
Auricular acupuncture

Neither the study by Taras Usichenko1

on auricular acupuncture for pain relief
nor the accompanying commentary2

provide any information on the nature
of the treatment that was being tested.
One might be forgiven for assuming
that auricular acupuncture is a form of
traditional Chinese medicine, like body
acupuncture. Few readers are probably
aware that it was developed only in the
1950s by a French physician, Paul No-
gier.3 Although some experts believe
that ear points were also used in tradi-
tional Chinese acupuncture, Nogier’s
auricular acupuncture is not based on
traditional Chinese medical theory. In-
stead, an assumption that all internal
organs are represented in the ear is the
basis for auricular acupuncture. Thera-
pists use maps that demonstrate these
representations. One of the many prob-
lems with auricular acupuncture is that
many such maps exist and little agree-
ment exists regarding point location.
Another problem is that all correspon-
dence or reflex systems (e.g., auricular
acupuncture, iridology and reflexology)
fly in the face of our knowledge of
anatomy and physiology.
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[Three of the authors respond:]

We are grateful to Edzard Ernst for his
comments concerning the origin and
nature of auricular acupuncture, which
we did not discuss in our recent article.1

The aim of our study was to test
whether auricular acupuncture has
analgesic properties, with groups of pa-
tients receiving acupuncture at specific
acupuncture points or at nonacupunc-
ture points (sham acupuncture). As we
have now provided evidence for the ef-
fectiveness of auricular acupuncture1–3

we are planning to study the possible
mechanisms underlying this therapy; it
has been proposed that the endogenous
opioid system plays a role.4

We mentioned the French origin of
auricular acupuncture and our selec-
tion of Nogier’s map of auricular
points in our previous study,3 which we
cited in our CMAJ article. One can cer-
tainly observe some parallels between
auricular acupuncture, reflexology and
iridology. However, when it comes to
discussing potential mechanisms, we
hesitate to compare auricular acupunc-
ture, which has been shown to be effec-
tive in a number of animal studies and
randomized clinical studies,1–4 with iri-
dology, which is used only for diagnos-
tic purposes and is considered to signal
genotypes associated with certain med-
ical conditions.5
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Fundamental problem

with opioid trials for

chronic pain

One problem with research on opioids
for noncancer pain, in addition to
those outlined by Andrea Furlan and
associates,1 is the cognitive effect of
these drugs, which makes it difficult to
compare them with either placebo or
active placebo such as NSAIDs. Even a
nominal dose of opioids will improve
mood through a euphoric effect. Toler-
ance develops such that the patient ex-
periences intermittent withdrawal
symptoms and smaller euphoric effects
with trough and peak drug levels.

Under such conditions, patients will
generally endorse the benefit of opioids
for chronic noncancer pain. Euphoria
is associated with pain relief and a
greater sense of well-being, and the
dysphoria and pain of withdrawal are
associated with worsening chronic
noncancer pain. 

Further, it is often difficult for pa-
tients to recall how bad their pain was
before they started treatment with opi-
oids, and people taking opioids for
chronic noncancer pain are likely to re-
port an improvement in their overall
condition even if they are worse off
with the peak and trough effect of the
opioid regimen. Perhaps they think
that going without opioids altogether
would feel like a trough: a state of
withdrawal. 

How else could research be done in
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this area? Delivering opioids via
pumps that provide continuous infu-
sions or fentanyl patches might over-
come some of these problems. The
dose would have to be titrated gradu-
ally, and a suitable placebo would be
necessary. In trials comparing opioids
in pill form with active placebo, per-
haps the active placebo should contain
one ingredient that gives nociceptive
relief (e.g., NSAIDs) and a second in-
gredient that produces a calming but
euphoric effect (e.g., a benzodiazepine
such as lorazepam).

In traditional trials comparing oral
opioids with placebo or NSAIDs, objec-
tive and detailed assessments of level of
functioning and overall quality of life
are better primary outcomes than pain.
Participants’ functioning, quality of life
and pain should also be measured at a
single point in time rather than being
compared with baseline values. 
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[Three of the authors respond:]

We thank Tushar Mehta for his com-
ments regarding clinical trials to assess
the efficacy of opioids for noncancer
pain. Retrospective studies are indeed
subject to recall bias, but we used only
prospective controlled clinical trials in
our meta-analysis.1 We extracted 2 out-
come measures for our analyses: pres-
ent pain intensity and present func-
tional status. We avoided using
outcomes measured as “better, the
same or worse” because they are subject
to recall bias. We were also careful to
analyze the included studies with regard
to valid outcome measures. The studies
included in this review were judged to
have valid outcome measures.

Mehta expresses doubts about the
ability of a patient who is receiving opi-
oids to validly report pain relief, but

many studies have now established the
validity of measures of pain relief as
well as measures of functional status.
Both of these types of outcome meas-
ures must be included if a trial is to be
clinically relevant, and a valid prospec-
tive study must include comparisons of
measurements taken at baseline and at
subsequent points during treatment
and follow-up in order to assess a ther-
apy’s efficacy.

In cases of substance abuse, opioids
can be euphorigenic and continued use
can lead to tolerance and even intermit-
tent withdrawal symptoms. Our experi-
ence in pain relief clinics is that the
great majority of people requiring opi-
oids for pain relief are not addicted. Al-
though it is normal for people to de-
velop tolerance to opioids, nonaddicted
patients with chronic noncancer pain
do not commonly experience with-
drawal phenomena if opioids are pre-
scribed appropriately, and if sustained-
release preparations are used.
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Public involvement in guide-

line development

Allan Detsky’s timely editorial1 invites
us to take a broader look at the biases
that shape the recommendations in
clinical practice guidelines, beyond fi-
nancial links with the pharmaceutical
industry. We strongly support Detsky’s
suggestion that nonexperts be included
in guideline development panels, but
we suggest that the value of public in-
volvement should be judged not only

on the basis of its impact on bias, but
also in terms of democratic legitimacy
and concordance with society’s and pa-
tients’ values.

Crafting recommendations involves
making value judgments about the rela-
tive importance of competing goals
and interests: maximizing health bene-
fits for individuals and the population,
promoting an equitable and effective
allocation of resources, and respecting
patients’ autonomy.2 The crucial chal-
lenge is to ensure not only that recom-
mendations are informed by the best
available evidence, but also that the
process is seen as transparent and le-
gitimate. The quality of recommenda-
tions should be judged on the basis of
their concordance with both the avail-
able evidence and the values of patients
and society. 

Patients are experts in their illness ex-
perience, life context and preferences.3

Like other experts, they have interests
and are vulnerable to manipulation by
the pharmaceutical industry.4 However,
patient participation in guidelines com-
mittees could enhance the role of pa-
tients in clinical decision-making.5 De-
spite claims that they promote patient
autonomy, clinical practice guidelines
are rarely designed as instruments that
facilitate a patient’s choice.

Even if involvement by members of
the general public in guideline develop-
ment does not eliminate bias, at least
their participation might bring a greater
degree of legitimacy and accountability
to the development process. Their par-
ticipation would be in line with pa-
tients’ desire to play a greater role in
clinical decision-making.
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