no

Figure 3: Needle placements used for discrete sacroiliac

dysfunction.

Figure 4: Needle placements used for mobilization of

L-5 on sacrum.

further benefit to be obtained by
leaving the needles in place any
longer.

Usually, the physician will no-
tice a distinct reduction in tissue
tension and tenderness after re-
moval of the needles. Also, the

" sacrum will be much more mo-

bile. The sacroiliac restrictions, as
well as the patient, will be much
more amenable to specific ma-
nipulative treatment.

Almost invariably, a somatic
dysfunction of the sacrum is
accompanied by involvement of
L-5. Three additional needle. in-
sertions can be made that will
mobilize L-5 while the sacroiliac
needles are in place. These
needles are similarly inserted at
an angle through the skin in a
cephalocaudal — direction. The
needles are inserted on the mid-

~ line over the space between the

spinous processes of L-4 and L-5
and bilaterally, 0.5 in lateral to
this first needle. If the skin reacts
by turning red laterally from
these needle placements, further
needling can be done in a manner
similar to that described pre-
viously for the sacrum (Fig. 4).

Specific Intervertebral Motion
Restrictions

Mobilization and pain control
by acupuncture for localized and
specific vertebral and interverte-
bral somatic dysfunctions of the
spinal column can be successfully
treated to increase mobility and
reduce soft tissue tension by

- applying a similar approach to

that described for L-5. The needle
insertion is always 0.25 to 0.50 in

deep. Needles are inserted at an
{to p. 103)

Osteopathic Medicine July 1977 27




(from Acupuneture, p, 27}

Figure 5: Needle placements used for
mobilization of specific vertebra.

angle to the skin surface on the

midline in the interspinous spaces

above and below the principally
involved vertebra and approxi-
mately 0.5 in lateral on both sides
of the midline needle placements.
These needles can be left in place
for.a few minutes until the
desired effect is achieved. The
patient can either be sitting or
lying in the prone position. When
pain reduction and tissue relaxa-
tion have occurred, the physician
is able to achieve correction of the
specific somatic dysfunction much
more easily and precisely (Fig.
5).

Acute Intercostal Neuralgia and
Herpes Zoster

In my experience with more
than 100 cases of herpes zoster
and many more cases of inter-
costal neuralgia, acupuncture
treatment has been effective. The
relief of acute pain is momentary
and the acute rash of herpes
zoster will ofien become notice-
ably less inflamed in a matter of
minutes. Usually if the treatment

is repeated three or four times
depending on the recurrence of
symptoms, the physician may be
reasonably assured of a cure.

The level of segmental involve-
ment is ifrelevant in the acupunc-
ture treatment of intercostal neu-
ralgia. However, the treatment
varies with the side of involve-
ment.

If the left side of the thorax is
involved, needle placements are
used as described:

(1) bilateral—approximately 1
in anterior to the medial malleo-
lus in the depression just medial
to the tendon of the anterior
tibialis muscle;

(2) bilateral—approximately
0.25 in beyond the tips of the 11th
ribs; '

(3) bilateral—in the interspace
between the sixth and seventh
ribs on the mammillary line;

(4) bilateral—approximately 1.5
in lateral to the inferior border of
the spinous process of T-7;

(3) bilateral—approximately 1.5
in lateral to the inferior border of
the spinous process of T-%; and

(6) bilateral—-approximately 2
in above the ventral crease of the
wrist between the radius and the

. ulna, just medial to the tendon of

the palmaris longus muscle.
If the right side of the thorax is

. involved these needle placements

should be used:

(1) right side only—in the inter-
costal space between the sixth
and seventh ribs on the mammil-
lary line (no. 3 for left side of
thorax);

(2) bilateral—approximately 1.5
in lateral to the inferior border of
the spinous process of T-9 (no. 5
for left side of thorax);

(3) right side only—approxi-
mately 2 in above the ventral
crease of the wrist between the
radius and the ulna, just medial
to the tendon of the palmaris
longus muscle (no. 6 for left side

.. of thorax);

(4) on the ventral midline as it
intersects a transverse line drawn
between the nipples with the
patient in the supine position;

(5) on the ventral midline half
way between the xiphoid tip and
the umbilicus with the patient in
the supine position;

(6) on the right side—over the
fifth intercostal space approxi-
mately 6 in lateral to the ventral
midline. This point is best located
by palpating the intercostal
space;

(7) on the left leg—approxi-
mately a third of the way down
the lateral aspect of the tibia. This
point is best located by palpa-
tion;

(8) on the dorsum of the left
foot—anterior and inferior to the
lateral malleolus in the depres-
sion lateral to the tendon of the
exterior digitorum longus muscle.

These needle insertions will
usually alleviate the acute pain
quite rapidly. Specific manipula-
tive corrections of musculoskel-
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etal dysfunctions involving ribs
and thoracic vertebrae can and
should be made during the period
of acupuncture analgesia.

The usual course of treatment

involves visits with the patient on

two or three consecutive days.
Return visits can then be made
when necessary for pain or reoc-
curence of rash.

The physician should expect
complete resolution of the prob-
lem and will seildom have to settle
for less. The early stages of acute
herpes zoster have been observed
to respond more completely and
quickly. Postherpetic - neuritis
cases require more prolonged
courses of treatment with more
return visits.

In resistant cases of postherpetic
intercostal neuritis, I have had
some favorable results by inject-
ing 500 pg of vitamin B,, into
each acupuncture point before
applying manipulative treat-
ment.

Mobilization of the Diaphragm

The diaphragm is a muscle that
has always been of prime impor-
tance in the osteopathic con-
ceptual framework. Because of its
anatomical location, it functions
to separate and interrelate the
thoracic and the abdominal vis-
cera. It has great implications in
terms of somatovisceral and vis-
cerosomatic reflexes.

Before the application of manip-
ulative therapy aimed at the
mobilization of a restricted dia-
phragm, the physician’s task can
be greatly simplified and the
desired effect of the manipulation
greatly enhanced by the transcu-
taneous insertion of two needles.

These needles are inserted at a
cephalocaudad angle to the skin
surface to a depth of 0.25 to 0.50
in. The needling is done bilater-

ally, approximately 1.5 in lateral
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Osteopathic training in
understanding the
neuromusculoskeletal system,
coupled with highly developed
palpatory skills, provides the
osteopathic physician with a
distinct advantage in the
appiication of acupuncture
therapy.

to the lower border of the spinous
process of T7, The exactness of
needle placement can be en-

- hanced by palpation for exquisite

subcutaneous tenderness or nod-
ular fibrosity or both. When
found by palpation, the skin over-
lying these areas should be need-
led. The beneficial effect of
properly placed needles will be-
come apparent in a few minutes.
This needling should always be
followed by appropriate manipu-
lative techniques to mobilize the
diaphragm, specifically the thora-
columbar junction, the whole
thorax, and the lumbar spine.

Relaxation of the Cervical
Musculature by Acupuncture

Very often in a family practice,
the physician is confronted by the
patient suffering from acute so-
matic dysfunction of the cervical
area. Because of pain and limita-
tion of motion for the patient, the
physician may find it expedient to
use a muscle relaxant medication
or physiotherapeutic measures or

‘both to prepare the patient for

proper manipulative treatment.

Bilateral transcutaneous nee-
dling of the exact midpoint of the
posterior transverse popliteal
crease will often reduce the pain
and muscle spasm, thus enabling
the physician to perform the indi-
cated manipulative correction of
the somatic dysfunction. The
effect of the needling takes five to
ten minutes, The needles are
inserted perpendicular to the skin
surface and penetration is about
0.5 in deep.

Acupuncture for Headache

For the purposes of applying
acupuncture treatment for the
relief of headache, some general
etiologic classifications should be
made first.

Increased Intracranial Pressure—
There are four needle placements
that can be used to reduce intra-
cranial pressure in a matter of
minutes. This treatment proce-
dure is effective for temporary
relief of cephalgia because of a
brain tumor, postcraniotomy ce-
phalgia, the so-called “spinal
headache™ that follows lumbar
puncture, cephalgias related to
encephalitis and meningitis, ce-
phalgia that is a result of toxic
arachnoiditis, and many vascular
types of headaches.

Experience has shown this acu-
puncture treatment to be reliable
enough to offer differential diag-
nostic evidence in favor of, or in
opposition to, increased intra-
cranial pressure as an etiologic
contributing factor to the head-
ache. I have treated a broad spec-
trum of problem headache in-
stances using this acupuncture
technique.

The needles are inserted in the
following manner.

(1) Bilateral insertion into the
plantar surface of the foot poste-
rior to the prominence of the




Figure 6: Needle placements in feet used for treatment
of headaches because of increased intracranial pres-
sure.

second and third metatarsopha-
langeal joints (best located with
the toes plantar flexed). Insertion
is approximately perpendicular to
the skin surface and 0.5 in deep
(Fig. 6). |

(2) Needle insertion at the inter-
section of a line drawn trans-
versely through the medial ex-
tremes of the eyebrows and the
midsagittal plane. Insertion is
cephalocaudad in direction at an
angle of 30° to 45° to the skin
surface so that the needle aims
toward the nose. Insertion to a
depth of 025 to 0.50 in is
adequate. The physician can ex-
pect a red reaction around the
needle (Fig. 7).

(3) Needle insertion is made on
the midline half way between the
skin change of the upper lip and
the base of the nose. This needle
should be inserted 0.25 to 0.50 in
deep and aimed at about 45°
upward toward the nose (Fig.
)]

In a matter of a few minutes, this

Figure 7: Needle placements in face used for treatment
of headaches because of increased intracranial pres-
sure. '

needling procedure will greatly
reduce cephalgia of varying de-
grees of severity if intracranial
pressure is a contributing etio-
logic factor. If no reduction of
pain occurs in five minutes, the
physician should strongly suspect
other etiologic possibilities.

Two colleagues and I observed
that the amplitude of the cranial
rhythmic impulse is increased
almost immediately after nee-
dling these four points. This
effect reduces the time required
for effective application of cran-
iosacral osteopathic manipulative
treatment.

Not rarely, a severe but general-
ized cephalgia will respond to this

method of therapy by localizing
at a specific area topographically
related to a cranial suture. This
circumstance. is often effectively
treated by needling the scalp
directly superficial to the painful
area. The mneedle should be
inserted at an acute angle to the
scalp so that it does not encounter
the skull periosteurn and so that
its direction roughly approxi-
mates the direction of the in-
volved suture. Frequently, the
sutural pain will acquiesce very
quickly, sutural restriction will
abate and, in many instances,
further treatment will not be
required.

For the physician who is inter-
{te p. 110}
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(from p. 103)

Figure 8: Needle placements in feet (bilateral) used for
relief of “tension headache.”

Figure 9: Needle placements in hands (bilateral) used
for relief of *iension headache.”

ested in an osteopathic approach
to treating the cranium, it is quite
interesting to monitor the parasu-
tural areas during and after scalp
needle insertion. The rapid re-
lease of restriction to motion and
the change in tissue texture are
quite remarkable. I have fre-
quently used this needling tech-
mique as an adjunct during cran-
ial manipulation as an aid in
freeing resistant restrictions of
cranial vault sutures.

Cephalgia Resulting from Ner-
vous Tension—Cephalgia that is a
result of nervous tension is very
effectively treated by acupunc-
wre followed by appropriate ma-
nipulative techniques of the cer-
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vical area and the craniosacral
mechanism.

Often nervous tension itself will
respond to the needling that
reduces intracranial pressure. If
this is so, the alert physician
should suspect that the nervous
tension is not primary, but may
be secondary to very subtle
increases in intracranial pres-
sure.

The acupuncture treatment for
the true tension headache will

“usually relax the patient and

relieve the headache very rapidly.

The needle insertions are (1)
bilaterally, 0.5 in below the infer-
ior aspect of the external malleo-
lus—insertion is perpendicular to

the skin surface and 0.5 in deep
(Fig. 8); and (2) bilaterally at the
end of the transverse crease of the
half-clenched hand, proximal to
the fifth metacarpophalangeal
joint—needle insertion is perpen-
dicular 0.25 to 050 in deep
(Fig. 9).

Atlanto-occipital Somatic Dys-
Sfunction—When atlanto-occipital
somatic dysfunction is a contrib-
uting factor to cephalgia either
singularly or in addition to
nervous tension, these needle
placements have been found to
be helpful before application of
manipulative technique for the
mobilization of that joint. Very
often needling the areas de-
scribed under the previous head-
ing—the second method de-
scribed—is helpful before specifi-
cally needling for atlanto-occi-
pital joint dysfunction,

(1) On the midline directly be-
low the posteroexternal occipital
protuberance (inion). Insertion is
perpendicular to the skin and 0.5
in deep.

(2) On the midline between the
spinous processes of C-1 and C-2,
insertion is perpendicular and 0.5
in deep.

(3) On the midline between the
spinous processes of C-7 and T-1
perpendicular to the skin, the
insertion is 0.5 in deep.

(4) Palpate carefully along the
inferior aspect of the occiput. All
areas of tissue tension, subcuta-
neous nodular fibrosity, and
acute tenderness should be nee-
dled bilaterally. Needle the ana-
tomical counterpart (locus) of
each point found by palpation on
the opposite side in addition to
the actual site located by palpat-
ing. Needle insertion should be
aimed medially at about 45°. The
depth of insertion should be 0.5
in. :
(5) For bilateral insertion of
needles in the dorsum of the hand

between the thumb and forefin-




The physician should not resign
Jrom using acupuncture because
he does not agree with the
explanations given for why it
works. It works, and patients will
benefit from the use of this skill,

ger, these points may be located
by having the patient forcibly
approximate the thumb to the
second metacarpal. The highest
point in the muscle should -be
needled. Insertion is perpendic-
ular about 0.5 in deep.

Concluding Remarks

Hopefully, the acupuncture
techniques presented in this arti-
cle will be useful to the physician
who is courageous enough to try
them. Neither acupuncture nor
any other therapeutic modality is
a panacea. However, the integra-
tion of manipulation and acu-
puncture, which seems more than
additive, will greatly enhance the
physician’s therapeutic effective-
ness.

Osteopathic training is unique in
that it focuses on the role of the
neuromusculoskeletal system as it
relates to patient care, This ad-
ditional understanding of the
neuromusculoskeletal  system,
coupled with highly developed
palpatory skills, provides the os-
teopathic physician with a dis-

tinct advantage in the application -

of acupuncture therapy.

Once the physician has experi-
enced the “feel” of the effective
acupuncture point, needled it,
and observed a positive thera-
peutic response, he will realize
that acupuncture is not a form of
mystical art. By careful palpation,
it becomes obvious that acupunc-

- ture points are similar to Chap-

man’s reflex areas, trigger zones,
and so on.

Acupuncture is more than 5,000
years old. By virtue of its history
and much trial and error experi-
ence, it has evolved into a highly
organized system of a healing art
for which has been postulated a
functional conceptual model of
“meridians” and “energy fiow.”
The practicing physician need not
accept the theory of acupuncture :
to take advantage of its thera- -
peuvtic efficacy. He need only
insert needles transcutaneously in
anatomically well-defined loci
that are prescribed for use in
specific syndromes.

The interested physician who is
encouraged to delve into acu-
puncture meridian theory will
find that the addition of this theo-
retical knowledge to his osteo-
pathic skills will enhance his ther-
apeutic efficiency. The physician
who decides to study acupuncture
meridian theory should do so
with an open mind and accept the
explanations given by the ancient
practitioners as functional hypo-
theses. The physician should not
resign from the use of acupunc-
ture because he does not agree
with the explanations given for
why it works. What is important
is that it does work, and patients
will benefit from the physician’s
newly acquired skill. []



