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Chapter

The Use of Evidence-Based 
Acupuncture: Current Evidence
Dedi Ardinata

Abstract

Evidence-based medicine (EBM), which emphasizes that medical decisions must 
be based on the most recent best evidence, is gaining popularity. Individual clini-
cal expertise is combined with the best available external clinical evidence derived 
from systematic research in the practice of EBM. The key and core of EBM is the 
hierarchical system for categorizing evidence. The Grading of Recommendations, 
Assessment, Development and Evaluations (GRADE) system divides evidence 
quality into four categories: high, moderate, low, and very low. GRADE is based on 
the lowest quality of evidence for any of the outcomes that are critical to making a 
decision, reducing the risk of mislabeling the overall evidence quality, when evi-
dence for a critical outcome is lacking. This principle is also used in acupuncture as 
a complementary and integrative treatment modality, but incorporating scientific 
evidence is more difficult due to a number of factors. The goal of this chapter is to 
discuss how to establish a clinical evidence system for acupuncture, with a focus on 
the current quality of evidence for a variety of conditions or diseases.

Keywords: acupuncture, evidence-based medicine, GRADE, quality of evidence, 
meta-analysis

1. Introduction

Gordon Guyatt coined the term “evidence-based medicine (EBM)” in 1990 in 
an unpublished program description, and it was first published in 1992 [1]. This 
was the first time that an evidence-based practice has been formally established 
(EBP). Evidence-based practice requires making health care decisions based on 
the most up-to-date, valid, and relevant evidence. These decisions should be made 
by those receiving care, with the explicit and tacit knowledge of those providing 
care, and within the constraints of the available resources [2]. Clinical decision 
making is the culmination of a process that began with clinical reasoning, problem 
solving, and an awareness of the patient and health care environment [3]. Pursuing 
evidence-based acupuncture paves the way for the acupuncture field to fully 
integrate with modern health care, but there are obstacles. Acupuncture is actually 
classified as a complementary and alternative medicine modality but is only very 
rarely included in standard care guidelines, despite overwhelming evidence that 
it is more effective than the current guideline-based interventions for a variety of 
conditions [4].
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Figure 1. 
Recommendation steps using the GRADE method.

2. The quality of evidence

While it is critical for acupuncture practitioners to understand the effects of 
acupuncture, they frequently have concerns about which conditions (diseases) 
acupuncture therapy has had the most evidence of benefit and the least risk to 
their patients. Guidelines were already being published at a higher rate than before. 
Acupuncturists should understand how guidelines are developed to make effec-
tive choices concerning health care. The GRADE approach has been adopted by 
national and international organizations that develop guidelines for acupuncture 
practitioners. GRADE is a system for assessing the quality of available evidence 
that supports acupuncture therapy for patients with a variety of conditions. The 
evidence was categorized as being of high, moderate, low, or very low quality [5]. 
The study design is critical in determining the quality of the evidence. Randomized 
controlled trials (RCTs) are initially given a higher grade due to their generally lower 
susceptibility to bias [6] than observational studies [7]. RCTs will be degraded since 
they have a bias that can be identified [8]. When multiple high-quality studies show 
consistent results, observational studies can be upgraded [9]. Factors that can lead to 
downgrading the quality of evidence: risk of bias: a lack of randomization, allocation 
concealment, and blinding biases; inconsistency: the results of different trials show 
significant and unexplained variation; indirectness of evidence: a comparison of a 
population, outcome, or intervention that is not direct; imprecision: wide confidence 
intervals reduce the data’s quality; publication bias: studies with “negative” results 
are not published. Factors that can lead to an upgrade: large effect: the effect is so 
large that common biases in observational studies cannot possibly explain the result; 
dose-response relationship: the outcome is proportional to the amount of exposure. 
All plausible biases only reduce an apparent treatment effect: all possible confound-
ers would only serve to dilute the effect that was observed [10]. GRADE levels do not 
always imply a recommendation, and the GRADE process is differentiated from the 
recommendation process. Although a high level of evidence is more likely to result 
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in a recommendation, in some cases, a low or very low level of evidence can lead to 
a strong recommendation [11]. Other factors, such as cost, clinical judgment, and 
patient preference, must be considered in the development of recommendations, in 
addition to the quality of evidence [12]. Acupuncture practitioners will be able to 
make better clinical decisions if they understand the GRADE method [5]. There are 
five steps to the GRADE process, which we explain with examples in Figure 1.

3. Methods

The published systematic reviews/meta-analyses (SRs/MAs) were retrieved 
using Google Scholar with the following search terms: “systematic review” AND 
“meta-analysis” AND “(selected conditions)” AND “GRADE” AND “acupuncture”. 
The literature search was carried out from January 2018 to July 2021.

3.1 Inclusion and exclusion criteria for literature selection

3.1.1 Inclusion criteria

1. Systematic reviews and meta-analyses

2. The main treatments for migraine prophylaxis, headache (chronic tension 
type and chronic episodic), low back pain, knee osteoarthritis pain, allergic 
rhinitis (seasonal and perennial/persistent), chemotherapy-induced nausea, 
and vomiting (CINV), postoperative nausea and vomiting (PONV), and 
postoperative pain

3. Using Recommendations Assessment, Development, and Evaluation (GRADE) 
to assess the quality of evidence

4. Language is restricted to English.

3.1.2 Exclusion criteria

1. A protocol for systematic review and meta-analysis

2. Animal studies

3. Incomplete literature

We determined eight conditions, such as migraine prophylaxis, headache 
(chronic tension type and chronic episodic), low back pain, knee osteoarthritis 
pain, allergic rhinitis (seasonal and perennial/persistent), chemotherapy-induced 
nausea, and vomiting (CINV), postoperative nausea and vomiting (PONV), and 
postoperative pain, based on results and strong evidence from The Acupuncture 
Evidence Project: A Comparative Literature Review (Revised edition), 2017th [11].

4. Results of the search

A total of 1286 articles related to eight conditions were searched (Table 1). 
After reviewing the abstract and full text of the article, 17 systematic reviews and 
meta-analyses of the six conditions that met the inclusion criteria were finally 
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included [13–29], and articles related to allergic rhinitis and chemotherapy-induced 
nausea and vomiting (CINV) did not meet the criteria for inclusion (Table 1).

5. The quality of evidence for each condition

5.1 Migraine prophylaxis

Migraine is characterized by recurrent, pulsating headaches, and increased 
intracranial blood flow, which are caused by vasomotor and cerebrocortical dys-
function, vasospasm, and excessive stress. Stimuli such as light, sound, or physical 
activity can set it off [30]. Pharmacological treatment, which includes propranolol, 
sodium valproate, topiramate, flunarizine, and metoprolol, has been proven 
to be effective for migraine prophylaxis. However, all of these treatments have 
significant and often intolerable adverse effects [31, 32]. Because of these adverse 
effects, people are becoming more interested in and using complementary health 
approaches to treat migraines, and because of its measurable effects on the duration 
and frequency of migraine attacks, acupuncture has received increasing attention as 
a worthy adjunct to migraine therapeutic interventions [33].

5.1.1 Previous quality of evidence

Migraine frequency can be reduced with acupuncture. Acupuncture is superior 
to sham and may be as effective as prophylactic drugs, according to evidence of 
moderate quality [34]. Acupuncture appears to be at least as effective as con-
ventional migraine preventative medication, and it’s also safer, lasts longer, and 
expenses less – (A narrative review of high-quality RCTs with a large sample size) 
[35]. Acupuncture is superior to sham in terms of effectiveness and risk of recur-
rence, according to moderate to high-quality evidence [36].

5.1.2 Current quality of evidence

Even though there are some inconsistencies in the results of current RCTs 
comparing the efficacy of acupuncture vs. sham or no treatment or western 

Conditions Total articles Article selected Year of publication

Migraine prophylaxis 286 5 2018; 2019; 2020

Headache (chronic tension type 

and chronic episodic)

33 2 2020; 2021

Low back pain 436 3 2018; 2020

Knee osteoarthritis 201 2 2019; 2020

Allergic rhinitis 35 0 —

Chemotherapy-induced nausea 

and vomiting (CINV)

34 0 —

Postoperative nausea and vomiting 

(PONV)

79 2 2020; 2021

Postoperative pain 182 3 2020; 2021

Total 1286 17

Table 1. 
Total articles and articles selected.
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medicine, the most recent evidence shows that acupuncture improves migraine 
patients significantly. Xu et al. conducted 14 RCTs for migraine without aura that 
met all inclusion criteria and data standards of quality from 1467 studies based on 
an electronic database and found that when acupuncture therapy was compared 
to medical therapy, the evidence supporting the difference in migraine frequency 
was very low, whereas the evidence supporting the difference in migraine days, 
effective rate, and VAS scores was low. Because of the risk of bias, inconsistency, 
and inaccuracy, the quality of evidence supporting the primary outcome is low 
(to very low) [13]. At three months of follow-up, moderate evidence suggests that 
acupuncture is “at least non-inferior” to the now-proven, conventional treatment 
for reducing headache frequency, when compared to placebo [15]. Giovanardi et al. 
concluded that acupuncture was more effective and safer than medication or sham 
acupuncture in the treatment of migraines based on high-quality evidence [16]. 
Furthermore, acupuncture has benefits in terms of pain management and safety for 
acute migraine treatment and prevention, but the quality of evidence for SR/MA 
acupuncture for migraine even now needs to be improved [14].

5.1.3 Conclusion

Despite some limitations to acupuncture therapy, the quality of recent evidence 
from the SRs/MAs suggests that acupuncture is more effective and safer than medica-
tion or sham acupuncture for migraine prophylaxis in reducing headache frequency.

5.2 Headache (chronic tension type and chronic episodic)

The most common type of primary headache in the general population is the 
tension-type headache (TTH) [37]. Chronic tension-type headache (CTTH) is a 
disorder that arises from episodic tension-type headaches, with daily or highly fre-
quent headache bouts lasting hours or days [38]. Simple analgesics and nonsteroidal 
anti-inflammatory drugs are the drugs of choice for episodic treatment, with com-
bination analgesics containing caffeine showing their effect in seconds; however, 
nonpharmacological care should always be attempted despite a lack of scientific 
evidence [39]. Psychotherapy, behavior therapy, physical therapy, and acupuncture 
therapy are common nonpharmacological treatments that are frequently used in 
conjunction with other pharmacological treatments, and their efficacy has been 
proven [40]. In previous investigations, acupuncture support for tension-type 
headaches was shown to be insufficient. However, the Cochrane review has identi-
fied it as a beneficial, non-pharmacologic therapy for episodic-type and chronic 
stress–type headaches, based on newly added data [41].

5.2.1 Previous quality of evidence

Linde et al. have looked at 12 trials with a total of 2349 individuals and found 
that the GRADE quality of evidence is moderate to low, owing to the lack of blind-
ing and varying effect sizes, but suggested that acupuncture is effective in treating 
episodic-type or chronic tension-type headaches [42]. Acupuncture can improve 
the intensity, frequency, and disability associated with headaches in the workplace. 
However, the evidence seems to be of low quality [43].

5.2.2 Current quality of evidence

Acupuncture has been shown to be more effective than other treatments 
for some THH outcomes, according to Huang et al. and Kolokotsios et al., who 
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conducted investigations and assessed the quality of evidence in RCTs on the 
effectiveness of acupuncture over sham acupuncture, non-acupuncture therapy, 
Chinese patent medicine, nonsteroidal anti-inflammatory drugs, and drug therapy 
for some THH outcomes. In this study, Huang et al. assessed the methodological 
quality, reliability, and outcome measures of SRs/MAs on the use of acupuncture 
for TTH [18]. The GRADE results revealed that 69.4% of the results provided 
low- or very-low-quality evidence, 11.1% provided moderate-quality evidence, and 
19.4% provided high-quality evidence, further recommending that acupuncture 
appears to be an effective treatment modality for TTH, but the credibility of the 
results is limited due to the methodological quality and generally low quality of 
evidence [18]. The results of four studies with 557 participants found that the 
acupuncture group had lower quality evidence in terms of headache frequency and 
visual analog scale (VAS) scores when compared to the control group after their 
last treatment, whereas Kolokotsios et al. found low-quality evidence in terms of 
headache frequency and VAS scores when compared to the control group after their 
last treatment. Both the severity and the frequency of headaches were reduced over 
the long term, with the results being statistically significant only in the case of the 
pain intensity reduction [19].

5.2.3 Conclusion

Acupuncture treatment is useful for patients suffering from tension-type 
headaches, with both the intensity and the frequency of their headaches decreasing 
over time. Consequently, additional research should be undertaken on this topic to 
determine its usefulness in reducing the frequency and intensity of headaches.

5.3 Low back pain

The term “low back pain (LBP)” refers to pain, muscle tension, or stiffness that 
occurs below the costal border and above the inferior gluteal folds, and maybe 
associated with or without sciatica (pain traveling down the leg from the lower 
back) [44]. Even though many patients with back pain recover within a year, some 
will develop a chronic illness characterized by fluctuating or persistent pain of low 
or medium severity that is punctuated by periods of no pain or painful exacerba-
tion [45]. Non-specific low back pain (NSLBP) is the most common type of LBP. 
When the pathoanatomical source of the pain cannot be ascertained, this term is 
used [46]. The underlying pathophysiology of NSLBP is, by definition, unknown. 
Therefore, treatment is primarily focused on alleviating pain symptoms, and a 
variety of pharmacological and non-pharmacological intervention modalities are 
utilized in clinical practice to achieve this goal [47]. Various pharmacological treat-
ments for low back pain are associated with low to moderate, primarily short-term 
effects on pain. According to new research, acetaminophen is ineffective for acute 
low back pain, while duloxetine has only the modest effects on chronic low back 
pain [48]. Acupuncture, stretching, heat application, massage, and manual spinal 
manipulation are among the non-pharmacological treatments recommended by the 
American College of Physicians for acute and chronic non-radicular low back pain 
(non-radicular LBP) in their clinical practice recommendations [45].

5.3.1 Previous quality of evidence

Liang et al. examined the research situation and trends pertaining to the global 
use of acupuncture for low back pain during the past 20 years (1997–2016) and 
concluded that according to clinical practice guidelines from the United States, 
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acupuncture for LBP was only weakly suggested in 2007. However, moderate-qual-
ity evidence was reported in 2017, which demonstrated that acupuncture has been 
widely utilized to treat LBP [49]. Acupuncture has high-quality evidence whereas 
acupressure, on the other hand, offers moderate-quality evidence for the treatment 
of low back pain, according to Wellington et al. [50]. In the short term, acupuncture 
alone or as an addition to standard care improved pain and function in people with 
LBP, evidence ranging from low to high quality, and it should be recommended in 
ordinary clinical practice [51]. According to the findings of another study, acupunc-
ture had moderate-quality evidence for pain and function in chronic low back pain 
but low-quality evidence for pain and function in acute low back pain [52].

5.3.2 Current quality of evidence

A large number of acupuncture randomized controlled trials have indicated 
that the treatment is ineffective. These findings are based on acupuncture random-
ized controlled trials in which a real acupuncture group was compared to a sham 
acupuncture (SA) or placebo acupuncture (PA) group. The argument over placebo 
effects presents a conundrum for those working in the field of acupuncture. Xiang 
et al. reviewed seven meta-analyses of SA or PA for LBP and found statistically 
significant differences in post-intervention pain reduction between SA or PA and 
routine or waiting list care, with moderate and high quality of evidence, but low 
in disability [20]. Procedures that are comparable to real acupuncture may be used 
in clinical trials, which may cause the results to be biased [51]. After reviewing 14 
trials (2110 participants) comparing the efficacy of acupuncture to that of sham 
therapy or placebo for NSLBP, Xiang et al. reported statistically significant differ-
ences in pain reduction between acupuncture and sham therapy or placebo. The 
GRADE findings indicate that post-intervention and follow-up pain intensity in 
both acute/subacute and chronic LBP are of moderate quality of evidence [21]. 
Mu et al. assessed the effectiveness of acupuncture with a sham intervention, 
no therapy, or usual care in the treatment of chronic nonspecific low back pain. 
Acupuncture may not be more effective than sham treatment in alleviating pain 
immediately after treatment, did not appear to be significantly more effective in 
alleviating pain immediately after treatment, did not appear to be more effective 
in improving function immediately after treatment, and did not appear to improve 
the quality of life in the short term when compared to usual care. Acupuncture was 
found to be more effective than no treatment in terms of pain alleviation and func-
tional improvement right after treatment. There maybe no difference in adverse 
event rates between acupuncture and sham. The evidence’s certainty ranged from 
low to moderate. Problems with masking acupuncturists or participants were found 
in many experiments. A small sample size resulted in inconsistent and imprecise 
results [22]. Although the Cochrane systematic review (CSR) is regarded as the 
highest level of evidence, it cannot be ruled out that the CSR in acupuncture may 
have methodological flaws [53].

5.3.3 Conclusion

Acupuncture had a significant effect on pain intensity but not on function in 
patients with (sub)acute and chronic nonspecific LBP when compared to sham 
acupuncture or placebo. Acupuncture, on the other hand, is more effective in the 
short run than no treatment at improving pain and function. Acupuncture as a 
treatment for chronic low back pain is a popular choice. The availability, cost, and 
patient preference may all influence the guidelines for evaluating SA or PA control 
procedures to establish the specific effect of acupuncture on placebo pain.
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5.4 Knee osteoarthritis

Knee osteoarthritis (OA) is a complex, degenerative joint disease marked by 
chronic pain and functional impairment [54]. The pathophysiology of osteo-
arthritis is complicated, involving mechanical, inflammatory, and metabolic 
processes that eventually contribute to structural destruction and synovial joint 
failure [55]. Knee OA pain is usually intermittent and primarily weight bearing 
(mechanical) in origin. Intermittent pain is frequently predictable, but when 
it gets more severe, more frequent, or unpredictable, patients are more certain 
to describe it as unacceptable [56]. The major goals of treatment have been to 
alleviate pain, restore function, and delay the disease’s progression [57]. Recently, 
there has been no consensus on the optimal treatment for knee OA symptoms. 
In individuals with knee OA, standard pharmacological treatment always begins 
with analgesics and nonsteroidal anti-inflammatory drugs (NSAIDs). However, it 
frequently results in noticeable deleterious consequences, such as gastrointestinal 
problems, hepatorenal toxicity, and adverse events associated with an increased 
risk of cardiovascular disease [58, 59]. Apart from the aforementioned therapies, 
acupuncture has emerged as a viable option for treating knee OA as a comple-
mentary therapy. Additionally, several randomized controlled trials have shown 
acupuncture’s efficacy in treating knee OA. Acupuncture has been widely used as 
a complementary and alternative therapy for patients with knee OA due to its high 
safety and lack of side effects [60]. Although numerous trials have examined the 
usefulness of acupuncture for knee OA, its efficacy remains debatable. Emerging 
concerns about blinding, the validity of sham controls, sample size, effect size, 
and expectations have arisen [61]. Evidence from non-Cochrane reviews indicates 
that acupuncture may be beneficial in relieving symptomatic pain associated with 
knee OA.

5.4.1 Previous quality of evidence

Acupuncture, similar to balneotherapy, is superior to sham acupuncture, 
muscle-strengthening exercises, Tai Chi, weight loss, standard care, and aerobic 
exercise for knee OA (in order of rank). According to a sub-analysis of moder-
ate- to high-quality studies, acupuncture is superior to routine care and muscle-
strengthening exercises [62].

5.4.2 Current quality of evidence

The GRADE results suggest that acupuncture has a higher overall effec-
tive rate, short-term effective rate, and fewer adverse reactions than Western 
medicine as a treatment for knee OA. In 2019, an overview of non-Cochrane 
SRs, which included a meta-analysis, concluded that acupuncture was beneficial 
for alleviating pain associated with knee OA. Due to the following constraints, 
evidence was reduced to “medium” or “low” quality: Most results were pro-
duced by a limited sample size and were based on imprecision. Because of the 
insufficient literature search, some of the results had a significant potential for 
publication bias, which could not be ruled out [23]. Regarding patients with knee 
OA, Zhang et al. compared the therapeutic efficacy of acupuncture + hyaluronic 
acid injection to hyaluronic acid injection alone. These studies, which were all 
published between 2012 and 2018, found that the combined therapy was more 
effective than hyaluronic acid injections alone in reducing pain. According to the 
GRADE system, the evidence quality for the key outcomes ranged from very low 
to low [24].
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5.4.3 Conclusion

Acupuncture may have some advantages in the management of knee OA, and it 
is more effective in pain alleviation when combined with a hyaluronic acid injec-
tion. However, due to the low quality of evidence, small sample size, and high risk 
of the studies, rigorously conducted randomized controlled trials with large sample 
numbers are required to confirm the findings. Thus, improved methodological 
quality is required.

5.5 Postoperative nausea and vomiting

One of the most prevalent adverse events following surgery is postoperative 
nausea and vomiting (PONV). It is unpleasant for patients, raises the possibility of 
additional adverse consequences, including readmission, and increases the costs, 
the health care facility revenue [63]. Nausea indicates a feeling of upcoming vomit-
ing, while vomiting defines the reflux of gastrointestinal contents [64]. A number 
of factors, including the patient’s demographics and the surgery type, influence the 
risk of PONV. Some surgeries, such as gynecologic, breast, and open-heart surgery, 
have been associated with an increased risk of PONV [65], whereas patient risk 
factors include female gender, nonsmoking, a history of PONV, and motion nausea 
[66]. Weibel et al. evaluated the quality of evidence for the effectiveness and safety 
of single-antiemetic drugs and combinations of antiemetic drugs used to prevent 
postoperative nausea and vomiting in adults following general anesthesia [67] and 
discovered high-certainty evidence of clinical efficacy compared to placebo for 
aprepitant, ramosetron, granisetron, dexamethasone, and ondansetron; moderate 
certainty evidence of. However, more studies are needed to investigate the drugs’ 
possible side effects as well as patient populations with comorbidities (e.g., indi-
viduals with diabetes and heart disease) [67]. Hypnosis, relaxation imagery, music 
therapy, aromatherapy, acupressure, acupuncture, and electroacupuncture have all 
been included in recent studies and publications as complementary and alternative 
medicine interventions for PONV [68]. Numerous studies were placebo-controlled 
clinical trials, which effectively eliminated the placebo effect. Acupuncture appears 
to be more successful at controlling nausea than vomiting [69–71]. The PC6 acu-
point is one of the most commonly utilized and studied acupoints for the preven-
tion and treatment of PONV. Cheong et al. showed that using a single point of 
PC6 alone or in combination with other acupoints and alternative acupoints could 
help in the prevention and treatment of PONV [72]. The mechanism underlying 
acupuncture’s effectiveness to reduce PONV is still under investigation. Serotonin 
transmission and beta-endorphin release may be affected [73–75].

5.5.1 Previous quality of evidence

Lee et al. found low-quality evidence supporting the use of PC6 acupoint 
stimulation over sham (compared to the last update in 2009) and moderate-quality 
evidence showing no difference between PC6 acupoint stimulation and antiemetic 
drugs to prevent PONV. There was inconclusive evidence supporting the use of a 
combined strategy of PC6 acupoint stimulation and antiemetic drugs over drug 
prophylaxis, and further high-quality trials are needed [76].

5.5.2 Current quality of evidence

A growing number of studies have demonstrated the effectiveness of acupunc-
ture in preventing and treating postoperative nausea and vomiting [26]. Fu et al. 
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reviewed 50 RCTs published from 1997 to 2020 with 5980 patients. Both single 
therapy-electroacupuncture, acupressure, transcutaneous electrical nerve stimu-
lation (TENS), acupoint plaster, acupoint injection, and 5-hydroxytryptamine 
(5HTRA) receptor antagonists- and combination therapy (TENS + 5HTRA, acu-
pressure + 5HTRA) had a better clinical effectiveness rate than placebo. However, 
the quality of evidence for acupuncture therapy in preventing PONV is moderate, 
low, and very low. None of the acupuncture therapy was regarded as high-quality 
evidence [25]. The results indicated that acupuncture was effective in reducing 
postoperative vomiting, both during the first 4 h (low quality) and within 24 h 
postoperatively (low quality); acupuncture was effective in reducing the first 4-h 
(moderate quality) and 0–24-h postoperative vomiting (moderate quality) when 
performed before and during anesthesia, respectively. Acupuncture was also effec-
tive in treating 0–24-h postoperative nausea (moderate quality) and in reducing the 
utilization of remedies during the first 4 h (moderate quality).

5.5.3 Conclusion

In adults, TENS + 5HTRA may be the best treatment, while in children, acu-
puncture reduces the incidence of PONV as well as the use of antiemetics, particu-
larly during the first few hours after surgery. Future work should determine the best 
technique or combination of techniques for acupuncture and also explore the use of 
acupuncture as a part of the complementary and integrative treatment of PONV.

5.6 Postoperative pain

Postoperative pain is acute pain that occurs following tissue injury associated 
with surgery and should resolve during the healing process. This normally takes 
up to 3 months, after which the pain is considered to be chronic or persistent [77]. 
Armstrong et al. found a significant correlation between increased preoperative and 
postoperative pain scores and anxiety, current smoking, psychological conditions, 
and current opioid use. Additionally, Armstrong et al. recommended for a multi-
modal approach to postoperative pain management and developed a pain sequence 
to help providers [78]. Multimodal analgesia is an essential component of such 
care. Further, there has been a recent renewal of interest in non-opioid alternatives 
or adjuncts in controlling postoperative pain, often in the context of multimodal 
analgesia [79]. Intravenous acetaminophen, non-steroidal anti-inflammatory drugs 
(NSAIDs), magnesium, ketamine, dexmedetomidine, liposomal bupivacaine, and 
newer neuraxial and peripheral regional techniques, as well as patient-controlled 
modalities, are gaining importance. Acupuncture and transcutaneous electrical 
nerve stimulation may be useful as adjuncts in multimodal analgesia packages [79]. 
Acupuncture is a well-known and widely used treatment for pain and other condi-
tions. There have been increasing numbers of clinical trials evaluating the efficacy 
of acupuncture and related techniques for postoperative analgesia. Sun et al. [80]
evaluated 15 studies on the efficacy of acupuncture and related techniques for acute 
postoperative pain management in surgery: abdominal, maxillofacial, knee, hem-
orrhoidectomy, back, thoracotomy, hip arthroplasty, and molar extraction. They 
suggested that perioperative administration of acupuncture might be useful as an 
adjunct to postoperative analgesia [80].

5.6.1 Previous quality of evidence

Barlow et al. [81] found that acupressure reduced pain and acupuncture did not 
reduce pain but resulted in reduced use of ibuprofen (low-quality evidence). Chen 
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et al. [82] found acupuncture superior to sham in post-operative fentanyl use, time 
to the first request for fentanyl, and pain intensity (low-quality evidence). Wu  
et al. [77] found that some forms of acupuncture (acupuncture, electroacupuncture 
(EA), and transcutaneous electrical acupoint stimulation (TEAS)) improved pain 
on day 1 after surgery and reduced opioid use; subgroup analysis showed that 
acupuncture and TEAS were superior to EA (moderate-quality evidence).

5.6.2 Current quality of evidence

Yin et al. [27] found that acupuncture in combination with conventional treat-
ment showed no statistical difference in pain reduction in Postcholecystectomy 
syndrome. The quality of the evidence for the overall outcomes was acceptable. The 
results showed that there was 7.7% of outcomes with very low-quality evidence, 
46.15% with low-quality evidence, 46.15% with moderate-quality evidence, and 
none with high-quality evidence. However, it is difficult for therapists and patients 
to use blinding for acupuncture [27]. Qin et al. (2020) assessed the effectiveness 
of acupuncture and related techniques for postoperative pain after hemorrhoidec-
tomy. They found that auricular acupressure plus acupuncture, acupuncture, other 
acupuncture techniques, and auricular acupressure were significantly superior over 
usual care, and auricular acupressure plus acupuncture ranked the most effective 
when analyzed for pain intensity, but the findings were limited by the quality of the 
evidence. Park et al. [29] assessed the quality of evidence in RCTs comparing pain 
scores between the EA and the sham groups, finding low cumulative evidence cer-
tainty across all studies. A low rating was given because there was inconsistency and 
a high risk of bias across all studies. However, according to data synthesized from 
previous studies, EA demonstrated the possibility of reducing pain for patients after 
thoracotomy with lower amounts of opioid analgesics [29].

5.6.3 Conclusion

Acupuncture may improve the overall symptoms of Postcholecystic Syndrome. 
Acupuncture plus auricular acupressure is effective at reducing pain after postop-
erative hemorrhoidectomy, and electroacupuncture has the possibility of reducing 
pain for patients after thoracotomy.
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