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ABSTRACT

Objective: To assess provider perceptions regarding battlefield acupuncture (BFA) and integrative medicine at
a single Veterans Health Administration facility.

Materials and Methods: A total of 87 allopathic and osteopathic providers trained to provide BFA were
invited to participate in a self-report web-based questionnaire assessing provider BFA perceptions and practice.
Mixed methodology was used to analyze closed- and open-ended survey responses.

Results: Sixty-six providers completed the survey. On average, most providers reported 3—4 BFA treatments
per patient (43.2%) and 1-2 weeks of pain relief per treatment (51.4%). A positive correlation was found
between post-BFA complementary and alternative medicine (CAM) attitude and (1) average total patients
treated with BFA (r,=0.41, n=37, P=0.01) and (2) percentage of patients treated experiencing meaningful
pain relief (r=0.47, n=35, P=0.003). A positive shift in CAM attitudes was observed [F(1, 59)=25.5,
P<0.001, np2=0.302]. An overworked schedule was the most salient theme across open-ended questions
addressing barriers to practice. Provider BFA attitude comments largely encompassed positive views about
BFA treatment utility and effectiveness.

Conclusions: Our findings provide preliminary evidence that exposure to BFA training and experience prac-
ticing BFA can positively affect provider CAM attitudes. Qualitative findings point to positive provider
attitudes and beliefs regarding BFA treatment utility and effectiveness for pain management. BFA is an
alternative treatment for pain management that many Veterans Affairs providers deem useful and effective,
particularly after exposure to BFA training and as more BFA-related practice is attained.
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INTRODUCTION

COMPLEMENTARY AND ALTERNATIVE medicine (CAM)
are increasingly gaining acceptance among health care
professionals. CAM refers to “‘a group of diverse medical
and health care systems, practices, and products that are not
generally considered part of conventional medicine””.! Ap-

proximately 33% of adults in the United States use CAM to
manage disease and/or promote health.” Data from the 2002,
2007, and 2012 National Health Interview Survey (NHIS)
indicate the use of CAM in the United States is growing
significantly; however, the growth is not equal across all
CAM modalities.® Acupuncture is one of the CAM therapies
that has experienced significant growth in recent years.
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Given the 2017 NHIS assessed a narrower scope of CAM
therapies (only massage, yoga, and chiropractor use), the
most recent data available on acupuncture were reported in
2007. In 2007, users of this therapy included 6.3% of the
U.S. population, representing 14.01 million users.*

Battlefield acupuncture (BFA), introduced by Niemtzow
in 2001, is a form of auricular acupuncture.5 BFA stimu-
lates, in a specific sequence, 5 ear locations associated with
pain receptors.”® BFA is the most popular form of acu-
puncture used by military medical acupuncturists world-
wide.® In the United States, the Department of Veterans
Affairs (VA) and the Department of Defense (DoD) created
the Defense and Veterans Pain Management Initiative
(DVPMI), which received a grant to train Military and
Veterans Affairs providers in the use of BFA in 2005. This
$5.4M grant has trained providers at almost every DoD and
VA facility in the United States and abroad.'’

Evidence regarding the effectiveness of BFA is still
emerging. Studies have investigated the use of BFA to
manage acute pain''~'® and specific forms of pain, including
low back pain,'* postoperative pain,'>'>'® neuropathic
pain,'” and others.'® ! Two studies looking at the effect of
BFA on postoperative tonsillectomy pain'® and postpartum
pain”® failed to demonstrate statistically significant pain
reductions. Jonas et al.>> found improvements in headache
pain, compared with ‘‘usual care,”” in a group of 15 service
members with traumatic brain injuries treated with BFA.
After 6 weeks of BFA treatment (10 sessions), a 10.2%
decrease in headache impact was observed. Long-term ef-
fect of the intervention was not reported. Federman and
colleagues studied the application of BFA in 112 Veterans
treated with BFA during 90-minute group interventions,
and found immediate pain reduction with a return toward
baseline within 30 days.?® In a separate study, Federman
and colleagues found significant pain reduction immediately
post-BFA in a group of 284 Veterans treated individually
or in groups. However, the study does not report on duration
of pain relief or optimal number of treatments and interval
between treatments. A careful look at the data presented
shows that although there was an immediate response to
BFA throughout the study period, repeated BFA treatments
did not result in overall pain reduction when Veterans were
seen at follow-up before getting their next scheduled BFA
treatment.”’ This study appears to be retrospective and
unblinded. Methodological issues (issues with blinding,
variations in protocols, and differences in participant
populations) may be factors that help account for the lack
of clarity regarding the usefulness of BFA.

The VA trained ~ 1,300 providers in BFA between 2015
and 2016 with the goal of integrating BFA into existing pain-
management care. Taylor and colleagues investigated the VA
national efforts to implement BFA by interviewing provid-
ers.* Semistructured interviews with 23 BFA providers sta-
tioned at 20 different locations, revealed implementation
barriers related to delivery of BFA. Time constraints, ad-
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ministrative burden, and a perception of a lack of guidelines
and lack of knowledge about the effectiveness of BFA to
provide sustained pain relief were identified as concerns.
Providers also indicated lack of knowledge about types of
pain that can be treated with BFA. The authors acknowledge
the potential of BFA as a simple and inexpensive intervention
for pain management but highlight the need for evidence
supporting the effectiveness of BFA.

The North Florida/South Florida Veterans Health System
(NF/SG VHS) has been an early adopter of BFA. Serving
>140,000 Veterans in 2018, the NF/SG VHS serves more
veterans than any other single Veterans Health Service fa-
cility. The purpose of this study was to investigate percep-
tions, and practice of BFA in a cohort of western-trained
providers at the NF/SG VHS.

MATERIALS AND METHODS

Sample and Recruitment

When this study was initiated (March 2018), 87 allopathic
and osteopathic providers at the NF/SG VHS had been
trained to provide BFA to United States Military Veterans
(participated in an approved 4-hour instructional course,
demonstrated competence in applying BFA, and passed a
knowledge-based test). Although auricular acupuncture may
be indicated for a variety of conditions, pain relief was the
target of BFA per the training protocol. All trained providers
were invited to participate in a self-report web-based ques-
tionnaire assessing providers’ perceptions and practice of
BFA. This effort was initiated as a quality assurance project
with the goal of gaining insight into providers’ evaluations of
an innovative practice, and to identify possible barriers and
facilitators to BFA practice. In accordance to local IRB
guidance, we obtained facility approval to conduct a quality
improvement questionnaire. The questionnaire was designed
by authors CEL and SR to determine 5 main objectives: (1)
learning providers’ perceptions of the percentage of their
Veteran patients experiencing significant pain relief, (2) de-
termining how long providers perceived the pain relief lasted
per treatment, (3) learning the interval between scheduled
treatments and the total number of treatments providers were
scheduling, (4) investigating the effect that exposure to and
experience with BFA had on attitudes toward CAM, and (5) to
identify facilitators and barriers to practice. The first 4 ob-
jectives were addressed quantitatively using closed-ended
questions and the fifth objective was addressed qualitatively
using open-ended questions.

Data Analysis

Descriptive statistics, partial bivariate correlations, de-
pendent sample #-tests, and a repeated measures analysis of
variance (ANOVA) were used to summarize provider re-
sponses to closed-ended questions. Open-ended questions
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were analyzed using thematic coding and theme frequency
counts. Thematic coding was conducted by an experienced
mixed-methods researcher (G.C.). Coding began by reading
provider open-ended responses in their entirety and was
followed by the identification of keywords and phrases in
subsequent readings. Identified keywords and phrases were
then grouped into emergent themes and each theme was
analyzed separately for greater internal consistency. Emer-
gent theme interpretations were confirmed through a peer-
debriefing process with coauthors (S.R. and C.L.). Theme
frequency counts were then calculated based on all responses
provided for each question.25 Quantitative analyses were
conducted using SPSS Version 25 and R Version 1.0.153.

RESULTS

Out of the 87 providers invited to participate in this
questionnaire, 66 completed the questionnaire (response
rate=76%). The sample was composed of physicians (56
[84.8%]) and nonphysician providers (7 [10.6%]). Provider
specialties consisted of primary care (39 [59%]) followed by
other specialties (24 [36.4%]), of which anesthesiology (4
[16.7%]) comprised the largest percentage. Most partici-
pants had received clinical privileges to practice BFA (46
[69.7%]), and were practicing BFA at the time of the
questionnaire (37 [56.1%]). Some providers (9 [32.1%])
who reported having privileges to practice BFA were not
practicing BFA and the remainder of providers (28 [43.1%])
were not credentialed or practicing BFA. As such, ques-
tionnaire answers regarding BFA practice were limited to
those providing BFA at the time of the questionnaire. All
participants were trained at the NF/SG VHS, except for 1
trained at the VA Caribbean Healthcare System. Training
occurred between the years 2014 and 2018. For providers
practicing BFA, the average interval between training and
initiation of practice was 7 months. For the purposes of this
article, providers who were practicing BFA at the time of
the questionnaire will be referred to as BFA practitioners
(BFA-P) and providers who were not practicing BFA at the
time of the questionnaire will be referred to as BFA non-
practitioners (BFA-NP).

BFA Practitioners

BFA-P specialties largely comprised primary care
(59%), followed by other (36.4%) (Table 1). Among these
providers, the average total number of patients treated with
BFA (by each provider) was 275+ 88 patients, with an
average of 121+34 patients treated within the previous
year and 14 £ 3 patients treated within the previous month.
Three outlying observations (>1.5 interquartile ranges
above the third quartile) were detected for provider aver-
age total BFA (i.e., 1,000, 1,100, and 3,000 total individual
patients treated with BFA). Given no significant differ-

TABLE 1. DESCRIPTIVE STATISTICS FOR PROVIDER SAMPLE

Total (n=60), Missing
Variable n (%) data, n (%)
Gender
Male 29 (43.9) 23)
Physician status 3 (4.5)
Physician 56 (84.8)
Nonphysician 7 (10.6)
Physician assistant 6 (85.7)
ARNP 1(14.3)
Specialty 3(4.5)
Primary care 39 (59)
Other 24 (36.4)
Anesthesiology 4 (16.7)
Orthopedics 3 (12.5)
Geriatric medicine 2 (8.3)
Palliative care 2 (8.3)
Psychiatry 2 (8.3)
Pulmonary medicine 2 (8.3)
Rheumatology 2 (8.3)
Addiction medicine 14.2)
Interventional radiology 14.2)
Neurosurgery 14.2)
Otolaryngology 14.2)
Plastic surgery 14.2)
Surgery 14.2)
Neurology 14.2)
Physical medicine 14.2)
rehabilitation
Clinical privilege 0 (0)
Yes 46 (69.7)
Currently providing BFA
Yes 37 (56.1) 0 (0)
Total (n=28), Missing
n (%) data, n (%)
Not currently providing BFA 1 (3.6)
Tried it and it did not work 2(7.1)
Don’t have enough time 13 (46.4)
Lack of supervisor approval 1 (3.6)
Other 11 (39.3)
Patients not suitable for BFA 4 (14.3)
BFA not a priority 3 (10.7)
Loss of BFA privileges 2 (7.1)
Inappropriate clinic setting 2(7.1)
Relocation 1 (3.6)
Patients referred to pain 1 (3.6)

management

ARNP, advanced registered nurse practitioners; BFA, battlefield acu-
puncture.

ences were found across quantitative findings, compared
with and without the outliers, outlying observations were
kept. The majority of patients treated with BFA were
treated for pain (97.3%). Other conditions providers re-
ported treating with BFA included sleep disorders (5.4%)



Downloaded by 108.31.167.141 from www.liebertpub.com at 04/29/21. For personal use only.

162

and tinnitus (2.7%). By and large, providers reported 3—4
BFA treatments were provided per patient (43.2%) with
treatments lasting 11-15 minutes (43.2%), on average.

Providers reported a large percentage of patients treated
for pain with BFA experienced meaningful pain relief
(70.7%). The ““One to two weeks’’ option was selected as
the most common average duration of pain relief per treat-
ment (51.4%). The interval between BFA appointments
predominantly averaged 3—4 weeks (40.5%). Providers who
reported receiving BFA referrals had a greater number of
average total BFA treatments performed (293 %343) as
compared with counterparts who were not receiving BFA
referrals (87 £ 132) (Tables 1 and 2).

CAM Attitudes

Overall, BFA-P attitudes regarding CAM demonstrate a
reduction in skepticism and an increase in enthusiasm from
before- to after-exposure to BFA training. Attitudes were
measured on a 5-point Likert scale from 1—highly skeptical
to 5—highly enthusiastic. A dependent samples r-test was
conducted to determine whether mean BFA-P pre-CAM at-
titudes were significantly different from their mean post-
CAM attitudes. BFA-P mean pre-CAM attitudes (3.43+1.3)
were lower than post-CAM attitudes (4.22£0.75), a statisti-
cally significant difference of 0.79 (95% confidence interval
[CI], —1.2 to —0.36), #(36)=-3.7, P=0.001). Frequencies
reported for providers CAM attitudes before- and after-BFA
training exposure are denoted in Figure 1.

Biserial correlations were run to determine the relation-
ship between average total patients treated with BFA and
both pre- and post-CAM attitudes. No significant associa-
tion was detected between average total patients treated
with BFA and pre-BFA CAM attitude (r,=0.25, n=37,
P=0.14) (r,=0.18, n=34, P=0.31). However, a statisti-
cally significant positive correlation was found between
average total patients treated with BFA and post-BFA CAM
attitude (r,=0.41, n=37, P=0.01). Given a statistically
significant positive correlation was found between average
total patients treated with BFA and post-BFA CAM attitude,
a repeated measures ANOVA with a Bonferroni correction
was conducted to examine whether BFA-P CAM attitudes
(CAM attitude before BFA exposure and CAM attitude after
BFA exposure) were significantly different across 3 average
levels of total patients treated with BFA (categorized as low,
medium, and high). The omnibus test indicated BFA-P pre-
CAM attitudes remained significantly different from post-
CAM attitudes [F(1,33)=1.824, P=0.04, an =0.12] across
all 3 average total BFA levels (i.e., low, medium, and high).
A post hoc analysis was conducted to examine which total
BFA group pairs had significant differences between pre-
and post-CAM attitudes. Post hoc findings indicated that
reductions in BFA-P skeptic CAM attitudes were only sig-
nificantly different (P=0.004) between the low (<30 pa-
tients treated with BFA) and high (>127 patients treated
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TABLE 2. DESCRIPTIVE STATISTICS FOR PROVIDERS PRACTICING
BATTLEFIELD ACUPUNCTURE

Missing
Total (n=37), data,
Variable n (%) n (%)
Want to do more BFA
Yes 23 (62.2) 1.7
Interested in instructing BFA
Yes 19 (51.4) 2(54)
Average BFA treatments per 0 (0)
patient
1-2 treatments 12 (32.4)
3—4 treatments 16 (43.2)
5-6 treatments 6 (16.2)
7-8 treatments 254
>8 treatments 12.7)
Average duration of pain relief per 0 (0)
treatment
<1 week 5(14.3)
1-2 weeks 18 (51.4)
3-4 weeks 8 (22.9)
>4 weeks 4 (11.4)
Average interval between BFA 0 (0)
appointments
1-2 weeks 7 (18.9)
3-4 weeks 15 (40.5)
4-8 weeks 12 (32.4)
>8 weeks 3 (8.1)
Average time to complete BFA 1(2.7)
procedure
0-5 minutes 3 (8.1)
6—~10minutes 10 (27)
11-15 minutes 16 (43.2)
16-20 minutes 4 (10.8)
21-25 minutes 2(5.4)
26-30 minutes 12.7)
BFA referrals received
Yes 20 (54.1) 2(54)
Have BFA follow-up appointments
Yes 28 (75.7) 2 (5.4)
Mean (SD)

Total patients treated with BFA
Patients treated with BFA

in the last year
Patients treated with BFA

in the last month

274.95 (540.20) 0 (0)
121.08 (208.43) 0 (0)

13.92 (17.45) 0 (0)

Percentage of BFA treatments
provided for

Pain 97.30 (8.92) 0 (0)
Mood 2.95 (10.15) 0 (0)
Nausea 0.62 (2.33) 0 (0)

3.76 (16.46) 0 (0)
70.68 (19.77) 0 (0)

Other conditions

Percentage of patients with
meaningful pain relief

SD, standard deviation.



Downloaded by 108.31.167.141 from www.liebertpub.com at 04/29/21. For personal use only.

PROVIDER PERCEPTIONS OF BATTLEFIELD ACUPUNCTURE 163

BFA Practitioner CAM Attitudes
Pre_CAM_Attitude

g-

CAM Attitude Count

.JlLLJ ,f  

BFA Praclmoner CAM Attnudes Before and After BFA Exposure*

Total BFA Provided [l <30 [l 31125 [l >=127

Post_CAM_Aftitude

1 3 4 £

FIG. 1. BFA practitioner CAM attitudes pre- and post-BFA exposure. *CAM attitudes measured on a 5-point Likert scale from
1—highly skeptical to 5—highly enthusiastic. BFA, battlefield acupuncture; CAM, complementary and alternative medicine.

with BFA) average total BFA levels (3.8610.16 vs.
4.72+0.18, respectively). BFA-P CAM attitudes before-
and after-exposure to BFA training are plotted by average
total BFA provided (Fig. 1).

The relationship between post-CAM attitudes and per-
centage of patients experiencing meaningful pain relief was
also assessed. A moderately positive significant relationship
between the percentage of patients (BFA-P had treated) who
experienced meaningful pain relief and post-CAM attitudes
was observed (r=0.47, n=35, P=0.003).

BFA Nonpractitioners

BFA-NP specialties were predominantly composed of the
“Other” category (57.1%), followed by primary care (39.3%)
and neurology (3.6%). Despite lack of current BFA practice,
32.1% of BFA-NP had clinical privileges to perform BFA.
Among BFA-NP providers, lack of time in their practice
(46.4%) was the most common explanation for not currently
providing BFA to patients, closely followed by ‘“Other”
(39.3%). No significant difference was detected between
BFA-P and BFA-NP pre-CAM attitudes [#(63)=0.997,
P=0.32]. BFA-NP CAM attitudes before- and after-exposure
to BFA training also suggested a reduction in skepticism and
an increase in enthusiasm. Accordingly, mean BFA-NP pre-
CAM attitudes (3.71 £0.98) were also lower than post-CAM
attitudes (4.14+0.65). A dependent samples #-test was con-
ducted to determine whether mean BFA-NP pre-CAM atti-
tudes were significantly different from their mean post-CAM
attitudes. The observed reduction in skepticism for BFA-NP
post-CAM attitudes was a statistically significant difference
of 0.43 [95% CI, —0.79 to —0.07), #(27)=-2.5, P=0.02].

Qualitative Analysis

Thematic analysis and theme frequency counts were
conducted on provider open-ended responses across the
following topics: (1) reasons for not currently being privi-
leged to perform BFA; (2) what could be done to help
providers (who want to practice more BFA) practice more
BFA than they are currently practicing; and (3) CAM atti-
tude. Provider responses related to given emergent themes
were then counted for corresponding theme frequencies.

Reasons Provided for Not Currently Being
Privileged to Perform BFA

The most salient themes identified for reasons for cur-
rently not being privileged to perform BFA included having
an overworked schedule, lack of suitable patients for BFA,
lack of an appropriate clinic setting, and Veterans Affairs
(VA) bureaucracy (Table 3).

By and large, the theme of having an overworked
schedule (15 BFA-NP) was the most frequent theme across

TABLE 3. THEMATIC ANALYSIS AND FREQUENCY COUNT
FOR BATTLEFIELD ACUPUNCTURE NONPROVIDERS (1n=28)

Variable emergent theme Frequency count

Reasons for currently not being privileged 19
Overworked schedule 15
Lack of suitable patients for BFA 4
Not provided appropriate clinic 2
VA bureaucracy 3

VA, Veterans Affairs.
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all responses. Many providers reported struggling to man-
age BFA appointments amid a currently overbooked clinic
and how providing BFA ‘‘add[ed] to [their] overworked
schedule, unless the total volume of patients [were] re-
duced.” Many providers stressed they were ‘‘busy with
[their] case load[s]”’ and undertaking the BFA credentialing
process was a challenging task. Furthermore, 1 provider
appeared to be disappointed with unkept promises made
regarding the reduction of the BFA providers’ caseloads.
One provider stated: “‘[Our] patient panel size [was]
promised to be reduced but was not.”” This theme was
closely related to 2 subthemes, which appeared to be by-
products of providers’ overworked schedules: lack of time
(4 BFA-NP) and BFA not a priority (3 BFA-NP). Several
providers expressed discontinued interest in pursuing BFA
beyond the training due to other competing clinical priori-
ties. As 1 provider stated when referring to missing the BFA
application deadline: “‘[I] let it lapse, [I] have other clinical
priorities.”” Another provider also pointed out that BFA is
“not expected as part of clinical duties.”

Another salient theme among providers who were not
currently clinically privileged to perform BFA was lack of
suitable patients for BFA (4 BFA-NP). As 1 provider stated:
“Our patients generally have severe cancer-related malig-
nant pain syndrome. Most are already on fairly high doses of
opioids plus adjuvants.”” Subsequently, this theme appeared
to be a source for the subtheme of insufficient number of
BFA appointments (3 BFA-NP). Various providers noted
they were unable to maintain existing privileges based on
the Ongoing Professional Practice Evaluation (OPPE)’s
minimum patient quota of 10 BFA appointments annually.

Another emergent theme for reasons providers were
currently not privileged to perform BFA was an inappro-
priate BFA clinical practice setting (2 BFA-NP). In fact, 1
provider mentioned ‘‘patients [were] being referred to pain
management’” as a means of coping with space limitations
and an overworked schedule. In addition, lack of suitable
patients for BFA treatments were also noted as a reason for
not currently being privileged to perform BFA. This con-
cern was specifically expressed by providers treating pa-
tients who were already on high doses of pain relievers
(2 BFA-NP). This theme was also closely linked to the
subtheme of insufficient number of BFA appointments
(1 BFA-NP) to meet the minimum annual quota (i.e., 10
BFA appointments).

Finally, the VA’s bureaucratic organizational structure
(2 BFA-NP) was noted as another specific reason for
lacking BFA clinical privileges. As expressed by 1 pro-
vider, it appeared this hierarchical structure impeded the
efficiency of credentialing processes due to the rigid nature
of organizational rules and/or requirements. For instance,
lack of supervisor approval was mentioned as a direct
barrier to pursuing the BFA credentialing process. As 1
provider stated, the supervisor ‘‘did not wish to approve”’
them the clinical privileges to perform BFA. Another
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provider described the BFA credentialing process as
““arduous’’ and said ‘‘[I] gave up.”’

BFA Attitude Comments

Emergent themes for BFA attitude comments included
the acknowledgement of BFA as a useful alternative pain
treatment, belief in BFA’s effectiveness, the desire for
greater educational opportunities on acupuncture for pro-
viders, an emphasis that there is no ‘“‘one-size-fits-all”’ ap-
proach for pain management, looking forward to trying
practicing BFA, lack of evidence of BFA efficacy, have not
seen pain relief, and not giving up practicing BFA.

Overall, acknowledgement of BFA as a useful alternative
pain treatment (13 BFA-P) was the most frequent theme for
BFA attitude comments. Many providers noted the utility of
BFA in their practice given the present need for non-
narcotic alternatives. Other recurring BFA advantages
mentioned by providers included its short treatment dura-
tion and low cost. As 1 provider stated, BFA “‘is an alter-
native treatment for pain without the use of opioids and not
invasive, not expensive and fast.”

Another salient theme for BFA attitude comments was
belief in BFA effectiveness (7 BFA-P). Although the ma-
jority of providers who reported belief in BFA treatment’s
effectiveness (i.e., yielding meaningful pain relief) had
formerly been skeptical of BFA (5 BFA-P), 1 provider re-
ported anecdotal patient pain relief had reinforced the pro-
vider’s belief in BFA effectiveness. One provider noted: *‘I
was not sold on the idea until I saw a significant portion of
patients, who were also skeptical, receive relief.”” In addi-
tion, another provider placed emphasis on the significant
pain relief observed in patients, such as ‘‘walking without
canes’’ and ‘‘complete pain relief after 15 years.”

Some providers also expressed a strong desire for more
educational initiatives on CAM and acupuncture (4 BFA-P).
Specifically, these providers indicated interest in broaden-
ing their knowledge and skills beyond BFA and extending
their knowledge of acupuncture in general. Furthermore,
these providers appeared to not only be eager to learn more
about acupuncture, but they also voiced their intent to use
future trainings to better educate their patients. As 1 pro-
vider stated:

“I love alternative/integrative medicine and love to ed-
ucate and treat my patients with alternative medicine. and
would love to get more training if there are more learning
opportunities in alternative/integrative medicine.”’

Another frequently expressed theme for BFA attitude
comments was treating pain is not a one-size-fits-all ap-
proach (4 BFA-P). Several providers placed emphasis on the
fact that there is no one-size-fits-all approach for pain
management; however, they did add BFA is a good option
for those patients who do respond favorably. Providers ex-
pressing this paradigm appeared to share a common un-
derstanding that BFA is “‘an extra tool in the toolbox” for



Downloaded by 108.31.167.141 from www.liebertpub.com at 04/29/21. For personal use only.

PROVIDER PERCEPTIONS OF BATTLEFIELD ACUPUNCTURE 165

pain treatment, wherein treatment effectiveness is contin-
gent on the complex interplay of a multitude of factors. One
provider stated: “‘[The] impact of complementary/alterna-
tive treatments is like all of “‘medicine’’- patient specific,
based on diagnosis, clinical trajectory, and complex psy-
chosocial factors.”

Particularly among providers who were not currently
practicing BFA, another emergent theme for BFA attitude
comments was looking forward to trying BFA with patients
in need of pain treatment (3 BFA-P). Several providers who
were not currently practicing BFA expressed enthusiasm in
beginning their practice, particularly due to anecdotal evi-
dence shared by colleagues. One provider stated: *‘I have
heard that BFA has been beneficial to those patients that
have had it done.”

Two providers noted the current lack of research liter-
ature to support BFA treatment efficacy (2 BFA-P). These
providers were current BFA providers with the lowest rates
of anecdotal BFA effectiveness in their own practice (30%
and 50%, respectively). Other providers did not comment
on their opinions of BFA efficacy, but instead asserted
some of their patients ‘‘have not seen pain relief”” (2 BFA-
NP). Of note, these assertations did not appear to be a
direct result from their own BFA practice, given neither of
these providers were current BFA providers. These pro-
viders noted 3 patient conditions for which BFA had not
seemed to “‘work” for: cancer-related pain, ENT-related
pain, and atypical facial pain. Finally, not giving up
practicing BFA despite the barriers (1 BFA-P) was the
theme with the lowest frequency. Specific barriers noted,
included a large patient panel size that was not reduced,
and insufficient appointment time allotted for each BFA
procedure. Thematic analyses compared for each provider
group (i.e., BFA-P and BFA-NP) on BFA attitude com-
ments rendered no salient provider group differences.
However, current BFA providers requested more educa-
tional opportunities be made available on acupuncture in
general.

What Could Be Done to Help Do More BFA than
Currently Doing

Emergent themes for what could be done to help pro-
viders (who want to practice more BFA) practice more
BFA than they are currently practicing, included a reduced
patient panel size for more clinical time, developing a
comprehensive rehabilitation pain team, more referrals/
appointments, and provider education on the range of symp-
toms addressed by BFA (Table 4).

The most frequently occurring theme for what could be
done to help providers practice more BFA than they are
currently practicing was a reduced patient panel size for
more clinical time (10 BFA-P). Many providers voiced their
schedules were currently full and more clinical time to
perform BFA treatments would only be feasible through the

TABLE 4. THEMATIC ANALYSIS AND FREQUENCY COUNT FOR
BATTLEFIELD ACUPUNCTURE PROVIDERS (n=37)

Frequency

Variable emergent theme count
What could be done to do more BFA than 20

currently doing

Reduce patient panel size for more clinical time 10

Develop a comprehensive rehab pain team 5

More referrals/appointments 2

Provider education on range of symptoms 1

addressed by BFA

reduction of their current patient panel size. Another salient
theme for increased BFA practice was developing a com-
prehensive rehabilitation pain team (5 BFA-P). Several
providers noted there would be added value in forming
multidisciplinary teams of providers (adjunct to therapy)
offering other alternative therapies covering a broader scope
of symptoms beyond pain (e.g., nausea or mood). Other
providers reported an increase in the number of BFA re-
ferrals and more daily BFA appointments would translate to
increased BFA practice (2 BFA-P). Finally, offering pro-
vider education on the range of symptoms addressed by
BFA was noted as a helpful tool in aiding providers identify
patients in need of BFA treatment (1 BFA-P).

DISCUSSION

The primary purpose of this study was to exploratorily
assess VA provider attitudes and beliefs regarding the pro-
vision of BFA in the VA Healthcare System using mixed
methods. A questionnaire was designed to address 5 main
objectives regarding providers’ perceptions of BFA treat-
ment concerning: (1) the extent of Veterans’ pain relief, (2)
the duration of the pain relief, (3) the frequency with which
return appointments were scheduled, (4) the effect exposure
and experience with BFA had on attitudes toward CAM, and
(5) facilitators and barriers to BFA practice. A descriptive
analysis of the providers’ responses indicated that providers
estimated that 70.7% of Veterans obtained meaningful pain
relief from BFA treatment. Findings from Federman et al.*°
corroborate our findings with an immediate decrease in self-
reported pain reported to occur in 616/754 (82.0%) of their
Veteran patient encounters. Further descriptive findings
from our sample indicated 66% of providers thought that
BFA pain relief lasted 2 weeks or less, whereas 81% of
recheck appointments were scheduled at 3—4-week intervals
or greater. This apparent mismatch suggests that Veterans
are vulnerable to experiencing less than optimal application
of BFA-mediated pain relief, particularly if they suffer se-
vere or longstanding complex pain syndromes. Factors that
are likely to contribute to the mismatch include many
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providers’ congested caseloads, time constraints, and ad-
ministrative burdens as documented by this study and by
Taylor et al.** It is interesting to note that mere exposure to
BFA training is enough to shift attitudes regarding CAM in
general. There is a larger shift in attitudes among high
volume providers, compared with low volume providers,
which might suggest that greater positive experience with
BFA also encourages a greater openness to CAM. It is also
possible that exposure to a larger patient pool has allowed
more experienced BFA-Ps to refine their selection of ap-
propriate BFA patient candidates and improve their delivery
of the BFA procedure itself, thus obtaining greater patient
self-report of pain relief and engendering a reduction in
skeptical attitudes toward CAM. Of note, this study found
providers who were not currently providing BFA for their
patients also demonstrated a reduction in skepticism toward
CAM after exposure to BFA training; however, this re-
duction was somewhat smaller than that displayed by
BFA-P after exposure to BFA training. Lowering barriers to
provision of BFA is likely to lead to a greater number of
Veterans being treated, and perhaps at shorter intervals,
leading to a more satisfactory experience for Veteran pa-
tients and practitioners alike.

Qualitative analyses explored the emergence of salient
themes (and corresponding theme frequency counts) across
provider open-ended responses to the following variables:
(1) reasons for not currently being privileged to perform
BFA; (2) barriers encountered in the BFA credentialing
process; (3) what could be done to help providers (who want
to practice more BFA) practice more BFA; and (4) BFA
attitude comments. Questions regarding reasons for not
currently being privileged to perform BFA and barriers
encountered in the BFA credentialing process were simi-
larly interpreted by respondents, given there was a large
overlap in themes and corresponding theme frequencies;
additionally, both questions were only answered by BFA
NP. The most salient theme for both questions was an
overworked schedule, closely followed by a lack of suitable
patients for BFA and not being provided an appropriate
clinic for BFA practice. It should be noted that although
1 provider indicated patients with severe cancer-related
pain syndrome do not appear to obtain meaningful pain
relief from BFA treatment, the literature points to some
evidence that auricular acupuncture reduces pain in cancer
patients.?®%’

The barrier of an overworked schedule among BFA NP
was also alluded to in BFA-Practitioner responses when
asked what could be done to help providers (who want to
practice more BFA) practice more BFA. Interestingly, only
BFA-P responded to this question and an overwhelming
majority recommended reducing BFA-Practitioners’ patient
panel size for more clinical time to devote to BFA practice.
Qualitative findings also suggested that BFA-P believed
additional expertise was needed to properly address patient
pain management, specifically in the form of a compre-
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hensive rehabilitation pain team. The need for additional
provider education regarding acupuncture in general was
also voiced by BFA providers in response to general BFA
attitude comments.

Our findings are consistent with CAM literature sug-
gesting a large majority of physicians report insufficient
time as a barrier to talking with their patients about CAM
and physicians’ strong desire to increase their CAM
knowledge.?®?° Although contemporary physician educa-
tion has aimed to incorporate CAM knowledge, recent lit-
erature indicates patient and physician self-report data assert
additional efforts are needed to increase physician CAM
knowledge.? Such findings may point to a growing need for
VA BFA provider booster sessions targeting broader CAM
content coverage and skill refinement. By facilitating pro-
viders’ desire to help their patients navigate this complex
realm, a coordinated CAM program at each medical center
can help ensure that all patients receive evidence-based
information with which to make decisions about CAM. In
the meantime, amid an overworked environment, the option
for providers to redirect patients in need of BFA treatment
to comprehensive pain management clinics, including re-
habilitation pain teams in a specialized clinical setting, or
the option for increased physician prescribed BFA delivery
by nonphysicians (e.g., physician assistants or advanced
registered nurse practitioners) would also be helpful.

Provider BFA attitude comments also encompassed
views about treatment utility and effectiveness. Although
the majority of providers reported positive attitudes toward
treatment effectiveness, responses regarding BFA treatment
efficacy were on a continuum. Very few providers reported
high skepticism of BFA effectiveness; however, an attitude
conveying moderation was expressed by other providers
currently practicing BFA. These providers emphasized
there is no ‘‘one-size-fits-all”” approach to pain management
and that the suitability and effectiveness of pain treatment
for patients was contextual; nonetheless, these individuals
also acknowledged BFA is a good option for those patients
who do respond favorably.

Limitations

This study was not without limitations. Although survey
nonrespondents had also received BFA training, we were
unable to identify whether they were BFA-P versus BFA-
NP, as they did not fill out the survey. However, we were
able to obtain survey nonrespondent specialty and cre-
dentialing distributions. Similar to survey respondents,
survey nonrespondents were primarily physicians with pri-
mary care specialty. As such, our high response rate (76%)
yielded a representative sample of the credential and spe-
cialty distribution for BFA-trained providers at NF/SG
Veterans Health Administration at the time of data collec-
tion. Data collected only reflected provider perspectives and
patient meaningful pain relief due to BFA treatment was
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subject to recall bias. Also, quantitative findings were all
cross-sectional in design; thus, causality cannot be inferred.
In addition, due to the short length of provider open-ended
responses, the data lacked richness and data saturation was
not reached. It is also likely the bivariate relationships as-
sessed were confounded by multiple factors, such as pain
severity, whether the pain was acute or chronic, and pain
location. There is also a possibility that skill degradation
could have taken place during the average interval of 7
months between provider BFA training and initiation of
BFA practice; however, further research is warranted to
establish a time range associated with significant BFA skill
decay. In terms of perceived barriers to BFA implementa-
tion and practice, it is unclear whether the policies and
procedures in place at the NF/SG VHS at the time of our
questionnaire are typical of other VHA facilities. Further
research is warranted to gain greater understanding of the
variability in BFA policies and procedures across the VHA.

Strengths

This study has several strengths. Mixed methods were
employed for cross verification of findings and CAM at-
titudes were compared before and after a standardized
BFA training that all providers underwent; thus, enhancing
the validity of pre- and post-BFA training CAM attitude
data. Our questionnaire’s response rate was also high
(>70%) and had little missing data (5%); thus, suggesting
we had a representative sample for the region under study.
Furthermore, the questions were designed by a team of
researchers in collaboration with an experienced BFA-P
physician.

Directions for Future Research

Given our findings suggest a gap in perceived treatment
effectiveness, particularly between more experienced and
less experienced BFA-P; future qualitative research can
exploratorily assess best BFA practices from more expe-
rienced BFA-P. Data on expert approaches to patient
screening for BFA treatment could yield valuable clinical
information on patient characteristics and/or conditions that
are optimal for meaningful pain relief after BFA treatment
and which are not.

CONCLUSIONS

Our findings add to the evidence that BFA is an effective
modality to reduce pain in most patients and is generally
accepted by providers. The mismatch between estimated
interval of pain relief (1-2 weeks) and the frequency of
appointments (3—4 weeks) suggests that BFA may be being
applied suboptimally. We also found that exposure to BFA
training is associated with greater CAM enthusiasm in
general. In addition, post-BFA training CAM attitudes are

positively linked to provider experience practicing BFA and
the percentage of patients they treat experiencing mean-
ingful pain relief. The establishment of comprehensive re-
habilitation pain management teams coupled with the
development of CAM programs (e.g., consult service or
other evidence-based clinical program) housed at each
medical center was favored by the BFA providers.

AUTHOR DISCLOSURE STATEMENT

No competing financial interests exist.

FUNDING INFORMATION

This work received no specific grant from any funding
agency in the public, commercial or not-for-profit sectors.

REFERENCES

1. Barnes PM, Bloom B, Nahin RL. Complementary and alter-
native medicine use among adults and children: United States,
2007. Natl Heglth Stgr Rep. 2008;(12):1-23.

2. Clarke TC, Black LI, Stussman BJ, Barnes PM, Nahin RL.
Trends in the use of complementary health approaches among
adults: United States, 2002-2012. Ngtl Health Stat Ren. 2015;
(79):1-16.

3. Clarke TC, Black LI, Stussman BJ, et al. Trends in the use of
complementary health approaches among adults: United
States, 2002-2012. Nagl Heglth Stat Ren. 2015(79):1-16.

4. Yan Z, Lixing L, Haiyan C, Rodrigo C. Acupuncture use
among American adults: What acupuncture practitioners can
learn from National Health Interview Survey 2007? Evid

Beicdetiinleiciinbliciicinlded 2012:2012:710750.
5. Levy CE, Casler N, FitzGerald DB. Battlefield acupuncture:

An emerging method for easing pain. dielebbusMed Rea
habil. 2018;97(3):e18-e19.

6. Oleson T. Auriculotherapy manual: Chinese and western
systems of ear acupuncture. London, UK: Elsevier Health
Sciences; 2013.

7. Robertshawe P. Helms JM. Acupuncture energetics: A clini-
cal approach for physicians. J Aust Tradit-Med Soc. 2009;
15(4):245-246.

8. Usichenko TI, Hermsen M, Witstruck T, et al. Auricular acu-
puncture for pain relief after ambulatory knee arthroscopy—A
pilot study. jnsisebettttttsninteandbed 005:2(2):
185-189.

9. Niemtzow RC, Litscher G, Burns SM, Helms JM. Battlefield
acupuncture: Update. Med Acupunct. 2009;21(1):43-46.

10. Walker PH, Pock A, Ling CG, Kwon KN, Vaughn M. Bat-
tlefield acupuncture: Opening the door for acupuncture in
Department of Defense/Veteran’s Administration health care.
Nurs Qutlook. 2016;64(5):491-498.

11. Tsai S-L, Fox LM, Murakami M, Tsung JW. Auricular acu-
puncture in emergency department treatment of acute pain.

Aun Emerg Med. 2016;68(5):583-585.


https://www.liebertpub.com/action/showLinks?pmid=25671660&citationId=p_48
https://www.liebertpub.com/action/showLinks?pmid=15937559&crossref=10.1093%2Fecam%2Fneh097&citationId=p_53
https://www.liebertpub.com/action/showLinks?pmid=27601311&crossref=10.1016%2Fj.outlook.2016.07.008&citationId=p_55
https://www.liebertpub.com/action/showLinks?pmid=28570280&crossref=10.1097%2FPHM.0000000000000766&citationId=p_50
https://www.liebertpub.com/action/showLinks?pmid=28570280&crossref=10.1097%2FPHM.0000000000000766&citationId=p_50
https://www.liebertpub.com/action/showLinks?pmid=25671660&citationId=p_47
https://www.liebertpub.com/action/showLinks?pmid=22474517&citationId=p_49
https://www.liebertpub.com/action/showLinks?pmid=22474517&citationId=p_49
https://www.liebertpub.com/action/showLinks?system=10.1089%2Facu.2009.0666&citationId=p_54
https://www.liebertpub.com/action/showLinks?pmid=27287548&crossref=10.1016%2Fj.annemergmed.2016.05.006&citationId=p_56
https://www.liebertpub.com/action/showLinks?pmid=19361005&citationId=p_46

Downloaded by 108.31.167.141 from www.liebertpub.com at 04/29/21. For personal use only.

168

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Goertz CM, Niemtzow R, Burns SM, Fritts MJ, Crawford
CC, Jonas WB. Auricular acupuncture in the treatment of
acute pain syndromes: A pilot study. Mil Med. 2006;171(10):
1010-1014.

Plunkett A, McCoart A, Howard RS, Dennison E, Bartoszek
M. A randomized, single-blind, prospective trial of auric-
ular ‘battlefield’acupuncture for the reduction of postoper-
ative tonsillectomy pain in adults. Pain Manag. 2018;8(4):
287-295.

Fox LM, Murakami M, Danesh H, Manini AF. Battlefield
acupuncture to treat low back pain in the emergency depart-
ment. Am L Lmereg Med. 2018;36(6):1045-1048.

Abdelfatah MM, Beacham MC, Freedman M, Tillmann HL.
Can battlefield acupuncture improve colonoscopy experience?
Med Acupunct. 2018;30(5):279-281.

Khalil R, Khalil R, Shao X. Battlefield acupuncture for pain
management after hip surgery. LAmMed Dir Assac 2018;
19(3):B5-B6.

Estores I, Chen K, Jackson B, Lao L, Gorman PH. Auricular
acupuncture for spinal cord injury related neuropathic pain: A
pilot controlled clinical trial. [Spipal Caord Med. 2017;40(4):
432-438.

Niemtzow RC, Gambel J, Helms J, Pock A, Burns SM,
Baxter J. Integrating ear and scalp acupuncture techniques
into the care of blast-injured United States military service
members with limb loss. Jedlickinbaialcueiiddled 2006;
12(7):596-599.

Garner BK, Hopkinson SG, Ketz AK, Landis CA, Trego LL.
Auricular acupuncture for chronic pain and insomnia: A ran-
domized clinical trial. Med Acupunct. 2018;30(5):262-272.
Federman DG, Zeliadt SB, Thomas ER, et al. Battlefield
acupuncture in the Veterans Health Administration: Effec-
tiveness in individual and group settings for pain and pain
comorbidities. Med Acupunct. 2018;30(5):273-278.
Crawford P, Moss DA, Crawford AJ, Sharon DJ. Modified
Battlefield Acupuncture does not reduce pain or improve
quality of life in patients with lower extremity surgery. Mil
Med. 2019;184(Supplement_1):545-549.

22.

23.

24.

25.

26.

27.

28.

29.

CASTANEDA ET AL.

Kim M, Moss D, Crawford P. Battlefield acupuncture for
post-partum pain: A randomized controlled trial. Explore.
2019;15(6):409-414.

Jonas WB, Bellanti DM, Paat CF, et al. A randomized ex-
ploratory study to evaluate two acupuncture methods for the
treatment of headaches associated with traumatic brain injury.
Med Acupunct. 2016;28(3):113-130.

Taylor SL, Giannitrapani K, Ackland PE, et al. Challenges
and strategies for implementing battlefield acupuncture in the
Veterans Administration: A qualitative study of provider
perspectives. Med Acupunct. 2018;30(5):252-261.

Guest G, MacQueen KM, Namey EE. Introduction to applied
thematic analysis. Appl Themat Anal. 2012;3:20.

Alimi D, Rubino C, Pichard-Léandri E, et al. Analgesic effect
of auricular acupuncture for cancer pain: A randomized,
blinded, controlled trial. J_Clin Oncol. 2003;21(22):4120-
4126.

Abdel-Hamid IA, Saleh el S. Primary lifelong delayed ejac-
ulation: Characteristics and response to bupropion. J Sex Med.
2011;8(6):1772-1779.

Maha N, Shaw A. Academic doctors’ views of complemen-
tary and alternative medicine (CAM) and its role within the
NHS: An exploratory qualitative study. BMC Complement
Altern Med. 2007;7(1):17.

Patel SJ, Kemper KJ, Kitzmiller JP. Physician perspectives
on education, training, and implementation of comple-

mentary and alternative medicine. AgimModeladiicmbidel.
2017;8:499.

Address correspondence to:

Gail Castaneda, PhD

Veterans Rural Health Resource Center

North Florida/South Georgia Veterans Health System
1601 SW Archer Road (151-B)

Gainesville, FL 32608

USA

E-mail: gail.castaneda@va.gov


https://www.liebertpub.com/action/showLinks?system=10.1089%2Facu.2016.1183&citationId=p_68
https://www.liebertpub.com/action/showLinks?pmid=29898645&crossref=10.2217%2Fpmt-2018-0007&citationId=p_58
https://www.liebertpub.com/action/showLinks?pmid=17537248&crossref=10.1186%2F1472-6882-7-17&citationId=p_73
https://www.liebertpub.com/action/showLinks?pmid=17537248&crossref=10.1186%2F1472-6882-7-17&citationId=p_73
https://www.liebertpub.com/action/showLinks?system=10.1089%2Facm.2006.12.596&citationId=p_63
https://www.liebertpub.com/action/showLinks?system=10.1089%2Facu.2018.1296&citationId=p_65
https://www.liebertpub.com/action/showLinks?system=10.1089%2Facu.2018.1289&citationId=p_60
https://www.liebertpub.com/action/showLinks?crossref=10.1016%2Fj.explore.2019.05.001&citationId=p_67
https://www.liebertpub.com/action/showLinks?pmid=17076456&crossref=10.7205%2FMILMED.171.10.1010&citationId=p_57
https://www.liebertpub.com/action/showLinks?pmid=21114770&crossref=10.1111%2Fj.1743-6109.2010.02131.x&citationId=p_72
https://www.liebertpub.com/action/showLinks?pmid=26869339&crossref=10.1080%2F10790268.2016.1141489&citationId=p_62
https://www.liebertpub.com/action/showLinks?system=10.1089%2Facu.2018.1286&citationId=p_69
https://www.liebertpub.com/action/showLinks?pmid=29550099&crossref=10.1016%2Fj.ajem.2018.02.038&citationId=p_59
https://www.liebertpub.com/action/showLinks?pmid=28794663&crossref=10.2147%2FAMEP.S138572&citationId=p_74
https://www.liebertpub.com/action/showLinks?system=10.1089%2Facu.2018.1294&citationId=p_64
https://www.liebertpub.com/action/showLinks?pmid=30371882&crossref=10.1093%2Fmilmed%2Fusy277&citationId=p_66
https://www.liebertpub.com/action/showLinks?pmid=30371882&crossref=10.1093%2Fmilmed%2Fusy277&citationId=p_66
https://www.liebertpub.com/action/showLinks?pmid=14615440&crossref=10.1200%2FJCO.2003.09.011&citationId=p_71
https://www.liebertpub.com/action/showLinks?crossref=10.1016%2Fj.jamda.2017.12.025&citationId=p_61

