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Acupuncture Therapy for Functional Effects and Quality of Life
in COPD Patients: A Systematic Review and Meta-Analysis
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Objective. This study aimed to evaluate the efficacy and safety of acupuncture therapy (AT) for improving functional effects and
quality of life in COPD patients. Methods. PubMed, Embase, Cochrane Library, Web of Science, Chinese Biomedical Literature
Database (CBM), China National Knowledge Infrastructure (CNKI), Chongqing VIP (CQVIP), and Wanfang Data were searched.
The randomized controlled trials (RCTs) evaluating the effect of AT on COPD patients were included. Primary outcome measures
included six-minute walk distance (6MWD) and St. George’s Respiratory Questionnaire (SGRQ). Study selection, data extraction,
and risk of bias assessment were independently conducted, respectively. Statistical analysis was conducted by RevMan software
(version 5.3) and Stata software (version 12.0). Results. Nineteen studies (1298 participants) were included. 6MWD improved more
(MD: 47.84; 95% CI: 23.33 to 72.35; Z = 3.83, P = 0.0001) and effective rate was higher (OR: 2.26; 95% CI: 1.43 to 3.58; Z = 3.48,
P = 0.0005) in the experimental group compared to the control group. Symptom domain scores (MD: —24.86; 95% CI: —32.17 to
-17.55; Z = 6.66, P < 0.00001), activity domain scores (MD: —16.52; 95% CI: —22.57 to —10.47; Z = 5.36, P < 0.00001) and impact
domain scores (MD: —13.07; 95% CI: —17.23 to —8.92; Z = 6.16, P < 0.00001) of SGRQ in the experimental group improved more
compared to the control group. There was no significant improvement in SGRQ total scores between two groups. The improvement
of FEV, was not significant between two groups, yet subgroup analysis showed that patients treated with AT adjunctive to other
treatments improved more in FEV,; (MD: 0.41; 95% CI: 0.28 to 0.54; Z = 6.01, P < 0.00001) compared to those treated with other
treatments alone. Conclusion. AT may be effective in improving functional effects and quality of life in COPD patients. Besides,
AT may also improve pulmonary function of patients with COPD. However, further high-quality RCTs are needed to confirm the
efficacy and safety of AT for COPD patients.

should be taken to improve symptoms, exercise tolerance, and
health status based on an individualized assessment of disease

Chronic obstructive pulmonary disease (COPD), a lead-
ing cause of morbidity and mortality, is characterized by
progressive airflow obstruction, airway inflammation, and
systemic effects or comorbidities and is projected to be the
third leading cause of death worldwide by 2030 [1, 2]. Since
breathlessness, exercise limitation, and health status impair-
ment broadly exist in patients with COPD, effective measures

[1]. Although appropriate pharmacologic therapy has effect
in reducing COPD symptoms and the frequency and severity
of exacerbations and improving health status and exercise
tolerance [1], its cost and adverse effects can never be ignored.

Acupuncture therapy (AT), one of the most popular
treatments in alternative medicine, has been proven to be
cost-effective and safe in many conditions [3-5]. However,
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there is limited evidence concerning its efficacy and safety.
One previous review showed that AT might result in clinically
important improvements in quality of life and dyspnea of
COPD patients, but it is outdated [6]. Moreover, the interven-
tions of included studies involved point application therapy,
acupressure, and transcutaneous electrical stimulation over
acupuncture points (Acu-TENS), and these techniques may
not genuinely reflect the efficacy of AT based on theories of
traditional Chinese medicine. Therefore, the current review
aims to evaluate the efficacy and safety of AT for improving
functional effects and quality of life in COPD patients.

2. Methods

2.1. Inclusion and Exclusion Criteria. We included random-
ized controlled trials (RCTs) in which the effects of AT on
COPD patients were evaluated.

Participants had COPD defined as a clinical diagnosis
of COPD, with a postbronchodilator fixed ratio of forced
expiratory volume in 1 second (FEV,)/forced vital capacity
(FVC) < 0.70 measured by spirometry, and those who had an
acute exacerbation within four weeks before the study were
excluded.

The intervention included AT, such as manual acupunc-
ture, electroacupuncture, auricular acupuncture, and warm
acupuncture, yet noninvasive techniques, such as single mox-
ibustion, acupressure, point application, laser acupuncture,
or Acu-TENS, were excluded.

Primary outcome measures included any of the following:
(i) six-minute walk test/distance (6MWT/6MWD) [26] and
(if) St. Georges Respiratory Questionnaire (SGRQ) [27].
Secondary outcome measures included any of the following:
(i) FEV,, (ii) modified Medical Research Council dyspnea
scale (mMRC) [28], (iii) effective rate, and (iv) adverse effects.

2.2. Literature Search. PubMed, Embase, Cochrane Library,
Web of Science, Chinese Biomedical Literature Database
(CBM), China National Knowledge Infrastructure (CNKI),
Chonggqing VIP (CQVIP), and Wanfang Data were searched
from their inception to 31 December 2017. We developed
detailed search strategies for each electronic database without
language restrictions. Reference lists of eligible studies and
previous systematic reviews were also reviewed to identify
further eligible studies.

2.3. Study Selection. Two review authors (Yang Xie and
Xueqing Yu) independently examined titles and abstracts
retrieved from the search and selected all potentially eligible
studies. Then these full-text articles were obtained and the
same review authors reviewed them independently against
the inclusion and exclusion criteria. A third review author
(Jiansheng Li) acted as an arbiter when consensus could not
be reached.

2.4. Data Extraction. Data extraction was independently
conducted by two review authors (Yang Xie and Xueqing
Yu) using a standardized data extraction sheet, involving
information of authors, year of publication, study design,
participants, intervention, comparator, and outcomes, with a
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third review author (Jiansheng Li) acting as an arbiter when
disagreements existed between Yang Xie and Xueqing Yu.

2.5. Assessment of Risk of Bias. Methodological quality was
evaluated using the Cochrane tool for assessing risk of bias
in RCTs [29]. Two review authors (Yang Xie and Xueqing
Yu) independently assessed and scored each study with a
third review author (Jiansheng Li) acting as an arbiter when
disagreements existed.

2.6. Statistical Analysis. Statistical analysis was conducted
by RevMan software (version 5.3) [30] and Stata software
(version 12.0; StataCorp LP, USA). We summarized data
using odds ratio (OR) with 95% confidence intervals (CI)
for dichotomous outcomes and mean difference (MD) with
95% CI for continuous outcomes. If the data could not be
combined into a meta-analysis, we summarized them in the
text. We used a y” test to estimate heterogeneity of both the
MD and OR. Further analysis was performed using the I*
test. A random-effect model was used to interpret the results
if heterogeneity was statistically significant, whereas a fixed-
effect model was used if heterogeneity was not statistically
significant. We regarded heterogeneity as substantial when
I? was greater than 50% or a low P value (P < 0.10) was
reported for the X2 test [31]. When more than 10 studies
were included in the meta-analysis, we would investigate
publication bias by funnel plots. In addition, a metaregression
analysis was performed to explore potential associations
between effect size and covariates of interest (publication
year, region, intervention forms, sample size, and treatment
period). If necessary, we conducted subgroup analysis to
assess whether the treatment effects were different in different
subgroups.

3. Results

3.1 Literature Search and Study Selection. We retrieved 600
records using the search strategy specified in our protocol.
223 records were discarded after reviewing the titles and/or
abstracts. Thirty-five articles that initially appeared to meet
the inclusion criteria were excluded with reasons: (i) not
stable COPD (n = 24), (ii) not targeted comparators (n =
9), (iii) not targeted outcomes (n = 1), and (iv) full-text
articles unavailable (m = 1). Thus, nineteen studies (1298
participants) finally met our criteria and were included in this
review [7-25]. The study selection process was outlined in
Figure 1.

3.2. Data Extraction and Assessment of Risk of Bias. A
detailed description of the characteristics of included studies
was outlined in Table 1. We determined the Cochrane “risk
of bias” score for each study and this information was
summarized in Table 2 and Figures 2 and 3.

3.3. Effects of Interventions

3.3.1. 6MWD. Eight studies [9, 10, 16-18, 21, 23, 25] pro-
vided numerical data for 6MWD and were included in
the meta-analysis. Analysis of the data indicated that there



BioMed Research International

[4430)
T Od
:pazhTeuy
pouSisse

AMING Anowonds SYOIM F¢ A[wopuer axom syuedonred F§
. J10J JUaUI)eaI) UOTIRINJ :paudissv Ajuiopuv. spuvdiiivg
[9A9] uonjeanyes usdLxo Suore Adess S
“ousnbaiy uoreqraoexa ! ] o L [¢+€9:00°6T surre 7 ‘104 eUIYD . 910z
syrioe enGue [BUOTIUIATOD D)) F $'9 :07 :(sTeaL) 95BISIP JO 9SINOD) [6] Te 10 Suag
Adexay) [euonuAU0D LTFSIS
“kess eardsoy fenuuy . A e e e 1
+ LV [eurwopqe :Oy DD 6T F F'TS O :parotpaid 9 AT
c9
T 68600 6'S F 1L6 107 :(s1eak) a8y
L/ST:DD 6/€1 D (d/IN) 1opuaD
:sngv3s Jundiong g
¢z :dnoi8 g
ds-0d VYOS s 91 :dnoi3 yd + Lv
N[eM [INYS [BJUSWDIOUT :pazdeuy
Louarorge/owmy pouSisse
doors Aep 1od sdays Syuow Awopuer axom syuedmonred (9
S ‘sjuareamnba orjoqelowr ¢ 10J dn-MO[[OJ SooM / :paudissv Ajuopuv. sjuvdiongavd
w vum: Jou sem ‘uoryeInp AJanoe 10} JUSUIJEDI) ;UONRIN(] - €8I F 8'SH sue ¢ IOy puepIr 10T [8]
TeorsAyd “ormjrpuadxa UOTIUIAIUI OU :5))) 0D 77 F 8% :[dnoiS yd + IV 191 ‘Te 30 Surda g
dnoid jonuop o
£310u0 Te303 Anyowonds auore y{ :dnoid ¥q F ¢'gp :dnoid ¥ :pasorpard o ' AT
UOTJRWITUR[JUT OTWIA)SAS Nd + IV :dnoi8 yq + Iv ¢'GF9'89:0D L6 F I'S9 :dnoxd yq
21008 eaudsp S1og + IV 'S F £7£9 :dnoid Y :(s1eak) o8y
payIpouw oY) DY W L/T1:DD ‘8/8 :dnoid yq
xopulr ssew Apog + LV $1/11 :dnoid yd :(/N) Iopusn
:sngv3s Jupdiong g
€ D0
€ DH
squow ﬁoiw\é.«
105 dn-mof[oj ‘sep 06 pausIssy
9 Arwopuer axom syuedonred 9
1000 10§ JUaUIeaT) UOTRIN )
. :pausdissv Ajuiopuv. spuvdiongavg
ISISAPE DJBI ATJOIYD SUIDIPIW UI)SIM sreak 07 01 YO J— eut S102
Kouanbaiy uorjeqraoexa + UDIPAW ISAUTYY) D)D) 4 LOY¥ o [£] reD pue nyD
G wouy :(a8ueI) 95BISIP JO ISINOY)
amoe Anowondg supIpaw DA
fisal T aubipa 96'8 F £8'95 :DF .WMM%MW\MW
. N N * . 0
SUHD +.LV “OH 08 03 9% woiy :(s1eaf ofuer) 3Gy
81/¥1 :DD LI/ST *DF *(d/N) 1opuaD
snyvys Juvdiongavg
S9JON sawodnQ SUOTIUSAIINU] syuedonieq uisop Apmig Axyunon Apmig

'SAIPN)S papnouUT JO SONISLIgdRIeYD) T 419dV],



BioMed Research International

SYIUOW ¢
103 JUSTIBAT) ‘UOTIRIN(
Adeay) reuonuaatod

¥%:D0

Sv+Od

:pazh[euy

paudisse

A[wopuer a1om syuedionred g8
:pausissv Ajuiopuvi spuvdingvd

Anowonds ‘oyer aAnOAPT + uonsnqrxour sute 7 ‘<104 _UTYD 9102 [21] nH

Surpeaxds :npH ) PaqLs9p

J0U :(s1824) ISBISIP JO 3SINOD)

Adexay) [euonUIAUOD paquasop 10w spoprpoad % AT

LV WEM SO PpaquIosap jou :(s1eaf) a8y

PaquIdSap 10U :(J/]N) 19puan)

snyvys Juvdiongavg

0¢ DD

0¢ D4

:pazhTeuy

pouSisse

Apuwopuer axom syuedmonred 19

Soom § :paudissv Ajuiopup. spuvdiiivg
YOS ‘swoydwids 10§ Judwiear) :uoneIn( €SS F8L01:DD 8¢S ¢ 110C
[eorurp Anowoardg Adexay 3nip :nD F 101 :DF :(s1e9K) 9sBISIp JO 95IN0D) St T LOY PO [11] Te 30 OBD)

LV wrem :Dg 609 F 7S¢V :DD

50°S F 88°SY :OF :pa1orpaid 95" AT

99°01 + ST°99

DD €L'8 F L8F9 DH (s1eaA) 23y

81/21:9D L1/€1 04 (4/IN) FopuD

snyvgs Jundiogavg

7€ DD

€¢:0d

:pazhTeuy

OUOS SooM @ 10J AP[oom sowur) pouSisse

Lnpwoirds T MIN9 € Juswea) [uoneIN(| Auopuer axom syuedronaed 7/
ap wﬁhuv uonjeinies UOTJRIIPIW 3_«.6 + pausdissv Ajuopuv. &:.c&w.x._.um swe 7 1o8 g . 9102
uad£xo ‘I MIN9 1oy amjoundnoe wreys :HD 891 F 6'Ch [o1] Te 30 Suag

pue 210J2q 21008 d[eIS UOTJRIIPIW 0D LI F €% DT :parorpaid o' AT

810g payrpowr ‘@MIN9 Aqrep + 1v :od 179

FI1£9 9D F'S F 819 107 :(s1e34) 23y

S/1€ :DD “€/€€ DT (d/IN) PPUPD

snyvys Jundiogavg
$9JON sawoonQ SUOTIUIAIIU syuedoniedq udisop Apmig Anunon Apmig

‘Ponunjuo)) ] A1AV],



BioMed Research International

$109]J 3SIOAPE D)el

SYoIM ¢
10} JUSUI)EAI) ;UOHRIN(]
SUIDIPIW UIISOM

0€ DD

0¢ O

:pazhTeuy

pouSisse

Arwopuer axom syuedonred (9
:paudissv Auiopuv. suvdiiivg

aanape Anawonds + UIDIPAW 3SAUTYY) D)) PILF 6°1S sure 7 ‘104 eury) 9107 [ST] Te 1R I'T
LD ‘swoyduwiLs [esrur) suDIpaw DD 6°01 F I'€S 0T :payorpaid o 'AT
UISISOM + dUDIPIW *o8e ur ojqeredwos aq 03
asauryD + IV :D4q parrodax a1om sdnoid omy :(sxeaf) 98y
“1opuad ur ajqeredwioo aq 03 payrodar
o1oM sdnoid omy :(;{/]N) IopuaD)
snyvys Juvdiongavg
0€ DD
67 D1
:pazhTeuy
paudisse
Auwopuer axom syuedonred (9
1090 9SIoApE ) puot :paudissv Ajuiopup. spuvdioigivg
. : [ JOJ JUdWJeLaI) :UOTeIN(] RN
arex 24123153 “swiorduuds suope Adexary Snap : 88'% + 0L01:90 06 surre g ¢ eur I
reoturp £nowords Hel A M%ﬁww F 8701 :DF :(sT8A) 95BISIP JO 2SINOD) ¢ 104 o stz [v1] 11
LVO ‘s103ed1pul £3o5eg . 919 ¥ 91'S9 :DD
Sap + Ly wtes O 98°9 F §7°99 :OF :pa101paid 9 ' ATT
€CLF08°99
'DD 89'9 F 17LS 10 :(s1eak) 28y
€1/£1:9D ‘01/61 D (/) 1PU2D
:sngv3s Juvd1oavd
7z :dnoi8 yq + 1v
7z {dnoid yq
7z :dnoid 1y
:pazdeuy
pouSisse
Aruwopuer axom syuedonred 99
skep 001 vauSissy £ di
) :pausissv Ajuopuv. sjuvdiongivd
stsheue 10§ JUdUIJEAI) UOTJRIN(] 0'6 T 971 :dnois
sSnIp [eUOIIULATO0D + B o
o1} Ul pauIquuod + -dnois + ¥d + LV ‘T4 F 171 :dno1S ¥d 6'8 ¥ LTI
aram dnoid yq Anowoids ‘oyer aanoayg ad Hm% dd + 1v :dnoid 1y :(s1eak) aseasIp Jo as1no)d surre ¢ ‘1O BUIYD $002 [<1] el
+ Ly pue dnoi3 s EW Ec.ﬂwﬂﬂwm:ou £°0 F 902 :dnoid
LV woiy ejeq mms%wwcwzcoawm _ m.@ + % v Mwo ’ ﬁ..E “asew w nm <0
Cividnortpy  FS0ORLY poppd v
:dnoid ¥q + LV ‘8'F¢ F 0°09 :dnoid
\d 9°Z€ F 0719 :dnoid 1y :(sxeaf) a8y
Z1/01 :dnox8 gq + LV $1/8 :dnoid
¥d ‘€1/6 :dno1s 1y :(d/IN) 1opuaD
:sngvis Juvdionavg
S9JON sawodnQ SUOTIUSAIINU] syuedonieq uSisop Apmig A1yunon Apmig

"panunuoy) : A19V],



BioMed Research International

¥1:D0
91:01
SYoaMm G :pazhreuy
OUOS J10J JUdUI)EAI) UOTjRIN(] pauSisse
U 2So15%5 Oxerdn 9STOIXD Apwopues axom syuedionred o¢
%mw (30 Eszwxwﬁ s1qo19e + arjoundnoe :paudissv Ajuiopup. spuvdioigivg sutre 7 <10y eUIYD (81] e 10 mﬂwrm
. o oqaoe[d :5D 6791 F 9I'9€ :DD
Anawonds AMNY asI19X? ‘671 F 7L Th :DF :pavtpard o5 AT
d1qoIde + IV :OF 9 F £9:DD 9 F $9 :0F :(s1eaf) 38y
T/T1 DD /ST D (d/N) 19pUsD
snyvys Juvdiongavg
SUOIJOBII ISIIAPE DI0DS
DY ‘s[oad] urunqpeard .
WIS XIpur ssewr Apoq ce ..UU
950 quI ) UT UOTOW . mNoM N.Wm
Jo 98uer @inssaxd YoM T JOJ YO9M B OUO P onﬁwawm
yimouwr £10jexrdxa JUIUIAI) [UOTIRIN(] |
winwixew ainssaxd UOTJRIIPIW Aquiopues aom syuedionred g9
: e :pausissv Ajuopuv. sjuvdiongivd . 10T
yinow £xojerrdsur Arep + arnjoundnoe B suLre 7 1Oy uede( .
WNWIXeW ‘Sed oqaoerd :n) SIL+ 08y (1] oo prozns
POO[q [PHRLTE YOS wogeorpor DO EOTF VYDA :pardrpaxd o5 T AT
I nedr iy
Anpwoards Aqrep + :
oy Suninp Sm&yﬁw BPHLVOR o700 99 F L7210 i(s1eak) 9By
198 Ax0 EE\G oy T/T€ *DD ‘¢/1€ :Dd (/) 1opueD
pue 210J2q 21008 d[eIS smiis juvdpiiivd
8104 payrpow ‘GMING
0% :D0
0¥ 01
:pazhTeuy
pouSisse
s1e1 oApas Aajowonds SYJUOW ¢ Arwopuer axom syuedonred og
o . ‘ 10§ JUaUI)eaT) UOTIRIN paulissv Ajuopuv. sjuvdiongavd . S10C
AMINY ‘swordwds suope Adexou Snp - o surre 7 <10y BUIYD [o1] Te 30 T
pue susrs [eorur) [ 3 S0P 250 roFTy om DO 91] 1 I'T
ST Adeayy 8nup + 1v D7 QTL F 1£°6€ 2O :papipaid % AHA
L'01
FT€9:DD FTLF €8S :DF i(s1eak) 98y
¥1/92 9D O1/¥T :DF (I/IN) TPUID
snyvys Jundiogavg
$9JON sawoonQ SUOTIUIAIIU syuedoniedq udisop Apmig Anunon Apmig

‘Ponunjuo)) ] A1AV],



BioMed Research International

Answoirds
‘AMIN9 “@ireuuonsanb

a1 jo Lyenb A4OD

skep 0%

10§ JUSUIJEAI) :UOHeIN(]
SUOTe Yd ‘DO

dd + .1V D4

0% D90

07 -Dd

:pazh[euy

pouSisse

Arwopuer axom syuedonred o8
:pausissv Ajuiopuvi spuvdiongavd
129069

D :(SIeaL ‘UedW) ISBISIP JO ISINOD)
9TTF E€¥S

DD T6L F §°€S :DH pappard 9 AT
L£ 0} §F WoI} 2D

8/ 0} 6% woiy :0f :(s1eaf 9duer) oy
T1/8T *DD ‘P1/9T DM :(d/IN) 1opuaD
snyvys Juvdiongavg

sure g A,HUM

euryD

6002
(12] 'Te 32 Sueg

$31008
woyduwifs Anowordg

Soom §
10§ JUSUIJEAI) :UOHRIN(]
Adexay 3nip :nD

IV Wiem oy

0% *DD

0% 94

:pazhTeuy

pouSisse

Arwopuer axom syuedonred o8
:paudissv Ajuiopup. spuvdiiivg
GCFETDDS9

F §°T1 :DT :(sIeaK) 2seasIp Jo 25107
0€'9 F 95°¢y DD

90°S F 68'SP :OH :pa121pard 9% AT
96

F 68900 L'8 F 6'89 :DY :(s1e2f) 98y
TT/81:DD ‘81/7T DT (I/IN) I9pUsD
snyvgs Jundiogavg

suwe 7 1Oy

euryD

¥10¢
[0z] nx pue ary

Anowonds 9yer aAnoayg

skep 9¢

J10J JUaUI)eaI) UOTRINJ
Juore

QUDIPAW 3SAUTYY) D)D)
sumIpaw

asauIyD + IV :DF

SLDD

L Od

:pazhTeuy

pouSisse

Arwopuer axom syuedonred og1
pausissv Ajuopuv. sjuvdiongavd
T6'TF 0LL DD 08°€

F ¢/ DY :(s1eaf) 3seasIp Jo 350D
COVLF LTLY *DO

LLTUF L0°8F *DH :par1paid o' AT
0T°0T + 08°19

'DD 95°8 F 0779 *DY :(s1e2f) 98y
0€/S¥ DD ‘8T/L¥ *DH (1/IN) TPUID
snyvgs Jundiogavg

suwe 7 1Oy

euryD

600C
[61] Te 10 uepy

S3JON sawodnQ

SUOTIUSAIINU]

syuedronreq

udisop Apmig

A1yunon

Apmig

"panunuoy) : A14V],



BioMed Research International

Anowords 9s9) uonouny
Areuowrndorpres
as1019x9 Jurmp

9)eJ J1e9Y WNWIXeW

sowm y1
10} JUSUIJEAI) :UOHRIN(]
3SI0I19XD J1qOIde.

61:D90

cC:Od

:pazhTeuy

pouSisse

Arwopuer axom syuedonred 7§
pausissv Aquopuv. sjuvdiongivd

pue romod wnwrxew + S3nIp [PUONIUIAUOD D Stre - ¢ eut £102
‘AMIN9 9SIIXD + amjoundnoe _ 89+ 9°8:D0 quee Mo [¢z] TR19 9D
] ‘6'G F T'6 ‘DT :(STeaL) aseasIp JO 25IN0D)
apo4o1q Surmp ayex oqaoed :0D MR
JIeay wnwrxew ageroAe 9SI1D19X J1qOIde + sFnip o .ow% Mm %N D0
pue 2oue)sip aeroae [BUOTIUIAUOD + [V :DF ¢ mﬁ 9L ow Ulm ‘PAIIPAIC % Add
o 4 L6900 9 F 69 :0 :(s1eak) 3By
pul ssewr Apog v e s -
S/STDD T/€T O (/) 19puaD
snyvys Juvdiongavg
0€ DD
0¢ -Dd
:pazh[euy
sutow pauSisse
w € Aquwopuer axom syuedonred (9
10§ JUdUI)EDI) UOTJRIN(] .
:pausissv Ajuiopuvi spuvdingavd
9)eI JATIOIYD Sururen € T 1800 L
DYOS Lnouronds uonouny + Aderay T 68 "D 1(s10a) a5EISIP JO 251107 sure 7 ‘104 BUIYD ¥10T [22] Nk
‘se3 poo[q [eLI21Y Snip reuonuaAu0d :H7) RSN
Sururen VT F€C ﬂmﬁ ‘D0
uonduny + [y wiem :Hy 95T F €205 O parrpaid op >WM~
F 079 D0 §'8 F 0°€9 O :(s1eak) a8y
€1/£1:DD TI/ST D (/) 39puaD
snyvys Juvdiongavg
S9JON sawodnQ SUOTIUSAIIIU] syuedonieq udrsop Apnig Axyunon Apmig

"panunuoy) ;] A19V],



BioMed Research International

183 JudWISSasse (JJOD LYD 9[eds eaudsAp [10UNoy) yoI1easay [edIPIAA :DYIA D[eds eauds£p [1Unoy) yo1easay [eIPIAJA PYIpowt :DYNW @areuuonsany) A10jerrdsay $281090) 11§ :OYDS Q0ULISIP/Isd)
N[em ANUTW-XIS : MIA/LMINY Puoas T ur swnjoa £10jeridxa paoioy : ' Aq.1 ‘wonenqqeyar Lrevownd 3yq 4deray axmpundnoe ;1 ‘dnoad jonuod :57) ‘dnoid ejusunrradxe :nf qern) pa[[o1uod pazrwopuer ;Y

s103ed1pUl A105es

9JeI 2A1IOAP I MIN9
‘swroyjdwihs [esrurp ‘yD

SYIUOW 7

10} JuauI)eaI) ‘uonRIN(
Juofe

QUIDIPAW UI)SIM D)D)
QupIpaw

UI9)SIM + IV :DF

679D

0¢€ :DF

:pazhreuy

poudisse

Awopuer axom syuedonred $9
:pausissv Ajuiopuv. spuvdiongavg
0I'T ¥ §S°01:DD 07T

F 20701 :DF :(s1824) 258ISIP JO 3SIN0D)
€9 F 6599

DD €E°S F LIS 1D :(sTeak) a8y
€1/81:00 TI/61 *DF (d/IN) 19pUD
:snvis uvdionang

swire 7 IO euryd £107 [S7] Suer,

s103e01pUT £39JES
9381 2A1)09p0 ‘swoydwifs
[eorurp Answords ‘1yD

syjuowr ¢

10y Juaujeal) :uoneIng
QUIDIPIW UI2ISIM D)D)
LV 54

1€ DD

0¢ O

:pazhTeuy

pouSisse

Auwopuer axom syuedonred 99
:paudissv Ajuiopuv. spuvdioiivg
¥9°€ F8911:DD LET

T ¢F'I1 20T :(sTeak) a5easIp Jo asInoD
989 ¥ 68'69 :DD

‘6.5 F 1179 :DH :pard1paid o' AFd
989 ¥ 06'SS

‘DO 9 F LLLS *DH (s1e3h) 23y
P1/L1:D0 TH/ST :DF :(d/IN) 1opUD
:sngvis Juvdionavg

swe 7 104 BUIUD £102 [¥2] S

S9JON sawodanQ

SUOT)UIAIIU]

syuedonied

uSisop Apmig Anuno) Apmig

"panunuoy) : 419V],



10 BioMed Research International
TABLE 2: Risks of bias of included studies.
Random Allocation Bl}gdlng of Blinding of Incomplete Selective .
Study sequence participants and outcome . Other biases
. concealment outcome data reporting
generation personnel assessment
Chu and Cai [7]
2015 U U H U L U H
Deering et al.
(8] 2011 L U H L U U H
Deng et al. [9]
2016 U U H U L U H
Feng et al. [10]
2016 L L L L L U L
Gao et al. [11]
2011 L U H U L U L
Hu [12] 2016 U U H U L U L
Jia [13] 2004 L U H U L U L
Li [14] 2015 L U H U L U H
Li et al. [15] 2016 L L H U L U L
Liu et al. [16]
2015 U U H U L U H
Suzuki et al. [17]
2012 L U L L L U L
Tong et al. [18]
2014 L L L L L U L
Wan et al. [19]
2009 U U H U L U L
Xie and Yu [20]
2014 L U H U L U L
Yang et al. [21]
2009 H U U L U H
Yu [22] 2014 U U L H
Ge et al. [23]
2017 L U L U L U L
Shi [24] 2017 L U H U L U H
Tang [25] 2017 L U H U L U H

Notes. Quality assessment based on the Cochrane tools for assessing risk of bias. L: low (low risk of bias), H: high (high risk of bias), U: unclear (uncertain risk

of bias).

was heterogeneity (X2 = 65.96, P < 0.00001; I* = 89%);
hence, a random-effect model was used. The pooled results
showed that 6MWD in the experimental group improved
more compared to the control group (MD: 47.84; 95% CI:
23.33 10 72.35; Z = 3.83, P = 0.0001) (Figure 4).

3.3.2. SGRQ. Five studies [8,10, 11,17, 18] provided numerical
data for SGRQ total scores and were included in the meta-
analysis. Analysis of the data indicated that there was het-
erogeneity (x* = 39.18, P < 0.00001; I* = 90%); hence, a
random-effect model was used. The pooled results showed
that there was no significant improvement in SGRQ total
scores between two groups (MD: —6.58; 95% CI: —13.19 to
0.03; Z =195, P = 0.05) (Figure 5).

Two studies [10,17] provided numerical data for symptom
domain scores of SGRQ and were included in the meta-
analysis. Analysis of the data indicated that heterogeneity was
not statistically significant (y* = 0.05, P = 0.83; I* = 0%);

hence, a fixed-effect model was used. The pooled results
showed that symptom domain scores of SGRQ in the experi-
mental group improved more compared to the control group
(MD: —24.86;95% CI: —32.17 to —17.55; Z = 6.66, P < 0.00001)
(Figure 6).

Two studies [10, 17] provided numerical data for activity
domain scores of SGRQ and were included in the meta-
analysis. Analysis of the data indicated that heterogeneity
was not statistically significant (y* = 0.04, P = 0.84; I’
= 0%); hence, a fixed-effect model was used. The pooled
results showed that activity domain scores of SGRQ in the
experimental group improved more compared to the control
group (MD: -16.52; 95% CI: —22.57 to —10.47; Z = 5.36, P <
0.00001) (Figure 7).

Two studies [10, 17] provided numerical data for impact
domain scores of SGRQ and were included in the meta-
analysis. Analysis of the data indicated that heterogeneity was
not statistically significant (y* = 0.00, P = 0.97; I* = 0%);
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FIGURE 1: Study flow diagram.

hence, a fixed-effect model was used. The pooled results
showed that impact domain scores of SGRQ in the experi-
mental group improved more compared to the control group
(MD: -13.07; 95% CI: —17.23 to —8.92; Z = 6.16, P < 0.00001)
(Figure 8).

3.3.3. FEV,. Seven studies [7, 11, 12, 17, 19, 20, 22] provided
numerical data for FEV, and were included in the meta-
analysis. Analysis of the data indicated that there was het-
erogeneity (xy* = 30.40, P < 0.0001; I* = 80%); hence, a
random-effect model was used. The pooled results showed
that there was no significant improvement in FEV, between
two groups (MD: 0.13; 95% CI: —0.05 to 0.31; Z = 1.44, P =
0.15) (Figure 9).

3.3.4. Effective Rate. Ten studies [7, 12-16, 19, 22, 24, 25]
provided categorical data for effective rate and were included

in the meta-analysis. Analysis of the data indicated that
heterogeneity was not statistically significant (y* = 8.33, P =
0.50; I> = 0%); hence, a fixed-effect model was used. The
pooled results showed that effective rate in the experimental
group was higher compared to the control group (OR: 2.26;
95% CI: 1.43 to 3.58; Z = 3.48, P = 0.0005) (Figure 10).

3.3.5. mMRC. Only one study [8] provided numerical data
for mMRC scores; thus, the meta-analysis was not per-
formed. Changes from baseline in mMRC scores in AT plus
pulmonary rehabilitation (PR) group and PR group were
-0.3 £ 0.5and —0.3 + 0.9, respectively. There was significant
difference reported within AT plus PR group (P = 0.04).

3.4. Adverse Effects. Six studies [7, 14, 15, 17, 24, 25] pro-
vided information about adverse effects. Only one study
[17] reported some minor adverse reactions during the trial
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FIGURE 2: Risk of bias summary: review authors” judgements about each risk of bias item for each included study.

including fatigue, subcutaneous hemorrhage, dizziness, and ~ between effect size and covariates of interest (publication
needle site pain, and the remaining 5 studies [7, 14, 15,24, 25]  vyear, region, intervention forms, sample size, and treatment
reported no adverse effects. period) (see Table 3). However, the results showed that there

were no statistically significant associations among them,
3.5. Metaregression Analysis. We tried to perform a univariate ~ and this might be due to the insufficient number of studies
metaregression analysis to explore potential associations  included [32].



BioMed Research International 13

Random sequence generation (selection bias) _:.

Allocation concealment (selection bias) - |

Blinding of participants and personnel (performance bias) _

Blinding of outcome assessment (detection bias) - |

Incomplete outcome data (attrition bias) _

Selective reporting (reporting bias) | .
Oter ases I
0 25 50 75 100
(%)

B Low risk of bias
[J Unclear risk of bias
B High risk of bias

FIGURE 3: Risk of bias graph: review authors’ judgements about each risk of bias item presented as percentages across all included studies.

Experimental Control . Mean Difference Mean Difference

Study or Subgroup Weight

Mean SD  Total Mean SD Total IV, Random, 95% CI IV, Random, 95% CI
Deng et al. 2016 494 4226 22 201 4617 22 12.3% 29.30 [3.15, 55.45] —
Feng et al. 2016 674 217 33 -13.8 548 32 13.0% 81.20[60.82,101.58] —
Ge etal. 2017 58.05 51.52 22 19.03 4818 19 11.7% 39.02 [8.48, 69.56] —_—
Liu et al. 2015 53.1 3427 40 44.7 30.81 40 13.7% 8.40 [-5.88, 22.68] T
Suzuki et al. 2012 63.5 49.9 30 -194 487 32 125% 82.90[58.33,107.47] —_—
Tang 2017 119.13 4226 30 34.07 46.17 29 12.8% 85.06 [62.45, 107.67] —_—
Tong et al. 2014 49.23 539 16 11.87 4835 14 10.9% 37.36 [0.77, 73.95] s —
Yang et al. 2009 43.1 4226 40 23 4617 40 13.1% 20.10 [0.70, 39.50] ——
Total (95% CI) 233 228 100.0% 47.84 [23.33, 72.35] D
Heterogeneity: 7> = 1091.89; x> = 65.96, df = 7 (P < 0.00001); I* = 89% ~200 ~100 0 100 200
Test for overall effect: Z = 3.83 (P = 0.0001) Favours [control] Favours [experimental]

FIGURE 4: Experimental group versus control group, 6SMWD.
Experimental Control . Mean Difference Mean Difference

Study or Subgroup Weight

Mean SD Total Mean SD Total 1V, Random, 95% CI 1V, Random, 95% CI
Deeringetal. 2011 -7.1 127 16 -74 87 25 18.9% 0.30 [-6.80, 7.40] ——
Feng et al. 2016 -153 248 33 0.5 20 32 14.5% —15.80 [-26.74, —4.86]
Gao etal. 2011 -12.84 343 30 -10.21 3.89 30 23.6%  —2.63 [-4.49,-0.77] -
Suzuki et al. 2012 -16 9.7 30 03 79 32 21.7% —16.30 [-20.72, —11.88] —-—
Tong et al. 2014 -4.13 477 16 -329 828 14 21.2% —0.84 [-5.77, 4.09] —a—
Total (95% CI) 125 133 100.0% —6.58 [-13.19, 0.03] L =
Heterogeneity: 7° = 47.16; y* = 39.18, df = 4 (P < 0.00001); I = 90% _50 -25 0 25 50
Test for overall effect: Z = 1.95 (P = 0.05) Favours [experimental] Favours [control]

FIGURE 5: Experimental group versus control group, SGRQ total scores.
Experimental Control . Mean Difference Mean Difference

Study or Subgroup Weight . .

Mean SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
Feng et al. 2016 -254 448 33 -2.4 308 32 15.4% -23.00 [-41.64, —4.36]
Suzukietal. 2012 -27.8 173 30 -2.6 144 32 84.6% -25.20[-33.15,-17.25] M
Total (95% CI) 63 64 100.0% —24.86 [-32.17, —17.55] -2
Heterogeneity: x* = 0.05,df = 1 (P = 0.83); I* = 0% -50 -25 0 25 50
Test for overall effect: Z = 6.66 (P < 0.00001) Favours [experimental] Favours [control]

FIGURE 6: Experimental group versus control group, symptom domain scores of SGRQ.
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Experimental Control . Mean Difference Mean Difference
Study or Subgroup Weight . .
Mean SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
Feng et al. 2016 -13.7 241 33 1.5 344 32 17.4% —15.20 [-29.68, —0.72]
Suzuki et al. 2012 -14 136 30 28 131 32 82.6% —16.80 [-23.45,-10.15] .
Total (95% CI) 63 64 100.0% —-16.52[-22.57, -10.47] -
Heterogeneity: x* = 0.04, df = 1 (P = 0.84); I* = 0% -50 -25 0 25 50
Test for overall effect: Z = 5.36 (P < 0.00001) Favours [experimental] Favours [control]
FIGURE 7: Experimental group versus control group, activity domain scores of SGRQ.
Experimental Control . Mean Difference Mean Difference
Study or Subgroup Weight . .
Mean SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
Feng et al. 2016 -12.5 254 33 04 219 32 13.0% —12.90 [-24.42, -1.38]
Suzukietal. 2012 -13 9.6 30 01 82 32 87.0% -13.10[-17.56,-8.64] B
Total (95% CI) 63 64 100.0% —13.07[-17.23, -8.92] <o
Heterogeneity: 2 = 0.00, df = 1 (P = 0.97); I* = 0% 50 25 0 25 50

Test for overall effect: Z = 6.16 (P < 0.00001)

Favours [experimental]

Favours [control]

FIGURE 8: Experimental group versus control group, impact domain scores of SGRQ.

Experimental Control . Mean Difference Mean Difference

Study or Subgroup Weight
Mean SD  Total Mean SD  Total 1V, Random, 95% CI 1V, Random, 95% CI

Chu and Cai 2015 0.53 043 32 0.12  0.56 32 13.8% 0.41 [0.17, 0.65] —_—
Gao etal. 2011 0.23  0.56 30 0.39 0.92 30 9.9%  —0.16 [-0.55, 0.23] —
Hu 2016 0.07 0.43 45 0.14 0.56 44 149% —0.07 [-0.28,0.14] —
Suzuki et al. 2012 0.07 03 30 -0.04 0.2 32 17.1%  0.11[-0.02, 0.24] ——
Wan et al. 2009 0.51 043 75 0.1  0.56 75  16.2% 0.41 [0.25, 0.57] —
Xie and Yu 2014 023 043 40 0.39 0.56 40  14.6% —0.16 [-0.38,0.06] —_—
Yu 2014 0.1 0.43 30 -0.18 0.56 30 13.5% 0.28 [0.03, 0.53] —_—
Total (95% CI) 282 283 100.0%  0.13 [<0.05, 0.31] -
Heterogeneity: 7° = 0.04; x* = 30.40, df = 6 (P < 0.0001); I* = 80% -1 -0.5 0 0.5 1

Test for overall effect: Z = 1.44 (P = 0.15)

Favours [control]

Favours [experimental]

FIGURE 9: Experimental group versus control group, FEV.

Experimental Control . Odds Ratio Odds Ratio

Study or Subgroup Weight . .

Events Total Events  Total M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Chu and Cai 2015 30 32 24 32 6.0% 5.00 [0.97, 25.77]
Hu 2016 39 45 41 44 22.0% 0.48 [0.11, 2.03] - &
Jia 2004 41 44 17 22 6.2% 4.02[0.86, 18.73] T
Li2015 26 29 25 30 10.1% 1.73[0.37, 8.03] I
Lietal. 2016 28 30 27 30 7.2% 1.56 [0.24, 10.05] B I —
Liu et al. 2015 38 40 32 40 6.4% 4.75[0.94, 23.98] | D E—
Shi 2017 26 30 25 31 13.1% 1.56 [0.39, 6.20] I e —
Tang 2017 26 30 22 29 11.9% 2.07 [0.53, 8.00] T
Wan et al. 2009 71 75 66 75 14.0% 2.42[0.71, 8.24] T
Yu 2014 29 30 24 30 3.2% 7.25[0.82, 64.46]
Total (95% CI) 385 363 100.0%  2.26 [1.43, 3.58] <o
Total events 354 303 ) ) . ,
Heterogeneity: x* = 8.33,df = 9 (P = 0.50); I* = 0% 0.01 0.1 1 10 100

Test for overall effect: Z = 3.48 (P = 0.0005)

Favours [control]

Favours [experimental]

FIGURE 10: Experimental group versus control group, effective rate.
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TABLE 3: Univariate metaregression analysis of covariates of interest.

95% confidence intervals (CI)

Covariates of interest Coefficient Standard error (SE) t P
Lower limit Upper limit
Six-minute walk distance
Publication year 2.812 4.479 0.63 0.553 -8.148 13.773
Region * * * * * *
Intervention forms 26.947 21.520 1.25 0.257 -25.710 79.603
Sample size -0.236 0.716 -0.33 0.753 -1.988 1.516
Treatment period -0.115 0.292 -0.39 0.707 -0.829 0.599
SGRQ
Publication year -1.634 2.107 -0.78 0.495 -8.340 5.072
Region 8.595 9.520 0.90 0.433 -21.702 38.891
Intervention forms 4.605 4.389 1.05 0.371 -9.363 18.573
Sample size —-0.382 0.225 -1.70 0.188 -1.097 0.334
Treatment period —-0.342 0.139 -2.47 0.090 -0.783 0.099
FEV,
Publication year -0.028 0.043 —-0.65 0.544 -0.139 0.083
Region * * * * * *
Intervention forms -0.086 0.088 -0.98 0.371 -0.313 0.140
Sample size 0.003 0.003 0.83 0.447 -0.005 0.011
Treatment period 0.002 0.005 0.48 0.654 -0.011 0.016
Effective rate
Publication year —-0.064 0.060 -1.07 0.315 -0.203 0.074
Region * * * * * *
Intervention forms -0.117 0.301 -0.39 0.707 —-0.812 0.577
Sample size —-0.002 0.008 -0.22 0.830 -0.021 0.017
Treatment period 0.015 0.010 1.54 0.163 -0.008 0.037

Note. 6MWD: six-minute walk test/distance, SGRQ: St. George’s Respiratory Questionnaire. “The region was the same.

3.6. Subgroup Analysis (AT Adjunctive to Other
Treatments versus Placebo or Sham Acupuncture
Adjunctive to Other Treatments)

3.6.1. 6MWD. Four studies [10, 17,18, 23] provided numerical
data for 6MWD and were included in the meta-analysis.
Analysis of the data indicated that there was heterogeneity
(X2 =917, P = 003 I* = 67%); hence, a random-effect
model was used. The pooled results showed that 6MWD
in the experimental group improved more compared to the
control group (MD: 63.05; 95% CI: 39.27 to 86.83; Z = 5.20,
P < 0.00001) (Figure 11).

3.6.2. SGRQ. Three studies [10, 17, 18] provided numerical
data for SGRQ total scores and were included in the meta-
analysis. Analysis of the data indicated that there was het-
erogeneity (y* = 22.16, P < 0.0001; I* = 91%); hence, a
random-effect model was used. The pooled results showed
that SGRQ total scores in the experimental group improved
more compared to the control group (MD: -10.66; 95% CI:
—-22.24t0 0.92; Z =1.80, P = 0.07) (Figure 12).

3.6.3. FEV,. Only one study [17] provided numerical data for
FEV; thus, the meta-analysis was not performed. Changes

from baseline in FEV, in experimental group and control
group were 0.07 + 0.3 and —0.04 £ 0.2, respectively. However,
the P values were not available.

3.7 Subgroup Analysis (AT Adjunctive to Other Treatments
versus Other Treatments Alone)

3.71. 6MWD. Four studies [9, 16, 21, 25] provided numerical
data for 6MWD and were included in the meta-analysis.
Analysis of the data indicated that there was heterogeneity
()(2 =32.35, P < 0.00001; I* = 91%); hence, a random-effect
model was used. The pooled results showed that 6MWD
in the experimental group improved more compared to the
control group (MD: 35.15; 95% CI: 2.37 to 67.92; Z = 2.10,
P =0.04) (Figure 13).

3.72. SGRQ. Only one study [8] provided numerical data
for SGRQ total scores; thus, the meta-analysis was not
performed. Compared to the control group (7.0 + 14.9), both
AT plus PR group and PR group demonstrated a significant
change for SGRQ total scores (=7.1+12.7, P = 0.01; -7.4+8.7,
P = 0.0006). However, there were no data available for
symptom domain scores, activity domain scores, and impact
domain scores of SGRQ.
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Experimental Control . Mean Difference Mean Difference

Study or Subgroup Weight

Mean SD Total Mean SD  Total 1V, Random, 95% CI 1V, Random, 95% CI
Feng et al. 2016 674 217 33 -138 548 32 29.7%  81.20 [60.82, 101.58] —a—
Geetal. 2017 58.05 51.52 22 19.03 48.18 19 23.3% 39.02 [8.48, 69.56] —a—
Suzuki et al. 2012 635 499 30 -194 487 32 27.0%  82.90 [58.33,107.47] —a—
Tong et al. 2014 4923 539 16 11.87 4835 14 20.0%  37.36[0.77,73.95] ——
Total (95% CI) 101 97 100.0%  63.05 [39.27, 86.83] <o
Heterogeneity: 7° = 387.99; y* = 9.17,df = 3 (P = 0.03); I* = 67% 200 100 0 100 200

Test for overall effect: Z = 5.20 (P < 0.00001) Favours [control] Favours [experimental]

FIGURE 1I: AT adjunctive to other treatments versus placebo or sham acupuncture adjunctive to other treatments, 6MWD.

Experimental Control Mean Difference Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI

Feng et al. 2016 -153 24.8 33 05 20 32 28.4% —15.80 [-26.74, —4.86] —

Suzuki et al. 2012 -16 9.7 30 03 79 32 36.0% —16.30 [-20.72,-11.88] —

Tong et al. 2014 -4.13 477 16 =329 828 14 35.6% —0.84 [-5.77,4.09] ——

Total (95% CI) 79 78  100.0% —10.66 [-22.24, 0.92] . . — . .
Heterogeneity: 72 = 91.76; y* = 22.16, df = 2 (P < 0.0001); I* = 91% 50 25 0 25 50

Test for overall effect: Z = 1.80 (P = 0.07)

Favours [experimental] Favours [control]

FIGURE 12: AT adjunctive to other treatments versus placebo or sham acupuncture adjunctive to other treatments, SGRQ total scores.

Experimental Control . Mean Difference Mean Difference

Study or Subgroup Weight
Mean SD  Total Mean SD Total IV, Random, 95% CI IV, Random, 95% CI

Dengetal. 2016 494 4226 22 20.1 4617 22 23.6% 2930 [3.15,55.45] —a—
Liu et al. 2015 53.1 3427 40 447 3081 40  264%  8.40 [-5.88,22.68] -
Tang 2017 119.13 4226 30 3407 46.17 29  24.6% 85.06 [62.45, 107.67] ——
Yang et al. 2009 431 4226 40 23 4617 40  254%  20.10[0.70,39.50] .
Total (95% CI) 132 131 100.0%  35.15[2.37,67.92] @
Heterogeneity: 72 = 1004.91; y* = 32.35, df = 3 (P < 0.00001); I* = 91% ~200 -100 0 100 200

Test for overall effect: Z = 2.10 (P = 0.04)

Favours [control]  Favours [experimental]

FIGURE 13: AT adjunctive to other treatments versus other treatments alone, 6MWD.

3.7.3. FEV,. Two studies [7, 19] provided numerical data for
FEV, and were included in the meta-analysis. Analysis of
the data indicated that heterogeneity was not statistically
significant (X2 =0.00, P =1.00; I? = 0%); hence, a fixed-effect
model was used. The pooled results showed that FEV, in the
experimental group improved more compared to the control
group (MD: 0.41; 95% CI: 0.28 to 0.54; Z = 6.01, P < 0.00001)
(Figure 14).

3.7.4. Effective Rate. Seven studies [7, 13-16, 19, 25] provided
categorical data for effective rate and were included in the
meta-analysis. Analysis of the data indicated that heterogene-
ity was not statistically significant (y* = 2.38, P = 0.88;
I? = 0%); hence, a fixed-effect model was used. The pooled
results showed that effective rate in the experimental group
was higher compared to the control group (OR: 2.84; 95% CI:
1.59 t0 5.06; Z = 3.53, P = 0.0004) (Figure 15).

3.8. Reporting Biases. We did not investigate publication
biases by funnel plot because each comparison included not
more than 10 studies.

4, Discussion

This systematic review provided a detailed summary of the
current evidences related to the efficacy and safety of AT for
functional effects and quality of life in COPD patients.
6MWD is an important measure of functional exercise
capacity of patients with COPD. The distance walked is
associated with clinical outcomes such as hospitalization and
mortality, and its changes are used to evaluate the efficacy of
therapeutic interventions such as pulmonary rehabilitation,
surgery, and pharmaceutical management [33, 34]. In this
review, 6 MWD in the experimental group improved more
compared to the control group, and the MD was 47.84
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Experimental Control . Mean Difference Mean Difference
Study or Subgroup Weight . .
Mean SD  Total Mean SD  Total IV, Fixed, 95% CI IV, Fixed, 95% CI
Chuand Cai2015 053 043 32 012 056 32 29.9% 0.41 [0.17, 0.65] ——
Wan et al. 2009 0.51 0.43 75 0.1 056 75 70.1% 0.41 [0.25, 0.57] ——
Total (95% CI) 107 107 100.0%  0.41[0.28, 0.54] S
Heterogeneity: x> = 0.00, df = 1 (P = 1.00); I* = 0% -1 -0.5 0 0.5 1

Test for overall effect: Z = 6.01 (P < 0.00001)
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FIGURE 14: AT adjunctive to other treatments versus other treatments alone, FEV.

Experimental Control . Odds Ratio Odds Ratio

Study or Subgroup Weight . .

Events  Total Events  Total M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Chu and Cai 2015 30 32 24 32 10.2% 5.00 [0.97, 25.77]
Jia 2004 21 22 17 22 5.3% 6.18 [0.66, 58.03]
Li2015 26 29 25 30 17.3% 1.73 {0.37, 8.03] —_——
Lietal. 2016 28 30 27 30 12.2% 1.56 [0.24, 10.05] —_— T
Liu et al. 2015 38 40 32 40 10.9% 4.75[0.94, 23.98] —
Tang 2017 26 30 22 29 20.3% 2.07 [0.53, 8.00] —_——
Wan et al. 2009 71 75 66 75 23.9% 2.42[0.71, 8.24] T
Total (95% CI) 258 258 100.0% 2.84 [1.59, 5.06] <o
Total events 240 213 ) ) ) )
Heterogeneity: Xz =238,df =6 (P =0.88); I* = 0% O.bl ()11 1 1I0 1(I)0

Test for overall effect: Z = 3.53 (P = 0.0004)

Favours [control] Favours [experimental]

FIGURE 15: AT adjunctive to other treatments versus other treatments alone, effective rate.

meters, which was greater than 25 meters, the minimal
clinically important difference (MCID) of 6 MWD for COPD
patients [34]. This result might indicate the potential of AT in
improving exercise capacity of COPD patients. Two subgroup
analyses supported this result as well, and the MD of 6MWD
change was 63.05 meters and 35.15 meters, respectively.

SGRQ, another primary outcome measure in this review,
is a well-established disease-specific instrument to measure
quality of life for asthma and COPD. In this review, there
was no statistically significant improvement in SGRQ total
scores between two groups. However, MD of symptom
domain scores, activity domain scores, and impact domain
scores of SGRQ was 24.86 units, 16.52 units, and 13.07 units,
respectively. Although there was no MCID available for each
domain, each MD was at least three times greater than 4
units, the MCID for SGRQ total scores in COPD patients
[35], and this might suggest the effect of AT on different
aspects of health status in COPD patients. Subgroup analysis
(AT adjunctive to other treatments versus placebo or sham
acupuncture adjunctive to other treatments) supported these
above results as well.

FEV, is widely used by physicians in the diagnosis, clas-
sification, treatment, monitoring, and establishing prognosis
for COPD patients. In this review, there was no statistically
significant improvement in FEV, between two groups. How-
ever, subgroup analysis (AT adjunctive to other treatments
versus other treatments alone) showed MD of FEV, change
was 410 mL, which was four times greater than 100 mL, the
MCID of FEV, for COPD patients [36]. And this result might

suggest the potential of AT in improving pulmonary function
in COPD patients.

mMRC is a major instrument to measure breathlessness.
In this review, since mMRC scores were only available in
one study, the meta-analysis was not performed. According
to this study, change from baseline in mMRC scores in AT
plus PR group and PR group was 0.3 units in both, and it was
reported that there was significant difference within AT plus
PR group. However, it was limited to support the effect of AT
in improving breathlessness in COPD patients.

Effective rate, an important outcome measure in clinical
studies of Chinese medicine, was also evaluated. In this
review, effective rate in the experimental group was higher
compared to the control group; to some extent, this might
suggest that AT was a more effective treatment compared
to other treatments. Importantly, subgroup analysis (AT
adjunctive to other treatments versus other treatments alone)
also supported this result with OR of 2.84.

Adverse effects were poorly reported in included studies.
One study reported some minor adverse effects, and 5 studies
reported no adverse effects. This might indicate the safety of
AT for COPD patients.

There were some limitations in this study. Firstly, method-
ological quality of the included studies was generally low.
For example, most of the included studies had high risk
of performance bias. Secondly, most analysis of the data
in the meta-analysis indicated that there was heterogeneity.
Thirdly, there were various intervention forms of AT, which
might make it difficult to evaluate the efficacy of AT alone.
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Finally, some resources with language other than English and
Chinese might not be included in this review.

5. Conclusions

AT may be effective and safe in improving functional effects
and quality of life in COPD patients. Besides, AT may also
improve pulmonary function of COPD patients. Evidences
are inadequate to support the potential of AT in improving
breathlessness of COPD patients. These evidences may be
useful to clinicians, patients, and health policy-makers with
regard to application of AT in COPD. However, further high-
quality RCTs are needed to confirm the efficacy and safety of
AT for COPD patients.
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