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environments.

comparable with those reported by other CAM clinics.

more on their objective data-gathering skills.

Abstract: Acupuncture Relief Project (ARP) conducted a practitioner/patient survey of its operations at the Vajra Varahi
Health Care Clinic in Chapagaon, Nepal and associated outreach health clinics between September 15, 2011 and March
1, 2012. The survey included the collection of demographic information and provides a clinic-wide overview of patient

Background: Acupuncture Relief Project (ARP) operates a primary care health care clinic in rural Nepal which was
founded in 2008. Over the past four years, practitioners from ARP have conducted over 100,000 patient visits in the
course of providing cost-effective health care and treatment in undeserved and impoverished communities.

The goal of this project is to document clinic operations in order to help guide future research in Nepal as well as
contribute to a growing body of evidence that uses acupuncture to deliver primary care in developing countries and rural

Findings: Demographic and chief complaint data was consistent with care provided in Complementary Alternative
Medicine (CAM) clinics as well as allopathic Primary Care clinics in the United States. Clinical outcomes were

Conclusions: The overview survey completed by the Acupuncture Relief Project in Nepal was successfully implemented.
Not only was the demographic data gathered to better treat and address the most prevalent concerns of patients, but
the implementing of the survey became a teaching tool for practitioners to shed their subjective data gathering and rely

Background

Nepal remains one of the poorest countries in the world
and has been plagued with political unrest and economic
instability for the past two decades. Acupuncture Relief
Project (ARP) practices in Chapagaon, Nepal and villages
in the surrounding area. Over the last four years ARP has
provided over 100,000 treatments to patients living in

rural villages outside of Kathmandu, Nepal. Their efforts
include the treatment of patients living with HIV and

AIDS as well as people suffering from extreme poverty
and social disfranchisement. Common conditions include
musculoskeletal pain, digestive pain, hypertension, diabetes,
stroke rehabilitation, uterine prolapse, asthma, and recovery
from tuberculosis treatment, typhoid fever, and surgery.

ARP conducted a survey in an effort to gain a “big picture”
perspective of the clinic operations and assess who and
what they are treating in order to guide further research and
improve efficacy of treatments. This survey was conducted
from September 15, 2011 through March 1, 2012. A Patient
Reported Outcome Measure (PROM) enabled the clinic
team to use a standard survey to collect their data created
particularly for their population. Patient Reported Outcome
Measures utilize patients’ perspectives on the progress of
their wellness. The clinic researchers had three goals for
the survey; to collect demographic data on the patients, to
collect data regarding efficacy of treatments, and to create
a common platform where practitioners and patients can
communicate.

Out of 519 patients who answered the language question,
only one spoke English and most patients are illiterate in
their native language. Because of these specific limitations
unique to the population that frequents the ARP clinics,

it was determined that an oral survey utilizing a medical
language interpreter would be the appropriate tool.

Appropriate assessment is also difficult in these clinics.
When practitioners volunteer to serve in Nepal, they

are operating in a foreign environment. They need an
interpreter to communicate with their patients, and the
cultural differences can create an enormous disconnect
between practitioner and patient. ARP needed a tool to
bridge those gaps in communication. Utilizing the survey
actually encouraged practitioners to utilize more objective
measures in their assessments and provide better prognosis
information to their patients.

In addition, ARP hoped to show patterns in the length of
time in which symptoms began to resolve.

There is no other research published regarding the chief
complaints most often seen in rural Nepal clinics. Our
findings may allow some generalization about the needs of
these particular populations.

Methods

The overall purpose of this survey was to determine the
types of cases that are being treated at the Acupuncture
Relief Project’s clinic in Chapagaon, Nepal, as well as the
efficacy of those treatments, and the local community’s




perception of the treatments being received.
Basic demographic information (age, sex,
primary language, and how far the patients
traveled to get to the clinic) was also
gathered. The questions in this survey were
written specifically for this investigation.
ARP runs for five months each year. The
survey was taken for that duration to give a
snapshot of one annual cycle.

There were four similarly designed
sections to the survey, one to be filled out
at each the first, fifth, tenth, and twentieth
treatments in the clinic. Their purpose was
to rate the progression or decline of the
initial chief complaint that brought them
into the clinic. For each of the treatments
after the first, there was a subjective section
to be filled in with the patient’s assessment
of their progress and an objective section to
be filled out by the clinician based on their
observation and assessment of the patient’s
progress. A five point scale was used

and the answer choices were as follows:
has gotten worse despite the treatment,

has not responded to the treatment, has
responded somewhat to the treatment, has
responded greatly to the treatment, and

has been resolved. Clinicians were also
asked to use a combination of subjective
information collected from the patient and
their objective observations to assess the
percentage that the chief complaint had
resolved since the survey initiation. Answer
choices were: less than 10%, 10%, 25%,
50%, 75%, 90%, or 100%.

The second purpose of this survey was

to train volunteers how to better evaluate
and assess patient cases and see how it is
different in this clinical environment (given
language barriers, cultural perceptions,

etc.) than it is in a typical Western setting.
There were questions specifically designed
to direct and teach the clinicians to estimate
how long it may take for the patients to get
better, or to see a change in the condition of
the chief complaint. This part of the survey
included two sections; 1) Assessment,

with five possible answer choices being:
significant improvement expected within
five treatments, ten treatments, beyond

ten treatments, significant improvement
expected with allopathic care, or significant
improvement not expected. 2) Plan, with
response options being: patient to be treated

at this clinic, patient to be treated at this
clinic in support of allopathic care, patient
to be examined and referred to allopathic
care, patient examined but not treated.

During the fifth and tenth treatments the
patient charts were reviewed to see if

any Chinese herbs were prescribed or if
any referrals to other practitioners were
given. The surveyors were also asked to
record any secondary complaints that had
arisen for the patients and if there were
any, they were also evaluated, as above, at
subsequent appointments.

The survey was administered orally

during the initial intake to the clinic by the
practitioners who each received two hours
of training to standardize the responses.
Periodic reviews of the surveys were

done to insure proper documentation.

The clinicians were assisted by Nepali
interpreters, who are integral to the running
of this clinical setting. Each interpreter

has received a minimum of forty hours

of training in medical concepts and
terminology. They each have one to four
years of experience working in this clinic.
The practitioners were volunteers and all
held master’s degrees or the equivalent,
depending on their country of origin, in
acupuncture and Oriental Medicine. Their
experience ranged from recent graduates to
five years in clinical practice.

Five hundred thirty-four surveys were
completed and the data was compiled
and input by a research group of master’s
students in their final year at Oregon
College of Oriental Medicine. The
quantifying software used was Fluid
Surveys and Microsoft Excel. Fluid
Surveys was the primary software used
to input data and to gather information.
Microsoft Excel was used to calculate
the average number of days between
the first treatment and their fifth, tenth,
and twentieth treatments. Scatter graphs
were also made using Excel to give a
clear visualization of the data due to the
extensive sample size. This survey was
funded by Acupuncture Relief Project.

Demographic Findings

Approximately 542 surveys were
completed during this five month period

Table 1. Patient Gender

Female
70%

Table 2. Patient Age*
0-16
17-25
26-35
36-45
46-55 22%
56-65
66-75
76+

Patients Reporting (as percentage)

Table 3. Treatment History

Has this patient been seen at this clinic before?

Returning
Patient
32% New
Patient
68%

Table 3a. Treatment History

How many times has this patient been seen at this clinic?

11-20 Tx
20%

Table 4. Returning Patient Subjective
Benefit of Treatment*
Has the treatment at this clinic been helpful?

Not
Helpful

Somewhat
Helpful

Helpful

Very
Helpful

Curative

0 10 20 30 40
Patients Reporting (as percentage)

* Totals less than 100% due to rounding to whole percentage



of time. Seventy percent, (378/542)

of respondents were women and 30%
(164/542) were men [Table 1]. Patient age
was tallied and there was a wide range
with all age groups represented. The most
common age group was 46-55 years old

at 22% (119/528) of those polled. Age
0-16 year olds made up 3% (16/528),
17-25 were 6% (36/528), 26-35 year olds
represented 13% (73/528), 36-45 year olds
were 19% (36/528), 56-65 year olds 17%
(94/528), 66-75, 12% (67/528) and the
oldest group, those 76 and older, were also
3% (21/528) [Table 2].

Sixty-eight percent, (354/517) of the
patients surveyed were new to this group
of practitioners in the clinic and 32%
(163/517) had been seen in the clinic

at some point in the past [Table 3]. Of
those returning, 64% (83/129) were seen
less than 10 times, 20% (26/129) 11-20
times and 16% (20/129) were seen more
than 20 times [Table 3a]. These final
16% are the more chronic disease cases
probably requiring long term frequent
care to maintain their current level of
health. As a gauge of public opinion, the
returning patients were also asked, “Has
the treatment at this clinic been helpful?”’
Responses of those 157 patients polled
who had been seen before in the clinic
were as follows: the majority, 46%(73)
found it helpful, 25% (40) found it very
helpful, 20% (32) somewhat helpful,
4% (7) not helpful, and 3% (5) found it
curative [Table 4].

In addition to the primary clinic in
Chapagaon, there are several outreach
clinics in outlying communities. The
mountainous terrain of this region and its
lack of roads present special transportation
challenges for the more severe cases and
the most debilitated patients. Traveling

to the clinic in such conditions and back
again can potentially negate the benefits of
the treatment received. In these instances,
team members will set up clinics out in
the village schools or other public spaces
or even on rare occasions, serve patients
in their homes, typically traveling with

an interpreter thirty to sixty minutes on

a motor bike to the more remote areas of
the region. Thirty-four percent, (183/536)
of the surveyed patients surveyed were

seen in these outreach clinics and 66% Table 5. Clinic Facility
(353/536) were seen at the primary clinic
in Chapagaon [Table 5]. Forty-nine
percent, (249/506) of the patients arrived
at the clinic on foot and 51% (257/506) i
used a vehicle, which in almost every case 66%
is public transportation [Table 6]. This
public transportation includes overcrowded
busses and small vans carrying 25+ people.
It is not uncommon to see elderly people

in need of care, outside on the top of a

van or bus, having traveled long distances
over rugged terrain to get to the clinic.
This survey also included demographics
for how long the patients traveled to get to
each clinic. Thirty-nine percent, (200/518)
took 0-15 minutes, 32%(168/518) took
15-60 minutes, 23% (120/518) took greater
than one hour and 6% (30/518) took
greater than 4 hours to travel one-way to
this clinic [Table 7].

Satellite
34%

Table 6. Patient Transportation

How did the patient travel to this clinic?

Walking
49%

Table 7. Distance Traveled
How long did it take the patient to travel to this clinic?

. . 0-15 Minutes
Most patients in Nepal speak more than

one language, including in some cases
English. But generally, they are most
comfortable communicating in their local
dialect whenever possible. The survey
question was asked to patients as, “What
language do you speak best?” [Table s
8]. Findings were that out of the 519 0 5 10 15 20 25 30 35 40
responses to this question 75% (387) spoke Patients Reporting (as percentage)
Nepali, the national language, 12% (60)
spoke Newari, the common local language
of Chapagaon, 11% (58) used Tamang,

a common language in villages outlying
Chapagaon. There were 3% (13) who Newari
spoke other languages, including Gurung,
Magar, Sherpa, Kirati, Tibetan, and 0% (1)
spoke English.

15-60 Minutes

< 1 Hour

< 4 Hours 6%

Table 8. Spoken Languages*

What language does the patient speak best?

Nepali

English | 0%

Tamang 11%
3%
1 1 1 1 1 1 1 J
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Clinical Findings Other

Initial Exam 0
Patients Reporting (as percentage)

Sixty-six percent (347) of the 524 patients
that were surveyed at their initial visit
presented with a musculoskeletal chief
complaint [Table 9]. This included

acute and chronic pain pathologies, joint
dysfunction, deformities, and weakness.
In this category, lumbar pain and knee
pain made up 22% (112) of the total.
Other categories included 6% (30) of
patients reporting “other pain” pathologies
including migraine headache, abdominal
pain and eye pain. Five percent, (25)
reported neurological disorders including

Table 9. Chief Complaint

As assessed at the 1st visit.
Musculoskeletal 66%
Other Pain
Neurological
Respiratory
Digestive

Infectious

Reproductive

Other 10%
1

0 10 20 30 40 50 60 70 80

Patients Reporting (as percentage)

*Totals more than 100% due to rounding to whole percentage



peripheral neuropathy, tremors, and
paralysis. Respiratory complaints made

up 5% (25), usually presenting as asthma
or COPD. Digestive disorders making of
also made up 5% (25) included gastritis,
diarrhea, GERD, and constipation. Patients
also presented with infectious diseases

1% (7), reproductive complaints 2%

(9) and other pathologies including scar
adhesions, eczema, depression, carbuncles,
hypertension, and diabetes.

Five Visits

At the fifth visit, 97% (219/225) of patients
had received 4 or more acupuncture
treatments. Thirty-seven percent, (82/221)
received Chinese herbal treatment and
22% (48/221) received other treatment
modalities offered at the Vajra Varahi
clinic including massage, Tibetan herbal
medicine, homeopathy, moxibustion,
tuina, or guasha. Seven percent, (16/223)
of patients were referred to other clinics
for adjunctive or primary allopathic care
[Table 10].

Practitioners were trained to use

a combination of patient-reported
information obtained through their
interview and objective measures in

the patient chart to assess the patients’
progress. This information was reported in
two ways. First, practitioners assessed how
much of the overall chief complaint had
been resolved [Table 11]. This assessment
showed that of 218 respondents, 51%
(112) showed 25-50% improvement of
their chief complaint, 24% (52) showed
greater than 75% improvement, and 25%
(54) showed 10% or less response. Second,
practitioners assessed how the patient’s
response compared with the treatment
plan [Table 12]. For example, a stroke
patient showing 10% improvement at 5
treatments would indicate a good response
whereas a patient with a minor muscular
strain showing 10% improvement at 5
treatments would indicate a poor response.
This assessment showed that of 218
respondents, 60% (131) showed some
response and 30% (66) showed a better
than expected response to treatment.

Also at the fifth visit, secondary
complaints were recorded [Table 13].
Fifty-three percent, (78) of the 146 patients

that reported were now concerned with a
secondary musculoskeletal complaint.
Ten percent, (15) reported other pain
pathologies, 10% (14) respiratory
complaints, 10% (15) digestive complaint
(all of which were diagnosed as chronic
gastritis) and 12% (17) had other
complaints including hives, insomnia,
fatigue and emotional imbalances.

Ten Visits

At the tenth visit, 96% (76/79) of patients
had received 8 or more acupuncture
treatments. Fifty-eight percent, (45)

received Chinese herbal treatment and 29%

(21) received other treatment modalities
offered at the clinic as listed previously.
Sixteen percent, (12) of patients were
referred to other clinics for adjunctive or
primary allopathic care [Table 14].

Utilizing the same combination of
subjective and objective measures as used
in the 5th visit assessment, practitioners
evaluated patient progress. The majority
of patients saw dramatic improvement
of their original chief complaint over
the course of their treatment [Table

15]. This assessment showed that of 76
respondents, 55% (43) showed 50-75%
improvement of their chief complaint,
16% (12) showed greater than 90%
improvement and 28% (21) showed
25% or less improvement. Assessment
of patient response compared with

the expected response recorded in the
treatment plan [Table 16] showed that
of 77 respondents, 45% (35) showed
some response and 52% (40) showed

a better than expected response to
treatment.

Number and Frequency of Patient Visits

Acupuncture Relief Project teams

at the Vajra Varahi clinic serve
approximately 70-90 patients per

day and offer frequent follow-up
treatments. During the survey period,
534 new patient visits were surveyed.
Of these patients, 42% (226) continued
care to fifth visits with the average
number of days between initial
intake and fifth visit being 26.3 days
(treatment every 5.26 days). Fifteen
percent, (79) of patients continued

Acupuncture <4 tx

Allopathic Referal

Responded Somewhat

Responded Greatly

Table 10. Patient Care at 5 Visits

What care has the patient received at five visits?

Herb Rx

Other Modality

1 1 1 1 J
0 20 40 60 80 100
Patients Reporting (as percentage)

Table 11. Subjective/Objective Improvement
of Chief Complaint After 5 Visits

30
250 26%

N
a

20

Practitioners Reporting (as percentage)
&

>10% 10% 25% 50% 75% 90% 100%
Improvement

Table 12. Subjective/Objective Response
of Chief Complaint After 5 Visits

Got Worse

No Response

Issue Resolved

0 10 20 30 40 50 60
Practitioners Reporting (as percentage)

Table 13. Secondary Complaint

As assessed at the 5th visit.

Musculoskeletal 53%
Other Pain
Neurological
Respiratory
Digestive

Infectious

Reproductive

Other 12%
L
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Patients Reporting (as percentage)



care to 10 visits with the average number
of days between initial intake and 10th
visit being 48.9 days (treatment every

4.89 days). Two percent, (11) of patients
continued care to 20 visits with the average
number of days between initial intake and
20th visit being 91.4 days (treatment every
4.57 days).

Discussion

The overarching goal of the research team
was to gather baseline clinical data, inspire
further questioning, and inform future
research. As a starting point, the primary
aim of our overview survey was to collect
demographic data regarding patients, and
to assess the efficacy of treatment.

We were interested in answering a number
of questions. One, how do the ARP
clinical demographics compare to other
primary care clinics? Two, what primary
complaints being treated in ARP clinics
are similar to other primary care clinics?

We found patient demographics in

the ARP clinics to be consistent with
acupuncture clinics in other settings.

70% of ARP’s patients are women Vvs.
30% men, and 66% of patients’ chief
complaints were musculoskeletal. This is
comparable to numerous studies conducted
in the United States. For example, the
data collection program at the Oregon
College of Oriental Medicine (OCOM)!
surveyed 2,485 patients and reported that
70% of patients were women, and 57.6%
of patients presented with musculoskeletal
issues as their chief complaint. OCOM
utilized both the Measuring Your Medical
Outcomes Profile (MYMOP)? and
Patient Reported Outcome Measurement
Information System (PROMIS)® as data
collection instruments in a Practice Based
Research (PBR) style setting, which is
similar to the design utilized by the ARP.

Chief complaints reported in the ARP
clinics were also similar to those reported
in US primary care clinics. In 2010, data
were collected on 27,157 adults in a
questionnaire done by the CDC utilizing
the census bureau of the United States.
Data showed that within three months of
the survey, 17% of adults experienced a
migraine or severe headache, 15% had
experienced neck pain, 29% experienced

low back pain, and 5% experienced face or
jaw pain.*

According to the CDC, however, there
was no conclusion as to treatments being
sought, frequency of treatments, nor
outcomes of treatments.

“Overall, 20% of adults aged 18 years
and over had not made an office visit

to a doctor or other health professional
in the past 12 months, 16% had 1 office
visit, 26% had 2-3 visits, 25% had 4-9
visits, and 14% had 10 or more visits.
Twenty-seven percent of men and 14%
of women had no office visits to a doctor
or other health professional in the past
12 months.” *

In addition the CDC study reported
musculoskeletal disorders, COPD, and
digestive disorders as most prevalent.
According to the CDC survey, of 229,505
adults, 118,972 had arthritic conditions or
chronic joint issues. 20,974 had diabetes,
and the third most prevalent disease

was ulcers.* This is not representative

of treatments received or pursued, only
prevalence of disease presentation.

New Data

An unexpected outcome of the research
was how the implementation of the survey
helped practitioners hone their diagnostic
skills. Analog pain scales, or any pain
scales, do not work in the environment in
Nepal. Pain scales are culturally limited.
ARP’s patients have no context for scales
of pain. They either have pain or they have
no pain. Because we cannot utilize a pain
scale that is key to interpreting patients’
pain, practitioners in Nepal have to change
the way they gather their intake data and
assess a patient’s condition. Practitioners
are taught to utilize mostly information
the patients provide to assess pain and
prognosis. Because of the language
barriers and context differences, patients
in Nepal can only tell practitioners what
their pain feels like in general terms

(mild, moderate, or severe). Practitioners
have to, based on their own objective
data, determine extents of pain and to
what extent that pain is interfering with a
patient’s life, independence, and well-
being. The actual implementation of the
survey made practitioners take that step.

Acupuncture <8 tx

Other Modality

Allopathic Referal

Table 14. Patient Care at 10 Visits

What care has the patient received at ten visits?

Herb Rx
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Patients Reporting (as percentage)

Table 15. Subjective/Objective Improvement
of Chief Complaint After 10 Visits
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Table 16. Subjective/Objective Response
of Chief Complaint After 10 Visits
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Table 17. Frequency of Treatment
Average number of days from Initial intake to:

5 Visits 26.3 Days

10 Visits 48.9 Days

20 Visits 91.4 Days
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Because practitioners had to translate their patients’
experiences onto paper and in English, it forced practitioners
to be more decisive with what they were seeing. It pushed
them to do more orthopedic testing and be more specific
when recording their palpation findings. Overall, it helped
them diagnose with less reliance on subjective reporting.

With the survey in use, practitioners were able to more
finitely assess where a patient was at the beginning and
then assess progress throughout treatments. Often patients
expect to regain fully what was lost and so the smaller steps
of progress get lost. But when there are tangible, palpable
changes, patients can see that they are making progress
toward a goal. This keeps patients engaged in their own
recovery as well as trusting in the medicine’s ability to help
them achieve optimal health.

Bias

Does the fact that this survey was conducted verbally by the
treating practitioners create a greater capacity for bias? Most
certainly this must be considered for a couple of reasons:

the patients may feel pressured to give a positive response

in order to continue receiving care or to receive optimum
care, and the practitioners may lean toward the most
positive outcomes when interpretation of a vague answer is
needed. However, given the conditions and Nepal setting
(predominant illiteracy, multiple languages, etc.), it was
determined that this was the only responsible and logistical
way to conduct this survey. Several factors that potentially
reduce any bias must also be considered. For example, the
large sample size and the fact that multiple practitioners and
interpreters conducted the surveys. With a stronger emphasis
on objective clinical findings, standardizing orthopedic
testing was required when determining percentage of
improvement or lack thereof.

Further Research

In the future, the information gleaned from this survey

may be used several ways. First of all, the practitioners,
through the course of conducting this survey were enabled to
successfully extract more specific data from the patient, both
subjective and objective. This helped to better identify and
quantify treatment progress and also lead clinicians through
the process of formulating a treatment plan for each patient.
This procedural part helped to facilitate discussions on how
to evaluate pain and determine prognosis in this specific
clinical setting. Because this was such a useful tool in the
overall flow of the clinic, administrators are considering
permanently implementing a similar process into the existing
patient intake and follow-up protocol. Secondly, data from
this survey will help the clinic plan for its supplies by
identifying trends in patient care.

Information that may have been useful to obtain, after
evaluating this study, are the details about the 16% of

patients that were referred to other practitioners for further
evaluation and/or care. It would be helpful to track these
patients and if possible to find out A) whether or not they
went to where they were referred, and B) whether or not they
returned to the ARP clinic for treatment. This is a potential
area of future investigation. Knowing these details would
further aid in serving this population in ways that would
maximize resources. Based on the findings of this study
ARP plans a future investigation into the use of mineral
supplements and Chinese herbs in the treatment of the
common complaint of persistent abdominal pain (gastritis).

Conclusion

The overview survey completed by the Acupuncture Relief
Project was successfully implemented. Not only was the
demographic data gathered to better treat and address the
most prevalent concerns of patients; but the implementing
of the survey became a teaching tool for practitioners to
shed their subjective data gathering and rely more on their
objective data gathering skills. This was perhaps a greater
outcome than general demographic data. Since ARP began
its visiting practitioner programs, there was a need to

shift practitioners’ perspectives on information gathering
for prognosis. Utilizing this survey gave practitioners the
opportunity to determine patient baseline health and then
progress achieved with ongoing treatments.

The data analysis will help ARP in documenting and
legitimizing their clinic model. Low-cost, small-footprint
facilities employing acupuncture as the primary treatment
modality can deliver effective primary care in developing
nations, rural environments, and underserved communities.
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