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Abstract:

 Low back pain may have complex patho-physiological causes leading to chronicity that resists conventional managements. Complementary and alternative treatment options have, therefore, gained popularity. In this chapter, acupuncture, manual therapy, and natural healing for low back pain will be discussed. Special emphasis is given on the role of the individual in the control and prevention of low back pain.
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1. Introduction

Millions of people in the world suffer from low back pain (LBP), both in the acute and chronic situations. Acute onsets commonly become chronic and chronic conditions may be complicated with acute exacerbations [1]. Chronic low back pain is one of the most frequently experienced neuromuscular ailments in all communities. In Europe and America, 80% of adults experience significant back pain during their lifetime [2,3]. It is estimated that 10% to 20% of affected adults develop symptoms of chronic lower back pain [4]. There are many causes of LBP some of which have definite pathology, like spinal injuries, infection, degenerative arthritis and tumors. Others have obscure pathology not revealed even after long clinical courses. Presumably early or preclinical stages of pathological changes might remain obscure even after standard clinical investigations [5,6,7].

Since LBP is such a common condition, many specialists in many disciplines of the current medical practice have close collaborations. Different disciplines have their own areas of special concern. Thus, orthopedic experts would concentrate on the bony spine and intervertebral discs. Neurosurgeons are more concerned with the intervertebral nerves and spinal cord. Generalists usually take a less committed attitude. With the advent of Computed Tomography and Nuclear Magnetic Resonance Imaging both bony structures and soft tissue shadows are shown much more clearly so that early presentations of common pathologies become better revealed. However, the correlation between the actual clinical presentations and the structural changes in the images could be poorly matched. For a desperate LBP patient and his physician or surgeon who is eager to help, although the clinical pictures might not be well-matched with pathological images, active interventions, mostly of a surgical nature, might still be the treatment offer, failing to arrive at an ideal outcome [8,9].



2. Common Causes of LBP

The detection of diseased intervertebral discs with different degrees of “disc herniations” must be a very common finding in a MRI examination. An early bulge could be taken as the culprit of an attack of LBP, hence taken as an indication for surgical intervention. Yet, we know that such picture of disc bulging occurs not infrequently among young and middle-aged people who are not suffering from LBP at all. One cannot be certain whether surgery is really indicated for just bulging discs. On the other hand, acute pain turning chronic, whether related or unrelated to bulging discs in spinal imaging, are not unusual [10,11].

As one studies the complex structure of the spine which involves not only the bony vertebral column with its multiple components and neurological tissues, inside and through-out, but also the closely related enwrapping muscles, one should realize that many other possible causative factors could be responsible for the acute and chronic pain [12].

The known pathologies possibly causing LBP are:

Lumbosacral Strain is most common among manual laborers who need to carry heavy loads. The pain is located generally around the lumbosacral region without any preference to either left or right. Investigations including modern imaging often give negative results. The high frequency of this condition related to worker’s compensation has led to a common interpretation of socio-psychological orientation [13]. Probably because of this background, studies on LBP in the last decades have excluded cases of worker’s compensations [14].

Posterior Facet Syndrome refers to the early degenerative arthritis of the posterior facet joints which suffer from loss of motion, thus causing stiffness of the whole spine and LBP [8]. This could be the commonest cases of LBP involving the elderly [15,16].

Muscle/Sacroiliac Syndrome refers to stiffness and spasm of a specific or a group of paraspinal muscles. The typical presentations are general ache related to the particular muscle involved [17,18].

Spondylolithesis may be a harmless in-born structural anomaly if it is mild (degree 1 and 2). Otherwise the unusual mobility at the site of spondylolithesis could be the cause of lumbosacral strain or paraspinal muscle syndrome [19,20].

Osteoporosis affecting the vertebral bodies leading to gradual collapse and pain is common among the elderly. With the compression collapses of the vertebral bodies, the intervertebral discs could often be identified as bulging and herniating. In fact, the LBP will gradually go away as the trabecular long compression gets consolidated with time [21,22].

When the listed causes of LBP are coupled with varying degrees of evidences of some other common pathologies, like disc herniation, and especially when the pain turns chronic, surgical interventions could be a common outcome, although supporting evidence might not be sufficient [23,24].

Apart from the common causes of LBP described, other causes include sacroiliac strain, spasm of the piriformis muscle or psoas muscle, which may all present as lumbago without any specific symptomatology.



3. Complementary/Alternative Treatment for Low Back Pain


3.1. Acupuncture

When evidence in support of drastic treatment like surgical intervention are insufficient, complementary/alternative treatment for LBP could be considered. The majority of chronic back pain patients do not have diagnostic evidence of pathology that deserves special medication or surgery [25].

In spite of energetic rehabilitation training, no more than 50% of patients had full recoveries [26]. Electrical stimulation for control of pain is often employed, which later develop as transcutaneous electrical nerve stimulation (TENS) [26]. Since the endorsement of acupuncture treatment as an effective option for pain control in the US, acupuncture has become popular [27].

Coan reported that patients receiving a minimum of eight acupuncture treatments experienced less pain at a 40-week follow-up [28]. Lehmann, et al., conducted a trial to assess the efficacy of TENS and electro-acupuncture (EAP) in the rehabilitation of chronic back pain patients of the fifty-four patients treated in a three-week inpatient rehabilitation program. The EAP group consistently demonstrated greater improvement on the outcome measures than the other treatment groups [29].

A recent Cochrane review of 35 trials, evaluating the effectiveness of acupuncture for treatment of non-specific LBP and dry-needling for myofascial pain syndrome in the low-back region compared to no treatment, sham therapies, and the addition of acupuncture to other therapies, provided further evidence on the effectiveness of acupuncture for chronic LBP [30]. The evidence suggested that acupuncture is more useful for pain relief and functional improvement when used in conjunction with other conventional therapies than either conventional therapies or acupuncture alone. The overall observation was that acupuncture may be useful as either a unique therapy for chronic LBP or an adjunct therapy to other conventional treatments.

Although the effects of acupuncture on pain control is obviously less effective than the use of analgesics that brings immediate, short-term relief, it has great practical value as an alternative for chronic persistent pain [31,32,33]. Recent studies using functional MRI indicated that specific regions of the brain could be activated during procedures of acupuncture [34]. Acupuncture has been the most popular form of complementary, alternative treatment in modern hospitals and clinics, especially among pain teams [35] and expectedly, will become more accepted in the following days.

As acupuncture has become common hospital practice and among physiotherapists, discussions have started on the choice of acupoints along the meridians: what are the principles behind the selection of acupoints for the treatment of chronic LBP? The traditional Chinese practitioners would choose according to observed “syndrome” complexes taken to be related to loss of internal balance, e.g., “renal insufficiency” or “circulatory stagnation”. Practitioners with neurological knowledge would choose according to the detection of neurological involvement of the intervertebral nerves. The use of a large number of puncture needles in contrast to a selected number is another point of argument among the advocates. Chinese acupuncturists have seriously engaged in clinical practices in order to find a proper answer to the controversies. While research is still ongoing, the answer is still obscure. At this moment, perhaps the use of a limited number of acupuncture points according to the root levels of pain presentation could be a good practical choice [33].



3.2. Manipulative Treatment

The indications for manipulation in patients with LBP are as follows:


	●

	Uncomplicated low back pain (lumbago)



	●

	Sciatica without neurological deficit



	●

	Uncomplicated chronic low back pain



	●

	Post-surgical chronic low back pain



	●

	Intervertebral disc degeneration



	●

	Posterior facet syndrome



	●

	Sacroiliac syndrome



	●

	Sacroiliac strain



	●

	Piriformis syndrome



	●

	Psoas syndrome



	●

	Spondylolisthesis Grade 1,2





Valuable information concerning manipulations are available in old literature. One report which compared the results of Spinal Manipulative Therapy (SMT) in patients with acute and chronic back pain was presented by Potter [36]. His conclusion, that chronic pain was less responsive than acute pain, is not surprising. He did, however, claim that 71% of patients classified as having uncomplicated chronic LBP showed improvement of their symptoms. Similarly, Riches claimed that 86% of patients diagnosed as having chronic back strain improved following manipulation [37].

Acute low back pain complicated by sciatica or neurological deficit responded equally well to manipulations. Potter found that chronic leg pain improved in approximately 70% of patients treated with SMT; the number of successes decreased considerably when neurological signs were present [36,37,38].

Cyriax felt that the primary effect of manipulation was the reduction of disc protrusions [39], although his expectation has never been confirmed with modern imaging techniques. On the other hand, Kirkaldy-Willis and Cassidy were unimpressed with the results of manipulation in patients with demonstrable nucleus pulposis herniation [40].

For posterior facet syndrome, there is an increase in the mobility of the spine following manipulation. Some of the best results from spinal manipulation have been reported in patients where the diagnosis of sacroiliac syndrome has been made. Over 90% of patients with this diagnosis show improvement in their back pain following manipulation [41]. Experts on manipulation place a great deal of emphasis on the analysis of sacroiliac motion and position and choose their manipulation technique according to these findings. They believed that manipulation is the most effective method of treatment for sacroiliac syndrome [42].

Specific manipulation techniques have been developed with the aim of stretching or manually massaging the spinal muscles in an attempt to relax them, although the importance of the muscle syndromes in the genesis of back pain remains speculative.

Back pain associated with spondylolisthesis was found to improve through spinal manipulation in 85% of cases reviewed by Kirkaldy-Willis and Cassidy [43]. These experts made it quite clear that no claim should be made on any structural correction. Instead, they speculated that in most cases, the spondylolisthesis could be an incidental finding.



3.3. Natural Healing

For all chronic conditions, in spite of the most energetic attempts to heal, the problem often remains, often resulting in more and more drastic offers from the attending clinicians. Alternatively the victims of chronic pain need to try, successfully or unsuccessfully, to live with their misery.

Oriental medicine has proposed a concept of natural healing which could be useful for the chronic sufferers.

One of the mostly emphasized areas of health in the earliest classics of Chinese medicine, Ne-jing, is Natural Healing: the way to maintain a perfect harmonious state of physical, physiological, and psychosocial well-being. The overall concept involves the harmony between yin and yang; harmony between physique and psychosocial state; balanced nutrition, balanced exercises, and recreation, which are considered all interlinked [44,45,46].

Natural Healing is understood as a treatment program directing against a specific target in the rehabilitation process in Europe and America. Natural Healing in the Chinese Medicine context has a much broader conceptual meaning, which includes maintenance of health, wellness and prevention of falling sick. Many practical systems of Natural Healing are advocated. The best known include Tai Chi and Qi Gong, which demand rigid systems of chained physical activities [47]. When the contents of the chained physical activities are analyzed, three major components become obvious.


3.3.1. Stretching

Spiritual dancing could have been the very early practice of Natural Healing. Stretching movements in a variety of postures have become the most essential components of practice. Imitation of animal movements evolved into sophisticated chains of stretching activities. Later, different groups of practitioners created their own systems of stretching, with different connotations and emphases. One uniform component of these different systems is that all of them consist of slow stretching movements. As far as posture is concerned, some advocate natural postures like standing, modification like “Buddha sitting”, half-kneeling, etc. All activities demand a gradual stretch of muscles, tendons, and joints to their extreme limits.



3.3.2. Respiratory Control

Natural Healing includes practice of controlled breathing which goes along with the stretching exercises. Qi Gong might be mistaken as controlled respiration only. In fact, it requires simultaneous stretching, controlled respiration, and meditation. It is believed that, with the skillful control of breathing, qi is successfully manipulated, so that it not only circulates through the respiratory system, but, together with meditation, it reaches out to the other physiological systems to improve their metabolic state of balance. What is “qi”? Literally, “qi” means respiration, but in the philosophy of Chinese medicine “qi” referred to a state of bodily harmony based on a perfect oxygenated state, together with a peaceful mind.

Respiration is controlled to follow an unusual inspiration/expiration pattern, which means extra-long inspiration or extra-long expiration. Abdominal or diaphragmatic breathing is also practiced. While doing so, the pelvic diaphragm and anal sphincters are also squeezed at will.

In short, respiratory control is executed simultaneously with the stretching movements in a smooth synchronized chain of activities under the individual’s free will. The individual could develop his/her own policy of training which could be amended from time to time [48].



3.3.3. Meditation

Natural Healing needs to achieve harmonizing physical, humoral, and mental activities of which meditation is an indispensible component. The skillful practitioner attains a tranquility of the mind while stretching is being performed with controlled breathing. The apparently complicated system of movements in Tai Chi should not be hindering meditation. Rather, they provide a good initiating environment where the day to day mental pressure will not be felt. The material background for meditation is resting of mental activities so that the brain is freed from motor and sensory burdens, relieved from complex memories, protected from emotions and problem solving requirements. With this unchallenged mental state, a reorganization of the interacting neurological messages can take place, initiating a state of harmony [49].

Unlike Natural Healing in Europe and US, which have specific demands and needs, Natural Healing in the Orient is more of a self-promotion of wellness and longevity. We might not feel particularly threatened by the imagination of a special disease, but we certainly do not want to fall sick. Since the tripartite practice of stretching, controlled breathing, and meditation can be easily learned, comfortably practiced, and freely modified, the practice could gain more popularity.

In fact the same requirements, viz. stretching, controlled breathing and meditation, are also required in the popular health promotion exercise in India: the yoga practice. Stretching undoubtedly stimulates the proprioceptive receptors involved which are responsible for the activation of the pain control neurological activities described within the “Gate theory” [50].



3.3.4. Anatomical and Physiological Basis of Stretching in Relation to Pain Control

As discussed earlier, LBP has multiple causes related to the bones and joints, the intervertebral discs as well as the structure around the spine. The spine is closely enwrapped by the paraspinal muscles. Many outlying tissues are intimately involved in motion when the spine moves. Tissues include joint capsules, ligaments, tendons, aponeuroses, retinaculae, and intramuscular fasciae: all these are connected through a network of connective tissues called fascia. The fascia has been taken as insignificant anatomical tissue that possesses no special structural or physiological role except that it fills up inter-tissue spaces. Recent studies have overturned the old concept. The fasciae contain nerves and proprioceptive receptors as well as small vessels. The widest possible network of soft tissues is formed by the fasciae which unite the groups of neuro-vascular tissues, muscles, bones and joints, and even the internal organs [51]. The network of soft tissues allows the free gliding of adjacent structures, as well as helping the transfer of forces between them. Neurologically, the stimulation of the proprioceptive receptors initiate coordinating messages to the joints and muscles involved. Mechanically, the interconnections between the separate muscles and muscle groups help to maintain an ideal sharing of loading and stretching activities. On the cardio-vascular side, it has been a well-established fact that limb muscle contractions constitute a “second cardiac pump” [52].

The lumbar fascia has a special role in the situation of low back pain.

Although the pain generating role of intervertebral disc prolapse is undisputed for some cases of low back pain, they might not play a decisive role in the majority of cases. Comparisons of lumbar spine MRI between back pain patients and normal patients have revealed that many people without back pain also show severe disc damages, while many other back pain patients show better discs than pain-free people of the same age [8]. New explanatory models for the generation of low back pain are now recognized: from Panjabi’s proposal that repetitive stress in spinal ligaments and facet joint capsules could induce dysfunction of muscle control which may lead to chronic pain and neural inflammation [4], to pain-related fear inducing a cycle of decreased movement, connective tissue remodeling of lumbar fascial tissues, leading to more inflammation, nervous system sensitization, and more pain. Mechanical stimulation, such as physical therapy, massage, chiropractic manipulation, acupuncture, or by changing specific movement patterns (e.g., movement therapies, yoga), and most notably stretching, may help to reverse the abnormalities.

In a recent study, 109 low back pain patients were randomly divided into four treatment groups. Group 1 was treated with core stability exercises; group 2 conducted the same exercises together with deep breathing; group 3 was treated with myofascial release therapy; and group 4 received the same treatment as group 3 together with deep breathing. Results showed that their myofascial release treatment in combination with deep breathing training led to greater improvements than traditional conventional care for low back pain under almost all measures. An increase in parasympathetic tone through manual therapy and breathing was suggested as a possible mechanism by the authors [53]. Patients should realize that myofascial release can be self-administered through repetitive slow stretching activities.





4. Conclusions

While acute unresolving LBP is most likely the result of specific pathologies like acute injuries or disc degenerative changes that deserve specific managements, like surgery, as LBP turns chronic, a complexity of pathological changes contribute towards the lengthy sufferings of the patient.

Pain is the most common health problem for which adults using complementary and alternative managements. Many people with chronic pain conditions turn to these practices to supplement conventional clinical treatment which they are already receiving.

Manual therapies in various forms have enjoyed centuries of popularity, although scientific evidence remains obscure. Acupuncture has emerged as another popular option of treatment in spite of its obscure nature. Despite the widespread use of complementary health practices for chronic pain, scientific evidence on efficacy and mechanisms of action—whether the therapies genuinely help relieve the clinical symptoms and, if so, how—is, in most cases, limited. However, the evidence base is growing, especially for several complementary health practices most commonly used by people to lessen pain. The recent research on the fascia has offered exciting thoughts on the origin and control of LBP. Although more research efforts would be required to add more scientific information to the physiological value of the fascia, the logical observations and rediscovery of the important role of this apparently insignificant interstitial tissue complex, have given extra support to the individual’s responsibility in the healing of his/her chronic LBP [54,55].






Acknowledgments

Authors are indebted to the Ming Lai Foundation support given to the team responsible for the study.



Author Contributions

Leung P.C had full contribution and wrote the paper.



Conflicts of Interest

The author declared no conflict of interest.



References


	1. 
Andersson, G.B.J. The epidemiology of spinal disorders. In The Adult Spine: Principles and Practice, 2nd ed.; Frymoyer, J.W., Ed.; Lippincott-Raven Publishers: Philadelphia, PA, USA, 1997; pp. 93–141. [Google Scholar]

	2. 
Andersson, G.B. Epidemiological features of chronic low-back pain. Lancet 1999, 354, 581–585. [Google Scholar] [CrossRef]

	3. 
Carter, B.L.; Ignatow, S.B. Computed body tomography, how useful is it? Postgrad. Med. 1978, 63, 66–80. [Google Scholar]

	4. 
Panjabi, M.M. A hypothesis of chronic back pain: Ligament subfailure injuries lead to muscle control dysfunction. Eur. Spine J. 2006, 15, 668–676. [Google Scholar] [CrossRef]

	5. 
Nachemson, A.L. The lumbar spine, an orthopaedic challenge. Spine 1976, 1, 59–71. [Google Scholar] [CrossRef]

	6. 
Deyo, R.A.; Weinstein, J.N. Low back pain. N. Engl. J. Med. 2001, 344, 363–370. [Google Scholar] [CrossRef]

	7. 
Ford, L.T.; Goodman, F.G. X-ray studies of the lumbosacral spine. South. Med. J. 1966, 59, 1123–1128. [Google Scholar] [CrossRef]

	8. 
Jensen, M.C.; Brant-Zawadzki, M.N.; Obuchowski, N.; Modic, M.T.; Malkasian, D.; Ross, J.S. Magnetic resonance imaging of the lumbar spine in people without low back pain. N. Engl. J. Med. 1994, 331, 69–73. [Google Scholar] [CrossRef]

	9. 
Van Tulder, M.W.; Waddell, G. Conservative treatment of acute and subacute low back pain. In Neck and Back Pain: The Scientific Evidence of Causes, Diagnosis, and Treatment; Nachemson, A.L., Jonsson, E., Eds.; Lippincott Williams & Wilkins: Philadelphia, PA, USA, 2000; pp. 241–269. [Google Scholar]

	10. 
Nachemson, A.; Morris, J.M. In vivo measurement of intradiscal pressure. Discometry, a method for the determination of pressure in the lower lumbar discs. J. Bone Jt. Surg. 1964, 46, 1077–1092. [Google Scholar]

	11. 
Strayer, A. Lumbar spine: Common pathology and interventions. J. Neurosci. Nurs. 2005, 37, 181–193. [Google Scholar] [CrossRef]

	12. 
Dreyfuss, P.; Dryer, S.; Griffin, J.; Hoffman, J.; Walsh, H. Positive sacroiliac screening tests in asymptomatic adults. Spine 1994, 19, 1138–1143. [Google Scholar] [CrossRef]

	13. 
Andersson, G.B.; Svensson, H.O.; Oden, A. The intensity of work recovery in low back pain. Spine 1983, 8, 880–884. [Google Scholar] [CrossRef]

	14. 
Walsh, N.E.; Schwartz, R.K. The influence of prophylactic orthoses on abdominal strength and low back injury in the workplace. Am. J. Phys. Med. Rehabil. 1990, 69, 245–250. [Google Scholar] [CrossRef]

	15. 
Gillet, H.; Liekens, M. Belgian Chiropractic Research Notes, 12th ed.; Motion Palpation Institute: Huntingtion Beach, CA, USA, 1985. [Google Scholar]

	16. 
Schnitzer, T.J.; Gray, W.L.; Paster, R.Z.; Kamin, M. Efficacy of tramadol in treatment of chronic low back pain. J. Rheumatol. 2000, 27, 772–778. [Google Scholar]

	17. 
Rasmussen, G.G. Manipulation in treatment of low back pain: A randomized clinical trial. Man. Med. 1979, 1, 8–10. [Google Scholar]

	18. 
Seitsalo, S. Operative and conservative treatment of moderate spondylolisthesis in young patients. J. Bone Jt. Surg. 1990, 72, 908–913. [Google Scholar]

	19. 
Johnsson, K.E.; Rosen, I.; Uden, A. The natural course of lumbar spinal stenosis. Clin. Orthop. Relat. Res. 1992, 279, 82–86. [Google Scholar] [CrossRef]

	20. 
Rosomoff, H.; Rosomoff, R. Low back pain: Evaluation and management in the primary care setting. Med. Clin. N. Am. 1999, 83, 643–662. [Google Scholar] [CrossRef]

	21. 
Gaber, T.A.; McGlashan, K.A.; Love, S.; Jenner, J.R.; Crisp, A.J. Bone density in chronic low back pain: A pilot study. Clin. Rehabil. 2002, 16, 867–870. [Google Scholar] [CrossRef]

	22. 
Papageorgiou, A.C.; Croft, P.R.; Ferry, S.; Jayson, M.I.; Silman, A.J. Estimating the prevalence of low back pain in the general population. Evidence from the South Manchester Back Pain Survey. Spine 1995, 20, 1889–1894. [Google Scholar] [CrossRef]

	23. 
Atlas, S.; Keller, R.; Chang, Y.; Deyo, R.; Singer, D. Surgical and nonsurgical management of sciatica secondary to a lumbar disc herniation. Spine 2001, 26, 1179–1187. [Google Scholar] [CrossRef]

	24. 
Kraus, H.; Fischer, A.A. Diagnosis and treatment of myofascial pain. Mt. Sinai J. Med. 1991, 58, 235–239. [Google Scholar]

	25. 
Van Tulder, M.; Malmivaara, A.; Esmail, R.; Koes, B. Exercise therapy for low back pain: A systematic review within the framework of the Cochrane Collaboration Back Review Group. Spine 2000, 25, 2784–2796. [Google Scholar] [CrossRef]

	26. 
Khadilkar, A.; Milne, S.; Brosseau, L.; Robinson, V.; Saginur, M.; Shea, B.; Tugwell, P.; Wells, G. Transcutaneous electrical nerve stimulation (TENS) for chronic low-back pain. Cochrane Database Syst. Rev. 2005. [Google Scholar] [CrossRef]

	27. 
Cherkin, D.C.; Sherman, K.J.; Deyo, R.A.; Shekelle, P.G. A review of the evidence for the effectiveness, safety, and cost of acupuncture, massage therapy, and spinal manipulation for back pain. Ann. Intern. Med. 2003, 138, 898–906. [Google Scholar]

	28. 
Coan, R.M.; Wong, G.; Coan, P.L. The acupuncture treatment of neck pain: A randomized controlled study. Am. J. Chin. Med. 1981, 9, 326–332. [Google Scholar] [CrossRef]

	29. 
Lehmann, T.R.; Russell, D.W.; Spratt, K.F.; Colby, H.; Liu, Y.K.; Fairchild, M.L.; Christensen, S. Efficacy of electroacupuncture and TENS in the rehabilitation of chronic low back pain patients. Pain 1986, 26, 277–290. [Google Scholar] [CrossRef]

	30. 
Furlan, A.D.; van Tulder, M.W.; Cherkin, D.C.; Tsukayama, H.; Lao, L.; Koes, B.W.; Berman, B.M. Acupuncture and dry-needling for low back pain. Cochrane Database Syst. Rev. 2005. [Google Scholar] [CrossRef]

	31. 
Ezzo, J.; Berman, B.; Hadhazy, V.A.; Jadad, A.R.; Lao, L.; Singh, B.B. Is acupuncture effective for the treatment of chronic pain? A systematic review. Pain 2000, 86, 217–225. [Google Scholar] [CrossRef]

	32. 
Staud, R.; Price, D.D. Mechanisms of acupuncture analgesia for clinical and experimental pain. Expert Rev. Neurother. 2006, 6, 661–667. [Google Scholar] [CrossRef]

	33. 
Ernst, E.; White, A.R. Acupuncture for back pain: A meta-analysis of randomized controlled trials. Arch. Intern. Med. 1998, 158, 2235–2241. [Google Scholar] [CrossRef]

	34. 
Alavi, A.; LaRiccia, P.J.; Sadek, A.H.; Newberg, A.B.; Lee, L.; Reich, H.; Lattanand, C.; Mozley, P.D. Neuroimaging of acupuncture in patients with chronic pain. J. Altern. Complement. Med. 1997, 3, S47–S53. [Google Scholar] [CrossRef]

	35. 
Yoo, S.S.; Teh, E.K.; Blinder, R.A.; Jolesz, F.A. Modulation of cerebellar activities by acupuncture stimulation: Evidence from fMRI study. Neurolmage 2004, 22, 932–940. [Google Scholar] [CrossRef]

	36. 
Potter, G.E. A study of 744 cases of neck and back pain treated with spinal manipulation. J. Can. Chiropr. Assoc. 1977, 21, 154–156. [Google Scholar]

	37. 
Koes, B.W.; Assendelft, W.J.; van der Heijden, G.J.; Bouter, L.M. Spinal manipulation for low back pain: An updated systematic review of randomized clinical trials. Spine 1996, 21, 2860–2871. [Google Scholar] [CrossRef]

	38. 
Assendelft, W.J.J.; Morton, S.C.; Yu, E.I.; Suttorp, M.J.; Shekelle, P.G. Spinal manipulative therapy for low back pain: A meta-analysis of effectiveness relative to other therapies. Ann. Intern. Med. 2003, 138, 871–881. [Google Scholar] [CrossRef]

	39. 
Cyriax, J.H. Text-Book of Orthopaedic Medicine. Vol. 2: Treatment by Manipulation, Massage and Injection, 8th ed.; Bailliere-Tindall: London, UK, 1971. [Google Scholar]

	40. 
Kirkaldy-Willis, W.H.; Hill, R.J. A more precise diagnosis for low back pain. Spine 1979, 4, 102–109. [Google Scholar] [CrossRef]

	41. 
Andersson, G.B.; Lucente, T.; Davis, A.M.; Kappler, R.E.; Lipton, J.A.; Leurgans, S. A comparison of osteopathic spinal manipulation with standard care for patients with low back pain. N. Engl. J. Med. 1999, 341, 1426–1431. [Google Scholar] [CrossRef]

	42. 
Brown, A.; Angus, D.; Chen, S. Costs and Outcomes of Chiropractic Treatment for Low Back Pain; Canadian Coordinating Office for Health Technology Assessment: Ottawa, ON, Canada, 2005; pp. 1–76. [Google Scholar]

	43. 
Cassidy, J.P.; Potter, G.E.; Kirkaldy-Willis, W.H. Manipulative management of back pain in patients with spondylolisthesis. J. Can. Chiropr. Assoc. 1978, 22, 15–20. [Google Scholar]

	44. 
Huang, J. History, present situation and prospect of daoyin for preventive treatment of disease. J. Beijing Univ. Tradit. Chin. Med. 2009, 32, 586–589. [Google Scholar]

	45. 
Li, Y. Yellow Yellow Emperor’s Inner Classic, Suwen, Four ways of natural healing. Chin. J. Health Care Med. 2011, 13, 515–516. [Google Scholar]

	46. 
Yi, X.K. Natural healing in Chinese medicine. World Health Dig. 2007, 4, 269–270. [Google Scholar]

	47. 
Ji, L.Z. Natural healing in Chinese medicine. Beijing J. Tradit. Chin. Med. 1994, 1, 62–63. [Google Scholar]

	48. 
Yang, W. Natural healing and Taichi. J. Fujian Univ. Tradit. Chin. Med. 2001, 2, 56–57. [Google Scholar]

	49. 
Won, X.S. Natural healing review. Tai Chi Rev. 2008, 11, 29–30. [Google Scholar]

	50. 
Melzack, R.; Wall, P. Peripheral nerve and spinal mechanisms. In The Challenge of Pain, 2nd ed.; Penguin Science: London, UK, 1996; pp. 81–107. [Google Scholar]

	51. 
Guimberteau, J.C.; Sentucq-Rigall, J.; Panconi, B.; Boileau, R.; Mouton, P.; Bakhach, J. Introduction to the knowledge of subcutaneous sliding system in humans. Ann. Chirur. Plast. Esthet. 2005, 50, 19–34. [Google Scholar] [CrossRef]

	52. 
Casey, D.P.; Hart, E.C. Cardiovascular function in humans during exercise: Role of the muscle pump. J. Physiol. 2008, 586((Pt 21)), 5045–5046. [Google Scholar] [CrossRef]

	53. 
Vagedes, J.; Gordon, C.M.; Beutinger, D. Myofascial release in combination with trigger point therapy and deep breathing. In Fascia Research II, 1st ed.; Huijing, P.A., Ed.; Elsevier Urban & Fischer: Munich, Germany, 2009. [Google Scholar]

	54. 
Hagen, K.B.; Hilde, G.; Jamtvedt, G.; Winnem, M.F. The Cochrane review of advice to stay active as a single treatment for low back pain and sciatica. Spine 2002, 27, 1736–1741. [Google Scholar] [CrossRef]

	55. 
Shen, F.H.; Samartzis, D.; Andersson, G.B.J. Nonsurgical management of acute and chronic low back pain. J. Am. Acad. Orthop. Surg. 2006, 14, 477–487. [Google Scholar]





© 2015 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution license (http://creativecommons.org/licenses/by/4.0/).







nav.xhtml


  medicines-02-00287


  
    		
      medicines-02-00287
    


  




  





