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A B S T R A C T

Background

Peripheral joint osteoarthritis is a major cause of pain and functional limitation. Few treatments are safe and eNective.

Objectives

To assess the eNects of acupuncture for treating peripheral joint osteoarthritis.

Search methods

We searched the Cochrane Central Register of Controlled Trials (The Cochrane Library 2008, Issue 1), MEDLINE, and EMBASE (both through
December 2007), and scanned reference lists of articles.

Selection criteria

Randomized controlled trials (RCTs) comparing needle acupuncture with a sham, another active treatment, or a waiting list control group
in people with osteoarthritis of the knee, hip, or hand.

Data collection and analysis

Two authors independently assessed trial quality and extracted data. We contacted study authors for additional information. We calculated
standardized mean diNerences using the diNerences in improvements between groups.

Main results

Sixteen trials involving 3498 people were included. Twelve of the RCTs included only people with OA of the knee, 3 only OA of the hip, and
1 a mix of people with OA of the hip and/or knee. In comparison with a sham control, acupuncture showed statistically significant, short-
term improvements in osteoarthritis pain (standardized mean diNerence -0.28, 95% confidence interval -0.45 to -0.11; 0.9 point greater
improvement than sham on 20 point scale; absolute percent change 4.59%; relative percent change 10.32%; 9 trials; 1835 participants) and
function (-0.28, -0.46 to -0.09; 2.7 point greater improvement on 68 point scale; absolute percent change 3.97%; relative percent change
8.63%); however, these pooled short-term benefits did not meet our predefined thresholds for clinical relevance (i.e. 1.3 points for pain;
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3.57 points for function) and there was substantial statistical heterogeneity. Additionally, restriction to sham-controlled trials using shams
judged most likely to adequately blind participants to treatment assignment (which were also the same shams judged most likely to
have physiological activity), reduced heterogeneity and resulted in pooled short-term benefits of acupuncture that were smaller and non-
significant. In comparison with sham acupuncture at the six-month follow-up, acupuncture showed borderline statistically significant,
clinically irrelevant improvements in osteoarthritis pain (-0.10, -0.21 to 0.01; 0.4 point greater improvement than sham on 20 point scale;
absolute percent change 1.81%; relative percent change 4.06%; 4 trials;1399 participants) and function (-0.11, -0.22 to 0.00; 1.2 point
greater improvement than sham on 68 point scale; absolute percent change 1.79%; relative percent change 3.89%). In a secondary analysis
versus a waiting list control, acupuncture was associated with statistically significant, clinically relevant short-term improvements in
osteoarthritis pain (-0.96, -1.19 to -0.72; 14.5 point greater improvement than sham on 100 point scale; absolute percent change 14.5%;
relative percent change 29.14%; 4 trials; 884 participants) and function (-0.89, -1.18 to -0.60; 13.0 point greater improvement than sham
on 100 point scale; absolute percent change 13.0%; relative percent change 25.21%). In the head-on comparisons of acupuncture with the
'supervised osteoarthritis education' and the 'physician consultation' control groups, acupuncture was associated with clinically relevant
short- and long-term improvements in pain and function. In the head on comparisons of acupuncture with 'home exercises/advice leaflet'
and 'supervised exercise', acupuncture was associated with similar treatment eNects as the controls. Acupuncture as an adjuvant to an
exercise based physiotherapy program did not result in any greater improvements than the exercise program alone. Information on safety
was reported in only 8 trials and even in these trials there was limited reporting and heterogeneous methods.

Authors' conclusions

Sham-controlled trials show statistically significant benefits; however, these benefits are small, do not meet our pre-defined thresholds
for clinical relevance, and are probably due at least partially to placebo eNects from incomplete blinding. Waiting list-controlled trials of
acupuncture for peripheral joint osteoarthritis suggest statistically significant and clinically relevant benefits, much of which may be due
to expectation or placebo eNects.

P L A I N   L A N G U A G E   S U M M A R Y

Acupuncture for osteoarthritis

This summary of a Cochrane review presents what we know from research about the eNect of acupuncture on osteoarthritis.

The review shows that in people with osteoarthritis,

-Acupuncture may lead to small improvements in pain and physical function aGer 8 weeks.

-Acupuncture may lead to small improvements in pain and physical function aGer 26 weeks.

We oGen do not have precise information about side eNects and complications. This is particularly true for rare but serious side
eNects. Possible side eNects of acupuncture treatment include minor bruising and bleeding at the site of needle insertion.

What is osteoarthritis and what is acupuncture?

Osteoarthritis (OA) is a disease of the joints, such as your knee or hip. When the joint loses cartilage, the bone grows to try and repair
the damage. Instead of making things better, however, the bone grows abnormally and makes things worse. For example, the bone can
become misshapen and make the joint painful and unstable. This can aNect your physical function or ability to use your knee.

According to the philosophy of traditional acupuncture, energy circulates in 'meridians' located throughout the body.  Pain or ill health
happens when something occurs to cause this meridian energy circulation to be blocked. The way to restore health is to stimulate the
appropriate combination of acupuncture points in the body by inserting very thin needles.  Sometimes in painful conditions, electrical
stimulation along with the needles is also used.  According to acupuncture theory, one way you can tell that acupuncture is relieving pain
is that you may feel numbness or tingling, called de qi, where the needle is inserted.

Best estimate of what happens to people with osteoarthritis who have acupuncture:

Pain a7er 8 weeks:

-People who had acupuncture rated their pain to be improved by about 4 points on a scale of 0 to 20.
-People who received sham acupuncture rated their pain to be improved by about 3 points on a scale of 0 to 20.

-People who received acupuncture had a 1 point greater improvement on a scale of 0-20.  (5% absolute improvement).

Pain a7er 26 weeks:

-People who had acupuncture rated their pain to be improved by slightly more than 3 points on a scale of 0 to 20.
-People who received sham acupuncture rated their pain to be improved by slightly less than 3 points on a scale of 0 to 20.

-People who received acupuncture had under a 1 point greater improvement on a scale of 0-20.  (2% absolute improvement).
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Physical function a7er 8 weeks :

-People who had acupuncture rated their function to be improved by about 11 points on a scale of 0 to 68.
-People who received sham acupuncture rated their function to be improved by about 8 points on a scale of 0 to 68.

-People who received acupuncture had about a 3 point greater improvement on a scale of 0-68.  (4% absolute improvement)

Physical function a7er 26 weeks :

-People who had acupuncture rated their function to be improved by about 11 points on a scale of 0 to 68.
-People who received sham acupuncture rated their function to be improved by about 10 points on a scale of 0 to 68.

-People who received acupuncture had about a 1 point greater improvement on a scale of 0-68.  (2% absolute improvement)
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S U M M A R Y   O F   F I N D I N G S

 

Summary of findings for the main comparison.

Acupuncture compared with sham acupuncture for peripheral joint osteoarthritis

Patient or population: Patients with peripheral joint osteoarthritis

Settings:

Intervention: Acupuncture

Comparison: Sham acupuncture

Illustrative comparative risks* (95%
CI)

Assumed risk Corresponding
risk

Outcomes

Control Acupuncture

Relative per-
cent change

No of Partici-
pants 
(studies)

Quality of the
evidence 
(GRADE)

Comments

Pain (short term)

WOMAC scale from 0
to 20 points (higher
is worse pain).

Follow up: 8 weeks

The mean pain
(short term)
in the control
groups was

-2.66 points 1

The mean pain
(short term) in
the intervention
groups was

0.92 lower

(1.48 to 0.36 low-

er)2

-10.32%3 1835 
(9 studies)

++OO 

low(4,5)

SMD -0.28

(-0.45 to -0.11)

Absolute percent difference:

-4.59% (0.92 point lower on a 0-20 point scale)6

Function (short
term)

WOMAC scale from 0
to 68 points (higher
is worse function).

Follow up: 8 weeks

The mean func-
tion (short
term) in the
control groups
was

-7.86 points 1

The mean func-
tion (short term)
in the intervention
groups was

2.70 lower

(4.44 to 0.87 low-

er)2

-8.63%3 1767 
(8 studies)

++OO 

low(4)

SMD -0.28

(-0.46 to -0.09)

Absolute percent difference:

-3.97% (2.70 points lower on a 0-68 point

scale)6

Pain (long term) The mean pain
(long term)
in the control
groups was

The mean pain
(long term) in
the intervention
groups was

-4.06%3 1399 
(4 studies)

++++ 
high

SMD -0.10

(-0.21 to 0.01)
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WOMAC scale from 0
to 20 points (higher
is worse pain).

Follow up: 26 weeks

-2.92 points 1 0.36 lower

(0.75 lower to 0.04

higher)2

Absolute percent difference:

-1.81% (0.36 point lower on a 0-20 point scale)6

Function (long
term)

WOMAC scale from 0
to 68 points (higher
is worse function).

Follow up: 26 weeks

The mean func-
tion (long term)
in the control
groups was

-9.94 points 1

The mean func-
tion (long term) in
the intervention
groups was

1.21 lower

(2.43 lower to 0

higher)2

-3.89%3 1398 
(4 studies)

++++ 
high

SMD -0.11

(-0.22 to 0)

Absolute percent difference:

-1.79% (1.22 points lower on a 0-68 point

scale)6

Adverse events See comment See comment Not estimable - See comment Eight RCTs described adverse events across
groups, and they found that the frequency
of adverse events was similar between the
acupuncture and control groups. The frequen-
cy of adverse events in the acupuncture group
ranged from 0% (Sangdee 2002) to 7% (Berman
2004). Pooling of adverse events across these
RCTs was not possible because of limited re-
porting and heterogeneous methods. No seri-
ous adverse events were reported to be associ-
ated with acupuncture.

Side effects of
acupuncture-Bruis-
ing and bleeding at
injection site

See comment See comment Not estimable - See comment The frequency of minor side effects of acupunc-
ture, primarily minor bruising and bleeding at
needle insertion sites, ranged from 0% (Foster
2007) to 45% (Sangdee 2002). These frequen-
cies varied widely because of heterogeneous
and scanty reporting and different definitions
of what constitutes a side effect of acupuncture
versus what is an inherent part of treatment
(for example, occasional bruising at needle in-
sertion site).

*The basis for the assumed risk (e.g. the median control group risk across studies) is provided in footnotes. The corresponding risk (and its 95% confidence interval) is
based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI). 
 
CI: Confidence interval

GRADE Working Group grades of evidence 
High quality: Further research is very unlikely to change our confidence in the estimate of effect. 
Moderate quality: Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate. 
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Low quality: Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate. 
Very low quality: We are very uncertain about the estimate.

1 The representative trial selected for calculating the percent changes from baseline was the Berman 2004 trial because this trial was suNiciently large, and because the patient
characteristics and the baseline mean and SD of the control group for this trial was most similar to, and thus most representative of, the other trials.
2 We calculated the main diNerence by choosing the Berman 2004 trial as a representative study, and then calculating the diNerence by multiplying the SMD by the SD (standard
deviation) of the mean change in the control group in this study.
3 We calculated the relative percent change by multiplying the SMD by the standard deviation of change in the control group of the Berman 2004 trial, dividing the result by the
baseline mean in the control group of the Berman 2004 trial, and multiplying by 100 to obtain the percent.
4 We could not be certain that the shams used in three of the sham-controlled trials (Sangdee 2002*; Vas 2004; Berman 2004) were suNiciently credible in fully blinding participants
to the treatment being evaluated.
5 There was statistically significant heterogeneity of eNect estimates between the two substrata for the following four variables for the pain outcome: success of blinding (Yes/Not
sure); likely physiological activity of sham control (Yes/No); use of electrical stimulation of needles (Yes/No); and adequate number of acupuncture sessions (Yes/No).
6 We calculated the absolute percent change by multiplying the SMD by the standard deviation of change in the control group of the Berman 2004 trial, dividing the result by the
number of units in the scale, and multiplying by 100 to obtain the percent.
7 There was statistically significant heterogeneity of eNect estimates between the trials (I2 = 73%).
 
 

Summary of findings 2.

Acupuncture compared with sham acupuncture for knee osteoarthritis

Patient or population: Patients with knee osteoarthritis

Settings:

Intervention: Acupuncture

Comparison: Sham acupuncture

Illustrative comparative risks* (95%
CI)

Assumed risk Corresponding
risk

Outcomes

Control Acupuncture

Relative per-
cent change

No of Partici-
pants 
(studies)

Quality of the
evidence 
(GRADE)

Comments

Pain (short term)

WOMAC scale from 0
to 20 points (higher
is worse pain).

Follow up: 8 weeks

The mean pain
(short term)
in the control
groups was

-2.66 points 1

The mean pain
(short term) in
the intervention
groups was

0.96 lower

-10.69%3 1773 
(8 studies)

++OO 

low(4,5)

SMD -0.29

(-0.48 to -0.1)

Absolute percent difference:

-4.76% (0.95 point lower on a 0-20 point scale)6
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(1.57 to 0.33 low-

er)2

Function (short
term)

WOMAC scale from 0
to 68 points (higher
is worse function).

Follow up: 8 weeks

The mean func-
tion (short
term) in the
control groups
was

-7.86 points 1

The mean func-
tion (short term)
in the intervention
groups was

2.80 lower

(4.73 to 0.77 low-

er)2

-8.93%3 1767 
(8 studies)

++OO 

low(4,7)

SMD -0.29

(-0.49 to -0.08)

Absolute percent difference:

-4.11% (2.80 points lower on a 0-68 point

scale)6

Pain (long term)

WOMAC scale from 0
to 20 points (higher
is worse pain).

Follow up: 26 weeks

The mean pain
(long term)
in the control
groups was

-2.92 points 1

The mean pain
(long term) in
the intervention
groups was

0.36 lower

(0.76 lower to 0.04

higher)2

-4.06%3 1399 
(4 studies)

++++ 
high

SMD -0.10

(-0.21 to 0.01)

Absolute percent difference:

-1.81% (0.36 point lower on a 0-20 point scale)6

Function (long
term)

WOMAC scale from 0
to 68 points (higher
is worse function).

Follow up: 26 weeks

The mean func-
tion (long term)
in the control
groups was

-9.94 points 1

The mean func-
tion (long term) in
the intervention
groups was

1.22 lower

(2.44 lower to 0

higher)2

-3.89%3 1398 
(4 studies)

++++ 
high

SMD -0.11

(-0.22 to 0)

Absolute percent difference:

-1.79% (1.22 points lower on a 0-68 point

scale)6

Adverse events See comment See comment Not estimable - See comment Seven RCTs described adverse events across
groups, and they found that the frequency
of adverse events was similar between the
acupuncture and control groups. The frequen-
cy of adverse events in the acupuncture group
ranged from 0% (Sangdee 2002) to 7% (Berman
2004). Pooling of adverse events across these
RCTs was not possible because of limited re-
porting and heterogeneous methods. No seri-
ous adverse events were reported to be associ-
ated with acupuncture.

Side effects of
acupuncture-Bruis-

See comment See comment Not estimable - See comment The frequency of minor side effects of acupunc-
ture, primarily minor bruising and bleeding at
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ing and bleeding at
injection site

needle insertion sites, ranged from 0% (Foster
2007) to 45% (Sangdee 2002). These frequen-
cies varied widely because of heterogeneous
and scanty reporting and different definitions
of what constitutes a side effect of acupuncture
versus what is an inherent part of treatment
(for example, occasional bruising at needle in-
sertion site).

*The basis for the assumed risk (e.g. the median control group risk across studies) is provided in footnotes. The corresponding risk (and its 95% confidence interval) is
based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI). 
 
CI: Confidence interval; RR: Risk Ratio; [other abbreviations, eg. OR, etc]

GRADE Working Group grades of evidence 
High quality: Further research is very unlikely to change our confidence in the estimate of effect. 
Moderate quality: Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate. 
Low quality: Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate. 
Very low quality: We are very uncertain about the estimate.

1 The representative trial selected for calculating the percent changes from baseline was the Berman 2004 trial because this trial was suNiciently large, and because the patient
characteristics and the baseline mean and standard deviation of the control group for this trial was most similar to, and thus most representative of, the other trials.
2 We calculated the main diNerence by choosing the Berman 2004 trial as a representative study, and then calculating the diNerence by multiplying the SMD by the standard
deviation of the mean change in the control group in this study.
3 We calculated the relative percent change by multiplying the SMD by the standard deviation of change in the control group of the Berman 2004 trial, dividing the result by the
baseline mean in the control group of the Berman 2004 trial, and multiplying by 100 to obtain the percent.
4 We could not be certain that the shams used in three of the sham-controlled trials (Sangdee 2002*; Vas 2004; Berman 2004) were suNiciently credible in fully blinding participants
to the treatment being evaluated.
5 There was statistically significant heterogeneity of eNect estimates between the trials (I2 = 68%).
6 We calculated the absolute percent change by multiplying the SMD by the standard deviation of change in the control group of the Berman 2004 trial, dividing the result by the
number of units in the scale, and multiplying by 100 to obtain the percent.
7 There was statistically significant heterogeneity of eNect estimates between the trials (I2 = 73%).
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B A C K G R O U N D

Osteoarthritis (OA), the most common form of arthritis (Lawrence
1998; Felson 2000), is the leading cause of disability among older
adults (MMWR 2001; Peat 2001). Non-steroidal anti-inflammatory
drugs (NSAIDS) and acetaminophen are the most commonly used
pharmacological agents for treating osteoarthritis (Ausiello 2002;
Wegman 2004). However, according to a recent systematic review,
NSAIDs are only slightly better than placebo in providing short-
term pain relief, and their eNects are probably too small to be
meaningful to people with OA (Bjordal 2004). Acetaminophen is
oGen considered a safer alternative to NSAIDs (Wegman 2004),
and a recent Cochrane review (Towheed 2006) indeed found that
acetaminophen was associated with fewer adverse eNects than
NSAIDs in short-term randomized controlled trials (RCTs) (Zhang
2008). However, this review also found that acetaminophen is
modestly less eNective than NSAIDs (Towheed 2006), and that the
clinical significance of acetaminophen is questionable (Towheed
2006; Zhang 2008), as it results in only a 5% larger improvement
from baseline in pain compared to placebo in the short-term
(Towheed 2006). In addition, acetaminophen may be the leading
cause of acute liver failure in the United States (Larson 2005).

The most recent evidence-based treatment guidelines from the
UK National Institutes of Clinical Excellence (NICE Guideline
2008) and the Osteoarthritis Research International (Zhang
2008) suggest that OA treatment should be multidisciplinary,
with non-pharmacological treatments such as education,
aerobic and resistance exercises, and weight loss as the
"cornerstone" (NICE Guideline 2008) or "initial focus" (Zhang
2008) of patient management, and with consideration also
given to pharmacological options such as acetaminophen when
further treatment is required. In a recent systematic review of
OA guidelines (Zhang 2008), five of the eight guidelines that
considered acupuncture recommended it as an osteoarthritis
treatment modality. A very recent, authoritative, guideline for
knee or hip OA (Zhang 2008) was developed by an international,
multidisciplinary group of experts using a Delphi process. With
this approach, consensus recommendations among the committee
members were developed by systematically reviewing and critically
appraising both meta-analyses of eNicacy as well as existing
guidelines. This approach was described as "evidence-driven and
clinically supported". This guideline committee recommended
acupuncture as one of 12 possible non-pharmacological modalities
for treating osteoarthritis; however, this recommendation achieved
only a 69% consensus among the guideline committee members.

Many people with OA seek out complementary and alternative
medicine (CAM) therapies (Rao 1999; Herman 2004; Quandt 2005).
For example, according to a recent US national survey (Quandt
2005), 41% of a nationally representative sample of people with
arthritis have used a CAM therapy in the past year. Another recent
survey found that 67% of people with OA in primary care clinics
were currently using at least one type of CAM therapy (Herman
2004), with glucosamine and chondroitin being by far the most
commonly used therapies (Herman 2004). Though glucosamine
is used by 25% of people with OA (Herman 2004), the evidence
to support its use is inconsistent (Towheed 2005; Zhang 2008),
with some recent large trials showing no benefit over a placebo
(Cibere 2004; McAlindon 2004; Clegg 2006; Rozendaal 2008).
Chondroitin is used by 18% of people with OA (Herman 2004),
but a recent systematic review of large, methodologically sound

trials concluded that the symptomatic benefit is "minimal or non-
existent" (Reichenbach 2007). All other CAM therapies for treating
OA are used far less frequently than glucosamine and chondroitin
(Herman 2004). For example, acupuncture is used by only about 1%
(Quandt 2005) to 2% (Herman 2004) of people with arthritis. Even
among people with OA who do use acupuncture, most do not use it
specifically for treating their OA (Quandt 2005).

According to the philosophy of traditional acupuncture, energy
circulates in 'meridians' located throughout the body. When
something occurs to cause this meridian energy circulation to
be blocked, pain or ill health will result. The way to restore
energy circulation, health, and balance, is to stimulate the
appropriate combination of the estimated 400 traditional meridian
acupuncture points in the body (WHO 1991). Additional non-
meridian tender points may also be used, and electrical stimulation
of the points is also common in modern acupuncture, especially
for pain-related conditions. According to acupuncture theory, one
indication that acupuncture is exerting its analgesic eNects is that a
patient may experience a sensation of numbness or tingling, called
de qi, at the needle insertion point.

Laboratory evidence has documented a biological basis of
acupuncture analgesia. For example, animal studies provide
evidence that acupuncture may simply be a particular method
of stimulating the nervous system to release a range of
neurotransmitters - particularly opioid peptides - which are
involved in the body's own pain-suppressing mechanisms (Lewith
1984). Other research suggests that the noxious stimulation
of the acupuncture needles may act to suppress the nervous
system pathways that are involved in the sensory and aNective
components of pain (Han 2003; Hui 2005). Because pain oGen
limits a patient's activity, decreased pain may improve function.
Also, basic science studies show that acupuncture suppresses
inflammation (Li 2008); any decreases in inflammation may
improve physical function.

Acupuncture has been demonstrated to be a safe therapy with
a very low risk of serious side eNects (MacPherson 2001; White
2001; Cherkin 2003; Lao 2003; Melchart 2004). A systematic review
of 12 prospective studies which surveyed more than one million
acupuncture treatments found that the risk of a serious adverse
event from acupuncture is estimated to be 0.05 per 10 000
treatments, and 0.55 per 10 000 individual patients. Treatment
guidelines (Am Coll Rheum 2000; Jordan 2003; Wegman 2004)
emphasize that treatment safety is an important consideration,
especially because people with knee OA are oGen older, use
concurrent medications, and have co-morbidities. Given its safety,
the question of whether or not acupuncture is eNective for treating
OA of the knee therefore is highly relevant.

In everyday practice, acupuncture treatment is oGen
individualized, continually modified to take into account changes
in the patient's condition, and combined with other treatments,
such as herbal medicine and mind-body exercises. In contrast,
in RCTs of acupuncture, a prescribed formula of acupuncture
points is generally evaluated as a sole treatment. While evaluating
acupuncture as a sole, isolated treatment may not reflect everyday
clinical practice, it does allow for the best estimation of the specific
eNects of acupuncture.

Three recent systematic reviews of RCTs have evaluated the
eNects of acupuncture on OA. Two of these reviews included only

Acupuncture for peripheral joint osteoarthritis (Review)
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participants with knee OA (Manheimer 2007; White 2007), while the
third (Kwon 2006) included participants with OA of any peripheral
joint. Each of these reviews included a meta-analysis which showed
that acupuncture was statistically significantly superior to sham
acupuncture in the short-term. This review is a substantial update
of the most recently published earlier review (Manheimer 2007).
This current review has been largely rewritten from the earlier
version (Manheimer 2007), and includes RCTs with OA of all
peripheral joints, not just the knee, as well as two large, recent, knee
OA RCTs not included in any previous systematic review.

O B J E C T I V E S

The objective of this review was to compare the eNects of
traditional needle acupuncture with a sham, another active
treatment, or with a waiting list control, for people with OA of the
knee, hip, or hand.

M E T H O D S

Criteria for considering studies for this review

Types of studies

We included RCTs in any language. We included only RCTs with
at least six weeks of observation because trials with a shorter
duration were considered irrelevant for the question of whether
acupuncture is helpful for people with a chronic disease like OA. In
principle, a longer trial duration would seem even more desirable;
however, given the limited number of trials available we considered
a minimum duration of six weeks a reasonable compromise.

Types of participants

We included only studies that concerned exclusively participants
with osteoarthritis of one or more of the peripheral joints (i.e. knee,
hip, and hand). Studies including participants with only OA of the
spine were not included. Studies that included a mix of participants
with OA of the spine and OA of the peripheral joints were included
only if the results for the participants with OA of the peripheral
joints were reported separately from the results of the participants
with OA of the spine.

Types of interventions

We included only studies evaluating traditional acupuncture.
Traditional acupuncture involves inserting needles into traditional
meridian points, usually with the intention of influencing energy
flow in the meridian. In traditional acupuncture, needles may also
be inserted at additional tender points and electrical stimulation
of the needles may be used. We excluded trials of dry needling/
trigger point therapy, a therapy which rejects traditional concepts
of energy and meridians, and which involves inserting needles
only at unnamed tender or trigger points to stimulate nerves or
muscles. We also excluded RCTs of laser acupuncture and electro-
acupuncture without needle insertion because most authorities
believe acupuncture involves needle insertion (Birch 2001).

The control interventions were a sham intervention, a waiting
list, and another active treatment. We also included trials that
compared acupuncture plus another active treatment versus that
other active treatment alone. Thus, we included all pragmatic
trials that compared acupuncture with any other treatments (e.g.
exercise, education, medication, etc.). Because our objective was to
evaluate the eNects of acupuncture compared to non-acupuncture

controls, we excluded RCTs in which one form of acupuncture was
compared only with another form.

Types of outcome measures

At least one of the following outcome measures had to be reported:
pain, function, or symptom severity.

We compiled a table of any excluded studies about which it was
plausible to expect that a reader would question why the study was
not included. This includes all studies that appeared on first glance
to meet the selection criteria but did not, as well as studies that did
not meet all of the criteria but are well known, in the same general
area as the review, and may be thought relevant by some readers
(Higgins 2008 (Section 7)).

Search methods for identification of studies

To identify RCTs, we searched the Cochrane Central Register
of Controlled Trials (CENTRAL, The Cochrane Library 2008, Issue
1), MEDLINE (through December 2007), and EMBASE (through
December 2007) (see Additional Table 1). For our MEDLINE
and CENTRAL searches, we searched the following terms as
both free-text terms as well as MeSH terms (except where
indicated): (acupuncture; acupuncture therapy; auriculotherapy
(free text only); electroacupuncture; moxibustion; Medicine,
Oriental Traditional; Medicine, Chinese Traditional) AND (arthritis;
osteoarthritis; arthralgia; joint diseases; joint pain (free-text only);
chronic joint symptoms (free-text only); gonarthrosis (free-text
only); osteoarthrosis (free-text only); ostoarthrosis (free-text only);
degenerative arthritis (free-text only)). We combined this search
strategy with a methods filter for clinical trials (Glanville 2006). For
our EMBASE search, we used a modified version of the MEDLINE
strategy (see Additional Table 1).

All RCTs included in previous systematic reviews of acupuncture
for OA (Ernst 1997; Ezzo 2001; Kwon 2006; White 2007; Manheimer
2007) were also reconsidered for inclusion in this review. We
scanned bibliographies of retrieved articles for further references.
Finally, we also searched databases of ongoing trials to identify
details of trials that may be relevant for future updates of this
review.

Two authors (EM with either KC or KL) independently considered
articles for inclusion, with disagreements resolved by discussion.

Data collection and analysis

Data extraction

One author (EM) extracted the data for all trials except the one
German language trial (Molsberger 1994). A second author (either
KC or KL) completed an independent second extraction for all
trials: KC completed the second extraction for five trials (Fink
2001; Haslam 2001; Stener-Victorin 2004; Foster 2007; Williamson
2007) and KL completed the extractions for the remaining 11
trials. Consensus was generally achieved by discussion; in the
few instances where disagreements persisted, a third author
made the final decision on the extraction of the data item. We
independently extracted information pertaining to quality of the
methods, participants, acupuncture and control interventions, and
treatment outcomes (including adverse eNects). We e-mailed all
RCT corresponding authors and requested that they review the
information about their RCT extracted into our Characteristics of
included studies table, as well as review our quality assessments of
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their RCT. When data reported in RCT publications was incomplete
or ambiguous, we requested additional information or clarification
from the corresponding authors.

We extracted the outcomes of pain, function, and symptom severity
for all time points reported. When a given study reported more
than one pain, function or symptom severity measure, we gave
preference to the WOMAC pain, function, and total (i.e. sum
of WOMAC pain, function, and stiNness) measures, respectively,
because the WOMAC has been extensively and repeatedly validated
in its original English version (Bellamy 1988; Angst 2005; Bellamy
2005) and also in its Spanish (Escobar 2002) and German (Stucki
1996) adaptations, each of which was used in one of the trials in our
meta-analyses (Vas 2004; Scharf 2006). In addition, the WOMAC is
the most comparable between studies because most trials in this
review measured outcomes using the WOMAC scale.

The method of selecting acupuncture points was categorized as
individual, fixed formula, or flexible formula. For the individual
style, the practitioner is free to chose any points. For the fixed
formula, the same fixed points are used for all participants. For the
flexible formula, a fixed formula is used and some additional points
are chosen according to the symptoms or tenderness of the patient.

For cross-over trials, we included only the data before the cross-
over occurred because we considered the risk for carryover eNects
to be prohibitive.

Risk of bias assessment

For the risk of bias assessment, we used the new tool
recommended by the Cochrane Reviewer's Handbook. As
recommended, we used the following six separate criteria:

• Adequate sequence generation

• Allocation concealment

• Blinding

• Incomplete outcome data addressed (up to 3 months aGer
randomization)

• Incomplete follow-up outcome data addressed (4 to 12 months
aGer randomization)

• Free of selective reporting

For the "other potential threats to validity" item on the risk of bias
scale, we assessed the following items:

groups similar at baseline regarding the most important prognostic
indicators; co-interventions avoided or similar; compliance
acceptable in all groups; timing of the outcome assessment in all
groups similar; intention-to-treat analysis.

As a first step in evaluating risk of bias, we copied information
relevant for making a judgment on a criterion from the original
publication into a table. If available, we also entered any additional
information from the study authors into this table. Two reviewers
independently made a judgment whether the risk of bias for each
criterion was considered low, high or unclear. A third reviewer
arbitrated any disagreements.

For the blinding item on the risk of bias scale, we assigned
sham-controlled trials as "Unclear" rather than "Yes" because
we could not be certain that all shams were suNiciently credible
in fully blinding participants to the treatment being evaluated.

However, we assigned the "Yes" score to sham-controlled trials
that either 1) evaluated the credibility of the sham and found the
sham to be indistinguishable from true acupuncture, or 2) used
needle acupuncture as the sham and also informed participants
that two diNerent types of acupuncture were being compared
(i.e., did not inform participants that a sham treatment was
involved). Some trials had both blinded sham control groups and
unblinded comparison groups (i.e. waiting list or other active
treatment control). In the risk of bias tables the column judgment
always relates to the comparison with sham interventions. In the
column description we also include the assessment for the other
comparison group. As the risk of bias table does not include a "not
applicable" option, the item "incomplete follow-up outcome data
addressed (time point greater than three months and closest to
six months aGer randomization)" was rated as "unclear" for trials
which did not follow patients longer than three months.

For osteoarthritis trials, investigators typically measure a number
of outcomes at multiple time points using various outcome
measurement instruments. For the selective reporting item, we
considered those trials as having a low risk of bias if they reported
the results of the most relevant osteoarthritis outcomes measured
(typically a measure of pain and function using the WOMAC scale)
for the most relevant time points (end of treatment and, if done,
follow-up), and if these results made it unlikely that authors
had picked them out because they were particularly favorable or
unfavorable. Trials which met all criteria, or all but one criterion,
were considered to be of higher quality.

For ranking the strength and quality of the evidence for a given
comparison, we used the GRADE and Summary of Findings tables
recommended by The Cochrane Collaboration.

Quantitative data synthesis

We placed studies into one of four categories according to which of
the following comparisons were evaluated:

1) Acupuncture versus a sham intervention;
2) Acupuncture versus a waiting list;
3) Acupuncture versus another active treatment;
4) Acupuncture plus another active treatment versus that other
active treatment alone.

Trials using diNerent active treatment comparators were analyzed
separately.

Trials of acupuncture for diNerent peripheral joints were each
analyzed in a separate joint-specific meta-analysis. An additional
analysis that evaluated acupuncture for OA of any peripheral joint
combined trials of OA of the knee with trials of OA of other
peripheral joints (i.e. hip or hand). If any trials included both knee
OA and other peripheral joint OA participants and reported the
outcomes separately for the participants with OA of the knee and
participants with OA of the other peripheral joints, the separate
outcomes from the knee, hip, or hand joint participants were
included in the relevant joint-specific analysis, while the results
from all included participants were included in the peripheral joint
OA analysis.

The outcomes of the review were the standardized mean
diNerences of acupuncture, as compared with each comparison
group, on pain, function, and symptom severity, at both the short-
and longer-term follow-up time points. For our meta-analyses,
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we defined the short-term outcome as the measurement point
closest to eight weeks, and less than or equal to three months,
following randomization. We defined the longer-term outcome as
the measurement point closest to six months, and more than three
months, following randomization.

Standardized mean diNerences were calculated using the
diNerences in improvements between groups. We used
standardized mean diNerences as the principal measure of eNect
size because the trials assessed the same outcomes but measured
them in various ways (e.g., WOMAC VAS and Likert scales).

For the five RCTs that used a waiting list control group (Christensen
1992; Berman 1999; Tukmachi 2004; Witt 2005; Witt 2006), we
excluded all outcome measurements aGer participants on the
waiting list began acupuncture.

We pooled data using the random-eNects model to account for
expected heterogeneity. To evaluate heterogeneity within our

categories of trials, we used I2 tests on all outcomes meta-analyzed.
If there was "considerable heterogeneity", which is defined by the
Cochrane Handbook for Systematic Reviews of Interventions as

an I2 value between 75% and 100% (Higgins 2008 (Section 9.5.2),
the data were not pooled; otherwise, data were pooled. However,

when studies showed "substantial heterogeneity" (i.e. I2 > 50%,
(Higgins 2008 (Section 9.5.2)), the pooled results were interpreted
with caution. We also tried to determine the cause of statistically
heterogeneous study results, using subgroup analyses (Ioannidis
2008), as described below. We also conducted a sensitivity analysis
using a fixed-eNect analysis, to assess the robustness of our
findings. Although the random-eNects analysis is the preferred
approach because of the large heterogeneity, we also conducted a
fixed-eNect as a sensitivity analysis because the larger studies are
more valid and thus these studies will remain most influential in a
fixed-eNect analysis.

To allow for a more clinically relevant interpretation, we also
evaluated whether the pooled eNects of acupuncture met the
threshold for minimal clinically important diNerences, defined as
the smallest diNerences in scores that people with OA would
perceive to be beneficial (Angst 2002). The clinically relevant eNects
for knee osteoarthritis have been estimated to be standardized
mean diNerences of 0.39 for WOMAC pain and 0.37 for WOMAC
function (Angst 2002).

To further aid clinical interpretation, we also converted the
pooled standardized mean diNerences to the percent changes from
baseline of acupuncture relative to the comparison control, using
the approach recommended by the Cochrane Musculoskeletal
Group. For these calculations, we first calculated the absolute
change by multiplying the pooled standardized mean diNerence
by the standard deviation of the control group of the trial
that has a large weighting in the overall result in RevMan, and
is most representative, in terms of the patient characteristics
and the baseline mean and standard deviation of the control
group. This absolute change was then divided by the baseline
value of this trial's control group to calculate a relative percent
change from baseline. If there is "considerable or substantial
heterogeneity" (Higgins 2008 (Section 9.5.2)), it may be misleading
to quote an average clinical value for the intervention's eNect, and
in such cases, we did not compute pooled absolute and relative
percent changes.

If any studies within any category reported insuNicient data for
pooling even aGer asking authors for more details, we excluded
such studies from the meta-analyses and described their results
narratively.

If at least six studies were available for a meta-analysis, we assessed
the likelihood of small study bias by constructing funnel plots
(Sutton 2000).

Acupuncture adequacy assessments

Two acupuncturists (LL, Marcos Hsu), who have a combined
acupuncture clinical experience of nearly forty years in treating
knee OA, and who have both previously worked on RCTs
and systematic reviews of acupuncture, independently assessed
the adequacy of the acupuncture administered in the trials.
Consensus was achieved by discussion. The adequacy of four
aspects of the acupuncture (Furlan 2005) were assessed: choice
of acupuncture points; number of sessions; needling technique;
and acupuncturist's experience. The adequacy of the sham
intervention was also assessed, using an open-ended question.
The acupuncturists' assessments of adequacy were based only
on the description of the study population and the acupuncture
procedure; the assessors were blinded to the results of the study
and the publication (author and journal).

The assessors had previously used this adequacy assessment
instrument for the earlier systematic review (Manheimer 2007), of
which this is an update. However, the acupuncturists decided that
their previous assessments may have overestimated the adequacy
of the acupuncture in some of the trials, and therefore, for this
update, the acupuncturists assessed again the 11 trials previously
assessed for the earlier version and also assessed the five new
trials. For this update, the acupuncturists decided that the trials
needed to include both an adequate number of treatments and
also an adequate overall duration of treatment to earn a score
of adequate on the 'number of sessions' item, whereas in the
earlier review, only the number of treatments was considered,
without regard for whether the duration of treatment (i.e. number
of weeks of treatment) was of an adequate length. We asked the
acupuncturists to guess the identity of each study being assessed to
test the success of the blinding. The results of the tests of blinding
to the results of the studies that are reported in Additional Table 2
were based on the guesses of the studies made during the second
adequacy assessment.

Subgroup and sensitivity analyses

Of the 11 elements of the Cochrane Back Review Group scale (see
Table 3, Table 4) we conducted subgroup analyses only on the
elements that relate specifically to randomization, blinding, and
follow-up because we believed that these elements would be most
likely to aNect the eNect of acupuncture for osteoarthritis. These
six elements were the following: generation of random sequence;
allocation concealment; baseline comparability; blinding success;
acceptability of drop-out rate; and intention-to-treat analysis. For
these subgroup tests, which were conducted among the sham-
controlled trials only, which by design were all intended to
have participants blinded, we used blinding success rather than
patient blinding as the variable for the testing. We conducted
another subgroup analysis on whether or not the sham used
in the trial was likely to have analgesic/physiological activity,
according to the acupuncturists' assessments. We also conducted
a subgroup analysis on high (> 6 out of 11) versus low quality trials,
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according to the Cochrane Back Review Group scale. Additionally,
we conducted subgroup tests on the following 7 clinical variables:
the 4 variables related to acupuncture adequacy (see section
'Acupuncture adequacy assessments' above), 1 variable related
to the method of selecting acupuncture points (i.e. fixed formula
or flexible formula), 1 variable related to electrical stimulation of
acupuncture needles (Y/N), and 1 variable related to length of
follow-up (i.e. greater than or equal to versus less than 3 months
from randomization).

For these subgroup analyses, we used a significance test, as
described by Deeks et al (Deeks 2001; Deeks 2005) to investigate
whether diNerences in eNects of acupuncture between any two
subgroups for any variable were statistically significant for either
the pain or function outcome. For these subgroup analyses, we
subgrouped all peripheral joint OA sham-controlled trials. Among
the 15 potential variables for subgroup analyses described above,
we conducted a statistical test for interaction only if there were
more than one study in each subgroup, as is required (Deeks 2001).
For all subgroup comparisons, the P value for the interaction test

was reported, as were the pooled estimates and I2 values from each
of the two relevant subgroups (Higgins 2008 (Section 9.5.2)).

We conducted two sensitivity analyses. First, for the acupuncture
versus sham comparison, for which the eNect sizes were small
and therefore potentially sensitive to use of diNerent analytic
methods, we calculated the standardized mean diNerences using
both changes from baseline and post-treatment values. Namely,
we used a comparison of means and standard deviations (SDs) of
changes from baseline for each group for the primary analysis and
we used a comparison of means and SDs of post-treatment scores
for each group for a sensitivity analysis (Higgins 2008 (Section
9.4.5.2). We conducted separate analyses using both changes from
baseline and post treatment scores in order to test whether the
statistical significance of the pooled standardized mean diNerences
diNered depending on the sets of values used. We recorded any
assumptions or imputations necessary to calculate either SDs of
changes from baseline or SDs of post-treatment scores.

Second, when both crude values and adjusted values were reported
in a publication, we used crude values preferentially for the primary
analysis, and we used adjusted changes from baseline, when
reported, for an additional sensitivity analysis, for the acupuncture
versus sham comparison only.

R E S U L T S

Description of studies

Excluded studies

Among the 20 excluded studies (for details see Characteristics of
excluded studies), 6 had observation periods less than 6 weeks
(Ammer 1988; Petrou 1988; Dickens 1989; McIndoe 1994; Yurtkuran
1999; Ng 2003), 6 included people with OA of the neck rather than
the peripheral joints (Coan 1982; Loy 1983; Petrie 1983; Petrie 1986;
Lundeberg 1991; Thomas 1991); 1 included people with OA of a
variety of joints, including the spine, and the results for the people
with OA of the peripheral joints were not reported separately from
the results of the people with OA of the spine (Gaw 1975), 3 were not
explicitly randomized (Junnila 1982; Zherebkin 1998; Tillu 2002), 2
compared two types of active acupuncture (Kwon 2001; Tillu 2001),

1 paper was not obtainable (Milligan 1981), and 1 used trigger point
therapy, not Chinese style acupuncture (Weiner 2007).

Included studies

General study characteristics: Numbers of studies and
participants; languages of publication; peripheral joints
included; unpublished information obtained from authors:

We included 16 RCTs (Christensen 1992; Molsberger 1994; Takeda
1994; Berman 1999; Fink 2001; Haslam 2001; Sangdee 2002 *;
Berman 2004; Stener-Victorin 2004; Tukmachi 2004; Vas 2004;
Witt 2005; Scharf 2006; Witt 2006; Foster 2007; Williamson 2007)
representing 3498 randomized OA participants. Twelve of the RCTs
included only people with OA of the knee, 3 included only people
with OA of the hip (Fink 2001; Haslam 2001; Stener-Victorin 2004),
and 1 included a mix of people with OA of the hip and/or OA of the
knee (Witt 2006). All studies but 1 (Molsberger 1994) were published
in English. We obtained unpublished data from 9 authors, including
both outcome data (Berman 2004; Vas 2004; Witt 2005; Scharf 2006;
Foster 2007; Williamson 2007) and methodological information
(Christensen 1992; Takeda 1994; Berman 1999; Vas 2004; Foster
2007).

Characteristics of participants and details on outcome
measures

The Characteristics of included studies table shows the most
important characteristics of the 16 included RCTs. All RCTs included
primarily older participants, with a mean age of 60 or greater,
and a mean duration of osteoarthritis knee pain of 5 years or
more. For all RCTs, participants needed to be diagnosed with OA
to be eligible, and all but two RCTs (Sangdee 2002 *; Foster 2007)
required radiological evidence of OA. For all but two RCTs (Fink
2001; Stener-Victorin 2004), the WOMAC instrument was used to
measure outcomes. (One other RCT (Haslam 2001) used a modified
version of the WOMAC.) No RCTs reported that the OA diagnosis was
made according to the principles of traditional Chinese medicine.

Method of selecting acupuncture points and stimulating
needles

Five RCTs (Stener-Victorin 2004; Witt 2005; Scharf 2006; Foster 2007;
Williamson 2007) used a flexible formula for point selection, and
ten RCTs (Christensen 1992; Molsberger 1994; Takeda 1994; Berman
1999; Fink 2001; Haslam 2001; Sangdee 2002 *; Berman 2004;
Tukmachi 2004; Vas 2004) used a set formula. For the one remaining
pragmatic trial (Witt 2006), the point selection and needling
technique were entirely at the discretion of the treating physicians.
Superficial needling alone was used in one trial (Sangdee 2002
*), whereas 13 trials (Christensen 1992; Molsberger 1994; Takeda
1994; Berman 1999; Fink 2001; Berman 2004; Stener-Victorin 2004;
Tukmachi 2004; Vas 2004; Witt 2005; Scharf 2006; Foster 2007;
Williamson 2007) used suNiciently deep needle stimulation to elicit
the de qi needling sensation. (Two trials did not report on de qi:
the pragmatic trial (Witt 2006) and one other small trial (Haslam
2001).) Electrical stimulation of the needles was used in five trials
(Berman 1999; Sangdee 2002 *; Berman 2004; Stener-Victorin 2004;
Vas 2004), and for three of these trials (Sangdee 2002 *; Stener-
Victorin 2004; Vas 2004), all needles were electrically stimulated.

Assumptions used to derive the meta-analysis study data

For five of the RCTs (Takeda 1994; Berman 1999; Fink 2001;
Haslam 2001; Tukmachi 2004) included in the meta-analyses, there
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was incomplete reporting of SDs of change, and we needed to
make some conservative assumptions to calculate standardized
mean diNerences (SMDs) for the changes from baseline analysis.
Namely, for the Berman 1999 and Tukmachi 2004 trials, estimated
SDs of changes from baseline were calculated from the reported
within group change P values extracted from publications, using
conservative assumptions when exact P values were not reported.
For these calculations, the reported P values and the mean changes
in each group were used to calculate the standard errors of change
for each group, which were then converted to SDs of change for
each group. For another trial (Haslam 2001), the P value of the
diNerence in changes between the two groups was used to calculate
the standardized mean diNerence and standard error, which were
then entered into RevMan using the generic inverse variance. (The
generic inverse variance was used because this trial (Haslam 2001)
was the only study that compared acupuncture versus supervised
exercise for hip OA so could not be pooled with any other studies
in a meta-analysis.) For two trials (Takeda 1994; Fink 2001), there
were no reported SDs of changes or any statistics (e.g. P values)
that would allow us to directly calculate these, for any outcomes.
For these two trials, we therefore used the pre- and post-treatment
means and SDs for each group, and assumed a conservative within-
subject pretest-post-test correlation of 0.5, to calculate the SDs of
change for each group. For the Sangdee 2002 * study we did not
need to make any assumptions to calculate SMDs for the changes
from baseline analysis; however, for the post-treatment scores
analysis, we needed to use baseline SDs as estimates for post-
treatment SDs, because post-treatment SDs were not reported.

For the seven remaining RCTs included in our meta-analyses
(Berman 2004; Vas 2004; Witt 2005; Scharf 2006; Witt 2006;
Foster 2007; Williamson 2007), we obtained from the investigators
the unadjusted means and SDs necessary to calculate SMDs
as both diNerences in improvements and diNerences in post-
treatment scores, without needing to make any assumptions. The
publications for three (Berman 2004; Witt 2005; Scharf 2006) of
these seven RCTs also reported means and SDs of change from
an adjusted changes from baseline analysis. Namely, Berman 2004
reported adjusted results (as P values in their Table 4 (Berman
2004)), from a mixed model analysis, with adjustment for baseline
values of outcome variable, within-participant correlation, and
clinical site as a random eNect; Witt 2005 reported adjusted results,
for the 8 week outcome only (as means and standard errors in their
Table 1 (Witt 2005)), from an ANCOVA analysis which adjusted for
baseline values of the outcome variable; and Scharf 2006 reported
adjusted results (as means and standard errors in their Table 1 and
Appendix Table 4 (Scharf 2006)), based on a linear mixed-eNects
model, which adjusted for number of aNected knees and regional
cluster. As noted above, for an additional sensitivity analysis,
we calculated SMDs of change for the acupuncture versus sham
comparison, substituting the adjusted values reported in these 3
publications for the unadjusted values used in our primary analysis.

Risk of bias in included studies

Among the ten RCTs that included a sham control (counting
the Sangdee 2002 * twice because it included two diNerent
comparisons for our meta-analysis, as described below, in the
sub-section 'Results: eNects of interventions: acupuncture versus
sham'), we considered the five (Berman 2004; Vas 2004; Witt
2005; Scharf 2006; Foster 2007) with the highest quality ratings
on the Cochrane Back Review Group scale (van Tulder 2003)

(see Additional Table 4) to comprise the bulk of the evidence
for this review. These five RCTs have been published in leading
international medical journals, all since 2004. Four of the five also
included a waiting list or other active treatment control group
(Berman 2004; Witt 2005; Scharf 2006; Foster 2007). Only two of
the five had any obvious methodological flaws, which in both cases
were due to higher dropout rates, in the sham group for one (Vas
2004) and in the education control group for another (Berman
2004). Four of these trials (Berman 2004; Witt 2005; Scharf 2006;
Foster 2007) had a six month outcome assessment, but for only one
(Berman 2004) was a treatment schedule maintained up until the
final six month measurement point.

For all sham-controlled RCTs, the schedule for the sham
acupuncture procedure was the same as that for the true
acupuncture procedure. We could not be certain that the shams
used in three of the sham-controlled trials were suNiciently credible
in fully blinding participants to the treatment being evaluated
(Sangdee 2002 *; Berman 2004; Vas 2004). For all waiting list-
controlled trials, participants on the waiting lists were allowed to
receive the current level of oral NSAID or analgesic therapy.

Assessments of acupuncture adequacy

All of the trials included in this review were judged adequate
on "Choice of acupoints" and "Needling technique", but only
two of the trials (Berman 1999; Berman 2004) were judged
adequate in terms of the acupuncturist's experience. For five of the
trials (Christensen 1992; Takeda 1994; Haslam 2001; Foster 2007;
Williamson 2007), the number of acupuncture sessions was judged
inadequate. Also, for six trials (Molsberger 1994; Takeda 1994;
Fink 2001; Witt 2005; Scharf 2006; Foster 2007), the acupuncture
adequacy assessors noted that the sham needling may have had
physiologic activity (see Additional Table 2).

Funding sources

Five RCTs did not report funding sources (Christensen 1992;
Molsberger 1994; Takeda 1994; Haslam 2001; Tukmachi 2004). Five
(Berman 1999; Berman 2004; Stener-Victorin 2004; Vas 2004; Foster
2007) were funded by government grants, 1 (Sangdee 2002 *) by
a university, 1 (Williamson 2007) by a hospital, 1 (Fink 2001) by a
pharmaceutical company, and 3 (Witt 2005; Scharf 2006; Witt 2006)
by social health insurance companies.

EEects of interventions

See: Summary of findings for the main comparison; Summary of
findings 2

Of the sixteen RCTs that met the selection criteria, all except three
(Christensen 1992; Molsberger 1994; Stener-Victorin 2004) reported
extractable outcome data. Three trials included people with only
hip OA (Fink 2001; Haslam 2001; Stener-Victorin 2004), but we
did not meta-analyze these three trials together in a hip-specific
analysis because there was heterogeneity of controls and outcome
measures, and the outcomes were poorly reported or nonstandard.
For knee OA, eleven trials reported extractable outcome data.

Acupuncture versus sham

Ten trials included a sham control, nine in people with knee OA and
one in people with hip OA. Data for all but one (Molsberger 1994)
sham-controlled knee OA trial could be used for our quantitative
analysis.
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One sham-controlled trial (Sangdee 2002 *; Sangdee 2002 **)
randomized participants to the following four groups: 'placebo
tablet plus sham electroacupuncture', 'diclofenac tablet plus sham
electroacupuncture', 'placebo tablet plus true electroacupuncture',
and 'diclofenac tablet plus true electroacupuncture'. Because our
meta-analysis addressed the question of whether acupuncture
is more eNective than sham, we included in our meta-analysis
the following two comparisons from this trial as if they were
from diNerent studies, as recommended (Higgins 2008 (Section
16.5.4)): 'acupuncture versus sham with placebo tablet co-
intervention' (Sangdee 2002 **) and 'acupuncture versus sham
with diclofenac tablet co-intervention' (Sangdee 2002 *). With this
approach, intervention groups from this trial were only entered
once in the meta-analysis.

In comparison with a sham control at the short-term follow-up,
acupuncture showed improvements in OA pain (standardized mean
diNerence -0.28, 95% confidence interval -0.45 to -0.11; 9 trials; 1835

participants; I2 = 64%) (see Figure 1 directly below), function (-0.28,

-0.46 to -0.09; 9 trials; 1829 participants; I2 = 69%) (Analysis 5.2) and
symptom severity (-0.29, -0.50 to -0.09; 9 trials; 1767 participants;

I2 = 74%) (Analysis 5.3), but the results were heterogeneous. The

range of SMDs for the pain outcome was from -0.99 in the trial
showing the greatest benefit to +0.05 in the trial showing no
benefit (see Figure 1). This corresponds to an absolute and relative
percent improvement relative to a sham control of -29.06% and
-48.03% in the trial showing the greatest benefit of acupuncture
(Vas 2004) to 0.90% and 2.02% in the trial showing no benefit
of acupuncture (Foster 2007). Two out of the nine trials showed
eNect estimates higher than the pre-defined clinical relevance
thresholds of 0.37 and 0.39 for pain and function respectively,
but the pooled estimates were lower than the threshold. Results
of the short-term meta-analyses of acupuncture versus sham for
peripheral joint OA described above were unchanged when we
restricted to only the knee-only trials (i.e. when we removed
the Fink 2001 study, the one relevant hip osteoarthritis sham-
controlled trial with extractable short-term data) (Analysis 1.1;
Analysis 1.2; Analysis 1.3). In comparison with a sham acupuncture
control at the six-month follow-up, acupuncture showed borderline
statistically significant, clinically irrelevant improvements in knee

OA pain (-0.10, -0.21 to 0.01; 4 trials; 1399 participants, I2 = 0%)
(see Figure 2 below), function (-0.11, -0.22 to 0.00, 4 trials; 1398

participants; I2 = 6%) (Analysis 5.5) and symptom severity (-0.11,

-0.22 to 0.00, 4 trials; 1398 participants; I2 = 2%) (Analysis 5.6), and
there was low heterogeneity.

 

Figure 1.   EEects of acupuncture versus a sham control group on the pain outcome at the short-term measurement
point *Comparison of electroacupuncture with sham acupuncture using a diclofenac co-intervention. **Comparison
of electroacupuncture with sham acupuncture using a placebo diclofenac co-intervention.

 
 

Figure 2.   EEects of acupuncture versus a sham acupuncture control group on the pain outcome at the long-term
measurement point

 
Figure 1; Figure 2 Acupuncture versus waiting list

In comparison with a waiting list control, acupuncture was
associated with clinically relevant short-term improvements in
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OA pain (-0.96, -1.19 to -0.72; 4 trials; 884 participants; I2 =
41%) (see Figure 3 below), function (-0.89, -1.18 to -0.60; 3

trials; 864 participants; I2 = 64%) (Analysis 10.2), and symptom

severity (-0.92,-1.16 to -0.67; 3 trials; 864 participants; I2 = 52%)
(Analysis 10.3). The pooled eNect estimate for the pain outcome
corresponds to an absolute and relative percent improvement of

-14.54% and -29.14% relative to a waiting list. There was moderate
heterogeneity (Higgins 2008 (Section 9.5.2) but the benefits of
acupuncture in each individual trial, as well as the pooled benefits,
were much larger than our predefined thresholds for clinical
relevance.

 

Figure 3.   EEects of acupuncture compared with a waiting list or other active treatment control group at the short-
term measurement point

 
Figure 3

Acupuncture versus other active treatments

The eNects of acupuncture were heterogeneous across trials that
involved 'head-on' comparisons of acupuncture versus diNerent
active comparator controls (see Figure 3 above, and Analysis
10.1 to Analysis 10.6). These head-on comparisons each included
only a single trial so no meta-analysis could be performed. In
the head-on comparisons of acupuncture with the 'supervised
osteoarthritis education' control (Berman 2004) and the 'physician
consultations (with a physiotherapy co-intervention)' control
(Scharf 2006), acupuncture was associated with short- and long-
term improvements in pain and function. In both cases, the benefits
of acupuncture exceeded our thresholds for clinical relevance. In
the head-on comparisons of acupuncture with the 'home exercises/
advice leaflet alone' (Williamson 2007), and 'supervised exercise
alone' (Williamson 2007) controls, there was also evidence that
acupuncture was associated with similar treatment eNects as the
controls.

Acupuncture plus another active treatment versus other active
treatment alone

The Foster 2007 trial include 3 treatment arms: an exercise
based physiotherapy program (including supervised plus home
exercises), exercise based physiotherapy program plus true
acupuncture, and exercise based physiotherapy program plus
non-penetrating acupuncture. For this trial (Foster 2007), which

was the only trial with extractable outcome data that evaluated
acupuncture as strictly an adjuvant to existing care, acupuncture as
an adjuvant to an exercise based physiotherapy program (including
supervised plus home exercises) did not result in any greater
improvements than the exercise based physiotherapy program
alone (see Figure 3 and Analysis 10.1 to Analysis 10.6).

Trials not included in meta-analyses

Three RCTs (Christensen 1992; Molsberger 1994; Stener-Victorin
2004), one each using a sham, waiting list, and active treatment
control, did not have extractable outcome data either because
their results were reported in a way that could not be entered
in the meta-analyses or because their results were diNicult to
interpret. The sham-controlled trial (Molsberger 1994) found a
statistically significant reduction in pain but no improvement
in function, at both the end of treatment, and three months
later. The waiting list controlled trial (Christensen 1992) found a
statistically significant reduction in pain, analgesic consumption,
and most objective measures in the acupuncture group relative
to the waiting list group. The active intervention controlled trial
(Stener-Victorin 2004) which compared patient education alone,
electroacupuncture and hydrotherapy (the last two were evaluated
as adjuvant treatments to patient education) found a statistically
significant reduction in pain and improvement in function for both
the electroacupuncture and hydrotherapy groups relative to the
patient eduction alone group.
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The three hip OA RCTs (Fink 2001; Haslam 2001; Stener-Victorin
2004) each had outcome data collected during the follow-up time
relevant for our predefined long-term time point analysis. However,
because for each of these trials, the attrition rate was so high
(almost 50% for at least one of the comparison groups), a post hoc
decision was made to exclude these follow-up data from our meta-
analyses. However, these outcomes are briefly described here.
Namely, in the Fink 2001 study, only 41 out of 67 randomized
participants (and only 17 out of 33 randomized to the acupuncture
group) were available at the six month follow-up point, at which
time there were no diNerences in pain or function between the
acupuncture and sham groups. In the Haslam 2001 study, the
dropout rate in the control group was very high (almost 44%) at
the 14 week follow-up point, at which time there was a "significant
improvement in group A [acupuncture] compared with group B
[supervised exercise] P = .03." In the Stener-Victorin 2004 study, only
25 out of 45 randomized were available for follow-up at the 6 month
point, at which time there were no diNerences between the groups
on the pain outcome but greater improvements on the function
outcome in the group that received adjuvant electroacupuncture
compared with the group that received patient education alone.

Safety of acupuncture

Eight RCTs (Fink 2001; Haslam 2001; Sangdee 2002 *; Berman
2004; Witt 2005; Scharf 2006; Foster 2007; Williamson 2007)
described adverse events across groups, and they found that the
frequency of adverse events was similar between the acupuncture
and control groups (Table 5). Pooling of adverse events across
these RCTs was not possible because of limited reporting and
heterogeneous methods. No serious adverse events were reported
to be associated with acupuncture. The frequency of minor side
eNects of acupuncture, primarily minor bruising and bleeding at
needle insertion sites, ranged from 0% (36) to 45% (44). These
frequencies varied widely because of heterogeneous and scanty
reporting and diNerent definitions of what constitutes a side eNect
of acupuncture versus what is an inherent part of treatment (for
example, occasional bruising at needle insertion site).

Subgroup and sensitivity analyses

We planned subgroup analyses for 15 variables, but only seven
had suNicient data available for a statistical test for interaction.
Of the seven subgroup analyses on clinical and methodological
variables, there was statistically significant heterogeneity of eNect
estimates between the two substrata for the following four
variables for the pain outcome: success of blinding (Yes/Not
sure); likely physiological activity of sham control (Yes/No); use of
electrical stimulation of needles (Yes/No); and adequate number of
acupuncture sessions (Yes/No) (see Table directly below, which is
the same as Additional Table 6). The function outcome subgroup
meta-analyses results were similar (see Additional Table 7). The
six trials that were judged to have been successfully blinded
were the same six trials for which the acupuncture adequacy
assessors noted that the sham needling may have had physiologic
eNects. When restricting to these successfully blinded trials with
potentially physiologically active shams, the pooled results were
smaller and only borderline statistically significant for the pain
outcome and no longer statistically significant for the function
outcome. Also, dividing trials into the two subgroups defined
by this variable of blinding/sham type substantially reduced the
overall heterogeneity (see Table below and Additional Table 6),
suggesting that the type of sham used and the likelihood of

whether or not it successfully blinds participants to treatment
assignment may explain some of the overall heterogeneity of
the sham controlled trials. For the 'suNicient number of sessions
delivered over an adequate treatment duration (yes/no)' and
'electrical stimulation (yes/no)' criteria, the pooled estimates were
statistically significant only in the subgroups that met either of the
criteria (see Table below and Additional Table 7), but neither of
these variables explained the heterogeneity.

Table. Results of the subgroup meta-analyses for the pain
outcome*
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  Variable Total

RCTs,

n

Pts randomly
assigned, n

Effect size (95% CI) I2,% P value for
interaction†

Not met‡

  All trials 9 1835 -0.28 (-0.45,-0.11) 63.9 - -

Methodologi-
cal variables

             

  Generation of random sequence         0.141 SS

  Adequate 7 1649 -0.25 (-0.45,-0.05) 69    

  Unclear or no 2 186 -0.42 (-0.71,-0.13) 0    

  Allocation concealment         0.215 SSFi

  Adequate 6 1587 -0.26 (-0.48,-0.04) 74.2    

  Unclear 3 248 -0.36 (-0.61,-0.11) 0    

  Blinding success         0.042 BSSV

  Yes 5 1221 -0.15 (-0.28,-0.01) 14.5    

  Uncertain 4 614 -0.47 (-0.84,-0.10) 77.5    

  Intention-to-treat analysis         0.532 FiFoSST

  Yes 4 1319 -0.35 (-0.63,-0.07) 80.7    

  Unclear or no 5 516 -0.20 (-0.43,0.03) 35.2    

Clinical vari-
ables

Sufficient number of sessions de-
livered over an adequate treat-
ment duration

        0.047 FoT

  Yes 7 1567 -0.34 (-0.54, -0.15) 66.1    

  No 2 268 0.01 (-0.23, 0.25) 0    

C
o

ch
ra

n
e

L
ib

ra
ry

T
ru

ste
d

 e
v

id
e

n
ce

.
In

fo
rm

e
d

 d
e

cisio
n

s.
B

e
tte

r h
e

a
lth

.

  

C
o

ch
ra

n
e D

a
ta

b
a

se o
f S

ystem
a

tic R
e

vie
w

s



A
cu

p
u

n
ctu

re
 fo

r p
e

rip
h

e
ra

l jo
in

t o
ste

o
a

rth
ritis (R

e
v

ie
w

)

C
o

p
yrig

h
t ©

 2010 T
h

e C
o

ch
ra

n
e C

o
lla

b
o

ra
tio

n
. P

u
b

lish
ed

 b
y Jo

h
n

 W
ile

y &
 S

o
n

s, Ltd
.

1
9

  Electrical stimulation was used
with the acupuncture

        0.042 BSSV met

  Yes 4 614 -0.50 (-0.81,-0.20) 66    

  No 5 1215 -0.11 (-0.29,0.07) 42.3    

  Physiological activity of sham, as
judged by acupuncturist

        0.042 BSSV

  Likely 5 1221 -0.15 (-0.28,-0.01) 14.5    

  Not likely 4 614 -0.47 (-0.84,-0.10) 77.5    

  Formula versus flexible formula
for point selection

        0.057 BFiSSTV

used formula

  Formula 6 716 -0.39 (-0.66,-0.12) 72.8    

  Flexible formula 3 1119 -0.14 (-0.34,0.05) 77    
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* Subgroup analyses for the sham controlled peripheral joint OA
trials, based on changes of pain scores from baseline at the short-
term (i.e. closest to 8 wks) follow up. The structure and organization
of this table was largely modeled aGer a similar table in a recent
review (Reichenbach 2007).

†A statistical test for interaction could not be performed for
the following prespecified subgroups because there were one or
fewer studies in one of the strata of each of these subgroups:
comparability of baseline, acceptability of drop-out rate, CBRG
score > 6, follow-up length > 3 months, choice of acupoints,
needling technique, acupuncturists' experience.

‡"Not met" column lists the first (or first two) letters of the author
of the studies that do not meet the criterion.

Subgroup analyses restricting to only the high quality trials were
uninformative because almost all the sham-controlled trials meta-
analyzed were classified as high quality according to the Cochrane
Back Review Group quality evaluation scale (see Additional Table
4).

Sensitivity analyses showed that the pooled standardized mean
diNerences calculated using diNerences in post-treatment scores
between groups (see Comparisons 2, 4, 6, 8, 9, and 11 for post-
treatment scores analyses) were slightly larger than the pooled
standardized mean diNerences calculated using diNerences in
improvements between groups, for the acupuncture versus sham
comparison; this was attributed to the slightly better baseline

WOMAC scores in the acupuncture groups than the sham groups,
for three RCTs (Vas 2004; Witt 2005; Scharf 2006). However,
there were no outcomes at any time points for which the
statistical significance of the pooled result changed depending
on whether post-treatment scores or diNerences in improvements
were used. The pooled standardized mean diNerences calculated
using the fixed-eNect analysis were slightly smaller than the pooled
standardized mean diNerences using the random eNects analysis,
for the acupuncture versus sham short-term comparison. However,
the statistical significance of the pooled result did not change
depending on whether the random-eNects or fixed-eNect analyses
were used.

Standardized mean diNerences of change calculated by
substituting the adjusted values for the unadjusted values for the
three publications (Berman 2004; Witt 2005; Scharf 2006) that
reported both resulted in slightly larger results when pooling
all sham-controlled trials, for the short- and long-term pain and
function outcomes. These slightly larger benefits using pooled
adjusted versus unadjusted standardized mean diNerences was
attributed to the fact that, for two of these three RCTs (Berman
2004; Witt 2005) that reported adjusted values, the adjusted
standardized mean diNerences were larger than the corresponding
unadjusted standardized mean diNerences.

The interpretation of our funnel plots (Figure 4; Figure 5) was
hindered by the small number of very small trials and the small
number of trials overall.

 

Figure 4.   Funnel plot of acupuncture vs. sham short term change for peripheral OA pain
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Figure 5.   Funnel plot of acupuncture vs. sham short term change for peripheral OA function

 
The only reported adverse events attributable to the acupuncture
were slight bruising or bleeding at acupuncture points (see
Additional Table 5).

D I S C U S S I O N

Summary of main results

Sham-controlled trials are designed to minimize placebo eNects,
and thereby measure the true biological eNects of acupuncture.
Currently available sham-controlled trials show statistically
significant pooled benefits of acupuncture relative to sham;
however, these benefits are small and do not meet our pre-
defined criteria for clinical relevance. Also, some sham-controlled
trials showed no benefit of acupuncture over sham and there
was substantial heterogeneity of results, which may be due to
diNerences in sham interventions, diNerences in acupuncture
protocols, diNerences in settings, and varying proficiencies of
the acupuncturists. One trial that evaluated acupuncture as an
adjuvant to a standardized exercise/advice program found no
additional benefit of acupuncture (Foster 2007). Head to head
trials of acupuncture versus other active treatments have had
heterogeneous results: two trials showed no statistically significant
diNerences between acupuncture and exercise intervention
controls (Williamson 2007 - two diNerent exercise controls used),
while two other trials showed a statistically significant benefit
of acupuncture compared to the active intervention controls of
'supervised osteoarthritis education' (Berman 2004) and 'physician
consultation (with a physiotherapy co-intervention)' (Scharf 2006).

However, these two latter trials are diNicult to interpret because
both the acupuncture and the sham arms showed benefits over
the active treatment controls, suggesting placebo eNects may
have played a role. Currently available trials of acupuncture for
osteoarthritis suggest statistically significant and clinically relevant
benefits of acupuncture compared to a waiting list control. We
considered patient blinding to be the most critical factor related to
the applicability of the evidence and the risk of bias of the included
studies. Therefore, the remainder of the Discussion focuses
primarily on the design of the included trials, and particularly the
diNerent types of controls used, and how this variability of controls
may explain the variability in the findings.

Limitations and challenges of the sham control design

Using a sham acupuncture comparison is intended to control for
patient expectations and placebo eNects, and thereby estimate the
eNects of acupuncture due solely to the point specific placement
of the acupuncture needles. However, there are two considerations
that must be borne in mind in designing a sham control. First,
it is important to design a sham that is physiologically inert.
Yet, there are no standards by which to determine which 'sham'
point locations, depths or directions of sham needle insertion,
or durations of sham needle placement will truly result in no
physiological activity, and which are therefore truly inert. However,
many authorities agree that in order to be inert, sham needles
should not penetrate the skin (Birch 2006). The reason that this
is important is because one commonly proposed mechanism
suggests that acupuncture (as well as sham acupuncture),
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may work through a diNuse noxious inhibitory control (DNIC)
mechanism. That is, the DNIC theory suggests that noxious stimuli
(e.g. needles) applied to any part of the body can produce
analgesic eNects, even at distant sites (Le Bars 1979; Lewith 1983).
Because inserting needles, even at non-acupoints, may produce an
analgesic eNect, needle insertive sham acupuncture may not be an
appropriate control, and may be better understood as a "poor form
of acupuncture treatment" (Lewith 1983)). Indeed, physiological
activity of needle penetration, even if superficial and at non-
acupuncture points, is suggested by several lines of research (Birch
2006), including RCTs showing larger eNects of a superficially-
penetrating needle acupuncture than a non-penetrating sham
control (Macdonald 1983; Sangdee 2002 *); positron emission
tomography research indicating sham acupuncture can stimulate
regions of the brain associated with natural opiate production
(Pariente 2005); and animal studies showing sham needle-insertion
can have non-specific analgesic eNects through the postulated
DNIC mechanism (Le Bars 1979). One possible explanation for our
subgroup analysis which showed smaller benefits of acupuncture
when compared with a sham involving needle penetration (versus
a sham with no needle penetration) is that needle penetrating
shams may have physiological activity, even if the needles
are inserted only superficially. Indeed, superficial needling is a
common technique used in many authentic traditional Japanese
acupuncture styles (Birch 1998).

The second important consideration in designing an appropriate
sham is somewhat in tension with the first: the sham must be
suNiciently believable to participants as an authentic treatment to
fully allow for the control of placebo eNects. Developing a sham
that is believable to trial participants and yet that does not involve
needles that penetrate the skin is a challenge. One way to increase
participants' beliefs in the authenticity of the sham may be to
inform participants of the sham and true acupuncture treatment
arms in a manner that suggests two diNerent real, active treatments
are compared, without mentioning terms such as placebo or sham
(Witt 2005). However, this disclosure practice may not be permitted
by some internal review boards, and some bioethicists (Miller 2007)
have argued that this practice violates the ethical requirements of
informed consent.

To test whether a sham was believable to the participants, it
has been proposed that investigators should ask participants to
guess their treatment assignment and/or guess whether or not
they received an authentic treatment or a sham (Fergusson 2004).
However, the validity of testing credibility of the sham is unclear
and deserves further study because correctly guessing treatment
assignment could be highly correlated with a treatment's
eNectiveness, or lack thereof (Schulz 2002; Altman 2004; Berman
2005; Sackett 2007). That is, if only true acupuncture and not
sham has a true physiological benefit, then one might expect that
participants assigned to true acupuncture would be more likely to
guess that they were receiving an authentic treatment than would
participants assigned to the sham acupuncture because only the
true acupuncture participants would be experiencing the beneficial
eNects of the treatment. Or as Altman and colleagues describe
it, "end of trial tests of blindness might be tests of hunches for
adverse eNects or eNicacy" (Altman 2004). Indeed, both Altman and
colleagues (Altman 2004) as well as David Sackett (Sackett 2004;
Sackett 2007) have argued that trial investigators should vigorously
test for blinding before trials start, but that tests of blinding at the
end of trials can be diNicult to interpret, and therefore cannot be

recommended in all circumstances. Nevertheless, in this review,
we have considered the results of blinding tests aGer the trial has
begun because acupuncture is a particularly diNicult intervention
for which to develop a believable sham, and it is possible that
the trial participants would continue to try to figure out whether
they were receiving the true or sham treatment while the trial
is underway. While we have considered the results of such post-
treatment blinding tests, we recognize that these results can be
uninterpretable.

Possible explanations for the findings of the sham-
controlled trials

For the two sham-controlled RCTs that found clinically relevant
benefits of acupuncture (Sangdee 2002 *; Vas 2004), the credibility
of the sham was not tested and the informed consent procedure
was not described. In one of these RCTs (Sangdee 2002 *)
the sham involved patch electrodes attached to the same 4
knee points used in the true acupuncture group, with mock
electrical stimulation. Because no needles were used, participants
randomized to sham probably did not believe they were receiving
traditional acupuncture. Nevertheless, these participants may have
believed they were receiving an authentic treatment because the
non-needle sham used in this trial is comparable to a sham that
was shown to be similarly credible to authentic acupuncture in
a previous RCT (White 2004). In the other sham-controlled RCT
with highly positive results (Vas 2004), some unblinding may have
been possible: the sham needles did not penetrate the skin and
therefore may have been less believable to participants than a
sham that involves needle penetration of the skin. While a non-
penetrating sham needle similar to the one used in this trial
(Vas 2004) has been shown to be indistinguishable from the real
penetration of a needle among acupuncture-naïve participants in
an earlier validation study (Streitberger 1998), the credibility of the
specific sham needle used in this trial (Vas 2004) was not tested
among the participants included (who were also acupuncture
naïve) so we cannot be certain that all the participants in this trial
believed this sham to be an authentic treatment. Although some
unblinding may have been possible in these two sham-controlled
RCTs, a possible alternative explanation for the fact that these were
the only two sham-controlled trials that clearly showed clinically
relevant benefits is that only these two sham-controlled trials used
intensive electrical simulation at all local knee points; electrical
stimulation of needles is not always used because of logistical and
cost constraints, but it may produce stronger analgesic eNects than
manual stimulation of needles (Ulett 1998).

A third large trial (Berman 2004) found small, statistically significant
benefits of acupuncture relative to sham but these benefits did
not meet our threshold for clinical relevance. This trial used an
innovative sham that involved a combination of penetrating and
non-penetrating needles. Most participants believed they received
true acupuncture at the 4 week credibility test, but at the 26
week test, the sham group participants were more likely than the
acupuncture group participants to guess that they received a sham.
At the 26 week test, this may be partly explained by the fact that
the participants receiving sham were experiencing no benefit, as
further described above.

Two other large sham-controlled RCTs (Witt 2005; Scharf 2006)
used fully needle-penetrating shams, which involved an average
of 10 (Scharf 2006) to 13 (Witt 2005) needles, inserted superficially
at non-acupuncture points. These two RCTs (Witt 2005; Scharf
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2006) found clinically irrelevant (Scharf 2006) or minimally clinically
relevant (Witt 2005) diNerences between acupuncture and sham,
but clinically relevant diNerences between both acupuncture
groups (i.e. both true and sham acupuncture) and the non-
acupuncture comparison group. While the fully needle-penetrating
shams used in these two RCTs were suNiciently similar to true
acupuncture to ensure adequate blinding, at the same time, these
shams were so similar to true acupuncture that they may have
had weak physiological activity and not been true placebos (Birch
2006). Indeed, in another recent systematic review on acupuncture
for knee osteoarthritis (White 2007), the reviewers judged that the
shams used in these two RCTs were probably physiologically active
and inappropriate as controls.

In these two RCTs (Witt 2005; Scharf 2006), the trial participants
may have had a positive attitude towards acupuncture and high
expectations of a benefit (Brinkhaus 2006), but less enthusiasm
for the control treatments, which are standard care therapies that
the trial participants could have easily obtained on their own. Also,
these two RCTs were funded by German insurance agencies to
determine whether acupuncture should be reimbursable (Linde
2004). Participating people with OA and their physicians probably
knew that patients would not need to pay for their acupuncture
treatments out of pocket in the future if these RCTs had positive
results (Ernst 2006). As a result, participants may have overstated
benefits of the treatment they believed to be acupuncture, which in
these well-blinded trials (Witt 2005; Scharf 2006) were both the true
and sham acupuncture treatments, and understated assessments
of non-acupuncture controls. Any such biased assessments may
have contributed to the large diNerences between the acupuncture
(i.e. both true or sham) and the non-acupuncture control and the
small diNerences between the acupuncture and sham groups.

The most recent sham-controlled trial (Foster 2007) used a
sham that involved non-penetrating acupuncture at the same
points as the true acupuncture, with both true and sham
acupuncture administered over a duration of three weeks. In
this methodologically sound trial, the sham was found to be
highly credible and believable as an authentic treatment. However,
because the non-insertive sham needles were placed at the true
acupuncture points, these sham needles may have had some
physiological activity due to a massaging eNect on the acupuncture
points. Indeed, the investigators found that a considerable
proportion of participants in the sham group experienced the de
qi sensation, and they noted that "we cannot consider this [sham]
intervention as inert."

As noted above, for only two trials (Sangdee 2002 *; Vas 2004) did
the acupuncture meet the thresholds for clinical relevance relative
to the sham; however, these thresholds should be interpreted
with caution because the sham comparator may be an active
treatment in itself rather than an inert placebo. Also, these
clinical relevance thresholds, while helpful as general guidelines for
estimating whether OA treatment eNects are meaningful, cannot
be considered fixed across all diNerent clinical situations, and
may vary depending on the characteristics of the population, the
condition studied, the types of interventions, and the types of
controls. Furthermore, data on clinical relevance of benefits need
to be considered together with data on costs and adverse reactions.
Clinicians must weigh all of this information to decide whether
estimates of benefit are important for their patient population, and
in their setting.

Limitations of the waiting list and other active
treatment control designs

The major limitation of the waiting list and the other active
treatment control designs is the lack of blinding. The clinically
relevant benefits of acupuncture in comparison to the waiting list
and, in some cases, the other active treatment controls, might be
partly attributable to either non-specific eNects associated with
the patient-acupuncturist relationship (Paterson 2005; Kaptchuk
2008) (e.g. attention, compassionate care (Kaptchuk 2002) or
to expectations of a benefit by participants (Linde 2007). That
is, study participants know they are getting acupuncture and
might expect acupuncture to benefit them more than other active
therapies more commonly used, perhaps because of the novelty
of acupuncture, its ritualistic associations, or its ancient history of
use (Kaptchuk 2006; Kaptchuk 2008). Therefore study participants
receiving acupuncture may report feeling better, regardless of
whether the acupuncture worked. In fact, the placebo eNects of
acupuncture are expected to be even stronger than the placebo
eNects of conventional active treatments (Hrobjartsson 2001;
Kaptchuk 2006; Kaptchuk 2008), which is a limitation of head-
on comparisons. However, despite the limitations of the head-
on and waiting list comparator designs, these designs may still
best approximate the average likely response to acupuncture in
clinical practice, in which treatment eNects and placebo factors,
expectation eNects, and patient preferences may all operate
(Roland 1998).

Possible interpretations of subgroup analyses findings

Our subgroup analyses on blinding success suggests that the
benefits of acupuncture relative to sham are smaller and
borderline to non-significant in the sham-controlled trials that are
judged most likely to adequately blind participants to treatment
assignment. However, this finding can be interpreted in at least
two diNerent ways. The first interpretation is that acupuncture
is mostly a placebo, and that when acupuncture is compared
with a credible sham that adequately controls for the placebo
eNect, there is little if any remaining benefit of acupuncture.
However, a second interpretation is that the eNects of acupuncture
are underestimated when compared with such believable shams
because such truly believable shams are oGen not inert placebos,
but have physiological eNects of their own, due either to insertion
of needles, even if superficially inserted at non-acupuncture points,
or placement of needle-like sham devices at true acupoints.

Furthermore, for this subgroup analysis, we considered the success
of blinding to be uncertain for the trials that either did not
test blinding success (Sangdee 2002 *; Vas 2004) or that showed
diNerential awareness of group membership among participants
(Berman 2004). We might instead have assumed that all the shams
used in these trials were successful at blinding participants to
treatment assignment. Indeed, few systematic reviews and RCTs
even consider tests of blinding success, and instead it is typically
assumed that placebo controlled trials are adequately blinded.
For example, in a sample of 97 placebo-controlled RCTs from
five leading general medical journals, only seven RCTs provided
evidence on the success of blinding, and five of these seven
reported that the success of blinding was imperfect (Fergusson
2004).

Our subgroup analyses also showed that trials judged not to
have an adequate number of treatment sessions delivered over
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a suNicient duration showed smaller benefits compared with
trials with an adequate number of sessions. This finding agrees
with that of an earlier meta-analysis (Ezzo 2000), which found
that fewer than six acupuncture treatments was significantly
associated with smaller benefits, even aGer adjusting for study
quality (Ezzo 2000). Finally, our subgroup analyses found that
trials using electrical simulation of needles showed a larger benefit
than trials using only manual stimulation. This finding agrees
with mechanistic studies of acupuncture, which have similarly
suggested that electrical stimulation produces stronger analgesic
eNects than manual stimulation alone (Ulett 1998).

All of our subgroup analyses should be considered hypothesis
generating only and not confirmatory, both because of the
small number of trials relative to the large number of subgroup
comparisons tested, and also because of the possibility of
confounding. For example, the subgroup finding of a smaller
benefit in the trials judged most likely to adequately blind
participants might be confounded by the fact that the trials that
tested success of blinding were the same trials that were conducted
at multiple centers and that involved a large number of treating
physicians or physiotherapists trained in acupuncture. A potential
limitation of such large scale multi-center acupuncture trials is that,
with an increasing number of study sites and practitioners, the
capacity to implement and monitor adherence to the acupuncture
and sham protocols could be reduced, potentially increasing the
risk of a Type II error.

A U T H O R S '   C O N C L U S I O N S

Implications for practice

The eNects of true acupuncture relative to sham do not meet
our pre-specified thresholds for clinical relevance (Angst 2002).
Thus, the eNects of acupuncture relative to sham acupuncture
are too small to be perceived by participants as beneficial (Angst
2002); however, few if any other commonly used treatments for
osteoarthritis meet these thresholds (Angst 2002) for minimal
clinically important diNerences (Bjordal 2007). For example,
NSAIDS (relative to an inert placebo) do not meet these thresholds
(Angst 2002; Bjordal 2004), yet NSAIDs are used regularly by half of
all people with painful osteoarthritis (Bjordal 2004). Acupuncture,
in contrast, is used by only about 1% (Quandt 2005) of people with
osteoarthritis, and most of these people do not use it specifically
for treating their osteoarthritis (Quandt 2005).

The eNects of true acupuncture relative to a waiting list control
and some of the other active treatment control groups do exceed
our thresholds for clinical relevance (Angst 2002). The only other
non-pharmacological treatment for osteoarthritis with benefits
close to or exceeding the thresholds for clinical relevance is
exercise, with standardized mean diNerences of .39 for pain and .31
for function, relative to a non-exercise control group (Fransen
2003). However, in both cases, sham treatments were not used as
controls, so some of the benefits measured may be attributable
to expectation or placebo eNects. Although exercise cannot be
compared with sham exercise, acupuncture can be compared with
sham acupuncture, although sham acupuncture may not be an
inert placebo. While the comparison of acupuncture with sham,
which shows very small benefits of acupuncture at best, is useful
for estimating the specific biological eNects of acupuncture, it may
be less relevant for clinical applications. Rather, the evaluation
of the whole package of acupuncture, including both its specific

and non-specific components (as is the case with exercise and
education), may be of equal or greater clinical relevance. Overall,
the studies suggest that people with osteoarthritis find meaningful
benefits through acupuncture, although these benefits may be
largely mediated through placebo eNects.

The fact that few if any OA treatments have specific eNects
that meet the threshold for clinically relevant benefits (Bjordal
2007) should not be interpreted to mean that we simply have
no eNective treatment for osteoarthritis. Rather, it may be
that the threshold for clinical relevance is too high for any
individual treatment alone, and that a multidisciplinary approach
to OA patient management, with a focus on combining several
nonpharmacological therapies (Jordan 2003) is necessary. Some
clinicians and patients may consider acupuncture as one treatment
option in such a multidisciplinary integrative approach (Jordan
2003) to treating knee osteoarthritis.

The relative benefits of acupuncture compared with other
treatments cannot be reliably assessed because there is a scarcity
of direct comparisons. Comparing diNerent OA treatments by using
indirect comparisons of eNect sizes from diNerent meta-analyses
can be misleading because of diNerences in the numbers of studies,
comparators used, and characteristics of participants (Zhang
2007; Zhang 2008). Indeed, the recent Osteoarthritis Research
International recommendations state that at best we can only
examine whether there is no overlap of the 95% confidence
intervals between the meta-analytic eNect sizes of diNerent
treatments to see whether there may be diNerential benefits
(Zhang 2008). And yet because for most OA treatments there are
small eNect sizes with wide confidence intervals, and diNerences
in point estimates across diNerent meta-analyses evaluating the
same treatments, it is unreliable to estimate the relative eNects of
acupuncture compared to other active treatments using indirect
comparisons.

Safety and costs are other considerations. Safety is best determined
with large prospective surveys of practitioners, and 3 such surveys
(MacPherson 2001; White 2001; Melchart 2004) show that serious
adverse events aGer acupuncture are rare. There were no adverse
events associated with acupuncture in this review, although
heterogeneous reporting and relatively small sample sizes limit the
usefulness of this safety data. In addition to eNicacy and safety,
people with OA and their clinicians will also need to consider costs
because acupuncture treatment oGen needs to be paid for out of
pocket, at least in part.

Implications for research

Considering the prevalence of knee osteoarthritis and its burden
on the health system and society in general and the dearth of safe
and eNective treatments, it seems warranted to conduct additional
RCTs evaluating the cost-eNectiveness of acupuncture, as well as
its short- and long-term eNects relative to other active treatments
and shams. Pragmatic comparisons (including cost-eNectiveness
studies) are now of particular clinical relevance, and some future
trials should perhaps shiG from sham controls to active controls.
Also, future trials might shiG focus from the knee to other peripheral
joints, for which the current evidence is scarce.

The results of this systematic review may help inform the design
of future trials in several ways. First, current RCT results (Berman
2004; Witt 2005) suggest that benefits may attenuate over time, and
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therefore for future trials that assess long-term outcomes, it may
be important to maintain monthly acupuncture treatments in the
months prior to the long-term assessment. Second, our sensitivity
analysis suggests that electrical stimulation may be associated with
better outcomes, and the two sham-controlled trials in this review
that used intensive electrical stimulation of all local knee points
showed the greatest benefits (Sangdee 2002 *; Vas 2004). While
these findings might indicate a superiority of electroacupuncture
over needle acupuncture without electrical stimulation, the finding
may also be explained by the fact that electroacupuncture is
probably more diNicult to blind than needle acupuncture and some
of the extra benefit seen with electroacupuncture may be due
to incomplete blinding or placebo eNects. Third, our sensitivity
analysis suggests that an adequate number of treatments delivered
over a time period of a suNicient duration may be associated
with better outcomes. Fourth, acupuncture may elicit a greater
placebo eNect or meaning response (Moerman 2002) than usual
care therapies, particularly among participants who have a
preference for acupuncture, and therefore investigators conducting
future pragmatic trials that compare acupuncture with other
active therapies might consider asking participants about their
preferences and expectations (before and aGer the intervention),
and studying the potential eNects of pre-treatment preferences
on study outcomes. Furthermore, to minimize the recruitment of
participants with a preference for acupuncture, advertisements to
recruit participants should ideally not specify that acupuncture
is one of the treatments being investigated. FiGh and last, our
review suggests that skin-penetrating needle shams may be best
at insuring blinding success, but that such penetrating shams
may also have physiological activity. Future trials should therefore
consider the use of non-insertive shams; however, because such
non-insertive shams may be less believable to participants, if they
are used, their credibility should be tested, certainly before the trial
starts, and perhaps also during the trial.

There are at least three large and rigorous ongoing sham-
controlled trials, all of which should be published within the
next couple of years. The largest of these three trials, which
was recently presented at a conference (Suarez-Almazor 2007),
found no diNerence between true and sham acupuncture, but

found significant diNerences between both the true and sham
acupuncture groups and the waiting list control group (Suarez-
Almazor 2007). The results of the two other sham-controlled trials
currently ongoing will be unlikely to shiG the currently very small
pooled benefits of acupuncture relative to sham towards the
threshold for clinical relevance; however, these ongoing trials, likely
to be successfully blinded, will be important to further assess how
much of the currently observed benefit of acupuncture relative to
sham is due to expectation or placebo eNects and how much is
due to specific eNects of the needle placement. However, the truth
about acupuncture eNects will always be diNicult to assess, even
through a systematic review of well-designed and well-reported
RCTs. The complexities and potential biases inherent to both the
non-acupuncture and sham acupuncture control designs makes it
diNicult to evaluate the subjective, patient-reported outcomes in
peripheral joint osteoarthritis.
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Characteristics of included studies [ordered by study ID]

 

Methods Design: Parallel 
Blinding: No 
Attempt to confirm patient blinding for sham control?: Not applicable (no sham control) 
Drop-outs/withdrawals: At 12 week follow-up, 8 drop-outs in acupuncture group and 7 in control
group, according to Figure 1 flow chart; however, according to text, 7 drop-outs in acupuncture group
and 8 in control group 
CBRG score: 1-1-1-0-0-0-1-1-1-1-1 
Duration: 8 weeks treatment followed by 4 weeks follow-up 
Type of analysis reported: intention-to-treat analysis; per protocol/treatment received analysis also
done but not reported

Participants Setting: 1 outpatient clinic, Baltimore 
Mean age (+/-SD or Range): ˜65 (8.5) 
Men/Women (n/n): 29/44 
Recruitment method: advertisements on print and radio 
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Mean pain duration (SD) years: 7(6) 
For bilateral OA diagnosis, which knee treated/evaluated?: Not reported 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
ACR criteria met 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Kellgren 2 or
more 
Minimum duration (and extent) of knee pain required to be eligible: 6 months with at least moderate
pain in knee for most days in last month 
Hospital inpatients? (Y/N; if Y list number inpatients): Not reported 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
Were people with a history of acupuncture treatment excluded: No 
Other important inclusion criteria: Age 50 or above; taking analgesics or anti-inflammatories for pain
control for at least 1 month 
Important exclusion criteria: Severe chronic or uncontrolled concomitant illness; corticosteroid injec-
tion into knee within four weeks preceding study entry

Interventions TEST GROUP INTERVENTION: Acupuncture 
N allocated to acupuncture: 36 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: GB34, 39, Sp6, 9, St35, 36, UB60, KI3, Ex32 (Xiyan); electrostimulation at St35 and
Ex32 
Total length of treatment period (weeks): 8 
Number of sessions target (mean): 16 (?mean) 
Times per week: 2 
Number of points used: 9 or 18 (depending if one or both knees affected) 
Insertion depth: .4 to .6 inches 
Was De qi reportedly sought?: Yes 
Duration (mins): 20 
Method of stimulation: Electrical 2.5 - 4 Hz at St 35 and EX32

CONTROL GROUP A (sham, if used): standard of care - patients asked to remain on current level of oral
therapy 
N allocated to control group A: 37 
Total length of treatment period: NA 
Number of sessions target (mean): NA 
Times per week: NA 
(If relevant) Number of points used: NA 
(If relevant) Insertion depth: NA 
Was De qi sought?: NA 
Duration (mins): NA 
(If relevant) Method of stimulation: NA

Any co-interventions in all groups? Acupuncture group was asked to maintain previous analgesic/an-
ti-inflammatory regimen and control group asked to remain on current level of oral therapy

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, 4 weeks after baseline, 8 weeks after baseline, 4 weeks after cessation of
treatment (i.e., 12 weeks after baseline) 
Function: WOMAC function: Baseline, 4 weeks after baseline, 8 weeks after baseline, 4 weeks after ces-
sation of treatment (i.e., 12 weeks after baseline) 
Overall index of symptom severity: WOMAC total: Baseline, 4 weeks after baseline, 8 weeks after base-
line, 4 weeks after cessation of treatment (i.e., 12 weeks after baseline) 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations for each group, and P values of within group changes 
Additional outcomes reported in the trial but not abstracted: Lequesne function 
Adverse effects: Reported as none for acupuncture group

Berman 1999  (Continued)
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Notes Comments: Carefully reported study with waiting list control (waiting list patients received acupunc-
ture after 12 weeks). Blinding of the patients not possible; follow-up only 4 weeks (after the 8 weeks of
treatment) 
Weak points: Not blinded 
We excluded all outcome measurements that occurred after the patients on the waiting list began
acupuncture treatment. 
There was no standard deviations of changes from baseline directly reported for this trial. Therefore,
in order to include this trial in the between group changes analysis, we converted the reported P val-
ues for the within group comparisons for 'baseline - to week 4', 'baseline - week 8', and 'baseline - week
12', into standard deviations of changes for each group at each measurement point. These recalculated
standard deviations of changes were entered into RevMan.

Source of support: "This work was supported by the Maurice Laing Foundation and National Institutes
of Health-National Center of Complementary and Alternative Medicine and the National Institutes of
Arthritis/Musculoskeletal/Skin Diseases (Grant no. 1 R21-RR09327-01)."

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “Seventy-three patients with symptomatic knee OA were screened ......and
randomized using computer-generated assignment.”

Allocation concealment? Low risk “Block randomization to ensure balance within groups was carried out using
opaque sealed envelopes.“

Blinding? 
Versus sham

High risk Acupuncture vs. standard treatment, no sham control.

Incomplete outcome data
addressed? 
Short term

High risk At 12 week follow-up, 8(37) drop-outs in acupuncture group and 7(36) in con-
trol group, according to Figure 1 flow chart; (however, according to text, 7
drop-outs in acupuncture group and 8 in control group.) One of the percent-
ages of withdrawals and drop-outs exceeds 20%.

Free of selective report-
ing?

Low risk “Patients were then asked to record their responses to the WOMAC (pain, dis-
ability and total) and Lequesne scales. ......Patient scores were ascertained at
weeks 0, 4, 8 and 12 during the randomized trial.” Findings reported in Table 4,
3 and Figure 3.

Free of other bias? Low risk  

Berman 1999  (Continued)

 
 

Methods Design: Parallel 
Blinding: Patient and outcomes assessor blinding for sham control comparison only. (Since the assess-
ments were done by the patients themselves using questionnaires, we considered the sham arm of this
trial to have been both patient and outcomes assessor blinded.) Neither patient nor outcomes assessor
blinding for education control. 
Attempt to confirm patient blinding for sham control?: Yes, at both 4 and 26 weeks after randomiza-
tion. Most people in both groups believed that they were receiving acupuncture at both times. Howev-
er, at both time points, more in acupuncture group knew they were receiving acupuncture, and it was a
significant difference at 26 weeks. 
Drop-outs/withdrawals: 33 in acupuncture group, 25 in sham acupuncture group, and 70 in education
group voluntarily withdrew sometime during the 6 month trial. 
 
CBRG score: 1-1-1-.5/0-0-.5/0-1-1/0-1/0-1-1 (number preceding / is sham control group score and num-
ber following / is education control group score) 

Berman 2004 
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Duration: 26 weeks of tapering treatment 
Type of analysis reported: available case analysis with intention-to-treat (multiple imputation) as sen-
sitivity analysis. Intention-to-treat results not presented but reported to be very similar to those using
non-imputed data.

Participants Setting: 2 outpatient clinics and 1 clinical trials private research firm, Baltimore 
Mean age (+/-SD or Range): 65.5 (8.6) 
Men/Women (n/n): 205/365 
Recruitment method: print and radio advertisements 
Mean pain duration (SD) years: ˜50% more than 5 years 
For bilateral OA diagnosis, which knee treated/evaluated?: If both knees were affected, 9 needles were
inserted in each leg. Outcome measures not targeted to whether the patient had OA in 1 or both knees
and no differential effects on basis of number of knees treated were observed. 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
Yes, rheumatologic exam 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Yes, Kellgren 2 or
more 
Minimum duration (and extent) of knee pain required to be eligible: Moderate or greater clinically sig-
nificant pain in knee on most days of preceding month 
Hospital inpatients? (Y/N; if Y list number inpatients): No 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
Were people with a history of acupuncture treatment excluded?: Yes 
Other important inclusion criteria: age 50 or older 
Important exclusion criteria: serious medical conditions that precluded participation in study; bleed-
ing disorders that might contraindicate acupuncture

Interventions TEST GROUP INTERVENTION: Acupuncture 
N allocated to acupuncture: 190 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: GB34, 39, SP6, 9, ST35, 36, EX32 (Xiyan), UB60, KI 3; electrostimulation at EX32
(Xiyan) 
Total length of treatment period (weeks): 26 weeks 
Number of sessions target (mean): 23 (22.7) (mean number averaged for true and sham groups; adher-
ence to acupuncture appointments did not statistically significantly differ between the true and sham
groups) 
Times per week: 8w:2/w + 2w:1/w + 4w: 0.5/w, 12w:1/m 
Number of points used: 9 or 18 (depending if one or both knees affected) plus two sham points (non-
penetrating) 
Insertion depth: .3 to 1 inch, depending on point location 
Was De qi reportedly sought?: Yes 
Duration (mins): 20 mins 
Method of stimulation: electrostimulation at EX32

CONTROL GROUP A (sham, if used): Combined insertion/non-insertion procedure (penetrating needles
at 2 non-points, 2 tapes, tube at true points plus one non-inserted needle) 
N allocated to control group A: 191 
Total length of treatment period: 26 weeks 
Number of sessions target (mean): 23 (22.7) (mean number averaged for true and sham groups; adher-
ence to acupuncture appointments did not statistically significantly differ between the true and sham
groups) 
Times per week: 8w:2/w + 2w:1/w + 4w:0.5/w + 12w:1/m 
(If relevant) Number of points used: 9 or 18 non-penetrating sham plus two penetrating needles 
(If relevant) Insertion depth: Not stated 
Was De qi sought?: Not stated 
Duration (mins): 20 
(If relevant) Method of stimulation: Mock electrostimulation at non-penetrating knee points

CONTROL GROUP B: Education - 6 two-hour group sessions based on the Arthritis Self-Management
Program plus mailed educational materials 
N allocated to control group B: 189 
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Total length of treatment period: Not applicable/not stated 
Number of sessions target (mean): 6 (?mean) 
Times per week: Not applicable/not stated 
Duration (minutes): 120

Any co-interventions in all groups? Pain medication

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, 4 weeks after baseline, 8 weeks after baseline, 14 weeks after baseline
(i.e., start of once/month treatment schedule), 26 weeks after baseline (i.e., end of 1x/month treatment
schedule and end of study) 
Function: WOMAC function: Baseline, 4 weeks after baseline, 8 weeks after baseline, 14 weeks after
baseline (i.e., start of once/month treatment schedule), 26 weeks after baseline (i.e., end of 1x/month
treatment schedule and end of study) 
Overall index of symptom severity: WOMAC total: Baseline, 4 weeks after baseline, 8 weeks after base-
line, 14 weeks after baseline (i.e., start of once/month treatment schedule), 26 weeks after baseline
(i.e., end of 1x/month treatment schedule and end of study) 
Type of outcome data reported (i.e., post treatment/change from baseline/both): means and standard
errors of changes from baseline for each group reported in publication 
Additional outcomes reported in the trial but not abstracted: physical health scores of SF-36 and 6
minute walk distance 
Adverse effects: 26 in all: 14 in acupuncture group (none interpreted as treatment related); 5 in sham
group; 7 in education group. The differences among groups did not reach statistical significance.

Notes Comments: Very fastidious and careful study. Unusual treatment: 23 meetings with 16 treatments dur-
ing the first 8 weeks, followed by a tapering treatment schedule.

Weak points: not blinded for education control arm; high drop out rates, in particular in the education
group; after 26 weeks, the patients randomized to real acupuncture were more likely to believe they
were receiving real acupuncture.

------ 
14 week data counted as end of treatment for this trial, since after this point the treatments were re-
duced to once every month.

The SAS programmer for this trial (Wenlin Lee), provided the post-treatment means and standard devi-
ations, as well as the mean changes and standard deviations of changes from baseline for the acupunc-
ture and placebo acupuncture groups. These unadjusted means and standard deviations provided by
the statistician were directly entered into RevMan, and used for the analyses (both post-treatment and
between group changes analyses).

Source of support: "The National Center for Complementary and Alternative Medicine and the National
Institute of Arthritis and Musculoskeletal and Skin Diseases provided funding for this study."

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “[A] cohort of 12 to 21 patients was formed, at which point each cohort at each
site was randomly assigned to 1 of 3 groups by a computer-generated process
using randomly selected blocks of 3, 6, and 9.”

Allocation concealment? Low risk “We assured allocation concealment by using disguised letter codes that were
generated and sent to the site coordinators by a central statistical core.“ “The
research assistants who collected assessments from participants, the partic-
ipants themselves (in the true acupuncture and sham acupuncture groups),
and the statistician were blinded to group assignment.”
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Blinding? 
Versus sham

Unclear risk "At 4 weeks, 67% in the true acupuncture group and 58% in the sham group
believed that they were receiving true acupuncture (P = 0.06), and 25% and
33% were unsure, respectively. By the end of the trial, more individuals in the
true group (75%) than in the sham group (58%) held this belief (P = 0.003), and
23% and 32% were unsure, respectively."

Incomplete outcome data
addressed? 
Short term

Low risk Observations available for analysis at 14 weeks were 158(190) in acupuncture
group, 157(191) in sham acupuncture group, and 113(189) in education group.

Observations available for analysis at 26 weeks were 142(190) in acupuncture
group, 141(191) in sham acupuncture group, and 108(189) in education group.
There were 33(190) in acupuncture group, 25(191) in sham acupuncture group,
and 70(189) in education group voluntarily withdrew sometime during the 6
month trial.

Free of selective report-
ing?

Low risk WOMAC pain, function, stiffness, total and physical health scores of SF-36 and
6 minute walk distance were reported at baseline and at 4, 8 14 and 26 week.
Serious adverse events during trial were reported. Findings reported in Table1,
Table2.

Free of other bias? Low risk  

Berman 2004  (Continued)

 
 

Methods Design: Parallel 
Blinding: Outcomes assessor blinding for only the objective outcome measures. However, since the
outcomes that were extracted were primarily assessed by the unblinded patients, we did not consider
this trial to have used blinding. 
Attempt to confirm patient blinding for sham control?: Not applicable (no sham control) 
Drop-outs/withdrawals: 3 in first eight weeks 
 
CBRG score: ?-0-1-0-0-1/0-?-?-1-1-0 (for outcomes assessor blinded item, number preceding / is patient
assessed outcome and number following / is objective outcome assessed by blinded observer) 
Duration: 3 weeks of acupuncture followed by six weeks of follow-up for randomized part of study 
Type of analysis reported: Available case analysis (probably)

Participants Setting: Hospital outpatients, Denmark 
Mean age (+/-SD or Range): 69.2 (median) (range: 48-75) 
Men/Women (n/n): 9/20 
Recruitment method: 58 patients on county waiting list for knee replacement due to osteoarthritis
were invited to participate 
Mean pain duration (SD) years: 4.3 years median (range: 6 months to 44 years) 
For bilateral OA diagnosis, which knee treated/evaluated?: Both knees 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
All patients waiting for knee replacement due to osteoarthritis of the knee 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): All knees x-rayed
and classified according to Ahlback classification 
Minimum duration (and extent) of knee pain required to be eligible: Not reported 
Hospital inpatients? (Y/N; if Y list number inpatients): Not reported 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
Were people with a history of acupuncture treatment excluded? No, but acupuncture treatment within
past year was an exclusion criterion 
Other important inclusion criteria: Not stated 
Important exclusion criteria: Neurological diseases, psychiatric disorders, connective tissue disease af-
fecting knee, patients who experienced infection of knee or changed analgesic during course of study
were excluded

Christensen 1992 
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Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 17? 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: ST34, 35, 36, SP10, EX32 (Xiyan), LI4 
Total length of treatment period (weeks): 3 
Number of sessions target (mean): 6 (?mean) 
Times per week: 2 
Number of points used: 6 or 12 depending if one or both knees affected 
Insertion depth: 10-15 mm 
Was De qi reportedly sought?: Yes 
Duration (mins): 20 
Method of stimulation: Manual stimulation of needles

CONTROL GROUP A (sham, if used): Waiting list 
N allocated to control group A: 15? 
Total length of treatment period: Not applicable 
Number of sessions target (mean): Not applicable 
Times per week: Not applicable 
(If relevant) Number of points used: Not applicable 
(If relevant) Insertion depth: Not applicable 
Was De qi sought?: Not applicable 
Duration (mins): Not applicable 
(If relevant) Method of stimulation: Not applicable

Any co-interventions in all groups? Analgesics

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

(Outcome data not included in meta-analysis because of confusing presentation and difficulties in data
interpretation.) 
Pain: VAS pain intensity scale: Baseline, end of treatment, and 2, 3, and 4 weeks after end of treatment 
Function: HSS knee function scale and walking distance: Baseline, end of treatment and 4 weeks after
end of treatment 
Total: WOMAC total 
Type of outcome data reported (i.e., post treatment/change from baseline/both): (Median values,
ranges, and 95% confidence limits of median difference at the post-treatment measurement points) 
Additional outcomes reported in the trial but not abstracted: Analgesic use 
Adverse effects: Only reported for total group

Notes Comments: Carefully carried out, but somewhat confusing presentation of data makes study difficult
to interpret, which is the reason that this trial did not contribute to effect size estimates. The patients in
the waiting list group received acupuncture after 9 weeks and all results after 9 weeks were pooled for
the two treated groups, and therefore, post-9-week results were not extracted.

Weak points: Not blinded, poor report, small sample size

Source of support: Not reported.

For this trial, the method of generating the randomization sequence was not described in the publi-
cation. According to the corresponding author "The patients were randomized at week 0 by drawing
sealed opaque envelopes to group A or B." Based on the author's description, the method of random-
ization was adequate and the treatment allocation was concealed. Including this information from
the RCT author, the Jadad scale score for this trial would be increased from 1 (based on the publica-
tion alone) to 2, and the Cochrane Back Review Group score would be increased from 4/3 (based on the
publication alone) to 6/5.

Overall conclusions: This trial compared acupuncture to usual care and found a statistically significant
reduction in pain, analgesic consumption, and most objective measures in the acupuncture group rela-
tive to the control.
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The overall conclusions of the RCT authors, as reported in the abstract, were the following: "Compar-
ing group A [acupuncture treatment group] to B [no-treatment control group] there was a significant
reduction in pain, analgesic consumption and in most objective measures."..."Conclusions: Acupunc-
ture can ease the discomfort while waiting for an operation and perhaps even serve as an alternative to
surgery."

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk "At the start of the short-term study, the patients were randomly assigned to
Group A or B by drawing lots."

The method of generating the randomization sequence was not described in
the publication. According to the corresponding author "The patients were
randomized at week 0 by drawing sealed opaque envelopes to group A or B."
Based on the author's description, the method of randomization was ade-
quate.

Allocation concealment? Low risk The method of generating the randomization sequence was not described in
the publication. According to the corresponding author "The patients were
randomized at week 0 by drawing sealed opaque envelopes to group A or B."
Based on the author's description, the treatment allocation was concealed.

Blinding? 
Versus sham

High risk Acupuncture vs. waiting list. no sham control.

Incomplete outcome data
addressed? 
Short term

Low risk "Three out of the 32 patients did not participate from week 0. They received
acupuncture treatment with Group B, and they have been excluded from the
rest of the results of the short-term study, leaving 10 women and four men in
Group A and 10 women and 5 men in Group B."

Free of selective report-
ing?

Low risk WOMAC pain, function, stiffness, total and physical health scores of SF-36 and
6 minute walk distance were reported at baseline and at 4, 8 14 and 26 week.
Serious adverse events during trial were reported. Findings reported in Table
3, Table 4.

Free of other bias? High risk Co-interventions were not reported.

Compliance acceptability condition was not reported.

ITT analysis was not applied.

Christensen 1992  (Continued)

 
 

Methods Design: Parallel 
Blinding: successful blinding of patients. Physicians carrying out the clinical evaluations were also
blinded. 
Attempt to confirm patient blinding for sham control?: Yes, credibility and expectation assessed us-
ing a "modified Borkovec Expectancy Scale." Patients rated credibility of acupuncture and sham much
as the same. The authors noted that "After the first treatment session, a modified Credibility Scale
showed no difference between the groups concerning the expectation, acceptance and credibility for
the ongoing treatment. Therefore, coping and expectation should not influence treatment results." 
Drop-outs/withdrawals: Out of 67 patients randomized (33 to acupuncture and 34 to sham), 65 were
available at first follow-up (33 in acup group; 32 in sham group) and 62 were available at second fol-
low-up (32 in acup group; 30 in sham group). Only 41/67 were available at the 6 months follow-up (i.e.
third follow-up) of which only 17/34 were available at the third follow-up for the acupuncture group.
Because of the high drop-outs at the third follow-up time point, the RCT authors did not analyze the da-
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ta from this time point in their statistical analysis. Similarly, because at the third follow-up time point,
48% of the acupuncture group was unavailable for analysis, an ad hoc decision was made to exclude
this third follow-up time point data from this meta-analysis. This trial did not earn the point for accept-
ability of drop-out rate on the CBRG scale because of the high numbers of drop-outs at the long-term
time point. However, our subgroup analyses used the short-term time point, at which time this trial
had low drop-outs, and therefore this trial was classified as having met the "acceptability of drop-outs"
criteria for our subgroup analyses. 
 
CBRG score: 1-?-1-1-0-1-?-0-0-1-0 
Duration: 3 weeks of acupuncture, patients followed up for 6 months 
Type of analysis reported: Not explicitly stated but appears to be a per protocol analysis, since, for ex-
ample, Table 6 indicates that patients who had a total hip replacement between follow-up 2 and fol-
low-up 3 did not appear to be included in the follow-up 3 analysis. Thus, it appears that only those par-
ticipants who completed the trial and complied with their allocated treatments were included in the
analysis.

Participants Setting: a university department for physical medicine and rehabilitation, Hannover, Germany 
Mean age (+/-SD or Range): ˜62 (9) 
Men/Women (n/n): 22/43 
Recruitment method: through advertisements in a local newspaper 
Mean pain duration (SD) years: ˜5.2(3.8) is mean "duration of complaints" 
For bilateral OA diagnosis, which hip treated/evaluated?: Not reported 
Diagnosis of hip OA required to be eligible? (if yes, describe how patients were verified to have OA): Yes,
hip arthritis with reduced range of motion and significant radiographic changes, 2° minimum as per
Kellgren-score on x-ray of pelvis from the last year 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Yes (Kellgren 2°
minimum) 
Minimum duration (and extent) of hip pain required to be eligible: Complaints for at least 6 months
and pain on most days of previous month 
Hospital inpatients? (Y/N; if Y list number inpatients): Not reported (assumed none) 
Previous hip surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
Were people with a history of acupuncture treatment excluded?: Not reported 
Other important inclusion criteria: None other than those described above 
Important exclusion criteria: "Exclusion criteria were mainly supposed to eliminate all factors influenc-
ing the symptoms of hip arthritis during the intervention, i.e. physical therapy or medical treatment"

Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 23 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: "Within the hip area, six pressure sensitive locations (‘Ah-Shi’-points) were used.
In addition, the regional meridian points ‘GB-30’, ‘GB-31’, ‘BL-37’ and the distal meridian points ‘ST-40’
and ‘BL-54’ were chosen, as well as the master point for tendons and muscles ‘GB-34’." 
Total length of treatment period (weeks): 3 
Number of sessions target (mean): 10 (?mean) 
Times per week: assumed about 3 because 10 sessions total and duration is 3 weeks 
Number of points used: 12 
Insertion depth: Not reported (but needles were inserted deeper until subjects experienced Te chi) 
Was De qi reportedly sought?: Yes 
Duration (mins): 20 
Method of stimulation: Manual manipulation (not reported when during the treatment session or how
many times during the treatment session)

CONTROL GROUP A (sham, if used): needle acupuncture "but the selected puncture sites were at least
5 cm away from the classical acupuncture points and their interconnecting lines (meridians) and also
clear of painful pressure points (Ah-Shi or trigger points)." 
N allocated to control group A: 34 
Total length of treatment period: 3 weeks 
Number of sessions target (mean): 10 
Times per week: about 3 
(If relevant) Number of points used: same number as true acupuncture groups 
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(If relevant) Insertion depth: same depth as true acupuncture group 
Was De qi sought?: No 
Duration (mins): same as true acupuncture group 
(If relevant) Method of stimulation: None

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: VAS scale: Baseline (one week before the beginning of treatment but assumedly after random-
ization), 2 weeks after the end of treatment (i.e. ˜6 weeks after randomization), 2 months after end of
treatment (i.e. ˜3 months (or slightly less) after randomization), and 6 months after end of treatment
(i.e. ˜7 months after randomization) 
Function: Lequesne: same time points as for pain measurement 
Overall index of symptom severity: None (although there was an 'overall assessment of patient satis-
faction' measure, this measure was not considered to be comparable to a measure of overall index of
symptom severity (e.g. WOMAC total) and therefore we did not extract data for this 'overall assessment'
outcome) 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations only (data extracted from charts) 
Additional outcomes reported in the trial but not abstracted: 'overall assessment of patient satisfac-
tion' measure and quality of life measure 
Adverse effects: "During the study course, no side effects occurred."

Notes Because the changes from baseline values were not reported, they were imputed for the changes from
baseline analysis, primarily so that the data from this study could be combined with changes from
baseline data for the knee studies.

The time points of the F1 and F2 follow-ups were described differently in the text and in the figures 3
and 4. The F1 was described as 2 weeks after the end of treatment in the text and as 1 week after the
end of treatment in the figures. The F2 was described as 2 months after the end of treatment in the text
and 6 weeks after end of treatment in the figures. The choice of either F1 or F2 for the closest to 8 weeks
short-term analysis would depend on whether the description in the figure or the manuscript was cor-
rect. I assumed that the time point listed in the figure was correct, and therefore used the F2 time point
for the primary short-term meta-analysis time point closest to 8 weeks and less than 3 months after
randomization. (The F2 time point was chosen to be more conservative, as the effects were smaller at
this time point and also because it was a longer follow-up time than the F1 time point.). For the sensi-
tivity analysis, in which the 'short-term' follow-up was classified as the 'end of treatment', the F1 time
point was used.

A questionnaire was used to assess the expectation and credibility. However, the results data from this
questionnaire were not reported in the Results section. Only in the Discussion section was the follow-
ing reported: "After the first treatment session, a modified Credibility Scale19 showed no difference be-
tween the groups concerning the expectation, acceptance and credibility for the ongoing treatment.
Therefore, coping and expectation should not influence treatment results." Based on this text in the
Discussions section, for our risk of bias scoring, we assigned 1 point to this trial to indicate that this trial
evaluated the credibility of the sham and found it to be indistinguishable from true acupuncture. How-
ever, there is some uncertainty because the credibility was only assessed after the first treatment, and
the numerical results of this assessment are not reported. 
Source of support : "This study was supported in part by a grant from the PharmaMED Foundation Ger-
many." PharmaMEd is the IDA subsidiary in Malta, and is a pharmaceuticals company.

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “Written informed consent was obtained and patients were then randomly as-
signed to the treatment groups using computer generated random codes.”

Allocation concealment? Unclear risk The method of concealment is not described.
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Blinding? 
Versus sham

Low risk “The physician carrying out clinical evaluation of the study parameters was
not informed about the acupuncture treatment, so he could not decide to
which treatment group each patient belonged. ”

 “Needle acupuncture was also performed for the control group, but the se-
lected puncture sites were at least 5 cm away from the classical acupuncture
points and their interconnecting lines (meridians) and also clear of painful
pressure points (Ah-Shi or trigger points). ”

“A modified Borkovec Expectancy Scale19 was used to assess credibility and
expectation. The items in this questionnaire are listed in Table 2.”

“After the first treatment session, a modified Credibility Scale showed no dif-
ference between the groups concerning the expectation, acceptance and cred-
ibility for the ongoing treatment. Therefore, coping and expectation should
not influence treatment results.”

Incomplete outcome data
addressed? 
Short term

Low risk According to Table 6, out of 67 patients randomized (33 to acupuncture and 34
to sham), 32(33) in acup group and 30(34) in sham group were available at sec-
ond follow-up (6 weeks after end of treatment).

According to Table 6, only 41(67) were available at the 6 months follow-up (i.e.
third follow-up) of which only 17(34) in acup group and 24(33) in sham group
were available at the third follow-up.

Free of selective report-
ing?

Low risk “Carlsson’s ‘Comparative Scale’, which evaluates overall patient satisfac-
tion, was used after 2 months (F2). To assess alterations in the quality of life,
Bullinger’s ‘Everyday Life’ questionnaire was used?. Hip index according to
Lequesne14 determines the impairment caused by pain and restriction of
range of movement. For pain measurement, the Visual analogue Scale (VAS)
was used.” The above four scales were reported at baseline and at 1 and 6
weeks, 6 months after end of treatment. Findings reported in Fig 1-4.

Adverse events during trial were reported. “During the study course, no side ef-
fects occurred.”

Free of other bias? High risk Co-interventions were not reported.

No ITT analysis was applied.

It appears to be a per protocol analysis, since, for example, Table 6 indicates
that patients who had a total hip replacement between follow-up 2 and fol-
low-up 3 did not appear to be included in the follow-up 3 analysis. Thus, it ap-
pears that only those participants who completed the trial and complied with
their allocated treatments were included in the analysis.

Fink 2001  (Continued)

 
 

Methods Design: Parallel 
Blinding: "good credibility and blinding of participants receiving the nonpenetrating acupuncture in-
tervention, and successful blinding of the research team" 
Attempt to confirm patient blinding for sham control?: Yes, credibility assessed two weeks (and 6
weeks) after treatment started. Patients rated credibility of acupuncture and sham much as the same
and very high. "Participants receiving either acupuncture intervention were significantly more confi-
dent that treatment could help their knee problem than those receiving advice and exercise alone." 
Drop-outs/withdrawals: "Follow-up rate at six months was 94%." 
 
CBRG score: 1-1-1-1/0-0-1/0-1/0-1-1-1-0 (number preceding / is sham control group score and number
following / is advice and exercise control group score) 
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Duration: 3 weeks of acupuncture, patients followed up for 12 months 
Type of analysis reported: Methods section states that "Analysis was by intention to treat."; however,
the Table of Results (i.e. Table 2) presents the "No analyzed" for each time point, and this is the avail-
able number of cases at that time point, rather than the number randomized. Dr. Foster, the principle
investigator provided the following clarification: "We analysed people according to the treatment they
were randomised to rather than the treatment they received. Although in the end we had very few pro-
tocol violators. The reasons we gave "numbers analysed" was because some people did not complete
FU questionnaires and we did not impute any FU data as we had such high response rates." Therefore
although no imputations were made for a full intention-to-treat analysis that includes all participants
regardless of whether their outcomes were collected, the available case analysis used in this trial is
very unlikely to result in bias because the missing outcome data was balanced in numbers across in-
terventions groups, with similar reasons for missing data across groups, and the effect sizes among the
missing outcomes were not enough to impact to any clinically relevant extent on the observed effect
sizes.

Participants Setting: "37 physiotherapy centres accepting primary care patients referred from general practitioners
in the Midlands, United Kingdom." 
Mean age (+/-SD or Range): ˜63.5(9) 
Men/Women (n/n): 136/216 
Recruitment method: "Participants were recruited from 37 NHS physiotherapy centres providing ser-
vices for general practices within the Midlands and Cheshire regions of the United Kingdom between
November 2003 and October 2005."..."They were referred to physiotherapy by their general practitioner
" 
Mean pain duration (SD) years: ˜40% less than 1 year 
For bilateral OA diagnosis, which knee treated/evaluated?: Not reported [if bilateral problems - both
knees were treated] 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
Clinical diagnosis 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): No, clinical diag-
nosis only 
Minimum duration (and extent) of knee pain required to be eligible: Not reported [there was no mini-
mum but all patients were consulters to their family doctor because if their knee problem] 
Hospital inpatients? (Y/N; if Y list number inpatients): No 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): No 
Were people with a history of acupuncture treatment excluded?: Yes 
Other important inclusion criteria: age 50 or older 
Important exclusion criteria: Patients with potentially serious pathology (e.g. inflammatory arthri-
tis, malignancy etc) on the basis of general practice or physiotherapy diagnosis or from past medical
history, those who have had a knee or hip replacement on the affected side(s), are already on a sur-
gical waiting list for total knee replacement, or for whom the trial interventions are contraindicated
are excluded from the trial. Those who have received an exercise programme, from a physiotherapist,
for their knee problem within the last 3 months or an intra-articular injection to the knee in the last 6
months are also excluded.

Interventions TEST GROUP INTERVENTION: Acupuncture 
N allocated to acupuncture: 117 
Style of acupuncture: Chinese 
Point selection: Flexible formula 
Points stimulated: "For each individualised treatment session between six and 10 acupuncture points
from 16 commonly used local and distal points were selected. Local points were Sp 9, Sp 10, St 34,
St 35, St 36, Xiyan, Gb 34, and trigger points. Distal points were LI 4, TH5, Sp 6, Liv 3, St 44, Ki 3, BI 60,
andGb 41." 
Total length of treatment period (weeks): 3 weeks 
Number of sessions target (mean): 6 (median: 6) 
Times per week: assumedly 2x/week since 6 treatments were delivered over 3 weeks [correct] 
Number of points used: between 6 and 10 
Insertion depth: "the depth of insertion was between 5 mm and 25 mm, depending on the points se-
lected" 
Was De qi reportedly sought?: Yes 
Duration (mins): 25-35 mins 
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Method of stimulation: manual stimulation only

CONTROL GROUP A (sham, if used): "...non-penetrating acupuncture at the same points as the true
acupuncture" "Patients randomized to receive...non-penetrating acupuncture had acupuncture de-
livered through needles with a blunt tip. The shaG of these needles collapses into the handle, creating
an illusion of insertion. They meet the recommendations for acceptable controls for acupuncture re-
search18 and have been used in previous trials.22 31 Some authors believe that a small acupressure ef-
fect may be induced by this method.31 The same protocol was used as for true acupuncture, thus all
criteria for harnessing nonspecific effects were included..." 
N allocated to control group A: 119 
Total length of treatment period: 3 weeks 
Number of sessions target (mean): 6 (median = 6) 
Times per week: assumedly 2x/week since 6 treatments were delivered over 3 weeks [correct] 
(If relevant) Number of points used: same as true acupuncture group 
(If relevant) Insertion depth: Non-insertive needles 
Was De qi sought?: De qi was not sought, but patients were asked to report the sensations when the
needles were placed and "a considerable proportion of participants in our non-penetrating acupunc-
ture group reported sensations fitting the normal descriptions of de qi" 
Duration (mins): same as true acupuncture 
(If relevant) Method of stimulation: None

CONTROL GROUP B: Advice and exercise -"The package consisted of up to six sessions of 30 minutes
(including the prerandomisation session) over six weeks." 
N allocated to control group B: 116 
Total length of treatment period: 6 weeks 
Number of sessions target (mean): 6 (median = 6) 
Times per week: 1x/week 
Duration (minutes): 30 minutes

Any co-interventions in all groups? Advice and exercise, although the advice and exercise co-interven-
tion was delivered over six weeks in the 'advice and exercise' group and delivered over 3 weeks in the
acupuncture and sham acupuncture groups. In a personal e-mail, Dr. Foster also reported the follow-
ing: "We allowed co-interventions in all 3 groups as per usual primary care - such as medications and
gathered self-report data on these (grouped as analgesics or NSAIDS) at each visit. Other co-interven-
tions were avoided during the treatment period."

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, 6 weeks, 6 months, and 12 months after randomization 
Function: WOMAC function: Baseline, 6 weeks, 6 months, and 12 months after randomization 
Total: WOMAC total: Not reported [Provided by Dr. Foster] 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations for each group as well as change scores (i.e. reported in Table 2 as both
crude changes from baseline as well as changes adjusted for recruitment age, sex, duration of pain, and
scores for pain or function) 
Additional outcomes reported in the trial but not abstracted: "participants’ global assessment of
change compared with baseline, pain severity and unpleasantness, severity of patient nominated main
functional problem, arthritis self efficacy, satisfaction with care, and adherence with exercises, and all
measures at six weeks and 12 months. Side effects of treatment, adverse events, and use of co-inter-
ventions were also recorded. We identified the proportion of each group who achieved a clinically sig-
nificant response according to criteria from the outcome measures in Rheumatology and Osteoarthritis
Research Society international initiative (OMERACT-OARSI)" 
Adverse effects: "No adverse events occurred in the advice and exercise group or in the advice and ex-
ercise plus nonpenetrating acupuncture group. Five adverse events were reported for participants re-
ceiving true acupuncture (pain, sleepiness, fainting, nausea, and swelling around the treated knee)."

Notes Nadine Foster provided the WOMAC totals for all time points. These were not reported in the BMJ publi-
cation.
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Source of support: "This study was supported by a project grant from the Arthritis Research Campaign,
UK (grant H0640) and Support for Science funding secured by the North Staffordshire Primary Care Re-
search Consortium for NHS service support costs." Assume it's funded by government grant.

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “[T]he physiotherapist telephoned an administrator at the research centre to
record the selected acupuncture points and to receive a computed generated
randomisation group for the patient.”

“Using random permuted blocks of 12 (blocked by treatment centre) the par-
ticipants were randomised to advice and exercise, advice and exercise plus
true acupuncture, or advice and exercise plus nonpenetrating acupuncture.”

Allocation concealment? Low risk “[T]he physiotherapist telephoned an administrator at the research centre to
record the selected acupuncture points and to receive a computed generated
randomisation group for the patient.”---Central allocation

“Researchers who collected, entered, and analysed data were unaware of
treatment allocation. By necessity the physiotherapists delivering the inter-
ventions were not blind to allocation.”

Blinding? 
Versus sham

Low risk "Participants were not told they may receive a sham intervention (rather they
were told they may receive one of two forms of acupuncture)."

" [We] achieved good credibility and blinding of participants receiving the non-
penetrating acupuncture intervention, and successful blinding of the research
team"

“Acceptability and credibility of the intervention groups were evaluated dur-
ing a telephone call two weeks after the start of treatment and at six weeks by

questionnaire, using items adapted from previous literature.36”

“Table 4 summarises treatment credibility two weeks after treatment started.
Participants receiving either acupuncture intervention were significantly more
confident that treatment could help their knee problem than those receiving
advice and exercise alone.”

” Satisfaction with care was significantly greater for participants receiving ad-
vice and exercise plus non-penetrating acupuncture than for those receiving
advice and exercise alone (table 8). No statistically significant differences were
seen between advice and exercise plus true acupuncture and advice and ex-
ercise plus nonpenetrating acupuncture for any other of the outcomes mea-
sured (data not shown).”

--Patients rated credibility of acupuncture and sham much as the same and
very high.

"Participants receiving either acupuncture intervention were significantly
more confident that treatment could help their knee problem than those re-
ceiving advice and exercise alone."

See also allocation concealment

Incomplete outcome data
addressed? 
Short term

Low risk Returned questionnaire at 6 weeks is 105(116) in advice and exercise group,
113(116) in advice, exercise and true acupuncture group, 115(119) in advice,
exercise, and non-penetrating acupuncture group. Finding reported in Fig.1

"Follow-up rate at six months was 94%."
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Returned questionnaire at 6 weeks is 105(116) in advice and exercise group,
109(116) in advice, exercise and true acupuncture group, 113(119) in advice,
exercise, and non-penetrating acupuncture group. Finding reported in Fig.1

Free of selective report-
ing?

Low risk "Follow-up was at two weeks (by telephone), six weeks, and six and 12 months
(by postal questionnaire) after randomisation. The primary outcome measure
was change at six months in the pain subscale score of the Western Ontario
and McMaster Universities osteoarthritis index (Likert 3.0). Secondary out-
comes at six months included the function subscale score of the Western On-
tario and McMaster Universities osteoarthritis index,  participants’ global as-
sessment of change compared with baseline, pain severity and unpleasant-
ness, severity of patient nominated main functional problem, arthritis self ef-
ficacy, satisfaction with care, and adherence with exercises, and all measures
at six weeks and 12 months. Side effects of treatment, adverse events, and use
of co-interventions were also recorded. We identified the proportion of each
group who achieved a clinically significant response according to criteria from
the outcome measures in Rheumatology and Osteoarthritis Research Society
international initiative (OMERACT-OARSI)." Findings reported in Table 3, 4-8.

Free of other bias? Low risk  

Foster 2007  (Continued)

 
 

Methods Design: Parallel 
Blinding: None 
Attempt to confirm patient blinding for sham control?: NA 
Drop-outs/withdrawals: All acupuncture patients available for post-treatment assessment and 1
acupuncture patient dropped out later and was unavailable for the eight week follow-up assessment.
In the advice and exercise group, 4 patients were unavailable at the post-treatment assessment and
an additional 3 patients dropped out between the post-treatment assessment and the eight-week fol-
low-up. 
 
CBRG score: 1-?-1-0-0-0-?-?-0-1-0 
Duration: 6 weeks of acupuncture, patients followed up for 8 additional weeks, for a total duration of
14 weeks 
Type of analysis reported: Unclear -- assume available case. The 4 dropouts in the control group during
the intervention period appear to have been excluded from the analysis, as suggested in Table 3.

Participants Setting: Physiotherapy department in a District General Hospital, Princess Margaret hospital, Swindon 
Mean age (+/-SD or Range): ˜67 
Men/Women (n/n): 7/21 
Recruitment method: Participants were recruited from those on a waiting list for a total hip arthroplas-
ty 
Mean pain duration (SD) years: ˜8 years 
For bilateral OA diagnosis, which hip treated/evaluated?: Not reported 
Diagnosis of hip OA required to be eligible? (if yes, describe how patients were verified to have OA): Yes,
radiographic changes consistent with OA 
Radiologic evidence of hip OA required to be eligible? (if yes, describe requirement): Yes 
Minimum duration (and extent) of knee pain required to be eligible: Not reported 
Hospital inpatients? (Y/N; if Y list number inpatients): No 
Previous hip surgery? (Y/N; if Y list number with previous knee surgery): No 
Were people with a history of acupuncture treatment excluded?: Not reported 
Other important inclusion criteria: None reported 
Important exclusion criteria: Patients with rheumatoid arthritis, previous hip injection or surgery, in-
tra-articular steroid injection in last three months

Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 16 
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Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: "GB29, GB30, GB34, GB43, ST44, LI4 bilaterally, and four 'ah shi' points around the
great trochanter, in a north, south, east, west formation." 
Total length of treatment period (weeks): 6 
Number of sessions target (mean): 6 (?mean) 
Times per week: 1 
Number of points used: 16 
Insertion depth: Not reported 
Was De qi reportedly sought?: Not reported 
Duration (mins): 10 minutes for first session, and 25 minutes for subsequent sessions 
Method of stimulation: For first session, "Each needle was manually stimulated for approximately ten
seconds half way through the treatment." For subsequent sessions, there was "manual stimulation of
each needle, for approximately ten seconds, every five minutes."

CONTROL GROUP A (sham, if used): advice and exercise "Group B attended the department three times
over the same time period. Each session lasted 30 minutes. The first session involved giving each pa-
tient an advice sheet on OA, and on self-help. The advice sheet also contained a set of five exercises
that were demonstrated to the patient, who then practiced them to the author’s satisfaction. Three
weeks later the patients came back for a review to check that they were doing their exercises correctly,
and they were advised, if appropriate, on how to gently progress. Three weeks later the patients came
back for their final review and were encouraged to continue with the exercises and follow the advice
given." 
N allocated to control group A: 16 
Total length of treatment period: 6 weeks 
Number of sessions target (mean): 3 (? mean) 
Times per week: 1x/3 weeks (i.e. baseline session; 3 weeks post-baseline session; 6 week post-baseline
session) 
(If relevant) Number of points used: NA 
(If relevant) Insertion depth: NA 
Was De qi sought?: NA 
Duration (mins): NA 
(If relevant) Method of stimulation: NA

Any co-interventions in all groups?: None reported

Outcomes A slightly modified version of the WOMAC (visual analogue scale version) was used. Their modified ver-
sion had 16 questions rather than the full 24 questions. The major modification was that some of the
function questions from the original WOMAC were dropped so that the questionnaire could be made
shorter. Authors only reported WOMAC totals and not the WOMAC pain and function sub-scores. For the
post-treatment scores analysis, the WOMAC total post-treatment means and SDs were extracted from
Table 4. For the changes from baseline analysis, the authors only reported the Ns for each group and
the P value of the difference in changes between the two groups (i.e. P = .02, reported only in the ab-
stract) for the short-term follow-up (i.e. 6 weeks after randomization which was the end of treatment
time point), which were then entered into the Comprehensive Meta-analysis program to calculate the
SMD and standard error. The SMDs and SEs were then in turn entered into RevMan using the Generic In-
verse Variance data entry screen. The SMDs calculated using the between group change P values were
much higher than the SMDs calculated using the reported post-treatment means and SDs.

Notes Patients had severe OA considering they were on waiting list for a total hip arthroplasty. The dropout
rate in the control group was very high (almost 44%) at the 14 week follow-up point. Although the 14
week outcome data was reported (i.e. in Table 4 for post-treatment means and SDs, and in abstract as
between group change p-value), a post hoc decision was made to exclude this 14 week follow-up data
from the long-term effects meta-analysis because of the high attrition.

Source of support: Not reported.

Risk of bias

Bias Authors' judgement Support for judgement
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Adequate sequence gener-
ation?

Low risk “The patients were randomly allocated, using a random number table, to
group A or B, with 16 in each group.”

Allocation concealment? Unclear risk The method of concealment is not described.

Blinding? 
Versus sham

High risk Acupuncture vs. advice and exercise, no sham control.

Incomplete outcome data
addressed? 
Short term

High risk “Group A remained intact but in group B, four patients withdrew from the
study during the intervention period. One patient was admitted for arthroplas-
ty, another withdrew after the first session after having a fall at home, anoth-
er withdrew after the first session due to difficulty in getting to the department
because of poor mobility. The fourth patient attended the first session then
did not attend the second and could not be re-contacted. Three further pa-
tients dropped out of group B between the post-treatment assessment and the
eight-week follow-up. One reported having had an arthroplasty and the oth-
er two were not contactable. One patient dropped out of group A during this
period to have a total hip replacement. ” 1(16) acupuncture patient was un-
available for the eight week follow-up assessment. In the advice and exercise
group, 7(16) patients were unavailable at the eight-week follow-up.

Free of selective report-
ing?

High risk “A slightly modified version of the WOMAC (Western Ontario and McMaster
Universities) osteoarthritis index was used as the outcome measure (Appendix
1)” at baseline, post-treatment and 8 weeks follow-up.

From author: Their modified version had 16 questions rather than the full 24
questions. The major modification was that some of the function questions
from the original WOMAC were dropped so that the questionnaire could be
made shorter. Authors only reported WOMAC totals and not the WOMAC pain
and function sub-scores. (unpublished information).

Findings reported in Table 4, Figure 1.

Free of other bias? High risk Co-interventions were not reported.

Patients compliance condition was not reported.

No ITT analysis was applied.

Haslam 2001  (Continued)

 
 

Methods Design: Parallel 
Blinding: Patient and outcomes assessor blinded 
Attempt to confirm patient blinding for sham control?: No 
Drop-outs/withdrawals: 6 out of 103 
 
CBRG score: ?-0-1-.5-0-.5-1-?-0-1-0 
Duration: 5 weeks treatment and 3 months follow-up 
Type of analysis reported: Analysis of only the 97 'completers'

Participants Setting: Setting unclear, Germany 
Mean age (+/-SD or Range): 59.7 
Men/Women (n/n): 36/61 
Recruitment method: Not reported 
Mean pain duration (SD) years: 7.8 years mean duration of disease 
For bilateral OA diagnosis, which knee treated/evaluated?: Not reported 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
Diagnosis confirmed for at least a year 

Molsberger 1994 
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Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Wirth criteria I-
IV 
Minimum duration (and extent) of knee pain required to be eligible: Chronic knee pain for at least two
months 
Hospital inpatients? (Y/N; if Y list number inpatients): Not reported 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Excluded 
Were people with a history of acupuncture treatment excluded?: Not reported 
Other important inclusion criteria: Not medicated during the study and no other therapy during the
study 
Important exclusion criteria: No other symptomatic diseases (e.g., RA) or obvious psychiatric prob-
lems; patients with other joint pain on the knee

Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: unclear (71 analyzed) 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: on ST34, 35, 36, SP9, 10, UB40, GB 34, EX31, EX32 
Total length of treatment period (weeks): 5 weeks 
Number of sessions target (mean): 10 (?mean) 
Times per week: 2 
Number of points used: 9 
Insertion depth: .5 to 1.5 cm 
Was De qi reportedly sought?: Yes 
Duration (mins): 20 
Method of stimulation: Manual

CONTROL GROUP A (sham, if used): insertion at non-points (0.5 cm) at the homo-lateral tibia front line 
N allocated to control group A: unclear (26 analyzed) 
Total length of treatment period: 5 weeks 
Number of sessions target (mean): 10 
Times per week: 2 
(If relevant) Number of points used: Not reported 
(If relevant) Insertion depth: .5cm 
Was De qi sought?: unclear 
Duration (mins): 20 mins 
(If relevant) Method of stimulation: Not reported

Any co-interventions in all groups?: Not reported

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: VAS pain at baseline and average pain reductions on the VAS at end of treatment (acupuncture
= -2.227, sham = -1.164), and 3 months after end of treatment; proportion with at least 50% pain relief
(acupuncture = 36 patients or 50.7%, sham = 8 patients or 30.8%); percent pain reduction on VAS (end
of treatment: acupuncture = 47.5%, sham = 26.1%; 3 months after end of treatment: acupuncture =
48%, sham = 6.1%) 
Function: Lysholm at baseline and at end of treatment (acupuncture = 47.0, sham = 50.8); average per-
cent reduction in Lysholm scores (acupuncture = 16.8%, sham = 8.2% (P = .22)) 
Overall index of symptom severity: WOMAC total 
Type of outcome data reported (i.e., post treatment/change from baseline/both): See description
above 
Additional outcomes reported in the trial but not abstracted: All outcomes presented listed above 
Adverse effects: Not reported

Notes Comments: Presentation lacks detail. No clear mention of drop outs. Overall, this trial found a statis-
tically significant reduction in pain but no improvement in function, at both the end of treatment and
three months later. 
Weak points: Results presentation 
Only one reviewer (KL) extracted the data from this German language publication
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Source of support: Not reported.

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Unclear risk Randomization method was not described.

Allocation concealment? High risk  

Blinding? 
Versus sham

Unclear risk In sham acupuncture group, needles were inserted at non-points (0.5 cm) at
the homo-lateral tibia front line.

No attempt to confirm patient blinding for sham control.

Incomplete outcome data
addressed? 
Short term

Low risk Drop-outs were 6 out of 103. See Figure 1.

Free of selective report-
ing?

Low risk Pain: VAS pain at baseline and average pain reductions on the VAS at end of
treatment (acupuncture = -2.227, sham = -1.164), and 3 months after end of
treatment; proportion with at least 50% pain relief (acupuncture = 36 patients
or 50.7%, sham = 8 patients or 30.8%); percent pain reduction on VAS (end of
treatment: acupuncture = 47.5%, sham = 26.1%; 3 months after end of treat-
ment: acupuncture = 48%, sham = 6.1% 
Function: Lysholm at baseline and at end of treatment (acupuncture = 47.0,
sham = 50.8); average percent reduction in Lysholm scores (acupuncture =
16.8%, sham = 8.2% (P = .22)) 
Overall index of symptom severity: WOMAC total.

Findings reported in Table 4 and Figure 3.

Free of other bias? High risk Patients compliance condition was not reported.

No ITT analysis was applied.

Molsberger 1994  (Continued)

 
 

Methods Design: Parallel (2x2) 
Blinding: Clinical outcomes assessors were blinded for all treatment groups and patients were blinded
for acupuncture/placebo treatment groups only. Since patients assessed their own outcomes, we con-
sidered this trial to have used blinding only for the acupuncture/placebo acupuncture groups for which
patients were blinded. 
Attempt to confirm patient blinding for sham control?: No 
Drop-outs/withdrawals: 7 withdrawn from the trial for various medical reasons, none of which were at-
tributable to acupuncture treatment 
 
CBRG score: ?-?-1-.5-0-.5-1-1-1-1-0 (number preceding / is placebo control group score and number fol-
lowing / is medication alone control group score) 
Duration: 4 weeks of treatment and two additional months of follow-up for responders 
Type of analysis reported: only analysis of the 186 completers (intention-to-treat analysis also done as
sensitivity analysis, but not reported because the results were reportedly not affected by type of analy-
sis due to small number of withdrawals)

Participants Setting: University outpatient center in Thailand 
Mean age (+/-SD or Range): ˜63(7) 
Men/Women (n/n): 43/150 
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Recruitment method: Not reported 
Mean pain duration (SD) years: ˜5(3) years duration of OA 
For bilateral OA diagnosis, which knee treated/evaluated?: Not reported 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
ACR criteria 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): No 
Minimum duration (and extent) of knee pain required to be eligible: more than 3 months as suffering
from OA of knee 
Hospital inpatients? (Y/N; if Y list number inpatients): N 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
Were people with a history of acupuncture treatment excluded?: No, but EA within the last 3 months
was an exclusion criteria 
Other important inclusion criteria: age>40; able to walk; Lequesne functional index greater than or
equal to 6 points at baseline; informed consent 
Important exclusion criteria: underlying inflammatory arthropathy; surgery in future; injury in area af-
fected by OA knee, intraarticular corticosteroid injections or EA in the last 3 months

Interventions TEST GROUP INTERVENTION: Electroacupuncture plus placebo diclofenac 
N allocated to acupuncture: 48 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: ST35, LR8, EX32 (Xiyan) + 1 Triggerpoint 
Total length of treatment period (weeks): 4 
Number of sessions target (mean): 12 (?mean) 
Times per week: 3 
Number of points used: 4 
Insertion depth: not more than .5 inches 
Was De qi reportedly sought?: No 
Duration (mins): 20 
Method of stimulation: Electrical stimulation (2 Hz) at maximum tolerable level to patient to each pair
of needles

CONTROL GROUP A (sham, if used): Sham procedure plus placebo diclofenac at 1 tablet 3x/day for 4
weeks. Sham involving patch electrodes attached to the same acupuncture points used in acupuncture
group and other end attached to sound producing dummy mode of the same EA machine 
N allocated to control group A: 47 
Total length of treatment period: 4 weeks 
Number of sessions target (mean): 12 (not reported) 
Times per week: 3 
(If relevant) Number of points used: 4 
(If relevant) Insertion depth: Not applicable 
Was De qi sought?: Not applicable 
Duration (mins): 20 
(If relevant) Method of stimulation: Mock electrostimulation

CONTROL GROUP B: Sham procedure plus diclofenac 1 table 3x/day for 4 wks 
N allocated to control group B: 49 
Total length of treatment period: 4 weeks 
Number of sessions target (mean): Not applicable (3 tablets/day) 
Times per week: Not applicable (daily) 
Duration (minutes): Not applicable

CONTROL GROUP C: Electroacupuncture plus diclofenac 1 table 3x/day for 4 wks 
N allocated to control group C: 49 
Total length of treatment period: 4 weeks 
Number of sessions target (mean): 12 plus diclofenac 3x/day 
Times per week: 3 
Duration (minutes): 20 minutes

Any co-interventions in all groups? During the study period, all additional therapies for OA (e.g., oral or
topical NSAIDS, intraarticular corticosteroid injection, other analgesics, chondro-protective, agents,
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surgical procedures on the knee joint, etc.) were not allowed. However, 2 tablets of 500 mg Paraceta-
mol/day were still prescribed as a rescue analgesic during the study. Other treatments for concomitant
diseases could be continued if treatments administered were documented.

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, after 4 week treatment period, and, for responders only, 2 months later 
Function: WOMAC function: Baseline, after 4 week treatment period, and, for responders only, 2
months later 
Overall index of symptom severity: WOMAC total: Baseline, after 4 week treatment period, and, for re-
sponders only, 2 months later 
Type of outcome data reported (i.e., post treatment/change from baseline/both): means and standard
errors of changes for each group reported in publication 
Additional outcomes reported in the trial but not abstracted: amount of paracetamol tablets tak-
en/week; 50 feet-walk time; a patient's global pain as 100 mm VAS; Lesquesne's functional index; and
clinician's and patient's overall opinion of change 
Adverse effects: reported that the "percentage of patients who experienced adverse effects...during
the study did not differ between the four groups (data not shown), whereas, local contusions around
the knee were more common in the EA and combined group (approximately 45%). However, the contu-
sions usually disappeared within 5-7 days."

Notes Comments: Well reported study with 2x2 factorial design.

Weak points: Only responders were followed-up beyond the initial four week treatment period so no
randomized long-term data available

This trial did not report standard deviations of post-treatment scores (because the authors of this tri-
al used a comparison of between group changes for their analysis). For this trial, we used the baseline
standard deviations, provided in Table 4, as an estimate for the post-treatment standard deviation
scores. This was the only trial that reported pre-treatment standard deviations but not post-treatment
standard deviations, and was, therefore, the only trial for which we used pre-treatment standard devi-
ations to calculate variability. We discussed the use of pre-treatment standard deviations as estimates
for post-treatment standard deviations with two biostatisticians, who both considered this a reason-
able assumption.

This trial had a factorial design, and compared electro-acupuncture versus placebo acupuncture, using
either a diclofenac or a placebo diclofenac co-intervention. This study ID compares acupuncture versus
sham using the true diclofenac co-intervention.

The corresponding author was e-mailed (at csangdee@mail.med.cmu.ac.th) to request review of infor-
mation extracted from the trial, to obtain further details about the randomization, and to request the
SDs of the post-treatment scores; however, no response was received.

Source of support: "This work was supported by the Faculty of Medicine, Chiang Mai University, Thai-
land."

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Unclear risk “The patients who had persistent pain and a Lequesne's functional index of
at least 6 points at the end of the run-in period were randomized into the four
groups mentioned above.” No more detailed description about randomization.

The corresponding author was e-mailed to obtain further details about the
randomization; however, no response was received.

Allocation concealment? Unclear risk The method of concealment is not described.
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Blinding? 
Versus sham

Unclear risk “Clinical assessments in each patient were evaluated by the same physician
who was blinded to the treatment.”

“The placebo EA was performed by attaching patch electrodes to the select-
ed acupuncture points. Each electrode was connected to the sound producing
dummy mode of the same apparatus, as in the true EA treatment. ”

No attempt to confirm patient blinding for sham control was reported.

Incomplete outcome data
addressed? 
Short term

Low risk “Of the 193 study patients, 186 (96.37%) completed the study. The remaining 7
patients were withdrawn from the trial due to flare of pain with joint swelling
(2 in the placebo and 1 in the EA group), severe GI side effects (3 in the com-
bined group), and flare of pain from an accidental fall not related to treatment
(1 in the EA group).”

45(47), 49(49), 46(48) and 46(49) patients were available at week 4 according to
Table 2 and above description.

Free of selective report-
ing?

Low risk “Clinical assessments were evaluated for base-line data at the end of the run-
in period (week 0) and again at the end of the study (week 4). These assess-
ments included the amount of paracetamol tablets taken/week, 50 feet-walk
time, a patient's global pain as 100 mm visual analog scale (VAS) over the pre-
vious 3 days, the Western Ontario and McMaster Universities OA Index (WOM-
AC: score ranging from 0?96) [21], and Lequesne's functional index (score rang-
ing from 0?24) [22]. ?Complete physical examination and non-directive ques-
tioning for adverse events were also performed weekly for 4 weeks in order to
acquire a safety assessment. ”

Findings reported in Table 4, 4-6 and Figure 2-4.

Free of other bias? High risk No ITT analysis was applied.

Sangdee 2002 *  (Continued)

 
 

Methods The Sangdee trial used a factorial design, comparing electroacupuncture versus placebo
eletroacupuncture, with one comparison including a diclofenac co-intervention and the other compari-
son using a placebo diclofenac co-intervention. This study ID was created so that the comparison arms
with the placebo diclofenac co-intervention could be entered in the meta-analysis.

Participants  

Interventions  

Outcomes  

Notes  

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Unclear risk “The patients who had persistent pain and a Lequesne's functional index of
at least 6 points at the end of the run-in period were randomized into the four
groups mentioned above.” No more detailed description about randomization.

The corresponding author was e-mailed (at csangdee@mail.med.cmu.ac.th) to
request review of information extracted from the trial, to obtain further details
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about the randomization, and to request the SDs of the post-treatment scores;
however, no response was received.

Allocation concealment? Unclear risk The method of concealment is not described.

Blinding? 
Versus sham

Unclear risk “Clinical assessments in each patient were evaluated by the same physician
who was blinded to the treatment.”

“The placebo EA was performed by attaching patch electrodes to the select-
ed acupuncture points. Each electrode was connected to the sound producing
dummy mode of the same apparatus, as in the true EA treatment. ”

No attempt to confirm patient blinding for sham control was reported.

Incomplete outcome data
addressed? 
Short term

Low risk “Of the 193 study patients, 186 (96.37%) completed the study. The remaining 7
patients were withdrawn from the trial due to flare of pain with joint swelling
(2 in the placebo and 1 in the EA group), severe GI side effects (3 in the com-
bined group), and flare of pain from an accidental fall not related to treatment
(1 in the EA group).”

45(47), 49(49), 46(48) and 46(49) patients were available at week 4 according to
Table 2 and above description.

Free of selective report-
ing?

Low risk  “Clinical assessments were evaluated for base-line data at the end of the run-
in period (week 0) and again at the end of the study (week 4). These assess-
ments included the amount of paracetamol tablets taken/week, 50 feet-walk
time, a patient's global pain as 100 mm visual analog scale (VAS) over the pre-
vious 3 days, the Western Ontario and McMaster Universities OA Index (WOM-
AC: score ranging from 0?96) [21], and Lequesne's functional index (score rang-
ing from 0?24) [22]. ?Complete physical examination and non-directive ques-
tioning for adverse events were also performed weekly for 4 weeks in order to
acquire a safety assessment. ”

Findings reported in Table 4, 4-6 and Figure 2-4.

Free of other bias? High risk No ITT analysis was applied.

Sangdee 2002 **  (Continued)

 
 

Methods Design: Parallel 
Blinding: All outcomes assessments were documented by telephone interviewers who were blinded for
all three treatments. However, for this trial, we did not consider the usual care arm to have been out-
comes assessor blinding because we always considered the patient to be the outcomes assessor for the
WOMAC questionnaire, a self-assessed outcome; the patients in the 'no acupuncture' usual care arm
obviously could not be blinded to whether or not they received acupuncture. 
Attempt to confirm patient blinding for sham control?: The quality of blinding between the true and
sham acupuncture groups was assessed in the final interview. Only 33 patients (16 in acupuncture
and 17 in sham group) stated that they had been unblinded by the treating physician. Almost one-half
(49%) of the 675 patients who received true or sham acupuncture were unaware which treatment they
received. Of the 345 who said they knew their treatment, 45% guessed incorrectly. Therefore, blinding
between true and sham acupuncture groups was successful. 
Drop-outs/withdrawals: 22 patients were lost to follow-up: 8 in true acupuncture group; 5 in sham
group; and 9 in standard care group. These lost to follow-up patients were included in the intention-to-
treat analysis. (Of the total of n = 1039 randomly assigned patients, thirty-two additional patients
dropped out immediately after randomization (i.e., 4 in acupuncture; 2 in sham; 26 in standard care)
and were excluded from the intention-to-treat analysis.) 
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CBRG score: 1-1-1-1/0-0-1/0-0-1-1-1-1 (number preceding / is sham control group score and number
following / is standard care control group score) 
Duration: 6 weeks of treatment, followed by an evaluation at week 7; during weeks 7-13, there were
further treatments for 'partial responders' only (i.e., non-responders and full responders did not get ad-
ditional sessions); follow-up evaluation at weeks 13 and 26 
Type of analysis reported: Intention-to-treat for the primary analysis (excluding the 32 patients who
declined further participation immediately after randomization and for whom no measurements were
available); per protocol for a sensitivity analysis.

Participants Setting: 315 primary care practices staNed by 320 practitioners, Germany 
Mean age (+/-SD or Range): ˜63(10) 
Men/Women (n/n): 314/693 
Recruitment method: Patients of 320 physicians, selected from a group of experienced primary care
practitioners participating in a large cohort study on acupuncture 
Mean pain duration (SD) years: ˜5.4 (6) 
For bilateral OA diagnosis, which knee treated/evaluated?: Both knees were treated if affected. In pa-
tients with 2 affected knees, 1 knee was randomly chosen for evaluation during the initial telephone in-
terview. 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
ACR criteria 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Yes, Kellgren of 2
or 3 
Minimum duration (and extent) of knee pain required to be eligible: Chronic pain for at least 6 months
due to OA of the knee 
Hospital inpatients? (Y/N; if Y list number inpatients): N 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Patients excluded if surgery
of the afflicted extremity during the last six months or planned surgery 
Were people with a history of acupuncture treatment excluded?: Patients with previous acupuncture
treatment for gonarthrosis (ever) or previous acupuncture treatment for any condition (in the past 12
months) were excluded 
Other important inclusion criteria: WOMAC score of at least 3 points (0-10 scale); chronic pain score of
at least 1, according to the criteria of von Korff and colleagues 
Important exclusion criteria: Patients with other diseases affecting the knee, neurologic and psychi-
atric diseases, severe coagulopathy, pregnancy, or previous acupuncture treatment for osteoarthritis
of the knee were excluded.

Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 330 (4 withdrew consent immediately after randomization, leaving 326 for
the full analysis set) 
Style of acupuncture: Chinese 
Point selection: Flexible formula 
Points stimulated: Obligatory Unilateral: St34, 36, Xiyan, Sp9, 10, GB34; Optional Unilateral: 1–4 Ahshi
points; bilateral according to Traditional Chinese Medicine: 1–2 of 16 defined distant points 
Total length of treatment period (weeks): 6 weeks (Patients could request up to 5 additional sessions
or visits in weeks 7 to 13 if the initial treatment was viewed as being partially successful.) 
Number of sessions target (mean): 10 [+5] (12.5) “+5” indicates 5 additional sessions or visits if treat-
ment was graded as partially successful after 6 weeks. 
Times per week: almost 2x/wk (i.e., 10 sessions over 6 weeks) 
Number of points used (mean): 7-15 (or 14-30 if bilateral) 
Insertion depth: 0.5–3.5 until de qi 
Was De qi reportedly sought?: Yes 
Duration (mins): 20-30 [mean 30.3] 
Method of stimulation: Manual, twice

CONTROL GROUP A (sham, if used): sham acupuncture with 10 points total, four on each leg and one on
each arm, with a minimal depth of needling (not more than 5mm) and avoiding real acupoints 
N allocated to control group A: 367 (2 withdrew consent immediately after randomization, leaving 365
for the full analysis set) 
Total length of treatment period: 6 weeks (Patients could request up to 5 additional sessions or visits
in weeks 7 to 13 if the initial treatment was viewed as being partially successful.) 
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Number of sessions target (mean): 10 [+5] (12.5) “+5” indicates 5 additional sessions or visits if treat-
ment was graded as partially successful after 6 weeks. 
Times per week: almost 2x/wk (i.e., 10 sessions over 6 weeks) 
(If relevant) Number of points used (mean): 10 (12.5) 
(If relevant) Insertion depth: Up to 0.5 without de qi 
Was De qi sought?: No 
Duration (mins): 20–30 [mean 29.9] 
(If relevant) Method of stimulation: None

CONTROL GROUP B: Conservative therapy involved 10 visits to physician practitioners [if possible] with
consultation and a prescription for diclofenac, up to 150 mg/d, or rofecoxib, 25 mg/d, as needed, until
week 23. 
N allocated to control group B: 342 (26 withdrew consent immediately after randomization, leaving
316 for the full analysis set) 
Total length of treatment period: 6 weeks (Patients could request up to 5 additional sessions or visits
in weeks 7 to 13 if the initial treatment was viewed as being partially successful.) 
Number of sessions target (mean): 10 [+5] [8.4] “+5” indicates 5 additional sessions or visits if treat-
ment was graded as partially successful after 6 weeks. 
Times per week: almost 2x/wk (i.e., 10 visits over 6 weeks) 
Duration (minutes): Duration of consultation visits with physicians not stated

Any co-interventions in all groups? The acupuncture and sham groups could take up to 150 mg of di-
clofenac per day during the first 2 treatment weeks and up to a total of 1 g until week 23. The standard
care group could take Diclofenac, 150 mg/d, or rofecoxib, 25 mg/d up to week 23 (with no total limit). 
Each of the 3 treatment groups had up to 6 physiotherapy sessions.

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, 13 weeks after randomization/start of treatment, and at follow-up 26
weeks after randomization/start of treatment 
Function: WOMAC function: Baseline, 13 weeks after randomization/start of treatment, and at fol-
low-up 26 weeks after randomization/start of treatment 
Total: WOMAC total: Baseline, 13 weeks after randomization/start of treatment, and at follow-up 26
weeks after randomization/start of treatment 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations for each group as well as means and standard deviations of changes
from baseline for each groups 
Additional outcomes reported in the trial but not abstracted: Success rates calculated according to
a change of at least 36% from baseline WOMAC scores at 13 and 26 weeks after the start of treatment;
SF-12; global patient assessment

Adverse effects: Number of total adverse effects and serious adverse effects were comparable for the
three groups. Haematoma or minor bleeding was reported more often in the acupuncture and sham
acupuncture groups than in the standard care group.

Notes Comments: Very well reported study. Some strengths are the successful blinding between the true and
sham acupuncture groups, the low number of withdrawals, and homogeneous treatment groups at
baseline. The primary outcome measures used by the RCT authors was the success rate, as defined by
at least 36% improvement in WOMAC score at 26 weeks, which is different from the primary outcome
used in our meta-analysis (i.e., the WOMAC total, pain, and function scores).

Weak points: Two weak points were acknowledged by the RCT authors in their discussion: 1) Large
number of treatment sites and participating physicians might make it difficult to monitor adherence
to the predefined acupuncture schemes, and 2) The recruited patients assumedly had an interest in
acupuncture, possibly introducing a selection effect. Another possible weak point is that a very inten-
sive sham procedure was used.

The intention-to-treat Ns (using imputation for missing values) were used for the success rate outcome
(which the authors considered the primary outcome), but for the WOMAC pain, function and total mean
and SD outcomes (which were not considered primary), no imputations were made, and the analyses
were based on the numbers for whom there were available data.
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Steffen Witte provided the WOMAC total post-treatment SDs for the 3 month and 6 month time points.
In addition, he provided additional information, not reported in the publication, about the participants
and interventions. We have enclosed this additional information in brackets.

Source of support: "A consortium of German social health care insurance organizations (Allgemeine
Ortskrankenkassen, Betriebskrankenkassen, Innungskrankenkassen, Bundesknappschaft, 
Landwirtschaftliche Krankenkassen, and See-Krankenkasse) provided funding for this study at the re-
quest of German health authorities."

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “The 1:1:1 block randomization with block size of 6, stratified by center, was
computer-generated by an independent statistician and was transferred to the
randomization center.”

Allocation concealment? Low risk “For each eligible patient, the practitioner called the randomization center
and was immediately informed by fax of the patient’s treatment group.”

Blinding? 
Versus sham

Low risk “The quality of blinding between the TCA and sham acupuncture groups was
assessed in the final interview. Only 33 patients (16 in the TCA group and 17
in the sham acupuncture group) stated that they had been unblended by the
treating physician. Almost half (n = 330 [49%]) of 675 patients with TCA or
sham acupuncture were unaware of which treatment they received. Data on
this variable were missing in 16 patients. Of the 345 patients who said they
knew their treatment, 154 (45%) guessed incorrectly. The 33 patients who
were unblended by the treating physician are among the 345 patients increas-
ing the rate of correct presumptions. Therefore, the estimates were roughly
random, and blinding between the TCA and sham acupuncture groups was
successful (Appendix Table 6).”

Incomplete outcome data
addressed? 
Short term

Unclear risk “During the 26-weeks assessment, 22 patients were lost to follow-up: 8 in true
acupuncture group; 5 in sham group; and 9 in standard care group. These
lost to follow-up patients were included in the intention-to-treat analysis. (Of
the total of n = 1039 randomly assigned patients, thirty-two additional pa-
tients dropped out immediately after randomization (i.e., 4 in acupuncture; 2
in sham; 26 in standard care) and were excluded from the intention-to-treat
analysis.)”

See study flow diagram.

Observations available for analysis are 326(330) in acupuncture group,
365(367) in sham acupuncture group, and 316(342) in conservative therapy
group at 13 and 26 weeks.

“For the primary analyses, an intention-to-treat sample was used, including all
randomly assigned patients with at least 1 treatment.”

See Table 4-4.

Free of selective report-
ing?

Low risk “The effect on pain and function was measured with the WOMAC score (to-
tal score and the subscales standardized to 0 to 10). In patients with 2 affect-
ed knees, 1 knee was randomly chosen for evaluation during the initial tele-
phone interview. According to the recommendations of the OsteoArthritis Re-
search Society International (21), success rates were calculated according to a
change of at least 36% from baseline WOMAC scores at 13 and 26 weeks after
the start of treatment (22). Patients with missing data were considered to have
had treatment failure.”
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“Blinded central telephone interviews were conducted in weeks 13 and 26
to record the main and secondary outcome measures (SF-12 [14] and global
patient assessment [23]). At each visit, the investigator documented adverse
events since the last visit, and a medical doctor performed coding using the
Medical Dictionary for Regulatory Activities (MedDRA).”

Findings reported in table 3, 4 and appendix table 2, 3, 6.

Steffen Witte provided the WOMAC total post-treatment SDs for the 3 month
and 6 month time points. In addition, he provided additional information, not
reported in the publication, about the participants and interventions.

Free of other bias? Low risk  

Scharf 2006  (Continued)

 
 

Methods Design: Parallel 
Blinding: No blinding 
Attempt to confirm patient blinding for sham control?: NA 
Drop-outs/withdrawals: At the end of treatment assessment (i.e. at end of 5 weeks of treatment) there
were 13/15 available in the EA group; 13/15 in the hydrotherapy group; and 8/15 in the patient ed-
ucation group. For the short-term follow-up as defined for this review (i.e. 1 month after the end of
treatment or ˜9 weeks after baseline), the numbers available for analysis were not provided in the pa-
per. However, the authors provided these data as follows: EA = 13; Water = 13; Control = 12. At the six
months post-end of treatment assessment (i.e. the long-term follow-up as defined for this review),
there were 9/15 available in both the EA and hydrotherapy groups, and 7/15 available in the patient ed-
ucation group. 
 
CBRG score: [1]-[1]-0-0-0-0-1-?-0-0-0 
Duration: 5 weeks of treatment with EA or hydrotherapy followed by an observation period of an addi-
tional six months 
Type of analysis reported: not explicitly stated but assumedly per protocol analysis

Participants Setting: outpatient physiotherapy clinic, Molndal, Sweden 
Mean age (+/-SD or Range): ˜67 
Men/Women (n/n): 18/27 
Recruitment method: Recruited from patients on a waiting list for total hip arthroplasty 
Mean pain duration (SD) years: Not reported 
For bilateral OA diagnosis, which hip treated/evaluated?: Not reported 
Diagnosis of hip OA required to be eligible? (if yes, describe how patients were verified to have OA): Yes,
diagnosis was based on radiographic changes consistent with hip OA and pain related to motion and/or
pain on load or rest 
Radiologic evidence of hip OA required to be eligible? (if yes, describe requirement): Yes, only states
that radiographic changes consistent with hip OA required to be eligible 
Minimum duration (and extent) of hip pain required to be eligible: Not reported 
Hospital inpatients? (Y/N; if Y list number inpatients): No 
Previous hip surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
Were people with a history of acupuncture treatment excluded? Not reported (assume no, since no
sham group) 
Other important inclusion criteria: None 
Important exclusion criteria: patients with other rheumatoid diseases

Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 15 
Style of acupuncture: Chinese 
Point selection: Flexible formula 
Points stimulated: Electroacupuncture locally at 4 of following points: BL 54, 36, GB 29, 30, 31, and ST
31. Distal points were always the same: GB34 and BL 60 ipsilateral 
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Total length of treatment period (weeks): 5 weeks 
Number of sessions target (mean): 10 (?mean) 
Times per week: 2 
Number of points used: 6 
Insertion depth: 15-35mm 
Was De qi reportedly sought?: Yes 
Duration (mins): 30 
Method of stimulation: Electrical stimulation at all points and needles were also rotated manually 4
times during each treatment to evoke needle sensation

CONTROL GROUP A (sham, if used): hydrotherapy -- consisted of warming up, mobility and strengthen-
ing and stretching exercises for area around the hip, in small groups of 1-3, in warm water 
N allocated to control group A: 15 
Total length of treatment period: 5 weeks 
Number of sessions target (mean): 10 (?mean) 
Times per week: 2 
(If relevant) Number of points used: NA 
(If relevant) Insertion depth: NA 
Was De qi sought?: NA 
Duration (mins): 30 
(If relevant) Method of stimulation: NA

CONTROL GROUP B: Patient education about anatomy and physiology of hip, pain relief, and total hip
arthroplasty. They were also given home exercise instructions. They were taught to train once per day
with intensity below pain. 
N allocated to control group B: 15 
Total length of treatment period: Not reported 
Number of sessions target (mean): 2 (?mean) 
Times per week: Not clear 
Duration (minutes): 120

Any co-interventions in all groups?: All groups received the patient education co-intervention.

Outcomes The pain outcome was pain intensity using the VAS scale and the function outcome was the disease-re-
lated handicap as assessed by the (disability rating index) DRI. Other outcomes that were not extracted
were the overall assessment of patient satisfaction on the Comparative Scale (Carlsson) and the Qual-
ity of life measurement, using the ‘Everyday Life’ questionnaire (Bullinger). The outcomes were report-
ed as medians and interquartile ranges rather than as means and SDs.

Notes Randomization stated to be done using "sealed, unlabeled envelopes". In response to an e-mail re-
quest for further information about this, the author stated that the generation of the randomization se-
quence was computerized, the envelopes were opaque and placed in a dark box and then selected by
the trial participants, and that the process was administered by an independent person not responsible
for determining the eligibility of the patients.

This study reported median results rather than means, which is the primary reason that this trial did
not contribute to effect size estimates. In addition, because of the high attrition rate at 6 months, a post
hoc decision was made to not enter the 6 months follow-up median data as 'Other data' in RevMan.
The short-term follow-up median data (i.e. the data at 1 month after last treatment = 9 weeks after
baseline) was also not entered as 'Other data' in RevMan because the numbers available for follow-up
were not reported at that time point.

Overall conclusions of RCT author: "The main outcome of the study was that EA and hydrotherapy,
both in combination with patient education, offer clear advantages for patients with hip pain caused
by osteoarthritis over patient education alone, as shown by reduced pain, increased function, and in-
creased quality of life."

Source of support: This study was "supported by Research and Development Unit, Vastra Goteborg,
Sweden". Assumed it's supported by government grant.

Risk of bias
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Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “Participants were randomly allocated to EA in combination with patient edu-
cation (n = 15) or hydrotherapy in combination with patient education (n = 15)
as a control by using sealed, unlabeled envelopes.”

In response to an e-mail request for further information about this, the author
stated that the generation of the randomization sequence was computerized,
and that the process was administered by an independent person not respon-
sible for determining the eligibility of the patients.

Allocation concealment? Low risk “Participants were randomly allocated to EA in combination with patient edu-
cation (n = 15) or hydrotherapy in combination with patient education (n = 15)
as a control by using sealed, unlabeled envelopes.“

In response to an e-mail request for further information about this, the author
stated that the envelopes were opaque and placed in a dark box and then se-
lected by the trial participants, and that the process was administered by an
independent person not responsible for determining the eligibility of the pa-
tients.

Blinding? 
Versus sham

High risk EA vs. hydrotherapy and patient education, no sham control.

Incomplete outcome data
addressed? 
Short term

Low risk For the short-term follow-up as defined for this review (i.e. 1 month after the
end of treatment or ˜9 weeks after baseline), the numbers available for analy-
sis were not provided in the paper. However, the authors provided these data
as follows: EA = 13(15); Water = 13(15); Control = 12(15).

At the six months post-end of treatment assessment (i.e. the long-term fol-
low-up as defined for this review), there were 9(15) available in both the EA
and hydrotherapy groups, and 7(15) available in the patient education group.

See Figure 1.

Free of selective report-
ing?

Low risk “The EA and hydrotherapy groups were assessed before the intervention and
immediately after the last treatment. Follow-up included 1 assessment at 1, 3
and 6 months after the last treatment. The control group was assessed at the
same point of time except from the time immediately after the last treatment.”

“Outcome measures were determined by a functional index, called the disabil-
ity rating index (DRI), a quality-of-life status called the global self-rating index
(GSI), and for pain, the visual analogue scale (VAS).“

Findings reported in Table 4, 3.

Free of other bias? High risk Baseline is not similar among groups.

“The control group (patient education group) was assessed at the same point
of time except from the time immediately after the last treatment.” Timings of
assessment were not similar among groups.

Patients compliance condition was not reported.

No ITT analysis was applied.
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Blinding: Patient and outcomes assesor blinding 
Attempt to confirm patient blinding for sham control?: No 
Drop-outs/withdrawals: 2 (one from each group dropped out for personal/work commitments and
each was replaced by a new recruit) 
 
CBRG score: [1]-[1]-0-.5-0-.5-?-?-1-1-0 
Duration: 3 weeks of treatment and four weeks of follow-up 
Type of analysis reported: Only analysis of the 40 completers

Participants Setting: University physical therapy department (probably), Canada 
Mean age (+/-SD or Range): 62 (9) 
Men/Women (n/n): 20/20 
Recruitment method: Not reported (participants were 'volunteers') 
Mean pain duration (SD) years: Not reported 
For bilateral OA diagnosis, which knee treated/evaluated?: Only the most painful knee 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
Yes, radiological evidence of OA was inclusion criteria 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Yes (Kellgren I
through IV) 
Minimum duration (and extent) of knee pain required to be eligible: Not reported 
Hospital inpatients? (Y/N; if Y list number inpatients): Not reported 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): People who had reconstruc-
tive surgery of the affected knee were excluded 
Were people with a history of acupuncture treatment excluded?: Yes (No previous experience with
acupuncture of the knee was an inclusion criteria.) 
Other important inclusion criteria: pain in one or both knees; no change in medications for arthritis
and other conditions in the last 3 weeks 
Important exclusion criteria: serious systematic conditions; hemophilia; receiving any treatment other
than medication for their arthritis

Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 21 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: GB34, ST35, SP9, EX31 (Heding), EX32 (Xiyan) 
Total length of treatment period (weeks): 3 
Number of sessions target (mean): 9 (?mean) 
Times per week: 3 
Number of points used: 5 
Insertion depth: Not reported (but needles were inserted deeper until subjects experienced Te chi) 
Was De qi reportedly sought?: Yes 
Duration (mins): 30 
Method of stimulation: Rotated manually for 5 minutes

CONTROL GROUP A (sham, if used): superficial needling one inch from the acupuncture points 
N allocated to control group A: 21 
Total length of treatment period: 3 weeks 
Number of sessions target (mean): 9 
Times per week: 3 
(If relevant) Number of points used: 5? 
(If relevant) Insertion depth: superficial 
Was De qi sought?: No, however, 'te chi was experienced regularly during treatment by 25 subjects (14
experimental, 11 control..." 
Duration (mins): 30 
(If relevant) Method of stimulation: None; however the needles were "only touched periodically to give
the impression that movement of the needles was taking place."

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, after 3 weeks of treatment, and at follow-up 4 weeks later 
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Function: WOMAC function: Baseline, after 3 weeks of treatment, and at follow-up 4 weeks later 
Overall index of symptom severity: WOMAC total: Baseline, after 3 weeks of treatment, and at fol-
low-up 4 weeks later 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations 
Additional outcomes reported in the trial but not abstracted: McGill Pain Questionnaire, a pain thresh-
old dolorimeter 
Adverse effects: Not reported

Notes Comments: Small yet carefully conducted study.

Weak points: the large baseline differences, with the acupuncture group having better scores, espe-
cially function scores, at baseline, complicates the interpretation of the results; only 7 weeks duration;
small sample size

For this trial, the method of generating the randomization sequence and the allocation concealment
were not described in the publication, but were both adequate according to the results of a survey
conducted to determine whether the description of methods in the published reports is an accurate
and complete reflection of study procedures used. (survey reference: Manheimer E, Ezzo J, Hadhazy V,
Berman B. Published reports of acupuncture trials showed important limitations. Journal of Clinical
Epidemiology 59 (2006) 107–113).

The text states “each was rotated back and forth manually for 5 minutes.” However, considering there
were five needles, this would mean that the manual manipulation would have been 25 minutes total (5
minutes for each of five needles). This is highly unlikely and we assume that the authors meant that the
needles were rotated every five minutes. (There was no response to an e-mail contact to Jean Wessel,
the corresponding author for this study.) LL was asked about this and agreed that we should interpret
the text to mean that the needles were rotated every five minutes.

This trial did not report WOMAC totals. We calculated means of WOMAC totals by adding the reported
means of the three WOMAC sub-scale (i.e., pain, function and stiffness) scores. We calculated SDs of
WOMAC totals by taking the square root of the sum of the variances of the sub-scale scores, making the
assumption that these sub-scale scores were independent.

For WOMAC pain, function, and totals, the trial did not report standard deviations of changes from
baseline or any statistics that would allow us to calculate these, for any outcomes. For the be-
tween-group changes analyses, we assumed a conservative within-subject pretest–post-test correla-
tion of 0.5. We entered the pre- and post- means and standard deviations and the pre-test-post-test
correlation of .5 in Comprehensive Meta-analysis Version 2, from which we obtained the standard de-
viations of change for each group. We then entered these standard deviations of change scores into
RevMan.

Source of support: Not reported.

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “Subjects were stratified by gender and randomly allocated to groups in
blocks of four.”

For this trial, the method of generating the randomization sequence and the
allocation concealment were not described in the publication, but were both
adequate according to the results of a survey conducted to determine whether
the description of methods in the published reports is an accurate and com-
plete reflection of study procedures used. (survey reference: Manheimer E, Ez-
zo J, Hadhazy V, Berman B. Published reports of acupuncture trials showed im-
portant limitations. Journal of Clinical Epidemiology 59 (2006) 107?113).

Allocation concealment? Low risk For this trial, the method of generating the randomization sequence and the
allocation concealment were not described in the publication, but were both
adequate according to the results of a survey conducted to determine whether
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the description of methods in the published reports is an accurate and com-
plete reflection of study procedures used. (survey reference: Manheimer E, Ez-
zo J, Hadhazy V, Berman B. Published reports of acupuncture trials showed im-
portant limitations. Journal of Clinical Epidemiology 59 (2006) 107-113).

Blinding? 
Versus sham

Unclear risk "For the placebo treatment, the same type of needles were inserted super-
ficially (just enough to puncture the skin) approximately 1 inch from the
acupuncture points (Figure 1), in areas not considered active acupuncture
points."

"All measurements were performed by a professional assistant who was blind
to group assignment of the subjects."

But no attempt to confirm patient blinding for sham control.

Incomplete outcome data
addressed? 
Short term

Low risk "Subjects were 40 volunteers (20 men, 20 women)..."  Each group included 20
subjects originally (see Table 3).

"One subject from each group dropped out of the study because of person-
al/work commitments unrelated to the arthritis or treatment. These subjects
were replaced by new recruits."

Free of selective report-
ing?

Low risk "Measurements of pain, stiffness, and function were taken before (pretest) and
after (midtest) 3 weeks of treatment, and at follow-up 4 weeks later (posttest)."

“At each test session, the subjects were tested with the McGill Pain Question-
naire [MPQ], the Western Ontario and McMaster Universities (WOMAC) OA In-
dex, and a pain threshold dolorimeter.”

WOMAC, PRI and pain threshold were reported in Table 4, 3.

Free of other bias? High risk Baselines were not similar. (see Table 3).

Co-intervention was not reported.

Patients compliance condition was not reported.

No ITT analysis was applied.

Takeda 1994  (Continued)

 
 

Methods Design: Parallel 
Blinding: No 
Attempt to confirm patient blinding for sham control?: Not applicable (no sham control) 
Drop-outs/withdrawals: One participant excluded from the analysis due to deviation from protocol 
 
CBRG score: 1-?-?-0-0-0-?-?-1-1-0 
Duration: 5 weeks of treatment followed by outcomes assessment, followed by an additional five
weeks during which acupuncture was included as an add-on treatment for all patients in the three
arms of this study. We did not extract outcomes data after the 5 week assessment time point because
'acupuncture versus acupuncture' comparisons are not included in our review. 
Type of analysis reported: One patient was excluded, in all remaining patients missing values were re-
placed using last value carried forward (therefore, not strictly an intention-to-treat analysis).

Participants Setting: University outpatient clinic (probably, based on context), Birmingham, Great Britain 
Mean age (+/-SD or Range): 62 (Range: 42-77) 
Men/Women (n/n): 5/24 
Recruitment method: Recruited from hospital department of rheumatology 
Mean pain duration (SD) years: 10 (?SD) 
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For bilateral OA diagnosis, which knee treated/evaluated?: More painful knee 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
Yes, diagnosis was based on clinical and radiological findings 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Yes, Kellgren II-
III. (Kellgren IV was mentioned in Box 1, but this is probably an error as it contradicts Table 3, which in-
dicates that all patients were either Kellgren II or III) 
Minimum duration (and extent) of knee pain required to be eligible: Duration of knee osteoarthritis of
six months or more required 
Hospital inpatients? (Y/N; if Y list number inpatients): Not reported 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
Were people with a history of acupuncture treatment excluded? Yes 
Other important inclusion criteria: Previous non-response to inpatient or outpatient treatment 
Important exclusion criteria: Other type of arthritis (e.g., RA), hemophilia, use of anticoagulants, corti-
sone or oral corticosteroid medication

Interventions TEST GROUP INTERVENTION: acupuncture without medication (patients agreed not to take any NSAIDS
or analgesics throughout the treatment period, stopping one week before treatment began) 
N allocated to acupuncture: 10 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: Electroacupuncture at SP9, GB34, BL40, 57, two Xiyan points; manual stimulation at
GB34; needle insertion only at ST36, LR3, LI4 
Total length of treatment period (weeks): 5 
Number of sessions target (mean): 10 (?mean) 
Times per week: 2 
Number of points used: 9 
Insertion depth: 1-1.5cm 
Was De qi reportedly sought?: Yes 
Duration (mins): 20-30 
Method of stimulation: Manual at GB34 and electrostimulation at SP9, GB34, BL40, BL57, and two
Xiyan points (for the other points, there was no method of stimulation)

CONTROL GROUP A (sham, if used): symptomatic medication (with acupuncture course added after
five weeks) 
N allocated to control group A: 10 
Total length of treatment period: 5 weeks 
Number of sessions target (mean): NA 
Times per week: NA 
(If relevant) Number of points used: NA 
(If relevant) Insertion depth: NA 
Was De qi sought?: NA 
Duration (mins): NA 
(If relevant) Method of stimulation: NA

CONTROL GROUP B: Acupuncture plus continued on medication (same acupuncture procedure as that
used for 'acupuncture without medication group described above) 
N allocated to control group B: 10 
Total length of treatment period: 5 weeks 
Number of sessions target (mean): 10 (?mean) 
Times per week: 2 
Duration (minutes): 20-30

Any co-interventions in all groups?: All groups continued with any medications unrelated to their os-
teoarthritis.

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, after 5 weeks of treatment, and at follow-up five weeks later (at five weeks
all patients were started on acupuncture so post-five week follow-up data not included in review) 
Function: WOMAC function: Not reported 
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Overall index of symptom severity: WOMAC total: Not reported 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations for each group, and P values of within group changes 
Additional outcomes reported in the trial but not abstracted: VAS pain score; patient and practitioner
global assessment using the VAS scale 
Adverse effects: Reported as none

Notes Comments: Small trial which is in general carefully described. We excluded all outcome measure-
ments that occurred after the patients on the waiting list began acupuncture treatment. All patients
received acupuncture after five-weeks, and therefore, no usable randomized data is available beyond
five weeks.

For this trial, two arms received acupuncture and one arm was a waiting list control. We used the
'acupuncture plus continued on medication arm' rather than the 'acupuncture without medication
arm' for our 'acupuncture versus waiting list comparison' because for all other included trials, the pa-
tients in the acupuncture arm were not restricted from using NSAIDs or analgesic medications.

Weak points: small sample size; medication regimen of patients not clearly described; minor differ-
ences in baseline pain (baseline VAS = 6 for groups A and B and 7 for group C), although there were no
statistical tests reported to indicate whether these differences were statistically significant; WOMAC
function scale is not presented - only the pain and stiffness subscales.

In response to a request for the means and standard deviations of the WOMAC function and WOMAC to-
tal scores, the authors provided 34 pages of computer printout of the analyses for the WOMAC scores.
However, it was difficult to interpret some of the computer printout, and there were minor discrepan-
cies between the publication and the computer print-outs for the WOMAC pain data. There was no re-
sponse to a follow-up request for clarification, and therefore, we did not include the WOMAC function
or WOMAC total scores for this trial.

There were no standard deviations of changes from baseline directly reported for the WOMAC pain
scores. Therefore, in order to include this trial in the between group changes analysis, we converted
the reported P values for the within group comparisons for baseline - week 5 into standard deviations
of changes for each group. These recalculated standard deviations of changes for each group were en-
tered into RevMan. We made the following conservative assumptions in extracting these P values for
the between group changes analysis: For the 'acupuncture and medication group', the P value was re-
ported only as 'P < .001' so we used P =.001 (i.e., the maximum possible P value) to calculate standard
deviation of changes; for the 'medication only' group, the P value was reported only as 'not significant',
so we used P = .05 (i.e., the minimum possible P value) to calculate standard deviation of changes.

Third author consulted for final decision of data extraction item: For the Jadad scale randomization
item, EM scored as 2 and KL scored as 1. EM scored it as 2 because a point was scored for both 'study
described as randomized' and 'method of generating randomization sequence appropriate' compo-
nents. BB agreed with EM and thought we should score this study as 'yes' for item 'method of generat-
ing randomization sequence appropriate'.

Source of support: Not reported.

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “The randomisation process used block randomisation, in groups of 10, with
sealed envelopes containing cards designating the treatment group prepared
by a research nurse unconnected with the study.”

Allocation concealment? Low risk “The randomisation process used block randomisation, in groups of 10, with
sealed envelopes containing cards designating the treatment group prepared
by a research nurse unconnected with the study.”

Blinding? 
Versus sham

High risk Acupuncture vs. symptomatic medication and Acupuncture plus continued on
medication. No sham control.
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Incomplete outcome data
addressed? 
Short term

Low risk “One patient in group A (10) continued taking concomitant analgesic and an-
ti-inflammatory medication, contrary to the protocol; this patient's data were
excluded from the analysis.”

Free of selective report-
ing?

High risk “The primary outcome measure was the change in pain as assessed by a 10cm
visual analogue scale (VAS). Secondary end points included the WOMAC self-
assessment questionnaire, ... Likert scales, give total scores in the ranges of
0-25 (pain) and 0-10 (stiffness). Additionally , patient and practitioner were
asked to make a global assessment of the effect at week five and at the final
visit, by marking a 10cm visual analogue scale rating labelled 'useless' and 'ex-
cellent' at opposite ends.” It appears that the entire WOMAC scale was used,
but the WOMAC function results are not reported.

Findings reported in Tables 2-4 and Figure 3, 4.

Free of other bias? High risk Baseline of WOMAC and VAS information was not reported.

Co-intervention was not reported.

Compliance acceptability was not reported.

No ITT analysis was applied.

Tukmachi 2004  (Continued)

 
 

Methods Design: Parallel 
Blinding: Patient and outcomes assessor blinding 
Attempt to confirm patient blinding for sham control?: No, however report stated that no patients lost
to the study made any reference to belonging to one or the other of the two groups 
Drop-outs/withdrawals: acupuncture 2 and sham 8 
 
CBRG score: 1-1-1-.5-0-.5-1-?-0-1-1 
Duration: 12 weeks of treatment with final evaluation one week after end of treatment 
Type of analysis reported:Intention-to-treat analysis, with conservative replacement strategy

Participants Setting: Outpatient pain clinic, Spain 
Mean age (+/-SD or Range): ˜67(10) 
Men/Women (n/n): 16/81 
Recruitment method: referral by doctors at three health centers in study area 
Mean pain duration (SD) years: 7.5(8.5) 
For bilateral OA diagnosis, which knee treated/evaluated?: unclear for treatment; for evaluation, the
knee with the worst results [In the case of bilateral arthritis, treatment was effected on both knees, al-
though the assessment was limited to the one presenting the worse results] 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
ACR criteria 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Yes, at least
grade 1 according to Ahlback classification 
Minimum duration (and extent) of knee pain required to be eligible: Pain in one or both knees for pre-
ceding 3 months or longer; illness had to be symptomatic at moment of selection 
Hospital inpatients? (Y/N; if Y list number inpatients): No 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Not reported [Patients with a
previous history of knee surgery were implicitly excluded, although this was not, in fact, stated as so in
the text] 
Were people with a history of acupuncture treatment excluded? Yes 
Other important inclusion criteria: 45 years or older; willing and able to complete study questionnaire 
Important exclusion criteria: severe concomitant illness; inflammatory, metabolic, or neuropathic
arthropathies; existing treatment with antineoplastic, corticoid, or immunosuppressive drugs

Vas 2004 
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Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 48 
Style of acupuncture: Chinese 
Point selection: Formula 
Points stimulated: Electroacupuncture at GB34, Sp6, 9, St36, 40, KI3, LI4, EX32 (Xiyan) 
Total length of treatment period (weeks): 12 weeks 
Number of sessions target (mean): 12 (?mean) [All the participants in the study received 12 sessions] 
Times per week: 1 
Number of points used: 8 
Insertion depth: Not reported [The puncture was carried out in accordance with the classical doctrines
of traditional Chinese medicine, until Deqi was achieved] 
Was De qi reportedly sought?: Yes 
Duration (mins): Not reported [The duration of each of the sessions was 20 minutes] 
Method of stimulation: Electrical with WQ-10D1

CONTROL GROUP A (sham, if used): retractable needles went into cylinders (ie non-penetrating Streit-
berger needle) and placed at true points, and mock electrostimulation 
N allocated to control group A: 49 
Total length of treatment period: Not reported [12 weeks] 
Number of sessions target (mean): 12 
Times per week: 1 
(If relevant) Number of points used: 8 
(If relevant) Insertion depth: Not applicable 
Was De qi sought?: Very unlikely 
Duration (mins): Not reported [The duration of each of the sessions was 20 minutes] 
(If relevant) Method of stimulation: None (Mock electrostimulation)

Any co-interventions in all groups?: In all treatment groups, patients were allowed to treat osteroarthri-
tis knee pain with oral NSAIDS if necessary. The use of other pain treatments, such as drugs acting
through the central nervous system, or corticosteroids, was not allowed.

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, and one week after the end of the 12 week treatment period 
Function: WOMAC function:Baseline, and one week after the end of the 12 week treatment period 
Overall index of symptom severity: WOMAC total: Baseline, and one week after the end of the 12 week
treatment period 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations for each group 
Additional outcomes reported in the trial but not abstracted: Pain intensity on VAS scale; profile of
quality of life in the chronically ill instrument; dosage of diclofenac taken during treatment 
Adverse effects: reported that adverse effects were limited to 3 patients who reported bruising at one
of the acupuncture points (SP9)

Notes Comments: Well reported, methodologically high-quality study. Extremely conservative intention-to-
treat analysis: For patients who withdrew, the score used was the worst of the scores obtained for the
intervention group and the best obtained for the control group.

Weak points: extremely good results; more participants discontinued the intervention in the sham
group than the acupuncture group (8 versus 1).

Jorge Vas provided the mean changes and standard deviations of changes for the acupuncture and
placebo acupuncture groups, which were entered into RevMan for the between group changes analy-
sis. In addition, he provided additional information, not reported in the publication, about the partici-
pants and interventions. We have enclosed this additional information in brackets.

Third author consulted for final decision of data extraction item: Based on the publication text, EM had
scored the 'compliance' item (i.e., item I of the Cochrane Back Review Group scale) as Yes and KL had
scored this item as Don't know; BB was asked to make the final determination, and BB agreed with KL
that it should be scored as Don't know.
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For this trial, the acceptability of the compliance in the two groups was determined to be not ade-
quately described in the publication and, therefore, we scored the compliance item in the Cochrane
Back Review Group scale (i.e., Item I) as 'Don't know'. Dr. Vas informed us that "I believe that, with the
comments made regarding the other sections, we have made it clear that the two treatments were
indistinguishable, and presented a similar duration and periodicity of treatment." Based on the ad-
ditional information the author provided us about the duration and number of sessions for both the
acupuncture and sham groups, the compliance would be considered acceptable. Including this ad-
ditional information about compliance from the RCT author, the Cochrane Back Review Group score
would be increased from 7 (based on the publication alone) to 8.

Source of support: "This study was partly financed by Servicio Andaluz de Salud (Grant No 192/99)."

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “We used a computer program to assign the patients randomly to one or the
other group.”

Allocation concealment? Low risk “We used a simple random allocation method. We sent out sealed opaque en-
velopes. Only the doctor applying the treatment was aware which group each
patient had been assigned to, and he did not participate in any phase of the
subsequent evaluation. We took precautions to maintain the confidentiality of
the data concerning the participating patients.”

Blinding? 
Versus sham

Unclear risk “The same specialist carried out the placebo acupuncture, at the same fre-
quency and for the same duration as for the group receiving the true interven-
tion. Retractable needles went into small adhesive cylinders, such that the
needle was supported but did not perforate the skin. The acupuncturist then
placed the needles over the same points as were used for the true acupuncture
group. He connected the same pairs of electrodes and simulated the electrical
connection.”

The credibility of the specific sham needle used in this trial was not tested
among the participants included.

However report stated that “none of the patients lost to the study made any
reference to belonging to one or the other of the two groups.”

Incomplete outcome data
addressed? 
Short term

High risk “Although the standard treatment was given for 12 weeks, participants who
dropped out of the study were mainly from the control group, and only six
people were lost to the study because their condition did not improve.

Observations available for analysis is 47(48) in acupuncture group, 41(49) in
sham acupuncture group (see Figure2). Drop-outs/ withdrawals: acupuncture
2 and sham 8.

Even though the drop-outs were low, the differential drop-out in the sham and
acupuncture groups may lead to bias.

Free of selective report-
ing?

Low risk “We used as the primary efficacy end point the WOMAC index and its three
subscales (pain (0-20), stiffness (0-8), and physical function (0-68)), pain in the
knee on a visual analogue scale from 0 to 100, the dosage of diclofenac accu-
mulated, and the profile of quality of life in the chronically ill (PQLC ) instru-
ment.” WOMAC pain, function, stiffness, total and Pain intensity on VAS scale;
profile of quality of life in the chronically ill instrument; dosage of diclofenac
taken during treatment were reported at baseline and one week after the end
of the 12 week treatment period.

Findings reported in Table2, Table3.
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Free of other bias? Low risk  
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Methods Design: Parallel 
Blinding: No 
Drop-outs/withdrawals: "89% of patients could be assessed at 7 weeks and 66% at 12 weeks." 
 
CBRG score: 1-1-1-0-0-0-?-?-0-1-1 
Duration: 6 weeks of acupuncture, patients followed up for 12 weeks (and also assessed again later, 3
months after their knee replacement surgery) 
Type of analysis reported: "intention-to-treat with the baseline values used in place of any missing fol-
low-up values."

Participants Setting: NHS outpatient group setting, in the Swindon, Wiltshire, UK 
Mean age (+/-SD or Range): ˜71(8) 
Men/Women (n/n): 84/97 
Recruitment method: "We invited 559 patients on the waiting list for knee replacement surgery (total
or unicondylar, unilateral or bilateral) to take part in the study" 
Mean pain duration (SD) years: Not reported 
For bilateral OA diagnosis, which knee treated/evaluated?: Not reported 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
Assumedly so, since inclusion criteria was that "patients listed for knee arthroplasty due to OA" 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Not reported 
Minimum duration (and extent) of knee pain required to be eligible: pain lasting more than 3 months 
Hospital inpatients? (Y/N; if Y list number inpatients): No, outpatient setting 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
Were people with a history of acupuncture treatment excluded?: No, but no acupuncture allowed with-
in the last year 
Other important inclusion criteria: None reported 
Important exclusion criteria: "taking anticoagulants; within 2 months after receiving an intra-articular
steroid injection; experiencing back pain associated with referred leg pain; suffering from ipsilateral OA
of the hip; suffering psoriasis or other skin disease in the region of the knee; suffering from rheumatoid
arthritis; and if they had received acupuncture or physiotherapy treatment in the last year."

Interventions TEST GROUP INTERVENTION: Acupuncture 
N allocated to acupuncture: 60 
Style of acupuncture: Chinese 
Point selection: Flexible formula 
Points stimulated: Following points used for all patients: SP10, ST35, ST36, GB34, Xiyan, SP9, LIV3. Al-
so, up to 3 needles were used at trigger or traditional points, at the discretion of the physiotherapist. 
Total length of treatment period (weeks): 6 weeks 
Number of sessions target (mean): 6 (mean not reported) 
Times per week: 1x/week 
Number of points used: formula of 7 points, plus 3 additional points possible 
Insertion depth: Not reported 
Was De qi reportedly sought?: Yes 
Duration (mins): 20 mins 
Method of stimulation: manual stimulation only

CONTROL GROUP A (sham, if used): physiotherapy 
N allocated to control group A: 60 
Total length of treatment period: 6 weeks 
Number of sessions target (mean): 6 
Times per week: 1x/week 
(If relevant) Number of points used: NA 
(If relevant) Insertion depth: NA 
Was De qi sought?: NA 
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Duration (mins): 60 
(If relevant) Method of stimulation: NA

CONTROL GROUP B: Advice and exercise -"received an exercise and advice leaflet" 
N allocated to control group B: 61 
Total length of treatment period: NA -- they only received the leaflet at enrollment 
Number of sessions target (mean): 0 
Times per week:0 
Duration (minutes):0

Any co-interventions in all groups?

Outcomes Wrote to the author to request the WOMAC pain and function data at 7 and 12 weeks -- if she cannot
provide it, we may have to consider using the VAS outcome for our pain measure. Also the changes
from baseline data were requested from the authors, since only the post-treatment data were reported
in the article.

Notes The dropout rate was very high at the 12 week follow-up point; however, this point was not included
in the meta-analysis (i.e. because it was not longer than 3 months and hence not eligible as the long-
term follow-up, and was also not less than three months and closest to 8 weeks and hence not eligible
as the short-term follow-up). The WOMAC pain and function sub-scores were not included in the pub-
lication and were provided by the author (as both post-treatment values and changes from baseline).
The change from baseline values of WOMAC total scores were not included in the publication and were
not provided by the author so are not included in the meta-analysis.

The WOMAC subscore data source came from "Data for Cochrane" sent by Matthew Wyatt on January
29, 2008. We calculated SDs of WOMAC totals by taking the square root of the sum of the variances of
the sub-scale scores, making the assumption that these sub-scale scores were independent.

Source of support: The study was funded by "Research and Development Grant, The Great Western
Hospital, Swindon".

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “An orthopaedic consultant using computerized block randomization provid-
ed 180 sealed opaque envelopes. The computer was asked to block randomize
all 180 allocations at once. No stratification was used. The 181st patient was
offered a choice of three sealed opaque envelopes each containing one group
allocation.”

Allocation concealment? Low risk “An orthopaedic consultant using computerized block randomization provid-
ed 180 sealed opaque envelopes. The computer was asked to block randomize
all 180 allocations at once. No stratification was used. The 181st patient was
offered a choice of three sealed opaque envelopes each containing one group
allocation. The envelopes were opened by the patient in the presence of the
study physiotherapist immediately after recruitment to the study.”

Blinding? 
Versus sham

High risk Acupuncture vs. physiotherapy and advice and exercise. No sham control
group.

Incomplete outcome data
addressed? 
Short term

High risk "89% of patients could be assessed at 7 weeks and 66% at 12 weeks."

At 7 weeks follow-up, there were 56(61) in acupuncture groups, 43(60) in phys-
iotherapy group, 59(61) in control (home exercise group) group. Imbalance in
losses to follow-up among the treatment groups is not addressed.

See Fig 2.
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Free of selective report-
ing?

Low risk “A patient completed a questionnaire containing: Oxford Knee Score (OKS)
[19] (primary outcome measure); Western Ontario MacMaster (WOMAC) Score
[20], 10-cm pain visual analogue scale (VAS); Hospital Anxiety and Depres-
sion score (HAD) [21]. Patients also undertook a 50-m timed walk, and were
weighed at each assessment. Assessments took place at baseline, week 7,
week 12 and 3 months post-operatively. Duration of hospital stay was deter-
mined from medical records.”

Findings reported in Table 4, 3.

Free of other bias? High risk Co-intervention was not reported.

Compliance acceptability was not reported.

Unclear whether ITT analysis applied.

Williamson 2007  (Continued)

 
 

Methods Design: Parallel 
Blinding: Patient and outcomes assessor blinding for sham control comparison only. (Since the assess-
ments were done by the patients themselves using questionnaires, we considered the sham arm of this
trial to have been both patient and outcomes assessor blinded.) Neither patient nor outcomes assessor
blinding for waiting list control. 
Attempt to confirm patient blinding for sham control?: Yes, credibility questionnaire after the 3rd
acupuncture session; also patients asked at end of study which type of acupuncture they thought they
had received. After three sessions, patients rated credibility of acupuncture and sham much as the
same and very high, and at the end of study, most patients believed they received real acupuncture 
Drop-outs/withdrawals: At 8 weeks, acupuncture = 4, sham = 3, waiting list = 7; At 52 weeks after base-
line, acupuncture = 4 (no additional drop-outs) and sham = 5 (2 additional drop-outs) 
 
CBRG score: 1-1-1-1/0-0-1/0-1-1-1-1-1 (number preceding / is sham control group score and number
following / is waiting list control group score) 
Duration: 8 weeks of treatment and additional follow-up for one year after baseline, with measure-
ments made at end of treatment and 26 and 52 weeks after baseline 
Type of analysis reported: Available cases analysis was the main analysis; additionally intention-to-
treat and per protocol as sensitivity analyses

Participants Setting: Outpatient clinics in Germany (28 centers) 
Mean age (+/-SD or Range): 64(7) 
Men/Women (n/n): 99/195 
Recruitment method: Mostly reports in local newspapers 
Mean pain duration (SD) years: 9.2(7.9) 
For bilateral OA diagnosis, which knee treated/evaluated?: Both knees were treated, and knee defined
at baseline as most painful was evaluated throughout the study 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
ACR criteria 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Yes, Kellgren at
least 2 
Minimum duration (and extent) of knee pain required to be eligible: Average pain intensity of 40 or
more on a 100 mm VAS in 7 days before baseline assessment 
Hospital inpatients? (Y/N; if Y list number inpatients): No 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Patients with previous knee
surgery or arthroscopy of the affected knee in the past year excluded. 
Were people with a history of acupuncture treatment excluded?: No, but people with acupuncture in
past 12 months were excluded 
Other important inclusion criteria: written informed consent 
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Important exclusion criteria: malignant, inflammatory, or autoimmune disease; arthroscopy of knee;
systemic corticosteroid treatment

Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 150 
Style of acupuncture: Chinese 
Point selection: Flexible formula 
Points stimulated: At least 6 out of a possible 12 local points (i.e., St34, 35, 36, Sp9, 10, BL40, KI10,
GB33, 34, LR8, EX31(Heding), and EX32 (Xiyan)) and at least 2 from possible 10 distant points (i.e., Sp4,
5, 6, St6, BL20, 57, 58, 60, 62, KI3), with points chosen according to principles of traditional Chinese
medicine 
Total length of treatment period (weeks): 8 
Number of sessions target (mean): 12 
Times per week: Twice a week for first four weeks and once a week for second four weeks 
Number of points used: 17 mean (minimum 8 for unilateral and 16 for bilateral) 
Insertion depth: Not standardized (Insertion depth based on instruction in common TCM textbook) 
Was De qi reportedly sought?: Yes 
Duration (mins): 30 
Method of stimulation: Manual stimulation (at least once during each session)

CONTROL GROUP A (sham, if used): minimal (sham) acupuncture involved superficial insertion of fine
needles (20-40 mm) at predefined distant non-acupuncture points (i.e., not in the area of the knee) 
N allocated to control group A: 76 
Total length of treatment period: 8 weeks 
Number of sessions target (mean): 12 
Times per week: Twice a week for first four weeks and one time a week for second four weeks 
(If relevant) Number of points used: 13 mean (SD = 3) 
(If relevant) Insertion depth: superficial 
Was De qi sought?: No 
Duration (mins): [30] 
(If relevant) Method of stimulation: None

CONTROL GROUP B: Waiting list 
N allocated to control group B: 74 
Total length of treatment period: NA / 8 week waiting list 
Number of sessions target (mean): NA 
Times per week: NA 
Duration (minutes): NA

Any co-interventions in all groups? Oral NSAIDS for treating knee osteoarthritis allowed in all three
groups

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, after 8 week treatment period, and at follow-up 26 and 52 weeks after
baseline 
Function: WOMAC function: Baseline, after 8 week treatment period, and at follow-up 26 and 52 weeks
after baseline 
Total: WOMAC total: Baseline, after 8 week treatment period, and at follow-up 26 and 52 weeks after
baseline 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations for each group (adjusted for baseline values) as well as post-treatment
differences between groups (also adjusted for baseline values) 
Additional outcomes reported in the trial but not abstracted: German version of the pain disability in-
dex; scale for assessing emotional aspects of pain; depression scale; German version of the SF-36; nu-
merical rating scales for pain intensity; workdays lost; global assessment; number of days with pain
and medication. 
Adverse effects: acupuncture (n = 20); minimal acupuncture (n = 13); most often haematoma or minor
bleeding
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Notes Comments: At the end of the 8 weeks of treatment, acupuncture was better than sham acupuncture
and waiting list groups for nearly all outcomes; at follow-up, there was usually only a trend favoring
acupuncture

At the end of 8 weeks, the waiting list group was administered acupuncture. Therefore, data from the
waiting list group was extracted only for the end of treatment time point, and there is no data compar-
ing acupuncture versus waiting list at the 26 or 52 week time points.

Klaus Linde, a co-author of this RCT and a co-author of this systematic review, provided the unadjust-
ed mean changes and standard deviations of changes for the acupuncture and sham groups, which
were entered into RevMan for the between group changes analysis. He also provided the unadjusted
post-treatment values, which were entered into RevMan for the post-treatment analysis, (instead of the
baseline adjusted post-treatment values reported in the publication). Finally, he provided additional
information about the interventions, which we have enclosed in brackets.

The data source came from "full raw analyses for the 0-100 scale for the WOMAC " sent by Dr. Klaus
Linde on March 14, 2007.

Source of support: "The trial was initiated after a request from German health authorities (Federal
Committee of Physicians and Social Health Insurance Companies, German Federal Social Insurance Au-
thority) and sponsored by German Social Health Insurance Companies."

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “Patients were randomly assigned to a treatment group stratified by centre
in a 2: 1: 1 ratio (acupuncture: minimal acupuncture: waiting list) with a cen-
tralised telephone randomisation procedure (random list generated with Sam-
ple Size 2.0).”

Allocation concealment? Low risk “Patients were randomly assigned to a treatment group stratified by centre
in a 2: 1: 1 ratio (acupuncture: minimal acupuncture: waiting list) with a cen-
tralised telephone randomisation procedure (random list generated with Sam-
ple Size 2.0).”

Blinding? 
Versus sham

Low risk Patient and outcomes assessor blinding for sham control comparison only.
(Since the assessments were done by the patients themselves using question-
naires, we considered the sham arm of this trial to have been both patient and
outcomes assessor blinded.) Neither patient nor outcomes assessor blinding
for waiting list control.

“After three treatment sessions, patients rated the credibility of acupuncture
and minimal acupuncture much the same and as very high, and at the end of
the study most patients believed that they had received acupuncture follow-
ing the principles of Chinese medicine (table 2).”

At end of week 52, 66% in the true acupuncture group and 56% in the sham
group believed that they were receiving true acupuncture (P = 0.06), and
6% and 6% believed that they were receiving the other type of acupunc-
ture, respectively. 28% and 38% didn’t know which type, respectively. (P =
0.332)” (See Table 4)

Incomplete outcome data
addressed? 
Short term

Low risk Observations available for analysis is 146(150) in acupuncture group, 73(76) in
sham acupuncture group, and 67(74) in waiting list group at 8 weeks. See Fig-
ure 2.

Observations available for analysis is 146(150) in acupuncture group, 71(76) in
sham acupuncture group, and 67(74) in waiting list group at 52 weeks. See Fig-
ure 2.
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Free of selective report-
ing?

Low risk “The primary outcome measure was the Western Ontario and McMasters Uni-
versities Osteoarthritis Index.10,11 In cases of bilateral osteoarthritis, the knee
defined at baseline as most painful was the one assessed throughout the en-
tire study. Furthermore, the patient questionnaire included a modified ver-
sion of the German Society for the Study of Pain survey,12 which uses the Ger-
man version of the pain disability index;13 a scale for assessing emotional as-
pects of pain  (Schmerzempfindungs-Skala [SES]);14 the depression scale (All-
gemeine Depressionsskala [ADS]);15 and the German version of the SF-3616
(MOS36-item short form quality-of-life questionnaire) to assess healthrelated
quality of life. Additionally, several questions on sociodemographic charac-
teristics, numerical rating scales for pain intensity, questions about workdays
lost, and global assessments were asked. The number of days with pain and
medication were documented in a diary by the patients.”

“Blinding to treatment and the credibility of the treatment method were
assessed by the patients with a credibility questionnaire17 after the third
acupuncture session. At the end of the study, patients were asked whether
they thought they had received acupuncture following the principles of Chi-
nese medicine or the other type of acupuncture. Physicians documented med-
ical history, acupuncture treatment, serious adverse events, and side-effects
for each session. Patients also reported side-effects at the end of week 8.”

Findings reported in Table1-4, Figure 3, 4.

Free of other bias? Low risk  

Witt 2005  (Continued)

 
 

Methods Design: Parallel 
Blinding: No 
Attempt to confirm patient blinding for sham control?: NA 
Drop-outs/withdrawals: "After 3 months, data were available on 93.2% of the patients (308 in the ran-
domized acupuncture group, 289 in the 
control group...)" 
 
CBRG score: 1-1-1-0-0-0-?-?-1-1-1 
Duration: up to 15 sessions of acupuncture over a 3 month period, and additional follow-up for 6
months after baseline. Measurements made at end of treatment, 3, and 6 months after baseline 
Type of analysis reported: Available cases analysis was the main analysis; additionally intention-to-
treat as sensitivity analyses

Participants Setting: Outpatient clinics in Germany 
Mean age (+/-SD or Range): ˜61(10) 
Men/Women (n/n): 135/207 
Recruitment method: Patients of selected from a group of experienced primary care practitioners par-
ticipating in a large research initiative on acupuncture 
Mean pain duration (SD) years: 5.4(7) 
For bilateral OA diagnosis, which knee treated/evaluated?: Knee defined at baseline as most painful
was evaluated throughout the study (treatment was at discretion of physician) 
Diagnosis of knee OA required to be eligible? (if yes, describe how patients were verified to have OA):
Yes, clinical diagnosis of OA-associated pain in the knee with disease duration of >6 months 
Radiologic evidence of knee OA required to be eligible? (if yes, describe requirement): Yes, radiologic
evidence of OA (osteophyte formation) 
Minimum duration (and extent) of knee pain required to be eligible: At least 15 days with pain in the
preceding 30 days 
Hospital inpatients? (Y/N; if Y list number inpatients): No 
Previous knee surgery? (Y/N; if Y list number with previous knee surgery): Not reported 
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Were people with a history of acupuncture treatment excluded?: No. About 31% of patients listed "pre-
vious successful acupuncture" as their reason for participating in this study 
Other important inclusion criteria: written informed consent 
Important exclusion criteria: Knee or hip pain due to inflammation or malignancy was a criterion for
exclusion.

Interventions TEST GROUP INTERVENTION: acupuncture 
N allocated to acupuncture: 175 
Style of acupuncture: Because the specifics of acupuncture treatment were leG to the discretion of the
physician, acupuncture treatment regimens varied among patients in the study. 
Point selection: Individualized (determined by treating physician) 
Points stimulated: Number of needles and acupuncture points were chosen at the physician's discre-
tion 
Total length of treatment period (weeks): 13 
Number of sessions target (mean): target: up to 15; mean: ˜11(2.5) 
Times per week: Not specifically reported, but assumedly at physician's discretion 
Number of points used: At physician's discretion 
Insertion depth: Not specifically reported, but assumedly at physician's discretion 
Was De qi reportedly sought?: Not specifically reported, but assumedly at physician's discretion 
Duration (mins): 30 
Method of stimulation: only manual stimulation was allowed (administered at physician's discretion)

CONTROL GROUP A: Waiting list 
N allocated to control group B: 167 
Total length of treatment period: NA / 13 week waiting list 
Number of sessions target (mean): NA 
Times per week: NA 
Duration (minutes): NA

Any co-interventions in all groups? Patients were permitted to receive any additional conventional
treatments as needed.

Outcomes PAIN, FUNCTION, AND OVERALL INDEX OF SYMPTOM SEVERITY OUTCOMES EXTRACTED FROM PUBLI-
CATIONS: MEASUREMENT TIME POINTS

Pain: WOMAC Pain: Baseline, after 13 week treatment period, and at follow-up 26 weeks after baseline 
Function: WOMAC function: Baseline, after 13 week treatment period, and at follow-up 26 weeks after
baseline 
Total: WOMAC total: Baseline, after 13 week treatment period, and at follow-up 26 weeks after base-
line 
Type of outcome data reported (i.e., post treatment/change from baseline/both): Post-treatment
means and standard deviations for each group as well as post-treatment differences between groups 
Additional outcomes reported in the trial but not abstracted: Percent reduction in the WOMAC index;
German version of the SF-36 physical and mental component scores; 
Adverse effects: No life threatening side effects were reported. Only side effects resulting from
acupuncture were reported, for the acupuncture patients only; data specific to the knee OA patients
could not be obtained from authors. For knee plus hip OA patients: in 5.2% (n = 184), a total of 219 side
effects were reported after the patients had acupuncture (66% minor local bleeding or hematoma, 5%
pain at the site of needle insertion, 4% vegetative symptoms, and 25% other)

Notes Comments: Need to confirm that co-interventions were indeed either avoided in the trial design or sim-
ilar between the index and control groups. For example, could the acupuncturists also offer herbs? If
they could, I need to change the co-intervention score for the CBRG scale item.

For the patients for whom the site of OA was only the knee, the corresponding author provided the
crude means and SDs, both post-treatment and changes from baseline, of the WOMAC totals and sub-
scores. For the patients with OA of the hip or knee (i.e. "All" patients), the between group changes were
calculated using the pre- and post- means and SDs, and assuming a within-subject pretest–post-test
correlation of 0.5. (For the N's the numbers with the WOMAC data complete at 3 months were used, as
shown in Figure 1.) For the patients for whom the site of OA was only the hip, no data were available to
allow the SDs of change to be calculated and therefore only the post-treatment analysis is included for
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the hip OA only patients. For the hip OA patients, the number available at the 3 month time point was
not reported, only the numbers with hip OA randomized and the numbers with WOMAC data complete
at 3 months for all patients. 84.0% of acupuncture patients and 78.6% of all control patients had WOM-
AC data complete at 3 months. Therefore these percentages were multiplied by the numbers of hip OA
only patients randomized to estimate number of hip OA patients with data complete at 3 months.

Source of support: "Supported by the following statutory health insurance funds in Germany: Tech-
niker Krankenkasse,..."

Risk of bias

Bias Authors' judgement Support for judgement

Adequate sequence gener-
ation?

Low risk “Those who met the inclusion criteria, provided informed consent, and signed
an agreement for randomization were randomized using a central telephone
randomization procedure. For randomization we used blocks of 10, and the
random list was generated with SAS software.”

Allocation concealment? Low risk “Those who met the inclusion criteria, provided informed consent, and signed
an agreement for randomization were randomized using a central telephone
randomization procedure.

”

Blinding? 
Versus sham

High risk Acupuncture vs. waiting list. No sham control group.

Incomplete outcome data
addressed? 
Short term

Low risk "After 3 months, data were available on 93.2% of the patients (308(357) in the
randomized acupuncture group, 289(355) in the control group...)"

At 6 months follow-up, there were 282(357) in acupuncture groups, 277(355) in
waiting list group.

See Figure 1.

Free of selective report-
ing?

Low risk “The patients completed standardized questionnaires, including information
on sociodemographic characteristics, at baseline and after 3 months and 6
months. The primary outcome measure was the Western Ontario and McMas-
ter Universities Osteoarthritis Index (WOMAC) (11,12). The patients document-
ed, at baseline, which was the most painful joint and assessed this during the
whole study period. As a secondary outcome measure, we used the percent re-
duction in the WOMAC index.”

“As further secondary outcome parameters we used the Short Form 36 (SF-36)
component scales (13) to assess health-related quality of life. Side effects were
recorded on patient and physician questionnaires after 3 months.”

Findings reported in Table 3-4 and Figure 2.

Free of other bias? Unclear risk Co-intervention was not reported.

Compliance acceptability was not reported.
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Study Reason for exclusion

Ammer 1988 results measured only after four weeks of treatment

Coan 1982 cervical OA

Dickens 1989 Results measured only after two weeks of treatment, and again two weeks later

Gaw 1975 OA in a variety of joints, including spine and results for the patients with OA of the peripheral joints
were not reported separately from the results of the patients with OA of the spine.

Junnila 1982 not explicitly randomized

Kwon 2001 compared two types of acupuncture (bee venom versus traditional needle)

Loy 1983 cervical spondylosis

Lundeberg 1991 OA of neck

McIndoe 1994 results measured only after 4 weeks of treatment

Milligan 1981 Could not find a copy of this abstract. All co-authors of the abstract were contacted and none had
a copy. Also an attempt was made to locate the conference proceedings in which the abstract was
published, but the attempt was unsuccessful.

Ng 2003 Results measured only after two weeks of treatment, and again two weeks later

Petrie 1983 cervical OA

Petrie 1986 cervical OA

Petrou 1988 results measured only after two and a half weeks of treatment

Thomas 1991 cervical OA

Tillu 2001 compared two types of acupuncture

Tillu 2002 not explicitly randomized

Weiner 2007 not Chinese style acupuncture -- needles not placed at meridian points

Yurtkuran 1999 results measured only after two weeks of treatment

Zherebkin 1998 not explicitly randomized; included both hip and knee joint patients

 

Characteristics of studies awaiting assessment [ordered by study ID]

 

Methods Small randomized trial with blinding between sham and true acupuncture and relatively low attri-
tion (6 drop-outs out of 30)

Participants Patients with OA (N = 30)

Interventions Comparing trigger point acupuncture vs acupuncture at standard points vs sham acupuncture

Itoh 2008 
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Outcomes pain intensity (VAS) and WOMAC index.

Notes Five acupuncture treatment sessions. Total duration = 21 weeks

Itoh 2008  (Continued)

 
 

Methods Unblinded randomized trial comparing four different active treatments for knee OA

Participants Patients with OA (N = 32)

Interventions Comparing acupuncture vs TENS vs Acupuncture plus TENS vs topical poultice

Outcomes pain intensity in a visual analogue scale (VAS) and knee function in WOMAC

Notes Treatment for 5 weeks, once per week, a treatment session for 15 min. Follow-up evaluation at 10
weeks after the first treatment.Total duration = 10 weeks

Itoh 2008* 

 
 

Methods Small randomized trial comparing acupuncture versus a non-penetrating sham for patients with
knee OA

Participants Patients with OA (N = 68)

Interventions Comparing acupuncture (manual and electroacupuncture) with non-penetrating sham ('placebo'
needle)

Outcomes pain scale (VAS), the EuroQol score and plasma beta-endorphin.

Notes Treatment for 5 weeks, 2 sessions/week, a treatment session was for a total of 30 minutes, Fol-
low-up evaluation at 4 weeks after end of treatment. Total duration = 9 weeks.

Jubb 2008 

 

Characteristics of ongoing studies [ordered by study ID]

 

Trial name or title A randomized, controlled, single-blind trial to test the efficacy of acupuncture on pain relief in os-
teoarthritis of the knee

Methods  

Participants Patients with OA of the knee (N = not specified)

Interventions RCT comparing active acupuncture versus minimal acupuncture

Outcomes Only stated as 'treatment-outcome'

Starting date Start date: May 1999Expected date of completion: September 2004

Contact information Susanne.Bower@ncl.ac.uk

Bower 
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Notes Location: Study based at Royal Victoria Infirmary, Newcastle upon Tyne, UKSponsor: Arthritis Re-
search Campaign

Bower  (Continued)

 
 

Trial name or title Efficacy of acupuncture with physical therapy for knee osteoarthritis

Methods  

Participants Patients with OA of the knee (N = 300)

Interventions Double-blind RCT comparing acupuncture versus placebo acupuncture as adjunct to physical ther-
apy

Outcomes pain , function

Starting date Start date: March 2002Expected date of completion: December 2005

Contact information jfarrar@cceb.med.upenn.edu

Notes Location: Study based at the University of Pennsylvania. Sponsor: National Center for Complemen-
tary and Alternative Medicine (Grant number: 5R01AT000304-04)

Farrar 

 
 

Trial name or title A study of acupuncture, physiotherapy or non-intervention in management of painful (OA) knee

Methods  

Participants Patients with OA of the knee (n = 150)

Interventions RCT comparing acupuncture versus physiotherapy versus non-intervention

Outcomes Not specified

Starting date Start date: October 2001Expected date of completion: June 2004

Contact information Dr Jeremy Mc Nally, Department of Rheumatology; Battle Hospital; Oxford Road; Reading RG30
1AG; United KingdomTelephone: 0118-958-3666

Notes Location: Study based at Battle Hospital, Reading, UKSponsor: UK NHS

McNally 

 
 

Trial name or title Interaction between patient and healthcare provider: response to acupuncture in knee osteoarthri-
tis

Methods  

Participants Patients with OA of the knee (N = 760)

Suarez-Almazor 
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Interventions Single-blind RCT comparing acupuncture versus sham acupuncture

Outcomes placebo effects, pain

Starting date Start date: September 2002Expected date of completion: August 2006

Contact information med@bcm.tmc.edu

Notes Location: Study based at the Baylor College of Medicine in Houston, TexasSponsor: US National
Center for Complementary and Alternative Medicine (Grant number: 5R01AR049999-02)

Suarez-Almazor  (Continued)

 
 

Trial name or title Does the inclusion of acupuncture improve pain and outcome measures following total knee
arthroscopy?

Methods  

Participants Patients having undergone total knee arthroscopy (N = 90)

Interventions Pragmatic RCT of acupuncture

Outcomes WOMAC

Starting date Start date: December 2001Expected date of completion: September 2002

Contact information Ms Norma van Arendok, Physiotherapist; St. Mary's Hospital; Newport; Isle of Wight; PO30 5TG,
United Kingdom

Notes Location: study based at St. Mary's Hospital, Newport, Isle of Wight, UKSponsor: Not specified

van Arendok 

 
 

Trial name or title The process of acupuncture: a randomized controlled trial and qualitative study to evaluate the rel-
ative contributions of specific and non-specific effects

Methods  

Participants Patients with OA of the knee or hip (N = 288)

Interventions RCT comparing acupuncture with 1) placebo acupuncture (non-penetrating needles) and 2) place-
bo transcutaneous electrical nerve stimulation

Outcomes pain measured on VAS; WOMAC

Starting date Start date: 1/9/2003 
Anticipated end date: 1/9/2007

Contact information School of Health Professions 
University of Southampton 
Highfield 
Southampton 
United Kingdom 

White 
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SO17 1BJ 
pjw1@soton.ac.uk

Notes Location: University of Southhampton 
Sponsor: Department of Health-Funded Trials for Complementary Alternative Medicine (CAM)
03/12

White  (Continued)

 

 

D A T A   A N D   A N A L Y S E S

 

Comparison 1.   Acupuncture vs. sham acupuncture for knee OA change from baseline analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

8 1773 Std. Mean Difference (IV,
Random, 95% CI)

-0.29 [-0.48,
-0.10]

2 Function (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

8 1767 Std. Mean Difference (IV,
Random, 95% CI)

-0.29 [-0.49,
-0.08]

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

8 1767 Std. Mean Difference (IV,
Random, 95% CI)

-0.29 [-0.50,
-0.09]

4 Pain (26 weeks after baseline) 4 1399 Std. Mean Difference (IV,
Random, 95% CI)

-0.10 [-0.21, 0.01]

5 Function (26 weeks after baseline) 4 1398 Std. Mean Difference (IV,
Random, 95% CI)

-0.11 [-0.22, 0.00]

6 Total score (26 weeks after baseline) 4 1398 Std. Mean Difference (IV,
Random, 95% CI)

-0.11 [-0.22,
-0.00]

 
 

Analysis 1.1.   Comparison 1 Acupuncture vs. sham acupuncture for knee OA change from baseline analysis,
Outcome 1 Pain (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 -3.1 (3.8) 162 -2.7 (3.3) 16.12% -0.14[-0.35,0.08]

Foster 2007 113 -2.8 (4) 115 -3 (3.6) 14.73% 0.05[-0.21,0.31]

Sangdee 2002 * 46 -6.3 (5.2) 49 -4.9 (3.7) 10.52% -0.3[-0.71,0.1]

Sangdee 2002 ** 46 -5.6 (4) 45 -3.3 (4.6) 10.18% -0.54[-0.96,-0.12]

Scharf 2006 315 -2.2 (2.1) 358 -1.9 (2.3) 18.05% -0.14[-0.29,0.02]

Takeda 1994 20 -5.4 (13) 20 -2.5 (16.4) 6.35% -0.2[-0.82,0.43]

Vas 2004 48 -10.7 (4) 49 -5.7 (5.9) 10.08% -0.99[-1.41,-0.57]

Witt 2005 145 -25.4 (21.3) 73 -17.6 (20.4) 13.98% -0.37[-0.66,-0.09]

   

Favors acupuncture 52.5-5 -2.5 0 Favors sham acup
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Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Total *** 902   871   100% -0.29[-0.48,-0.1]

Heterogeneity: Tau2=0.05; Chi2=22.14, df=7(P=0); I2=68.38%  

Test for overall effect: Z=3.02(P=0)  

Favors acupuncture 52.5-5 -2.5 0 Favors sham acup

 
 

Analysis 1.2.   Comparison 1 Acupuncture vs. sham acupuncture for knee OA change from baseline analysis,
Outcome 2 Function (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 -10.8 (11.7) 162 -7.9 (9.6) 15.67% -0.27[-0.49,-0.05]

Foster 2007 113 -8.2 (11.5) 110 -9.3 (11.4) 14.46% 0.1[-0.16,0.36]

Sangdee 2002 * 46 -19 (13) 49 -14.4 (12.4) 10.84% -0.36[-0.76,0.05]

Sangdee 2002 ** 46 -19.2 (13.9) 45 -12.3 (12.6) 10.56% -0.51[-0.93,-0.09]

Scharf 2006 314 -2.1 (2.1) 358 -1.9 (2.2) 17.23% -0.09[-0.24,0.06]

Takeda 1994 20 -13.4 (43.4) 20 -17.8 (42) 6.87% 0.1[-0.52,0.72]

Vas 2004 48 -33.2 (13.7) 49 -16.6 (19.4) 10.46% -0.98[-1.4,-0.56]

Witt 2005 145 -23.9 (21.5) 73 -15.7 (18.6) 13.9% -0.4[-0.68,-0.11]

   

Total *** 901   866   100% -0.29[-0.49,-0.08]

Heterogeneity: Tau2=0.06; Chi2=25.76, df=7(P=0); I2=72.83%  

Test for overall effect: Z=2.77(P=0.01)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 1.3.   Comparison 1 Acupuncture vs. sham acupuncture for knee OA change from baseline analysis, Outcome
3 Total score (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 -15.2 (15.8) 162 -11.4 (13) 15.54% -0.27[-0.48,-0.05]

Foster 2007 113 -11.9 (15.9) 110 -13.8 (15.4) 14.4% 0.12[-0.14,0.38]

Sangdee 2002 * 46 -27.3 (18.9) 49 -20.8 (17) 10.94% -0.36[-0.76,0.05]

Sangdee 2002 ** 46 -27.1 (18.8) 45 -17.1 (18.3) 10.66% -0.53[-0.95,-0.11]

Scharf 2006 314 -2.1 (2) 358 -1.9 (2.2) 16.99% -0.09[-0.25,0.06]

Takeda 1994 20 -21.7 (45.6) 20 -23.6 (45.2) 7.04% 0.04[-0.58,0.66]

Vas 2004 48 -47.6 (18.6) 49 -24.3 (26.7) 10.55% -1[-1.42,-0.58]

Witt 2005 145 -24.1 (20.6) 73 -16 (18.2) 13.87% -0.4[-0.69,-0.12]

   

Total *** 901   866   100% -0.29[-0.5,-0.09]

Heterogeneity: Tau2=0.06; Chi2=27.13, df=7(P=0); I2=74.2%  

Test for overall effect: Z=2.76(P=0.01)  

Favors acupuncture 42-4 -2 0 Favors sham acup
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Analysis 1.4.   Comparison 1 Acupuncture vs. sham acupuncture for knee OA
change from baseline analysis, Outcome 4 Pain (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 -3.8 (3.9) 141 -2.9 (3.6) 20.55% -0.23[-0.46,0]

Foster 2007 108 -2.3 (3.6) 112 -2.5 (4.2) 16.07% 0.05[-0.21,0.32]

Scharf 2006 318 -2.2 (2.1) 360 -2 (2.3) 49.31% -0.09[-0.24,0.06]

Witt 2005 146 -20.6 (22.4) 72 -17.9 (23.4) 14.07% -0.12[-0.4,0.16]

   

Total *** 714   685   100% -0.1[-0.21,0.01]

Heterogeneity: Tau2=0; Chi2=2.51, df=3(P=0.47); I2=0%  

Test for overall effect: Z=1.85(P=0.06)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 1.5.   Comparison 1 Acupuncture vs. sham acupuncture for knee OA
change from baseline analysis, Outcome 5 Function (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 -12.4 (13.3) 142 -9.9 (11.1) 21.29% -0.2[-0.44,0.03]

Foster 2007 108 -6.2 (12.1) 110 -7.1 (13.1) 16.61% 0.07[-0.2,0.34]

Scharf 2006 318 -2.1 (2.2) 360 -1.9 (2.3) 47.41% -0.09[-0.24,0.06]

Witt 2005 146 -20.3 (21.7) 72 -15.3 (19.9) 14.69% -0.23[-0.52,0.05]

   

Total *** 714   684   100% -0.11[-0.22,0]

Heterogeneity: Tau2=0; Chi2=3.18, df=3(P=0.36); I2=5.6%  

Test for overall effect: Z=1.92(P=0.06)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 1.6.   Comparison 1 Acupuncture vs. sham acupuncture for knee OA
change from baseline analysis, Outcome 6 Total score (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 -17.7 (17.9) 142 -14 (14.9) 20.91% -0.22[-0.45,0.01]

Foster 2007 108 -9.4 (16) 110 -10.6 (18.2) 16.22% 0.07[-0.2,0.34]

Scharf 2006 318 -2.2 (2.1) 360 -2 (2.2) 48.54% -0.09[-0.24,0.06]

Witt 2005 146 -20.3 (21.2) 72 -16.1 (20.1) 14.32% -0.2[-0.48,0.08]

   

Total *** 714   684   100% -0.11[-0.22,-0]

Heterogeneity: Tau2=0; Chi2=3.07, df=3(P=0.38); I2=2.31%  

Test for overall effect: Z=1.97(P=0.05)  

Favors acupuncture 42-4 -2 0 Favors sham acup
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Comparison 2.   Acupuncture vs. sham acupuncture for knee OA post-treatment scores analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

8 1773 Std. Mean Difference (IV,
Random, 95% CI)

-0.34 [-0.55,
-0.13]

2 Function (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

8 1768 Std. Mean Difference (IV,
Random, 95% CI)

-0.32 [-0.51,
-0.13]

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

8 1767 Std. Mean Difference (IV,
Random, 95% CI)

-0.34 [-0.55,
-0.14]

4 Pain (26 weeks after baseline) 4 1400 Std. Mean Difference (IV,
Random, 95% CI)

-0.14 [-0.31, 0.02]

5 Function (26 weeks after baseline) 4 1398 Std. Mean Difference (IV,
Random, 95% CI)

-0.15 [-0.29,
-0.02]

6 Total score (26 weeks after baseline) 4 1398 Std. Mean Difference (IV,
Random, 95% CI)

-0.15 [-0.30,
-0.01]

 
 

Analysis 2.1.   Comparison 2 Acupuncture vs. sham acupuncture for knee OA post-treatment scores analysis,
Outcome 1 Pain (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 5.7 (3.4) 162 6.2 (3.3) 15.45% -0.14[-0.36,0.07]

Foster 2007 113 6.4 (4.1) 115 5.9 (4.3) 14.42% 0.11[-0.15,0.37]

Sangdee 2002 * 46 4.2 (4.2) 49 6.1 (4.2) 10.99% -0.45[-0.86,-0.04]

Sangdee 2002 ** 46 4.6 (3.9) 45 6.9 (4.2) 10.75% -0.56[-0.98,-0.14]

Scharf 2006 315 3.1 (2) 358 3.4 (2.2) 16.79% -0.14[-0.29,0.01]

Takeda 1994 20 14 (12.3) 20 19.4 (18.9) 7.14% -0.33[-0.96,0.29]

Vas 2004 48 1.7 (2.6) 49 6.4 (5.8) 10.63% -1.03[-1.46,-0.61]

Witt 2005 145 24.1 (19.9) 73 33.8 (21.6) 13.83% -0.47[-0.76,-0.19]

   

Total *** 902   871   100% -0.34[-0.55,-0.13]

Heterogeneity: Tau2=0.06; Chi2=28.57, df=7(P=0); I2=75.5%  

Test for overall effect: Z=3.12(P=0)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 2.2.   Comparison 2 Acupuncture vs. sham acupuncture for knee OA post-treatment scores analysis,
Outcome 2 Function (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 20.6 (11.1) 162 23.3 (12.1) 16.14% -0.23[-0.44,-0.01]

Favors acupuncture 42-4 -2 0 Favors sham acup
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Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Foster 2007 113 22.4 (14.5) 110 22.1 (15.7) 14.66% 0.02[-0.25,0.28]

Sangdee 2002 * 46 19 (13) 49 21.3 (12.9) 10.58% -0.18[-0.58,0.23]

Sangdee 2002 ** 46 18.8 (13.2) 45 24.7 (12) 10.24% -0.46[-0.88,-0.05]

Scharf 2006 314 3.4 (2) 358 3.8 (2.2) 18.08% -0.19[-0.34,-0.04]

Takeda 1994 20 48 (43.6) 20 60 (45.9) 6.33% -0.26[-0.89,0.36]

Vas 2004 48 7.4 (10.3) 49 24.9 (20.4) 10% -1.07[-1.5,-0.64]

Witt 2005 146 26.5 (19.8) 73 36.2 (23.1) 13.98% -0.46[-0.74,-0.18]

   

Total *** 902   866   100% -0.32[-0.51,-0.13]

Heterogeneity: Tau2=0.05; Chi2=22.01, df=7(P=0); I2=68.2%  

Test for overall effect: Z=3.35(P=0)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 2.3.   Comparison 2 Acupuncture vs. sham acupuncture for knee OA
post-treatment scores analysis, Outcome 3 Total score (Time point equal to
or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 29.4 (15.1) 162 33 (15.9) 15.76% -0.23[-0.44,-0.01]

Foster 2007 113 31.8 (19.7) 110 31 (21.5) 14.51% 0.04[-0.22,0.3]

Sangdee 2002 * 46 25.4 (17.7) 49 29.9 (18) 10.86% -0.25[-0.65,0.15]

Sangdee 2002 ** 46 25.5 (18.1) 45 34.6 (16) 10.53% -0.53[-0.95,-0.11]

Scharf 2006 314 3.4 (2) 358 3.7 (2.1) 17.35% -0.15[-0.3,0.01]

Takeda 1994 20 67.6 (45.6) 20 87.5 (50) 6.74% -0.41[-1.03,0.22]

Vas 2004 48 9.5 (13.7) 49 33.4 (28) 10.34% -1.07[-1.5,-0.65]

Witt 2005 145 26.5 (19.3) 73 36.3 (21.9) 13.9% -0.48[-0.77,-0.2]

   

Total *** 901   866   100% -0.34[-0.55,-0.14]

Heterogeneity: Tau2=0.06; Chi2=25.27, df=7(P=0); I2=72.3%  

Test for overall effect: Z=3.34(P=0)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 2.4.   Comparison 2 Acupuncture vs. sham acupuncture for knee OA
post-treatment scores analysis, Outcome 4 Pain (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 4.9 (3.5) 142 6 (3.9) 24.4% -0.32[-0.55,-0.09]

Foster 2007 108 7.1 (4.4) 112 6.5 (4.8) 21.46% 0.12[-0.14,0.39]

Scharf 2006 318 3 (2) 360 3.3 (2.2) 34.27% -0.14[-0.29,0.01]

Witt 2005 146 28.9 (22.7) 72 33.8 (22.4) 19.88% -0.21[-0.5,0.07]

   

Total *** 714   686   100% -0.14[-0.31,0.02]

Heterogeneity: Tau2=0.01; Chi2=6.35, df=3(P=0.1); I2=52.72%  

Test for overall effect: Z=1.7(P=0.09)  

Favors acupuncture 42-4 -2 0 Favors sham acup
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Analysis 2.5.   Comparison 2 Acupuncture vs. sham acupuncture for knee OA
post-treatment scores analysis, Outcome 5 Function (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 18 (11.5) 142 21.3 (12.7) 23.35% -0.26[-0.5,-0.03]

Foster 2007 108 24.9 (16) 110 23.8 (16.9) 19.34% 0.07[-0.2,0.33]

Scharf 2006 318 3.4 (2.1) 360 3.7 (2.3) 39.83% -0.14[-0.29,0.02]

Witt 2005 146 30.4 (21.4) 72 36.5 (23.2) 17.48% -0.28[-0.56,0]

   

Total *** 714   684   100% -0.15[-0.29,-0.02]

Heterogeneity: Tau2=0.01; Chi2=4.32, df=3(P=0.23); I2=30.55%  

Test for overall effect: Z=2.22(P=0.03)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 2.6.   Comparison 2 Acupuncture vs. sham acupuncture for knee OA post-
treatment scores analysis, Outcome 6 Total score (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 25.7 (15.7) 142 30.4 (17.5) 23.84% -0.28[-0.52,-0.05]

Foster 2007 108 35.3 (21.7) 110 33.4 (23.2) 20.16% 0.08[-0.18,0.35]

Scharf 2006 318 3.3 (2) 360 3.6 (2.2) 37.6% -0.14[-0.29,0.01]

Witt 2005 146 30.4 (21.3) 72 36.3 (22.3) 18.41% -0.27[-0.55,0.01]

   

Total *** 714   684   100% -0.15[-0.3,-0.01]

Heterogeneity: Tau2=0.01; Chi2=4.92, df=3(P=0.18); I2=39.03%  

Test for overall effect: Z=2.09(P=0.04)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Comparison 3.   Acupuncture vs. sham acupuncture for hip OA change from baseline analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than three
months and closest to eight weeks post-ran-
domization)

1 62 Std. Mean Difference
(IV, Random, 95% CI)

-0.18 [-0.68, 0.32]

2 Function (Time point equal to or less than
three months and closest to eight weeks post-
randomization)

1 62 Std. Mean Difference
(IV, Random, 95% CI)

-0.18 [-0.68, 0.32]
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Analysis 3.1.   Comparison 3 Acupuncture vs. sham acupuncture for hip OA change from baseline analysis,
Outcome 1 Pain (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Fink 2001 32 -14.6 (22.6) 30 -10.3 (23.8) 100% -0.18[-0.68,0.32]

   

Total *** 32   30   100% -0.18[-0.68,0.32]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.72(P=0.47)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 3.2.   Comparison 3 Acupuncture vs. sham acupuncture for hip OA change from baseline analysis, Outcome
2 Function (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Fink 2001 32 -1.8 (3.3) 30 -1.2 (3.4) 100% -0.18[-0.68,0.32]

   

Total *** 32   30   100% -0.18[-0.68,0.32]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.69(P=0.49)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Comparison 4.   Acupuncture vs. sham acupuncture for hip OA post-treatment scores post-analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than three
months and closest to eight weeks post-ran-
domization)

1 62 Std. Mean Difference
(IV, Random, 95% CI)

-0.20 [-0.70, 0.30]

2 Function (Time point equal to or less than
three months and closest to eight weeks post-
randomization)

1 62 Std. Mean Difference
(IV, Random, 95% CI)

-0.18 [-0.68, 0.32]

 
 

Analysis 4.1.   Comparison 4 Acupuncture vs. sham acupuncture for hip OA post-treatment scores post-analysis,
Outcome 1 Pain (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Fink 2001 32 40 (25) 30 45 (24) 100% -0.2[-0.7,0.3]

   

Total *** 32   30   100% -0.2[-0.7,0.3]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.79(P=0.43)  

Favors acupuncture 42-4 -2 0 Favors sham acup
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Analysis 4.2.   Comparison 4 Acupuncture vs. sham acupuncture for hip OA post-treatment scores post-analysis,
Outcome 2 Function (Time point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Fink 2001 32 6.2 (3.5) 30 6.8 (3.1) 100% -0.18[-0.68,0.32]

   

Total *** 32   30   100% -0.18[-0.68,0.32]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.7(P=0.48)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Comparison 5.   Acupuncture vs. sham acupuncture for peripheral joint OA change from baseline analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

9 1835 Std. Mean Difference (IV,
Random, 95% CI)

-0.28 [-0.45,
-0.11]

2 Function (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

9 1829 Std. Mean Difference (IV,
Random, 95% CI)

-0.28 [-0.46,
-0.09]

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

8 1767 Std. Mean Difference (IV,
Random, 95% CI)

-0.29 [-0.50,
-0.09]

4 Pain (26 weeks after baseline) 4 1399 Std. Mean Difference (IV,
Random, 95% CI)

-0.10 [-0.21, 0.01]

5 Function (26 weeks after baseline) 4 1398 Std. Mean Difference (IV,
Random, 95% CI)

-0.11 [-0.22, 0.00]

6 Total score (26 weeks after baseline) 4 1398 Std. Mean Difference (IV,
Random, 95% CI)

-0.11 [-0.22,
-0.00]

 
 

Analysis 5.1.   Comparison 5 Acupuncture vs. sham acupuncture for peripheral
joint OA change from baseline analysis, Outcome 1 Pain (Time point equal to

or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 -3.1 (3.8) 162 -2.7 (3.3) 15.13% -0.14[-0.35,0.08]

Fink 2001 32 -14.6 (22.6) 30 -10.3 (23.8) 7.53% -0.18[-0.68,0.32]

Foster 2007 113 -2.8 (4) 115 -3 (3.6) 13.71% 0.05[-0.21,0.31]

Sangdee 2002 * 46 -6.3 (5.2) 49 -4.9 (3.7) 9.55% -0.3[-0.71,0.1]

Sangdee 2002 ** 46 -5.6 (4) 45 -3.3 (4.6) 9.22% -0.54[-0.96,-0.12]

Favors acupuncture 42-4 -2 0 Favors sham acup

Acupuncture for peripheral joint osteoarthritis (Review)

Copyright © 2010 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

89



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Scharf 2006 315 -2.2 (2.1) 358 -1.9 (2.3) 17.15% -0.14[-0.29,0.02]

Takeda 1994 20 -5.4 (13) 20 -2.5 (16.4) 5.62% -0.2[-0.82,0.43]

Vas 2004 48 -10.7 (4) 49 -5.7 (5.9) 9.13% -0.99[-1.41,-0.57]

Witt 2005 145 -25.4 (21.3) 73 -17.6 (20.4) 12.95% -0.37[-0.66,-0.09]

   

Total *** 934   901   100% -0.28[-0.45,-0.11]

Heterogeneity: Tau2=0.04; Chi2=22.15, df=8(P=0); I2=63.88%  

Test for overall effect: Z=3.14(P=0)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 5.2.   Comparison 5 Acupuncture vs. sham acupuncture for peripheral
joint OA change from baseline analysis, Outcome 2 Function (Time point equal
to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 -10.8 (11.7) 162 -7.9 (9.6) 14.62% -0.27[-0.49,-0.05]

Fink 2001 32 -1.8 (3.3) 30 -1.2 (3.4) 7.96% -0.18[-0.68,0.32]

Foster 2007 113 -8.2 (11.5) 110 -9.3 (11.4) 13.39% 0.1[-0.16,0.36]

Sangdee 2002 * 46 -19 (13) 49 -14.4 (12.4) 9.83% -0.36[-0.76,0.05]

Sangdee 2002 ** 46 -19.2 (13.9) 45 -12.3 (12.6) 9.56% -0.51[-0.93,-0.09]

Scharf 2006 314 -2.1 (2.1) 358 -1.9 (2.2) 16.22% -0.09[-0.24,0.06]

Takeda 1994 20 -13.4 (43.4) 20 -17.8 (42) 6.1% 0.1[-0.52,0.72]

Vas 2004 48 -33.2 (13.7) 49 -16.6 (19.4) 9.47% -0.98[-1.4,-0.56]

Witt 2005 145 -23.9 (21.5) 73 -15.7 (18.6) 12.83% -0.4[-0.68,-0.11]

   

Total *** 933   896   100% -0.28[-0.46,-0.09]

Heterogeneity: Tau2=0.05; Chi2=25.78, df=8(P=0); I2=68.97%  

Test for overall effect: Z=2.89(P=0)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 5.3.   Comparison 5 Acupuncture vs. sham acupuncture for peripheral
joint OA change from baseline analysis, Outcome 3 Total score (Time point equal

to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 -15.2 (15.8) 162 -11.4 (13) 15.54% -0.27[-0.48,-0.05]

Foster 2007 113 -11.9 (15.9) 110 -13.8 (15.4) 14.4% 0.12[-0.14,0.38]

Sangdee 2002 * 46 -27.3 (18.9) 49 -20.8 (17) 10.94% -0.36[-0.76,0.05]

Sangdee 2002 ** 46 -27.1 (18.8) 45 -17.1 (18.3) 10.66% -0.53[-0.95,-0.11]

Scharf 2006 314 -2.1 (2) 358 -1.9 (2.2) 16.99% -0.09[-0.25,0.06]

Takeda 1994 20 -21.7 (45.6) 20 -23.6 (45.2) 7.04% 0.04[-0.58,0.66]

Vas 2004 48 -47.6 (18.6) 49 -24.3 (26.7) 10.55% -1[-1.42,-0.58]

Witt 2005 145 -24.1 (20.6) 73 -16 (18.2) 13.87% -0.4[-0.69,-0.12]

   

Total *** 901   866   100% -0.29[-0.5,-0.09]

Favors acupuncture 42-4 -2 0 Favors sham acup
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Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Heterogeneity: Tau2=0.06; Chi2=27.13, df=7(P=0); I2=74.2%  

Test for overall effect: Z=2.76(P=0.01)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 5.4.   Comparison 5 Acupuncture vs. sham acupuncture for peripheral
joint OA change from baseline analysis, Outcome 4 Pain (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 -3.8 (3.9) 141 -2.9 (3.6) 20.55% -0.23[-0.46,0]

Foster 2007 108 -2.3 (3.6) 112 -2.5 (4.2) 16.07% 0.05[-0.21,0.32]

Scharf 2006 318 -2.2 (2.1) 360 -2 (2.3) 49.31% -0.09[-0.24,0.06]

Witt 2005 146 -20.6 (22.4) 72 -17.9 (23.4) 14.07% -0.12[-0.4,0.16]

   

Total *** 714   685   100% -0.1[-0.21,0.01]

Heterogeneity: Tau2=0; Chi2=2.51, df=3(P=0.47); I2=0%  

Test for overall effect: Z=1.85(P=0.06)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 5.5.   Comparison 5 Acupuncture vs. sham acupuncture for peripheral joint
OA change from baseline analysis, Outcome 5 Function (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 -12.4 (13.3) 142 -9.9 (11.1) 21.29% -0.2[-0.44,0.03]

Foster 2007 108 -6.2 (12.1) 110 -7.1 (13.1) 16.61% 0.07[-0.2,0.34]

Scharf 2006 318 -2.1 (2.2) 360 -1.9 (2.3) 47.41% -0.09[-0.24,0.06]

Witt 2005 146 -20.3 (21.7) 72 -15.3 (19.9) 14.69% -0.23[-0.52,0.05]

   

Total *** 714   684   100% -0.11[-0.22,0]

Heterogeneity: Tau2=0; Chi2=3.18, df=3(P=0.36); I2=5.6%  

Test for overall effect: Z=1.92(P=0.06)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 5.6.   Comparison 5 Acupuncture vs. sham acupuncture for peripheral joint
OA change from baseline analysis, Outcome 6 Total score (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 -17.7 (17.9) 142 -14 (14.9) 20.91% -0.22[-0.45,0.01]

Foster 2007 108 -9.4 (16) 110 -10.6 (18.2) 16.22% 0.07[-0.2,0.34]

Scharf 2006 318 -2.2 (2.1) 360 -2 (2.2) 48.54% -0.09[-0.24,0.06]

Witt 2005 146 -20.3 (21.2) 72 -16.1 (20.1) 14.32% -0.2[-0.48,0.08]

   

Favors acupuncture 42-4 -2 0 Favors sham acup
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Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Total *** 714   684   100% -0.11[-0.22,-0]

Heterogeneity: Tau2=0; Chi2=3.07, df=3(P=0.38); I2=2.31%  

Test for overall effect: Z=1.97(P=0.05)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Comparison 6.   Acupuncture vs. sham acupuncture for peripheral joint OA post-treatment scores analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

9 1835 Std. Mean Difference (IV,
Random, 95% CI)

-0.33 [-0.52,
-0.13]

2 Function (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

9 1830 Std. Mean Difference (IV,
Random, 95% CI)

-0.31 [-0.48,
-0.13]

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

8 1767 Std. Mean Difference (IV,
Random, 95% CI)

-0.34 [-0.55,
-0.14]

4 Pain (26 weeks after baseline) 4 1400 Std. Mean Difference (IV,
Random, 95% CI)

-0.14 [-0.31, 0.02]

5 Function (26 weeks after baseline) 4 1398 Std. Mean Difference (IV,
Random, 95% CI)

-0.15 [-0.29,
-0.02]

6 Total score (26 weeks after baseline) 4 1398 Std. Mean Difference (IV,
Random, 95% CI)

-0.15 [-0.30,
-0.01]

 
 

Analysis 6.1.   Comparison 6 Acupuncture vs. sham acupuncture for peripheral
joint OA post-treatment scores analysis, Outcome 1 Pain (Time point equal

to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 5.7 (3.4) 162 6.2 (3.3) 14.35% -0.14[-0.36,0.07]

Fink 2001 32 40 (25) 30 45 (24) 8.22% -0.2[-0.7,0.3]

Foster 2007 113 6.4 (4.1) 115 5.9 (4.3) 13.33% 0.11[-0.15,0.37]

Sangdee 2002 * 46 4.2 (4.2) 49 6.1 (4.2) 9.97% -0.45[-0.86,-0.04]

Sangdee 2002 ** 46 4.6 (3.9) 45 6.9 (4.2) 9.73% -0.56[-0.98,-0.14]

Scharf 2006 315 3.1 (2) 358 3.4 (2.2) 15.72% -0.14[-0.29,0.01]

Takeda 1994 20 14 (12.3) 20 19.4 (18.9) 6.34% -0.33[-0.96,0.29]

Vas 2004 48 1.7 (2.6) 49 6.4 (5.8) 9.62% -1.03[-1.46,-0.61]

Witt 2005 145 24.1 (19.9) 73 33.8 (21.6) 12.73% -0.47[-0.76,-0.19]

   

Total *** 934   901   100% -0.33[-0.52,-0.13]

Favors acupuncture 42-4 -2 0 Favors sham acup
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Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Heterogeneity: Tau2=0.06; Chi2=28.58, df=8(P=0); I2=72.01%  

Test for overall effect: Z=3.23(P=0)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 6.2.   Comparison 6 Acupuncture vs. sham acupuncture for peripheral
joint OA post-treatment scores analysis, Outcome 2 Function (Time point equal

to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 20.6 (11.1) 162 23.3 (12.1) 15.14% -0.23[-0.44,-0.01]

Fink 2001 32 6.2 (3.5) 30 6.8 (3.1) 7.55% -0.18[-0.68,0.32]

Foster 2007 113 22.4 (14.5) 110 22.1 (15.7) 13.64% 0.02[-0.25,0.28]

Sangdee 2002 * 46 19 (13) 49 21.3 (12.9) 9.61% -0.18[-0.58,0.23]

Sangdee 2002 ** 46 18.8 (13.2) 45 24.7 (12) 9.29% -0.46[-0.88,-0.05]

Scharf 2006 314 3.4 (2) 358 3.8 (2.2) 17.15% -0.19[-0.34,-0.04]

Takeda 1994 20 48 (43.6) 20 60 (45.9) 5.62% -0.26[-0.89,0.36]

Vas 2004 48 7.4 (10.3) 49 24.9 (20.4) 9.05% -1.07[-1.5,-0.64]

Witt 2005 146 26.5 (19.8) 73 36.2 (23.1) 12.95% -0.46[-0.74,-0.18]

   

Total *** 934   896   100% -0.31[-0.48,-0.13]

Heterogeneity: Tau2=0.04; Chi2=22.11, df=8(P=0); I2=63.81%  

Test for overall effect: Z=3.47(P=0)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 6.3.   Comparison 6 Acupuncture vs. sham acupuncture for peripheral
joint OA post-treatment scores analysis, Outcome 3 Total score (Time point equal

to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 169 29.4 (15.1) 162 33 (15.9) 15.76% -0.23[-0.44,-0.01]

Foster 2007 113 31.8 (19.7) 110 31 (21.5) 14.51% 0.04[-0.22,0.3]

Sangdee 2002 * 46 25.4 (17.7) 49 29.9 (18) 10.86% -0.25[-0.65,0.15]

Sangdee 2002 ** 46 25.5 (18.1) 45 34.6 (16) 10.53% -0.53[-0.95,-0.11]

Scharf 2006 314 3.4 (2) 358 3.7 (2.1) 17.35% -0.15[-0.3,0.01]

Takeda 1994 20 67.6 (45.6) 20 87.5 (50) 6.74% -0.41[-1.03,0.22]

Vas 2004 48 9.5 (13.7) 49 33.4 (28) 10.34% -1.07[-1.5,-0.65]

Witt 2005 145 26.5 (19.3) 73 36.3 (21.9) 13.9% -0.48[-0.77,-0.2]

   

Total *** 901   866   100% -0.34[-0.55,-0.14]

Heterogeneity: Tau2=0.06; Chi2=25.27, df=7(P=0); I2=72.3%  

Test for overall effect: Z=3.34(P=0)  

Favors acupuncture 42-4 -2 0 Favors sham acup
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Analysis 6.4.   Comparison 6 Acupuncture vs. sham acupuncture for peripheral
joint OA post-treatment scores analysis, Outcome 4 Pain (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 4.9 (3.5) 142 6 (3.9) 24.4% -0.32[-0.55,-0.09]

Foster 2007 108 7.1 (4.4) 112 6.5 (4.8) 21.46% 0.12[-0.14,0.39]

Scharf 2006 318 3 (2) 360 3.3 (2.2) 34.27% -0.14[-0.29,0.01]

Witt 2005 146 28.9 (22.7) 72 33.8 (22.4) 19.88% -0.21[-0.5,0.07]

   

Total *** 714   686   100% -0.14[-0.31,0.02]

Heterogeneity: Tau2=0.01; Chi2=6.35, df=3(P=0.1); I2=52.72%  

Test for overall effect: Z=1.7(P=0.09)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 6.5.   Comparison 6 Acupuncture vs. sham acupuncture for peripheral joint
OA post-treatment scores analysis, Outcome 5 Function (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 18 (11.5) 142 21.3 (12.7) 23.35% -0.26[-0.5,-0.03]

Foster 2007 108 24.9 (16) 110 23.8 (16.9) 19.34% 0.07[-0.2,0.33]

Scharf 2006 318 3.4 (2.1) 360 3.7 (2.3) 39.83% -0.14[-0.29,0.02]

Witt 2005 146 30.4 (21.4) 72 36.5 (23.2) 17.48% -0.28[-0.56,0]

   

Total *** 714   684   100% -0.15[-0.29,-0.02]

Heterogeneity: Tau2=0.01; Chi2=4.32, df=3(P=0.23); I2=30.55%  

Test for overall effect: Z=2.22(P=0.03)  

Favors acupuncture 42-4 -2 0 Favors sham acup

 
 

Analysis 6.6.   Comparison 6 Acupuncture vs. sham acupuncture for peripheral joint
OA post-treatment scores analysis, Outcome 6 Total score (26 weeks a7er baseline).

Study or subgroup Acupuncture Sham acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Berman 2004 142 25.7 (15.7) 142 30.4 (17.5) 23.84% -0.28[-0.52,-0.05]

Foster 2007 108 35.3 (21.7) 110 33.4 (23.2) 20.16% 0.08[-0.18,0.35]

Scharf 2006 318 3.3 (2) 360 3.6 (2.2) 37.6% -0.14[-0.29,0.01]

Witt 2005 146 30.4 (21.3) 72 36.3 (22.3) 18.41% -0.27[-0.55,0.01]

   

Total *** 714   684   100% -0.15[-0.3,-0.01]

Heterogeneity: Tau2=0.01; Chi2=4.92, df=3(P=0.18); I2=39.03%  

Test for overall effect: Z=2.09(P=0.04)  

Favors acupuncture 42-4 -2 0 Favors sham acup
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Comparison 7.   Acupuncture vs. waiting list or other active treatment controls for knee OA change from baseline
analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

8   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

1.1 Acupuncture vs. waiting list control 4 615 Std. Mean Difference (IV,
Random, 95% CI)

-0.96 [-1.21,
-0.70]

1.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.53 [-0.76,
-0.29]

1.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.19 [-0.46, 0.07]

1.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.30 [-0.66, 0.05]

1.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.20 [-0.56, 0.16]

1.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 623 Std. Mean Difference (IV,
Random, 95% CI)

-0.67 [-0.83,
-0.50]

2 Function (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

7   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

2.1 Acupuncture vs. waiting list control 3 587 Std. Mean Difference (IV,
Random, 95% CI)

-0.93 [-1.16,
-0.69]

2.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.48 [-0.72,
-0.25]

2.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.17 [-0.44, 0.09]

2.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.28 [-0.64, 0.07]

2.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.13 [-0.49, 0.23]

2.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 622 Std. Mean Difference (IV,
Random, 95% CI)

-0.60 [-0.76,
-0.44]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

7   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

3.1 Acupuncture vs. waiting list control 3 581 Std. Mean Difference (IV,
Random, 95% CI)

-0.96 [-1.17,
-0.74]

3.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.52 [-0.76,
-0.29]

3.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.18 [-0.45, 0.08]

3.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.37 [-0.73,
-0.01]

3.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.20 [-0.56, 0.16]

3.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 622 Std. Mean Difference (IV,
Random, 95% CI)

-0.61 [-0.78,
-0.45]

4 Pain (26 weeks after baseline) 3 1087 Std. Mean Difference (IV,
Random, 95% CI)

-0.37 [-0.68,
-0.06]

4.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.56 [-0.81,
-0.30]

4.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 213 Std. Mean Difference (IV,
Random, 95% CI)

-0.01 [-0.28, 0.26]

4.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 624 Std. Mean Difference (IV,
Random, 95% CI)

-0.51 [-0.67,
-0.35]

5 Function (26 weeks after baseline) 3 1083 Std. Mean Difference (IV,
Random, 95% CI)

-0.36 [-0.55,
-0.18]

5.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.42 [-0.67,
-0.17]

5.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 209 Std. Mean Difference (IV,
Random, 95% CI)

-0.14 [-0.41, 0.13]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

5.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 624 Std. Mean Difference (IV,
Random, 95% CI)

-0.46 [-0.62,
-0.31]

6 Total score (26 weeks after baseline) 3 1083 Std. Mean Difference (IV,
Random, 95% CI)

-0.38 [-0.62,
-0.15]

6.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.46 [-0.71,
-0.20]

6.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 209 Std. Mean Difference (IV,
Random, 95% CI)

-0.12 [-0.39, 0.15]

6.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 624 Std. Mean Difference (IV,
Random, 95% CI)

-0.52 [-0.68,
-0.36]

 
 

Analysis 7.1.   Comparison 7 Acupuncture vs. waiting list or other active treatment
controls for knee OA change from baseline analysis, Outcome 1 Pain (Time point

equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

7.1.1 Acupuncture vs. waiting list control  

Berman 1999 36 -4.2 (7.1) 37 -0.3 (2.7) 20.09% -0.73[-1.2,-0.25]

Tukmachi 2004 10 -7.8 (5.2) 10 0.1 (0.1) 4.77% -2.07[-3.21,-0.94]

Witt 2005 145 -25.4 (21.3) 67 -5.2 (15.2) 33.46% -1.03[-1.33,-0.72]

Witt 2006 160 -19.2 (19.9) 150 -3.7 (14.4) 41.68% -0.89[-1.12,-0.65]

Subtotal *** 351   264   100% -0.96[-1.21,-0.7]

Heterogeneity: Tau2=0.03; Chi2=5.14, df=3(P=0.16); I2=41.59%  

Test for overall effect: Z=7.3(P<0.0001)  

   

7.1.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 -3.1 (3.8) 125 -1.2 (3.4) 100% -0.53[-0.76,-0.29]

Subtotal *** 169   125   100% -0.53[-0.76,-0.29]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.4(P<0.0001)  

   

7.1.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 -2.8 (4) 105 -2.1 (3.5) 100% -0.19[-0.46,0.07]

Subtotal *** 113   105   100% -0.19[-0.46,0.07]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.42(P=0.16)  

   

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

7.1.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 -0.6 (2.8) 61 0.2 (2.3) 100% -0.3[-0.66,0.05]

Subtotal *** 60   61   100% -0.3[-0.66,0.05]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.66(P=0.1)  

   

7.1.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 -0.6 (2.8) 60 0 (3.2) 100% -0.2[-0.56,0.16]

Subtotal *** 60   60   100% -0.2[-0.56,0.16]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.08(P=0.28)  

   

7.1.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 315 -2.2 (2.1) 308 -0.8 (2.1) 100% -0.67[-0.83,-0.5]

Subtotal *** 315   308   100% -0.67[-0.83,-0.5]

Heterogeneity: Not applicable  

Test for overall effect: Z=8.09(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 7.2.   Comparison 7 Acupuncture vs. waiting list or other active treatment
controls for knee OA change from baseline analysis, Outcome 2 Function (Time point
equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

7.2.1 Acupuncture vs. waiting list control  

Berman 1999 36 -14.2 (23.8) 37 -0 (0.8) 19% -0.84[-1.32,-0.36]

Witt 2005 145 -23.9 (21.5) 67 -1.4 (14.6) 34.66% -1.15[-1.46,-0.84]

Witt 2006 156 -14.4 (19.6) 146 -0.9 (13.5) 46.33% -0.8[-1.03,-0.56]

Subtotal *** 337   250   100% -0.93[-1.16,-0.69]

Heterogeneity: Tau2=0.02; Chi2=3.27, df=2(P=0.19); I2=38.85%  

Test for overall effect: Z=7.64(P<0.0001)  

   

7.2.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 -10.8 (11.7) 125 -5.3 (10.6) 100% -0.48[-0.72,-0.25]

Subtotal *** 169   125   100% -0.48[-0.72,-0.25]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=4.05(P<0.0001)  

   

7.2.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 -8.2 (11.5) 105 -6.2 (11.4) 100% -0.17[-0.44,0.09]

Subtotal *** 113   105   100% -0.17[-0.44,0.09]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.26(P=0.21)  

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

   

7.2.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 -1.6 (7.8) 61 0.7 (8.2) 100% -0.28[-0.64,0.07]

Subtotal *** 60   61   100% -0.28[-0.64,0.07]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.55(P=0.12)  

   

7.2.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 -1.6 (7.8) 60 -0.5 (9.3) 100% -0.13[-0.49,0.23]

Subtotal *** 60   60   100% -0.13[-0.49,0.23]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.7(P=0.48)  

   

7.2.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 314 -2.1 (2.1) 308 -0.9 (1.9) 100% -0.6[-0.76,-0.44]

Subtotal *** 314   308   100% -0.6[-0.76,-0.44]

Heterogeneity: Not applicable  

Test for overall effect: Z=7.3(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 7.3.   Comparison 7 Acupuncture vs. waiting list or other active treatment
controls for knee OA change from baseline analysis, Outcome 3 Total score (Time point

equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

7.3.1 Acupuncture vs. waiting list control  

Berman 1999 36 -20.6 (34.4) 37 -0.8 (11.1) 17.64% -0.77[-1.25,-0.3]

Witt 2005 145 -24.1 (20.6) 67 -2.1 (14.1) 34.33% -1.17[-1.48,-0.86]

Witt 2006 153 -15.6 (18.7) 143 -1.4 (13) 48.03% -0.87[-1.11,-0.64]

Subtotal *** 334   247   100% -0.96[-1.17,-0.74]

Heterogeneity: Tau2=0.01; Chi2=2.79, df=2(P=0.25); I2=28.23%  

Test for overall effect: Z=8.61(P<0.0001)  

   

7.3.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 -15.2 (15.8) 125 -7.3 (14.2) 100% -0.52[-0.76,-0.29]

Subtotal *** 169   125   100% -0.52[-0.76,-0.29]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.35(P<0.0001)  

   

7.3.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 -11.9 (15.9) 105 -9 (15.5) 100% -0.18[-0.45,0.08]

Subtotal *** 113   105   100% -0.18[-0.45,0.08]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Test for overall effect: Z=1.35(P=0.18)  

   

7.3.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 -2.6 (8.4) 61 0.5 (8.6) 100% -0.37[-0.73,-0.01]

Subtotal *** 60   61   100% -0.37[-0.73,-0.01]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.02(P=0.04)  

   

7.3.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 -2.6 (8.4) 60 -0.8 (10) 100% -0.2[-0.56,0.16]

Subtotal *** 60   60   100% -0.2[-0.56,0.16]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.09(P=0.27)  

   

7.3.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 314 -2.1 (2) 308 -0.9 (1.9) 100% -0.61[-0.78,-0.45]

Subtotal *** 314   308   100% -0.61[-0.78,-0.45]

Heterogeneity: Not applicable  

Test for overall effect: Z=7.48(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 7.4.   Comparison 7 Acupuncture vs. waiting list or other active treatment controls
for knee OA change from baseline analysis, Outcome 4 Pain (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

7.4.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 -3.8 (3.9) 108 -1.7 (3.5) 31.96% -0.56[-0.81,-0.3]

Subtotal *** 142   108   31.96% -0.56[-0.81,-0.3]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.3(P<0.0001)  

   

7.4.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 108 -2.3 (3.6) 105 -2.3 (3.8) 31.22% -0.01[-0.28,0.26]

Subtotal *** 108   105   31.22% -0.01[-0.28,0.26]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.08(P=0.94)  

   

7.4.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 -2.2 (2.1) 306 -1.1 (2.2) 36.83% -0.51[-0.67,-0.35]

Subtotal *** 318   306   36.83% -0.51[-0.67,-0.35]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.28(P<0.0001)  

   

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Total *** 568   519   100% -0.37[-0.68,-0.06]

Heterogeneity: Tau2=0.06; Chi2=11.32, df=2(P=0); I2=82.33%  

Test for overall effect: Z=2.35(P=0.02)  

Test for subgroup differences: Chi2=11.32, df=1 (P=0), I2=82.33%  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 7.5.   Comparison 7 Acupuncture vs. waiting list or other active treatment controls
for knee OA change from baseline analysis, Outcome 5 Function (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

7.5.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 -12.4 (13.3) 108 -7.2 (11.1) 29.33% -0.42[-0.67,-0.17]

Subtotal *** 142   108   29.33% -0.42[-0.67,-0.17]

Heterogeneity: Not applicable  

Test for overall effect: Z=3.27(P=0)  

   

7.5.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 108 -6.2 (12.1) 101 -4.6 (11.4) 27.09% -0.14[-0.41,0.13]

Subtotal *** 108   101   27.09% -0.14[-0.41,0.13]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.01(P=0.31)  

   

7.5.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 -2.1 (2.2) 306 -1.1 (2.1) 43.58% -0.46[-0.62,-0.31]

Subtotal *** 318   306   43.58% -0.46[-0.62,-0.31]

Heterogeneity: Not applicable  

Test for overall effect: Z=5.72(P<0.0001)  

   

Total *** 568   515   100% -0.36[-0.55,-0.18]

Heterogeneity: Tau2=0.01; Chi2=4.16, df=2(P=0.12); I2=51.91%  

Test for overall effect: Z=3.83(P=0)  

Test for subgroup differences: Chi2=4.16, df=1 (P=0.12), I2=51.91%  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 7.6.   Comparison 7 Acupuncture vs. waiting list or other active treatment controls
for knee OA change from baseline analysis, Outcome 6 Total score (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

7.6.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 -17.7 (17.9) 108 -10 (15) 30.92% -0.46[-0.71,-0.2]

Subtotal *** 142   108   30.92% -0.46[-0.71,-0.2]

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Heterogeneity: Not applicable  

Test for overall effect: Z=3.53(P=0)  

   

7.6.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 108 -9.4 (16) 101 -7.5 (15.6) 29.32% -0.12[-0.39,0.15]

Subtotal *** 108   101   29.32% -0.12[-0.39,0.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.86(P=0.39)  

   

7.6.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 -2.2 (2.1) 306 -1.1 (2.1) 39.76% -0.52[-0.68,-0.36]

Subtotal *** 318   306   39.76% -0.52[-0.68,-0.36]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.42(P<0.0001)  

   

Total *** 568   515   100% -0.38[-0.62,-0.15]

Heterogeneity: Tau2=0.03; Chi2=6.36, df=2(P=0.04); I2=68.57%  

Test for overall effect: Z=3.24(P=0)  

Test for subgroup differences: Chi2=6.36, df=1 (P=0.04), I2=68.57%  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Comparison 8.   Acupuncture vs. waiting list or other active treatment controls for knee OA post-treatment scores
analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

8 1999 Std. Mean Difference (IV,
Random, 95% CI)

-0.60 [-0.84,
-0.36]

1.1 Acupuncture vs. waiting list control 4 622 Std. Mean Difference (IV,
Random, 95% CI)

-1.03 [-1.35,
-0.71]

1.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.51 [-0.74,
-0.27]

1.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.12 [-0.38, 0.15]

1.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.18 [-0.54, 0.18]

1.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.13 [-0.49, 0.23]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 624 Std. Mean Difference (IV,
Random, 95% CI)

-0.60 [-0.76,
-0.44]

2 Function (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

7 1973 Std. Mean Difference (IV,
Random, 95% CI)

-0.58 [-0.87,
-0.30]

2.1 Acupuncture vs. waiting list control 3 597 Std. Mean Difference (IV,
Random, 95% CI)

-1.08 [-1.48,
-0.67]

2.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.52 [-0.75,
-0.28]

2.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

0.00 [-0.26, 0.27]

2.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.21 [-0.56, 0.15]

2.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.05 [-0.41, 0.31]

2.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 623 Std. Mean Difference (IV,
Random, 95% CI)

-0.67 [-0.83,
-0.50]

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

7 1969 Std. Mean Difference (IV,
Random, 95% CI)

-0.58 [-0.85,
-0.30]

3.1 Acupuncture vs. waiting list control 3 593 Std. Mean Difference (IV,
Random, 95% CI)

-1.08 [-1.49,
-0.68]

3.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.53 [-0.77,
-0.30]

3.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.03 [-0.30, 0.24]

3.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.21 [-0.57, 0.15]

3.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.07 [-0.43, 0.28]

3.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 623 Std. Mean Difference (IV,
Random, 95% CI)

-0.57 [-0.73,
-0.41]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

4 Pain (26 weeks after baseline) 3 1088 Std. Mean Difference (IV,
Random, 95% CI)

-0.34 [-0.70, 0.01]

4.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.54 [-0.80,
-0.29]

4.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 213 Std. Mean Difference (IV,
Random, 95% CI)

0.06 [-0.20, 0.33]

4.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 625 Std. Mean Difference (IV,
Random, 95% CI)

-0.52 [-0.68,
-0.36]

5 Function (26 weeks after baseline) 3 1093 Std. Mean Difference (IV,
Random, 95% CI)

-0.34 [-0.64,
-0.04]

5.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.50 [-0.75,
-0.24]

5.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

0.00 [-0.26, 0.27]

5.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 625 Std. Mean Difference (IV,
Random, 95% CI)

-0.50 [-0.66,
-0.34]

6 Total score (26 weeks after baseline) 3 1084 Std. Mean Difference (IV,
Random, 95% CI)

-0.34 [-0.67,
-0.01]

6.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.51 [-0.77,
-0.26]

6.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 209 Std. Mean Difference (IV,
Random, 95% CI)

0.04 [-0.23, 0.31]

6.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 625 Std. Mean Difference (IV,
Random, 95% CI)

-0.51 [-0.67,
-0.35]
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Analysis 8.1.   Comparison 8 Acupuncture vs. waiting list or other active treatment
controls for knee OA post-treatment scores analysis, Outcome 1 Pain (Time point

equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

8.1.1 Acupuncture vs. waiting list control  

Berman 1999 36 5.3 (3.6) 37 9.5 (3.6) 9.12% -1.14[-1.63,-0.64]

Tukmachi 2004 10 4.4 (4.3) 10 12.7 (3.7) 3.55% -1.98[-3.09,-0.87]

Witt 2005 145 24.1 (19.9) 67 44.9 (17.5) 12% -1.08[-1.39,-0.77]

Witt 2006 165 25.3 (22.5) 152 42.7 (23.6) 13.17% -0.75[-0.98,-0.53]

Subtotal *** 356   266   37.84% -1.03[-1.35,-0.71]

Heterogeneity: Tau2=0.06; Chi2=7.33, df=3(P=0.06); I2=59.08%  

Test for overall effect: Z=6.35(P<0.0001)  

   

8.1.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 5.7 (3.4) 125 7.6 (4) 13.08% -0.51[-0.74,-0.27]

Subtotal *** 169   125   13.08% -0.51[-0.74,-0.27]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.22(P<0.0001)  

   

8.1.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 6.4 (4.1) 105 6.9 (4.2) 12.63% -0.12[-0.38,0.15]

Subtotal *** 113   105   12.63% -0.12[-0.38,0.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.85(P=0.4)  

   

8.1.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 9.9 (2.6) 61 10.5 (4) 11.23% -0.18[-0.54,0.18]

Subtotal *** 60   61   11.23% -0.18[-0.54,0.18]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.99(P=0.32)  

   

8.1.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 9.9 (2.6) 60 10.4 (3.8) 11.21% -0.13[-0.49,0.23]

Subtotal *** 60   60   11.21% -0.13[-0.49,0.23]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.71(P=0.48)  

   

8.1.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 315 3.1 (2) 309 4.4 (2.3) 14.01% -0.6[-0.76,-0.44]

Subtotal *** 315   309   14.01% -0.6[-0.76,-0.44]

Heterogeneity: Not applicable  

Test for overall effect: Z=7.36(P<0.0001)  

   

Total *** 1073   926   100% -0.6[-0.84,-0.36]

Heterogeneity: Tau2=0.1; Chi2=46.34, df=8(P<0.0001); I2=82.74%  

Test for overall effect: Z=4.92(P<0.0001)  

Test for subgroup differences: Chi2=39.01, df=1 (P<0.0001), I2=87.18%  

Favors acupuncture 42-4 -2 0 Favors no acup

 

Acupuncture for peripheral joint osteoarthritis (Review)

Copyright © 2010 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

105



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

 

Analysis 8.2.   Comparison 8 Acupuncture vs. waiting list or other active treatment
controls for knee OA post-treatment scores analysis, Outcome 2 Function (Time point

equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

8.2.1 Acupuncture vs. waiting list control  

Berman 1999 36 20.3 (13.3) 37 36.1 (10.6) 10% -1.31[-1.82,-0.8]

Witt 2005 145 26.5 (19.8) 67 50.9 (17.6) 12.44% -1.27[-1.58,-0.95]

Witt 2006 161 27.6 (24.5) 151 46 (24.7) 13.39% -0.75[-0.98,-0.52]

Subtotal *** 342   255   35.83% -1.08[-1.48,-0.67]

Heterogeneity: Tau2=0.1; Chi2=8.83, df=2(P=0.01); I2=77.35%  

Test for overall effect: Z=5.21(P<0.0001)  

   

8.2.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 20.6 (11.1) 125 26.8 (12.9) 13.33% -0.52[-0.75,-0.28]

Subtotal *** 169   125   13.33% -0.52[-0.75,-0.28]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.31(P<0.0001)  

   

8.2.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 22.4 (14.5) 105 22.3 (14.9) 13.01% 0[-0.26,0.27]

Subtotal *** 113   105   13.01% 0[-0.26,0.27]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.02(P=0.98)  

   

8.2.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 34.1 (10.4) 61 36.5 (13.3) 11.91% -0.21[-0.56,0.15]

Subtotal *** 60   61   11.91% -0.21[-0.56,0.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.13(P=0.26)  

   

8.2.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 34.1 (10.4) 60 34.7 (12.6) 11.91% -0.05[-0.41,0.31]

Subtotal *** 60   60   11.91% -0.05[-0.41,0.31]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.27(P=0.78)  

   

8.2.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 314 3.4 (2) 309 4.8 (2.2) 14.01% -0.67[-0.83,-0.5]

Subtotal *** 314   309   14.01% -0.67[-0.83,-0.5]

Heterogeneity: Not applicable  

Test for overall effect: Z=8.08(P<0.0001)  

   

Total *** 1058   915   100% -0.58[-0.87,-0.3]

Heterogeneity: Tau2=0.14; Chi2=60.86, df=7(P<0.0001); I2=88.5%  

Test for overall effect: Z=4(P<0.0001)  

Test for subgroup differences: Chi2=52.03, df=1 (P<0.0001), I2=90.39%  

Favors acupuncture 42-4 -2 0 Favors no acup
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Analysis 8.3.   Comparison 8 Acupuncture vs. waiting list or other active treatment
controls for knee OA post-treatment scores analysis, Outcome 3 Total score (Time point

equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

8.3.1 Acupuncture vs. waiting list control  

Berman 1999 36 28.1 (18) 37 50.1 (14.5) 9.84% -1.34[-1.85,-0.83]

Witt 2005 145 26.5 (19.3) 67 50 (16.7) 12.44% -1.26[-1.58,-0.95]

Witt 2006 160 27.6 (23.9) 148 45.5 (23.8) 13.43% -0.75[-0.98,-0.52]

Subtotal *** 341   252   35.71% -1.08[-1.49,-0.68]

Heterogeneity: Tau2=0.1; Chi2=8.87, df=2(P=0.01); I2=77.44%  

Test for overall effect: Z=5.22(P<0.0001)  

   

8.3.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 29.4 (15.1) 125 38.1 (17.9) 13.39% -0.53[-0.77,-0.3]

Subtotal *** 169   125   13.39% -0.53[-0.77,-0.3]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.42(P<0.0001)  

   

8.3.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 31.8 (19.7) 105 32.4 (20.3) 13.04% -0.03[-0.3,0.24]

Subtotal *** 113   105   13.04% -0.03[-0.3,0.24]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.22(P=0.83)  

   

8.3.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 48.3 (13.5) 61 51.6 (17.8) 11.87% -0.21[-0.57,0.15]

Subtotal *** 60   61   11.87% -0.21[-0.57,0.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.15(P=0.25)  

   

8.3.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 48.3 (13.5) 60 49.4 (17.1) 11.87% -0.07[-0.43,0.28]

Subtotal *** 60   60   11.87% -0.07[-0.43,0.28]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.41(P=0.68)  

   

8.3.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 314 3.4 (2) 309 4.6 (2.2) 14.13% -0.57[-0.73,-0.41]

Subtotal *** 314   309   14.13% -0.57[-0.73,-0.41]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.98(P<0.0001)  

   

Total *** 1057   912   100% -0.58[-0.85,-0.3]

Heterogeneity: Tau2=0.13; Chi2=56.89, df=7(P<0.0001); I2=87.69%  

Test for overall effect: Z=4.11(P<0.0001)  

Test for subgroup differences: Chi2=48.02, df=1 (P<0.0001), I2=89.59%  

Favors acupuncture 42-4 -2 0 Favors no acup
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Analysis 8.4.   Comparison 8 Acupuncture vs. waiting list or other active treatment controls
for knee OA post-treatment scores analysis, Outcome 4 Pain (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

8.4.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 4.9 (3.5) 108 6.9 (4) 32.32% -0.54[-0.8,-0.29]

Subtotal *** 142   108   32.32% -0.54[-0.8,-0.29]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.18(P<0.0001)  

   

8.4.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 108 7.1 (4.4) 105 6.8 (4.5) 31.73% 0.06[-0.2,0.33]

Subtotal *** 108   105   31.73% 0.06[-0.2,0.33]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.47(P=0.64)  

   

8.4.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 3 (2) 307 4.1 (2.2) 35.95% -0.52[-0.68,-0.36]

Subtotal *** 318   307   35.95% -0.52[-0.68,-0.36]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.43(P<0.0001)  

   

Total *** 568   520   100% -0.34[-0.7,0.01]

Heterogeneity: Tau2=0.09; Chi2=14.99, df=2(P=0); I2=86.66%  

Test for overall effect: Z=1.89(P=0.06)  

Test for subgroup differences: Chi2=14.99, df=1 (P=0), I2=86.66%  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 8.5.   Comparison 8 Acupuncture vs. waiting list or other active treatment controls
for knee OA post-treatment scores analysis, Outcome 5 Function (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

8.5.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 18 (11.5) 108 24.1 (12.8) 31.86% -0.5[-0.75,-0.24]

Subtotal *** 142   108   31.86% -0.5[-0.75,-0.24]

Heterogeneity: Not applicable  

Test for overall effect: Z=3.85(P=0)  

   

8.5.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 22.4 (14.5) 105 22.3 (14.9) 31.21% 0[-0.26,0.27]

Subtotal *** 113   105   31.21% 0[-0.26,0.27]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.02(P=0.98)  

   

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

8.5.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 3.4 (2.1) 307 4.5 (2.3) 36.93% -0.5[-0.66,-0.34]

Subtotal *** 318   307   36.93% -0.5[-0.66,-0.34]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.14(P<0.0001)  

   

Total *** 573   520   100% -0.34[-0.64,-0.04]

Heterogeneity: Tau2=0.06; Chi2=10.9, df=2(P=0); I2=81.65%  

Test for overall effect: Z=2.22(P=0.03)  

Test for subgroup differences: Chi2=10.9, df=1 (P=0), I2=81.65%  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 8.6.   Comparison 8 Acupuncture vs. waiting list or other active treatment controls
for knee OA post-treatment scores analysis, Outcome 6 Total score (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

8.6.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 25.7 (15.7) 108 34.3 (17.7) 32.2% -0.51[-0.77,-0.26]

Subtotal *** 142   108   32.2% -0.51[-0.77,-0.26]

Heterogeneity: Not applicable  

Test for overall effect: Z=3.96(P<0.0001)  

   

8.6.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 108 35.3 (21.7) 101 34.4 (21.4) 31.37% 0.04[-0.23,0.31]

Subtotal *** 108   101   31.37% 0.04[-0.23,0.31]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.3(P=0.76)  

   

8.6.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 3.3 (2.1) 307 4.4 (2.2) 36.43% -0.51[-0.67,-0.35]

Subtotal *** 318   307   36.43% -0.51[-0.67,-0.35]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.29(P<0.0001)  

   

Total *** 568   516   100% -0.34[-0.67,-0.01]

Heterogeneity: Tau2=0.07; Chi2=12.81, df=2(P=0); I2=84.39%  

Test for overall effect: Z=2.01(P=0.04)  

Test for subgroup differences: Chi2=12.81, df=1 (P=0), I2=84.39%  

Favors acupuncture 42-4 -2 0 Favors no acup
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Comparison 9.   Acupuncture vs. waiting list or other active treatment controls for hip OA post-treatment scores
analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

1   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

1.1 Acupuncture vs. waiting list control 1 75 Std. Mean Difference (IV,
Random, 95% CI)

-1.64 [-2.17,
-1.11]

2 Function (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

1   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

2.1 Acupuncture vs. waiting list control 1 75 Std. Mean Difference (IV,
Random, 95% CI)

-1.57 [-2.09,
-1.04]

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

2   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

3.1 Acupuncture vs. waiting list control 1 75 Std. Mean Difference (IV,
Random, 95% CI)

-1.62 [-2.15,
-1.09]

3.2 Acupuncture vs. supervised exercise
alone

1 28 Std. Mean Difference (IV,
Random, 95% CI)

-0.54 [-1.30, 0.22]

 
 

Analysis 9.1.   Comparison 9 Acupuncture vs. waiting list or other active treatment
controls for hip OA post-treatment scores analysis, Outcome 1 Pain (Time point

equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

9.1.1 Acupuncture vs. waiting list control  

Witt 2006 43 26.3 (14.4) 32 49.2 (13) 100% -1.64[-2.17,-1.11]

Subtotal *** 43   32   100% -1.64[-2.17,-1.11]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.04(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup
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Analysis 9.2.   Comparison 9 Acupuncture vs. waiting list or other active treatment
controls for hip OA post-treatment scores analysis, Outcome 2 Function (Time point
equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

9.2.1 Acupuncture vs. waiting list control  

Witt 2006 43 30.2 (12.5) 32 49.2 (11.3) 100% -1.57[-2.09,-1.04]

Subtotal *** 43   32   100% -1.57[-2.09,-1.04]

Heterogeneity: Not applicable  

Test for overall effect: Z=5.85(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 9.3.   Comparison 9 Acupuncture vs. waiting list or other active treatment
controls for hip OA post-treatment scores analysis, Outcome 3 Total score (Time point

equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

9.3.1 Acupuncture vs. waiting list control  

Witt 2006 43 30.1 (12.5) 32 49.7 (11.3) 100% -1.62[-2.15,-1.09]

Subtotal *** 43   32   100% -1.62[-2.15,-1.09]

Heterogeneity: Not applicable  

Test for overall effect: Z=5.99(P<0.0001)  

   

9.3.2 Acupuncture vs. supervised exercise alone  

Haslam 2001 16 696 (248) 12 831 (235) 100% -0.54[-1.3,0.22]

Subtotal *** 16   12   100% -0.54[-1.3,0.22]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.39(P=0.17)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Comparison 10.   Acupuncture vs. waiting list or other active treatment controls for peripheral joint OA change from
baseline analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

8   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

1.1 Acupuncture vs. waiting list control 4 884 Std. Mean Difference (IV,
Random, 95% CI)

-0.96 [-1.19,
-0.72]

1.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.53 [-0.76,
-0.29]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.19 [-0.46, 0.07]

1.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.30 [-0.66, 0.05]

1.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.20 [-0.56, 0.16]

1.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 623 Std. Mean Difference (IV,
Random, 95% CI)

-0.67 [-0.83,
-0.50]

2 Function (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

7   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

2.1 Acupuncture vs. waiting list control 3 864 Std. Mean Difference (IV,
Random, 95% CI)

-0.89 [-1.18,
-0.60]

2.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.48 [-0.72,
-0.25]

2.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.17 [-0.44, 0.09]

2.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.28 [-0.64, 0.07]

2.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.13 [-0.49, 0.23]

2.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 622 Std. Mean Difference (IV,
Random, 95% CI)

-0.60 [-0.76,
-0.44]

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

7   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

3.1 Acupuncture vs. waiting list control 3 864 Std. Mean Difference (IV,
Random, 95% CI)

-0.92 [-1.16,
-0.67]

3.2 Acupuncture vs. supervised os-
teoarthritis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.52 [-0.76,
-0.29]

3.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.18 [-0.45, 0.08]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

cise based physiotherapy program alone
(no adjuvant acupuncture)

3.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.37 [-0.73,
-0.01]

3.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.20 [-0.56, 0.16]

3.6 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 622 Std. Mean Difference (IV,
Random, 95% CI)

-0.61 [-0.78,
-0.45]

4 Pain (26 weeks after baseline) 3 1087 Std. Mean Difference (IV,
Random, 95% CI)

-0.37 [-0.68,
-0.06]

4.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.56 [-0.81,
-0.30]

4.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 213 Std. Mean Difference (IV,
Random, 95% CI)

-0.01 [-0.28, 0.26]

4.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 624 Std. Mean Difference (IV,
Random, 95% CI)

-0.51 [-0.67,
-0.35]

5 Function (26 weeks after baseline) 3 1083 Std. Mean Difference (IV,
Random, 95% CI)

-0.36 [-0.55,
-0.18]

5.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.42 [-0.67,
-0.17]

5.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 209 Std. Mean Difference (IV,
Random, 95% CI)

-0.14 [-0.41, 0.13]

5.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 624 Std. Mean Difference (IV,
Random, 95% CI)

-0.46 [-0.62,
-0.31]

6 Total score (26 weeks after baseline) 3 1083 Std. Mean Difference (IV,
Random, 95% CI)

-0.38 [-0.62,
-0.15]

6.1 Acupuncture vs. supervised os-
teoarthritis education

1 250 Std. Mean Difference (IV,
Random, 95% CI)

-0.46 [-0.71,
-0.20]

6.2 Acupuncture as an adjunct to exercise
based physiotherapy program (including
supervised plus home exercises) vs exer-
cise based physiotherapy program alone
(no adjuvant acupuncture)

1 209 Std. Mean Difference (IV,
Random, 95% CI)

-0.12 [-0.39, 0.15]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

6.3 Acupuncture vs. physician consulta-
tions (with a physiotherapy co-interven-
tion)

1 624 Std. Mean Difference (IV,
Random, 95% CI)

-0.52 [-0.68,
-0.36]

 
 

Analysis 10.1.   Comparison 10 Acupuncture vs. waiting list or other active treatment
controls for peripheral joint OA change from baseline analysis, Outcome 1 Pain (Time

point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture No acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

10.1.1 Acupuncture vs. waiting list control  

Berman 1999 36 -4.2 (7.1) 37 -0.3 (2.7) 17.72% -0.73[-1.2,-0.25]

Tukmachi 2004 10 -7.8 (5.2) 10 0.1 (0.1) 4.04% -2.07[-3.21,-0.94]

Witt 2005 145 -25.4 (21.3) 67 -5.2 (15.2) 30.65% -1.03[-1.33,-0.72]

Witt 2006 300 -21.2 (21) 279 -2.3 (20.8) 47.6% -0.9[-1.08,-0.73]

Subtotal *** 491   393   100% -0.96[-1.19,-0.72]

Heterogeneity: Tau2=0.02; Chi2=5.09, df=3(P=0.17); I2=41.06%  

Test for overall effect: Z=7.98(P<0.0001)  

   

10.1.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 -3.1 (3.8) 125 -1.2 (3.4) 100% -0.53[-0.76,-0.29]

Subtotal *** 169   125   100% -0.53[-0.76,-0.29]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.4(P<0.0001)  

   

10.1.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 -2.8 (4) 105 -2.1 (3.5) 100% -0.19[-0.46,0.07]

Subtotal *** 113   105   100% -0.19[-0.46,0.07]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.42(P=0.16)  

   

10.1.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 -0.6 (2.8) 61 0.2 (2.3) 100% -0.3[-0.66,0.05]

Subtotal *** 60   61   100% -0.3[-0.66,0.05]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.66(P=0.1)  

   

10.1.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 -0.6 (2.8) 60 0 (3.2) 100% -0.2[-0.56,0.16]

Subtotal *** 60   60   100% -0.2[-0.56,0.16]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.08(P=0.28)  

   

10.1.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 315 -2.2 (2.1) 308 -0.8 (2.1) 100% -0.67[-0.83,-0.5]

Subtotal *** 315   308   100% -0.67[-0.83,-0.5]

Favors acupuncture 42-4 -2 0 Favors no acup

Acupuncture for peripheral joint osteoarthritis (Review)

Copyright © 2010 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

114



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Study or subgroup Acupuncture No acupuncture Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Heterogeneity: Not applicable  

Test for overall effect: Z=8.09(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 10.2.   Comparison 10 Acupuncture vs. waiting list or other active treatment
controls for peripheral joint OA change from baseline analysis, Outcome 2 Function (Time
point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

10.2.1 Acupuncture vs. waiting list control  

Berman 1999 36 -14.2 (23.8) 37 -0 (0.8) 21.55% -0.84[-1.32,-0.36]

Witt 2005 145 -23.9 (21.5) 67 -1.4 (14.6) 33.1% -1.15[-1.46,-0.84]

Witt 2006 300 -16.5 (21.9) 279 -0.6 (21.8) 45.35% -0.73[-0.9,-0.56]

Subtotal *** 481   383   100% -0.89[-1.18,-0.6]

Heterogeneity: Tau2=0.04; Chi2=5.49, df=2(P=0.06); I2=63.6%  

Test for overall effect: Z=6.06(P<0.0001)  

   

10.2.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 -10.8 (11.7) 125 -5.3 (10.6) 100% -0.48[-0.72,-0.25]

Subtotal *** 169   125   100% -0.48[-0.72,-0.25]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=4.05(P<0.0001)  

   

10.2.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 -8.2 (11.5) 105 -6.2 (11.4) 100% -0.17[-0.44,0.09]

Subtotal *** 113   105   100% -0.17[-0.44,0.09]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.26(P=0.21)  

   

10.2.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 -1.6 (7.8) 61 0.7 (8.2) 100% -0.28[-0.64,0.07]

Subtotal *** 60   61   100% -0.28[-0.64,0.07]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.55(P=0.12)  

   

10.2.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 -1.6 (7.8) 60 -0.5 (9.3) 100% -0.13[-0.49,0.23]

Subtotal *** 60   60   100% -0.13[-0.49,0.23]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.7(P=0.48)  

   

10.2.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 314 -2.1 (2.1) 308 -0.9 (1.9) 100% -0.6[-0.76,-0.44]

Subtotal *** 314   308   100% -0.6[-0.76,-0.44]

Heterogeneity: Not applicable  

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Test for overall effect: Z=7.3(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 10.3.   Comparison 10 Acupuncture vs. waiting list or other active treatment
controls for peripheral joint OA change from baseline analysis, Outcome 3 Total score (Time

point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

10.3.1 Acupuncture vs. waiting list control  

Berman 1999 36 -20.6 (34.4) 37 -0.8 (11.1) 18.91% -0.77[-1.25,-0.3]

Witt 2005 145 -24.1 (20.6) 67 -2.1 (14.1) 31.83% -1.17[-1.48,-0.86]

Witt 2006 300 -17.7 (21) 279 -0.7 (21) 49.26% -0.81[-0.98,-0.64]

Subtotal *** 481   383   100% -0.92[-1.16,-0.67]

Heterogeneity: Tau2=0.02; Chi2=4.14, df=2(P=0.13); I2=51.71%  

Test for overall effect: Z=7.28(P<0.0001)  

   

10.3.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 -15.2 (15.8) 125 -7.3 (14.2) 100% -0.52[-0.76,-0.29]

Subtotal *** 169   125   100% -0.52[-0.76,-0.29]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.35(P<0.0001)  

   

10.3.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 -11.9 (15.9) 105 -9 (15.5) 100% -0.18[-0.45,0.08]

Subtotal *** 113   105   100% -0.18[-0.45,0.08]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=1.35(P=0.18)  

   

10.3.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 -2.6 (8.4) 61 0.5 (8.6) 100% -0.37[-0.73,-0.01]

Subtotal *** 60   61   100% -0.37[-0.73,-0.01]

Heterogeneity: Not applicable  

Test for overall effect: Z=2.02(P=0.04)  

   

10.3.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 -2.6 (8.4) 60 -0.8 (10) 100% -0.2[-0.56,0.16]

Subtotal *** 60   60   100% -0.2[-0.56,0.16]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.09(P=0.27)  

   

10.3.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 314 -2.1 (2) 308 -0.9 (1.9) 100% -0.61[-0.78,-0.45]

Subtotal *** 314   308   100% -0.61[-0.78,-0.45]

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Heterogeneity: Not applicable  

Test for overall effect: Z=7.48(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 10.4.   Comparison 10 Acupuncture vs. waiting list or other active treatment controls
for peripheral joint OA change from baseline analysis, Outcome 4 Pain (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

10.4.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 -3.8 (3.9) 108 -1.7 (3.5) 31.96% -0.56[-0.81,-0.3]

Subtotal *** 142   108   31.96% -0.56[-0.81,-0.3]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.3(P<0.0001)  

   

10.4.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 108 -2.3 (3.6) 105 -2.3 (3.8) 31.22% -0.01[-0.28,0.26]

Subtotal *** 108   105   31.22% -0.01[-0.28,0.26]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.08(P=0.94)  

   

10.4.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 -2.2 (2.1) 306 -1.1 (2.2) 36.83% -0.51[-0.67,-0.35]

Subtotal *** 318   306   36.83% -0.51[-0.67,-0.35]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.28(P<0.0001)  

   

Total *** 568   519   100% -0.37[-0.68,-0.06]

Heterogeneity: Tau2=0.06; Chi2=11.32, df=2(P=0); I2=82.33%  

Test for overall effect: Z=2.35(P=0.02)  

Test for subgroup differences: Chi2=11.32, df=1 (P=0), I2=82.33%  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 10.5.   Comparison 10 Acupuncture vs. waiting list or other active treatment controls for
peripheral joint OA change from baseline analysis, Outcome 5 Function (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

10.5.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 -12.4 (13.3) 108 -7.2 (11.1) 29.33% -0.42[-0.67,-0.17]

Subtotal *** 142   108   29.33% -0.42[-0.67,-0.17]

Heterogeneity: Not applicable  

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Test for overall effect: Z=3.27(P=0)  

   

10.5.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 108 -6.2 (12.1) 101 -4.6 (11.4) 27.09% -0.14[-0.41,0.13]

Subtotal *** 108   101   27.09% -0.14[-0.41,0.13]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.01(P=0.31)  

   

10.5.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 -2.1 (2.2) 306 -1.1 (2.1) 43.58% -0.46[-0.62,-0.31]

Subtotal *** 318   306   43.58% -0.46[-0.62,-0.31]

Heterogeneity: Not applicable  

Test for overall effect: Z=5.72(P<0.0001)  

   

Total *** 568   515   100% -0.36[-0.55,-0.18]

Heterogeneity: Tau2=0.01; Chi2=4.16, df=2(P=0.12); I2=51.91%  

Test for overall effect: Z=3.83(P=0)  

Test for subgroup differences: Chi2=4.16, df=1 (P=0.12), I2=51.91%  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 10.6.   Comparison 10 Acupuncture vs. waiting list or other active treatment controls for
peripheral joint OA change from baseline analysis, Outcome 6 Total score (26 weeks a7er baseline).

Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

10.6.1 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 142 -17.7 (17.9) 108 -10 (15) 30.92% -0.46[-0.71,-0.2]

Subtotal *** 142   108   30.92% -0.46[-0.71,-0.2]

Heterogeneity: Not applicable  

Test for overall effect: Z=3.53(P=0)  

   

10.6.2 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 108 -9.4 (16) 101 -7.5 (15.6) 29.32% -0.12[-0.39,0.15]

Subtotal *** 108   101   29.32% -0.12[-0.39,0.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.86(P=0.39)  

   

10.6.3 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 318 -2.2 (2.1) 306 -1.1 (2.1) 39.76% -0.52[-0.68,-0.36]

Subtotal *** 318   306   39.76% -0.52[-0.68,-0.36]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.42(P<0.0001)  

   

Total *** 568   515   100% -0.38[-0.62,-0.15]

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Other active treat-
ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Heterogeneity: Tau2=0.03; Chi2=6.36, df=2(P=0.04); I2=68.57%  

Test for overall effect: Z=3.24(P=0)  

Test for subgroup differences: Chi2=6.36, df=1 (P=0.04), I2=68.57%  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Comparison 11.   Acupuncture vs. waiting list or other active treatment controls for peripheral joint OA post-
treatment scores analysis

Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

1 Pain (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

8   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

1.1 Acupuncture vs. waiting list control 4 884 Std. Mean Difference (IV,
Random, 95% CI)

-1.05 [-1.20,
-0.91]

1.2 Acupuncture vs. supervised osteoarthri-
tis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.51 [-0.74,
-0.27]

1.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including su-
pervised plus home exercises) vs exercise
based physiotherapy program alone (no ad-
juvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.12 [-0.38, 0.15]

1.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.18 [-0.54, 0.18]

1.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.13 [-0.49, 0.23]

1.6 Acupuncture vs. physician consultations
(with a physiotherapy co-intervention)

1 624 Std. Mean Difference (IV,
Random, 95% CI)

-0.60 [-0.76,
-0.44]

2 Function (Time point equal to or less than
three months and closest to eight weeks
post-randomization)

7   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

2.1 Acupuncture vs. waiting list control 3 864 Std. Mean Difference (IV,
Random, 95% CI)

-1.12 [-1.38,
-0.86]

2.2 Acupuncture vs. supervised osteoarthri-
tis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.52 [-0.75,
-0.28]

2.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including su-
pervised plus home exercises) vs exercise
based physiotherapy program alone (no ad-
juvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

0.00 [-0.26, 0.27]
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Outcome or subgroup title No. of studies No. of partici-
pants

Statistical method Effect size

2.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.21 [-0.56, 0.15]

2.5 Acupuncture vs. supervised exercise
alone

1 120 Std. Mean Difference (IV,
Random, 95% CI)

-0.05 [-0.41, 0.31]

2.6 Acupuncture vs. physician consultations
(with a physiotherapy co-intervention)

1 623 Std. Mean Difference (IV,
Random, 95% CI)

-0.67 [-0.83,
-0.50]

3 Total score (Time point equal to or less
than three months and closest to eight
weeks post-randomization)

8   Std. Mean Difference (IV,
Random, 95% CI)

Subtotals only

3.1 Acupuncture vs. waiting list control 3 864 Std. Mean Difference (IV,
Random, 95% CI)

-1.13 [-1.37,
-0.89]

3.2 Acupuncture vs. supervised osteoarthri-
tis education

1 294 Std. Mean Difference (IV,
Random, 95% CI)

-0.53 [-0.77,
-0.30]

3.3 Acupuncture as an adjunct to exercise
based physiotherapy program (including su-
pervised plus home exercises) vs exercise
based physiotherapy program alone (no ad-
juvant acupuncture)

1 218 Std. Mean Difference (IV,
Random, 95% CI)

-0.03 [-0.30, 0.24]

3.4 Acupuncture vs. home exercises/advice
leaflet alone

1 121 Std. Mean Difference (IV,
Random, 95% CI)

-0.21 [-0.57, 0.15]

3.5 Acupuncture vs. supervised exercise
alone

2 148 Std. Mean Difference (IV,
Random, 95% CI)

-0.18 [-0.56, 0.20]

3.6 Acupuncture vs. physician consultations
(with a physiotherapy co-intervention)

1 623 Std. Mean Difference (IV,
Random, 95% CI)

-0.57 [-0.73,
-0.41]

 
 

Analysis 11.1.   Comparison 11 Acupuncture vs. waiting list or other active treatment
controls for peripheral joint OA post-treatment scores analysis, Outcome 1 Pain (Time

point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

11.1.1 Acupuncture vs. waiting list control  

Berman 1999 36 5.3 (3.6) 37 9.5 (3.6) 8.81% -1.14[-1.63,-0.64]

Tukmachi 2004 10 4.4 (4.3) 10 12.7 (3.7) 1.77% -1.98[-3.09,-0.87]

Witt 2005 145 24.1 (19.9) 67 44.9 (17.5) 22.51% -1.08[-1.39,-0.77]

Witt 2006 300 27.3 (17.6) 279 45.6 (18.7) 66.91% -1.01[-1.18,-0.84]

Subtotal *** 491   393   100% -1.05[-1.2,-0.91]

Heterogeneity: Tau2=0; Chi2=3.07, df=3(P=0.38); I2=2.15%  

Test for overall effect: Z=13.94(P<0.0001)  

   

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

11.1.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 5.7 (3.4) 125 7.6 (4) 100% -0.51[-0.74,-0.27]

Subtotal *** 169   125   100% -0.51[-0.74,-0.27]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.22(P<0.0001)  

   

11.1.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 6.4 (4.1) 105 6.9 (4.2) 100% -0.12[-0.38,0.15]

Subtotal *** 113   105   100% -0.12[-0.38,0.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.85(P=0.4)  

   

11.1.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 9.9 (2.6) 61 10.5 (4) 100% -0.18[-0.54,0.18]

Subtotal *** 60   61   100% -0.18[-0.54,0.18]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.99(P=0.32)  

   

11.1.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 9.9 (2.6) 60 10.4 (3.8) 100% -0.13[-0.49,0.23]

Subtotal *** 60   60   100% -0.13[-0.49,0.23]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.71(P=0.48)  

   

11.1.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 315 3.1 (2) 309 4.4 (2.3) 100% -0.6[-0.76,-0.44]

Subtotal *** 315   309   100% -0.6[-0.76,-0.44]

Heterogeneity: Not applicable  

Test for overall effect: Z=7.36(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 11.2.   Comparison 11 Acupuncture vs. waiting list or other active treatment
controls for peripheral joint OA post-treatment scores analysis, Outcome 2 Function (Time
point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

11.2.1 Acupuncture vs. waiting list control  

Berman 1999 36 20.3 (13.3) 37 36.1 (10.6) 18.54% -1.31[-1.82,-0.8]

Witt 2005 145 26.5 (19.8) 67 50.9 (17.6) 32.67% -1.27[-1.58,-0.95]

Witt 2006 300 30.8 (17.6) 279 47.1 (17) 48.8% -0.94[-1.11,-0.77]

Subtotal *** 481   383   100% -1.12[-1.38,-0.86]

Heterogeneity: Tau2=0.03; Chi2=4.37, df=2(P=0.11); I2=54.25%  

Test for overall effect: Z=8.37(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

Acupuncture for peripheral joint osteoarthritis (Review)

Copyright © 2010 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

121



Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

 
 

Cochrane Database of Systematic Reviews

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

   

11.2.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 20.6 (11.1) 125 26.8 (12.9) 100% -0.52[-0.75,-0.28]

Subtotal *** 169   125   100% -0.52[-0.75,-0.28]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.31(P<0.0001)  

   

11.2.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 22.4 (14.5) 105 22.3 (14.9) 100% 0[-0.26,0.27]

Subtotal *** 113   105   100% 0[-0.26,0.27]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.02(P=0.98)  

   

11.2.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 34.1 (10.4) 61 36.5 (13.3) 100% -0.21[-0.56,0.15]

Subtotal *** 60   61   100% -0.21[-0.56,0.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.13(P=0.26)  

   

11.2.5 Acupuncture vs. supervised exercise alone  

Williamson 2007 60 34.1 (10.4) 60 34.7 (12.6) 100% -0.05[-0.41,0.31]

Subtotal *** 60   60   100% -0.05[-0.41,0.31]

Heterogeneity: Not applicable  

Test for overall effect: Z=0.27(P=0.78)  

   

11.2.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 314 3.4 (2) 309 4.8 (2.2) 100% -0.67[-0.83,-0.5]

Subtotal *** 314   309   100% -0.67[-0.83,-0.5]

Heterogeneity: Not applicable  

Test for overall effect: Z=8.08(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 
 

Analysis 11.3.   Comparison 11 Acupuncture vs. waiting list or other active treatment
controls for peripheral joint OA post-treatment scores analysis, Outcome 3 Total score (Time

point equal to or less than three months and closest to eight weeks post-randomization).

Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

11.3.1 Acupuncture vs. waiting list control  

Berman 1999 36 28.1 (18) 37 50.1 (14.5) 16.88% -1.34[-1.85,-0.83]

Witt 2005 145 26.5 (19.3) 67 50 (16.7) 31.87% -1.26[-1.58,-0.95]

Witt 2006 300 30.5 (17.6) 279 47.3 (17) 51.26% -0.97[-1.14,-0.8]

Subtotal *** 481   383   100% -1.13[-1.37,-0.89]

Heterogeneity: Tau2=0.02; Chi2=3.79, df=2(P=0.15); I2=47.17%  

Favors acupuncture 42-4 -2 0 Favors no acup
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Study or subgroup Acupuncture Waiting list or
other active treat-

ment controls

Std. Mean Difference Weight Std. Mean Difference

  N Mean(SD) N Mean(SD) Random, 95% CI   Random, 95% CI

Test for overall effect: Z=9.16(P<0.0001)  

   

11.3.2 Acupuncture vs. supervised osteoarthritis education  

Berman 2004 169 29.4 (15.1) 125 38.1 (17.9) 100% -0.53[-0.77,-0.3]

Subtotal *** 169   125   100% -0.53[-0.77,-0.3]

Heterogeneity: Not applicable  

Test for overall effect: Z=4.42(P<0.0001)  

   

11.3.3 Acupuncture as an adjunct to exercise based physiotherapy program (in-
cluding supervised plus home exercises) vs exercise based physiotherapy pro-
gram alone (no adjuvant acupuncture)

 

Foster 2007 113 31.8 (19.7) 105 32.4 (20.3) 100% -0.03[-0.3,0.24]

Subtotal *** 113   105   100% -0.03[-0.3,0.24]

Heterogeneity: Tau2=0; Chi2=0, df=0(P<0.0001); I2=100%  

Test for overall effect: Z=0.22(P=0.83)  

   

11.3.4 Acupuncture vs. home exercises/advice leaflet alone  

Williamson 2007 60 48.3 (13.5) 61 51.6 (17.8) 100% -0.21[-0.57,0.15]

Subtotal *** 60   61   100% -0.21[-0.57,0.15]

Heterogeneity: Not applicable  

Test for overall effect: Z=1.15(P=0.25)  

   

11.3.5 Acupuncture vs. supervised exercise alone  

Haslam 2001 16 696 (248) 12 831 (235) 22.72% -0.54[-1.3,0.22]

Williamson 2007 60 48.3 (13.5) 60 49.4 (17.1) 77.28% -0.07[-0.43,0.28]

Subtotal *** 76   72   100% -0.18[-0.56,0.2]

Heterogeneity: Tau2=0.02; Chi2=1.17, df=1(P=0.28); I2=14.73%  

Test for overall effect: Z=0.92(P=0.36)  

   

11.3.6 Acupuncture vs. physician consultations (with a physiotherapy co-inter-
vention)

 

Scharf 2006 314 3.4 (2) 309 4.6 (2.2) 100% -0.57[-0.73,-0.41]

Subtotal *** 314   309   100% -0.57[-0.73,-0.41]

Heterogeneity: Not applicable  

Test for overall effect: Z=6.98(P<0.0001)  

Favors acupuncture 42-4 -2 0 Favors no acup

 

 

A D D I T I O N A L   T A B L E S
 

MEDLINE (OVID) and Central (OVID)* EMBASE (OVID)

1. Acupuncture/ or acupuncture.mp. 
2. acupuncture therapy.mp. or exp Acupuncture Therapy/ 
3. auriculotherapy.mp. [mp=title, original title, abstract, name of substance
word, subject heading word] 
4. electroacupuncture/ or electroacupuncture.mp. [mp=title, original title, ab-
stract, name of substance word, subject heading word] 
5. moxibustion/ or moxibustion.mp. [mp=title, original title, abstract, name of
substance word, subject heading word] 

1. exp ACUPUNCTURE/ or acupuncture.mp. 
2. exp Acupuncture Analgesia/ 
3. auriculotherapy.mp. 
4. electroacupuncture.mp. or ELEC-
TROACUPUNCTURE/ 
5. moxibustion.mp. 
6. traditional medicine.mp. or exp Traditional
Medicine/ 

Table 1.   Search strategies 
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6. medicine, oriental traditional/ or medicine, chinese traditional/ 
7. Oriental Traditional Medicine.mp. [mp=title, original title, abstract, name of
substance word, subject heading word] 
8. Chinese traditional medicine.mp. [mp=title, original title, abstract, name of
substance word, subject heading word] 
9. or/1-8 
10. arthritis.mp. [mp=title, original title, abstract, name of substance word, sub-
ject heading word] 
11. arthritis/ or exp osteoarthritis/ 
12. osteoarthritis.mp. [mp=title, original title, abstract, name of substance
word, subject heading word] 
13. joint diseases/ or arthralgia/ 
14. (joint pain or chronic joint symptoms or gonarthrosis or osteoarthrosis
or ostoarthrosis or degenerative arthritis or joint diseases or arthralgia).mp.
[mp=title, original title, abstract, name of substance word, subject heading
word] 
15. or/10-14 
16. clinical trial.pt. 
17. randomized.ab. or randomized controlled trial.pt. or controlled clinical tri-
al.pt. 
18. placebo.ab. 
19. exp clinical trials/ 
20. randomly.ab. 
21. trial.ti. 
22. or/16-21 
23. animals/ 
24. humans/ 
25. 23 not (23 and 24) 
26. 22 not 25 
27. 9 and 15 and 26

7. 1 or 2 or 3 or 4 or 5 or 6 
8. arthritis.mp. [mp=title, original title, abstract,
name of substance word, subject heading word] 
9. arthritis/ or exp osteoarthritis/ 
10. osteoarthritis.mp. [mp=title, original title, ab-
stract, name of substance word, subject heading
word] 
11. (joint diseases or arthralgia or joint pain or
chronic joint symptoms or gonarthrosis or os-
teoarthrosis or ostoarthrosis or degenerative
arthritis).mp. [mp=title, original title, abstract,
name of substance word, subject heading word] 
12. or/8-11 
13. exp clinical trial/ 
14. exp randomized controlled trial/ 
15. randomized.ab. 
16. placebo.ab. 
17. ct.fs. 
18. randomly.ab. 
19. trial.ti. 
20. or/13-19 
21. exp animal/ 
22. human/ 
23. 21 not (21 and 22) 
24. 20 not 23 
25. 7 and 12 and 24

Table 1.   Search strategies  (Continued)

*Note: Cochrane CENTRAL, Issue 1, 2008 was searched through EBM Reviews (OVID). The strategy used is identical to that used to search
MEDLINE (OVID).
 
 

Study Choice of
acupoints

Number of
sessions

Needling
technique

Experience Control Group Guess of
study

Berman
1999

Adequate Adequate Adequate Adequate† No sham/placebo acupuncture was used.
Patients were not blinded.

Berman
1999

Berman
2004

Adequate Adequate Adequate Adequate Sham/placebo‡ Berman
2004

Christensen
1992

Adequate Inadequate
(6 treat-
ments in
3 weeks is
too few and
course is
too short.)

Adequate Don't know
(Not stated)

No appropriate sham/placebo interven-
tion.

Uncertain

Fink 2001 Adequate Adequate Adequate Don't know
§

The insertion sham acupuncture with
same number of points and same depths
and was 5cm away from the "real points".
This technique may cause non-specific en-
dorphin release which has some effect on

Don't know

Table 2.   Assessments of adequacy of acupuncture and control protocols* 
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pain. And the sham points stimulated are
also probably located at the Twelve muscle
region and twelve Cutaneous region where
Qi and Blood are distributed.

Foster 2007 Adequate Inadequate
(Too few
treatments
and too
short a
course)

Adequate Don't know
(No de-
scription
on the
training
and experi-
ence of the
"therapist")

Non-insertion sham control was used and
seems appropriate. The sham procedure
may have had a physiological effect, in-
cluding an acupressure massage effect, be-
cause the sham devices were placed and
leG at the true acupuncture points. This is
suggested by the fact that the de qi sen-
sation was reported at least once for 55%
of patients receiving the non-penetrating
acupuncture.

Don't know

Haslam
2001

Adequate Inadequate Adequate Don't know
‖

No sham control. Don't know

Molsberger
1994

Adequate Adequate Adequate Don't know
(No qual-
ification
of the
acupunc-
turist pro-
vided.)

Needling insertion sham control used. It
may cause some non-specific needling ef-
fect such as DINC effect..

Uncertain

Scharf 2006 Adequate Adequate Adequate Don't know
(Not de-
scribed)

The minimal sham insertion control with-
out stimulation at 10 points at defined dis-
tances from TCA points. It may cause non-
specific needling response such as diffuse
noxious inhibitory control effect; with 315
practices, it is not clear how the principal
investigator could ensure that these mini-
mal sham treatments were properly imple-
mented

One
acupunc-
turist (MH)
is unaware
of this
study or
its results.
The other
acupunc-
turist (LL)
guess this
may be
the Ger-
man Scharf
study, but
not sure.

Sangdee
2002

Adequate Adequate Adequate Don't know
¶

Non-insertion placebo control used.
Dummy patch electrodes on surface of
acupuncture point.

Uncertain

Stener-Vic-
torin 2004

Adequate Adequate Adequate Don't know
**

No sham/placebo acupuncture control. Don't know

Takeda
1994

Adequate Inadequate
††

Adequate Don't know
‡‡

Sham acupuncture (minimal-insertion
sham) was used. The sham points selected
were too close to the real point (one inch
away) and may produce therapeutic effect.
The investigators told the patients in both
groups that they were receiving two dif-
ferent types of acupuncture treatments.

Uncertain

Table 2.   Assessments of adequacy of acupuncture and control protocols*  (Continued)
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Therefore, patients in both group thought
they had received real treatment.

Tukmachi
2004

Adequate Adequate Adequate Don't know
(No men-
tioning of
acupunc-
turist's
training or
certifica-
tions.)

No sham/placebo acupuncture used. Pa-
tients were not blinded.

Uncertain

Vas 2004 Adequate Adequate Adequate Don't know
§§

Non-insertion placebo control used which
seems appropriate

Uncertain

Williamson
2007

Adequate Inadequate Adequate Don't know
‖‖

No sham control. Don't know

Witt 2005 Adequate Adequate Adequate Don't know
¶ ¶

Minimal sham insertion control at non-
acupuncture points was used. As the au-
thors pointed out, this type of intervention
may have a physiological effect. Credibility
of the blinding to treatment was assessed.

Uncertain

Witt 2006 Don't know
***

Don't know
†††

Don't know
‡‡‡

Don't know
¶ ¶

No sham/placebo acupuncture was used.
Patients were not blinded.

Uncertain

Table 2.   Assessments of adequacy of acupuncture and control protocols*  (Continued)

* Acupuncturists assessed acupuncture as adequate in terms of the choice of acupuncture points and needling technique for all trials
except for the Witt 2006 trial, a pragmatic trial for which the point selection and needling technique were entirely at the discretion of the
treating physician.
†The paper did not mention the qualification of the acupuncturist, although the reviewer knows that the acupuncturist was qualified.
‡ Insertion-sham and non-insertion sham combination method was adequately used. Credibility of the blinding to treatment was assessed.
§ No mentioning of the training of physician who carried out the procedure. However, the paper states the physician has sound knowledge
of acupuncture.
‖ The treatments were performed "by the author". No information regarding the training background and practice experience of this author
was provided.
¶ Physician acupuncturist who received acupuncture training in the People's Republic of China. It is too vague to tell the training
background. It is not clear whether he or she had full extensive acupuncture training or just a short training course designed for physicians.
** The authors reported that "experienced physiotherapists" performed treatments but the acupuncture training and experience of these
physiotherapists was not reported.
†† The frequency of 3 times per week is adequate, but the length of 3 weeks might be too short for the given condition of OA.
‡‡ A physical therapist trained in acupuncture, but no length of the training and no length of the number of years of acupuncture practice
was reported.
§§ "A doctor specialising in acupuncture accredited by the Beijing University of Medical Sciences in China." The criteria for accreditation
by that university is not clear.
‖‖The treatments were performed "by a senior physiotherapist experienced in musculoskeletal acupuncture." It is not known how the
physiotherapist trained in acupuncture.
¶ ¶ Physician acupuncturists trained at least 140 hours. The training requirement is low.
*** Acupuncture point selection was at the discretion of the physicians. No point selection was described.
††† 15 treatments within 3 months, but not known how frequent the treatments were given.
‡‡‡ Not described. 140 hour training many not be suNicient to have good needling techniques.
 
 

Quality items Scoring of item Notes about scoring

A. Was the method of
randomization ade-

A random (unpredictable) assignment sequence. Examples of ade-
quate methods are computer generated random number table and

 

Table 3.   Cochrane Back Review Group Quality Items 
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quate? Yes/No/Don't
know

use of sealed opaque envelopes. Methods of allocation using date of
birth, date of admission, hospital numbers, or alternation should not
be regarded as appropriate.

B. Was the treatment
allocation concealed?
Yes/No/Don't know

Assignment generated by an independent person not responsible for
determining the eligibility of the patients. This person has no informa-
tion about the persons included in the trial and has no influence on
the assignment sequence or on the decision about eligibility of the pa-
tient.

 

C. Were the groups sim-
ilar at baseline regard-
ing the most important
prognostic indicators?
Yes/No/Don't know

In order to receive a "yes," groups have to be similar at baseline re-
garding demographic factors, duration and severity of complaints,
percentage of patients with neurologic symptoms, and value of main
outcome measure(s).

 

D. Was the patient
blinded to the inter-
vention? Yes/No/Don't
know

The reviewer determines if enough information about the blinding is
given in order to score a "yes."

We scored sham controlled tri-
als as .5 (rather than 1) for pa-
tient blinding because even
though these trials used a sham
control, we cannot be certain
that the sham was sufficiently
credible to allow patients to be
blinded to the true treatment
being evaluated. The only ex-
ception was trials that evaluat-
ed the credibility of the sham,
and found the sham to be indis-
tinguishable from the acupunc-
ture.

E. Was the care provider
blinded to the inter-
vention? Yes/No/Don't
know

The reviewer determines if enough information about the blinding is
given in order to score a "yes."

 

F. Was the outcome as-
sessor blinded to the
intervention? Yes/No/
Don't know

The reviewer determines if enough information about the blinding is
given in order to score a "yes."

For determining whether the
outcomes assessor was blinded,
we always considered the pa-
tient to be the outcomes asses-
sor for patient rated outcomes
(ie, WOMAC), even if the out-
comes data was collected by
someone else. We scored sham
controlled trials as .5 (rather
than 1) for outcomes assessor
blinding because even though
these trials used a sham con-
trol, we cannot be certain that
the sham was sufficiently credi-
ble to allow patients to be blind-
ed to the true treatment be-
ing evaluated. The only excep-
tion was trials that evaluated
the credibility of the sham, and
found the sham to be indistin-
guishable from the acupunc-
ture.

Table 3.   Cochrane Back Review Group Quality Items  (Continued)
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G. Were co-interven-
tions avoided or simi-
lar? Yes/No/Don't know

Co-interventions should either be avoided in the trial design or similar
between the index and control groups.

 

H. Was the compli-
ance acceptable in all
groups? Yes/No/Don't
know

The reviewer determines if the compliance to the interventions is ac-
ceptable, based on the reported intensity, duration, number and fre-
quency of sessions for both the index intervention and control inter-
vention(s).

 

I. Was the drop-out rate
described and accept-
able? Yes/No/Don't
know

The number of participants who were included in the study but did
not complete the observation period or were not included in the
analysis must be described and reasons given. If the percentage of
withdrawals and drop-outs does not exceed 20% for short-term fol-
low-up and 30% for long-term follow-up and does not lead to substan-
tial bias a "yes" is scored. (N.B. these percentages are arbitrary, not
supported by literature).

 

J. Was the timing of the
outcome assessment in
all groups similar? Yes/
No/Don't know

Timing of outcome assessment should be identical for all intervention
groups and for all important outcome assessments.

 

K. Did the analysis in-
clude an intention-to-
treat analysis? Yes/No/
Don't know

All randomized patients are reported/analyzed in the group they were
allocated to by randomization for the most important moments of ef-
fect measurement (minus missing values) irrespective of noncompli-
ance and co-interventions.

 

Table 3.   Cochrane Back Review Group Quality Items  (Continued)

Note: There is a maximum total of 11 points on the Cochrane Back Review Group scale, with each item scored as 1 for 'Yes', and 0 for 'No'
or 'Don't know' (except where indicated in 'Notes about scoring' column). Lower quality = 0-6; higher quality = 7-11.
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2

9

BStudy, Year a b c d e f g h i j k Total

Berman 1999 1 [1] 1 0 0 0 1 1 1 1 1 8

Berman 2004 1 1 1 .5/0 0 .5/0 1 1/0 1/0 1 1 9/6*

Christensen 1992 [1] [1] 1 0 0 1/0 ? ? 1 1 0 6/5†

Molsberger 1994 ? 0 1 .5 0 .5 1 ? 0 1 0 4

Fink 2001 1 ? 1 1 0 1 ? 0 0 1 0 5

Foster 2007 1 1 1 1/0 0 1/0 1/0 1 1 1 0 9/6‡

Haslam 2001 1 ? 1 0 0 0 ? ? 0 1 0 3

Sangdee 2002 ? 0 1 .5 0 .5 1 1 1 1 0 6

Scharf 2006 1 1 1 1/0 0 1/0 0 1 1 1 1 9/7§

Stener-Victorin 2004 [1] [1] 0 0 0 0 1 ? 0 0 0 3

Takeda 1994 [1] [1] 0 .5 0 .5 ? ? 1 1 0 5

Tukmachi 2004 1 1 ? 0 0 0 ? ? 1 1 0 4

Vas 2004 1 1 1 .5 0 .5 1 [1] 0 1 1 8

Williamson 2007 1 1 1 0 0 0 ? ? 0 1 1 5

Witt 2005 1 1 1 1/0 0 1/0 1 1 1 1 1 10/8‖

Witt 2006 1 1 1 0 0 0 ? ? 1 1 1 6

Table 4.   Cochrane Back Review Group Quality Scores 

* Number preceding / is score for sham control group and number following / is score for education control group.
† Number preceding / is score for objective outcome assessed by blinded observer and number following / is score for patient assessed outcome.
‡ Number preceding / is sham control group score and number following / is advice and exercise control group score.
§ Number preceding / is score for sham control group and number following / is score for standard care control group.
‖ Number preceding / is score for sham control group and number following / is score for waiting list control group.
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Minor Adverse Events per
Group, n/n†

Study, Year Assessment Methods
for Adverse Events

Acupuncture Control

Assessment Meth-
ods for Side Ef-
fects of Acupunc-
ture

Side Effects of Acupuncture‡

Berman 1999 NR NR NR NR No patients reported side ef-
fects from the 16 acupuncture
sessions

Berman 2004 At each measurement
time, investigators as-
sessed patients' self-
reports of adverse
events that were po-
tentially related to
acupuncture; assess-
ment instrument and
definition of serious
adverse event were
not reported

14/190 Sham, 5/191;
usual care,
7/189

Participants were
asked to report sub-
jective symptoms
that could be attrib-
uted to acupunc-
ture (such as dizzi-
ness, nausea, and
numbness) during
the study

Changes in subjective symp-
toms after baseline assess-
ment did not statistically sig-
nificantly differ among the
3 groups, and the incidence
of these symptoms was low
throughout the RCT (numbers
not reported)

Christensen
1999

NR NR NR NR Approximately 16% of patients
reported minor side effects
of acupuncture (e.g., nausea,
dizziness, and bruising); no pa-
tients withdrew from study be-
cause of side effects

Fink 2001

 

At each session, inde-
pendent observer doc-
umented any adverse
events

0§ 0§ At each session, in-
dependent observ-
er documented side
effects

No side effects occurred

Foster 2007 At each measurement
time, physiotherapists
assessed participants'
self-reports of adverse
events that were po-
tentially related to
acupuncture; physio-
therapists recorded
any adverse reactions

5/117 (five
events, re-
ported as:
"(pain, sleepi-
ness, fainting,
nausea, and 
swelling
around the
treated
knee).")

Sham,0/119;

usual
care,0/116

Participants were
asked to report side
effects of treatment
during the study,
and physiothera-
pists recorded them

No side effects occurred

Haslam 2001 At each measurement
time, investigators as-
sessed patients' self-
reports of adverse
events that were po-
tentially related to
acupuncture

0 0 Participants were
asked to report sub-
jective symptoms
that could be attrib-
uted to acupunc-
ture during the
study

Patients were compliant with
treatment, and there were no
reported side-effects

Molsberger
1994

NR NR NR NR NR

Sangdee 2002 Nondirective ques-
tioning for adverse

0 0 Physical examina-
tion of the knee for
contusions

Approximately 45% of pa-
tients in the electroacupunc-
ture groups had local bruises

Table 5.   Adverse events in the acupuncture and control groups and minor side eEects of acupuncture * 
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events performed
weekly for 4 wk

around the knee; however, the
bruises usually disappeared
within 5-7 d

Scharf 2006 At each visit, the inves-
tigator documented
all serious and nonse-
rious events since the
last visit; events were
coded according to
the Medical Dictionary
for Regulatory Activi-
ties

20/330|| Sham, 9/367;
usual care,
16/342||

Same assessment
method as that
used for adverse
events (i.e., adverse
events and minor
side effects were
not differentiated);
all events coded for
acupuncture and
control groups

Of all events coded, only bruis-
ing was reported more often
in the acupuncture and sham
groups than in the usual care
group; approximately 7% of
patients in the acupuncture
group and 10% of patients
in the sham group reported
bruising

Stener-Vic-
torin 2004

NR NR NR NR NR

Takeda 1994 NR NR NR NR NR

Tukmachi
2004

NR NR NR NR NR

Vas 2004 NR NR NR NR 3 patients reported bruising at
1 acupuncture point (SP6); it is
assumed, but was not explicit-
ly stated, that these 3 patients
were among the 48 patients
randomly assigned to the true
acupuncture group

Williamson
2007

At each measurement
time, investigators as-
sessed patients' self-
reports of adverse
events that were po-
tentially related to
acupuncture

0 0 Participants were
asked to report sub-
jective symptoms
that could be attrib-
uted to acupunc-
ture during the
study

No side effects to treatment
occurred in any of the groups,
beyond occasional minor
bruising and bleeding in the
acupuncture group, and this
was never to the extent to
cause any concern or discom-
fort for the patient

Witt 2005 Documented by physi-
cians at each session;
assessment instru-
ment and definition of
serious adverse event
were not reported; as-
sessments were made
at each measurement
point, but publication
reports only adverse
events measured at 26
wk

3/150 Sham, 2/76;
waiting list,
4/74

Documented by
physicians at each
session and report-
ed by patients at
the end of wk 8; as-
sessment instru-
ment was not re-
ported

Approximately 14% of patients
in the acupuncture group and
18% of patients in the sham
group reported minor side
effects, primarily bruising,
bleeding, or pain at needle in-
sertion site

Witt 2006 NR NR NR Side effects were
recorded on patient
and physician ques-
tionnaires after 3
mo

Approximately 5% of pa-
tients reported side effects of
acupuncture, which were pri-
marily local bleeding, bruising,
or pain at needle insertion site;

Table 5.   Adverse events in the acupuncture and control groups and minor side eEects of acupuncture *  (Continued)
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no effects were life-threaten-
ing

Table 5.   Adverse events in the acupuncture and control groups and minor side eEects of acupuncture *  (Continued)

*Definitions of adverse events and side eNects of acupuncture and methods of assessments varied among trials. NR = not reported; RCT
= randomized, controlled trial; SP6 = spleen meridian point 6.
†In 3 (Berman 2004; Witt 2005; Foster 2007) of the 4 RCT publications that reported number of adverse events per group, it was not clear
whether the numbers reported in the publications (as included in the table above) were the numbers of adverse events in each group or
the numbers of patients in each group who had adverse events. For the fourth RCT (Scharf 2006), numbers reported in this table are the
numbers of patients in each group who had adverse events. Of the serious adverse events observed in the acupuncture groups (Berman
2004; Witt 2005; Scharf 2006), none was interpreted as treatment-related. Of the five adverse events reported in the Foster 2007 trial, only
one appeared to be serious (i.e. "fainting"), according to the description in the paper (copied into table above).
‡The severity or duration of the minor side eNects associated with the needling was not systematically reported in any RCT.
§Percentages of patients who experienced less than serious adverse events (e.g., hypertension, rash, or gastrointestinal symptoms) did
not diNer between groups (numbers not reported by authors).
||The number of patients with serious adverse events. The investigators did not define what was considered a serious adverse event. They
also reported "notable" serious adverse events (also undefined), which occurred for 3 patients in the acupuncture group, 1 in the sham
group, and 3 in the usual care group.
 

Acupuncture for peripheral joint osteoarthritis (Review)

Copyright © 2010 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

132



A
cu

p
u

n
ctu

re
 fo

r p
e

rip
h

e
ra

l jo
in

t o
ste

o
a

rth
ritis (R

e
v

ie
w

)

C
o

p
yrig

h
t ©

 2010 T
h

e C
o

ch
ra

n
e C

o
lla

b
o

ra
tio

n
. P

u
b

lish
ed

 b
y Jo

h
n

 W
ile

y &
 S

o
n

s, Ltd
.

1
3

3

  Variable Total Trials,
n

Patients who
were ran-
domly as-
signed, n

Effect size(95% CI) I2,% P value for
interaction†

Not met‡

  All trials 9 1835 -0.28 (-0.45,-0.11) 63.9 - -

Methodologi-
cal variables

             

  Generation of random sequence         0.141 SS

  Adequate 7 1649 -0.25 (-0.45,-0.05) 69    

  Unclear or no 2 186 -0.42 (-0.71,-0.13) 0    

  Allocation concealment         0.215 SSFi

  Adequate 6 1587 -0.26 (-0.48,-0.04) 74.2    

  Unclear 3 248 -0.36 (-0.61,-0.11) 0    

  Blinding success         0.042 BSSV

  Yes 5 1221 -0.15 (-0.28,-0.01) 14.5    

  Uncertain 4 614 -0.47 (-0.84,-0.10) 77.5    

  Intention-to-treat analysis         0.532 FiFoSST

  Yes 4 1319 -0.35 (-0.63,-0.07) 80.7    

  Unclear or no 5 516 -0.20 (-0.43,0.03) 35.2    

Clinical vari-
ables

Sufficient number of sessions de-
livered over an adequate treat-
ment duration

        0.047 FoT

  Yes 7 1567 -0.34 (-0.54, -0.15) 66.1    

  No 2 268 0.01 (-0.23, 0.25) 0    

Table 6.   Results of the subgroup meta-analyses for pain outcome* 
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  Electrical stimulation was used
with the acupuncture

        0.042 BSSV met

  Yes 4 614 -0.50 (-0.81,-0.20) 66    

  No 5 1215 -0.11 (-0.29,0.07) 42.3    

  Physiological activity of sham, as
judged by acupuncturist

        0.042 BSSV

  Likely 5 1221 -0.15 (-0.28,-0.01) 14.5    

  Not likely 4 614 -0.47 (-0.84,-0.10) 77.5    

  Formula versus flexible formula
for point selection

        0.057 BFiSSTV used
formula

  Formula 6 716 -0.39 (-0.66,-0.12) 72.8    

  Flexible formula 3 1119 -0.14 (-0.34,0.05) 77    

Table 6.   Results of the subgroup meta-analyses for pain outcome*  (Continued)

* Subgroup analyses for sham controlled peripheral joint OA trials based on changes of pain scores from baseline at the short-term (i.e. closest to 8 wks) follow up. The structure
and organization of this table was largely modeled aGer a similar table in a recent review (Reichenbach 2007).
†A statistical test for interaction could not be performed for the following prespecified subgroups because there were one or fewer studies in one of the strata of each of these
subgroups: comparability of baseline, acceptability of drop-out rate, CBRG score > 6, follow-up length >3 months, choice of acupoints, needling technique, acupuncturists'
experience.
‡"Not met" column lists the first (or first two) letters of the author of the studies that do not meet the criterion.
 
 

  Variable Total Trials,
n

Patients who
were ran-
domly as-
signed, n

Effect size(95% CI) I2,% P value for
interaction†

Not met‡

  All trials 9 1829 -0.28 (-0.46,-0.09) 69 -  

CBRG Scale
elements

             

  Generation of random sequence         0.115 SS

Table 7.   Results of the subgroup meta-analyses for function outcome* 
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  Adequate 7 1643 -0.24 (-0.46,-0.02) 73.9    

  Unclear or no 2 186 -0.43 (-0.72,-0.14) 0    

  Allocation concealment         0.187 SSFi

  Adequate 6 1581 -0.25 (-0.49,-0.01) 78.3    

  Unclear 3 248 -0.37 (-0.62,-0.12) 0    

  Blinding success         0.002 BSSV

  Yes 5 1215 -0.11 (-0.29,0.07) 42.3    

  Uncertain 4 614 -0.50 (-0.81,-0.20) 66    

  Intention-to-treat analysis         0.258 FiFoSST

  Yes 4 1318 -0.38 (-0.67,-0.09) 81.9    

  Unclear or no 5 511 -0.17 (-0.43,0.10) 49.3    

               

Other ele-
ments

Sufficient number of sessions de-
livered over an adequate treat-
ment duration

        0.007 FoT

  Yes 7 1566 -0.37 (-0.57, -0.16) 67.4    

  No 2 263 0.10 (-0.14,0.34) 0    

  Electrical stimulation was used
with the acupuncture

        0.002 BSSV met

  Yes 4 614 -0.47 (-0.84,-0.10) 77.5    

  No 5 1215 -0.15 (-0.28,-0.01) 14.5    

  Physiological activity of sham, as
judged by acupuncturist

      14.5 0.002 BSSV

Table 7.   Results of the subgroup meta-analyses for function outcome*  (Continued)
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  Likely 5 1215 -0.11 (-0.29,0.07) 42.3    

  Not likely 4 614 -0.50 (-0.81,-0.20) 66    

  Formula versus flexible formula
for point selection

        0.007 BFiSSTV used
formula

  Formula 6 716 -0.39 (-0.64,-0.13) 58.4    

  Flexible formula 3 1113 -0.12 (-0369,0.12) 68.9    

               

Table 7.   Results of the subgroup meta-analyses for function outcome*  (Continued)

* Subgroup analyses for sham controlled peripheral joint OA trials based on changes of pain scores from baseline at the short-term (closest to 8 wks) follow up. The structure and
organization of this table was largely modeled aGer a similar table in a recent review (Reichenbach 2007).
†A statistical test for interaction could not be performed for the following prespecified subgroups because there were one or fewer studies in one of the strata of each of these
subgroups: comparability of baseline, acceptability of drop-out rate, CBRG score > 6, follow-up length >3 months, choice of acupoints, needling technique, acupuncturists'
experience.
‡"Not met" column lists the first (or first two) letters of the author of the studies that do not meet the criterion.
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Date Event Description

11 November 2009 Amended CMSG ID C104-R

 

C O N T R I B U T I O N S   O F   A U T H O R S

Eric Manheimer determined inclusion eligibility of trials, developed the data extraction form, and extracted data/assessed methodological
quality of all included trials (with the exception of the German language trial). For the version of this review that was previously published
in Annals of Internal Medicine, Klaus Linde acted as a second assessor, and determined inclusion eligibility of trials, extracted data from the
trials, and assessed the methodological quality of the trials. For this major update for The Cochrane Library, Ke Cheng acted as a second
assessor, and determined inclusion eligibility of newer trials, as well as trials that potentially met the expanded eligibility criteria (i.e. any
peripheral joints), and she also extracted data/assessed methodological quality of the three new hip OA trials, and the two most recently
published knee OA trials. Eric Manheimer organized the data in RevMan, conducted and oversaw the analyses, and draGed the manuscript.
Ke Cheng assisted with data entry and data analysis; specifically, Ke Cheng entered all the subgroup analyses data in Tables 5 and 6, and
conducted these subgroup analyses, under the supervision of Eric Manheimer. Susan Wieland participated in risk of bias assessments and
completed the risk of bias tables for included studies. Susan Wieland also completed the summary of findings tables, under the supervision
of Eric Manheimer. Lixing Lao (with Marcos Hsu) rated the adequacy of the acupuncture treatments. Lex Bouter, Brian Berman, Ke Cheng,
Klaus Linde, Junghee Yoo, Lixing Lao, Susan Wieland and Danielle van der Windt provided comments on the draGs of the manuscript, and
endorsed its final version.

D E C L A R A T I O N S   O F   I N T E R E S T

This review includes trials in which some of the reviewers were involved: Berman 1999 and Berman 2004: Brian Berman and Lixing Lao;
Witt 2005: Klaus Linde. These trials were reviewed by at least two other members of the review team. Eric Manheimer was one of the
two reviewers for all included trials, including the two Berman trials. Mr. Manheimer works at the same research center at which the two
Berman trials were conducted, but he was not involved in the conduct of either of these two trials. Lixing Lao uses acupuncture in his
clinical work. Klaus Linde has received travel reimbursement and in two cases fees for speaking on research at meetings of acupuncture
societies (British, German and Spanish Medical Acupuncture Society, Society of Acupuncture Research). Brian Berman, Lixing Lao, and
Eric Manheimer received honoraria for preparing and delivering presentations on acupuncture at the 2007 meeting of the Society for
Acupuncture Research.

S O U R C E S   O F   S U P P O R T

Internal sources

• No sources of support supplied

External sources

• National Institutes of Health Grant R24 AT001293, USA.

• National Institutes of Health Grant P01AT002605, USA.

D I F F E R E N C E S   B E T W E E N   P R O T O C O L   A N D   R E V I E W

For the earlier journal version of this review (Manheimer 2007), we prepared a protocol which was internally reviewed amongst the co-
authors but which was not published in The Cochrane Library. That protocol is available upon request from the contact author of this
review. Because the methods that we planned to use in preparing the original journal version (for which the unpublished protocol served
as the review protocol) are similar to the methods used for this update, we have described below diNerences between that unpublished
protocol and this update. All of these diNerences relate to the quantitative data synthesis, as follows:

• In the protocol, “we defined the short-term outcome using two alternate follow-up time points: first, as the measurement point closest
to eight weeks, and less than or equal to three months, following randomization, and second, as the measurement point closest to
the end of treatment. We planned to conduct the meta-analysis at both points in order to determine whether the choice of short-term
time points aNected the meta-analysis results.” For the review, we have removed the ‘end of treatment’ analysis because co-authors
raised the concern that ‘end of treatment’ may vary in terms of time since randomization across studies, and thus may not be a suitable
outcome time point. Also the ‘end of treatment’ analysis was mostly duplicative because the ‘end of treatment’ and ‘closest to 8 weeks’
analyses used almost identical outcome data. There were diNerences in data used for only two trials, as described below. For a draG
version of this review, we prepared forest plots which showed that the combined and individual trial estimates calculated using the
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alternate definition of the short term eNects measurement time point (i.e., end of acupuncture treatment) were very similar to those
calculated using the time point defined for the primary analyses (i.e., less than or equal to 3 months and closest to eight weeks aGer
baseline). Because the end of treatment analyses forest plots did not aNect any of our results or conclusions, and only contributed to
the complexity of the review by the addition of several new figures, and also because there were concerns about the validity of this
analysis because end of treatment may vary in terms of time since randomization across studies, these plots were removed from the
final review for the sake of simplicity.

--For the Takeda 1994 trial, the 8 week post-randomization analysis data included the data from the time point four weeks aGer the end
of the three weeks period of treatment while the end of treatment analysis data included the data from the time point immediately aGer
the three weeks of treatment. (It turns out that for the Takeda 1994 trial, the end of treatment data is very similar to the 4 week post-end
of treatment data, so it did not matter whether we used end of treatment data or the four week post end of treatment data for this trial.)

--For the Berman 2004 trial, we used the 14 week time point when we defined short-term eNects as end of treatment whereas we used
the 8 week time point when we defined short-term eNects as the closest to 8 weeks. (For the Berman 2004 trial, at 8 weeks, acupunctures
relative eNects on function were slightly larger and pain slightly smaller, as compared with the results at 14 weeks.)

• In the protocol, we had specified “To calculate standardized mean diNerences, we used a comparison of post-treatment mean values
and SDs for each group as well as a comparison of means and SDs of changes from baseline for each group. For the included trials, which
were oGen incompletely reported, post-treatment scores analyses required making fewer assumptions than the changes from baseline
analyses. Therefore, we will present only the results from the post-treatment scores analyses; however, we will also report any outcomes
at any time points for which the statistical significance of the pooled result changes depending on the choice of analysis.” However, aGer
the protocol was draGed, some authors noted a preference for calculating standardized mean diNerences as a comparison of means and
SDs of changes from baseline as opposed to means and SDs of post-treatment values. Based on these preferences, and also because
we were eventually able to obtain SDs of change from most trials, it was decided to use changes from baseline as the primary analyses,
although the final version of the internal protocol did not reflect this decision. The post-treatment values showed slightly larger pooled
benefits than the changes from baseline values, as noted in the Results section, but there were no outcomes at any time points for which
the statistical significance of the pooled result changed depending on the choice of analysis.

• In the protocol, we specified that “Sensitivity analyses were performed between overall trial quality (ie, higher versus lower) and trial
outcome (ie, positive versus neutral).” However, because these analyses were largely uninformative and also because some researchers
consider subgroup analyses on overall quality scores to be problematic (Juni 1999), for this review, we also conducted subgroup
analyses on each of 15 dichotomized methodological and clinical variables to investigate whether diNerences in eNects of acupuncture
between any two subgroups for any variable were statistically significant.

• In the protocol, we specified that we would place “studies into one of three categories according to which of the following comparisons
were evaluated:

1) Acupuncture versus a sham intervention;
2) Acupuncture versus no acupuncture; or
3) Acupuncture versus another active treatment.

In the review, we found that several studies compared acupuncture with a waiting list control. Therefore, for the review, we created a
new comparison, not prespecified in the protocol, of acupuncture versus a waiting list control. In addition, in the protocol, we did not
specify whether we would meta-analyze together trials that used diNerent usual care or active intervention controls. Indeed, for the earlier
version of this review, trials classified as usual care were meta-analyzed together, even though the types of usual care were diNerent. This
was because for that version there were only two included trials that used a usual care control (i.e. supervised osteoarthritis education in
Berman 2004 trial and physician consultations and adjuvant physiotherapy in Scharf 2006 trial), and each had a similar eNect size relative
to acupuncture. However, with the new trials included in this update, there are several diNerent types of usual care controls (which we now
label as other active treatments) and they have diNerent eNect sizes relative to acupuncture, so it does not seem as reasonable to lump
them all together in the same analysis. Setting up the structure of the review in this way (i.e. with each active treatment control analyzed
separately) will also accommodate future review updates for which accumulating data may allow us to draw conclusions about the relative
eNects of acupuncture compared to diNerent active treatment comparators. Lastly, there was only one included trial (Foster 2007) that
evaluated acupuncture strictly as an adjuvant, in this case, as an adjuvant to advice and exercise. Rather than label this trials comparison
group as no acupuncture for the forest plots, we instead labeled it as 'Supervised exercise plus home exercises/advice leaflet alone (no
adjuvant acupuncture)'. Finally, in the protocol we did not specify that the 'acupuncture versus a sham intervention' would be considered
the primary analysis. However, based on the request of the Cochrane Musculoskeletal Group statistical reviewer, in the review, we now
refer to the acupuncture versus sham comparison as the primary analysis.

• As an additional method of quality assessment not included in the protocol, we included in this review the Cochrane Musculoskeletal
Group (CMSG) grading system for ranking the strength and quality of the evidence. The CMSG grading system was added because this
grading system is required for all reviews submitted to the CMSG.

• As a final point, there was also a protocol for this title published in The Cochrane Library in 1998, which had been peer-reviewed at
that time by the Cochrane Musculoskeletal Review Group. However, that protocol had not been modified since the date of its original
publication, and was not consulted in the preparation of the earlier review (Manheimer 2007), nor for this update. There is no similarity
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between any of the methods described in that protocol and the methods used in preparing the earlier review or this update. The citation
information for this 1998 published protocol is copied below:

"*Ezzo J, Hadhazy V, Berman B, Birch S, Kaplan G, Hochberg M. Acupuncture for osteoarthritis. (Protocol) Cochrane Database of Systematic
Reviews 1998, Issue 4. Art. No.: CD001977. DOI: 10.1002/14651858.CD001977. This version first published online: 26 October 1998 in Issue
4, 1998. Date of most recent substantive amendment: 14 August 1998."
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