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Abstract
Background: Acupuncture has been regarded as a potential physical approach for irritable bowel
syndrome (IBS). However, there is still no adequate conclusive evidence on its e�cacy and optimal
therapeutic strategy of acupuncture for IBS. The purpose of this expert consensus study was to put
forward some viable recommendations for clinical acupuncture practitioners in treating IBS.

Methods: A panel composed of 74 acupuncturists, was convened to participate in a 2-round clinical issue
investigation. Subsequently, systematic reviews on acupuncture for IBS were screened using 3
databases. An initial consensus voting list was generated from the results of clinical issue investigation
and literature review. Finally, a multi-round Delphi vote was conducted to develop an expert consensus on
these speci�c issues. 30 authoritative experts were required to respond with agreement, neutrality, or
disagreement for the items on the consensus voting list. Consensus achievement was identi�ed as the
level of agreement on a given item > 80%.

Results: Following a 2-round Delphi vote, there were 19 items achieving consensus; of which 5 items
(26.32%) achieved complete consensus, and more than 80% expert agreement was reached for the other
14 items. These items can be roughly categorized into 3 major domains of acupuncture for IBS: (1)
therapeutic effects, (2) therapeutic principles and protocols, (3) possible adverse events.

Conclusions: Without any ready-made guidelines, this preliminary expert consensus could be helpful for
acupuncturists in daily clinical practice and patients with IBS to acquire appropriate and standardized
acupuncture treatment. In addition, it also points out the clinical issues which need to be further explored
in future studies.

Background
Irritable bowel syndrome (IBS) is a highly prevalent functional gastrointestinal disorder worldwide,
affecting approximately 7 ~ 15% of the global population [1, 2], and more common among females and
young people [3]. Patients with IBS agonize over chronic recurrent abdominal pain and bowel disturbance,
leading to a prominently negative impact on quality of daily life and work productivity [4]. Due to its high
prevalence, IBS causes substantial medical and �nancial burden. It has been estimated conservatively
that there are 3.1 million healthcare visits and over $1 billion direct costs associated with IBS annually in
the United States [5, 6]. Hence, effective treatment plays an important role in reducing the unfavourable
social and economic effects of the disease.

Due to the heterogeneity among different subtypes of IBS, there is still a lack of widely adopted
algorithms [4]. Nowadays, antispasmodics, laxatives, and antidiarrheals are the three main kinds of �rst-
line medications for ameliorating IBS symptoms, which are recommended by the guidelines [7, 8].
However, they usually exert temporary effects and may lead to several potential side effects, especially
after long-term administration [4, 9]. In addition, several other agents, such as 5-HT3 antagonists and 5-
HT4 agonists, have bene�cial effects for severe IBS, but may cause a high risk of drug-associated serious
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adverse events including ischemic colitis and cardiovascular events, which restricts their utility
respectively [10, 11]. Given the existing treatment gaps, plenty of suffering patients would like to seek for
alternative treatments [12]. Acupuncture, as a major non-drug approach of traditional Chinese medicine
(TCM), has been extensively applied in treating functional gastrointestinal diseases including IBS [13, 14].
In clinical practice, acupuncture is regarded as a potential physical therapy that can relieve chronic
painful states [15], which may be especially helpful for IBS patients, in light of that recurrent abdominal
pain is the most universal complaint and frequent reason that drives healthcare assistance [16].
Therefore, a great deal of IBS outpatients have received acupuncture treatment or ever consulted
acupuncture practitioners for help not only in China but also in western countries [17].

In spite of its common application in clinic, previous research evidences on acupuncture for IBS are still
relatively scarce and in con�ict. On the one hand, a previous Cochrane systematic review (SR) composed
of 17 randomized clinical trials (RCTs) indicated that acupuncture exerted more bene�cial effects than
pharmacological interventions [18], which was validated again in the latest published study [19]. On the
other hand, the sham acupuncture-controlled trials suggested that acupuncture achieved favourable
e�cacy but did not show therapeutic advantage over sham acupuncture [20, 21]. At present, it is still
controversial on whether acupuncture can bring ideal clinical outcomes for IBS patients. Furthermore, the
parameters of acupuncture and acupoint selection also vary greatly in different literatures, which may
confound the evaluation of the actual e�cacy of acupuncture. Different from other pharmacological
therapies, acupuncture is a kind of intricate intervention whose therapeutic effects are in�uenced by a
battery of factors [22]. But up to now, there is no endeavour to explore an optimal and standardized
acupuncture therapeutic protocol for IBS. Meanwhile, clinical acupuncturists also have their own
individual accumulated experience in daily practice, which may be worthwhile to summarize and analyse
[23]. It is essential to utilize all the information for better designing new trials to evaluate the true
acupuncture e�cacy for IBS. Because it is di�cult to reach the con�rmed conclusions on the basis of the
current RCTs and SRs, an expert consensus study is likely to give more comprehensive and direct
solutions for complicated clinical issues [24].

On this account, aiming to provide some practical recommendations for acupuncture in treating IBS
which may be taken into consideration in future clinical trials as well, we invited a group of Chinese
acupuncture experts to carry out a multi-round consensus study via the Delphi technique for gaining
agreement on the speci�c issues that acupuncture practitioners really concern about.

Methods
 

We took the following 3 major steps to develop this expert consensus. The �rst step was to conduct a 2-
round clinical issue investigation for generating the initial expert consensus voting list. The second step
was to retrieve literatures for the research evidence in this �eld. The third step was to perform a 2-round
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Delphi consensus vote to determine the �nal expert consensus statements. A summarized work �ow
diagram of the study is shown in Fig. 1.

A steering group was built beforehand for designing the concrete schedule, providing operational
guidance, and coordinating the entire process. The steering group was made up of one senior
acupuncture expert (Cun-Zhi Liu), two clinical acupuncturists (Xin-Tong Su and Ling-Yu Qi), two
methodological scholars (Wei Chen and Li-Qiong Wang), and two assistants (Na Zhang and Jin-Ling Li).

Clinical issue investigation

Development of the clinical questionnaire. The steering group put forward the initial clinical questions on
this topic via a brainstorming method. Several online video conferences within the steering group were
held for further discussion on these questions with the help of Tencent Meeting version 1.4.6 (Tencent®).
After multiple revisions by 3 acupuncture experts (Hui Hu, Ying Li, and Lin Du) and a methodological
expert (Wei Chen), the modi�ed list of clinical questions was sent to the acupuncturists for clinical issue
investigation.

Selection of the clinical acupuncturist panel. To gain the speci�c issues of acupuncture in treating IBS
which should be provided viable recommendations on, a clinical panel of Chinese acupuncturists who
had the professional background and clinical experience were invited. The clinical panel not only
participated in the 2-round clinical issue investigation but also made suggestions during the process. The
individuals within this panel were clinicians in the �eld and members of an academic association, namely
China Association of Acupuncture-Moxibustion. The invitation letters were sent by e-mail or WeChat (a
universal Chinese instant messaging app) in advance, to make sure that they were willing and had
enough time to join in. Those who replied and consented to take part were included in the clinical panel
list.

Process of the clinical issue investigation. The clinical issue investigation was divided into 2 rounds and
conducted during March 3rd to 27th, 2020. A questionnaire comprised of semi-open clinical questions
was distributed through a dedicated online software (www.wjx.cn) in round 1. After analyzing and
summarizing the results, the steering group sent the other questionnaire which included the feedbacks
from the �rst round and the questions for the second round to the same clinical panel again. Similar to
round 1, the results of round 2 were also analyzed and summarized. On the basis of these results, the
items within the expert consensus voting list were developed according to the PICO (patient, intervention,
control, and outcome) principle �nally.

Evidence in the �eld
An electronic literature retrieval within PubMed, EMBASE, and Cochrane Library databases was
conducted on April 2nd, 2020 using the following terms: (“acupuncture” OR “electroacupuncture” OR
“scalp acupuncture”) AND (“irritable bowel syndrome” OR “irritable bowel” OR “irritable colon” OR
“functional bowel disease”) AND (“systematic review” OR “meta-analysis”). The detailed search strategy
applied in PubMed is shown in Appendix S1. Based on the search strategy established by the steering

http://www.wjx.cn/
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group, systematic reviews (SRs) on acupuncture therapy in treating IBS, restricted to English-published,
with full-text obtainable, were included to provide relevant research evidence to the expert panel for better
making judgements during the Delphi vote stage. Literatures were cross-searched by 2 researchers
independently to make sure that all eligible articles could be identi�ed. Using a pre-designed information
summary table, two assessors extracted information from each paper independently. Grading of
Recommendations Assessment, Development and Evaluation (GRADE) system was applied to assess the
quality of evidence extracted from the SRs by the 2 methodological scholars. The quality of evidence
could be divided into 4 levels, namely "high", "moderate", "low" or "very low" [25, 26]. Inter-assessor
discrepancies could be resolved through an arbitration by a third researcher. Then the relevant research
evidences and their corresponding GRADE ratings were presented on the expert consensus voting list as
the reference for making judgements. In addition, all the experts were encouraged to indicate any papers
they thought were missing.

Delphi consensus vote
Generation of the expert consensus voting list. Integrating the results of clinical issue investigation with
the relevant research evidences extracted from the included SRs, an initial expert consensus voting list for
the Delphi survey was prepared. Aiming to help the experts better acquire the current information of
acupuncture in treating IBS and making an accurate and objective judgment, each item within the voting
list would be attached with the results of clinical issue investigation or the corresponding contents of
research evidence.

Selection of the expert consensus panel. On the basis of a comprehensive review of published literatures
and acupuncture textbooks in this �eld, the lead authors or editors were searched for and taken into
consideration as potential candidates. Suitable authoritative experts in this part should possess a deputy
senior title at least and exceeding 10-year acupuncture practical experience, and be fairly veteran with
acupuncture treatment in IBS. After con�rmation of their participation, the panel of experts would take
part in the multi-round Delphi survey. Prior to the formal Delphi consensus vote, several remote video
teleconferences between the expert panel and the steering group were held to introduce the entire
work�ow in detail and respond to the experts’ queries. To ensure con�dentiality and independence, both
the identities of the experts and their individual choices were kept in secret between each other so that
they did not need to worry about whether they made contrary selections with others. Meanwhile, the
experts were requested to hold an impartial attitude and make the objective judgement toward each item.

Process of the Delphi consensus vote. The consensus vote was implemented with the assistance of the
Delphi method, which is a widely adopted structured process including 3 main distinguishing features:
not requiring face-to-face contact, controlled feedback, and statistical expert response [27–29]. As such,
this method has been utilized successfully in previous expert consensus studies of acupuncture
treatment [30, 31]. To make sure that the responses were collected entirely, experts were requested to �ll in
their real names in each round. The experts were instructed to make a judgement for each item by
integrating the evidence with their individual knowledge and clinical experience. Comment boxes were
also attached to the voting list to collect the reasons for their selections and provide experts with the
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opportunity to share their suggestions. Panelists could �ll in the explanations for their choices on each
item. These feedbacks contributed to further modifying the items within the process. The voting results of
the last round would be shown in the voting list for the next round. The same online questionnaire tool
(www.wjx.cn) was applied for producing the expert consensus voting list and collecting the responses
from the expert panel. The consensus vote was conducted during April 5th to 30th, 2020.

A 3-option question including ‘Agree’, ‘Neutral’ and ‘Disagree’, was used to measure the experts’ attitudes
toward each item. The results of Delphi consensus vote were displayed as statistic percentages.
According to previous studies of this type, consensus achievement was de�ned as that the threshold of
agreement amongst respondents should be more than 80% [32, 33]. If the level of agreement was ≤ 80%,
it indicated that the item was still lack of agreement and needed the next round to either reach a higher
level of agreement or no consensus achievement [27]. In an iterative mode, the identical process was
implemented among the same experts again. The general voting results, experts’ own choices, and
anonymous qualitative comments of the last round were presented on the new voting list. This allowed
the participants another opportunity to dig over the items in view of the whole expert panel’s response. To
minimize experts’ fatigue and workload, items for which the level of agreement was < 50% in the last
round would not be discussed in the next round, and the votes should not be more than 3 rounds.

Formulation of the �nal expert consensus statement. Based on the results of the Delphi consensus vote,
the steering group took charge of drafting the initial manuscript at �rst. Subsequently, this manuscript
was sent to all the experts who participated in the Delphi consensus vote for review. After further
discussion and revision, the �nal expert consensus statement was formed.

Results
Clinical issue investigation

A sum of 100 individuals from different administrative regions of China were invited initially. Ultimately,
there were 74 acupuncturists (response rate: 74%) who expressed interest and participated in the �rst-
round clinical issue investigation and 70 of them completed both rounds. The dropout reason of the 4
participants was lack of time due to their personal arrangements. Over half of the clinical practitioners
owned a Doctor’s degree and more than 10-year acupuncture practical experience. The detailed
demographics of the acupuncturist clinical panel are shown in Table 1.

http://www.wjx.cn/
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Table 1
Characteristics of the participants

Variable Clinical issue investigation Expert consensus
vote

n (% of 30
experts)

Round 1, n (% of 74
acupuncturists)

Round 2, n (% of 70
acupuncturists)

Female 46 (62.16) 43 (61.43) 11 (36.67)

Highest education background

Bachelor’s
degree

7 (9.46) 7 (10) 2 (6.67)

Master’s
degree

22 (29.73) 20 (28.57) 7 (23.33)

Doctor’s
degree

45 (60.81) 43 (61.43) 21 (70)

Professional title

Intermediate
title

20 (27.03) 17 (24.29) 0 (0)

Deputy senior
title

25 (33.78) 24 (34.29) 2 (6.67)

Senior title 29 (39.19) 29 (41.43) 28 (93.33)

Acupuncture practical experience (years)

3 ~ 10 23 (31.08) 19 (27.14) 0 (0)

11 ~ 20 37 (50) 37 (52.86) 9 (30)

21 ~ 30 10 (13.51) 10 (14.29) 9 (30)

> 30 4 (5.41) 4 (5.71) 12 (40)

Geographical distribution

East China 24 (32.43) 24 (34.29) 9 (30)

North China 21 (28.38) 19 (27.14) 10 (33.3)

South China 4 (5.41) 4 (5.71) 1 (3.3)

Central China 5 (6.76) 5 (7.14) 4 (13.3)

Northeast
China

12 (16.22) 10 (14.29) 3 (10)

Southwest
China

5 (6.76) 5 (7.14) 3 (10)
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Variable Clinical issue investigation Expert consensus
vote

n (% of 30
experts)

Round 1, n (% of 74
acupuncturists)

Round 2, n (% of 70
acupuncturists)

Northwest
China

3 (4.05) 3 (4.29) 0 (0)

 

Following iterative discussion and modi�cation within the steering group, the initial questionnaire of
clinical issue investigation consisting of 23 semi-open questions was generated and sent out in round 1.
The predominant contents of the questionnaire were made up of the following 4 aspects: 1) suitable
intervention population (2 questions), 2) acupuncture principles and parameters (17 questions), 3)
clinical outcomes (2 questions), and 4) adverse events (2 questions). The detailed information of these
questions is shown in Appendix S2. After analyzing and summarizing the results of the �rst round, 9
semi-open questions got exact answers, and the other 14 questions were further explained in detail to the
participants and asked again in round 2. Information from the 2-round clinical issue investigation was
collected and used for developing the items within the Delphi consensus voting list.

Evidence in the �eld
The initial database search yielded 24 records in total. Among these, 17 articles were excluded by title
and abstract screening. After whole-text detailed screening, we found that one Cochrane SR had an
updated version and the same version was published in Cochrane Database of Systematic Reviews and
the other journal simultaneously [18, 34, 35]. Therefore, 5 eligible SRs were included in our study �nally,
including 3 traditional SRs [35–37] and 2 network meta-analysis SRs [17, 38]. The contained results of
interest were extracted out as research evidence and attached to the corresponding items on the initial
expert consensus voting list. However, according to the GRADE system, the quality of many research
evidences was rated “low” or “very low”. On the other hand, only a few items (5/19 items) could be
a�liated with the corresponding evidence from these SRs. The other 14 items on the voting list without
available evidence had to be provided with the results from the 2-round clinical issue investigation as
reference. The detailed results extracted from the included SRs and their GRADE ratings are shown in
Appendix S3.

Delphi consensus vote
In aggregate, there were 30 well-known Chinese acupuncture experts (response rate: 100%) who accepted
our invitation and ful�lled all the 2-round Delphi survey votes without dropout during the process. 28/30
experts (93.33%) owned a senior title and 21/30 (70%) had at least 20-year acupuncture practical
experience. The detailed demographics of the expert consensus panel are shown in Table 1 and Appendix
S4.

The initial expert consensus voting list included 19 items which were built on the basis of clinical issue
investigation. After the 2-round Delphi vote, there were 5 of 19 items (26.32%) achieving complete
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consensus, and more than 80% expert agreement was reached for the other 14 items. Among these,
expert consensus was achieved on 17 of 19 items in just one round (Fig. 2), and the other 2 controversial
items near consensus in the �rst round were voted again among the same experts in the second round
(Fig. 3), which also met the standard for consensus ultimately. According to the panelists’ feedback in the
online questionnaires, no new item was put forward by the expert panel during the 2-round vote.
Therefore, there were 19 statements in total compiled into the �nal version of expert consensus.

The 19 statements addressed the most relevant and debatable topics on acupuncture in treating IBS,
which could be roughly categorized into 3 major domains: (1) therapeutic effects, (2) therapeutic
principles and protocols, (3) possible adverse events. The detailed contents of the �nal expert consensus
statements are shown in Table 2. The speci�c contents of the consensus reached can be summarized as
below:
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Table 2
Summary of the statements from the expert consensus

No. Statements References GRADE ratings Delphi
agreement

1 For patients with mild and moderate IBS,
acupuncture is recommended to relieve
clinical symptoms (recurrent abdominal
pain or abdominal distension related to
defecation, frequency and urgency of
stool, fecal appearance, etc.).

[17, 35–
38]

Moderate/Low/Very
low

Round 1

2 For patients with mild and moderate IBS,
acupuncture is recommended to improve
quality of daily life.

[35, 36] Moderate/Very low Round 1

3 For patients with mild and moderate IBS,
acupuncture is recommended to
ameliorate psychological and mental
conditions.

    Round 1

4 For patients with mild and moderate IBS,
relief of clinical symptoms can be
maintained for 1 to 6 months after one
course of acupuncture treatment.

[36] Moderate/Very low Round 2

5 Based on the Roman  Criteria,
acupuncture is recommended for the 3 IBS
subtypes (IBC-D, IBS-C and IBS-M).

See also in
Item 1

See also in Item 1 Round 1

6 It is recommended to conduct acupuncture
treatment on the basis of syndrome
differentiation from liver stagnation and
spleen de�ciency syndrome, spleen
de�ciency and damp obstruction
syndrome, spleen and kidney yang
de�ciency syndrome, and damp-heat in
spleen-stomach syndrome.

    Round 1

7 It is recommended to select acupoints on
Spleen Meridian, Stomach Meridian, Large
Intestine Meridian and Liver Meridian.

    Round 1

8 Acupoint selection is a crucial factor for
the achievement of favorable therapeutic
e�cacy. It is recommended to lay stress
on the application of speci�c acupoints.
The recommended speci�c acupoints
should be Tianshu (ST25), Zusanli (ST36)
and Zhongwan (CV12).

    Round 1

9 It is recommended to choose Mu
acupoints and Xiahe acupoints as the
common species of applied speci�c
acupoints.

    Round 1

Abbreviations: IBS: irritable bowel syndrome; IBC-D: IBS with diarrhea; IBS-C: IBS with constipation;
IBS-M: IBS with mixed symptoms of constipation and diarrhea; TCM: Traditional Chinese Medicine.
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No. Statements References GRADE ratings Delphi
agreement

10 It is recommended to choose Shu-Mu
combination and Xiahe-Mu combination
as the common applied speci�c acupoint
combinations.

    Round 1

11 De qi is a crucial factor for the
achievement of favorable therapeutic
e�cacy.

    Round 1

12 Course of treatment is a crucial factor for
the achievement of favorable therapeutic
e�cacy. The recommended course of
treatment should be 4 weeks.

    Round 1

13 It is recommended to choose uniform
replenishing-reducing method as the
common applied acupuncture
manipulation.

    Round 2

14 It is recommended to select 4 ~ 6
acupoints per session.

    Round 1

15 The recommended duration time of needle
retention should be 30 min per session.

    Round 1

16 The recommended treatment frequency
should be 3 times per week.

    Round 1

17 It is recommended to combine
acupuncture with other TCM therapies,
such as moxibustion or Chinese herbal
medicine, so as to improve the clinical
e�cacy.

    Round 1

18 It is recommended that acupuncture
practitioners eligible for IBS treatment
should own the TCM license and at least
3-year medical practice experience.

    Round 1

19 Adverse events are uncommon in the
treatment of IBS with acupuncture. The
possible adverse events include
subcutaneous hematoma, abnormal post-
acupuncture sensation (such as pain,
numbness, etc.).

[35] Low Round 1

Abbreviations: IBS: irritable bowel syndrome; IBC-D: IBS with diarrhea; IBS-C: IBS with constipation;
IBS-M: IBS with mixed symptoms of constipation and diarrhea; TCM: Traditional Chinese Medicine.

 

Statements 1 ~ 5 refer to the clinical outcomes that acupuncture may bring for the suitable intervention
population. The consensus reached by the experts in this part is: Acupuncture can be recommended for
mild and moderate IBS patients to relieve clinical symptoms, improve quality of daily life, and ameliorate
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psychological and mental conditions. Additionally, acupuncture is also recommended to be used in the
treatment of 3 IBS subtypes based on the Roman  Criteria. The e�cacy produced by one course of
acupuncture treatment can be maintained for 1 to 6 months.

Statements 6 ~ 18, as the key part, primarily analyze the therapeutic principles and concrete protocols of
acupuncture, including TCM theory based on, speci�c acupoint selection, acupoint combination,
treatment frequency, etc. The experts recommend that acupuncture treatment should be conducted based
on syndrome differentiation from 4 different kinds of TCM syndromes. The speci�c acupuncture
protocols recommended for IBS in this consensus are: Acupuncturists can select acupoints on the 4
meridians, namely Spleen Meridian, Stomach Meridian, Large Intestine Meridian, and Liver Meridian. The
application of speci�c acupoints should be laid stress on. Tianshu (ST25), Zusanli (ST36), and
Zhongwan (CV12) can be chosen as the main speci�c acupoints. Shu-Mu combination and Xiahe-Mu
combination are the recommended speci�c acupoint combination methods. 4 ~ 6 acupoints are
preferable to be applied per session. After routine skin disinfection, the needles should be slowly and
vertically/horizontally inserted into the corresponding acupoints. The uniform reinforcing-reducing
acupuncture manipulation can be conducted to elicit De qi for patients. Needles can be retained for 30
minutes per session. The ideal treatment frequency should be 3 times per week and the whole course of
treatment would be better as long as 4 weeks. Other TCM therapies, such as moxibustion or Chinese
herbal medicine are recommended to be in combination with acupuncture if necessary.

Statement 19 considers the general incidence of possible adverse events in the treatment of IBS with
acupuncture. Even though there are some possible adverse events, the expert panel believes that
acupuncture is a safe therapy and these adverse events are uncommon and tolerable.

Discussion
The purpose of this study was to achieve consensus among a panel of prestigious acupuncture experts
on speci�c clinical issues and develop a relatively optimized and standardized acupuncture protocol in
the treatment of IBS via a Delphi consensus study. Ultimately, 19 items categorized into 3 main domains
reached consensus. In view of the theoretical background of acupuncture, some statements in the �nal
expert consensus are speci�c to the TCM meridian terms. Nevertheless, this expert consensus may still
provide some practical and generalized recommendations for clinical acupuncturists.

According to the �nal consensus statements, most of the experts (> 90%) agreed that acupuncture could
be used to relieve clinical symptoms and improve the quality of daily life in mild and moderate IBS. The
recommendations are consistent with the results of a previous clinical trial that compared acupuncture
plus usual care with usual care alone. This study concluded that acupuncture could reduce IBS Symptom
Severity Score and improve the proportion of successful treatment [39]. Two SRs indicated that
acupuncture produced a preferable therapeutic effect in improving IBS patients’ quality of life compared
with sham acupuncture or western medicine [35, 36]. Of note, a latest published high-quality study
including 531 patients found that acupuncture showed more effective results in reducing IBS symptoms
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and improving quality of life compared with pharmacologic therapies [19]. In addition, these effects could
last up to 3 months, which is also in line with our consensus statement that relief of IBS symptoms can
be maintained for 1 to 6 months after one course of acupuncture treatment. As a disease with a sort of
psychiatric disorder, refractory IBS symptoms can exacerbate patients’ coexisting psychological distress
[4]. The experts reached a complete consensus (100%) that acupuncture could ameliorate the
psychological or psychiatric conditions of patients. In light of the absence of corresponding evidence, we
suggest that the outcomes of mental state should be focused on in more future studies, so as to verify
the e�cacy of acupuncture in this respect.

Based on the classical Meridian theory, speci�c acupoints are specially de�ned points on the 14 main
meridians, which may have their speci�c therapeutic effects. Speci�c acupoint selection is very critical
that different speci�c acupoints should be applied in different diseases, and stimulation on relevant
speci�c acupoints in a certain disease can result in more outstanding effects than other acupoints [40,
41]. Therefore, in particular, we laid stress on the application of speci�c acupoints and set 3 items to
discuss these issues. The recommended speci�c acupoints in this consensus were Tianshu (ST25),
Zusanli (ST36), and Zhongwan (CV12). Of note, this result is concordant with the founding of two SRs
that these acupoints were 3 of the top 6 most commonly adopted acupoints [38, 42]. Although the 3
speci�c acupoints are always taken into consideration for the treatment of gastrointestinal diseases and
supported by the Chinese Medicine theory, further clinical trials are still needed to con�rm their superiority
over other acupoints in treating IBS. In addition, the overwhelming majority of experts acknowledged Mu
acupoints and Xiahe acupoints as the common species of speci�c acupoints, and Xiahe-Mu combination
as the common acupoint combination, which is in line with the traditional concept that Mu acupoints and
Xiahe acupoints are the preferred choices in treating Zangfu diseases such as IBS [42]. Because acupoint
selection and combination plays a crucial role in enhancing the e�cacy of acupuncture, we suggest that
not only clinical practice but also new trial designing may refer to these expert consensus statements.

Due to its innate feature as a kind of intricate intervention, the relevant acupuncture parameters also have
impact on the actual e�cacy of acupuncture. Unfortunately, these parameters reported within the existing
distinct papers vary greatly, which may cast uncertainty on the comparability with each other. It has been
supported by published literatures that better clinical outcomes produced by acupuncture may be dose-
dependent and in�uenced by appropriate acupuncture protocols [43]. Nevertheless, this point is always
overlooked by most of RCTs that focus much more on validity assessment but are of less note regarding
the optimal protocol [30]. There were 5 items discussed to ensure the adequate stimulation of
acupuncture for achieving the ideal therapeutic effects, including course of treatment, acupuncture
manipulation, number of acupoints per session, duration time of needle retention, and treatment
frequency. Although more than 80% of the experts considered that it was reasonable about these
acupuncture parameters in the �nal statements, we suggest more studies to explore their reliability.

As a kind of chronic and recurrent disease, IBS patients may always need long-term treatment. Given this,
there is no wonder that safety should be of great concern among patients and clinicians. Patients have to
be faced with the increased risk of adverse drug reactions, especially after long-term utilization. The
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consensus agrees that adverse events are uncommon in the treatment of IBS with acupuncture, which is
another superiority of acupuncture demonstrated by previous SRs [17, 35]. Therefore, physical therapy
like acupuncture may be considerable for patients suffering from IBS for a long time.

Evidence-based medicine, especially RCTs and SRs, is essential for medical research and clinical practice.
Meanwhile, they may have several intrinsic weaknesses. Generally speaking, they have strict inclusion
and exclusion criteria to limit the study population and may not be generalizable to common clinical
treatment [25]. Additionally, there are as well some clinical measures such as parameters of acupuncture
and acupoint selection, which acupuncturists actually and urgently concern about in real practice but
have not been answered by published articles. These existent complicated clinical issues are hardly
solvable by RCTs and SRs in a short time, either. A study of expert consensus sets up a structured
process to collect information from a series of semi-open questions of interest with controlled feedback,
followed by multi-round expert votes to achieve agreement on speci�c issues [33]. The Delphi
methodology has a speci�c advantage that it can even be carried out securely while current research
evidence is insu�cient or there exists uncertainty in a certain �eld [44–46]. The Delphi survey can
synthesize experts’ opinions in a high-quality and scienti�c way and provides a considerable approach in
determining the solution to some controversial clinical issues [29]. Notwithstanding, aiming to run this
study more systematically, before the formal expert consensus vote, we carried out a two-round clinical
issue investigation to comprehensively understand the real need for acupuncture in the treatment of IBS
among acupuncturists from different regions of China. Simultaneously, we still sought evidence from
SRs and presented it as well as the results from the clinical investigation to provide the expert panel with
more information for making decisions.

It is arguable about the method of expert selection and that the evidences are insu�cient (or absent) for
many items under discussion in this consensus survey. We totally consent that a multidisciplinary expert
panel is preferable for ensuring the balance of perspectives to generate an objective consensus.
Consensus reached by an expert board including participants who are professionals in IBS but do not
necessarily practice acupuncture can achieve a higher credibility. However, this survey is about a
complicated intervention whose primary intention is to acquire some pragmatic answers from reputable
experts for speci�c clinical issues under the circumstance that the relevant evidences are really too
scarce. Almost 70% of the items voted in the consensus study are closely associated with the concrete
acupuncture procedures that are necessary to be standardized and optimized. These recommendations
are also what acupuncture practitioners really want to learn about in daily practice. Without referable
evidences, these items have to be discussed among experts with background and actual clinical
experience on acupuncture. It is di�cult for experts who have never practiced acupuncture in IBS’s
treatment to make a judgement on these actual issues, especially in the absence or lack of available
evidences from the published literatures. Therefore, only authoritative acupuncture experts were recruited
in our study. Nonetheless, to counteract the potential bias as possible, we set a more rigorous criterion
(over 80% agreement) for consensus achievement in our study rather than 70% or 75% in usual [47, 48].
Moreover, we double the sample size of experts needed, while the minimum allowed sample size in Delphi
survey is 12 ~ 15 [28, 49, 50]. The �nal expert panel is also a mix of practitioners and academics. On the



Page 15/21

other hand, evidences are indeed very essential in establishing guidelines for clinical practitioners. For a
long time, alternative and complementary techniques are criticized and prone to base on ideology, beliefs,
and personal experience, rather than on proper and well-built evidence. Although numerous acupuncture
clinical trials have emerged in recent decades, most of these studies only focused on assessing the
e�cacy of acupuncture, and the fact that acupuncture is one kind of intricate intervention whose
therapeutic effects can be in�uenced by a series of factors is always overlooked. The concrete
acupuncture protocols vary greatly in distinct papers, which may confound the exact interpretation of
their results. Due to scarce or absent evidences in the �eld, the comprehensive experts’ opinions collected
with the assistance of Delphi method may provide another source of reference for acupuncturists to base
their treatment on at present. Although many items in this consensus are the specialist’s
recommendations rather than a guideline, and their validities still need further veri�cation, these items
can point out the reference directions for future studies at least, and make researchers know what can be
taken into consideration in better designing the new study protocol and which optimal acupuncture
parameters should be further explored.

There are several potential limitations within the study. The major limitation is that only Chinese as
opposed to international acupuncture experts participated in the survey, although they came from
different areas of China. Hence, the transferability of our study to other countries may be hindered by the
circumscribed background of participants. In spite of the careful expert panel selection and the rigorous
Delphi method followed, it is likely that the consensus does not cover the entire acupuncture community’s
opinion. Another limitation is that most of the �nal statements were based on the individual opinions and
clinical experience of experts. The expert opinion is regarded as the lowest valuable source of evidence
level system [51]. Thus, the agreement of a certain item is at a particular point in time and may be
changed with emerging new evidence and experience. In addition, even though there may exist some
diversity between doctors’ and patients’ opinions toward the treatment [52], our clinical issue
investigation was conducted only among clinicians, which means the consensus was based on doctors’
general perspective but not patient speci�c.

Given the limitations mentioned above, the current survey is more a preliminary dialectical consensus
than a proper evidence-based guideline in some degree, which needs to be viewed with extreme caution
by the readers. Notwithstanding, we still look forward to more proper RCTs and robust SRs, which can
verify the experts’ recommendations and further underlay an ideal expert consensus or clinical guideline.
When more emerging evidences can be provided in the future, an updated version of multidisciplinary,
international, and thoroughly evidence-based expert consensus survey will be feasible and indispensable.

Conclusions
It is necessary to give patients suffering from IBS safer and more cost-effective therapeutic choices, and
acupuncture is one of the potential alternative non-drug interventions in IBS treatment. Therefore, we
conducted this study to provide certain references for future clinical practice and trials under the
circumstance that current research evidence is relatively insu�cient. The proposed recommendations are



Page 16/21

not claimed the best or the most correct ones, but do provide acupuncture practitioners with some
pragmatic guidelines on which to base their treatment.
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Figures

Figure 1

Work �ow diagram of consensus development process
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Figure 2

Items achieved consensus in the �rst round Delphi expert consensus vote.

Figure 3

Items achieved consensus in the second round Delphi expert consensus vote.
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