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BACKGROUND AND OBJECTIVES: As evidence establishes the efficacy of
medical acupuncture, more family physicians and family medicine residents
may receive medical acupuncture training and need to know how to effectively communicate about the treatment option with patients. By identifying how
physicians talk about acupuncture treatment with their patients, we aimed to
develop a model for physician training that could enhance their ability to integrate and practice medical acupuncture in conventional clinical settings.
METHODS: To capture the communication process that family physicians engage in when integrating acupuncture treatment into a clinical environment, we
sought both physicians’ and patients’ perspectives. We conducted interviews
with 17 family physicians and 15 patients in a US family medicine clinic that
has integrated medical acupuncture into its practice. Audio recordings were
transcribed and analyzed by two members of the study team in ATLAS.ti, using
the constant comparative method.
RESULTS: Integrating acupuncture into family medicine entailed a three-phase
communication process: (1) introduce acupuncture, (2) explain the medical process, and (3) evaluate treatment outcomes.
CONCLUSIONS: The emerging three-phase process of communicating acupuncture described here provides an initial model for teaching communication
in the context of medical acupuncture. Given the exploratory nature of this initial study and the rarity of acupuncture treatment integrated into family medical settings, this is a first step in building knowledge in this realm of practice.
Future research is needed to better understand the experience of patients who
do not report notable results of acupuncture and to extend this study into other
family medicine settings.
(Fam Med. 2018;50(5):353-8.)
doi: 10.22454/FamMed.2018.662450

M

edical acupuncture can provide successful treatment
for patients coping with
chronic and acute mental and physical ailments.1-4 Defined as the therapeutic insertion of solid needles in
various combinations and patterns,5
medical acupuncture encompasses
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French energetic acupuncture, trigger point acupuncture, Chinese scalp
acupuncture, comprehensive auricular acupuncture, electroacupuncture,
and Worlsey five-element acupuncture.6 As evidence establishes the
efficacy of medical acupuncture,2,7-11
more family physicians and family

medicine residents will likely receive
medical acupuncture training and
need to know how to effectively communicate about the treatment option
with patients.
The practice of medical acupuncture is a unique context for studying
clinical communication between patient and physician. In the context of
acupuncture, research on the therapeutic benefits of clinician-patient
communication has hypothesized effects of communication on patient
outcomes. For example, an augmented communication style such as
expressing empathy and active listening and positive expectations for
success has been associated with patients perceiving lower symptom severity of irritable bowel syndrome.12
When acupuncturists expressed
hope and optimism that treatment
would reduce pain and improve function, patients reported better jointspecific pain control compared to
patients whose acupuncturists expressed uncertainty and a “wait and
see” approach about whether treatment would work.13 In one study
with nonphysician acupuncturists,
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the providers’ communication of optimism about treatment effectiveness was associated with pain and
function outcomes through its effect
on satisfaction during treatment.14
These studies demonstrate how physician communication about medical acupuncture can enhance patient
outcomes.
Although we are increasingly
teaching physicians how to provide
acupuncture,15 we have given less attention to teaching physicians how to
talk to patients about acupuncture.
To capture family physicians’ communication process when integrating
acupuncture into a clinical environment in which patients may be less
familiar with this form of treatment,
we sought both physicians’ and patients’ perspectives. In doing so, we
can more comprehensively identify
a communication process for integrating this form of care into conventional medicine. Given that
research shows that talking about
treatment efficacy enhances patient

participation,16-18 we paid close attention to both patients’ and physicians’ perceptions of what helped
facilitate acupuncture engagement
and perceptions of treatment efficacy
or outcomes. By identifying how physicians talk about acupuncture treatment with their patients, we aim to
develop a model for physician training that could enhance their ability to integrate and practice medical
acupuncture in conventional clinical settings.

Methods

Following institutional review board
approval, research coordinators recruited 15 family medicine physicians and 17 patients (N=32) from
a family medicine department at a
US acute/emergency medical center
with a patient population of 50,000.
Physician participants had completed a 300-hour medical acupuncture
course, at sites outside of our health
system in Arizona and Maryland and
also at our site in Nevada. Physician

and patient groups included participants who had practiced/received
acupuncture at our clinical site and
in other health systems. See Table 1
for demographics.
On-site coordinators obtained consent and demographics. Two authors
conducted individual semistructured
in-depth interviews lasting about 1
hour each during three separate site
visits. Those interviews were then
professionally transcribed with a
coding system to maintain confidentiality, which resulted in 812 transcribed pages. Each site visit lasted 2
to 3 days. Interviews occurred in the
clinic in a private room to maintain
privacy, enhance access, and reduce
participation burden.
The findings reported for the posited inquiry are one segment of a
larger study. Participants were asked
about the nature of their interactions as they pertained to engaging in acupuncture treatment. The
larger study focused on what physicians and patients discussed as it

Table 1: Participant Demographics
Physician Participants (n=15)
Gender
Female

3 (20%)

Male

12 (80%)

Years practicing medicine

Mean 3.73 (SD 1.94)

Years practicing medical acupuncture

Mean 2.00 (SD 1.31)
Patient Participants (n=17)

Gender
Female

10 (58.8%)

Male

7 (41.2%)

Age in years

Mean 52.18 (SD 13.93)

Number of acupuncture treatments received
Low utilizer (up to 5 treatments)

4 (23.5%)

Medium utilizer (6 to 20 treatmnets)

9 (52.9%)

High utilizer (more than 20 treatments)

4 (23.5%)

Primary reason for receiving acupuncture treatment*
Chronic pain**

8 (47.1%)

Musculoskeletal injury or pain

5 (29.4%)

Stress/anxiety

4 (23.5%)

*List indicates primary reason for receiving acupuncture. Multiple patients reported receiving acupuncture for more than one reason.
**Includes persistent migraine.
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pertained to engaging in acupuncture treatment, with a heavy focus
on what communicative approaches
enhanced patients’ willingness to engage in and maintain acupuncture
as well as perceived health outcomes.
Beginning with the first site visit,
researchers kept memos to develop
themes relevant to inquiries posed in
the larger study, meeting to discuss
findings after interviews as well as
at the end of each data collection day.
These analytical meetings were conducted so that reports could be compared to further develop patterns,
enhance reflexivity, and attain thematic saturation. During this data
collection and concurrent analysis
it was noted that, without any probing, patients and physicians were
describing a process of communication that illustrated how acupuncture was integrated into the family
medicine setting. This was integrated into analysis and ongoing data
collection to develop a richer description of a communication process that
physicians could use when integrating acupuncture into family medicine settings.
Thematic analysis was conducted using the constant comparative
method,19 including memo keeping to
maintain reflexivity and reach thematic saturation, using these analytical steps: (1) identifying concepts/
assigning codes, (2) establishing categories, and (3) refining themes/characteristics with rich descriptions.20
The large data set was managed

using ATLAS.ti. Analysis was separated by each group (patient and
physician) and compared. Similar
findings were collapsed to develop an
illustration of the entire communication process with any distinctions
noted in perception for descriptive
value (eg, the first phase was more
physician-led as opposed to the second phase which was more patientdriven). Saturation of themes was
met when at least half of participants in a group reported that phenomenon. Patterns or categories
were refined to identify dimensions
(features of the communication process) to further define categories and
ensure rich description.

Results

Integrating acupuncture into family medicine entailed a three-phase
communication process: (1) introduce
acupuncture, (2) explain the medical
process, and (3) evaluate treatment
outcomes (Figure 1). The sequential
nature of the model emerged from
the data from both descriptions of
current practice as well as patient
recommendations for preferred practice. Excerpts illustrate the key communication features of each phase
and provide exemplars that can be
used to not only create a communication process for acupuncture integration, but also for teaching and
testing the efficacy of this communication process.

Introduce Acupuncture

Physicians would first introduce
acupuncture as a treatment option.
This involved three physician-led
communication features: (1) initiate
discussion, (2) use a collaborative
communication style, and (3) mention treatment efficacy. One physician described how he enacted this
phase and incorporated each communication feature in his introduction:
I say [to my patients], “Listen.
Sometimes [back pain] is a tricky
thing to treat. These are our options. You can do physical therapy. We can do medications, which
isn’t a good thing to have long-term.
But also something that we’ve been
starting to get trained [in] is acupuncture. And a lot of people have
been getting battlefield acupuncture and ear acupuncture… We’ve
been learning a lot more of the full
body acupuncture and been having
really great results with people and
that could be something that could
be really beneficial…” Most of the
time [patients are] really open to
that… I say [to them] “So what are
your thoughts on those options?” or
“What do you think would benefit
you?” (Dr3)

This phase of the communication
process received the most attention
and time in the clinical interaction
and was also more dominated by
the physician talking. Physicians
reported that this was necessary

Figure 1: Communication Process Through Medical Acupuncture

Prior to
treatment
• Initiate the discussion
• Introduce
acupuncture
• Use a collaborative
communication style
• Mention treatment
efficacy
• Explain what to expect
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procedure
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• Monitor treatment
outcome

After the
procedure
• Evaluate treatment
outcomes
• Physical
• Mental
• Social
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to address an unfamiliar treatment
that could be misunderstood. Likewise, patients described this phase
as critical for addressing issues pertinent to treatment decisions, which
could warrant more extensive conversations.

Explain the Medical Process

Physicians would then explain the
medical process. This phase involved two physician-led communication features: (1) explain what to
expect, and (2) what happens when
acupuncture is administered. This
explanation prepared and educated
patients and also provided an opportunity to address needle aversion, a
common issue for patients. One patient described the importance of
this phase and associated communication features and also noted an
explanatory tactic regarding needles
that enhanced his comfort:
The more [physicians] explain what
[acupuncture] is, how they’re treating [the health issue] and why, I
think it would make the patients
more comfortable because a lot of
people don’t like the thing about
all these needles in them. One
doctor didn’t distract me, I felt the
needle go in… It was funny but it
really works-that distraction actually works… Communication wise
would be explain what you’re doing and why. Don’t just make a determination [such as], “We’ll stick
you with a needle and that’s it…”
I think a lot of people are hesitant because of the fact that this is
new—different. (Pt12)

This phase also included a patient-driven communication feature in which physicians responded
to patient cues to determine depth/
breadth of explanation (eg, whether
to integrate Eastern medicine or scientific physiological explanations).
Physicians also paid attention to
changes in cues across treatment,
as this physician illustrated:
I used to explain every little thing
[to patients]. Then I realized they
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don’t even want to hear it. Like it
doesn’t matter if I say nothing or
say everything. So I just tell them
what they’re going to feel so they
don’t get surprised by it… A handful I would say while we’re doing
[acupuncture] maybe this is the second or third time and they know
it works—they [ask me], “So how
does this even work?” They ask
questions like that. (Dr11)

Evaluate Treatment Outcomes

During the final phase physicians
would evaluate treatment outcomes.
This involved a physician-led (but
collaborative) communication feature
to longitudinally evaluate outcomes
(1) during treatment, (2) after treatment, and (3) at follow-up appointments/treatments. While physicians
initiated communication, patients
were collaboratively involved by assessing outcomes both quantitatively (eg, rating pain on a scale of 1-10)
and qualitatively (eg, describing how
you felt this week). Physicians noted
that evaluating outcomes was important not only for treatment decisions,
but also to validate their practice of
acupuncture accurately as new acupuncture practitioners.
This phase was challenging, warranting more time with both evaluation approaches to develop a
dialogue, indicating a phase of the
communication process that hinged
on collaboration between physician and patient. One physician explained, “I feel like you really, really
have to interact with the patient to
figure out which [treatment] is the
best” [Dr6]. That physician described
probing with various questions including:
“Do you remember that scale?
Where are you at now?”
“Where did your pain go after you
left the clinic?”
“How long does the pain [last]—or
[did] pain improve for?”

This physician also noted that
assessing mental health changes
was challenging and required more

probing to “tease those out.” This included asking about sleep patterns
or relational changes with loved
ones. Although this phase was recurrent, it received less attention in
the process. Some patients did not
recall evaluations at each time point,
reported the evaluation was too narrow, or that self-monitoring was difficult. One patient helped to illustrate
how evaluation of outcomes warranted a number of considerations
like the patient’s ability to monitor
their own health, differences across
patients, as well as the interlinked
nature (or changing nature) of their
health complaints:
Every appointment [doctors] have
a paper [to evaluate my health]
and it’s normally only graded on
the original diagnosis. For me they
only really assess my back and
neck pain—I mean they ask about
my anxiety and insomnia but they
don’t write it down, well, that I see.
… They ask how your problem has
been in the last week and how it is
right now and how much it’s hindered you in your daily activities
that you list—mine is taking care
of my kids and the house but for
others it might be lifting or whatever. You scale from 0 to 6 or 0 to
10 … They always ask [me] “Do you
feel like it helps?” But they don’t
like super go into detail or have
you journal... I feel like [journaling would] be kind of taxing… I
think that that would stress me out
and be counterproductive whereas
other people might feel like that
helps them be in control or whatever. [Pt7]

Although physicians and patients primarily discussed changes
in health outcomes after acupuncture treatment during the evaluation
phase of the communication process,
they were at times incorporated into
the introduction phase when efficacy
was discussed. For instance, when
discussing efficacy with patients,
physicians could reference the success with other patients with similar
ailments. Likewise, patients reported
FAMILY MEDICINE
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that they liked hearing about other
patients’ health improvements when
being presented with acupuncture
as a treatment option. Collectively, patients’ and physicians’ reports
of outcomes centered on physical,
mental, and social health improvements, which worked in tandem and
were not mutually exclusive. Physical changes included a reduction or
elimination of pain, opioid/narcotic
use for pain, disease and ailmentrelated symptoms (eg, increased
mobility, less scarring), and physiological effects associated with mental
health complaints (eg, more energy,
better sleep, digestion, and breathing). Mental health changes included
decreased distress, enhanced mood,
changes in mental health disorders
(like ADHD, PTSD, anxiety, depression), and grief and trauma processing. Social health changes were also
described including enhanced personal relationships at home or work
as well as between physician and patient (eg, patients “opening up more”
or increased trust).

Discussion

The emerging three-phase process
of communicating acupuncture described here provides an initial model for teaching communication in the
context of medical acupuncture. The
reports help illustrate the collaborative nature of acupuncture treatment in terms of both physician-led
and patient-led communication features as well as the importance of
addressing critical issues (eg, what
to expect, efficacy).
The first phase is not unique to
this context. Previous studies examined the decision-making process to
engage in innovative procedures,21,22
which would certainly describe the
inclusion of acupuncture in treatment. However, the discovery of the
second phase provides unique insight into physician-patient communication.
High quality patient-provider
communication is associated with
positive health outcomes.23 However,
these studies often focus on patientcentered communication during the
FAMILY MEDICINE

medical interview and shared decision making.24,25 Results of this study
describe the role of communication
throughout a procedural treatment,
or in this case, across medical acupuncture care. During medical acupuncture, this communication may
carry even more power. A key step
in performing acupuncture is patient feedback—de qi. Although not
all medical procedures rely on patient feedback during the procedure,
some techniques may be improved
by eliciting patient information, such
as therapeutic ultrasound, physical
therapy, or osteopathic manipulation.
The final stage of the process is
interlinked with health outcomes of
acupuncture or its efficacy—an issue
also addressed in phase one—which
further highlights the importance of
validating for patients that the treatment works. What also seems critical
to address is that the health impact
is not just physical, but also mental and social. From both physicians’
and patients’ perspectives, acupuncture is a treatment that appears to
address health concerns, resulting
in outcomes holistically, treating
both body and mind. While previous research indicated that talking about outcomes is an important
factor, these findings further illustrate that both physicians and patients identify complex, interrelated
health outcomes that appear to be
quite comprehensive (as opposed to
just simply eliminating a physical
ailment, like pain).
Future research can extend these
findings to investigate the long-term
impact of acupuncture, especially valuable within family medicine
where we value continuity of care
with our patients. The current results provide a model for physicians
to integrate and talk though medical
acupuncture with their patients—
a model that warrants further testing as such training could improve
a number of important outcomes
(eg, enhancing patient engagement
in acupuncture, physicians’ self-efficacy, and patients’ health outcomes).
Notable limitations to this study
are reflective of the unique nature

of the single site where interviews
occurred. First, physicians in this
hospital and residency are encouraged to complete medical acupuncture training, which has created a
culture that embraces it as a treatment modality. Second, although researchers invited both patients who
had and who had not reported successful treatment of acupuncture, we
acknowledge that patients may be
more motivated to share successful
experiences. Given the exploratory
nature of this initial study and the
rarity of acupuncture treatment integrated into family medical settings,
this is a first step in building knowledge in this realm of practice. Future
research is needed to better understand the experience of patients who
do not report notable results of acupuncture and to extend this study
into family medicine settings that
experience less “acupuncture saturation.”
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