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                           ABSTRACT 

 

 

Introduction: Both Acupuncture points (APs) and Chapman’s reflex points (CRPs) 

are used to treat the internal organ systems of patients throughout the world. The AP 

system developed from Eastern medical philosophy and the CRP system from Western 

osteopathic philosophy. Although the two point systems started separately, their final 

purposes are the same, to treat disturbances of internal organ system. To date, no data 

has been published which compare relationships between the two point systems. The 

aim of this study was to find any relationships between the two point systems. 

Methods:  A Single Model Experiment (SME) based on a literature-based analysis 

was used to find their relationships. The data collection incorporated both literature 

data and experimental data. Based on the data from the literature, the CRP system (102 

CRP points) and associated APs (102 points) were mapped onto both anterior and 

posterior surfaces of the body of the participant and their distances from anatomical 

landmarks to APs and from APs to nearby CRPs were measured. The measured data 

were statistically analyzed  

Results: Literature-based analysis showed that of the APs identified as anatomically 

near by one of the CRPs, 71.1% of the anterior points and 93.1% of the posterior points 

were related pathologically to CRP points. SME revealed that: The topographical 

congruency of the pathologically related points was in the range of 20.6% (anterior 

points) - 44.2% (posterior points). Mean distance between AP and CRP of the posterior 

points (16.5 ± 1.9 mm) was smaller than the anterior points (27.8 ± 6.0 mm) for 

pathologically related points. Nearest neighbour analysis revealed that the distribution 

pattern of the two point systems on the surface of human body was between random 

and regular for both anterior and posterior points. Intraclass correlation coefficient 

suggested that the distance of APs from the anatomical landmark was not a predictor of 

the distance from the APs to the CRPs. 

Conclusion: This study has provided clinical evidence of a close relationship between 

the AP and CRP system on a single subject. This study is the first to map these two 

point systems on a human body. The data recorded forms the basis for subsequent 

study of these two point systems. 

Key terms: Acupuncture point, Chapman’s reflex point, topographical relationship 
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1.0                       INTRODUCTION 

 

1.1   Background 

 

Both Acupuncture points (APs) and Chapman's reflex points (CRPs) are used to treat 

the internal organ systems of patients throughout the world. However, they differ in 

their origins. The AP system developed from Eastern medical philosophy and the CRP 

system from Western osteopathic philosophy. During treatment, needles are applied to 

APs and firm finger pressure is used to treat CRPs. Although the two point systems 

started separately, their final purposes are the same, to treat disturbances of internal 

organ systems.  

 

In Eastern perspective, body and mind are understood as intimately interconnected. 

Good health is a manifestation of smoothly flowing energy (Qi) through specific 

pathways in the body. Any imbalance or disruption in this flow can result in illness. 

Hence, treatment is oriented toward a restoration of its natural state of health. In 

Western perspective, body is seen as the foundation for brain, out of which mind 

spontaneously arises at birth (Voast, n.d.). Illness is understood as an act of God or as a 

result of genetics, environment, or some combination of all three. Hence, treatment is 

heavily oriented toward a rearrangement of internal body chemistry such as the 

functioning of neurotransmitters. 

 

Because of the lack of published research data for CRP and AP systems, there are 

compelling reasons to undertake such study. One reason is that validated and evidence 

based research is needed into these areas of clinical medicine. Also clinical research is 

required to substantiate what occurs in clinical practice. Previous studies have made 

statements relating the overlap between these two systems based on literature reviews 

(Riley et al., 1981; Upledger, Unpub.). Although there has been discussion on this topic, 

no data has been published. 
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1.2  Literature Review 

 

1.2.1  Acupuncture Points 

 

Acupuncture is one of the therapeutic techniques used in Traditional Chinese Medicine 

(TCM), which has its own complete system of anatomy, physiology and diagnosis. 

Acupuncture is a primary health care modality, which has flourished in China for more 

than twenty-five centuries. The origin of acupuncture is unknown. The first medical 

textbook on acupuncture is the Yellow Emperor’s Classic of Internal Medicine (Huang 

Di Nei Jing) written during the Warring States Period (474-221 BC). It is written in the 

genre of a conversation between the Yellow Emperor (Huang Di) and his ministers and 

consists of two volumes. The first of them, called Simple Questions (Su Wen), deals 

with a number of philosophical and medical problems, with acupuncture methodology 

specified as a healing method (Veith, 1972). The second volume, Spiritual Pivot (Ling 

Shu) specifies basic channels and acupuncture points in detail and describes 

acupuncture techniques (Wu, 1993). These volumes are a compilation of all 

acupuncture knowledge existing at that time and still provide the basis for modern 

acupuncture. The channels (Jing-Luo), 365 acupuncture points, types of needles, use of 

moxibustion and indications and contraindications were all discussed. The traditional 

Chinese viewed the human body as a balance between two opposing forces, yin and 

yang: yin represents placidity or water, while yang represents activity or fire. If yin or 

yang is deficient or in gross excess, the balance between them is distorted and disease 

results. The Chinese concept of health can best be defined as a normal fluctuating 

balance between yin and yang; their system of diagnosis and therapy is designed to 

identify the imbalance of yin and yang and correct it, thereby restoring the body to a 

healthy state. In order to effect this change, the Chinese insert needles into APs.  

 

Acupuncture has been known to western doctors since the Jesuits first went to China in 

the 17
th

 century, and was used extensively by physicians in the early part of the 19
th

 

century. The first edition of the Lancet in 1823 carried a detailed report of the use of 

acupuncture in timpani and rheumatism, extolling the virtues of this technique 

(Elliotson, 1823). The author, John Elliotson, was a consultant physician at St 

Thomas’s Hospital in central London. 
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In a document produced by the New Zealand School of Acupuncture and Traditional 

Chinese Medicine (2002), the following terms are described: The English word channel 

is comprised of the two Chinese words ‘Jing’ and ‘Luo’. Jing means ‘to go through’ or 

‘threads in a fabric’. Luo means ‘something that connects or attaches’ or ‘a net’. Taken 

together they give the image of the vertical and transverse threads that make up the 

weave of fabric. Jing are considered threads or pathways running through the vertical 

axis of the body. Luo are considered threads running through the transverse plane of 

the body. Channels are the network of pathways that carry Qi (energy), blood, and 

fluids throughout the body. They are communication lines connecting all parts of the 

organism. The body is understood as a wholly interactive, interrelated, and integrated 

organism. The health of each part of the body depends on the wellness of the whole. In 

fact, health is defined as the proper balance of Qi. Qi flows through the body along the 

channel pathways. Along the channels are discreet points which serve as gateways or 

valves by which the flow of Qi can be controlled. These are the points that are 

manipulated in acupuncture practice to restore and maintain a proper balance of Qi in 

the body. The channels upon which the points are found are related to the various 

organs of the body. Examples of three acupuncture points can be seen in Appendix 1. 

 

According to Mao-liang (1998), there are 14 major meridians in the channel system 

and acupuncture points were mapped to the 14 major meridian lines. There is one 

meridian for each of the 12 inner organs. The 12 meridians are three yin meridians of 

the hand (lung, pericardium and heart), three yang meridians of the hand (large 

intestine, sanjiao and small intestine), three yang meridians of the foot (stomach, 

gallbladder and urinary bladder), and three yin meridians of the foot (spleen, liver and 

kidney). In addition to these, there is one meridian along the spine (called the 

governing vessel), and another along the midline of the abdomen (called the conception 

vessel). 

 

Christensen (1998) noted the fundamental concept behind the Chinese and Eastern 

justification of acupuncture; Vital life energy (Qi), flows through the channels called 

meridians, a system just like the circulatory system or the nervous system. Disease, 

defined as the imbalance in the flow of Qi, can result from blockage of the meridians or 
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a deficiency of energy. Disharmony of Qi will affect spiritual, emotional, mental, and  

physical aspects of the body. Needles are used to puncture the meridians where they 

come close to the surface of the skin in order to unblock the Qi to flow back into its 

proper channels, thus restoring its balance in the body. 

  

Dharmananda (1996) stated the modern Western perspective of interpreting 

acupuncture; Acupuncture stimulates one or more signaling systems which can, under 

certain circumstances, increase the rate of healing response. This may be sufficient to 

cure a disease, or it might only reduce its impact (alleviate some symptoms). The 

primary signaling system affected by acupuncture is the nervous system, which not 

only transmits signals along the nerves that comprise it, but also emits a variety of 

biochemicals that influence other cells of the body.  

 

There are two generally accepted theories that seek to explain the effects of 

acupuncture (Christensen, 1998). The opioid peptides are neurotransmitters comprised 

of endorphins, enkephalins, and dynorphins, and are found in neurons throughout the 

central nervous system. Opioid peptides are thought to be closely involved with 

reducing the perception of pain in the central nervous system. Needling in acupuncture 

triggers the release of opioids in the nervous system. Impulses are transmitted through 

the nervous system from neuron to neuron, resulting in interpretation of the perception 

of pain in the brain. In another theory called “the gate theory”, if a neuron is 

bombarded with too many signals at once, it closes down, like closing a gate. This 

blocks any further impulses from reaching the brain. Stimulation by the acupuncture 

needle prohibits the passage of stronger pain signals down the same nerve and 

produces an analgesic effect. 

 

The Neurology Service at the Veterinary Medical Teaching Hospital in Florida (n.d.) 

describes APs as the points where neurovascular bundles penetrate the body fascia, or 

nerves bifurcate. APs have a high density of free nerve endings, arterioles, lymphatic 

vessels and mast cells. Shang (2000) reported that an AP has a high density of gap 

junctions and high electrical conductance and is a singular point of abrupt change in 

electrical current flow.      
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Although scientists have not succeeded in tracing both the origin and the development 

of acupuncture theory, it has become more and more popular as an effective therapy in 

the Western world. Recently, in addition to the regular acupuncture points along the 14 

meridians, the number of points reported by acupuncturists has increased rapidly. For 

instance, the extra points are points with specific names and definite locations, but they 

are not as yet listed among the regular points of the 14 meridians. Also, Ashi points 

may be used for acupuncture treatment nearby where a disorder is located or where 

there is tenderness or a painful reaction. Ashi points have no specific names or 

locations (Maciocia, 1998; Mao-liang, 1998). However, despite the growing number of 

treatment zones, most acupuncturists still utilize the traditionally-identified regular 365 

points on the 14 meridians. The anatomic locations of APs are described slightly 

differently from book to book. However, in practice, an AP is a specific palpable point, 

and some small variation in anatomic location is allowed even by traditional Chinese 

acupuncturists. 

 

1.2.2.  Chapman's Reflex Points 

 

The CRP system developed by Frank Chapman, DO in the early 20th century, later 

published by his brother-in-law Charles Owens, DO in 1937, identified a series of 

tender subcutaneous neurolymphatic reflex points named as CRPs. This is an empirical 

system that was developed from observations, and is a systematised method of 

diagnosis and treatment for the organ systems. There are 48 visceral pathologies 

described by Owens (1999) that develop CRPs. Patients can develop both anterior and 

posterior CRPs. Examples of CRPs as identified by Owens (1999) may be found in 

Appendix 2. Owens believed that CRP loci were always found at the exact same spot, 

and these fixed locations were confirmed by Patriquin (1997). Owens’s book in 1937 

(republished in 1999) presented each of the 48 visceral pathologies on separate charts, 

with descriptive text for each pathology. Each pathology is presented using an anterior 

and posterior anatomical diagram indicating the locus of each CRP for that particular 

pathology.      

  

Chapman’s reflex points are found in the deep fascia at specific loci and are 

consistently associated with the same viscera (Mitchell, 1999). Chapman’s reflex 
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points on the anterior surface of the body present as gangliform contractions. The size 

and palpatory feel of gangliform contractions is not consistent throughout the body. 

They are approximately 2-3 mm in diameter (Patriquin, 1997). In the lateral legs where 

the CRPs for the colon, broad ligament and prostate reflexes develop, these can 

develop as ‘amorphous shotty plaques’ or ‘stringy masses’. However, the posterior 

CRPs have a more edematous feel rather than gangliform contractions. They have a 

stringy feel found deeper than in the anterior CRPs (Mitchell, 1999).  

 

Small (1999) stated that some lymphoid tissues are located in the intercostal space 

between the anterior and posterior layers of the anterior intercostal fascia and it is 

within this tissue that CRPs will be found. Small (1999) also noted that: 

The intercostal nerve enervates the external and internal intercostal muscles 

and with its sympathetic fibres the intercostal arteries, veins, lymph nodes, etc. 

Stimulations of these receptor organs will cause the afferent and efferent 

vessels draining these tissues to increase or decrease, permitting the lymph 

flow to be increased or decreased, thus affecting the drainage of the entire 

lymph system of this area. Therefore, Chapman’s reflex is just the term given 

to these receptor organs because of the osteopath who discovered their 

diagnostic and therapeutic value in the location and treatment of disease. 

 

The etiology of CRPs is still unknown and poorly researched. Chaitow (2000) presents 

a possible theory for the viscerosomatic phenomenon of neurolymphatic reflexes, 

based on interpretations of work presented by Beal (1989). Others state quite clearly 

that CRPs are viscerosomatic in nature (Kuchera and Kuchera, 1993; Patriquin, 1989). 

However, no detailed reasoning has been published. When discussing the etiology and 

underlying physiology of these points, Patriquin (1989 & 1997) concludes that there is 

really little known. No research publications directly investigating the etiology of 

CRPs could be located.  

 

Patriquin (1997) noted that CRPs can be used as a differential diagnosis system which 

identifies whether the cause is from visceral dysfunction or primary musculoskeletal 

dysfunction. Palpating for CRPs provides clinical evidence of the presence or absence 

of visceral disease. Patriquin (1997) also noted that CRPs can be clinically manipulated 
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to specifically reduce sympathetic influence on a particular organ or visceral system. 

Patriquin (1997) mentioned that patients with frequent bowel movements from the 

effects of irritable bowel syndrome reported to have normal or near normal bowel 

movements for days to months after soft tissue treatment over the iliotibial bands 

and/or the lumbosacral paraspinal tissues and associated CRPs. Another study by 

Mannino (1979) reported that a blood pressure drop of 15 mm Hg systolic and 8 mm 

Hg diastolic pressure was achieved after treatment of the posterior CRPs to the 

adrenals for hypertensive patients. However, published research into the efficacy of 

CRPs treatment has been limited.  

 

1.2.3  Relationships between Point Systems 

 

There have been four studies that looked at the relationships between more than one 

point system. The point systems studied were CRPs, APs, Trigger points and Strain- 

Counterstrain tender points or some other points (Melzack et al., 1977; Riley et al., 

1981; Johns, 2003; Upledger, Unpub.).  

 

Johns (2003) studied the CRP system and the Strain–Counterstrain tender point system 

for his research dissertation at Unitec New Zealand. He used a Single Model 

Experiment to find anatomical relationships between these two point systems. Johns’s 

study was the first study that used a human body to find the topographical overlaps 

between point systems. He used a clear plastic disc to measure the overlaps between 

the two point systems on his subject’s body. The disc had a 0.78 cm² (0.5 centimeter 

radius) cutout in the center and was overall 3 cm in diameter. He noted that the outer 1 

cm zone (a finger-pad area) indicated the average palpating zone that most practitioners 

would use to locate a CRP or Strain–Counterstrain tender point. He considered points 

overlapped if they were within 1.5 cm of each other. The study showed 68% 

topographical congruency between the anatomical locations of the CRP and the Strain-

Counterstrain tender point systems on a single model. While measurement in this way 

may be valid for hands-on therapy, the precise location of APs will enable a more 

accurate measurement.  

 

Riley et al. (1981) conducted a comparative study on the correspondences between the 
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point systems used in Thai manual medicine points, Chapman’s reflex points, Travell 

trigger points, Chinese and Indian acupuncture and acupressure points (Jing-Luo), 

peripheral stimulation therapies (unspecified) and neuro-anatomical or local 

relationships. They used ancient Wat Pho Thai manual therapy charts and scriptures 

from temple walls in Bangkok to correlate with five other points systems. Their study 

reported a correlation associated with Wat Pho Thai manual medicine: 28% to 

acupuncture points, 8% to Travell’s trigger points, 33% to Chapman’s reflex points, 

5% to other peripheral stimulation therapies, and 7% to neuro-anatomical or local 

relationships. These findings revealed that the points systems do not have close 

relationships with the Wat Pho system. However, one interesting finding was the 

overlap of CRPs and APs. Here, the authors state “Many of these text notes correspond 

simultaneously to more than one of the other systems: for instance, 26 of them [Wat 

Pho Thai points] corresponded both to Acupuncture points and Chapman’s reflexes”. 

However, they did not detail their methods in assessing the overlap between two points. 

 

Melzack et al. (1977) looked at the correlations between trigger points and acupuncture 

pain points. Their study indicated there was a correlation between trigger points and 

acupuncture pain points. The authors showed 71% correlation between trigger points 

and acupuncture pain points. The researchers looked at two aspects of these point 

systems. The first was the special orientation between acupuncture pain points and 

trigger points. The second was the relationship between pain patterns caused by trigger 

points and acupuncture pain points and whether these pain patterns were similar. The 

authors considered that points were correlated if they had a similar spatial orientation 

and pain pattern. The researchers determined correlation using a 3 cm radius. However, 

as with Riley et al. (1981), the study used diagrams and descriptive text to locate and 

map each point. 

 

The studies by Johns (2003), Riley et al. (1981) and Melzack et al. (1977) have 

similarities. They all completed a literature-based analysis. However, neither Riley et al. 

(1981) nor Melzack (1977) used a model to compare point systems in their studies. 

Both studies used diagrams and descriptive texts to locate and map each point. Points 

relationships were assessed only from interpretation of charts and texts, and clinical 

experiences. Neither of these two studies included the use of subjects for point or 
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relationship identification. Therefore, there is doubt about whether their correlations 

are clinically meaningful. Johns (2003), on the other hand, included a Single Subject 

Experiment in his study. His study was the first in attempting to find any topographical 

relationships between two point systems. It is likely that such an experiment will 

provide more clinically meaningful results than literature-based study.  

 

Johns (2003) and Melzack et al. (1977) used binary data to determine a positive or 

negative correlation between points locations. Johns (2003) defined two points as 

congruent (positive binary value) if they were within 1.5 cm each other, while Melzack 

et al. (1977) considered a difference of 3.0 cm or less to indicate correlation (positive 

binary value) between the two point systems. Therefore, the criteria for correlation 

appear to vary depending on the researchers.  

 

Upledger (Unpub.) made several observations about the close relationship between the 

AP system and CRP system and reported “a striking degree of correspondence between 

Chapman’s reflex centers and Acupuncture points both in terms of their specific 

anatomical location and in terms of their reported effects upon precise organ or visceral 

function”. Upledger presents an overlap of 87.5% between the two point systems. He 

presented overlaps for 42 of the 48 CRP pathologic conditions with the AP system. 

However, in his literature-based study, he did not describe his methods, and 

accordingly there is doubt about whether the correspondences are clinically meaningful. 

The Upledger study was the first to compare relationships between the AP system and 

CRP system. 

 

In this study, a Single Model Experiment (SME) was used to ascertain if there was an 

overlap between the AP and the CRP systems in their relative topographical locations 

on the human body. This study was based on and developed around the consistency 

found in the anatomical locations of the two point systems. Both the AP and the CRP 

systems use anatomical charts and descriptive text to locate and describe their 

respective points that were the basis of this study. The  percentage correlation criteria 

as used by Johns (2003) and Melzack et al. (1977) were used to provide comparability 

between this study and theirs. Additional statistical analyses were performed in an 

attempt to more precisely quantify any topographical pathological relationships. 
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The aim of this study was to find topographical relationships between the AP and the 

CRP systems on a single subject using statistical analysis.
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2.0  METHODS 

 

2.1  Study Design 

 

The research was a descriptive study that incorporated a literature–based analysis and a 

Single Model Experiment (SME). Its purpose was to identify any relationships between 

the locations of CRPs and associated APs on a human body. The CRP system and any 

nearby APs were mapped onto the participant using anatomical landmarks. The 

distances from the anatomical landmark to an AP and from the AP to associated CRP 

were measured and analyzed statistically. 

 

The exact locations of the points in each of the two systems under study are determined 

by the anatomy of the participant. Because the exact locations are determined by 

invariant anatomical landmarks and account for variations in morphology, the inter-

relationships between the anatomical landmarks and the points must be the same on 

every person’s body surface. For this reason, mapping a single participant’s body 

provided all of the data required for this study. The SME would be a reliable method in 

finding clinically definable correlations between two point systems (Johns, 2003). 

 

2.2  Data 

 

The data collection incorporated both literature data and experimental data. The 

literature data from Owens (1999) and Deadman and Al-Khafaji (2000) provided the 

data for the SME that was recorded as a spreadsheet (see Appendix 3). The literature 

data also provided the information regarding whether the nearby AP was pathologically 

related with the CRP. The experimental data from the SME was gathered from the 

body surface of the participant (Appendix 4). 

 

2.2.1  Data Analysis  

 

The measured data (distance from the anatomical landmark to APs and distance from 

the APs to nearby CRPs) was subject to data analysis using the following 4 methods. 

The data analysis was performed separately for pathologically related and 
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pathologically not related points.  

 

Percentage Correlations  

Percentage correlations were calculated to find topographical correlation between the 

two point systems (Johns, 2003). As the APs were used as the base for this assessment, 

the only variable is the distance from the AP to the CRP (Hicks, 2000).  

 

The methods of Johns (2003) and Melzack et al. (1977) were used to determine 

correlation. Points were defined as correlated or non correlated. If the measured 

distance from an AP to a nearby CRP was 1.5 cm or shorter it was defined as correlated 

and assigned the binary value one. Distance in excess of 1.5 cm between APs and 

CRPs was defined as non correlated and assigned the binary value zero. Another 

correlation based on the criteria of 3.0 cm distance between the two systems was 

calculated using the same procedure outlined above.  

 

Mean Distance  

Mean distance from AP to nearby CRP was calculated to find proximity between the 

two point systems and 95% confidence intervals were also calculated. 

 

Nearest Neighbour Analysis 

Nearest neighbour analysis was used to assess the distributions of the two point 

systems on the human body. This analysis classifies the distribution according to 

whether points are clustered, random or regular within a study region. The nearest 

neighbour formula produces a nearest neighbour value (Rn) which ranges between 0 

and 2.15, where the following distribution patterns form a continuum (Barcelona Field 

Studies Center, 2005; Mak, 2003). Figure 2.1 shows the distribution patterns. 

 

 

           

Figure 2.1 Distribution Patterns of Nearest Neighbour Analysis 
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Intraclass Correlation Coefficient 

Data analysis involved calculations of intraclass correlations (ICC) using SPSS 11. 5 

(SPSS Inc.) to see whether the distance of APs from a fixed anatomical landmark was a 

predictor of the distance from the APs to the CRPs.  

 

2.3  Literature–based Analysis  

 

For locations of CRPs, the literature data was taken from the original work of Owens 

(1999). For locations of APs, the literature data was from Deadman and Al-Khafaji 

(2000) which is currently being used as a textbook of The New Zealand School of 

Acupuncture and Traditional Chinese Medicine. From these two sources a list of 

associated points was generated. This list was created by first examining the locations 

of CRPs (for example, ‘Retinitis or Conjunctivitis’ point illustrated in Appendix 2), 

and then searching for APs in the same anatomical region (in this case, ‘GB-20’ point, 

‘BL-10’ point, and ‘P-2’ point illustrated in Appendix 1). This information was entered 

into a spreadsheet (Appendix 3). 

 

2.3.1 Anterior versus Posterior Design 

 

The spreadsheet was constructed according to the list of conditions described by 

Owens (1999). There are 48 CRP conditions. These are detailed from condition one 

(Retinitis or conjunctivitis) to condition 48 (Splenitis) (see Appendix 3). The 

construction of the spreadsheet detailing the specific CRP was completed from anterior 

(numbers 1 to 69) to posterior (numbers 70 to 127). Of the 48 conditions, a total of 69 

anterior CRPs and 58 posterior CRPs were identified. In total, there were 127 anterior 

and posterior CRPs identified for the 48 conditions. 

 

There were two main reasons for constructing the spreadsheet in this manner. First, 

construction of a spreadsheet as used by Johns (2003) would allow for more flexibility 

in present and future comparative study with other point systems. Secondly, use of the 

CRP system normally begins diagnostically on the anterior and proceeds to treatment 

on the posterior surface. 
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Careful review enabled definition of exactly how many CRP points could manifest for 

each particular condition. Each CRP defined in this way was recorded in the 

spreadsheet. Recording the CRPs in this way was important as the aim of this study 

was to review the possible relationships between the points, not the CRP conditions. 

Chapman’s reflex point conditions such as 20 (Neurasthenia), 26 (Sciatic neuritis), 37 

(Spastic constipation or colitis) and 41 (Small intestine) have multiple CRPs. 

 

The identification of a nearest AP from 14 major meridians for a defined CRP was 

made through careful cross correlation between the charts and descriptive text in the 

base literature (Owens, 1999; Deadman and Al-Khafaji, 2000). Once a nearest AP was 

identified, it was added to the spreadsheet alongside the relevant CRP (Appendix 3). 

Whether a pathological relationship existed between the two points was also decided 

and recorded in the spreadsheet. 

 

This study required an exhaustive review of the base literature of the APs and CRPs 

because this data would form the basis of the Single Model Experiment. In total, 127 

CRPs and their related 127 APs were recorded. 

 

2.4   Single Model Experiment Protocol 

 

2.4.1  Pre-experimental Test 

 

After completion of the spreadsheet, a pilot test was carried out before the SME. All 

the anterior and posterior landmarks, some of anterior and posterior CRPs and their 

associated APs were identified on the body of the participant. This allowed the 

researcher to identify problems associated with anatomical landmark palpation and 

identification of the location of CRPs and APs. It also allowed the effectiveness of the 

ultraviolet (UV) lamp and security UV pen usage to be established, and to identify any 

other possible unknown areas of concern that could be reviewed prior to starting the 

experiment. An acupuncturist who has just completed studying at the New Zealand 

School of Acupuncture and Traditional Chinese Medicine identified the locations of 

APs. The exact procedure used in the experiment was used in the trial test. No 

problems with the procedures were found in the pre-experimental test. 
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2.4.2  Participant 

 

The single participant was selected on the basis of his willingness to participate. The 

“Information sheet” (see Appendix 6) was explained to the participant. The participant 

met all the research and ethical requirements as set out in the proposal and required by 

the ethics committee. The selected participant was a student of Unitec New Zealand, 21 

years old, male, no distinguishing marks with a Body Mass Index (BMI) of 21.5. The 

participant completed the “Informed consent” (Appendix 7) required to participate in 

the research and met all the relevant requirements of the experiment. 

 

2.5   Experimental Procedure 

 

2.5.1  Mapping and Data Collection 

 

The SME was conducted in the osteopathic practice room in Building 115, Unitec New 

Zealand, Carrington Road, Auckland. The experiment was approved by the Ethics 

Committee of Unitec New Zealand. 

 

A single participant was used as an anatomical model. Point mapping was conducted 

by an acupuncturist (for APs) and the researcher (for CRPs). The experiment was 

conducted in a warm room with overhead fluorescent lighting. The participant was only 

dressed in loose pants. Before any CRP or AP was located, the researcher marked 

anatomical anterior and posterior landmarks on the participant in black, non-toxic, 

removable ink. With the participant standing, anterior and posterior anatomical 

landmarks were located and marked. Anterior anatomical landmarks included bilateral 

sternoclavicular joints and acromioclavicular joints, the clavicles, the manubrium notch, 

the entire sternum outline including all rib joints and inter-costal spaces, the xiphoid 

process and xiphoid-sternum joint. After the anterior landmarks were marked, the 

posterior landmarks were marked. Posterior landmarks included the medial scapular 

boarder and superior medial and inferior medial angles, all the vertebral spinous 

processes from the second cervical vertebrae to the fifth lumbar vertebrae and the 

posterior superior iliac spine.  
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Once these anatomical landmarks were indicated, one posterior CRP (starting from 

CRP 70 and finally to CRP 127 according to their order in the spreadsheet: see 

Appendix 3) was located and mapped by the researcher. The CRP was marked with 

invisible fluorescent ink. The acupuncturist was unable to view the location of the CRP 

or the researcher’s method of identifying the position of the CRP. After the CRP was 

mapped, a potentially related AP was located and mapped in removable non toxic blue 

ink by the acupuncturist. After both points had been mapped, UV light was used to 

locate the CRP pen marking. The CRP marking was then re-marked in removable non 

toxic red ink. After both points had been marked on the participant, the distance of the 

AP from its landmark was measured (posterior: horizontally from the center line 

connecting all the spinous processes of the vertebrae, anterior: horizontally from the 

center line connecting the center of the sternum and umbilicus) with a vernier caliper. 

The distance of the potentially related CRP nearby was also measured using the vernier 

caliper. This sequence of measurement was employed because the APs are precisely 

defined and easily locatable. All distances were measured from center to center. The 

mapping was done one by one from posterior points initially (starting from CRP 70 and 

finally to CRP 127), to anterior points (starting from CRP 1 and finally to CRP 69) 

according to their order in the spreadsheet. In total, 102 points were marked while 25 

trouble points were omitted from the study (see section 2.5.2). At each step, when the 

CRPs or APs were being identified on the participant the researcher or the 

acupuncturist re-palpated the bony anatomical landmarks, to identify the most precise 

location of the point in relation to the participant’s skeletal structure. As the experiment 

progressed, the participant gradually became increasingly covered in visible mapped 

points. However, the growing presence of these points did not influence the marking 

procedure of later points because all of the points were determined from anatomical 

landmarks and they were sufficiently far apart to enable unambiguous identification. 

After mapping and data collection were complete, the participant was photographed 

showing both point systems and anatomical landmarks (see Appendix 5). 

 

Each CRP and its associated AP point (determined from the literature–based analysis 

described above) were mapped upon the participant. The CRP system was mapped 

according to the anatomical descriptions and charts in the base literature noted in 

section 2.3. The AP system was mapped according to the location descriptions and 
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charts in the base literature noted in section 2.3. In identifying AP location, a 

proportional measurement system was used. According to Deadman and Al-Khafaji 

(2000), a proportional measurement system is indispensable for accurate location of the 

APs and is equally applicable to adults or children and to thin or obese subjects. Coyle 

et al. (2000) also recommended the use of a proportional measurement system in 

identifying exact AP locations.  

 

Anatomical Landmarks 

Two anatomical landmarks were selected, one (centerline of the body connecting all 

the spinous processes of vertebrae) for posterior and another (centerline of the body 

connecting center of the sternum and the umbilicus) for anterior. These were selected 

because most of the APs and CRPs are located symmetrically from these landmarks. 

 

Landmark palpation 

This study was designed around a single intra-rater (researcher) in palpation and 

identification of bony landmarks. Some studies have been published investigating the 

ability of manual therapists to palpate and identify bony landmarks, as well as inter- 

and intra-rater reliability (Byfield & Mathisasen, 1991; Byfield & Humphreys, 1992; 

McKensie & Taylor, 1997; O’Hare & Gibbons, 2000). These studies have indicated 

that overall reliability of landmark palpation of intra-raters is superior to that of inter-

raters. The intra-rater reliability studies by Mior et al. (1990) and Byfield and Kinsinger 

(2002) reported that that there is little difference between experience levels in palpation 

and identification of bony landmarks. The findings from the above studies support the 

reliability of palpation as used in this study. 

 

 

Blinding 

The use of UV light and ink in this study was designed to achieve blinding of the 

researchers. Literature describing the use of a UV light system for identification and 

blinding of researchers was found to be limited. This was especially true when studies 

concerning human models were reviewed. However, studies have concluded that the 

use of a UV light in the blinding of researchers and identification of palpated locations 

was accurate and justified in these circumstances (Burton et al., 1990; Liu et al., 1975).  
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2.5.2  Trouble Points 

 

Of the total 127 points of the CRPs, 25 points were not marked on the human 

participant. These were: 

36, 37, 38, 39, 42, 47, 50, 51, 52, 53, 54, 55, 100: points located on lower extremities 

33, 34, 40, 41, 43, 44, 45, 46, 48, 49, 57, 101: points located in the pelvic area 

 

These points were omitted because of either difficulty in measuring distance from an 

anatomical landmark (points located on lower extremities) or due to ethical 

considerations (points located in the pelvic area). 
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3.0                          RESULTS 

 

3.1  Literature-based analysis 

 

The results of the literature-based analysis are shown in Appendix 3.  

 

Of the APs selected for analysis (anterior: 69 points, posterior: 58 points), 71.0 % of 

the anterior points and 93.1 % of the posterior points were pathologically related to the 

nearby CRP points. Some CRP conditions such as 11 (Sinusitis), 19 (Neuritis of upper 

limb), and 20 (Neurasthenia) had no pathologically related APs nearby.  

 

Table 3.1 shows the numbers of pathologically not related APs identified during the 

literature-based analysis.  

 

Table 3.1 Numbers of Pathologically not Related nearby APs for Each CRP Condition 

    Numbers  of  APs  

CRP (condition) Anterior Posterior 

2 (Cerebellar congestion) 1 0 

5 (Otitis media) 1 0 

11 (Sinusitis) 1 1 

19 (Neuritis of upper limb) 1 1 

20 (Neurasthenia) 8 1 

28 (Abdominal tension) 1 0 

29 (Prostate) 1 0 

30 (Ovaries) 0 1 

33 (Broad ligament) 1 0 

35 (Rectum) 1 0 

37 (Spastic constipation or Colitis) 

 

4 0 

Total 20 4 

 

 

In total 127 APs with nearby CRPs were counted according to the 14 meridians to find 

their distributions between the meridians. Table 3.2 presents the numbers of the APs 

for each meridian.  
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Table 3.2 Identified Quantities of APs for each Meridian 

           Numbers of  APs   

Meridian Anterior Posterior 

Bladder 

Conception vessel 

Governing vessel 

Gallbladder 

Heart 

Kidney 

Large intestine 

Liver 

Lung 

Pericardium 

Sanjiao 

Small intestine 

Spleen 

Stomach 

 

Total 

2 

5 

3 

3 

0 

25 

1 

7 

1 

3 

0 

0 

5 

14 

 

69 

47 

0 

2 

4 

0 

0 

0 

0 

0 

0 

0 

5 

0 

0 

 

58 

 

The 127 identified APs were not uniformly distributed between the 14 meridians. The 

Kidney and the Bladder meridians had the largest number of points represented 

anteriorly and posteriorly. The Kidney meridian included 36.2 % of the anterior APs 

and the Bladder meridian included 81.1 % of the posterior APs.  

 

3.2  Single Model Experiment 

 

Of the 127 CRPs identified from the literature of Owens (1999), 102 CRPs (excluding 

25 trouble points) and their nearby APs were mapped on the participant and their 

distances were measured. The SME results (measured data) are shown in Appendix 4. 

The data from pathologically related and pathologically not related points were 

analyzed separately. Because the CRP condition Neurasthenia included 8 anterior APs 

the anterior data was also analyzed with the points relating to Neurasthenia removed.  

The data from all points were also analyzed.  
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Table 3.3 Results of Data Analysis 

 Pathologically related points Pathologically 

not related points 

 

 

Data analysis Anterior  

(34 

points)  

Posterior 

(52 

points) 

Overall 

(86 

points) 

Ant + Post  

(16 points) 

All points 

 

(102 points) 

Percentage correlation (%); 

1.5 cm radius criterion 

3.0 cm radius criterion 

 

20.6 

79.4 

 

44.2 

96.1 

 

34.9 

89.5 

 

62.5 

87.5 

 

39.2 

85.2 

Mean distance (mm) 

between points 

95% confidence interval (mm) 

 

27.8 

±6.0 

 

16.5 

±1.9 

 

21.3 

±2.9 

 

11.8 

±6.0 

 

19.5 

±2.7 

Nearest neighbour analysis (Rn) 

Hemi-thorax 

Hemi-anterior / posterior 

 

 

1.83 

0.94 

 

1.16 

0.69 

 

1.44 

 

 

0.66 

0.19 

 

1.46 

0.81 

Intraclass correlation coefficient 

(p)  

 

.1179 .6060 .0044 .8619 .0744 

 

Table 3.3 summarizes the results of the data analysis. Pathologically not related points 

showed a higher congruency than pathologically related points for the 1.5 cm 

correlation criterion but were intermediate between the anterior and posterior points for 

the 3.0 cm radius criterion. When the CRP condition of Neurasthenia was removed 

from the analysis, percentage correlation of the pathologically unrelated points was 

intermediate between the anterior and posterior points of the pathologically related 

points for the 1.5 cm correlation criterion (33.3%) but slightly lower than the 

pathologically related points for the 3.0 cm radius criterion (77.8%). The mean distance 

between the APs and CRPs of the posterior points was smaller than the anterior points 

for pathologically related points. However, the mean distance of pathologically not 

related points was the shortest. When the CRP condition of Neurasthenia was removed, 

the mean distance of the pathologically unrelated points (21.0mm) was similar to that 

of the pathologically related points (21.3mm). Nearest neighbour analysis (hemi-

thorax) identified distribution patterns of between random and regular for the 

pathologically related points and between clustered and random for the pathologically 
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not related points. Another nearest neighbour analysis (Hemi-anterior / posterior) 

identified distribution patterns of between clustered and random for both of the 

pathologically related and not related points. Intraclass correlation coefficients for both 

pathologically related and not related points were not significant. 
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4.0                         DISCUSSION 

 

4.1 Overview   

 

The aim of this study was the exploration of the topographical relationship between the 

CRP system and the AP system. This study used a Single Model Experiment based on 

a literature-based analysis. To date no comparative studies have used both a literature-

based analysis and a model experiment to show an overlap between these two point 

systems. There is only one unpublished literature-based study which compares between 

these two point systems (Upledger, Unpub.).  

 

This study found that there was limited uniformity between the pathologically related 

and unrelated AP-CRP pairs. For instance, there was a significant difference in mean 

distance and percentage correlation between the two. This result may occur because the 

CRP condition of Neurasthenia occupies a large anatomical area (the surface of the 

pectoralis major muscle) that includes 8 pathologically not related APs, from the total 

of 16 pathologically not related APs. The distances between the two point systems for 

this condition (Neurasthenia) were recorded as zero producing a positive correlation. 

The influence of selection and coding of data for statistical analysis is discussed in the 

relevant sections below.  

 

Also, there was limited uniformity between the anterior and posterior points. For 

instance, the posterior points had a greater proximity to each other and a higher 

percentage correlation than the anterior points. The reason that there were a greater 

number of posterior correlations is unknown. However, a possible theory for this 

pattern is elaborated later in the discussion.  

 

4.2  Literature-based Analysis 

 

Literature-based analysis showed that of the total number of identified APs (127 

points), 81.1% were related pathologically to CRP points. This finding is similar to the 

results of Upledger (Unpub.) who indicated that 87.5% of the 48 CRP conditions were 

related with the AP system. The literature-based analysis also revealed that the 
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posterior APs were pathologically more related with the CRPs than the anterior APs. 

The underlying reason for this relationship is that the Bladder meridian includes most 

of the posterior APs (47 out of 58 points) and most of the identified APs (44 out of 47 

points) were pathologically related with nearby CRPs. Only 3 APs of the Bladder 

meridian were not pathologically related with nearby CRPs.  

 

4.2.1 Proposed physiological reason for the relationship between pathologically 

related points 

 

Some authors allude to the manifestation of CRPs from a viscerosomatic reflex 

(Patriquin, 1989; Beal, 1989; Mitchell, 1999). Korr (1979) notes that visceral 

disturbance can cause somatic tissue irritation through neural facilitation. Sympathetic 

chain ganglia are located in various places in different regions of the body. In the neck 

the ganglia lie in front of the transverse processes of the vertebrae; in the thoracic 

region they are in front of the heads of the ribs; in the lumbar region the ganglia are 

located on the sides of the vertebral bodies (Bartleby, 2003). In general, the 

sympathetic chain ganglia lie between the tips of the transverse processes of the spine. 

Most of the posterior anatomical locations of the CRPs are defined to be within the 

boundaries of the sympathetic chain ganglia (Owens, 1999).  

 

In the AP system, the Bladder meridian has a physical association with the autonomic 

nervous system (Randall, 2005). It may be treated when either the sympathetic or the 

parasympathetic division of the autonomic nervous system is over activated. 

 

The relationship that both the CRP and the AP systems have with the autonomic 

nervous system of visceral organs could provide the link between their pathological 

relationships.   

 

4.2.2  Literature-based difficulties 

 

It was difficult to determine the true anatomical location of the CRPs due to the fact 

that none of the charts and descriptive text of the base literature of Owens (1999) 

showed true anatomical proportions. This meant that the ability of the researcher to 
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judge the true location was limited. However, the locations of the posterior points were 

easier to judge than the anterior points. Most of the posterior CRPs manifest within the 

length of the transverse process of the vertebrae. This meant that a point must fall 

within the area between the spinous and transverse processes of two adjacent vertebrae. 

Any errors in predicting anatomical distances were negated by the small distance 

between the spinous and transverse processes of the vertebrae. 

 

For the AP locations, precise descriptions according to the anatomical proportions were 

described and depicted in the base literature of Deadman and Al-Khafaji (2000), and 

thus exact AP locations could be identified.  

 

4.2.3  Literature Reproduction Errors 

 

There have been several different presentations of the CRP system since 1937. 

Owens’s first book in 1937 presented each of the 48 conditions on separate charts, with 

descriptive text for each condition. The condition is presented using an anterior and 

posterior anatomical diagram indicating the location of each CRP for that particular 

condition. After this publication, subsequent authors presented the charts and text 

differently. Global anatomical charts showing the entire anterior and posterior CRP 

system have been published (Chaitow, 1988; Kuchera & Kuchera, 1994; Patriquin, 

1997; Chaitow, 2000). In other cases local area charts showing one or several points 

were used (Kuchera & Kuchera, 1993, 1994; Arbuckle, 1997). 

 

The charts reproduced by Kuchera and Kuchera (1994) and Patriquin (1997) present 

possible difficulty in application of the CRP system because none of these authors 

justify the location on their charts of point locations with descriptive text. The authors 

only present full anterior and posterior anatomical charts. When attempting to clinically 

apply the information from the charts, prediction of the location of the CRPs may not 

be exact. Chaitow (1980) indicated 49 CRP conditions. The original work of Owens 

(1999) shows 48 conditions. This forty-ninth CRP condition (Depuytrens contracture, 

and arm and shoulder pain) has only a posterior point. The condition does not fit with 

the original theory of Owens (1999) in which CRPs are described to have an anterior 

and posterior CRP location. The charts and descriptive text presented by Arbuckle 
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(1997) differ from the those presented by Owens (1999) by incorporating more than 

one condition on the same diagram. 

 

Possible problems of this type were avoided by reviewing all the literature available for 

CRPs and comparing this to the publication of Owens (1999). It is an important aspect 

of descriptive study methodology not to reproduce errors from other authors’ work. In 

view of this aspect, the literature used in this study allowed for an increased level of 

accuracy of the SME. All literature found was cross correlated with the original 

authors’ literature on the CRP system and thus potential errors with respect to CRP 

locations were eliminated.   

 

The AP locations are precisely described according to anatomical proportions and 

depicted in the base literature of Deadman and Al-Khafaji (2000) and their reported 

locations do not vary within the literature.  

 

4.3  Single Model Experiment 

 

This study used a Single Model Experiment based on a literature-based analysis which 

was similar to that of Johns (2003). The SME worked within the design parameters 

defined in this study and therefore was able to produce clinically relevant results. There 

were several aspects of the design that were considered important for the SME. These 

aspects are discussed in the sections below. 

 

4.3.1  Blinding    

 

One of the important aspects of the study design was the blinding of the acupuncturist 

and the researcher in identifying the locations of the points on a single participant. The 

process of marking the CRP invisibly, the subsequent identification of the nearby AP 

visibly, followed by revealing and visibly marking the CRP achieved the level of 

blinding required.  

 

However, there was one area of the body where blinding was not considered an issue. 

The eight CRPs for the condition Neurasthenia occupy a large anatomical area (the 
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surface of the pectoralis muscle) within which their precise location is unable to be 

established in the absence of the disease. Because analysis both included and excluded 

the data for these CRPs, the accuracy of the correlations found in this study were not 

compromised.  

 

4.3.2 Palpation of Anatomical Landmarks 

 

Some studies investigated the ability of manual therapists to palpate and identify bony 

landmarks. Mior et al. (1990) and Byfield and Kinsinger (2002) reported that there was 

little difference between experience levels in the accuracy of palpation and 

identification of bony landmarks. Johns (2003) also indicated that palpation and 

identification of bony landmarks on a single subject by himself was accurate and 

reliable. The results of the above studies support the validity and accuracy of palpation 

of bony landmarks as used in this study.  

 

4.3.3  Accuracy of Correlation Data 

 

There is some level of inaccuracy in the SME due to its clinical nature and the inherent 

problem encountered in this type of the study with palpation reliability (Mior et al., 

1990; Byfield & Mathisasen, 1991; Byfield & Humphreys, 1992). Locations from two 

point systems were considered overlapped if they were within 1.5 cm or 3.0 cm of each 

other. These are the same correlation criteria defined by Johns (2003) and by Melzack 

et al. (1977). Johns (2003) used a 1.5 cm radius disc to maintain a consistent level of 

accuracy in his study. He selected a single subject with a BMI of 22. This study 

achieved comparability with that of Johns (2003) by using the same correlation criteria 

(1.5 cm) and a single participant with a similar body type (BMI of 21.5). Melzack et al. 

(1977) mentioned in their study “A difference of 3 cm between the two sites was 

considered to allow for variations based on drawings and actual anatomical variability”. 

However, they did not describe the rationale for selecting 3.0 cm as their correlation 

criteria between point systems. The actual measurement of the distance between the 

two systems with a vernier caliper allowed my study to maintain a high level of 

precision and flexibility when determining the level of correlation. 
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It was difficult to define the precision of correlation of either Riley et al. (1981) or 

Upledger (Unpub.) as neither study describes the criteria used to allow comparison 

between points. 

 

4.4   Data Analysis of Single Model Experiment  

 

The data analysis of this study differed from the previous study of Johns (2003) in 

many aspects. Whereas he used only percentage correlation in finding topographical 

relationships between two point systems, this study incorporated other methods in 

finding topographical relationships on a human body. 

 

The data analysis revealed similar results for both pathologically related and not related 

points. However, there were obvious differences in mean distance and percentage 

correlation. The mean distance of the pathologically not related points was shorter than 

the pathologically related points and their percentage correlation was higher than the 

pathologically related points. These results are discussed in the sections below.   

 

4.4.1 Percentage Correlation 

 

Pathologically related points 

Johns (2003) reported a percentage correlation of 68% between CRPs and Jones’s 

strain-counterstrain tender points. However, CRPs and Jones’s strain-counterstrain 

tender points are used to treat different dysfunctions. Chapman’s reflex points treat 

internal organ pathologies and Jones’s points treat somatic dysfunctions. Although 

these two point systems could show a relationship with each other, as Johns noted in 

his study, no evidence has been reported. Melzack et al. (1977) indicated 71% 

correlation between trigger points and acupuncture pain points which is a similar 

correlation level with that of the study by Johns (2003). Riley et al. (1981) however 

reported lower levels of correlations (5% - 33%) between point systems.  

 

There are different opinions regarding congruency of two point systems. Johns (2003) 

defined two points as overlapped if they were within 1.5 cm of each other. Melzack et 

al. (1977), on the other hand, considered a difference of 3.0 cm or less between two 
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point systems to indicate correlation between the two point systems. Measurement of 

the actual distances between the two point systems as employed in this present study 

allowed flexibility in analysis of correlation levels. 

 

The topographical correlation of the pathologically related APs and CRPs based on 1.5 

cm correlation criterion (overall 34.9%) was considerably lower than that reported by 

Upledger (Unpub.) who found an overlap of 87.5% between the two point systems in 

his literature-based study. The correlation level of this study was also significantly 

lower than that of the study by Johns (2003) but was similar to that of the study by 

Riley et al. (1981).   

 

The reason why there was a big difference in congruency between this study and the 

study of Upledger (Unpub.) is unknown because Upledger did not disclose his method.  

 

However, a proposed physiological reason for the difference in correlation between this 

study (CRP and AP systems) and the study of Johns (2003) (CRP and Strain-

Counterstrain tender point systems) might be explained as follows. Kuchera and 

Kuchera (1993) and Patriquin (1989) indicated that manifestation of CRPs is related 

with viscerosomatic reflexes. Korr (1979) reported that the relationship between the 

ability of viscera to cause somatic tissue irritation through neural facilitation is 

considered a valid physiological mechanism. McPartland (2002) suggests that the 

Strain-Counterstrain tender point mechanism is mediated through muscle spindles 

causing a direct afferent fibre reflex with the central nervous system and associated 

spinal segments responsible for that muscle. Johns (2003) mentioned in his study that 

“since the CRP system is described as visceral and the Strain-Counterstrain tender 

point system is described as somatic, it is the relationship between the viscerosomatic 

reflexes of these two systems that could be the link between their relative manifestation 

loci.” Although the above two systems are related with viscerosomatic reflexes, the AP 

system, on the other hand, is thought be related with the energy flow (Qi) through the 

meridians. Consequently, the proximity in topographical location between the AP and 

CRP systems is thought to be less than that of the CRP and Strain-Counterstrain 

systems. 
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Pathologically not related points 

The topographical congruency of the pathologically not related APs and CRPs was 

higher (62.5%) than that of the pathologically related points. For comparison when the 

condition of Neurasthenia was removed from the analysis of pathologically not related 

points, the percentage correlation became 33.3% which is similar to that of the 

pathologically related points. Because this study compares the relationship of the two 

point systems based on the distance between the two related points, it seems to be more 

proper to exclude the CRP condition of Neurasthenia which has a large anatomical area 

containing multiple related APs. Chapman’s reflex points appear in response to a 

pathology and in the absence of close anatomical landmarks they may be difficult to 

accurately locate on a healthy participant. In practice, practitioners use the information 

regarding locations of CRPs as a guide to finding the actual locations through palpation.  

 

If the criterion for congruency is set at 3.0cm or less for this study, the percentage 

correlations become 79.4% for anterior pathologically related points, 96.1% for 

posterior pathologically related points and 85.2% for all the pathologically related 

points. These results are similar to those of Upledger (Unpub.) and Melzack et al. 

(1977). 

   

4.4.2 Mean Distance 

 

The mean distance between the APs and the CRPs on the posterior was shorter than the 

anterior for pathologically related APs. This is because the Bladder meridian included 

81.1% of the posterior APs. The APs of the Bladder meridian lie along the tips of the 

transverse processes of the spine (Deadman and Al-Khafaji, 2000) and a large number 

of posterior CRPs are located laterally in the inter-spaces of the spine (Owens, 1999). 

 

The mean distance between the APs and CRPs for pathologically not related points 

(11.8 mm) was shorter than pathologically related points. When the condition of 

Neurasthenia was removed from the analysis, the mean distance for the pathologically 

not related points became 21.0 mm which is similar to the pathologically related points.  
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4.4.3  Nearest Neighbour Analysis 

 

This descriptive statistic revealed that the distribution pattern of the two point systems 

on the surface of human body was similar between pathologically related and unrelated 

points. The pattern was determined to be between clustered and random. The result 

might indicate that the treatment points of the CRPs and their associated APs are not 

randomly dispersed throughout the human body, rather these are tending towards 

existing in discrete clusters. 

 

The Department of Geography and Program in Planning at the University of Toronto 

(2002) has analyzed factors influencing the nearest neighbour statistic. They noted that 

the nearest neighbour value (Rn) is dependent on area. As the study area increases 

beyond the data points, the value of Rn decreases until the points appear to be 

“clustered” (Rn becomes zero). If the study area is decreased, the value for Rn may 

increase, suggesting a pattern of “regular” (Rn approaches 2.15) (see Figure 2.1). In 

applying this analysis to the participant, the study area was defined as one side of the 

entire body surface on a sagittal plane (hemi-anterior and/or hemi-posterior).  

 

Although most of CRPs are located along the spine (posterior points) and the sternum 

and ribs (anterior points), acupuncture points are dispersed along the meridians which 

connect the entire body parts. Prescription of APs combine both local and distant 

points (Mao-liang, 1998). Local points are points that are located at the local, or 

adjacent area to where disease is located. Distant points are points located in a remote 

area such as hands or feet in the same meridian. The AP system includes the entire 

body system in prescribing APs. Therefore, the study area defined for this study is the 

entire body  

 

However, for comparison, another analysis was performed with the study area re-

defined as one side of the thorax on a sagittal plane (hemi-anterior thorax and/or hemi-

posterior thorax). This study area was the minimum surface that covered all the CRPs 

and their related APs mapped on the participant, that is, the area enclosed between the 

vertical centerline of the body, the horizontal lines which cover top and bottom points 

and the vertical line down from the acromioclavicular joint. 
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According to this analysis, the distribution pattern of the two point systems was 

different. The pattern for the pathologically not related points was between clustered 

and random. However, the distribution pattern of the pathologically related points 

became between random and regular. These results reveal that the distribution pattern 

of the pathologically related points changed from tending towards regular to tending 

towards clustered as the study area was changed from the thorax area to the entire body 

area. Thus if the entire body is viewed, the occurrence of pathologically related points 

of the two systems appear to form clusters of points. This appearance is to be expected 

considering that the topographical location of the points is pre-determined by specific 

pathologies. Upon closer examination the points appear as a more regular pattern so 

that the knowledge of the topographical location of one point system acts as a predictor 

of the topographical location of the other. It is also suggested that even though the 

meridians of the AP system traverse the whole body and are dispersed throughout the 

body system, their pathways on the thorax area are closely related to the locations of 

CRPs. 

 

4.4.4  Intraclass Correlation Coefficient 

 

Statistical analysis showed no useful relationship between the APs and CRPs (p 

varying between .074 and .86). It is suggested that the distance of APs from an 

anatomical landmark is not a predictor of the distance from the APs to the CRPs. Use 

of Intraclass correlation analysis in finding relationships between two point systems in 

this instance showed a limitation. Intraclass correlation only provides information of 

the relative distance relationship between variables with no account of direction. 

 

4.5  Validity of Paper Correlation Studies 

  

One of the differences considered between this study’s literature-based analysis and the 

findings of Melzack et al. (1977), Riley et al. (1981) and Upledger (Unpub.) is that 

their studies used experienced clinical practitioners to predict correlations. This study 

used researchers with limited clinical experiences in the two point systems to correlate 

the points from the literature. The 71% correlation findings of Melzack et al. (1977) 
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and the 87.5% correlation of Upledger (Unpub.) are similar to the 85.2% correlation 

findings of this study using the SME (3.0 cm correlation criterion). The predictions 

from these studies are based on clinical experience rather than pure paper correlations. 

The implication is that although Melzack et al. and Upledger did not use a participant 

to show correlations, they were able to overcome this apparent shortcoming with 

clinical experience of the systems under review.  

 

Riley et al. (1977) indicated 5% - 33% correlation in their literature-based study. These 

findings are similar to the 20.6% - 44.2 % correlation findings of my study using the 

SME (1.5 cm correlation criterion). Their results also imply that although Riley et al. 

did not use a participant to show correlations they were able to overcome this with 

clinical experience of the systems under review. Johns (2003) expressed an alternative 

opinion. He indicated the study of Riley et al. (1977) was suspect because their 

correlation findings were so low. He suggested the low correlations were due to their 

unfamiliarity with the point systems, especially the Wat Pho Thai manual medicine 

system. 

 

One of the design aspects of this study was to validate the literature-based correlations 

through the SME. The establishment of the data set within a descriptive study needs to 

have some means of being validated within the context of the data. This validation can 

be either in the collection process or through an external source. In this study the ability 

to validate the data being used for the literature was achieved through the SME. Using 

the SME as an external validation for the literature correlations by the researcher meant 

that the base material being used for the SME was being validated as the SME was 

conducted. A self-checking system was effectively developed between the literature 

data and the true SME data. The SME thus gained the ability to accept new correlations 

as well as being able to define non-correlations.  

 

4.6  Limitations of the Study  

 

This study has indicated and discussed the difference between the anterior and 

posterior overlaps between the two point systems. However, it did not establish why 

there was a difference between the anterior and posterior correlations. The scope of this 
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research didn’t allow solution of this question which remains as a stimulus for possible 

further research. 

 

The SME of this study used a single participant who has a normal body type (BMI of 

21.5). Use of a normal body type has shown a clinically definable correlation between 

the two point systems and enabled direct comparison with the work of Johns (2003). 

Further study using different body types would highlight any effects of anatomical 

variation from person to person. 

 

4.7  Clinical Implications 

 

The literature-based analysis showed that 81.1% of the total APs were pathologically 

related with the nearby CRPs. It also revealed that Kidney and Bladder meridians are 

mostly involved with the 48 CRP conditions. Of these two meridians, Kid-25, 11 and 

BL-10, 26 (see Appendix 3) were most frequently involved.  

 

The SME revealed that, although the distance of APs from the anatomical landmark 

was not a predictor of the distance from the APs to the CRPs, involved (pathologically 

related) CRPs are located within two finger-pads area of APs (16.5 ± 1.9 mm) on the 

posterior surface and within three finger-pads area (27.8 ± 6.0 mm) on the anterior 

surface. Knowing a mean distance between the two point systems will allow 

practitioners to make available different treatment options.  

 

The SME also indicated that the distribution pattern of the APs and their associated 

CRPs are between clustered and random on a human body, not dispersed throughout 

the body. This relationship implies that knowledge of the location of the APs may aid 

the determination of the location of associated CRPs.  

 

Chapman’s reflex points appear in response to a pathology and for this reason may be 

difficult to accurately locate on a healthy body. In practice, practitioners use the 

information regarding locations of CRPs as a guide to finding the actual locations 

through palpation. However, the locations of APs could be easily learnt and identified 

even on a healthy person because APs are precisely located along the meridians. Thus, 
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knowledge of the location of APs can be used to improve the speed and accuracy of 

finding CRPs. 

 

4.8  Conclusion 

 

This study has provided clinical evidence of a close relationship between the AP and 

the CRP systems on a single subject. However, a difference between the anterior and 

posterior correlations has been indicated and discussed. The SME has shown to be a 

clinically valuable tool to find a relationship between these 2 point systems. 

 

The current study is the first to map these two point systems on a human body. The 

data recorded forms a real basis for subsequent study of these two point systems. The 

data recorded can also inform an improved guide to location of CRPs. 
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6.0 APPENDICIES 

 

Appendix 1 Illustration of AP Points (Deadman and Al-Khafaji 2000) 
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Appendix 2    Illustration of CRP Points (Owens 1937 / 1999) 
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Appendix 3   Results of Literature-based Analysis 

 

              

Appendix 3          Results of Literature-based Analysis 

  

This spreadsheet represents the final results from the Literature-based Analysis based on the base literature in the section 2.3.      

 

Table 6.1 Results of Literature-based Analysis 

CHAPMAN’S REFLEX POINT ACUPUNCTURE POINT RELATIONSHIP 

CR

P 

Pathological 

condition 

Anterior CRP loci Posterior CRP 

loci 

Anterior 

AP loci 

Posterior 

AP loci 

Pathological condition Pathologically 

not related (blank 

means 

pathologically 

related) 

1 (1) Retinitis 

or 

conjunctiviti

s 

Front of humerus, 

the middle aspect 

from the surgical 

neck downwards 

 P-2  Blurred vision, 

Pain of chest 

 

70 Rhinitis  Rinitis = 

Suboccipital 

nerve 

congestion or 

gangliform 

 GB-20 Redness and pain of eyes, 

Blurred vision, 

Night blindness 

 

71 conjunctiviti

s 

 Conjunctivitis 

= Gangliform 

over the 

anterior 

branch of the 

suboccipital 

nerve 

 BL-10 Bursting eye pain, 

Redness of eyes, 

Blurred vision 

 

 

2 (2) 

Cerebellar 

congestion 

Tip of the coracoid 

process of scapula 

 L-2  Cough, 

Pain of the back and shoulder 

Not related 

72   Midway 

between the 

posterior 

median line 

and the tip of 

the transverse 

process of C1 

 BL-10 Mania, 

Incessant talking, 

Epilepsy 

 

 

 (3) Cerebral  

congestion 

 

 

     

3  SP of C3  Du-15  Heaviness of head, 

Loss of consciousness, 

Epilepsy 

 

4  SP of C4  Du-15  Heaviness of head, 

Loss of consciousness, 

Epilepsy 

 

5  SP of C5  Du-14  Epilepsy, 

Insomnia 

 

73   On the 

posterior 

aspect of and 

between the 

TP of C1 and 

C2 

 BL-10 Mania, Incessant talking, 

Epilepsy 

 

6 (4) Wry neck Inner aspect of the 

upper end of the 

humerus, from the 

surgical neck 

downwards 

 P-2  Pain of back, shoulder, 

shoulder blade and arm 

 

74   Across the 

posterior 

aspect of the 

TP of C3/4 

(not C5) 

          

Du-15 

Stiffness of the neck, Stiffness 

of the spine 

 

75   Across the 

posterior 

 Du-14 Stiffness of the spine, Stiffness 

of the neck with inability to 

 



 

  44 

aspect of the 

TP of C6/7 

(not C5) 

turn the head 

7 (5) Otitis 

media 

On the upper edge of 

the clavicle, just 

beyond where it 

passes the 1st rib 

 ST-13  Fullness and distension of the 

chest and lateral costal region, 

Pain of the chest and upper 

back 

Not related 

76   The posterior 

aspect of the 

TP of C1  

  GB-20 

 Tinnitus 

 

8 (6) 

Pharyngitis 

On the ant aspect of 

the 1st rib, 3/4 to 1 

inch towards the 

sternum after the 

clavicle crosses the 

rib 

 Kid-27  Cough  

Cough with vomiting of 

phlegm 

Chest pain 

 

 

77   Post aspect of 

C2 TP, 1/2 

way between 

the TP tip & 

SP 

 BL-10 Swollen throat,  

Nasal congestion, 

Loss of smell 

 

9 (7) Nasal 1st rib/ sternum joint 

(contraction in 

cartilage) 

 Kid-27  Cough  

Cough with vomiting of 

phlegm 

Chest pain 

 

 

78   Ant aspect of 

C1 TP, located 

by coming up 

& into the 

mastoid 

process & 

onto the ant 

aspect of the 

C1 TP 

 

 BL-10 Swollen throat,  

Nasal congestion 

Loss of smell 

 

        

10 

(8) Tonsilitis Between the 1st & 

2nd ribs at the 

sternum junction 

 Kid-26  Cough 

Asthma 

Wheezing 

Dyspnea 

 

79   Post surface of 

the TP of C1, 

1/2 way 

between the 

SP & the tip 

of TP 

 BL-10 Swelling of the throat with 

difficulty in speaking 

 

11 (9) Tongue 2nd rib cartilage 3/4 

inch from the 

sternum 

 Kid-25  Vomiting, 

Fullness of the chest with no 

desire to eat 

 

80   Superior 

aspect of C2 

TP, 1/2 way 

between the 

SP & tip of TP 

 BL-10 Swelling of the throat with 

difficulty in speaking, 

Loss of sense of smell 

 

12 (10) 

Laryngitis 

Upper surface of 2nd 

rib, 2-3 inches from 

the sternum 

 Kid-26  Accumulation of phlegm,  

Vomit, 

Dyspnoea 

 

81   Post aspect of 

C2 TP, 1/2 

way between 

the TP tip & 

SP. 

 BL-10 Swelling of the throat with 

difficulty in speaking, 

Loss of sense of smell  

 

13 (11) Sinusitis Upper surface of 2nd 

rib & the intercostals 

space between 1st & 

2nd rib, 3 1/2 inches 

from the sternum 

 Kid-26  Accumulation of phlegm,  

Vomit, 

Dyspnoea 

Not related 

82   Post aspect of 

C2 TP, 1.2 

way between 

the TP tip & 

SP  

 BL-10 Swelling of the throat with 

difficulty in speaking, 

Loss of sense of smell 

Not related 



 

  45 

14 (12) Arms 

 

Pectoralis minor 

attachments to 3rd, 

4th, 5th ribs 

(3rd attachment) 

 SP-20  Distention of fullness of the 

chest ad lateral costal region 

 

15  (4th rib attachment)  SP-19  Fullness of he chest and lateral 

costal region extending to the 

back 

 

16  (5th rib attachment)  P-1  Inability to raise the four 

limbs, 

Pain of the arm 

 

83   Superior angle 

of scapula 

 SI-14 Pain of the shoulder and 

scapular  

 

84   Rib 1 (inner 

border of the 

scapular) 

 SI-14 Pain of the shoulder and 

scapular 

 

85   Rib 2 (inner 

border of  the 

scapular) 

 SI-14 Pain of the shoulder and 

scapular 

 

86   Rib 3 (inner 

border of the 

scapular) 

 SI-14 Pain of the shoulder and 

scapular 

 

17 (13) 

Thyroiditis 

Intercostal space 

between 2nd/3rd 

Ribs at sternum 

 Kid-25  Vomiting, agiitaton and 

fullness of the chest with no 

desire to eat 

 

87   Across the 

face of the TP 

of T2,  

midway  

between the 

TP tip & the 

SP 

 BL-12 Fever, cold, shivering, 

headache and cough 

 

18 (14) 

Bronchitis 

Intercostal space 

between 2nd /3rd ribs 

at stermun  

 Kid-25  Cough, asthma, wheezing, 

oppression of chest 

 

88   Across the 

face of the TP 

of T2, 1/2 

between the 

TP tip & the 

SP 

 BL-12 Cough with chest and back 

pain 

 

19 (15) 

Oesophagus 

Intercostal space 

between 2nd/3rd ribs 

at stermun 

 Kid-25  Fullness and distention of the 

chest, 

Pain of oppression of the chest 

 

89   Across the 

face of the TP 

of T2, 1/2 

Between the 

TP tip & the 

SP 

 BL-11 Fullness of the chest, Throat 

painful obstruction, 

Abdominal pain 

 

20 (16) 

Myocaridtis 

Intercostal space 

between 2nd/3rd ribs 

at stermun  

 Kid-25  Dyspnoea,  

Pain of oppression of the 

chest, 

Fullness and distention of 

chest 

 

90   Between the 

TP’s of T2/T3, 

1/2 way 

between the 

Tip of the TP 

& the SP 

 BL-11 Fullness of the chest, 

Heat in chest 

 

21 (17) Upper 

lung  

Intercostal space of 

3rd/4th ribs at the 

stermun 

 Kid-24  Cough, asthma, wheezing, 

difficulty in breathing 

 

91   Between th 

TP’s of T3/T4, 

1/2 way 

between the 

Tip of the TP 

& the SP 

 BL-13 Cough,  

Dyspnoea, 

Fullness of the chest, 

Chest pain 

 

22 (18) Lower 

lung  

Intercostal space of 

4th/5th ribs at the 

stermun  

 Kid-23  Fullness of chest and lateral 

costal region with difficulty in 

breathing 
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Cough, asthma 

92   Between the 

TP’s of T4/T5, 

1/2 way 

between the 

Tip of the TP 

& the SP 

 BL-13 Cough,  

Dyspnoea, 

Fullness of the chest, 

 

Chest pain 

 

23 (19) Neuritis 

of upper 

limb 

Intercostal space of 

3rd/4th ribs at the 

stermun  

 Kid-24  Breast abscess, 

Palpitations, 

Agitation and fullness 

Not related 

93   Between the 

TP’s of T3/T4, 

1/2 way 

between the 

Tip of the TP 

& the SP 

 BL-13 Cough,  

Dyspnoea, 

Fullness of the chest, 

Chest pain 

Not related 

24 (20) 

Neurasthenia 

Pectoralis Major 

attachments to 

sternum, humerus, 

clavicle &ribs. 

(especially mid 

clavicle line of 4th 

rib)  

     

  (rib 7 way the only 

rib thought to have a 

possible correlation) 

     

  (Pectoralis major 

attachment ribs 3 to 

7 – making 5 

attachments) 

     

  Sternum  Ren-17  Shortness of breath, 

Cough 

Not related 

        

25  Humerus  Li-15  Shoulder pain, 

Weakness of shoulder 

Not related 

26  Clavicle  ST-13  Fullness and distention of the 

chest,  Athma 

Not related 

27  Rib 3  Kid-25  Cough, Athma  Not related 

28  Rib 4  Kid-24  Cough, Athma Not related 

29  Rib 5  Kid-23  Fullness of the chest, Cough, 

Athma 

Not related 

30  Rib 6  Kid-22  Cough, Athma,  

Dyspnea 

Not related 

31  Rib 7  Kid-22  Cough, Athma,  

Dyspnea 

Not related 

94   Point is 

located on the 

4th rib just 

behind the 

medial aspect 

of the scapula 

border. 

( scapula has 

to be moved 

aside to get to 

the point) 

 SI-13 Pain and an oppressive 

sensation of the shoulder 

Not related 

32 (21) Meso- 

Appendix 

Upper edge, near the 

tip of the 12th rib of 

the (R) side 

 Liv-13  Distension and pain of 

abdomen, 

Undigested food in the stool, 

Constipation 

 

95   Outer end of 

the 11th 

intertransverse 

space 

 BL-20 Distention and pain of the 

abdomen, focal distention, 

abdominal masses. 

 

33 (22) 

Hemorrhoids 

Just above the Tuber 

Ishii (ishial-

tuberosity) 

 BL-54  Hemorrhoids, Difficult 

defacation 

 

96   On sacrum 

close to the 

ilium at the 

lower end of 

the ilio-sacral 

 BL-26 Diarrhoea, 

Constipation 
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synchondrosis  

34 (23) 

Salpingitis or 

Pyosalpinx 

(f) 

Vesiculitis 

(m) 

Midway between the 

acetabulum & the 

sciatic notch 

 BL-54  Difficult urination, 

Dark urine 

 

97   Between the 

PSIS & the 

Spof L5  

 BL-26 Enuresis, 

Frequent urination, 

Difficult urination 

 

35 (24) Irritated  

Clitoris & 

Vaginismus 

Upper inner aspect 

of the post thigh for 

3-5 inches long & 1 

1/2 – 2 inches wide 

 Liv-10  Difficult urination, 

Retention of urine, 

Enuresis 

 

98   On the side & 

in the tissues 

close to the 

articulation of 

the coccyx 

with the 

sacrum  

 BL-30 

 

Pain of coccyx, 

Irregular menstruation, 

Dysmenorrhoea, 

Uterine bleeding 

 

36 (25) 

Leucorrhea 

Inner condyle of the 

femur & upwards for 

3-6 inches of the 

posterior aspect 

 SP-10  Leucorrhea, 

Painful urinary dysfunction 

 

99   Between the 

PISIS & the 

SP of L5  

 BL-

26 

Frequent urination, Difficult 

urination, 

Abdominal distention 

 

37 (26) Sciatic 

neuritis 

1/5 of the distance 

below the grater 

trochanter & 203 

inches downwards 

on the post / outer 

femur aspect 

 ST-31  Sciatica, 

Pain of the hip joint and thigh 

 

38  1/5 of the distance 

above the knee for 2 

inches on the post/ 

outer femur aspect 

 ST-34  Pain of the knee and leg  

39  Middle post region 

of the femur & 1/3 

of the distance 

upwards from the 

candela’s 

 ST-32  Numbness and contraction of 

the thigh muscles, 

 

100   (1) both side 

of the fibula 

from its upper 

attachment or 

atriculation 

with the tibia 

on the outer 

malleolus 

 GB-34 Pain of the thigh and knee, 

Sciatica 

 

101   (2) Midway 

between the 

trochanter & 

the tuber 

ischii & above 

the trochanter 

transversely 

 GB-30 Pain of the buttock 

Pain or sprain of the hip and 

leg 

Sciatica 

 

102   (3) just below 

the post 

superior spine 

of the ilium 

(PSIS) 

 BL-27 Lower abdominal pain, 

Testicular pain that radiates to 

the lumbar region 

 

40 (27) Atonic 

constipation 

Between the ant sup 

spine of the ilium 

(ASIS) & the greater 

trochanter 

 GB-27 

 

 Constipation  

 

 

103   On the 11th rib 

at the T11 TP  

 BL-20 Undigested food in stool, 

Diarrhoea 

 

41 (28) 

Abdominal 

tension 

Just below the 

attachment of 

Poupart’s ligamnet 

 Kid-11  Seminal emission, 

Impotence, 

Enuresis 

Not related 
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along the upper edge 

of the body & ramus 

of the PS towards 

the symphysis 

104   Tip of the TP 

of L2 

 BL-22 Abdominal distension  

Abdominal mass 

Difficult ingestion 

 

42 (29) Prostate  (1) Greater 

Trochanter on the 

outer aspect of the 

femur to within 2 

inches of the knee 

joint 

 GB-31 

 

 Sciatica,  

Weak legs 

 

Not related 

43  (2) Laterally on 

either side of the 

symphysis 

 Kid-11  Seminal emission, 

Impotence, 

Pain of genitals 

 

105   Between the 

PSIS & the SP 

of L5 

 BL-26 Enuresis,  

Frequent, difficult urination 

 

        

44 (30) Ovaries The round ligament 

from the upper 

border of the pubic 

bone downwards to 

the attachment of the 

muscles on the lower 

border. 

 Kid-11  Pain of genitals 

Uterine prolapse 

 

106   (1) 9th & 10th 

intertransverse 

space near 

vertabrae = 

inner ovary 

 BL-18 Epigastric pain, 

Lower abdominal pain 

 

107   (2)10th & 11th 

inerstransverse 

space near 

vertevras = 

outer ovary 

 BL-19 Jaundice, 

Yellow eyes 

Not related 

45 (31) Urethra Inner edge of the 

pubic ramus near the 

upper border of the 

pubic bone 

downwards to the 

attachment of the 

muscles on he lower 

border 

 Kid-11  Uterine prolapse, 

Painful retraction of the 

genitals 

 

108   Upper edge of 

the TP of L2 

 BL-22 Difficult urination, 

White turbidity 

blood in urination 

 

46 (32) Uterus Upper edge of the 

junction of the 

ramus of pubes & 

ischum 

 Kid-11  Uterus prolapse, 

Pain of genitals 

 

109   Between the 

PSIS & the SP 

of L5  

 BL-26 Enuresis,  

Frequent urination, Difficult 

urination 

 

47 (33) Borad 

Ligament 

Grater trochanter 

downwards on the 

outer aspect of the 

femur to within 2 

inches of the knee 

joint 

  

GB-32 

 Numbness of the legs, Sciatica 

 

Not related 

110   Between the 

PSIS & the SP 

of L5  

 BL-26 Lumbar pain, 

Enuresis, 

Frequent urination 

 

48 (34) Uterine 

fibroma 

Laterally either side 

of the symphysis 

  ST-30  Irregular menstruation, 

Abnormal uterine 

bleeding, infertility 

 

111   TP tip L5 

extending 

parallel with 

the iliac crest 

of 1 inch 

 BL-26 Enuresis, Frequent urination, 

Difficult urination 

 



 

  49 

49 (35) Rectum Less trochanter of 

femur down wards 

(no size given) 

 ST-31  Pain of thigh, Sciatica 

Lumbar pain 

Not related 

112   On sacrum 

close to the 

ilium at the 

lower end of 

the ilio-sacral 

synchondrosis 

 BL-27 Difficult defecation, 

Blood and mucus in stool 

 

50 (36) Groin 

glands  

(1) Lowest 2/5 of the 

Sartorius muscle & 

it’s tendinous 

attachments to the 

tibia 

 SP-9  Difficult urination, 

Seminal emission, 

Pain of genital 

 

 

51  (2) just above the 

inner condyle of the 

femur 

 SP-10  Irregular menstruation, 

Dysmenorrhoea, 

Amenorrhoea 

 

 

113   On the 

sacrum, close 

to the ilium, at 

the lower end 

of the ilio-

sacral 

synchrondosi 

 BL-27 Dysenteric disorder, 

Blood and mucus in the stool 

 

52 (370 Spastic 

constipation 

or colitis 

(1) band 1 inch long 

& 2 inches wide 

from the greater 

trochanter to within 

1 inch of the patella 

on the front, outer 

aspect of the femur  

 ST-32  Painful obstruction and 

atrophy disorder of the lower 

limb 

Not related 

53  (2) R Greater 

trochanter upper 1/5 

of muscles are 

contracted indication 

cecum trouble 

 ST-31  Atrophy disorder and painful 

obstruction of the lower limb 

Not related 

54  (3) 3/5 of muscles 

below this will be 

the ascending colon 

 ST-32  Painful obstruction and 

atrophy disorder of the lower 

limb 

Not related 

55  (4) last 1/5 is the 

indcator for the 1st 

2/5 of the transverse 

colon 

 ST-34  Swelling and pain of the knee Not related 

114   A triangle are 

from TP of L2 

to L4 to the 

iliac crest. 

( no exact 

location the 

crest is given, 

it is just a 

single 

attachment 

point) 

 BL-23 

 

Undigested food in the stool, 

Cold and distension of the 

stomach 

 

56 (38) Cystitis (1). umbilicus5  Ren-8  Abdominal distension,  

Retention of urine, 

Infertility 

 

57  (2) between the 

upper & lower 

margins of the pubic 

bone near the 

symphysis 

 Ren-2  Red and white leucorrhoea, 

Irregular menstruation, 

Dysmenorrhoea 

 

115   

 

Upper edge of 

L2 TP 

 

 BL-22 Difficult urination, 

White turbidity, 

blood in urine 

 

58 (39) Kidneys Laterally on an area 

located about 1 inch 

on either side of the 

median vertical line 

of the abdomen & 1 

inch above the 

 Ren-9  Distention of the intestine and 

stomach, 

Vomit after eating, 

Periumbrical pain 
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horizontal plane of 

the umbilicus 

116   Inter-

transverse 

space between 

T12/L1, 

midway 

between the 

SP & tip of 

the TP’s 

 BL-21 Epigastric pain, 

Lack of apetite, 

Difficult ingestion 

 

59 (40) 

Adrenals 

An are of 2-2 1/2 

inches above & 1 

inch either side of 

the umbilicus 

 ST-23  Mania, Depression, 

Agitation 

 

117   Inter-

transverse 

space between 

T11/T12 

midway 

between the 

SP & Tip of 

TP’s  (2 

adrenals = 

both side. 1 = 

1 side) 

 BL-20 Somnolence, 

Lassitude 

 

60 (41) Small 

intestines 

Intercostal space 

between the 8th & 

9th, 9th & 10th, 10th & 

11th ribs near the 

carilage/ bone 

inerface 

(Intercostal 8/9) 

 Liv-14  Vomiting, 

Abdominal distention, 

Desire to eat despite difficult 

indigestion 

 

61  (Intercostal 9/10)  Liv-13  Distension and pain of 

abdomen, 

Unindigested food in stool, 

Diarrhoea, Constipation 

 

62  (Inercostal 10/11)  Liv-13  Distension and pain of 

abdomen, 

Unindigested food in stool, 

Diarrhoea, Constipation 

 

118   Inter-

transverse 

spaces of 8th 

& 9th Thoracic 

vertebra on 

both sides 

midway 

between the 

SP & tip o TP 

 BL-18 Abdominal pain, 

Epigastric pain, 

Abdominal cramps 

 

119   Inter-

transverse 

spaces of 9th 

& 10th 

Thoracic 

vertebra on 

both sides 

midway 

between the 

SP & tip o TP 

 BL-18 Abdominal pain, 

Epigastric pain, 

Abdominal cramps 

 

120   Inter-

transverse 

spaces of 10th 

& 11th 

Thoracic 

vertebra on 

both sides 

midway 

between the 

SP & tip o TP 

 BL-19 Vomiting, 

Lack of appetite 

 

63 (42) Hyper 

acidity 

gastric 

Intercostal tissues 

between the 5th & 6th 

ribs from the mid 

   Kid-

22 

 

 Vomiting 

Lack of appetite 
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mamillary line on 

the (L) side of the 

stermum 

121   Inter-

transverse 

space between 

the 5th & 6th 

Thoracic 

vertebra 

midway 

between the 

SP & tip  of 

TP  

 BL-15 Abdominal distention, 

Difficult ingestion 

 

64 (43) Gastric 

hyper 

congestion  

(L) side from mid 

manillay line 

between the 6th & 7th 

ribs up to the 

sternum 

 Liv-14  Epigastric distention and pain, 

Acid regurgitation 

 

122   Inter-

transverse 

space midway 

between the 

SP & tip of TP 

of T6/7  

 BL-16 Epigastric pain, 

Abdominal distension 

 

65 (44) Pyloric 

stenosis 

Ant sternum from 

the 

manubrium/gladiolu

s to the ensiform 

appendix (xiphoid) 

 Ren-17  Esophageal constriction, 

Acid regurgitation, 

Vomiting 

 

123   Rib 10 at the 

juncture with 

T10 of the R 

side only 

 BL-19 Distension and pain of chest, 

Vomiting, 

Difficult ingsestion 

 

66 (45) 

Pancreas 

Intercostal spcaed 

between the 7th/8th 

ribs on the R side at 

the cartilage inerface 

 ST-19  Abdominal distension, 

Epigastric pain, 

Vomiting, 

Poor appetite 

 

124   Inter-

transverse 

space between 

T7/8 midway 

between SP & 

tip of TP (R) 

 BL-17 Epigastric pain, 

Vomiting, 

Difficult ingestion, 

Inability to eat 

 

67 (46) 

Congestion 

of  

The liver & 

the G/B 

 Intercostal 

space from the 

mid-

mammilary 

line between 

6yh and 7th 

rib (R) 

Liv-14  Epigastric distention and pain, 

Vomiting, 

Abdominal distension 

 

125   R side inter-

transverse 

space between 

the SP & tip 

of TP for 

T6/7.  

 BL-16 Epigastric pain, 

Abdominal distension 

 

68 (47) Torpid 

liver 

Intercostal space 

between 5th/6th ribs 

from the mid 

mamillary line up to 

the stermun 

  Kid-22 

 

 Vomiting, 

Fullness and pain of chest 

 

 

126   Inter-

transverse 

space between 

the 5th & 6th 

Thoracic 

vertebra 

midway 

between the 

SP &the Tip 

of TP 

 BL-15 Jandice, 

Eye pain, 

Nosebleed 

 

69 (48) Intercostal space  ST-19  Abdominal Distension  
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Splenitis between 7th & 8th 

ribs (L) near the 

carilage inerface 

Epigastric pain 

Vomiting 

Poor appetite 

127   Inter-

transverse 

space midway 

between the 

SP & tip of TP 

for  T7/8 (L) 

 BL-17 Fullness of abdomen, 

Vomiting, 

Difficult ingestion 

Poor appetite 

 

  

 

 

Abbreviations for CRP 

TP Transverse process 

SP Spinous process 

T Thoracic spine vertebrae 

C Cervical spine vertebrae 

L Lumbar spine vertebrae 

(L) or (R) Left or Right side of the body 

G/B Gall Bladder  
Abbreviations for AP (name of meridian) 

 

P: pericardium,  BL: bladder,  GB: gallbladder,  LI.: large intestine,  L : lung,  Ren : conception vessel, 

Du : governing vessel,  ST : stomach,  Liv : liver,  Kid : kidney,  SI. : small intestine,  SP : spleen 
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Appendix 4   Results of Single Model Experiment    

 

These tables represent collected data from the SME and their binary correlation.  

 Table 6.2 Experimental Results of Anterior Points  

CRP Related 

AP 

Distance from 

landmark to AP (mm) 

Distance from 

AP to CRP 

(mm) 

Binary 

correlati

on  

(1.5 cm) 

Binary 

correlati

on  

(3.0 cm) 

Remarks 

(no  

experimental 

data collected) 

1 P-2 175 80 0 0  

2 L-2 123 24 0 1  

3 Du-15 0 21 0 1  

4 Du-15 0 30 0 1  

5 Du-14 0 24 0 1  

6 P-2 175 86 0 0  

7 ST-13 44 20 0 1  

8 Kid-27 44 10 1 1  

9 Kid-27 44 23 0 1  

10 Kid-26 47 28 0 1  

11 Kid-25 47 24 0 1  

12 Kid-26 47 16 0 1  

13 Kid-26 47 35 0 0  

14 SP-20 100 27 0 1  

15 SP-19 100 20 0 1  

16 P-1 110 8 1 1  

17 Kid-25 47 26 0 1  

18 Kid-25 47 26 0 1  

19 Kid-25 47 26 0 1  

20 Kid-25 47 26 0 1  

21 Kid-24 54 33 0 0  

22 Kid-23 54 38 0 0  

23 Kid-24 54 33 0 0  

24 Ren-17 0 0 1 1  

25 Li-15 172 15 1 1  

26 ST-13 44 0 1 1  

27 Kid-25 47 0 1 1  

28 Kid-24 54 0 1 1  

29 Kid-23 54 0 1 1  

30 Kid-22 54 0 1 1  
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31 Kid-22 54 0 1 1  

32 Liv-13 130 25 0 1  

33 BL-54     Pelvic area 

34 BL-54     Pelvic area 

35 Liv-10 55 15 1 1  

36 SP-10     Lower extremity 

37 ST-31     Lower extremity 

38 ST-34     Lower extremity 

39 ST-32     Lower extremity 

40 GB-27     Pelvic area 

41 Kid-11     Pelvic area 

42 GB-31     Lower extremity 

43 Kid-11     Pelvic area 

44 Kid-11     Pelvic area 

45 Kid-11     Pelvic area 

46 Kid-11     Pelvic area 

47 GB-32     Lower extremity 

48 ST-30     Pelvic area 

49 ST-31     Pelvic area 

50 SP-9     Lower extremity 

51 SP-10     Lower extremity 

52 ST-32     Lower extremity 

53 ST-31     Lower extremity 

54 ST-32     Lower extremity 

55 ST-34     Lower extremity 

56 Ren-8 0 0 1 1  

57 Ren-2     Pelvic area 

58 Ren-9 0 25 0 1  

59 ST-23 40 23 0 1  

60 Liv-14 95 36 0 0  

61 Liv-13 130 46 0 0  

62 Liv-13 130 35 0 0  

63 Kid-22 52 26 0 1  

64 Liv-14 95 46 0 0  

65 Ren-17 0 0 1 1  

66 ST-19 30 12 1 1  

67 Liv-14 95 47 0 0  

68 Kid-22 52 26 0 1  
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69 ST-19 30 12 1 1  

 

 

Table 6.3 Experimental Results of Posterior Points 

CRP AP Distance from 

anatomical landmark 

to  AP (mm) 

Distance from 

AP to CRP 

(mm) 

Binary 

correlati

on 

(1.5 cm) 

Binary 

Correlat

ion  

(3.0 cm) 

Remarks (no 

experimental 

data collected)                                                  

70 GB-20 24 11 1 1  

71 BL-10 19 18 0 1  

72 BL-10 19 9 1 1  

73 BL-10 19 10 1 1  

74 Du-15 0 21 0 1  

75 Du-14 0 17 0 1  

76 GB-20 24 10 1 1  

77 BL-10 19 17 0 1  

78 BL-10 19 4 1 1  

78 BL-10 19 11 1 1  

80 BL-10 19 15 1 1  

81 BL-10 19 19 0 1  

82 BL-10 19 19 0 1  

83 SI-14 65 20 0 1  

84 SI-14 65 22 0 1  

85 SI-14 65 31 0 0  

86 SI-14 65 42 0 0  

87 BL-12 35 23 0 1  

88 BL-12 35 23 0 1  

89 BL-11 35 22 0 1  

90 BL-11 35 29 0 1  

91 BL-13 35 18 0 1  

92 BL-13 35 27 0 1  

93 BL-13 35 18 0 1  

94 SI-13 81 13 1 1  

95 BL-20 31 9 1 1  

96 BL-26 32 20 0 1  

97 BL-26 32 10 1 1  

98 BL-30 20 15 1 1  
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99 BL-26 32 10 1 1  

100 GB-34     Lower extremity 

101 GB-30     Pelvic area 

102 BL-27 31 18 0 1  

103 BL-20 31 17 0 1  

104 BL-22 29 10 1 1  

105 BL-26 32 10 1 1  

106 BL-18 29 13 1 1  

107 BL-19 28 12 1 1  

108 BL-22 29 7 1 1  

109 BL-26 32 10 1 1  

110 BL-26 32 10 1 1  

111 BL-26 32 11 1 1  

112 BL-27 31 11 1 1  

113 BL-27 32 11 1 1  

114 BL-23 29 0 1 1  

115 BL-22 29 13 1 1  

116 Bl-21 31 15 1 1  

117 BL-20 31 20 0 1  

118 Bl-18 31 20 0 1  

119 BL-18 31 21 0 1  

120 BL-19 30 17 0 1  

121 BL-15 31 18 0 1  

122 BL-16 31 20 0 1  

123 BL-19 30 20 0 1  

124 BL-17 30 20 0 1  

125 BL-16 31 21 0 1  

126 BL-15 30 21 0 1  

127 BL-17 30 20 0 1  

  

Binary correlation: 1 means correlated, 0 means not correlated 

Abbreviations: P: Pericardium, BL: Bladder, GB: Gallbladder, LI: Large intestine,  

L: Lung, Ren: Conception vessel, Du: Governing vessel, ST: Stomach, Liv: Liver, 

Kid: Kidney, SI: Small intestine, SP: Spleen 

 

Appendix 5  Mapping of Point Systems 

 



 

  60 

 This photograph shows the completed anterior aspect of the participant during the SME.  

  

 

  Figure 6.1 Mapping of Anterior System 

 

This photograph shows the completed posterior aspect of the participant during the 

SME.  

 

Figure 6.2 Mapping of Posterior System 

 

Appendix 6 
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                            Title of project: Comparative analysis of the topographical                
                          locations of acupuncture points and Chapman’s reflex points 
 
                                   Information sheet  
 
About this research 
You are invited to take part in a study which examines relationships of topographical locations 
between acupuncture points and Chapman’s reflex points. These two point systems are used 
to diagnose and treat diseases related with internal organs of human body. 
 
Your involvement in this study will be valuable in finding any relationships between the two point 
systems. 
 
The researcher  
The research is being done by Ok Bae Kim from Unitec New Zealand and will be supervised by 
Clive Standen. 
 
Taking part in the study 
The experiment (mapping) will be performed in a practice room at the Student Osteopathic 
Clinic, Building 41, Unitec New Zealand, Carrington Road which has showering facilities. 
  
You will be dressed in comfortable undergarments. The researcher and another student who is 
studying at the New Zealand School of Acupuncture and Traditional Chinese Medicine will mark 
Chapman’s reflex points (approx. 130 points) and acupuncture points (approx. 130 points) on 
your body with non-toxic, removable inks. After finishing marking of the two point systems, the 
researcher will measure the distances between the two point systems with a vernier caliper. 
Once this is done, you will be photographed showing both point systems, but in a manner which 
cannot identify you. Your posterior, anterior and lateral body surfaces showing the marked point 
systems will be photographed.  Your face will not be photographed. Your photographs will be 
utilized for training of Unitec Osteopathic students. 
 
Agreeing to take part  
If you think you would like to help me with this study, please contact me on 09-4781458 or 
obKim51@hanmail.net. I will arrange a time to visit you so that I can answer any further 
questions you may have. This will give you time to carefully consider taking part in this study. 
We could then complete the consent form and arrange an appropriate time for the experiment. 
Thank you for reading this information sheet.   
 
This study has been approved by the UNITEC Research Ethics Committee from (23Feb,2005) 
to (31Jul,2005).  If you have any complaints or reservations about the ethical conduct of this 
research, you may contact the Committee through the Secretary (ph: 09 815-4321 ext 8041).  
Any issues you raise will be treated in confidence and investigated fully, and you will be 
informed of the outcome. 
 

 

 

 

 

 

Appendix 7 



 

  62 

 
 

Consent Form  
 

Title of project: Comparative analysis of the topographical locations of acupuncture points and 
Chapman’s reflex points.  
The research is being done by Ok Bae Kim from Unitec New Zealand, and will be supervised 
by Clive Standen. 
 
Name of Participant:…………………………………………………………………. 
 
I have seen the Information Sheet dated [28May, 2005] for people taking part in the Project. I 
have had the opportunity to read the contents of the information sheet and to discuss the 
project with the project team and I am satisfied with the explanations I have been given. I 
understand that taking part in this project is voluntary (my choice) and that I may withdraw from 
the project at any time.  
 
I understand that I can withdraw from the project if, for any reason, I want this. 
 
I understand that my participation in this project is confidential and that no material that could 
identify me will be used in any reports on this project. 
 
I understand that the photograph taken in this project may be used for training purposes of the 
Unitec Osteopathic students. 
 
I have had enough time to consider whether I want to take part. 
 
I know whom to contact if I have any questions or concerns about the project. 
 
The principal researcher for the project is Ok Bae Kim, 251 East Coast Road, Mairangi Bay, 
Auckland. 09-478-1458.  
 
Signature……………………………………………………….participant   ……….(date) 
 
Project explained by Ok BaeKim 

Signature……………………………………………………….               …………...(date) 
 
The participant will retain a copy of this consent form. 
 
 
 
 
This study has been approved by the UNITEC Research Ethics Committee from (23Feb,2005) 
to (31Jul,2005). If you have any complaints or reservations about the ethical conduct of this 
research, you may contact the Committee through the Secretary (ph: 09 815-4321 ext 8041).  
Any issues you raise will be treated in confidence and investigated fully, and you will be 
informed of the outcome. 
 

 
 

 


