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Study Protocol Clinical Trial Medicine®
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Personalized electro-acup
uncture versus
auricular-acupuncture comparative effectiveness
(PEACE): A protocol of a randomized controlled
trial for chronic musculoskeletal pain in cancer
survivors
Kevin T. Liou, MDa , Ray Baser, MSb, Sally A.D. Romero, PhD, MPHc, Jamie Green, BSa, Q. Susan Li, MSa,
Irene Orlow, PhD, MSb, Katherine S. Panageas, DrPHb, Jun J. Mao, MD, MSCEa,

∗

F
In
C
n

T

D
re

T
a

c

∗

m

C
T
a

H
c

R

h

Abstract
Introduction: Chronic pain is a leading cause of disability and remains under-treated in nearly half of patients with cancer. The
opioid crisis has highlighted an urgent public health need for effective nonpharmacological pain management. Electroacupuncture
(EA) and Battlefield Acupuncture (BFA) represent nonpharmacological modalities used in clinical practice to manage pain; however,
their effectiveness has not been rigorously evaluated in oncology settings.

Methods:We describe the design of a 3-arm, parallel, single-center, multisite randomized controlled trial that investigates EA and
BFA versus usual-care wait-list control (WLC) for chronic musculoskeletal pain among 360 patients with diverse cancer types across
various stages. The primary aim is to compare effects of EA and BFA versus WLC on pain, physical function, and co-morbid
symptoms. The secondary aim is to examine the interaction between patient outcome expectancy and acupuncture modality (EA vs
BFA) on pain reduction. The tertiary aim is to evaluate the association between genetic polymorphisms and responses to
acupuncture. Patients will be randomized in a 2:2:1 ratio to EA:BFA:WLC. Acupuncture groups will receive weekly treatments over 10
weeks. WLC will receive usual care over the same evaluation period as the acupuncture groups. The primary endpoint will be the
change in average pain intensity score from baseline to week 12. We will collect validated patient-reported outcomes and blood/
saliva samples at multiple timepoints over 24 weeks.

Discussion: Our findings will advance nonpharmacological pain management in oncology and inform personalized treatment
approaches that integrate individuals’ expectations and genetic biomarkers to deliver “precision” acupuncture to cancer patients with
chronic pain.

Trial Registration: ClinicalTrials.gov Identifier: NCT02979574

Abbreviations: AES = Acupuncture Expectancy Scale, ATACS = Acupuncture Training Across Clinical Settings, BFA =
Battlefield Acupuncture, BFI = Brief Fatigue Inventory, BPI = Brief Pain Inventory, COMT = catechol-O-methyltransferase,
CONSORT = Consolidated Standards of Reporting Trials, EA = electroacupuncture, HADS = Hospital Anxiety and Depression
Scale, HWE = Hardy-Weinberg Equilibrium, ITT = intention-to-treat, LMMs = linear mixed models, MSK =Memorial Sloan Kettering
Cancer Center, PCL-C = PTSD Check List – Civilian, PCS = Pain Catastrophizing Scale, PGIC = Patients’ Global Impression of
Change, PROMIS-Global Health = Patient-Reported Outcomes Measurement Information System–Global Health, PSQI =
Pittsburgh Sleep Quality Index, quick-DASH = Quick-Disability Arm/Shoulder/Hand, PTSD = Post-Traumatic Stress Disorder,
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1. Introduction

Chronic pain affects approximately 100million Americans and is
the leading cause of disability in the United States.[1] Compared to
the general population, patients with cancer experience signifi-
cantly greater pain burden,[2] yet approximately 1 in 2 remain
under-treated for pain,[3,4] contributing to poor quality of life,
impaired physical functioning, and worse cancer-related out-
comes and overall survival.[5] The national opioid crisis has
created new challenges to pain management in the cancer
population[6] and highlighted the urgent public health need for
effective nonpharmacological therapies.[7]

Derived from Traditional Chinese Medicine, acupuncture is a
therapeutic modality that involves insertion of thin, sterile, single-
use, metallic needles into the body surface.[8] It is considered safe
with few side effects.[9,10] Acupuncture has been shown to
modulate ascending and descending pain pathways in animal
models,[11–13] and human functional neuroimaging studies have
elucidated the effects of acupuncture on key brain areas involved
in pain processing.[14] A recent meta-analysis demonstrated a
moderate level of evidence of acupuncture for cancer-related
pain; however, there was substantial heterogeneity among the
studies and the types of acupuncture techniques that were
evaluated.[15]

Electroacupuncture (EA) represents a specific acupuncture
modality that involves electrical stimulation of needles, and its
growing use in pain management is supported by scientific
research demonstrating differential modulation of endogenous
opioids by electrical stimulation of varying frequencies.[16]

Several trials have evaluated EA for chronic nonmalignant
pain,[17,18] but evidence for this particular modality remains
limited in cancer populations.[19] Battlefield Acupuncture (BFA),
an auricular form of acupuncture developed by Colonel (Ret)
Richard C. Niemtzow, MD,[20] has received growing interest
based on preliminary reports of its effectiveness for pain.[21–23]

Due to its standardized protocol and relative ease of administra-
tion, BFA is undergoing nationwide implementation within the
Veterans Healthcare Administration (VA)[24]; however, paucity
Figure 1. Stud
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of rigorous effectiveness data remains a major barrier to
successful implementation.[25]

We describe a randomized controlled trial that addresses these
gaps in the evidence base of EA and BFA and seeks to evaluate
their effectiveness compared to usual care for chronic pain in
oncology settings. In light of the growing emphasis on
personalized pain management,[26] our trial will also seek to
understand patient-level characteristics, both psychological (ie,
expectancy) and biological (ie, genetic biomarkers), that can be
leveraged to predict individual response to acupuncture. Our
primary aim is to compare the effects of EA and BFA versus usual-
care waitlist control (WLC) on patient-reported pain, physical
function, and co-morbid symptoms in cancer patients with
chronic musculoskeletal pain (Aim 1). Our secondary aim is to
examine the interaction between patient outcome expectancy and
acupuncture modality (EA vs BFA) on pain reduction (Aim 2).
Our tertiary aim is to evaluate the association between genetic
polymorphisms and responses to acupuncture (Aim 3). The
findings will inform the evidence-based, personalized delivery of
acupuncture to improve pain management for patients with
cancer in the era of the opioid epidemic.
2. Methods

2.1. Study design

This study is a 3-arm, parallel, single-center, multisite random-
ized controlled trial (RCT) to evaluate the comparative effects of
EA and BFA versus WLC on pain and co-morbid symptoms in a
heterogenous sample of 360 patients with cancer who are
experiencing chronic musculoskeletal pain (Fig. 1). Eligible
patients will be randomized in a 2:2:1 ratio to EA, BFA, andWLC
groups. The interventions (EA and BFA) will be delivered once a
week over 10 weeks for a total of 10 treatments. TheWLC group
will receive standard pain management (eg, analgesics, physical
therapy, injections) over the same evaluation period as the
acupuncture groups. The primary endpoint will be the change in
average pain intensity score (as assessed by the Brief Pain
y Schema.



Table 1

Data collection schedule.

Active intervention Follow Up

Weeks 0 4 10 12 16 24

Primary pain outcome
Brief Pain Inventory X X X X X X

Secondary pain and physical function outcomes
Pain Catastrophizing Scale X X X X X X
Patient Global Impression of Change X X X X X
Health Economics of Chronic Pain X X
Western Ontario and McMaster Universities Osteoarthritis X X X X X X
Quick-Disability Arm/Shoulder/Hand X X X X X X

Comorbid symptom and quality of life outcomes
Brief Fatigue Inventory X X X X X X
Hospital Anxiety and Depression Scale X X X X X X
PTSD Checklist–Civilian X X X X X X
Pittsburgh Sleep Quality Index X X X X X X
PROMIS-Global Health X X X X X X

Predictive variables
Acupuncture Expectancy Scale X X X
Blood draw/saliva sample

∗
X X X

Covariates
Sociodemographics and clinical history X
Pain medication diary X X X X X X

PROMIS = Patient-Reported Outcomes Measurement Information System, PTSD = post-traumatic stress disorder.
∗
Baseline blood draw will be collected before starting treatment for patients in acupuncture groups. Saliva is collected at baseline only.
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Inventory) from baseline to Week 12. We will also collect
validated patient-reportedmeasures of pain interference, physical
function, co-morbid symptoms (fatigue, psychological distress,
post-traumatic stress disorder, and sleep disturbances), outcome
expectancy, quality of life, and healthcare expenditures, as well as
serum blood or salivary samples for genotyping, at multiple
timepoints over 24 weeks (Table 1).
To enhance the rigor and transparency of our study, we will

adhere to the guidelines from Consolidated Standards of
Reporting Trials (CONSORT)[27] and Standards for Reporting
Interventions in Clinical Trials of Acupuncture (STRICTA).[28]

The trial is funded by the U.S. Department of Defense
(W81XWH-15-1-0245) and is registered at ClinicalTrials.gov
(Identifier: NCT02979574). All study procedures are approved
by the institutional review board at Memorial Sloan Kettering
Cancer Center (MSK).
2.2. Participants

Study participants will be recruited from MSK, a National
Cancer Institute-designated comprehensive cancer center with a
main campus located in Manhattan and multiple other regional
sites throughout New York (Westchester County, Long Island)
and New Jersey (Bergen County, Monmouth, Basking Ridge).
Recruitment will take place at a total of 6 MSK sites across
diverse regions in New York and New Jersey. We will primarily
use a population-based recruitment strategy by mailing letters to
potentially eligible participants identified through MSK’s patient
registry. We will also engage oncology stakeholders to publicize
the study and facilitate referrals. The target accrual goal is 360
participants. Enrollment began in March 2017 and study
participant assessments are scheduled to be completed in May
2020.
3

2.3. Inclusion and exclusion criteria

English-speaking adult patients with a primary diagnosis of any
cancer type will be eligible for the study. Patients with history of
metastatic cancer are eligible if they have no current evidence of
disease. Active treatment with surgery, chemotherapy, and/or
radiotherapy must have been completed at least 1 month before
study initiation; however, patients may continue to receive
hormonal treatment ormaintenance targeted therapies during the
study.
To be eligible, patients must also report chronic musculoskel-

etal pain as the primary source of pain, defined as regional (eg,
joints, extremities, back) or generalized (eg, fibromyalgia, diffuse
body pain). This pain must be present for at least 3 months and
for at least 15 days in the preceding 30 days. Their worst pain
intensity in the preceding week must be rated as ≥4 on a 0 to 10
numerical rating scale. Nonmusculoskeletal pain syndromes (eg,
headache, chest pain, visceral abdominal pain) may be present as
co-morbid conditions if the patient reports musculoskeletal pain
as the primary source of pain.
Patients will be excluded if they have inflammatory arthritis

requiring disease-modifying drugs; phantom limb pain; a pending
pain-related Veteran Administration, social security, or worker’s
compensation disability claim by self-report; or an implanted
electronically charged medical device.

2.4. Procedure

All potential participants will undergo an initial screening with a
research coordinator in person or over the phone. During this
initial screening, the research coordinator will communicate
study goals and procedures and screen participants for eligibility.
A study clinician will then review screened patients to confirm
that all inclusion/exclusion criteria are met. Once eligibility is

http://www.md-journal.com
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confirmed, participants will complete informed consent and
undergo randomization.
Participants will complete assessments at weeks 0, 4, 10, 12,

16, and 24. These assessments will be completed electronically
online using REDCap electronic data capture tools.[29] To
encourage adherence to the study procedures, all participants will
be compensated with a $30 gift card at weeks 0, 4, 10, 12, 16, and
24 for a total of $180. Additionally, participants will receive
reminders to complete study assessments.
2.5. Randomization

We will randomize 360 participants using MSK’s Clinical
Research Database, a secure system that provides full allocation
concealment and ensures that treatment group assignments
cannot be guessed before or modified after a patient is enrolled in
the trial. Group assignment (2:2:1 for EA:BFA:WLC) will be
performed using permuted block randomization, stratified by
accrual site (main campus vs regional sites) and baseline opioid
use (yes vs no). The study statisticians will be blinded to treatment
assignments.
2.6. Primary outcome

The Brief Pain Inventory (BPI) is one of the most widely used
instruments to quantify pain intensity and interference. It is a
reliable, valid measure with Cronbach a ranging from 0.77 to
0.91 and has been shown to be responsive to interventions.[30]

The BPI includes 4 questions related to the pain intensity with
response choices ranging from 0 (“no pain”) to 10 (“pain as bad
as you can imagine”). The change in average pain intensity score
from baseline to week 12 will be the primary endpoint for this
study. Patients who report a ≥30% reduction in their pain
intensity will be classified as treatment responders who
demonstrated a clinically meaningful improvement.[31] In addi-
tion to the pain intensity items, the BPI also contains 7 pain
interference questions with response choices ranging from 0
(“does not interfere”) to 10 (“completely interferes”); the average
of these interference scores will be a secondary outcome.
2.7. Secondary pain and physical function outcomes

The Pain Catastrophizing Scale (PCS) is a validated, reliable 13-
item scale (Cronbach a=0.93) that assesses the negative
cognitive-emotional responses to pain.[32] The 13 items describe
different thoughts and feelings that may be associated with pain
symptoms. The PCS yields a total score and 3 subscales scores (ie,
rumination, magnification, and helplessness).
The Patients’ Global Impression of Change is a 1-item survey

that will be used to define a clinically important change from the
patient’s perspective.[33] Patients will be asked, “Howwould you
describe your pain since the first clinical visit?”with the following
response choices: very much worse, much worse, a little worse,
the same, a little improved, much improved, or very much
improved. Patients reporting “much improved” and “very much
improved” will be classified as treatment responders.
The health economics of chronic pain will be measured by

assessing the monetary value of patients’ resource consumption
during the 12-week period after randomization. Information on
resource use will be collected by medical care cost questions[34,35]

and by calculating health insurance direct costs (eg, physician
4

office visits, hospital stays, prescription drugs, acupuncture
sessions) and indirect costs (eg, patients’ work incapacity). To
evaluate the cost-effectiveness of acupuncture, we will collect
quality-of-life data using the Patient-Reported Outcomes Mea-
surement Information System-Global Health (PROMIS-Global
Health) and convert these into Euro-QoL (EQ-5D) index
scores.[36] For the purposes of this study, the cost of each
acupuncture session will be valued at $100 for a total of $1000
over 10 treatments.
The Western Ontario and McMaster Universities Osteoarthri-

tis (WOMAC)–Physical Function subscale will be used to assess
functional limitations of the lower extremity. This WOMAC
subscale has been shown to be reliable (Cronbach a ranging from
0.92 to 0.97) and responsive to therapeutic interventions.[37] The
physical function subscale consists of 17 questions with excellent
face, content, and construct validity. For each question, patients
choose the degree of functional difficulty ranging from 0
(“none”) to 4 (“extreme”). These scores are summed to yield
of total score 0 to 96 with higher scores indicating greater degrees
of functional difficulties.
The Quick-Disability Arm/Shoulder/Hand (quick-DASH) is an

11-item instrument that measures disability related to arm,
shoulder, and hand symptoms.[38] Scores range from 0 (no
disability) to 100 (most severe disability). We validated this
instrument in patients with musculoskeletal pain and demon-
strated excellent internal consistency (Cronbach a=0.93), test–
retest reliability, and construct validity.[39]
2.8. Secondary co-morbid symptom outcomes

Our previous study suggests that EA improves pain-associated
co-morbidities, such as fatigue and psychological distress[40];
thus, we will use validated patient-reported outcomes to measure
the effects of acupuncture on fatigue,[41] anxiety/depression,[42]

post-traumatic stress disorder (PTSD),[43] and sleep distur-
bance.[44]

The Brief Fatigue Inventory is a validated 9-item instrument
that provides a reliable measure of fatigue in cancer populations
with Cronbach a of 0.96.[41] Three items ask patients to rate the
severity of their worst, usual, or current fatigue during normal
waking hours. Six items assess the amount that fatigue has
interfered with the daily activities of the patient during the past
24hours. A composite fatigue severity score can be found by
averaging the score obtained on each test item.
The Hospital Anxiety and Depression Scale (HADS) will be

used to determine the effects of acupuncture on anxiety and
depression. This 14-item, self-administered rating scale has 2
subscales (anxiety and depression), each containing 7 items.
Scores of ≥11 on either subscale indicate clinically abnormal
psychological morbidity; scores of 8 to 10 indicate borderline
cases; and scores of 0 to 7 are considered normal.[42] The
reliability, validity, and factor structure of the HADS has been
established in cancer patients with Cronbach a of 0.83 (anxiety
subscale) and 0.79 (depression subscale).[45]

The PTSD Check List–Civilian (PCL-C) is a validated 17-item
instrument that corresponds to the Diagnostic and Statistical
Manual of Mental Disorders-IV (DSM-IV) criteria for PTSD. It
has demonstrated adequate psychometric properties, including
internal consistency (Cronbach a=0.94), test–retest reliability,
convergent validity, and discriminant validity.[46] The total score
ranges from 17 to 85 with higher scores indicating greater degree
of reported stress.
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The Pittsburgh Sleep Quality Index (PSQI) is a 19-item
instrument that produces a global sleep quality score as well as
specific sleep component scores: quality, latency, duration,
disturbance, habitual sleep efficiency, use of sleeping medica-
tions, and daytime dysfunction. Questions are scored on a 0 to 3
scale over a period of 1 month. The sum of the 7 components
yield 1 global score that will be used as a patient-reported
outcome for sleep disturbance. Global scores range from 0 to 21
and reflect the number and severity of sleep problems; scores of
≥5 indicate poor sleep quality and high sleep disturbance.[44] The
psychometric properties of the PSQI have been established in a
variety of populations with Cronbach a ranging from 0.70 to
0.83.[47]

The PROMIS-Global Health is a 10-item instrument that has
demonstrated reliability and validity as a measure of health-
related quality of life.[36,48] It contains 2 domains, mental
health (Cronbach a 0.86) and physical health (Cronbach a
0.81).[48]
2.9. Assessment of outcome expectancy as a predictive
variable for acupuncture response

Patient expectancy has been shown to be an important predictor
of acupuncture outcomes.[49] The Acupuncture Expectancy Scale
(AES) is a 4-item instrument developed by the principal
investigator (JJM) to measure outcome expectancy in the context
of acupuncture treatment. It has demonstrated reliability and
validity in oncology populations with a Cronbach a of 0.95 and
is sensitive to change over time in response to acupuncture
treatment.[50] It has also been shown to correlate with patient self-
efficacy and treatment satisfaction.[51] The score ranges from 4 to
20, with higher scores indicating greater patient expectation of
improvement.
2.10. Assessment of genetic polymorphisms as predictive
variables for acupuncture response

Genetic biomarkers represent an emerging focus of research on
pain and responses to treatment.[52,53] In our recent work, we
have examined the genetic polymorphisms, Catechol-O-methyl-
transferase (COMT) and T-cell leukemia 1A (TCL1A).[54]-

COMT is an enzyme that regulates dopamine catabolism and
other processes associated with the placebo effect, such as
reward, pain, memory, and learning.[55] In animal models and
clinical studies, acupuncture has been shown to regulate
dopamine[56,57] and key brain regions involved in pain, memory,
and learning,[58,59] thus providing biological plausibility for the
role of COMT in responses to acupuncture. Similarly, TCL1A
has been shown to be associated with musculoskeletal pain,[60,61]

suggesting that it may modulate pain-related processes. Building
on this preliminary evidence, we seek to determine whether
genetic variants in COMT and TCL1A predict responses to
acupuncture in patients experiencing chronic musculoskeletal
pain.
We will collect whole blood samples (4mL) in an EDTA tube

and store them at �80°C in preparation for processing. If a
patient does not wish to provide a blood sample, we will offer a
saliva collection kit as an alternative, and patients will be asked to
collect 2mL of saliva in Oragene•DISCOVER (OGR-500)
collection kits (DNA Genotek Inc.) following the manufacturer’s
instructions. Saliva specimens will be kept at room temperature
until extraction in batches.
5

Blood and/or saliva specimens will be delivered to MSK’s
Molecular Epidemiology Laboratory for DNA extraction using
the Qiagen QIAamp DNA Blood Kit or the PrepIT-L2P purifier
according to the manufacturers’ instructions. Extracted DNA
will be quantified and qualified with a Nanodrop ND-8000 to
estimate the total DNA and with a Qubit 4.0 (Invitrogen) to
estimate the amounts of double stranded DNA. We will conduct
genotyping using custom designs and PCR-based genotyping
assays (Agena Bioscience, Inc), as we have done in our previous
research.[62–64]
2.11. Covariates

To better characterize our population, we will collect data on
sociodemographics (eg, age, education, race/ethnicity), clinical
history (eg, tumor stage, cancer treatments, time since diagnoses),
and pain medication usage. We will obtain pain medication
prescription information by having patients bring in their
medication bottles. Additionally, patients will be asked to
complete 1 week of daily pain medication diaries at weeks 0,
4, 10, 12, 16, and 24 to calculate weekly average pain medication
usage throughout the study time period.
2.12. Interventions

The study interventions (EA and BFA) will be delivered by
licensed acupuncturists with >5 years of experience in oncology
settings. All study acupuncturists will receive a training manual
detailing the EA and BFA treatment protocols. The principal
investigator (a physician-acupuncturist with extensive oncology
experience) will then provide in-person training for each
acupuncturist. Before delivering any treatments, all study
acupuncturists will be required to be certified by the principal
investigator. Acupuncture sessions will be audited bi-weekly to
ensure fidelity to study protocols. For quality assurance,
acupuncturists will be re-certified twice a year. New acupunctu-
rists who join the study will need to complete the identical
training and certification process. These methods to ensure the
fidelity of intervention delivery have been successful in our
previous acupuncture trial.[65]

For the EA intervention, we will use a standardized, semi-fixed
protocol developed and tested by our group.[65] The acupunc-
turist will choose at least 4 local points near the body area with
the most severe pain. Additionally, the acupuncturist will choose
at least 4 distal points to address the patient’s co-morbid
symptoms. After sterilizing the skin, the acupuncturist will insert
needles (total number between 10 and 20) at appropriate angles
and depths, depending on the location on the body and body type
of the patient.[66] The acupuncturist will manually manipulate the
needles to achieve the “De Qi” sensation. “De Qi” is a local
sensation of soreness, numbness, or distension that accompanies
the insertion and manipulation of acupuncture needles.[67] The
needles at the 4 local points will be electrically stimulated at 2Hz
with a TENS unit. The acupuncturist will leave the needles in
place for 30 minutes. After removing the needles, the
acupuncturist will apply a sterile cotton-tipped applicator to
any areas of bleeding.
For the BFA intervention, the acupuncturist will follow a

strictly standardized protocol developed byNiemtzow.[20] Unlike
EA, the BFA protocol is not customized to specific pain locations
or comorbid conditions. The acupuncturist will clean both ears
with alcohol swabs and then place an ASP needle in the Cingulate
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Gyrus point on 1 ear. Afterwards, the acupuncturist will instruct
the patient to walk for a minute, assisting as needed and assessing
for any signs of dizziness or lightheadedness indicative of a
vasovagal response. After the brief walk, the acupuncturist will
evaluate the patient’s pain severity. If the reported pain is >1 of
10 and the patient is willing to continue, the acupuncturist will
then place another ASP needle in the Cingulate Gyrus point of the
other ear. This process is repeated for each of the other ear points:
Thalamus, Omega-2, Point Zero, then Shen Men. The acupunc-
turist will stop placing ASP needles if one of the following
conditions is met: pain decreased to 1 or 0 of 10; patient declines
further needling due to discomfort; or significant vasovagal
response is observed. The total duration of BFA delivery is about
10 to 20 minutes, depending how many ASP needles (up to 10
total) are administered. The needles remain in place for 3 to 4
days. Patients are instructed how to remove the needles safely.
2.13. Wait-list control group

Patients in the wait-list control (WLC) group will be followed for
a 12-week waiting period; during this waiting period, WLC
participants will be contacted by the research coordinator at the
same frequency as the acupuncture groups and complete
assessments at the same timepoints as the acupuncture groups.
WLC patients will continue to receive their standard pain
management and medical care as prescribed by their healthcare
providers, including analgesic medications. Given the ethical
implications of withholding a potentially beneficial treatment, we
will offer allWLC patients the option of receiving 10 acupuncture
treatments after week 12 (the time of the primary endpoint
assessment). The WLC patients will be able to choose whether to
receive EA or BFA. The WLC will provide a usual care
comparison group so that we can understand the overall
magnitude of the acupuncture intervention effects. The WLC
will also increase the rigor of our study by controlling for
regression to the mean, Hawthorne effect, and the natural history
of pain processes in the usual care setting.
2.14. Analytic approach

Wewill perform analysis according to the intention-to-treat (ITT)
principle (ie, subjects will be analyzed according to the treatment
group to which they were randomly allocated). The change in BPI
pain intensity from baseline to Week 12 is the primary endpoint
for this study. Tomaintain the overall type 1 error level at 5% for
testing the primary endpoint between study arms, we will use a
“gatekeeping” approach to manage the multiple statistical
comparisons.[68] We will first separately compare BFA to
WLC and EA to WLC using the methods described below. If
both acupuncture groups are significantly superior to WLC at
significance threshold P< .025 (to maintain overall type 1 error
at 5% for the 2 tests), we will compare BFA to EA using a
noninferiority approach, calculating a 1-sided, 95% confidence
interval.
For Aim 1, to compare the effects of acupuncture on patient-

reported pain (primary outcome), physical functions, and
comorbid symptoms (fatigue, sleep disturbance, anxiety, depres-
sion, and PTSD) at week 12, we will use linear mixed models
(LMMs)[69] to test differences between treatment arms in score
changes from baseline to week 12, with randomization strata as
covariates. Specifically, in addition to the randomization strata,
the models will adjust for baseline score[70] and will contain
6

assessment time, treatment arm, and the time-by-treatment arm
interaction. The interaction term will be used to test whether the
treatment arms significantly differ in their changes from baseline.
To determine the durability of treatment effects, we will report
the change between week 12 and week 24 using ordinary least
squares regression in the BFA and EA group separately. For
secondary outcomes, we will use similar analytical strategies for
physical functions, co-morbid symptoms (fatigue, sleep distur-
bance, anxiety/depression, PTSD), and quality of life. Addition-
ally, we will use the weekly pain medication diaries to calculate
average pain medication usage across the study time for each
study participant to determine if acupuncture decreased the use of
pain medication.
For Aim 2, to determine the interaction between outcome

expectancy and type of needling delivery/stimulation (EA vs BFA)
on pain reduction, we will define response to acupuncture
therapy as a continuous outcome measured as percent change of
the BPI pain intensity score from baseline to week 12. Similar to
our approach in our previous study,[71] we will then build a
multiple linear regression model with percent reduction in BPI
intensity as the dependent variable, and baseline expectancy and
treatment group (EA or SA) as independent variables, including
the expectancy and treatment group interaction term. The
regression coefficient for the interaction term represents the
between-group difference of percent reduction in BPI for one unit
change in the expectancy score.
For Aim 3, we hypothesize that those participants with either

AA in COMT (rs4680) or GG/AG in TCL1A (rs2369049) will be
more likely than those without the genetic combination to
respond to acupuncture treatments (EA or BFA). To ensure our
findings can result in actionable information to guide clinical
care, we will calculate percent pain intensity reduction between
Week 12 and Baseline for each patient, and we will define a
binary variable for clinical response to acupuncture as 30% pain
reduction between week 12 and baseline. This binary response
variable is consistent with that established by Farrar et al. to be a
clinically important change in pain trials.[31] We will perform
rigorous quality control for the genotype data and will exclude
genotypes that are missing for >15% subjects and subjects with
>15%missing SNPs from subsequent analyses. We will tabulate
genotype frequencies and perform tests of Hardy-Weinberg
Equilibrium (HWE) separately for each race/ethnicity subgroup.
To test our primary hypothesis that polymorphisms in COMT
and TCL1A are associated with acupuncture response, we will
develop multivariable linear regression models with the genotype
for each SNP and treatment indictor (EA vs BFA) included as
independent variables. A significant association will be claimed if
the P value for the genotype variable is <0.025 (since we are
testing 2 SNPs). In addition to assessing associations with binary
pain response, we will also explore associations with changes in
the raw scores and percent change.Wewill code each genotype as
the count of minor alleles in all association testing.
2.15. Power analysis and sample size

For our Aim 1 sample size/power considerations for comparisons
between EA versusWLC and BFA versusWLC, we calculated the
smallest standardized effect size (ie, Cohen d) that we will be able
to detect with 80% power, given our gatekeeping multiple testing
strategy and sample sizes of 144 in each of the acupuncture arms
and 72 in WLC. To estimate this smallest detectable effect size,
we applied sample size calculations designed for LMMs in the
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context of RCTs with participant attrition.[72] Using the “power.
mmrm” function from the R package “longpower,” we applied
the formulas in Lu et al[72] to derive the smallest detectable effect
size for the coefficient of the time-by-arm interaction term in our
LMM (see Section 2.14), which we transformed to represent the
standardized mean difference (ie, Cohen d) between 2 arms in
changes in pain intensity from baseline to week 12. Assuming a
20% attrition rate across all arms by week 12, significance
threshold of P<0.025, a correlation between baseline and post-
treatment assessments of 0.5, and power of 80%, we will be able
to detect an effect size of ≥0.48 between either EA versusWLC or
BFA versus WLC. This is a moderate effect size which is smaller
than that found in our previous pilot trial[65] (effect size of 0.76)
and that detected by the meta-analysis conducted by Vickers et al
(0.5 between acupuncture and standard care).[17] Thus, our trial
is adequately powered to detect such a difference.
As part of our gatekeeping multiple testing procedure, we split

our overall type I error rate of 5% evenly between the test of EA
versus WLC and the test of BFA versus WLC. If neither, or only
one of, EA or BFA is better than WLC at the P< .025 threshold,
then there is no need for us to evaluate whether BFA is
noninferior to EA. On the contrary, if both EA and BFA have
significant improvements in pain intensity compared to WLC at
the P< .025 threshold, then we will proceed to evaluate whether
BFA is noninferior to EA. In this gatekeeping scenario, the alphas
from both of the comparisons with WLC will propogate to our
noninferiority comparison and our overall type I error rate for
testing our primary endpoint will be preserved at 5%. Given our
sample size, we will have 80% power to find BFA non-inferior to
EAwith respect to change in BPI pain intensity within a margin of
.33 change-score standard deviations (SDs), assuming a 1-sided
significance threshold of P< .05.We expect this SD to be between
2 and 3, so this margin translates to between 0.67- and 1-point
difference in BPI pain intensity reduction. If we are able to
demonstrate this, the interpretation would be that BFA is as good
as EA with the caveat that we cannot exclude the possibility that
EA is slightly better but not to the degree of clinical importance.
Aim 2 hypothesizes that there is a significant interaction

between treatment and baseline AES on percent pain intensity
reduction. Our preliminary data demonstrate that the regression
coefficient for the interaction term between treatment and AES is
8.31 (standard error=4.21) using percent change in BPI-severity
as the dependent variable in a linear regression model including
treatment, baseline AES, and their interaction.[71] Using a
conservative estimate of correlation (0.2) between the interaction
term and the dependent variable, we need a total of 191 subjects
to detect this observed interaction effect with 80% power. Thus,
our proposed sample size (288 subjects in both EA and BFA
groups) is sufficient to detect this observed interaction effect.
For Aim 3, we performed a power calculation to compare

response to acupuncture in carriers of AA in rs4680 or GG/AG in
rs2369049 versus noncarriers in the EA group. In the preliminary
study, 47.2% of 38 patients were carriers; the response rates were
45% in noncarriers and ∼78% in carriers.[54] Therefore,
assuming 45% carrier rate, there will be 52 carriers (∼45% of
116 patients) and 64 noncarriers. Assuming a 45% response rate
in noncarriers, as shown in the preliminary study, we will have at
least 90% power at 5% significance level to detect at least 30%
difference in response rates between 52 carriers and 64
noncarriers. Similar power calculation applies to comparison
of response to acupuncture in carriers and noncarriers in the BFA
group.
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3. Discussion
Despite advances in medical therapy, chronic pain remains
inadequately treated and costs the United States >$600 billion
each year in health care expenditures and lost productivity.[1] The
opioid crisis has highlighted the devastating public health
consequences of chronic pain[73] and sparked growing interest
from governmental and medical organizations to integrate
nonpharmacologic options into pain management.[7] Our study
will provide timely findings in the era of the opioid epidemic to
guide the evidence-based delivery of acupuncture to cancer
survivors with pain.
Substantial research has established the effectiveness and safety

of acupuncture for pain management in general popula-
tions[9,10,17,18]; however, further research is required to deter-
mine its clinical utility for pain conditions in oncology settings.[15]

Expected to exceed 20 million by 2026,[74] American cancer
survivors represent a rapidly growing, diverse population with
high symptom burden that negatively impacts their recovery and
quality of life.[2] Our study will help to understand whether two
acupuncture techniques, EA or BFA, are effective nonpharmaco-
logic treatment options for pain and common comorbid
conditions in this growing population.
Although acupuncture is available at approximately 75% of

academic cancer centers in the United States[75] and has
demonstrated relatively high levels of acceptability in cancer
patients compared to the general population,[76] only an
estimated 1.7% to 31% of the oncology population has tried
acupuncture,[77] highlighting that important barriers to acupunc-
ture remain. Contrary to EA, the BFA protocol can be learned
and delivered by nonacupuncturist clinicians and is notable for its
relative ease of administration and scalability. In 2013, the
Department of Defense/Veterans Administration Joint Incentive
Fund established the Acupuncture Training Across Clinical
Settings (ATACS) initiative to develop, pilot, evaluate, and
implement a national education program for VA health care
providers. By 2016, ATACS had successfully trained >2,700
providers to deliver BFA; of these, approximately 110 were
certified to train additional providers in BFA.[24] Despite these
successes, the real-world implementation of BFA has been
hindered by the lack of high-quality data on the long-term
effectiveness and side effects of BFA.[25] Our study will address
this evidence gap and provide clarity on the appropriate role of
BFA in pain management. If BFA is found to be safe and effective,
the implementation efforts by the VA will provide a template to
overcome access barriers and increase acupuncture availability
across healthcare systems.
The results of our study will need to be considered in the

context of several limitations. First, although the study includes
diverse cancer types across various stages and is conducted at
multiple sites throughout New York and New Jersey, this is a
single-center trial at a tertiary cancer center; thus, the results may
not be generalizable to other populations. Second, this study does
not include a sham acupuncture control group, thus precluding
evaluation of the specific efficacy of these interventions; however,
previous research has demonstrated that acupuncture produces
significantly greater pain reduction than sham controls.[17,18]

Third, due to ethical concerns about withholding potentially
beneficial treatments from patients with moderate-severe pain,
this study allows patients in the WLC to receive acupuncture
treatments after the primary endpoint; although this may limit
comparison of long-term effects between the acupuncture versus
WLC groups, a meta-analysis of 17,922 patients with chronic
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nonmalignant pain previously showed approximately 90%of the
pain-relieving effects of acupuncture were sustained at 12months
relative to controls.[78] Finally, our study design does not allow
for crossover between the two acupuncture groups; thus, we will
not be able to evaluate whether nonresponders to one
acupuncture modality may demonstrate greater improvements
with the other modality.
Despite these limitations, this study represents the largest RCT

to date to evaluate the comparative effectiveness of two
acupuncture techniques (EA and BFA) versus usual care for
chronic pain in a diverse cancer population, presenting a unique
opportunity to advance nonpharmacological pain management
in the era of the opioid epidemic. Our investigation of clinical
predictors of acupuncture response (ie, patient expectations,
genetic biomarkers) will also help to inform more personalized
approaches to treatment. Other strengths of our study include
large sample size, rigorous design, 6-month follow-up, and
inclusion of diverse cancer types across multiple stages of disease.
This research has the potential to shift pain management from a
one-size-fits-all paradigm towards a personalized model that
integrates individuals’ expectations and genetic biomarkers to
deliver “precision” acupuncture with maximal benefit to cancer
survivors suffering from chronic pain.
Acknowledgments

The authors thank the patients, oncologists, nurses, and clinical
staff at all study sites for their contributions to this study.
Author contributions

Kevin T. Liou: Investigation, writing – original draft, writing –

reviewand editing.RayBaser: Formal analysis,writing – reviewand
editing. Sally A.D. Romero: Project administration,writing – review
and editing. Jamie Green: Project administration, data curation,
writing – review and editing. Q. Susan Li: Project administration,
data curation, writing – review and editing. IreneOrlow:Resources,
methodology, writing – review and editing. Katherine S. Panageas:
Methodology, formal analysis, writing – review and editing. Jun
Mao: Conceptualization, funding acquisition, investigation, super-
vision, writing – review and editing.

References

[1] Steglitz J, Buscemi J, FergusonM. The future of pain research, education,
and treatment: a summary of the IOM report “Relieving pain in America:
a blueprint for transforming prevention, care, education, and research”.
Behav Med Pract Policy Res 2012;2:6–8.

[2] Mao JJ, Armstrong K, Bowman MA, et al. Symptom burden among
cancer survivors: impact of age and comorbidity. J Am Board Fam Med
2007;20:434–43.

[3] Deandrea S, Montanari M, Moja L, et al. Prevalence of undertreatment
in cancer pain. A review of published literature. Ann Oncol
2008;19:1985–91.

[4] van den Beuken-van Everdingen MH, Hochstenbach LM, Joosten EA,
et al. Update on prevalence of pain in patients with cancer: systematic
review and meta-analysis. J Pain Symptom Manage 2016;51:1070–90.
e1079.

[5] Zylla D, Steele G, Gupta P. A systematic review of the impact of pain on
overall survival in patients with cancer. Support Care Cancer 2017;
25:1687–98.

[6] Paice JA. Navigating cancer pain management in the midst of the opioid
epidemic. Oncology (Williston Park, NY) 2018;32:386–90. 403.

[7] Weeks J. Influential U.S. Medical Organizations call for insurance
coverage of non-pharmacologic approaches to pain. J Altern Comple-
ment Med 2016;22:947–9.
8

[8] Mao JJ, Kapur R. Acupuncture in primary care. Prim Care 2010;37:
105–17.

[9] White A. A cumulative review of the range and incidence of significant
adverse events associated with acupuncture. Acupunct Med 2004;
22:122–33.

[10] Witt CM, Pach D, Brinkhaus B, et al. Safety of acupuncture: results of a
prospective observational study with 229,230 patients and introduction
of a medical information and consent form. Forsch Komplementarmed
2009;16:91–7.

[11] Aloe L, Manni L. Low-frequency electro-acupuncture reduces the
nociceptive response and the pain mediator enhancement induced by
nerve growth factor. Neurosci Lett 2009;449:173–7.

[12] Lee HJ, Lee JH, Lee EO, et al. Substance P and beta-endorphin mediate
electro-acupuncture induced analgesia in mouse cancer pain model. J
Exp Clin Cancer Res 2009;28:102.

[13] Zhang RX, Wang L, Wang X, et al. Electroacupuncture combined with
MK-801 prolongs anti-hyperalgesia in rats with peripheral inflamma-
tion. Pharmacol Biochem Behav 2005;81:146–51.

[14] Huang W, Pach D, Napadow V, et al. Characterizing acupuncture
stimuli using brain imaging with FMRI–a systematic review and meta-
analysis of the literature. PLoS One 2012;7:e32960.

[15] He Y, Guo X, May BH, et al. Clinical evidence for association of
acupuncture and acupressure with improved cancer pain: a systematic
review and meta-analysis. JAMA Oncol 2019.

[16] Han JS. Acupuncture: neuropeptide release produced by electrical
stimulation of different frequencies. Trends Neurosci 2003;26:
17–22.

[17] Vickers AJ, Cronin AM, Maschino AC, et al. Acupuncture for chronic
pain: individual patient data meta-analysis. Arch Intern Med 2012;
172:1444–53.

[18] Vickers AJ, Vertosick EA, Lewith G, et al. Acupuncture for chronic pain:
update of an individual patient data meta-analysis. J Pain 2018;19:
455–74.

[19] Zia FZ, Olaku O, Bao T, et al. The National Cancer Institute’s
Conference on Acupuncture for Symptom Management in Oncology:
State of the Science, Evidence, and Research Gaps. J Natl Cancer Inst
Monogr 2017;2017:

[20] Niemtzow R. Battlefield acupuncture. Med Acupunct 2007;19:
[21] Federman DG, Zeliadt SB, Thomas ER, et al. Battlefield acupuncture in

the Veterans Health Administration: effectiveness in individual and
group settings for pain and pain comorbidities. Med Acupunct 2018;
30:273–8.

[22] Fox LM, Murakami M, Danesh H, et al. Battlefield acupuncture to treat
low back pain in the emergency department. Am J Emerg Med
2018;36:1045–8.

[23] Goertz CM, Niemtzow R, Burns SM, et al. Auricular acupuncture in the
treatment of acute pain syndromes: a pilot study. Mil Med 2006;
171:1010–4.

[24] Niemtzow R, Baxter J, Gallagher RM, et al. Building capacity for
complementary and integrative medicine through a large, cross-agency,
acupuncture training program: lessons learned from a Military Health
System and Veterans Health Administration Joint Initiative Project. Mil
Med 2018;183:e486–93.

[25] Taylor SL, Giannitrapani K, Ackland PE, et al. Challenges and Strategies
for implementing Battlefield Acupuncture in the veterans administration:
a qualitative study of provider perspectives. Med Acupunct 2018;
30:252–61.

[26] Hui D, Bruera E. A personalized approach to assessing and managing
pain in patients with cancer. J Clin Oncol 2014;32:1640–6.

[27] Boutron I, Moher D, Altman DG, et al. Extending the CONSORT
statement to randomized trials of nonpharmacologic treatment:
explanation and elaboration. Ann Intern Med 2008;148:295–309.

[28] MacPherson H, Altman DG, Hammerschlag R, et al. Revised STandards
for Reporting Interventions in Clinical Trials of Acupuncture
(STRICTA): extending the CONSORT statement. PLoS Med 2010;7:
e1000261.

[29] Harris PA, Taylor R, Thielke R, et al. Research electronic data capture
(REDCap)—a metadata-driven methodology and workflow process for
providing translational research informatics support. J Biomed Inform
2009;42:377–81.

[30] Cleeland CS, Ryan KM. Pain assessment: global use of the Brief Pain
Inventory. Ann Acad Med Singapore 1994;23:129–38.

[31] Farrar JT, Young JP Jr, LaMoreaux L, et al. Clinical importance of
changes in chronic pain intensity measured on an 11-point numerical
pain rating scale. Pain 2001;94:149–58.



Liou et al. Medicine (2020) 99:21 www.md-journal.com
[32] Osman A, Barrios FX, Kopper BA, et al. Factor structure, reliability, and
validity of the Pain Catastrophizing Scale. J Behav Med 1997;20:589–
605.

[33] Sloan JA, Aaronson N, Cappelleri JC, et al. Clinical Significance
Consensus Meeting GroupAssessing the clinical significance of single
items relative to summated scores. Mayo Clin Proc 2002;77:479–87.

[34] Reinhold T, Brinkhaus B, Willich SN, et al. Acupuncture in patients
suffering from allergic asthma: is it worth additional costs? J Altern
Complement Med (New York, NY) 2014;20:169–77.

[35] Willich SN, Reinhold T, Selim D, et al. Cost-effectiveness of acupuncture
treatment in patients with chronic neck pain. Pain 2006;125:107–13.

[36] Revicki DA, Kawata AK, Harnam N, et al. Predicting EuroQol (EQ-5D)
scores from the patient-reported outcomes measurement information
system (PROMIS) global items and domain item banks in a United States
sample. Qual Life Res 2009;18:783–91.

[37] McConnell S, Kolopack P, Davis AM. The Western Ontario and
McMaster Universities Osteoarthritis Index (WOMAC): a review of its
utility and measurement properties. Arthritis Rheum 2001;45:453–61.

[38] Gummesson C, Ward MM, Atroshi I. The shortened disabilities of the
arm, shoulder and hand questionnaire (QuickDASH): validity and
reliability based on responses within the full-length DASH. BMC
Musculoskelet Disord 2006;7:44.

[39] LeBlanc M, Stineman M, DeMichele A, et al. Validation of QuickDASH
outcome measure in breast cancer survivors for upper extremity
disability. Arch Phys Med Rehabil 2014;95:493–8.

[40] Mao JJ, Farrar JT, Bruner D, et al. Electroacupuncture for fatigue, sleep,
and psychological distress in breast cancer patients with aromatase
inhibitor-related arthralgia: a randomized trial. Cancer 2014;120:3744–51.

[41] Mendoza TR, Wang XS, Cleeland CS, et al. The rapid assessment of
fatigue severity in cancer patients: use of the Brief Fatigue Inventory.
Cancer 1999;85:1186–96.

[42] Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta
Psychiatr Scand 1983;67:361–70.

[43] Weathers F, Ford J. Stamm BH. Psychometric review of PTSD checklist
(PCP-C, PCL-S, PCL-M, PCL-PR). Measurement of Stress, Trauma, and
Adaptation Lutherville MD: Sidran Press; 1996;250–2.

[44] Buysse DJ, Reynolds CF3rd, Monk TH, et al. The Pittsburgh Sleep
Quality Index: a new instrument for psychiatric practice and research.
Psychiatry Res 1989;28:193–213.

[45] Smith AB, Selby PJ, Velikova G, et al. Factor analysis of the Hospital
Anxiety and Depression Scale from a large cancer population. Psychol
Psychother 2002;75(Pt 2):165–76.

[46] Ruggiero KJ, Del Ben K, Scotti JR, et al. Psychometric properties of the
PTSD Checklist-Civilian Version. J Trauma Stress 2003;16:495–502.

[47] Mollayeva T, Thurairajah P, Burton K, et al. The Pittsburgh sleep quality
index as a screening tool for sleep dysfunction in clinical and non-clinical
samples: a systematic review and meta-analysis. Sleep Med Rev
2016;25:52–73.

[48] Hays RD, Bjorner JB, Revicki DA, et al. Development of physical and
mental health summary scores from the patient-reported outcomes
measurement information system (PROMIS) global items. Qual Life Res
2009;18:873–80.

[49] Colagiuri B, Smith CA. A systematic review of the effect of expectancy on
treatment responses to acupuncture. Evid Based Complement Alternat
Med 2012;2012:857804.

[50] Mao JJ, Xie SX, Bowman MA. Uncovering the expectancy effect: the
validation of the acupuncture expectancy scale. Altern Ther Health Med
2011;16:22–7.

[51] Mao JJ, Armstrong K, Farrar JT, et al. Acupuncture expectancy scale:
development and preliminary validation in China. Explore (NY)
2007;3:372–7.

[52] Diatchenko L, Slade GD, Nackley AG, et al. Genetic basis for individual
variations in pain perception and the development of a chronic pain
condition. Hum Mol Genet 2005;14:135–43.

[53] De Gregori M, Garbin G, De Gregori S, et al. Genetic variability at
COMT but not at OPRM1 and UGT2B7 loci modulates morphine
analgesic response in acute postoperative pain. Eur J Clin Pharmacol
2013;69:1651–8.

[54] Genovese TJ, Mao JJ. Genetic predictors of response to acupuncture for
aromatase inhibitor-associated arthralgia among breast cancer survivors.
Pain Med (Malden, Mass) 2019;20:191–4.
9

[55] Hall KT, Lembo AJ, Kirsch I, et al. Catechol-O-Methyltransferase
val158met polymorphism predicts placebo effect in irritable bowel
syndrome. PLoS One 2012;7:e48135.

[56] Takeshige C, Tsuchiya M, Guo SY, et al. Dopaminergic transmission in
the hypothalamic arcuate nucleus to produce acupuncture analgesia in
correlation with the pituitary gland. Brain Res Bull 1991;26:113–22.

[57] Kim MR, Kim SJ, Lyu YS, et al. Effect of acupuncture on behavioral
hyperactivity and dopamine release in the nucleus accumbens in rats
sensitized to morphine. Neurosci Lett 2005;387:17–21.

[58] Hui KK, Liu J, Marina O, et al. The integrated response of the human
cerebro-cerebellar and limbic systems to acupuncture stimulation at ST
36 as evidenced by fMRI. Neuroimage 2005;27:479–96.

[59] Napadow V, Makris N, Liu J, et al. Effects of electroacupuncture versus
manual acupuncture on the human brain as measured by fMRI. Hum
Brain Mapp 2005;24:193–205.

[60] Ingle JN, Schaid DJ, Goss PE, et al. Genome-wide associations and
functional genomic studies of musculoskeletal adverse events in women
receiving aromatase inhibitors. J Clin Oncol 2010;28:4674–82.

[61] Liu M, Wang L, Bongartz T, et al. Aromatase inhibitors, estrogens and
musculoskeletal pain: estrogen-dependent T-cell leukemia 1A (TCL1A)
gene-mediated regulation of cytokine expression. Breast Cancer Res
2012;14:R41.

[62] Correa DD, Satagopan J, Cheung K, et al. COMT, BDNF, and DTNBP1
polymorphisms and cognitive functions in patients with brain tumors.
Neuro Oncol 2016;18:1425–33.

[63] Orlow I, Satagopan JM, BerwickM, et al. Genetic factors associated with
naevus count and dermoscopic patterns: preliminary results from the
Study of Nevi in Children (SONIC). Br J Dermatol 2015;172:1081–9.

[64] Orlow I, Shi Y, Kanetsky PA, et al. The interaction between vitamin D
receptor polymorphisms and sun exposure around time of diagnosis
influences melanoma survival. Pigment Cell Melanoma Res
2018;31:287–96.

[65] Mao JJ, Xie SX, Farrar JT, et al. A randomised trial of electro-
acupuncture for arthralgia related to aromatase inhibitor use. Eur J
Cancer 2014;50:267–76.

[66] Cheng X. Chinese Acupuncture and Moxibustion. Beijing, China:
Foreign Languages Press; 1987.

[67] Mao JJ, Farrar JT, Armstrong K, et al. De qi: Chinese acupuncture
patients’ experiences and beliefs regarding acupuncture needling
sensation—an exploratory survey. Acupunct Med 2007;25:158–65.

[68] Dmitrienko A, Millen BA, Brechenmacher T, et al. Development of
gatekeeping strategies in confirmatory clinical trials. Biom J 2011;
53:875–93.

[69] Laird NM, Ware JH. Random-effects models for longitudinal data.
Biometrics 1982;38:963–74.

[70] Liu GF, Lu K,Mogg R, et al. Should baseline be a covariate or dependent
variable in analyses of change from baseline in clinical trials? Stat Med
2009;28:2509–30.

[71] Bauml J, Xie SX, Farrar JT, et al. Expectancy in real and sham
electroacupuncture: does believing make it so? J Natl Cancer Inst
Monogr 2014;2014:302–7.

[72] Lu K, Luo X, Chen PY. Sample size estimation for repeated measures
analysis in randomized clinical trials with missing data. Int J Biostat
2008;4: Article 9.

[73] Vadivelu N, Kai AM, Kodumudi V, et al. The opioid crisis: a
comprehensive overview. Curr Pain headache Rep 2018;22:16.

[74] Miller KD, Siegel RL, Lin CC, et al. Cancer treatment and survivorship
statistics, 2016. CA Cancer J Clin 2016;66:271–89.

[75] Yun H, Sun L, Mao JJ. Growth of integrative medicine at leading cancer
centers between 2009 and 2016: a systematic analysis of NCI-designated
comprehensive cancer center websites. J Natl Cancer Inst Monogr
2017;2017:

[76] Mao JJ, Palmer CS, Healy KE, et al. Complementary and alternative
medicine use among cancer survivors: a population-based study. J
Cancer Surviv 2011;5:8–17.

[77] Lu W, Dean-Clower E, Doherty-Gilman A, et al. The value of
acupuncture in cancer care. Hematol Oncol Clin North Am 2008;
22:631–48. viii.

[78] MacPherson H, Vertosick EA, Foster NE, et al. The persistence of the
effects of acupuncture after a course of treatment: a meta-analysis of
patients with chronic pain. Pain 2017;158:784–93.

http://www.md-journal.com

	Personalized electro-acupuncture versus auricular-acupuncture comparative effectiveness (PEACE): A protocol of a randomized controlled trial for chronic musculoskeletal pain in cancer survivors
	1 Introduction
	2 Methods
	2.1 Study design
	2.2 Participants
	2.3 Inclusion and exclusion criteria
	2.4 Procedure
	2.5 Randomization
	2.6 Primary outcome
	2.7 Secondary pain and physical function outcomes
	2.8 Secondary co-morbid symptom outcomes
	2.9 Assessment of outcome expectancy as a predictive variable for acupuncture response
	2.10 Assessment of genetic polymorphisms as predictive variables for acupuncture response
	2.11 Covariates
	2.12 Interventions
	2.13 Wait-list control group
	2.14 Analytic approach
	2.15 Power analysis and sample size

	3 Discussion
	Acknowledgments
	Author contributions
	References




