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Abstract

Background/Objectives: Acupuncture is effective for labor pain yet rarely used in the
UK. Midwife-delivered acupuncture (commonplace in Europe) is cost-effective but typi-
cally demands a protocol-based approach. Randomized controlled trial (RCT) protocols
have varied greatly in terms of acupuncture rationale/style, needle number/location and
retention time. The aim of this study was to determine the intrapartum acupuncture
experience of professional UK acupuncturists specializing in pregnancy/childbirth and
compare their treatment recommendations with research evidence regarding acupunc-
ture “dose” during labor. Methods: Fifty self-identified obstetric acupuncturists (various
styles) with 10 [4, 6] years of experience (median [interquartile range]) were surveyed
about their personal intrapartum acupuncture experience and recommendations regard-
ing traditional acupuncture point selection and overall treatment approach. Results: Of
50 respondents, 36% (n = 18) had never attended a labor. For those with experience, the
median number of labors attended was 0.4/year [interquartile range 0.1–0.3]. Only 12%
(n = 6) had attended ≥10 labors. Recommendations included using between 2 [1, 2] and
8 ± 4 (mean ± standard deviation) needles left in situ for 5 [1, 10] to 30 [30, 30] min. Only
32% (n = 16) advised retention throughout labor, of which 25% (n = 4) would tape needles
down. The remainder advised interval treatments, typically 1–2 hourly. Most practition-
ers highlighted the need to vary the treatment according to individual needs/sensitivity.
Regarding points, only SP6 and LI4 were ubiquitous, although 41/51 RCT points were
mentioned, which were most often segmental and/or so-called major points for central
effects (SP6/LI4/BL32/BL60/LR3/BL67/PC6/BL31/ST36/Shenmen). Regarding needle
stimulation, 18% (n = 9) recommended none, 20% (n = 10) elicitation of de qi only, and
54% (n = 27) repetitive manual manipulation (every 5–15 min). Only 8% endorsed elec-
troacupuncture use. Conclusions: UK experience with intrapartum acupuncture appears
limited. Most practitioners recommended short periods of needling using relatively few
needles, i.e., low-dose acupuncture.

Keywords: acupuncture; labor pain management; survey; intrapartum care; integrative
obstetrics; integrative maternity care; obstetric acupuncture

1. Introduction
Acupuncture—a treatment modality involving the insertion of filiform needles into

the body—is becoming increasingly accepted as a method of pain relief in Western nations.
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In the UK, acupuncture is currently recommended by the National Institute for Health
and Care Excellence (NICE) for the management of migraine, tension-type headache and
chronic pain [1,2], for which it is available on the National Health Service (NHS). In the
USA, it is recommended by the American College of Physicians for the treatment of low
back pain [3], for which it is now reimbursed by the Center for Medicare & Medicaid
Services [4]. There is also a growing body of evidence in support of the safety and effective-
ness of acupuncture during pregnancy [5–9], including in labor and delivery [10–12]. The
most recent Cochrane review and meta-analysis, which included 13 randomized controlled
trials (RCTs) of intrapartum acupuncture, found a significant reduction in pain intensity
compared with usual care, with a standardized mean difference (Cohen’s d value) of −1.31
(95% confidence interval (CI) −0.49 to −2.14), indicating a medium-to-large effect size.
Acupuncture also decreased the use of pharmacologic analgesia relative to usual care (risk
ratio 0.72; 95% CI 0.60–0.85). Clinical heterogeneity among the included studies—for exam-
ple, with respect to the use of manual acupuncture versus electroacupuncture (EA)—plus
an observation that elicitation of “de qi” (a characteristic needling sensation experienced
secondary to needle manipulation in the tissues) was associated with increased patient
satisfaction scores [13], raises important questions about acupuncture “dose” requirements
for labor pain management. Acupuncture dose reflects the degree of stimulation of the ner-
vous system during treatment and is determined by: (1) the number of needles used; (2) the
retention time; and (3) the degree of needle stimulation, either manual or electrical [14].
As summarized in Table 1, these factors varied significantly across 21 identified RCTs of
penetrating acupuncture in labor, with insertion of anywhere between two [15–21] and
twenty-one needles [22], retention for just a few minutes [23] up to the whole duration of la-
bor [13,15,23,24]—sometimes with needles being taped down [15,23–25]—and stimulation
ranging from a single elicitation of de qi sensation [13,15,23–25] to strong EA [18,20,26,27].
Regarding traditional acupuncture point selection (i.e., anatomical location), RCT protocols
have consistently incorporated needling segmental to the uterus (T11–L2 or S2–S4 based
on its sympathetic or parasympathetic innervation, respectively) ventrally (e.g., CV3, CV4),
distally (e.g., SP6, KI3, LR3) or dorsally (e.g., BL23, BL28, BL31–34) ± so-called “major”
point locations (e.g., LI4, ST36, PC6), stimulation at which is believed to induce strong
central effects.

Table 1. Determinants of acupuncture dose in intrapartum acupuncture trials (n = 3820 participants).

Study
(First Author, Year)

Sample
Size Country Treatment

Provider
No. of

Needles
Needle

Retention Time

Degree of
Needle

Stimulation

Skilnand, 2002 *
[15] 210 Norway Midwife 2 to 21 20 min or until

delivery (taped) De qi only

Ramnerö, 2002 * [25] 100 Sweden Midwife NR 1–3 h (taped) De qi only

Nesheim, 2003 * [23] 198 Norway Midwife NR Few min or until
delivery (taped) De qi only

Ziaei, 2006 [24] 90 Iran LAc 12 Until delivery
(taped) De qi only

Zhang, 2006 # [16] 120 China LAc 2 30 min EA

Zhou, 2007 # [17] 111 China LAc 2 30 min EA

Fan, 2007 * [26] 36 China LAc 4 20 min EA (2/100 Hz,
14–30 mA)

Hantoushzadeh, 2007 * [13] 150 Iran LAc NR Until delivery
(taped) De qi only

Mårtensson, 2008 * [28] 128 Sweden Midwife 9 to 12 40 min De qi + MS
q 10 min
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Table 1. Cont.

Study
(First Author, Year)

Sample
Size Country Treatment

Provider
No. of

Needles
Needle

Retention Time

Degree of
Needle

Stimulation

Tjung, 2008 # * [27] 50 Philippines LAc 4 20 min EA (2/100 Hz,
14–30 mA)

Huang, 2008 * [29] 324 China LAc NR 30 to 60 min EA (2/100 Hz)

Borup, 2009 * [30] 607 Denmark Midwife NR 30 to 120 min NR (but no EA)

Ma, 2010 [18] 349 China LAc 2 30 min EA (2/100 Hz, 20 mA)

Ma, 2011 * [19] 350 China LAc 2 30 min EA (4/20 Hz)

Mackenzie, 2011 * [31] 105 UK LAc 8 30 to 60 min Intermittent MS or EA
(2 Hz)

Liu, 2012 [21] 111 China LAc 2 20 min EA

Vixner, 2014 * [22] 303 Sweden Midwife 13 to 21 40 min De qi + MS
q 10 min, or EA

Dong, 2015 * [20] 188 China LAc 2 30 min EA (2/100 Hz,
5–40 mA)

Asadi, 2015 [32] 63 Iran LAc 4 20 min De qi +
MS q 5 min

Xiao, 2019 [33] 127 China LAc 8 25 min EA (2/50 Hz,
0.1–1.0 mA)

Cheng, 2025 [34] 100 China NA 6 NA NA

* Included in most recent Cochrane review [12]. # Information extracted from systematic reviews [10,11]. Abbrevi-
ations: EA = electroacupuncture; q = every; LAc = licensed acupuncturist; MS = manual stimulation; NA = not
available; NR = not reported. Trials of non-penetrating interventions (e.g., acupressure, auriculotherapy using
seeds/studs, transcutaneous electrical nerve stimulation (TENS), transcutaneous electrical acupuncture point
stimulation (TEAS), moxibustion) and administration of substances or materials (e.g., pharmacopuncture, bee
venom acupuncture, catgut embedding) at traditional acupuncture point locations were excluded. Only RCTs of
penetrating acupuncture are included.

Most of the largest RCTs to date have been conducted in European countries, including
Denmark, Norway and Sweden, where acupuncture is routinely provided during labor in
many maternity units [35]. In these settings, treatment is typically delivered by midwives,
and this is likely to be cost-effective given that they are already providing one-to-one
care to parturients, so there are no additional staffing costs. By contrast, in the USA,
it has been reported that acupuncture is only rarely used during childbirth, usually by
private arrangement between a laboring patient and licensed acupuncturist (LAc), and
almost always in the context of birth outside of a hospital [36]. Similarly, in the UK,
obstetric acupuncture is generally provided by private practitioners rather than on the
NHS. However, a pilot integrated obstetric acupuncture service has been established within
a central London maternity unit, where a large number of midwives have been trained to
needle clients during labor using a protocolized acupuncture approach [37]. In developing
evidence-based guidelines to support this novel NHS service, a survey of UK intrapartum
acupuncture providers was conducted to supplement the available RCT data (as detailed
in Table 1). The primary aim of this survey was to determine the level of intrapartum
experience of professional UK acupuncturists specializing in pregnancy/childbirth. The
secondary aims were to explore the degree to which this group’s professional experience
and perceptions of best practices reflect the protocols of the various RCTs conducted to
date and the dose of acupuncture that practitioners might administer in labor.

2. Materials and Methods
2.1. Survey Population

Invitations to an online survey (using the Survey Monkey platform) were sent in 2015
to professional acupuncturists self-identifying as specialists in pregnancy and childbirth
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via membership of a UK-wide continuing professional development group known as the
Acupuncture Childbirth Team (ACT). None of these individuals were midwives. Contact
was made via email circulation lists and ACT Facebook pages for the London and Hertford-
shire groups, and practitioners were provided with a link to follow to complete the survey
if interested. Of note, no individual emails were sent, so a precise response rate could not be
calculated. However, response rate was estimated to be >80% based on ACT London/Herts
group numbers at the time of the survey. In accordance with national guidance and in
keeping with the literature on research governance for surveys [38], written informed
consent and institutional ethical approval were not sought for this survey, as it included no
identifiable information fields and was completely voluntary. Prior to completing the online
survey, participants were made aware of the aims of the research and of the associated risks,
which were considered to be negligible given that no sensitive or personal information
was collected. At the time the survey was completed, ACT membership required a formal
qualification in the practice of acupuncture, followed by a minimum of 14 h of structured
postgraduate training specifically in obstetrics, including recognition of “red flags” to
support safe practice.

2.2. Survey Content

Acupuncturists were asked about their general acupuncture experience (current years
in practice and personal style/rationale, e.g., Traditional Chinese medicine (TCM), Western
medical acupuncture (WMA), Five Element, etc.) and experience of intrapartum acupunc-
ture (reflected by the number of labors attended in the capacity of an acupuncture treatment
provider). Respondents were also asked specific questions about their preferred treatment
approach with a specific emphasis on the determinants of acupuncture dose, including
the number of needles used (minimum and maximum), retention time (minimum and
maximum) and degree of stimulation (none, one time elicitation of de qi, repeated manual
stimulation (MS) or EA). Those that reported using MS were additionally asked how often
they would manipulate the needles, and those favoring the use of EA were asked whether
they used high (80–100 Hz), low (2–10 Hz) or alternating frequencies. Practitioners were
also presented with a list of the 51 different acupuncture points used in published RCTs
of intrapartum acupuncture (Table 1) and asked to select those that they had personally
incorporated into their clinical practice and/or would recommend for laboring patients.
Respondents were also encouraged to make additional point recommendations (outside
of the prescribed list of 51 points) and any general or specific comments in a free text box
(with no restrictions). Finally, each practitioner was asked to select their “top five” tradi-
tional acupuncture point preferences for each of the following five domains, representing
general and specific considerations for treatment during labor/delivery: (1) analgesia;
(2) relaxation; (3) augmentation of uterine contractions; (4) fetal malposition (e.g., persistent
occipito-posterior (OP) or transverse (OT) position; and (5) nausea ± vomiting.

2.3. Statistical Analysis

Normality of distribution was assessed using the Shapiro–Wilk test. Data are presented
as mean ± standard deviation (SD) if normally distributed and median [interquartile range]
if skewed. Descriptive statistical analysis was carried out using the Statistical Package for
the Social Sciences (SPSS) version 21.0 (SPSS Inc., Chicago, IL, USA).

3. Results
3.1. Intrapartum Acupuncture Experience

A total of 50 practitioners completed the survey. There were no incomplete responses
and no apparent duplicate submissions. As shown in Figure 1A, the practitioners surveyed
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had been practicing for 10 [4, 6] years (range 1 to 30 years). As shown in Figure 1B, individ-
ual acupuncture styles included TCM (88%, n = 44), Five Element (30%, n = 15), auricular
(28%, n = 14), Japanese (10%, n = 5), WMA (6%, n = 3) and Korean hand acupuncture (2%,
n = 1). Overall, 36% (n = 18) of respondents had never attended a labor as an acupuncture
provider (Figure 2). Amongst those who had previously provided intrapartum care (n = 32),
the average number of labors attended per year (estimated by dividing the number of
labors attended to date by the number of years in practice) was 0.4 [0.1–0.3]. Only 12%
(n = 6) had attended ≥10 labors during their career to date.

Figure 1. Acupuncture styles [pie chart, (A)] and number of years in practice [histogram, (B)] of 50 self-
identified obstetric acupuncturists completing an online survey about their intrapartum experience.
Abbreviations: TCM = traditional Chinese medicine; WMA = Western medical acupuncture. Of note,
practitioners could choose more than one style—pie chart represents distribution of n = 82 selections.
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Figure 2. Bar chart demonstrating number of labors attended (during their career to date) by 50 self-
identified obstetric acupuncturists completing an online survey about their intrapartum experience.
The blue bar indicates those with no prior intrapartum acupuncture experience. The teal and black
bars represent those having attend <10 and ≥10 labors, respectively.

3.2. Determinants of Acupuncture Dose

Regarding the determinants of acupuncture dose, practitioners recommended inser-
tion of a minimum of 2 [1, 2] needles (range 1 to 5) and maximum of 8 ± 4 needles (range
2 to 16). As illustrated in Figure 3A, only 32% of respondents (n = 16) advised keeping
the needles in situ for the full duration of labor, of which only 25% (n = 4) felt that they
should be taped down. The remaining 68% of respondents (n = 34) advised that the needles
should be left in situ for a minimum of 5 [1, 10] min (range 1 to 20 min) and maximum
of 30 [30, 30] min (range 1 to 45 min), and all but one advised that the treatment should
be repeated, typically at 1–2 hourly intervals (Figure 3B). Regarding degree of needle
stimulation, 18% (n = 9) recommended none, 20% (n = 10) the elicitation of de qi once
only and 54% (n = 27) some degree of MS, respectively (Figure 3). It was recommended
that MS should be repeated at intervals of 5 to 15 min (Figure 3C). Only four respondents
(8%) endorsed EA, all of whom recommended low-frequency stimulation either alone or in
combination with high-frequency stimulation in an alternating fashion. No respondents
recommended continuous high-frequency EA in isolation. In the free text comments, it
was notable that many acupuncturists stated that they would tend to vary the treatment
approach according to the individual needs and sensitivity of each patient.

3.3. Traditional Acupuncture Point Recommendations

Regarding traditional acupuncture point locations, only SP6 and LI4 were ubiquitous
across all respondents; however, 41 of the 51 points used in the RCTs had reportedly been
needled in practice on one or more occasions by this particular group of practitioners
(Figure 4). The ten most commonly utilized traditional acupuncture point locations were
SP6 (100%, n = 50), LI4 (100%, n = 50), BL32 (92%, n = 46), BL60, LR3 and ear Shenmen (all
80%, n = 40), BL67 and PC6 (64%, n = 32), BL31 (58%, n = 29) and ST36 (54%, n = 27). Only
one additional point was nominated via free text, namely GB21, which was mentioned
by 50% of respondents (n = 25) despite not having formed part of the points protocol
of any RCT to date. The five most popular acupuncture point locations (based on the
individual rankings) for specific indications are detailed in Table 2. These mainly included
different combinations of the top ten general points, as detailed above, with the additional
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nomination of Yintang, GV20 and HT7 for relaxation ± nausea and vomiting, and GB34
and SP8 for fetal malposition, respectively.

Figure 3. Treatment recommendations regarding the retention of needles throughout labor (A),
frequency of repeat acupuncture treatments (when needles not left in situ) (B) and type and de-
gree of needle stimulation (C) from 50 self-identified obstetric acupuncturists completing an online
survey about their intrapartum experience. Abbreviations: MS = manual stimulation; EA = elec-
troacupuncture; ◦ = hourly. In panel (C), the blue and black bars indicate variations of MS and EA,
respectively.

Table 2. Practitioners’ traditional acupuncture point recommendations (ranked) for specific indica-
tions in labor.

Ranking Analgesia Relaxation Augmentation Malposition Nausea/
Vomiting

1st LI4 Yintang SP6 BL67 PC6

2nd LR3 Ear Shenmen LI4 BL60 ST36

3rd BL32 HT7 BL32 SP6 LR3

4th SP6 GV20 BL31 GB34 GV20

5th BL31 PC6 LR3 SP8 HT7
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Figure 4. Traditional acupuncture point utilization/recommendations from 50 self-identified obstetric
acupuncturists completing an online survey about their intrapartum experience. Respondents were
asked to select from a list of 51 traditional acupuncture point locations that had previously been
used in randomized controlled trials of acupuncture for labor and were allowed to nominate extra
points by free text entry (indicated by black bars). Ubiquitous responses are indicated by blue bars.
Shenmen refers to the auricular point.

4. Discussion
Firstly, the findings of the present study suggest that intrapartum acupuncture pro-

vision by UK independent practitioners is lacking. Of this sample of 50 acupuncturists
specializing in pregnancy and childbirth, approximately one third had never attended a
labor in order to provide acupuncture treatment. The remaining two thirds of respondents
reported treating, on average, only one laboring woman every two years (and a maximum
of seven per year). This is in stark contrast to rates of uptake in European countries, such
as Sweden and Germany, where intrapartum acupuncture is routinely provided in up to
94–97% of obstetric units [35,39,40] and is reportedly used in up to 25% of all labors [41].
Given the obvious logistic challenges facing the establishment of robust individual ar-
rangements for intrapartum acupuncture provision in the private sector, it is perhaps
unsurprising that it seldom appears to work in practice. The inherent uncertainty around
the timing of onset and duration of labor effectively requires the practitioner to ensure
24 h on call availability around the time of the estimated date of delivery. Practitioners
are also highly likely to need to work during the night and/or cancel scheduled daytime
clinics at very short notice, which may have significant financial implications and cause
considerable inconvenience to other clients. Furthermore, the potential cost to the client
of prolonged attendance by a private practitioner in labor may be prohibitive. Some of
these issues could arguably be overcome by employing a resident acupuncturist. How-
ever, although this was piloted relatively successfully in a New York City hospital [42],
it has not been widely adopted to date. An arguably more feasible model involves the
training of midwives to integrate acupuncture within their scope of practice, which is
commonplace across Europe and is not associated with extra staffing costs. In Germany,
obstetric acupuncture is predominantly delivered by midwives [39,40] and is included in
the undergraduate curriculum of 43% of midwifery schools nationwide [43]. In Sweden,
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around 75% of midwives have received acupuncture training, which is frequently funded
by their employers [35,41]. As a general rule, European midwives are trained in WMA
techniques through specific intrapartum courses that may last anywhere from one day to
10 weeks [23,37,44].

With respect to acupuncture treatment recommendations, the surveyed practitioners
endorsed 80% of the traditional acupuncture point locations that have been incorporated
into RCT protocols. Although the rationale they provided was generally classical (due
to the predominance of TCM and other traditional styles among those surveyed), there
was strong agreement with European RCT protocols [15,22,23,25,28,30], which generally
involve individualized acupuncture point selections based on neurophysiological princi-
ples. By contrast, 90% of RCTs conducted in China have used fixed-point protocols with
no individualization of treatment [16–21,26,33,34]. Of these, six used only SP6 ± LI4. This
suggests that a protocol-driven approach is acceptable for intrapartum care, even amongst
proponents of TCM. In this survey, only SP6 and LI4 were selected by all respondents.
Notably, SP6 has been used in every single one of the 21 intrapartum RCTs to date and
has oftentimes been the only location stimulated (albeit always using EA) in the Chinese
studies [16–18,20,21]. Stimulation of somatic afferent nerves within flexor digitorum longus
and/or the posterior tibial nerve by needling at SP6 can result in sacral neuromodulation (at
the S2 level) in the form of afferent competition at the dorsal horn and somato-autonomic
effects that may modulate uterine pain and contractility, respectively [45,46]. EA at SP6
alone during labor is associated with reductions in both pain scores and the length of
the first stage of labor [18,19,21]. Stimulation at LI4 is classically associated with strong
analgesic effects, which may be mediated via the central nervous system (CNS). EA at
LI4 modulates specific brain regions associated with pain processing [47] and has been
demonstrated to have a beneficial effect on labor progress when used as an adjunct to
intravenous oxytocin for delay in the first stage of labor [48]. It has been demonstrated in
rats that EA at both LI4 and SP6 stimulates the dynorphin/κ-opioid system in the lumbar
spinal cord [49], which may be responsible for some of its analgesic effects. However,
other segmental, heterosegmental and central mechanisms may also be important, for
example endogenous opiate release in the CNS, enhanced descending pain inhibition, and
deactivation of the limbic system [50].

Regarding determinants of acupuncture dose, participant responses were intended to
be hypothesis-generating only and so should be interpreted with caution. Nevertheless,
respondents to this survey generally seemed to favor “low-dose” acupuncture. This is
supported by their suggestions of a relatively small number of needle insertions (average
2–8) and relatively short retention times (average 5–30 min) with repeat treatments as
necessary. This arguably mirrors the trials that have just used a few fixed points, usually
SP6 only [16–21] or SP6 in combination with LI4 [26]. However, despite the widespread
use of EA across these trials, most respondents advised MS (at intervals of 5–15 min).
This may represent unfamiliarity or lack of experience with EA rather than reluctance to
use it per se, although this was not assessed by the questionnaire administered herein.
Interestingly, Vixner et al. compared high-frequency EA (80 Hz) versus manual acupuncture
and MS (at intervals of 10 min) in a three-armed RCT and found that EA (but not manual
acupuncture) significantly reduced rates of epidural anesthesia [22]. However, it has not
been established whether EA is more effective, or indeed whether higher dose treatments
(in general) have greater therapeutic efficacy. Ultimately, in the absence of appropriate
training and availability of equipment to perform EA, regular MS would seem to be a
reasonable compromise. Relatively few practitioners surveyed in this study would advise
needle retention throughout the whole duration of labor, and only 8% in total would
endorse taping needles down. This is consistent with temporal trends in RCT protocols,
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wherein only the early trials used needle taping [15,23–25]. By contrast, more recent RCTs
have favored intermittent treatment, which promotes mobilization during labor. This may
reflect the growing awareness that adopting an upright posture and ambulating in labor
reduces the length of the first stage as well as rates of epidural anesthesia and Cesarean
section [51].

There are a number of significant limitations to this study that need to be acknowl-
edged. First, the sample size was very small, given the intent was to specifically target
individuals most likely to have intrapartum experience in the UK setting (i.e., those with a
self-declared interest/specialization in this area), which is known to be a small community
of practice. It remains unknown how many acupuncturists not affiliated with ACT attend
labors and whether their treatment recommendations might differ from those surveyed
herein. Moreover, the predominance of TCM practitioners means the findings may not
extrapolate well to other acupuncture styles commonly used in European intrapartum set-
tings, where midwives typically utilize neurophysiologically based protocols. Accordingly,
there is a risk of selection bias and restricted generalizability. Second, given the lack of
intrapartum experience among the survey respondents, their treatment recommendations
need to be interpreted with caution (especially as they presumably represent a mixture of
experiential reporting for those who had previously provided treatment in labor versus
aspirational reporting for those who had not). Third, there is a risk of recall bias, as well
as potential response bias. In particular, given that the survey response rate could not be
precisely calculated, the degree of potential non-response bias is unknown. The fact that the
practitioners chose whether or not to access the survey also introduces self-selection bias
and, although each of the 50 survey responses were confirmed to be unique, the possibility
of duplicate submissions cannot be fully ruled out. Fourth, the questionnaire was not
validated or pilot tested prior to administration. Notably, it did not include details of
other procedural aspects of acupuncture that further influence dose, such as laterality of
needling, duration of MS, or depth of needling (which is likely to differ by point location).
Fifth, no clinical outcome data was collected (as there was no way to verify the accuracy
of any clinical claims by the responding practitioners). Sixth, the survey lacked a priori
registration and a pre-specified statistical analysis plan (although no inferential statistical
analysis was performed and the findings are presented in descriptive terms only). Finally,
the study design does not allow any conclusions to be drawn about optimal treatment
approaches, as agreement between practitioner opinion and clinical trial protocols does not
ultimately validate the clinical effectiveness of intrapartum acupuncture.

5. Conclusions
In summary, clinical experience with intrapartum acupuncture among UK practi-

tioners appears limited. Protocol-based acupuncture provision by trained midwives may
increase access to this potentially beneficial therapy in maternity units. Despite some emerg-
ing evidence that EA may be superior to manual acupuncture (with or without manual
stimulation), most practitioners surveyed herein recommended intermittent, brief periods
of needling using a relatively small numbers of needles, i.e., “low-dose” acupuncture.
However, whether this truly represents best practice for intrapartum acupuncture remains
unknown, especially given the relative lack of real-world clinical experience among this
group of practitioners.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable. This project was deemed to IRB exempt as
the survey was of a community of health care professionals who participated voluntarily and whose
names were not recorded during data collection, hence individuals’ responses were not identifiable.
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In accordance with national guidelines, informed consent and institutional ethical approval were
not required for this survey, as it included no identifiable information and was completely voluntary.
Participants were made aware of the aims of the research and of the associated risks, which were
considered to be negligible given that no sensitive or personal information was collected.

Informed Consent Statement: Informed consent and institutional ethical approval was not sought
for this practitioner survey, as it included no identifiable information and was completely voluntary.
Participants were made aware of the aims of the research and the associated risks, which were
considered to be negligible given that no sensitive or personal information was collected.

Data Availability Statement: The raw data supporting the conclusions of this article will be made
available by the author on request.

Conflicts of Interest: The author declares no conflicts of interest.

Abbreviations
The following abbreviations are used in this manuscript:

ACT Acupuncture Childbirth Team
EA Electroacupuncture
CNS Central nervous system
IQR Interquartile range
LAc Licensed acupuncturist
MS Manual stimulation
NHS National Health Service
NICE National Institute for Health and Care Excellence
NA Not available
NR Not reported
OP Occipito-transverse
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SD Standard deviation
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USA United States of America
WMA Western medical acupuncture

References
1. NICE. Headaches in Over 12s: Diagnosis and Management. Available online: https://www.nice.org.uk/Guidance/CG150

(accessed on 20 May 2026).
2. NICE. Chronic Pain (Primary and Secondary) in over 16s: Assessment of All Chronic Pain and Management of Chronic Primary

Pain. Available online: https://www.nice.org.uk/guidance/ng193 (accessed on 20 May 2026).
3. Qaseem, A.; Wilt, T.J.; McLean, R.M.; Forciea, M.A. Noninvasive Treatments for Acute, Subacute, and Chronic Low Back Pain: A

Clinical Practice Guideline from the American College of Physicians. Ann. Intern. Med. 2017, 166, 514–530. [CrossRef] [PubMed]
4. Liou, K.T.; Korenstein, D.; Mao, J.J. Medicare Coverage of Acupuncture for Chronic Low Back Pain: Does It Move the Needle on

the Opioid Crisis? J. Gen. Intern. Med. 2021, 36, 527–529. [CrossRef] [PubMed]
5. Ee, C.C.; Manheimer, E.; Pirotta, M.V.; White, A.R. Acupuncture for pelvic and back pain in pregnancy: A systematic review. Am.

J. Obstet. Gynecol. 2008, 198, 254–259. [CrossRef] [PubMed]
6. Park, J.; Sohn, Y.; White, A.R.; Lee, H. The safety of acupuncture during pregnancy: A systematic review. Acupunct. Med. 2014, 32,

257–266. [CrossRef] [PubMed]
7. Carr, D.J. The safety of obstetric acupuncture: Forbidden points revisited. Acupunct. Med. 2015, 33, 413–419. [CrossRef] [PubMed]
8. Lu, H.; Zheng, C.; Zhong, Y.; Cheng, L.; Zhou, Y. Effectiveness of Acupuncture in the Treatment of Hyperemesis Gravidarum: A

Systematic Review and Meta-Analysis. Evid. Based Complement. Altern. Med. 2021, 2021, 2731446. [CrossRef] [PubMed]
9. Tingting, L.; Tongou, L.; Mingfu, L. Effectiveness and safety of acupuncture in treatment of pregnancy-related symptoms: A

systematic review and Meta-analysis. J. Tradit. Chin. Med. 2024, 44, 16–26. [CrossRef] [PubMed]

https://doi.org/10.3390/healthcare14152321

https://www.nice.org.uk/Guidance/CG150
https://www.nice.org.uk/guidance/ng193
https://doi.org/10.7326/m16-2367
https://www.ncbi.nlm.nih.gov/pubmed/28192789
https://doi.org/10.1007/s11606-020-05871-6
https://www.ncbi.nlm.nih.gov/pubmed/32378010
https://doi.org/10.1016/j.ajog.2007.11.008
https://www.ncbi.nlm.nih.gov/pubmed/18313444
https://doi.org/10.1136/acupmed-2013-010480
https://www.ncbi.nlm.nih.gov/pubmed/24554789
https://doi.org/10.1136/acupmed-2015-010936
https://www.ncbi.nlm.nih.gov/pubmed/26362792
https://doi.org/10.1155/2021/2731446
https://www.ncbi.nlm.nih.gov/pubmed/34367299
https://doi.org/10.19852/j.cnki.jtcm.20231204.006
https://www.ncbi.nlm.nih.gov/pubmed/38213235
https://doi.org/10.3390/healthcare14152321


Healthcare 2026, 14, 2321 12 of 13

10. Cho, S.; Lee, H.; Ernst, E. Acupuncture for pain relief in labour: A systematic review and meta-analysis. BJOG 2010, 117, 907–920.
[CrossRef] [PubMed]

11. Levett, K.; Smith, C.; Dahlen, H.; Bensoussan, A. Acupuncture and acupressure for pain management in labour and birth: A
critical narrative review of current systematic review evidence. Complement. Ther. Med. 2014, 22, 523–540. [CrossRef] [PubMed]

12. Smith, C.A.; Collins, C.T.; Levett, K.M.; Armour, M.; Dahlen, H.G.; Tan, A.L.; Mesgarpour, B. Acupuncture or acupressure for
pain management during labour. Cochrane Database Syst. Rev. 2020, 2, CD009232. [CrossRef] [PubMed]

13. Hantoushzadeh, S.; Alhusseini, N.; Lebaschi, A.H. The effects of acupuncture during labour on nulliparous women: A randomised
controlled trial. Aust. N. Z. J. Obstet. Gynaecol. 2007, 47, 26–30. [CrossRef] [PubMed]

14. White, A.; Cummings, M.; Barlas, P.; Cardini, F.; Filshie, J.; Foster, N.E.; Lundeberg, T.; Stener-Victorin, E.; Witt, C.M. Defining an
Adequate Dose of Acupuncture Using a Neurophysiological Approach—A Narrative Review of the Literature. Acupunct. Med.
2008, 26, 111–120. [CrossRef] [PubMed]

15. Skilnand, E.; Fossen, D.; Heiberg, E. Acupuncture in the management of pain in labor. Acta Obstet. Gynecol. Scand. 2002, 81,
943–948. [CrossRef] [PubMed]

16. Zhang, Y. Clinical Observation on Therapeutic Effect of Electroacupuncture at SP6 for Labour Pain. Master’s Thesis, Beijing
University of Chinese Medicine, Beijing, China, 2006.

17. Zhou, P. Clinical Observation on Relieving the Labor Pain of Electroacupuncture on SP6. Master’s Thesis, Beijing University of
Chinese Medicine, Beijing, China, 2007.

18. Ma, W.; Zhou, P.; Zhang, Y.; Yuan, Y.; Wu, Y.; Zhao, C.-H.; Xia, Y.-L. Clinical observation on the effect of electroacupuncture of
Sanyinjiao (SP 6) on labor. Zhen Ci Yan Jiu 2010, 35, 217–221. [PubMed]

19. Ma, W.; Bai, W.; Lin, C.; Zhou, P.; Xia, L.; Zhao, C.; Hao, Y.; Ma, H.; Liu, X.; Wang, J.; et al. Effects of Sanyinjiao (SP6) with
electroacupuncture on labour pain in women during labour. Complement. Ther. Med. 2011, 19, S13–S18. [CrossRef] [PubMed]

20. Dong, C.; Hu, L.; Liang, F.; Zhang, S. Effects of electro-acupuncture on labor pain management. Arch. Gynecol. Obstet. 2015, 291,
531–536. [CrossRef] [PubMed]

21. Liu, Y.-L.; Jin, Z.-G. Clinical observation of the impacts and safety of electroacupuncture at Sanyinjiao (SP 6) on labor. Zhongguo
Zhen Jiu 2012, 32, 409–412. [PubMed]

22. Vixner, L.; Schytt, E.; Stener-Victorin, E.; Waldenström, U.; Pettersson, H.; Mårtensson, L.B. Acupuncture with manual and
electrical stimulation for labour pain: A longitudinal randomised controlled trial. BMC Complement. Altern. Med. 2014, 14, 187.
[CrossRef] [PubMed]

23. Nesheim, B.-I.; Kinge, R.; Berg, B.; Alfredsson, B.; Allgot, E.; Hove, G.; Johnsen, W.; Jorsett, I.; Skei, S.; Solberg, S. Acupuncture
During Labor Can Reduce the Use of Meperidine: A Controlled Clinical Study. Clin. J. Pain 2003, 19, 187–191. [CrossRef]
[PubMed]

24. Ziaei, S.; Hajipour, L. Effect of acupuncture on labor. Int. J. Gynecol. Obstet. 2006, 92, 71–72. [CrossRef] [PubMed]
25. Ramnerö, A.; Hanson, U.; Kihlgren, M. Acupuncture treatment during labour—A randomised controlled trial. BJOG 2002, 109,

637–644. [CrossRef]
26. Fan, Q.; Jue, Z. Electro-Acupuncture in Relieving Labor Pain. Evid. Based Complement. Altern. Med. 2007, 4, 125–130. [CrossRef]

[PubMed]
27. Tjung, V.; Solis, S.; Servas, A. Electro-acupuncture in labor for pain relief and reduction of oxytocin use: A randomized controlled

trial. Phillip J. Obstet. Gynecol. 2008, 32, 156–162.
28. Mårtensson, L.; Stener-Victorin, E.; Wallin, G. Acupuncture versus subcutaneous injections of sterile water as treatment for labour

pain. Acta Obstet. Gyn Scand. 2008, 87, 171–177. [CrossRef] [PubMed]
29. Huang, T.; Yang, Y.; Huang, X. Selection of acupoints and opportunity for acupuncture analgesia in delivery. J. Tradit. Chin. Med.

2008, 49, 625–628.
30. Borup, L.; Wurlitzer, W.; Hedegaard, M.; Kesmodel, U.S.; Hvidman, L. Acupuncture as Pain Relief During Delivery: A

Randomized Controlled Trial. Birth 2009, 36, 5–12. [CrossRef] [PubMed]
31. MacKenzie, I.; Xu, J.; Cusick, C.; Midwinter-Morten, H.; Meacher, H.; Mollison, J.; Brock, M. Acupuncture for pain relief during

induced labour in nulliparae: A randomised controlled study. BJOG 2011, 118, 440–447. [CrossRef] [PubMed]
32. Asadi, N.; Maharlouei, N.; Khalili, A.; Darabi, Y.; Davoodi, S.; Shahraki, H.R.; Hadianfard, M.; Jokar, A.; Vafaei, H.; Kasraeian, M.

Effects of LI-4 and SP-6 Acupuncture on Labor Pain, Cortisol Level and Duration of Labor. J. Acupunct. Meridian Stud. 2015, 8,
249–254. [CrossRef] [PubMed]

33. Xiao, J.; Yi, W.; Wu, L. Effects of electroacupuncture on reducing labor pain and complications in the labor analgesia process
of combined spinal–epidural analgesia with patient-controlled epidural analgesia. Arch. Gynecol. Obstet. 2019, 299, 123–128.
[CrossRef] [PubMed]

34. Cheng, Z.; Song, Z.; Feng, X.; Cao, X.; Xu, Y.; Dai, Z.; Zhang, Q. Effect of acupuncture at Hegu (LI4), Taichong (LR3) and Sanyinjiao
(SP6) on labor stage in primiparas. Zhongguo Zhen Jiu 2025, 45, 927–931. [CrossRef] [PubMed]

https://doi.org/10.3390/healthcare14152321

https://doi.org/10.1111/j.1471-0528.2010.02570.x
https://www.ncbi.nlm.nih.gov/pubmed/20438555
https://doi.org/10.1016/j.ctim.2014.03.011
https://www.ncbi.nlm.nih.gov/pubmed/24906592
https://doi.org/10.1002/14651858.cd009232.pub2
https://www.ncbi.nlm.nih.gov/pubmed/32032444
https://doi.org/10.1111/j.1479-828x.2006.00674.x
https://www.ncbi.nlm.nih.gov/pubmed/17261096
https://doi.org/10.1136/aim.26.2.111
https://www.ncbi.nlm.nih.gov/pubmed/18591910
https://doi.org/10.1034/j.1600-0412.2002.811008.x
https://www.ncbi.nlm.nih.gov/pubmed/12366485
https://www.ncbi.nlm.nih.gov/pubmed/20848899
https://doi.org/10.1016/j.ctim.2010.09.001
https://www.ncbi.nlm.nih.gov/pubmed/21195290
https://doi.org/10.1007/s00404-014-3427-x
https://www.ncbi.nlm.nih.gov/pubmed/25138127
https://www.ncbi.nlm.nih.gov/pubmed/22650125
https://doi.org/10.1186/1472-6882-14-187
https://www.ncbi.nlm.nih.gov/pubmed/24913704
https://doi.org/10.1097/00002508-200305000-00006
https://www.ncbi.nlm.nih.gov/pubmed/12792557
https://doi.org/10.1016/j.ijgo.2005.09.008
https://www.ncbi.nlm.nih.gov/pubmed/16253255
https://doi.org/10.1016/s1470-0328(02)01212-0
https://doi.org/10.1093/ecam/nel053
https://www.ncbi.nlm.nih.gov/pubmed/17342250
https://doi.org/10.1080/00016340701797799
https://www.ncbi.nlm.nih.gov/pubmed/18231884
https://doi.org/10.1111/j.1523-536x.2008.00290.x
https://www.ncbi.nlm.nih.gov/pubmed/19278378
https://doi.org/10.1111/j.1471-0528.2010.02825.x
https://www.ncbi.nlm.nih.gov/pubmed/21244615
https://doi.org/10.1016/j.jams.2015.08.003
https://www.ncbi.nlm.nih.gov/pubmed/26433802
https://doi.org/10.1007/s00404-018-4955-6
https://www.ncbi.nlm.nih.gov/pubmed/30426192
https://doi.org/10.13703/j.0255-2930.20240405-k0001
https://www.ncbi.nlm.nih.gov/pubmed/40670170
https://doi.org/10.3390/healthcare14152321


Healthcare 2026, 14, 2321 13 of 13

35. Mårtensson, L.; Kvist, L.J.; Hermansson, E. A national survey of how acupuncture is currently used in midwifery care at Swedish
maternity units. Midwifery 2011, 27, 87–92. [CrossRef] [PubMed]

36. Simkin, P.; Bolding, A. Update on Nonpharmacologic Approaches to Relieve Labor Pain and Prevent Suffering. J. Midwifery
Womens Health 2004, 49, 489–504. [CrossRef] [PubMed]

37. Carr, D.; Lythgoe, J. Use of acupuncture during labour. Pract. Midwife 2014, 17, 10–14. [PubMed]
38. Whicher, D.; Wu, A.W. Ethics Review of Survey Research: A Mandatory Requirement for Publication? Patient 2015, 8, 477–482.

[CrossRef] [PubMed]
39. Beer, A.-M.; Ostermann, T. On the Use of Classical Naturopathy and Complementary Medicine Procedures in Hospitals and

Clinics Practicing Gynecology and Obstetrics in Germany. Gynecol. Obstet. Investig. 2003, 55, 73–81. [CrossRef] [PubMed]
40. Münstedt, K.; Schröter, C.; Brüggmann, D.; Tinneberg, H.-R.; von Georgi, R. Use of Complementary and Alternative Medicine in

Departments of Obstetrics in Germany. Forsch. Komplement. 2009, 16, 111–116. [CrossRef] [PubMed]
41. Mårtensson, L.; Wallin, G. Use of Acupuncture and Sterile Water Injection for Labor Pain: A Survey in Sweden. Birth 2006, 33,

289–296. [CrossRef] [PubMed]
42. Citkovitz, C.; Klimenko, E.; Bolyai, M.; Applewhite, L.; Julliard, K.; Weiner, Z. Effects of Acupuncture During Labor and Delivery

in a U.S. Hospital Setting: A Case–Control Pilot Study. J. Altern. Complement. Med. 2009, 15, 501–505. [CrossRef] [PubMed]
43. Wiebelitz, K.R.; Goecke, T.W.; Brach, J.; Beer, A.-M. Use of complementary and alternative medicine in obstetrics. Br. J. Midwifery

2009, 17, 169–175. [CrossRef]
44. Schytt, E.; Halvarsson, A.; Pedersen-draper, C.; Mårtensson, L. Incompleteness of Swedish local clinical guidelines for acupuncture

treatment during childbirth. Acta Obstet. Gynecol. Scand. 2011, 90, 77–82. [CrossRef] [PubMed]
45. Sato, Y.; Hotta, H.; Nakayama, H.; Suzuki, H. Sympathetic and parasympathetic regulation of the uterine blood flow and

contraction in the rat. J. Auton. Nerv. Syst. 1996, 59, 151–158. [CrossRef] [PubMed]
46. Fan, Z.; Dou, B.; Wang, J.; Wu, Y.; Du, S.; Li, J.; Yao, K.; Li, Y.; Wang, S.; Gong, Y.; et al. Effects and mechanisms of acupuncture

analgesia mediated by afferent nerves in acupoint microenvironments. Front. Neurosci. 2024, 17, 1239839. [CrossRef] [PubMed]
47. Gu, W.; Jiang, W.; He, J.; Liu, S.; Wang, Z. Blockade of the brachial plexus abolishes activation of specific brain regions by

electroacupuncture at LI4: A functional MRI study. Acupunct. Med. 2015, 33, 457–464. [CrossRef] [PubMed]
48. Liu, J.; Han, Y.; Zhang, N.; Wang, B.; Zhou, Y.; Yang, D.; Zhai, G.; Wang, Y.; Pan, J. The Safety of Electroacupuncture at Hegu (LI 4)

plus Oxytocin for Hastening Uterine Contraction of Puerperants—A Randomized Controlled Clinical Observation. J. Tradit. Chin.
Med. 2008, 28, 163–167. [CrossRef] [PubMed]

49. Jiang, Q.-Y.; Wang, M.-Y.; Li, L.; Mo, H.-X.; Song, J.-L.; Tang, Q.-L.; Feng, X.-T. Electroacupuncture Relieves Labour Pain and
Influences the Spinal Dynorphin/κ-Opioid Receptor System in Rats. Acupunct. Med. 2015, 34, 223–228. [CrossRef] [PubMed]

50. Zhao, Z.-Q. Neural mechanism underlying acupuncture analgesia. Prog. Neurobiol. 2008, 85, 355–375. [CrossRef] [PubMed]
51. Lawrence, A.; Lewis, L.; Hofmeyr, G.J.; Styles, C. Maternal positions and mobility during first stage labour. Cochrane Database

Syst. Rev. 2013, CD003934. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/healthcare14152321

https://doi.org/10.1016/j.midw.2009.11.005
https://www.ncbi.nlm.nih.gov/pubmed/20092915
https://doi.org/10.1016/j.jmwh.2004.07.007
https://www.ncbi.nlm.nih.gov/pubmed/15544978
https://www.ncbi.nlm.nih.gov/pubmed/24873111
https://doi.org/10.1007/s40271-015-0141-0
https://www.ncbi.nlm.nih.gov/pubmed/26392006
https://doi.org/10.1159/000070178
https://www.ncbi.nlm.nih.gov/pubmed/12771453
https://doi.org/10.1159/000208918
https://www.ncbi.nlm.nih.gov/pubmed/19420957
https://doi.org/10.1111/j.1523-536x.2006.00121.x
https://www.ncbi.nlm.nih.gov/pubmed/17150067
https://doi.org/10.1089/acm.2008.0422
https://www.ncbi.nlm.nih.gov/pubmed/19432512
https://doi.org/10.12968/bjom.2009.17.3.40079
https://doi.org/10.1111/j.1600-0412.2010.01027.x
https://www.ncbi.nlm.nih.gov/pubmed/21275919
https://doi.org/10.1016/0165-1838(96)00019-7
https://www.ncbi.nlm.nih.gov/pubmed/8832521
https://doi.org/10.3389/fnins.2023.1239839
https://www.ncbi.nlm.nih.gov/pubmed/38384495
https://doi.org/10.1136/acupmed-2015-010901
https://www.ncbi.nlm.nih.gov/pubmed/26464415
https://doi.org/10.1016/s0254-6272(08)60037-0
https://www.ncbi.nlm.nih.gov/pubmed/19004194
https://doi.org/10.1136/acupmed-2015-010951
https://www.ncbi.nlm.nih.gov/pubmed/26732307
https://doi.org/10.1016/j.pneurobio.2008.05.004
https://www.ncbi.nlm.nih.gov/pubmed/18582529
https://doi.org/10.1002/14651858.cd003934.pub4
https://www.ncbi.nlm.nih.gov/pubmed/24105444
https://doi.org/10.3390/healthcare14152321

	Introduction 
	Materials and Methods 
	Survey Population 
	Survey Content 
	Statistical Analysis 

	Results 
	Intrapartum Acupuncture Experience 
	Determinants of Acupuncture Dose 
	Traditional Acupuncture Point Recommendations 

	Discussion 
	Conclusions 
	References

