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Abstract

Since the 1970s, acupotomy, a minimally-invasive therapeutic technique originating from China, has been widely adopted for
managing chronic musculoskeletal pain and has yielded promising clinical outcomes in real-world practice. Despite its growing
popularity, several critical challenges have emerged during its clinical implementation, including inappropriate selection of
clinical indications, substandard technical performance, and inconsistent, heterogeneous treatment regimens across different
practitioners and medical centres. Such practice-related limitations may contribute to unstable therapeutic effects, preventable
treatment-related incidents, and avoidable peri-procedural complications, which consequently hinder the safe, standardised
promotion and widespread popularisation of acupotomy therapy. To address these gaps and standardise the clinical application
of acupotomy for chronic musculoskeletal pain, this expert consensus was initiated at the formal invitation of the Editorial Board
of the Chinese Journal of Painology. A multidisciplinary panel of leading national specialists in pain medicine was convened to
develop this document. The expert group systematically searched and appraised available evidence-based literature published
both domestically and internationally, and integrated high-level research findings with extensive, long-term front-line clinical
experience. After thorough discussion, the panel summarised core recommendations covering the fundamental principles,
standard operating procedures, indications, contraindications and key safety precautions for acupotomy intervention in chronic
musculoskeletal pain. Following multiple rounds of group discussion, peer review and iterative revision, the final version of this
expert consensus was reached.
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1. Introduction

Acupotomy therapy originates from the acupuncture ther- popularization of acupotomy.
apy of traditional Chinese medicine. In the 1970s, Zhu Han- This consensus statement aims to standardize the applica-
zhang modified the tip of a traditional size 9 acupuncture nee-  tion of acupotomy therapy for CMP. We systematically re-
dle into a flat blade, thereby playing the dual therapeutic role  trieved literature from multiple databases, including the China
of acupuncture and micro-surgical cutting, creating acupo- National Knowledge Infrastructure (CNKI), Wanfang Data,
tomy medicine. Acupotomy was originally indicated for mus-  the VIP Chinese Journal Database, PubMed, and MEDLINE,
culoskeletal dyskinesia induced by post-traumatic scarring  with the search period spanning from database establishment
and adhesions. Its indications have been gradually broadened. through June 2026. The Chinese search keywords were acu-
With proven satisfactory efficacy against chronic musculo-  potomy/needle-knife and small needle-knife, together with
skeletal pain (CMP), Acupotomy has been widely used in clin- CMP in the CNKI, VIP Database, and Wanfang Database. The
ical practice. However, improper indication criteria, non- English search keywords comprised acupotomy, acupotomol-
standard operative skills, and varied treatment regimens result ~ ogy, needle knife, and CMP. We retrieved literature from au-
in inconsistent therapeutic effects. Adverse events and com-  thoritative medical databases including PubMed, Embase,
plications, such as postoperative local pain, hematoma, nerve ~ Web of Science, and Cochrane Library. After screening eligi-
injury, infection, syncope, etc., have been reported in a large ble literature, we extracted high-quality evidence-based med-
number of clinical cases. These problems greatly impeding the ical evidence. Combined with the clinical experience of all
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participating consensus experts, we summarized and inte-
grated the fundamental principles, standard operational proce-
dures, indications, contraindications, and safety precautions
for acupotomy in the management of CMP, and hereby for-
mulates the present expert consensus.

The CMP addressed in this consensus is defined according
to the International Classification of Diseases, 11th Revision
(ICD-11) [1, 2], which is primarily divided into chronic pri-
mary musculoskeletal pain (CPMSP) and chronic secondary
musculoskeletal pain (CSMSP). CPMSP refers to chronic pri-
mary pain occurring in muscles, bones, joints, or tendons,
which is caused by a combination of biological, psychological
and social factors, and cannot be directly attributed to a known
disease or injury process. CPMSP can be anatomically classi-
fied into chronic primary neck pain, chronic primary chest
pain, chronic primary low back pain and chronic primary limb
pain. Patients may experience spontaneous or induced pain in
the affected area, accompanied by hyperalgesia and/or allo-
dynia. CSMSP refers to chronic pain originating from persis-
tent nociceptive stimulation of bones (including spine and
joints), muscles, tendons and related soft tissues caused by lo-
cal or systemic etiologies, as well as deep somatic injury, and
meets either of the following criteria: the presence of signifi-
cant emotional distress (anxiety, anger, frustration, or depres-
sion) or functional impairment (limitation of daily activities,
reduced social participation), and the pain cannot be attributed
to any known underlying disease or injury process.

2. Concepts and Theoretical Foundations

2.1. Concept

Derived from the theoretical system of acupotomology, ac-
upotomy therapy uses needle-knives as therapeutic instru-
ments. Needle-knives are percutaneously inserted into lesions
to produce dual curative effects including acupuncture stimu-
lation and cutting release of soft tissues. With the gradual for-
mation of a sound theoretical system, acupotomy has devel-
oped into a standardized academic discipline of acupotomol-
ogy, which is widely utilized for chronic musculoskeletal pain
and a range of internal diseases. Moreover, constant innova-
tions have been made in acupotomology. Traditional needle-
knife devices have been optimized combined with image vis-
ualization guidance, which markedly improves the clinical ef-
ficacy and safety of acupotomy.

2.2. Basic Principles and Fundamental Theories

Acupotomy therapy is developed based on the acupuncture
theory of traditional Chinese medicine, combined with mod-
ern anatomy, physiology, pathology, and biomechanics of
Western medicine. The needle-knife integrates the stimulating
effects of acupuncture with the cutting, releasing, and peeling
actions of a surgical blade [3]. After reaching the target point
percutaneously, operations such as cutting, slicing, shaving,
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and peeling are performed at the lesion target based on the lin-
ear structural anatomy of the human body. It plays a crucial
role in releasing soft tissue adhesions, regulating mechanical
balance, relieving fascia and muscle spasm, unblocking me-
ridians, and reducing local pain-causing substances. For in-
stance, maneuvers such as lifting-thrusting, shoveling-peeling,
and penetrative peeling employ the cutting and slicing capa-
bilities of the blade edge, whereas longitudinal dredging and
transverse peeling employ the peeling functions of the blade
edge and the anterior segment of the needle-knife shaft [4, 5].

Following percutaneous access to the target lesion site, a
series of manipulations including cutting, incising, planing
and dissection are performed in accordance with human linear
structural anatomy. Such procedures exert key therapeutic ef-
fects on releasing soft tissue adhesions and restoring muscu-
loskeletal mechanical balance. Specifically, lifting-thrusting,
shovel-dissecting, and penetrating dissection maneuvers rely
on the cutting and incising performance of the knife edge. In
contrast, longitudinal loosening and transverse dissection lev-
erage the dissecting capacity of both the blade edge and the
anterior segment of the needle-knife shaft.

The basic theories of acupotomy include the closed surgery
theory, the etiology and pathology theory of chronic soft tissue
injury, and the pathological theory of osteoproliferation, and
the meridian substance theory. The etiology and pathology
theory of chronic soft tissue injury holds that soft tissues pos-
sess mechanical properties similar to those of osseous tissues,
and the root cause of chronic soft tissue injury is the disruption
of the body's dynamic balance. In the initial phase of soft tis-
sue injury, the human body regulates imbalances via self-re-
pair and compensation, which may subsequently result in soft
tissue adhesions, contractures, and scar formation. If patho-
logical changes involve the surrounding bone tissue, soft tis-
sue calcification and ossification may occur to maintain the
body's basic functions. Building upon these foundations, the-
ories such as the spinal zone etiology theory, the human bow-
string mechanical system theory [6], and mesh theory have
been established. These theories elucidate the pathogenesis of
human diseases from microcosmic and macrocosmic perspec-
tives, respectively.

2.3. Operative Procedures and Manipulations

2.3.1. Operative Manipulations

Percutaneous minimally invasive soft tissue release is the
core technique of acupotomy therapy, which can be catego-
rized into sharp cutting release and blunt dissecting release.
Standard acupotomy manipulations consist of longitudinal
dredging, transverse dissection, incisional dissection, shovel-
planing dissection, scar scraping, callus chiseling, penetrative
dissection, and muscle fiber transection. Accumulated clinical
experience has driven continuous innovation in acupotomy
manipulations, giving rise to additional approaches, including
longitudinal cutting, transverse swinging, hammering punc-
ture, lifting-thrusting, scattered puncture, qi arrival release,
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needle rotation, layered dissection, periosteal curettage, trans-
verse pushing, cortical penetration, tension release, and scrap-
ing. These manipulations originate from conventional acu-
puncture manipulations and are guided by modern anatomical
findings and biomechanical principles, meeting the scientific
criteria for reproducibility and precision required in contem-
porary minimally invasive surgical procedures.

2.3.2. Standardized Four-Step Operative Procedure

Acupotomy therapy generally follows a standardized four-
step procedure:

(i). Point Selection (Localization)

Mark the body surface after confirming the lesion site and
anatomical structures. Sterilize the operative field, drape with
a sterile hole towel, and perform local infiltration anesthesia.

(ii). Orientation

To avoid unintended injury, the orientation of the blade
edge line should comply with the following principles based
on clinical practice and anatomical norms. First, align parallel
with the fiber direction of muscles and ligaments at the lesion
site. Second, align parallel with the running direction of
nerves and blood vessels at the operative site. When conflicts
arise between the two principles, the running direction of
nerves and blood vessels should generally dictate the direction
of the blade edge line. For example, in the treatment of pi-
riformis syndrome/sciatic nerve entrapment syndrome, re-
lease should be performed along the path of the sciatic nerve
rather than along the muscle fibers that run almost perpendic-
ular to the nerve.

(iii). Pressurized Separation

Pressurized separation is implemented prior to percutane-
ous penetration to shift major nerves and blood vessels away
from the intended puncture track. Slightly increase the pres-
sure on the needle tip during insertion to create a depression
at the entry point (without puncturing the skin), sweep later-
ally once, and then push down the needle tip so that the blood
vessels and nerves in the path are separated to both sides of
the blade. When targeting regions adjacent to joints or bone
surfaces, firm compression enables the operator to palpate the
hard bone surfaces.

(iv). Skin Insertion

When sustained pressure applied to the needle shaft pro-
duces a firm, resistant tactile sensation at the needle tip, it in-
dicates that the skin beneath the entry site has been pushed
close to the bone. slight pressure will enable the needle-knife
to penetrate the skin. At this point, the depression at the entry
site basically disappears, and important tissues, including
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nerves and blood vessels, bulge to both sides of the needle-
knife shaft. Therapeutic release manipulations may then be
implemented as required.

2.3.3. Basic Acupotomy Manipulations

The basic manipulations are performed in accordance with
the Clinical Diagnosis, Treatment, and Operational Specifica-
tions of Acupotomy Medicine (2021) [7]:

(i). Longitudinal Cutting

Keep the blade edge line parallel to the long axis of the le-
sioned tissue fibers, key structures, or the spine, and perform
vertical lifting-thrusting manipulations.

(i1). Transverse Cutting

Position the blade edge line perpendicular to the long axis
of the lesioned tissue fibers, key structures, or the spine, and
perform vertical lifting-thrusting manipulations.

(i1i). Longitudinal Swinging

Swing the needle-knife body parallel to the long axis of the
lesioned tissue fibers, key structure tissues, or the spine.

(iv). Transverse Swinging

Swing the needle-knife body perpendicularly to the long
axis of the lesioned tissue fibers, key structural tissues or the
spine.

(v). Cross-cutting

First perform longitudinal cutting, then rotate the cutting
edge by 90 degrees and perform transverse cutting.

3. Indications and Contraindications

3.1. Indications and Evidence
Recommendations

After more than 40 years of exploration and clinical.

practice, the indications of acupotomy therapy have ex-
panded from degenerative motor system disorders to multiple
clinical fields. However, most of the current indications are
merely supported by clinical observations and personal expe-
rience, and have not been verified by rigorous randomized
controlled trials. This consensus summarizes the clinical ap-
plication of acupotomy therapy for CMP based on currently
available high-quality literature, grading recommendations by
the quality of evidence according to the GRADE system (Ta-
ble 1 [8-74]).
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Table 1. Evidence Quality and Recommendation Strength of Acupotomy for Chronic Musculoskeletal Pain.

Disorder Categories

1. Spinal-derived Pain

(1) Cervicogenic headache [8, 9]

(2) Cervical spondylosis [10, 11]

(3) Lumbar disc herniation [12-17]

(4) Spinal stenosis [18-21]

(5) Vertebral compression fracture [22]
(6) Facet joint disorder syndrome [23]
(7) Ankylosing spondylitis [24, 25]

(8) Third lumbar transverse process syndrome [26, 27]
2. Osteoarthritis and Joint Pain

(1) Joint Pain

(1) Knee joint pain [28-37]

(2) Shoulder pain [38-43]

(3) Hip joint pain (including femoral head necrosis)[44]
(2) Rheumatoid arthritis [45, 46]

(3) Gouty arthritis [47, 48]

(4) Sacroiliitis [49, 50]

3. Soft Tissue Lesions

(1) Bursal lesions [51, 52]

(2) Myofascial trigger points [53-55]
(3) Tendinopathy / Enthesitis [57-59]
(4) Tenosynovitis [60-65]

4. Nerve Entrapment Pain

(1) Nerve root entrapment [66-68]

(2) Piriformis syndrome [69, 70]

(3) Peripheral nerve entrapment [71, 72]

(4) Spinal nerve posterior branch syndrome [73, 74]

3.2 Contraindications

To standardize patient selection for acupotomy therapy,
strict assessment of both systemic and local contraindica-
tions is required to prevent treatment-related complica-
tions.

3.2.1. Systemic Contraindications

Systemic contraindications include patients with active psy-
chiatric disorders and individuals who cannot cooperate with

Evidence Quality Grade Recommendation Strength
B 1
A 1
B 1
B 2
B 2
A 1
B 2
A 1
A 1
A 1
B 2
C 3
B 2
B 2
A 1
A 1
A 1
A 1
B 1
B 2
A 1
B 1
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clinical treatment. The procedure is strictly contraindicated in
patients with coagulation disorders such as hemophilia and se-
vere thrombocytopenia. Patients with active systemic infection
symptoms such as fever and leukocytosis, should be excluded.
Acupotomy is prohibited during the acute phase of major organ
diseases, including acute coronary heart disease, uncontrolled
severe hypertension, and uncontrolled diabetes. Special popu-
lations, such as patients with poorly controlled hyperparathy-
roidism and patients with osteoporosis secondary to prolonged
immobilization after fracture, are considered systemic contrain-
dications. Other temporary biological states, including active


http://www.sciencepg.com/journal/ijpr

International Journal of Pain Research

http://www.sciencepg.com/journal/ijpr

menstruation and pregnancy, are also contraindications for ac-
upotomy treatment.

3.2.2. Local Contraindications

Local contraindications mainly involve active infection of
the skin at the operational site, such as sinus tracts, active der-
matitis, and folliculitis. Additionally, deep infections or ab-
scesses presenting with erythema, swelling, warmth, pain, and
functional impairment at the operative site are strictly contra-
indicated. Any site where critical structures, such as major
blood vessels, vital organs, or major nerve trunks, cannot be
safely avoided should be excluded to prevent complications,
including hemorrhage, nerve laceration, pneumothorax, infec-
tion, and other severe injuries. Finally, acupotomy is strictly
prohibited at sites of active osseous tuberculosis or local tu-
mor lesions.

4. Precautions and Postoperative
Nursing Care

Standardized precautionary measures and rigorous periop-
erative management are critical to achieving favorable clinical
outcomes. Clinicians should accurately select indications and
strictly observe contraindications. Prior to the procedure, pa-
tients should be fully informed of the procedural process, ex-
pected therapeutic effects, as well as potential complications
and risks of this treatment, including possible treatment inef-
fectiveness, unanticipated adverse reactions, etc., followed by
acquisition of written informed consent. Adequate preopera-

tive communication and psychological care should be ensured.

Nurses should assist doctors in comprehensively assessing the
patients' physical and psychological status, and communicate
effectively with the patients to alleviate anxiety and tension.
Strict aseptic techniques must be followed, including sani-
tation and sterilization of the operative environment thorough
disinfection of the skin in the operative field, surgical hand
scrubbing by operators before the procedure, strict steriliza-
tion of instruments, and immediately applying sterile dress-
ings to the puncture site after the procedure. Clinicians must
have an in-depth understanding of the anatomical characteris-
tics of the acupotomy site, including the surface projections of

blood vessels and nerves, as well as superficial and deep land-
marks, to avoid injuring large blood vessels, major nerve
trunks, and visceral organs. Manipulation techniques must be
precise, skillful, and gentle to prevent severe iatrogenic pain,
which may lead to needle shock (vasovagal syncope) [14] If a
hematoma occurs, immediate ice compression, pressure-band-
aging and close clinical observation should be performed. If
vasovagal syncope occurs, immediate symptomatic rescue
measures should be initiated. The adverse reactions are gener-
ally self-resolving within a short period.

To prevent needle breakage, instruments should be in-
spected prior pre-procedure checks (e.g., verifying the
straightness of the shaft, stability of the handle, and absence
of blade deformation). The use of disposable sterile acupo-
tomy instruments is highly recommended. Gentle force should
be applied during acupotomy manipulation and release dissec-
tion, and excessive force should be avoided. Postoperatively,
nurses should assist doctors in instructing patients to rest ap-
propriately and stay warm. The operational site should remain
dry and untouched within 48 hours, and excessive local
stretching or high-load activities should be avoided within 72
hours after treatment.

5. Innovations and Progress in
Acupotomy

5.1. Instrumental Expansion of Acupotomy

The traditional acupotomy consists of a stainless steel shaft
with a diameter of 0.5-1.0 mm, terminating in a flat blade edge
0.5-1.0 mm wide. Instruments with variable shaft lengths are em-
ployed to position the cutting tip at target tissues for therapeutic
manipulation, with different lengths adapted to different treat-
ment needs like soft tissue release, small bone spur shaving, etc.
With the clinical promotion and application of acupotomy ther-
apy, researchers have continuously modified and innovated tra-
ditional acupotomy techniques. In recent years, several novel ac-
upotomy therapies and instruments have emerged, including ra-
diofrequency acupotomy, plasma acupotomy, and laser acupo-
tomy (Table 2 [10, 75-82]).

Table 2. Major Modern Acupotomy Instruments and Modalities.

Instrument /

Modality Structural Characteristics Advantages Disadvantages Main Indications
. It enables sufficient release of Slender and soft
Micro / Ultra- .
. muscles, fascia, and other soft shaft, weak .. ..
micro Small blade (approx. 0.5 . . Similar to traditional
tissues. It features simple transverse
Acupotomy mm), slender shaft. . . . acupotomy.
[75-77] operation, superior safety, and peeling
higher patient acceptance. capability.
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Instrument /
Modality

Injection Acu-
potomy [10, 78]

Specially
Shaped Acupo-
tomy [79, 80]

Acupotome En-
doscope (Nee-
dle-knife Endo-
scope) [81, 82]

Structural Characteristics

Hollow canal in the center
of the shaft, with a flat or
concave blade edge.

Different shapes designed
according to specific re-
gional anatomical charac-
teristics, such as sickle
shape, curved hook shape,
concave blade shape, etc.

Dedicated acupotome endo-
scope equipment, including
endoscopic imaging system,
irrigation system, shaving
and debridement systems,
endoscopic surgical instru-
ments, and meridian-sinew
acupotomes, etc.

Advantages

It integrates two therapeutic ap-
proaches

-release of closed adhesive scar
tissue and drug injection, ena-
bling acupotomy manipulation
and drug administration to be
performed simultaneously.

It enables highly targeted inter-
vention for specific diseases. For
example, the sickle-shaped acu-
potomy has obvious advantages
in treating stenosing tenosynovi-
tis of hand flexor tendons.

Operative procedures are per-
formed under direct visualization
inside the joint cavity or tissues
via the endoscope. It simplifies
procedures, minimizes wounds,
offers a broad treatment range,
and causes only minor adverse
reactions.

5.2. Combined Therapies of Acupotomy

Disadvantages

Hollow shaft, in-
sufficient force
during transverse
release dissec-
tion.

While designed
for specific dis-
eases, acupo-
tomy has limited
general applica-
bility.

Similar to ar-
throscopy, it re-
quires special-
ized instruments
and equipment.

Main Indications

Pathologies requiring anti-in-
flammatory and analgesic in-
jections following target adhe-
siolysis, such as scapulo-
humeral periarthritis, knee
osteoarthritis, cervical disc
herniation, lumbar disc herni-
ation, etc.

Mainly suitable for stenosing
tenosynovitis and peripheral
nerve entrapment syndromes.

Mainly suitable for scapulo-
humeral periarthritis, knee os-
teoarthritis, ankle osteoarthri-
tis, gouty tophi, and other dis-
eases requiring intra-articular
interventions.

The clinical efficacy of acupotomy in treating CMP is widely recognized, and the combination of acupotomy with other
therapeutic modalities can further improve clinical outcomes (Table 3) [66, 67, 83-91].

Table 3. Quality of Evidence and Recommendation Strength of Acupotomy Combined Therapies for CMP.

Combined Therapy Model

Acupotomy + Nerve Block [67, 83]

Acupotomy + Ozone Injection [84, 85]

Acupotomy + Biological Therapy (PRP / Stem Cells) [86-88]

Acupotomy + Acupuncture [66, 89]

Acupotomy + Physical Therapy [90, 91]

Evidence Quality Grade

W W W W >

5.3. Clinical Operation Key Points of Common CMP

[NSIEN ST ]

Recommendation Strength

Disease categories, acupotomy treatment points, and operative procedures classified by different anatomical lesion sites are
summarized in Table 4 [8-74].

Table 4. Clinical Operation Key Points of Acupotomy for Common CMP.

Image

Treatment Points ;
Guidance

Disorder Categories Operation Key Points

1. Spinal-derived Pain
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Disorder Categories

(1) Cervicogenic
headache [8, 9]

(2) Cervical spondy-
losis [10, 11]

(3) Lumbar disc her-
niation [12-17]

(4) Spinal stenosis
[18-21]

(5) Vertebral compres-
sion fracture [22]

(6) Facet joint disor-
der syndrome [23]

(7) Ankylosing spon-
dylitis [24, 25]

(8) Third lumbar
transverse process
syndrome [26, 27]

2. Osteoarthritis and
Joint Pain

Treatment Points

Spinous processes, facet joints, and
posterior tubercles of the transverse
processes of the upper cervical verte-
brae; tenderness points of the head
and neck muscles, and their occipital
attachments.

Paravertebral facet joints, joint cap-
sules, and posterior tubercles of the
transverse processes of the affected
segments; tender sites of the scapular
region or cervical palpable taut
bands and positive nodules; ligamen-
tum flavum, lateral recesses, nerve
root exits, and the brachial plexus
pathway.

Transverse processes, paravertebral
facet joints, joint capsules, spinous
processes, ligamentum flavum, and
lateral recesses of the affected seg-
ments.

Facet joints, joint capsules, ligamen-
tum flavum, and lateral recesses of
the affected segments.

Interspinous spaces above and below
the fractured vertebra, facet joints,
costotransverse joints, local soft tis-
sue spaces, and local tenderness sites.

Perform on the facet joint capsules
and surrounding soft tissues of the re-
sponsible segment.

Sacroiliac joint cavity, surrounding
tendon attachments, and tenderness
points.

Quadratus lumborum, intertransverse
muscles, and fascia attached to the
transverse process.

Image
Guidance

X-ray or
ultra-
sound-
guided.

X-ray, ul-
trasound,
or CT-
guided.

X-ray, ul-
trasound,
or CT-
guided.

X-ray, ul-
trasound,
or CT-
guided.

X-ray, ul-
trasound,
or CT-
guided.

X-ray, ul-
trasound,
or CT-
guided.

X-ray, ul-
trasound,
or CT-
guided.

X-ray, ul-
trasound,
or CT-
guided.
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Operation Key Points

Keep the blade aligned parallel to the longitudinal axis of
the spine. Advance the needle-knife to the osseous sur-
face, perform 3 longitudinal peels, then 3 transverse
swings. Withdraw the needle-knife once a loosening sen-
sation is achieved.

Keep the blade aligned parallel to the longitudinal axis of
the spine. Advance the needle-knife to the osseous sur-
face, perform 3 longitudinal peels, then 3 transverse
swings. Withdraw the needle-knife once a loosening sen-
sation is achieved.

For affected nerve roots, directly or indirectly, contact
and stimulate the nerve root or ganglion to induce a neu-
ral stress response and elicit a protective avoidance re-
flex.

The nerve stimulation targets for lumbar lesions are usu-
ally accessed and stimulated via the lateral recess or
nerve root exit zone; other manipulations are consistent
with those applied for cervical spondylosis.

Keep the blade aligned parallel to the longitudinal axis of
the spine. Advance the needle-knife to the osseous sur-
face of the facet joints, lateral recesses, or ligamentum
flavum; perform longitudinal peeling and transverse
swinging, withdrawing upon a loosening sensation.

Keep the blade aligned parallel to the longitudinal axis of
the spine. Advance the needle-knife to the surface of
facet joints, interspinous spaces, or local tenderness
points; perform longitudinal peeling and transverse
swinging, withdrawing upon a loosening sensation.

Shovel-cut the facet joint capsule and surrounding soft
tissues of the responsible segments. Keep the blade
aligned parallel to the longitudinal axis of the spine. In-
sert the needle-knife vertically to reach the osseous sur-
face, then adjust the blade direction parallel to the joint
facet plane. Execute 2—3 shoveling cuts to release the
joint capsule and surrounding soft tissues, withdrawing
upon a loosening sensation.

At the osseous surface and surrounding tenderness points
of the joint, perform 2-3 longitudinal peels, followed by

2-3 transverse peels, withdrawing upon a loosening sen-

sation.

Keep the blade aligned parallel to the longitudinal axis of
the spine. Rapidly insert the needle-knife to reach the os-
seous surface of the L3 transverse process tip. Closely
along the anterior and posterior bone margins of the
transverse process tip, perform 2—3 longitudinal peels and
2-3 transverse peels. Withdraw the needle-knife when a
loosening sensation is felt or the patient reports soreness
or distension.
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Disorder Categories

(1) Joint Pain

(1) Knee joint pain
[28-37]

(2) Shoulder pain [38-
43]

(3) Hip joint pain (in-
cluding femoral head
necrosis) [44]

(2) Rheumatoid ar-
thritis [45, 46]

(3) Gouty arthritis
[47, 48]

(4) Sacroiliitis [49,
50]

3. Soft Tissue Lesions

(1) Bursal lesions [51,
52]

(2) Myofascial trigger
points [53-55]

Treatment Points

Treatment points are mainly identi-
fied by manual palpation of tender
points, fibrous bands, indurated nod-
ules, and high-tension areas, in com-
bination with pathomorphological
findings on X-ray and musculoskele-
tal ultrasound.

The anserine bursa of the knee joint ,
medial and lateral patellar retinacula,
quadriceps tendon, patellar ligament,
suprapatellar bursa, as well as the tib-
ial and fibular collateral ligaments.

Coracoid process of the scapula, the
greater and lesser tubercles of the hu-
merus, the intertubercular groove, the
subacromial bursa, and attachments
of periarticular soft tissues in the
quadrangular space exhibiting con-
tracture, scar, and adhesion tender-
ness.

Femoral greater trochanter, gluteus
medius, adductor group, iliotibial
band, and tensor fasciae latae, groin,
entrapment point of the superior
cluneal nerve , hamstring origin, hip
joint capsule release, and femoral
head decompression drilling.

Joint cavity, surrounding ligaments,
and tendon tenderness points of af-
fected joints.

Joint cavity, surrounding ligaments,
and tendon tenderness points of af-
fected joints.

Note: Acupotome endoscope (needle-
knife endoscope) offers superior effi-
cacy over simple acupotomy.

Sacroiliac joint cavity, surrounding
ligaments, and tendon attachment
tenderness points.

Suprapatellar bursa, anserine bursa,
subacromial bursa, subcoracoid
bursa, ischial bursa, etc.

Palpate the local taut band to locate
localized painful indurated nodules at
the center of the affected muscle
belly, musculotendinous junctions,
and at muscle-bone insertions.

Image
Guidance

Ultra-
sound-
guided.

Ultra-
sound-
guided.

Ultra-
sound-
guided.

X-ray or
ultra-
sound-
guided.

X-ray or
ultra-
sound-
guided.

Ultra-
sound-
guided.

X-ray, ul-
trasound,
or CT-
guided.

Ultra-
sound-
guided.

Ultra-
sound-
guided.
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Operation Key Points

For affected ligament or tendon: Perform 2-3 longitudi-
nal peels, followed by 2—3 transverse peels. Then rotate
the blade line by 90° and conduct another 2-3 cross-
peels (cross-cutting), withdrawing upon a loosening sen-
sation.

For affected joint cavity: Insert the needle body vertically
through the skin to access the joint cavity directly. Per-
form 1-2 dredging manipulations, and withdraw upon a
loosening sensation.

At the osseous  surface and surrounding areas, perform
2-3 longitudinal peels and 2-3 transverse peels, with-
drawing upon a loosening sensation under the needle.

Insert the needle along the course of muscle or tendon.
When reaching the bursa and tendon site, perform 2—3
longitudinal dredgings and transverse peels.

Align the blade parallel to the myofascial direction. Insert
the needle vertically through the skin at the tender point.
Upon reaching the target, perform longitudinal cuts and
swings, then tilt the shaft at 90°
rection, execute 3 transverse peels, and withdraw upon a
loosening sensation under the needle.

to the myofascial di-
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Disorder Categories

(3) Tendinopathy /
Enthesitis [57-59]

(4) Tenosynovitis [60-
65]

4. Nerve Entrapment
Pain

(1) Nerve root entrap-
ment [66-68]

(2) Piriformis syn-
drome [69, 70]

(3) Peripheral nerve
entrapment [71, 72]

(4) Spinal nerve pos-
terior branch syn-
drome[73, 74]

Treatment Points

Tender points at tendon insertions or
calcified tendon lesions; Tender
points characterized by positive pres-
sure pain, palpable indurated masses,
and fibrous bands or nodules.

Affected tendons, tendon sheaths, os-
teofibrous sheaths, and pulley sites.

Spinal spinous processes, trigger
points between intertransverse re-
gions; ligamentum flavum, interver-
tebral canal internal orifice liga-
ments, intervertebral canal external
orifice surrounding ligaments, and
soft tissues; affected vertebral facet
joints.

insertion and muscle belly indura-
tions and fibrous bands located at the
piriformis origin.

Nerve entrapment points and tender
points.

The intersection of the transverse
process root and the facet joint
along the path of the affected poste-
rior nerve branch.

Image
Guidance

Ultra-
sound-
guided.

Ultra-
sound-
guided.

X-ray, ul-
trasound,
or CT-
guided.

Ultra-
sound-
guided.

Ultra-
sound-
guided.

X-ray, ul-
trasound,
or CT-
guided.
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Operation Key Points

At the osseous surface of the tender point, perform 2—-3
longitudinal peels and 2-3 transverse peels, withdrawing
upon a loosening sensation. For calcified lesions, target
the calcification under ultrasound guidance, insert the
needle-knife parallel to the tendon fibers to break up the
calcium deposits, and withdraw the needle-knife after
confirming the disappearance or dispersion of the hy-
perechoic mass under real-time ultrasound.

Perform 2-3 longitudinal peels along the affected tendon,
tendon sheath, osteofibrous canal, and pulley, withdraw-
ing upon a loosening sensation.

For the internal orifice of the nerve root via the interlami-
nar space: Advance the needle-knife tightly close to the
bony surface of the medial margin of the facet joint to re-
lease the ligamentum flavum and the soft tissue at the in-
ternal ostium of the extradural intervertebral canal.

For the external orifice of the intervertebral canal: Per-
form 2-3 cuts along the osseous margin at the upper-mid-
dle 1/3 of the affected external intervertebral orifice; pay
close attention to patient-reported paresthesia.

For Piriformis: Align parallel to the piriformis, perform
local transverse cuts 3—5 times, and swing the needle
shaft at the mid-to-lower portion of the muscle belly,
withdrawing upon a loosening sensation. Adjust the posi-
tion and direction of the needle-knife to gently contact
and stimulate the sciatic nerve trunk and its sheath for
5-8 times, until radiation soreness, distension, pain, mus-
cle twitching, numbness, or electric-shock sensation oc-
curs in the lower limb.

For origin, insertion, and tender points: Insert the needle
vertically to the osseous surface, perform 3—5 longitudi-
nal peels and transverse swings, and withdraw upon a
loosening sensation.

Keep the blade line parallel to the long axis of the nerve
surrounding the entrapment point. Perform 3—5 longitudi-
nal peels and transverse swings, withdrawing upon a
loosening sensation.

Keep the blade aligned parallel to the longitudinal axis of
the spine. Slowly advance the needle to the transverse
process root and the bone surface of the facet joint. Per-
form 3—4 shoveling cuts close to the bone surface, with-
drawing the needle-knife when a loosening sensation is
felt or the patient reports soreness or distension.
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6. Summary of Clinical Challenges and
Trends

In conclusion, acupotomy medicine remains in the develop-
ing stage, and its clinical efficacy varies significantly with cli-
nicians' different diagnostic and operational skills. At present,
most acupotomy localization and targeting procedures are still
performed blindly, which poses potential safety risks during
releasing deep soft tissues. Although visualized acupotomy
assisted by imaging techniques (represented by high-fre-
quency musculoskeletal ultrasound) represents the prevailing

and future developmental trend of acupotomy medicine, the
standardization of relevant operational procedures requires
further optimization and improvement.

7. GRADE Quality of Evidence and
Recommendation Strength Standard
The consensus is graded using the Grading of Recommen-

dations Assessment, Development, and Evaluation (GRADE)
system, ensuring objective evidence translation (Table 5) [92-

94].

Table 5. GRADE Quality of Evidence and Recommendation Strength Standards.

Highly confident that the estimated clinical effect is close to the true therapeutic effect.

Moderately confident in the estimated effect: the estimate is likely close to the true value, but

Limited confidence in the estimated effect: the clinical estimate may be substantially different

Little to no confidence in the estimated effect: the clinical estimate is highly likely to differ sub-

Level / Strength  Classification Operational Definition and Description
Quality of
Evidence
High Quality .
High confidence
@) £
Moderate Qual-  Moderate confi-
ity (B) dence there is a possibility that it is substantially different.
Low Quality (€)  Low confidence from the true therapeutic value.
Very Low Qual-  Very low confi-
ity (D) dence stantially from the true value.
Strength of Rec-
ommendation

Strong Recom-
mendation (1)

Weak Recom-
mendation (2)

Strong recom-
mendation

Weak recommen-
dation

Most patients would select the recommended strategy under this scenario, with only a small mi-
nority declining; most clinicians should adopt this intervention, supported by over 70% of the
consensus expert panel.

Most patients would choose the recommended strategy, but many would not; clinicians should
actively search for evidence summaries to prepare for collaborative discussions reflecting patient
values and preferences; supported by 50%—70% of the consensus expert panel.

Benefits and harms are closely balanced; the target population is not clearly defined; evidence is
insufficient to formulate a recommendation; supported by less than 50% of the consensus ex-

No Clear Rec-
. Neutral recom-
ommendation .
mendation
3) pert panel.

Abbreviations

CMP Chronic Musculoskeletal Pain

CNKI China National Knowledge Infrastructure

ICD-11 International Classification of Diseases, 11th
Revision

CPMSP Chronic Primary Musculoskeletal Pain

CSMSP Chronic Secondary Musculoskeletal Pain

GRADE  Grading of Recommendations Assessment,

Development, and Evaluation
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