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Abstract
This paper outlines the setting up of a new service in primary care offering acupuncture to
patients with severe osteoarthritis of the knee. The high volume clinic is funded under the
Practice Based Commissioning initiative and is the first of its type in the UK. It would appear to
offer a model for similar services elsewhere.
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Introduction
Practice Based Commissioning (PBC) was introduced in April 2005 as a central tenet of
government reforms of the National Health Service (NHS) at that time. The Audit Commission
saw it as a way of managing financial risk, and of improving services and the use of resources 1 .
Amongst other things, PBC gave an opportunity for primary care practices to manage their own
budgets and to commission and redesign services, making them more appropriate and
convenient for patients and more cost effective. Payment is by results and practices keep up to
70% of the savings they make to reinvest in patient services. Clinicians have seized the
opportunity to become patient advocates and to redesign care pathways and, in the local area,
this has led to the development of Clinical Assessment (and/or Treatment) Services [CA(T)S],
including one for musculoskeletal (MSK) conditions.
The MSK CA(T)S was set up in 2006 with a local GP as the clinical lead and is the conduit for all
MSK referrals. Initial resistance from local colleagues has declined over time as confidence in the
system has grown and savings have been demonstrated. Funding is now through the PBC budget
and there are strong links with secondary care. It has been possible to manage and redesign care
pathways under the auspices of the MSK CA(T)S and this paper outlines the recent success in
commissioning acupuncture for patients with severe osteoarthritis (OA) of the knee.
Evidence from the literature
Osteoarthritis of the knee is common2 and debilitating3 , usually occurring in the older
population where co-morbidity may make surgical intervention undesirable or impossible. It is
recognised that pain relief using non-steroidal anti-inflammatory drugs can be harmful and there
is lack of evidence of their long-term effectiveness4 . Knee replacement surgery may give
suboptimal results 5, has relatively high rates of complications 6 and is expensive ( £5633
according to the PBC tariff 2008/9) 7
The literature relating to acupuncture for OA knee has been well documented. Vas et al 8
demonstrated that acupuncture was effective at reducing pain and improving function as well as
reducing patients’ consumption of diclofenac . Berman et al9, Witt et al10 and Scharf et al11 all
demonstrated improved function and pain relief using acupuncture for the treatment of OA
knee. These studies, along with others, allowed White et al12 to conclude, in their systematic
review of the literature, that acupuncture is significantly superior to sham acupuncture and to

no intervention in improving pain and function. They note that evidence to support the long
term effects of acupuncture in OA knee are inconclusive at present.
In addition, acupuncture has been shown to be a safe treatment. Papers by Yamashati et al13 and
White et al14 demonstrated that there is negligible risk of harm to patients when acupuncture is
given by competent practitioners.
Previous experience of acupuncture for OA knee
The first author works as a GP in a large (17,000 patients) city centre practice in St Albans and
has been providing an acupuncture service there for the past 15 years both in a dedicated
weekly clinic and in ‘ad hoc’ appointments. During this time, he has successfully treated many
patients with OA knee and documented an 80% response rate15. There has been a long struggle
to get acupuncture recognised and funded in general practice and in 2005 a voluntary donation
scheme was introduced16 to help offset the perceived costs of offering this service to patients.
This experience and the anecdotal paper by Camp17 , a consultant rheumatologist who noted
that acupuncture is very effective for OA knee and has a lasting benefit in 60% of patients, were
powerful motivators in pushing for the formal provision of acupuncture for these patients.
Further work by Williamson18 demonstrated the success of acupuncture for such patients in a
randomised controlled trial in a hospital setting and this further fuelled determination. The final
turning point came from work by Berkowitz et al19 who demonstrated that it was possible to
provide acupuncture in a dedicated hospital clinic seeing a high volume of patients. If in a
hospital setting, why not in a primary care setting?
Estimates of cost savings
It was acknowledged as important to be able to demonstrate cost savings from any new service
and the limited evidence available suggested that this was possible. Lindell et al20 working in a
GP setting, showed that acupuncture costs significantly less than treatment in a hospital setting
and demonstrated an average saving per patient of £232. Reinhold et al21 in Germany concluded
that acupuncture in addition to usual care was a cost effective treatment and UK work by
Thomas et al22 studying acupuncture for back pain showed that the incremental QALY (Quality
Adjusted Life Years) compared favourably with other NHS approved treatments.
Meeting the commissioning criteria
The proposal was put forward to offer a new MSK CA(T)S service to patients with severe OA
knee, providing acupuncture as an alternative to referral for knee surgery. A number of potential
benefits were postulated:


Reduce the demand for outpatient, inpatient and day case treatment and so either save
the cost of those activities and/or reduce waiting times



Reduce the need for operative interventions especially knee surgery



Reduce referrals to the local NHS physiotherapy service and thereby reduce waiting times



Promote a secondary to primary shift of care in line with the aims of government, Investing
in Your Health and Primary Care Trusts



Enhance patient choice and ensure a service that is locally accessible to patients in line with
the stated aims of the government and local health economy



Reduce expenditure on medication

Strict referral criteria were regarded as essential and included:


Patients already on maximum tolerated analgesia and still experiencing pain



Patients experiencing waking at night due to pain



Patients with significant reduced walking e.g. 50 metres or less

Constant and consistent requests and revised proposals were submitted over many months and
eventually it was agreed that the St Albans and Harpenden MSK CA(T)S Knee Clinic would be
funded from savings made by the MSK CA(T)S team. These savings needed to be identifiable
against the tariff prices.
No money was given for the set up costs and time and none is available for leadership,
evaluation or audit. However, the purchase of 6 electro-acupuncture machines was funded. It
was agreed that the GP practices would receive £20 per treatment from the MSK CA(T)S savings
and the service would be reviewed after six months.
One major triumph was the agreement that treatments should not be limited and that ongoing
maintenance treatment was approved.
The current situation
The service has been offered to patients since January 2008 and to date 51 patients have been
treated. Two sites in St Albans are taking part, both with GPs who are BMAS members. The
service is nurse led at both sites (again by BMAS members) and this is clearly acceptable to
patients. Referral is made by the patient’s GP to the MSK CA(T)S team and patients are assessed
by the triage team of the lead GP and extended scope physiotherapist. If they meet the inclusion
criteria (see above), they are contacted by telephone and offered acupuncture at one of the two
surgeries and sent an information leaflet outlining the service. Those patients who opt out are
given appointments at the orthopaedic out patient clinic.
Once patients arrive at the surgery, a clear pathway is followed – see Table 1

TABLE 1- KNEE ACUPUNCTURE CLINIC: TREATMENT JOURNEY
First session
o

Use ‘new patient pack’
o Assessment
o MYMOP
o No EA – manual only, 5 mins, treated on couch
o Use 5 knee points plus max of 3 additional points
o Make a further 3 appts at weekly intervals

At 4th treatment session
o

o Decide re further treatment
If responding ‘well’ – continue manual acupuncture
o Little or no response to EA group

Good response group
o
o
o
o
o
o

Poor response group

Treatment in 2 weeks
Treatment in 2 weeks
Treatment in 3 weeks
Treatment in 4 weeks
Treatment in 4 weeks
Treatment in 6 weeks
o MYMOP assessment

o Treatment in 1 week EA
o Treatment in 1 week – reassess & EA
o Phone call 1 week later & decide re further
treatment

Poor response to EA
o

Follow-up not less than 6 weekly
- about 8 treatments/ yr

1 year
MYMOP

Discharge to MSK
CATS
o MYMOP

Good response to EA
o
o
o
o
o
o

EA in 2 weeks
EA in 2 weeks
EA in 3 weeks
EA in 4 weeks
EA in 4 weeks
EA in 6 weeks
o MYMOP

Discussion


After much consideration, a pragmatic decision was taken to use MYMOP (Measure Your
own Medical Outcome Profile)23 as the assessment tool. This tool was developed by
Paterson, a GP and BMAS member and is qualitative, patient centred and easy to
understand and administer. We chose to focus on pain and stiffness as the primary
symptoms and accept that in doing so, we may have reduced the validity of the tool. We
believe, however, that this is enabling us to measure changes in these two major symptoms
of OA knee. In addition, we are able to measure changes in an activity chosen by the patient
which their OA knee is making difficult, as well as their general feeling of wellbeing.



We chose only to use electroacupuncture (EA) for those patients in whom manual
acupuncture was not effective. Many of the published research studies have used EA from
the outset but personal clinical experience suggested that this was not necessary for all
patients and we anticipate that our evaluations will confirm this.



To date only 6 patients have been referred back to the MSK CA(T)S team for orthopaedic
referral. The remaining patients are continuing with the treatment protocol and the first
few patients have now reached the maintenance phase.



The recent 6-month review highlighted general satisfaction with the service and a
continuation of the funding. This is despite the publication, since the service began, of NICE
(National Institute of Clinical Excellence) guidelines24 suggesting that there ‘is not enough
consitent evidence of clinical or cost effectiveness to allow a firm recommendation on the
use of acupuncture for the treatment of osteoarthritis’.



Most of the referrals have been appropriate and those that have not met the inclusion
criteria have been referred back to the MSK CA(T)S team before commencing acupuncture
treatment.



There are times when the ‘gut feeling’ of the acupuncturist has led to minor departures from
the treatment protocols (the ‘art’ of acupuncture as opposed to the ‘science’). We recognise
that this would be unacceptable in a research study but feel it is valid in order to fully
evaluate this new service.



The service is free to patients, a central principle of the NHS, and this can only be achieved
economically if patients are treated in small groups. All patients are told on their first visit
that this will be the case. Men and women are treated separately and the group setting does
seem to have a therapeutic value of its own, with patients encouraging one another and
sharing their successes. Several have commented that they look forward to coming for
treatment.



The clinics at the two surgeries will eventually reach capacity and it may be necessary to
recruit a third practice. There are a number of practicing BMAS members in the area and it is
anticipated that this will not pose a problem.

Conclusion
Whilst there is insufficient data at present to undertake any meaningful analysis, the initial
response to the service from clinicians and patients is encouraging. Perhaps the most
meaningful outcome measure in such a venture is whether the patients are happy to continue
receiving acupuncture treatment rather than being referred for surgery. Using this outcome
measure, we feel that we can claim success for the new service at this stage.
This PBC funded acupuncture clinic has set a precedent for such services and appears to provide
a useful model which others might follow.
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