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Acupuncture and Obesity
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and Michael Kao
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the Acupuncture and Integrative Medicine College, Berkeley, CA.
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DURING THE PAST 20 YEARS, OBESITY AMONG ADULTS HAS RISEN

significantly in the United States. The latest data from the
National Center for Health Statistics show that 30% of U.S. adults
20 years of age and older—more than 60 million people—are
obese.1 This increase is not limited to adults. The percentage of
young people who are overweight has more than tripled since 1980.
Among children and teens aged 6-19 years, 16% (more than 9 mil-
lion young people) are considered overweight.2 Although one of the
national health objectives for the year 2010 is to reduce the preva-
lence of obesity among adults to less than 15%, current data indi-
cate that the situation is worsening rather than improving.

The increasing rates of obesity raise concern because of their
implications for Americans’ health. Being overweight or obese
increases the risk of many diseases and health conditions, including:

• Hypertension 
• Dyslipidemia 
• Type 2 diabetes 
• Coronary heart disease 
• Stroke 
• Gallbladder disease 
• Osteoarthritis 
• Sleep apnea and respiratory problems 
• Some cancers (endometrial, breast, and colon)3

Current conventional medical approaches include behavioral
modification strategies involving nutrition and physical activity,
medications, and gastric bypass surgery. Gastric bypass procedures
in the United States have increased rapidly since 1998. Of note,
gastric bypass patients were primarily women (84%), with a 10%
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complication rate.4 Despite the medical advances, the
prevalence of overweight and obesity continues to
increase at an alarming rate.5

Interest in complementary and alternative medicine
(CAM) therapies for reducing body weight is increasing
given the higher prevalence of obesity and the lack of
effective methods to address the problem within the con-
ventional medical approach. Pittler and Ernst published
a systematic review evaluating the evidence of comple-
mentary therapies for treating obesity.6 The modalities
evaluated included acupuncture, acupressure, dietary
supplements, homeopathy, and hypnotherapy. They con-
cluded that two modalities, hypnotherapy and
ephedrine-containing dietary supplements, may lead to
small reduction of body weight.6 However, the potential
adverse effects of ephedrine include increased risk of
psychiatric, autonomic, or gastrointestinal symptoms
and heart palpitations.7 FDA has taken several regulato-
ry actions with regards to supplements containing
ephedrine.8

This article will present and evaluate the evidence for
the use of acupuncture for weight loss.

Mechanism of Action
Acupuncture is one of the most thoroughly

researched CAM modalities.9 It is widely believed that
acupuncture initiates stimulation of small diameter
nerves in muscles, sending impulses to the spinal cord,

midbrain, and pituitary, and results in the release of neu-
rotransmitters such as monoamines and endorphins.9

The discovery of naloxone, an endorphin antagonist,
helped to investigate and to document the role of endor-
phins and acupuncture. In addition to endorphin, the lev-
els of monoamines such as serotonin and norepinephrine
have been shown to increase during acupuncture treat-
ments.10 Microinjection of monoamine antagonists has
been shown to block the effects of acupuncture.11,12 Fur-
thermore, Sprott et al demonstrated the rise of serum
serotonin during acupuncture treatments.13 The neuro-
transmitter activation by acupuncture treatment provides
a possible mechanism behind the treatment of obesity
utilizing acupuncture. 

Studies document that the stimulation of the auricular
acupuncture points affects the satiety center and lead to
improved weight loss in both obese and non-obese
rats.14 There also have been reports of reduced appetite
and cravings from patients wearing auricular acupunc-
ture devices, such as press needles, staples, or beads.15

Review Articles
Since the 1970s, an increasing number of case series

and uncontrolled studies have demonstrated encourag-
ing results for acupuncture for the treatment of obesity.
Most clinical trials testing the efficacy of acupuncture
for treating obesity have been descriptive in nature.16

Many reports from China appear to be positive with
regard to the use of acupuncture for weight loss.16

In a systematic review evaluating the effectiveness of
acupuncture and acupressure for weight reduction, Ernst
identified four studies based on placebo/sham-
controlled clinical trials and concluded that no clear evi-
dence existed to show that acupuncture/acupressure was
effective in reducing appetite or body weight.17

Lacey et al published a review article on utilization of
acupuncture for the treatment of obesity and described
limitations of the studies.16 The critique of the studies
included the lack of control in study design, the short
treatment duration (≤ 12 weeks), and the utilization of
nonstandard treatment protocols. They concluded that
further studies should explore of the role of acupuncture
as a complementary modality in weight management
rather than using acupuncture as the sole modality to
treat obesity.16 This conclusion is consistent with the
limitation of acupuncture as the only modality to treat
complex problems such as addiction.18

Clinical Trials with Multiple Arms
Stein et al conducted an eight-week randomized,

controlled trial (n = 78) with four treatment arms:
acupuncture (auricular and body acupuncture), sham

50 July 2006

Subscriber Information
Customer Service: 1-800-688-2421.

Customer Service E-Mail: customerservice@thomson.com

Editorial E-Mail: paula.cousins@thomson.com

World-Wide Web: www.ahcpub.com

Subscription Prices
United States

$349 per year (Student/Resident rate: $180).
Multiple Copies

Discounts are available for multiple subscriptions. 
For pricing information, call Steve Vance at (404) 262-5511.

Outside the United States
$379 per year plus GST (Student/Resident rate: $195 plus GST).

Accreditation
Thomson American Health Consultants (AHC) is accredited

by the Accreditation Council for Continuing Medical Educa-

tion (ACCME) to provide continuing medical education for

physicians. 

Thomson American Health Consultants designates this edu-

cational activity for a maximum of 20 AMA PRA Category 1
Credit(s)™.  Physicians should only claim credit commensu-

rate with the extent of their participation in the activity.

This CME publication is intended for the women’s health

physician. It is in effect for 36 months from the date of the

publication.

For CME credit, add $50.

Questions & Comments
Please call Paula Cousins, Managing Editor, at 
(816) 237-1833 between 8:30 a.m. and 4:30 p.m. ET,
Monday-Friday.

Alternative Therapies in Women’s Health, 
ISSN 1522-3396, is published monthly by Thomson

American Health Consultants, 3525 Piedmont Rd., NE,

Bldg. 6, Suite 400, Atlanta, GA 30305. 

VICE PRESIDENT/PUBLISHER: Brenda L. Mooney. 

EDITORIAL GROUP HEAD: Lee Landenberger.

MANAGING EDITOR: Paula L. Cousins.

EDITOR: Leslie G. Coplin. 

GST Registration Number: R128870672.

Application to mail at periodical postage rates is pend-

ing at Atlanta, GA 30304. 

POSTMASTER: Send address changes to Alternative
Therapies in Women’s Health, P.O. Box 740059,

Atlanta, GA 30374. 

Copyright © 2006 by Thomson American Health Con-

sultants. All rights reserved. No part of this newsletter

may be reproduced in any form or incorporated into

any information-retrieval system without the written

permission of the copyright owner. 

Back issues: $45. Missing issues will be fulfilled by

Customer Service free of charge when contacted with-

in one month of the missing issue’s date.

This is an educational publication designed to present

scientific information and opinion to health profession-

als, to stimulate thought, and further investigation. It

does not provide advice regarding medical diagnosis or

treatment for any individual case. It is not intended for

use by the layman.



acupuncture, behavioral modification, and wait-list
controls.19 The acupuncture group lost 6.0 lbs and the
behavior modification group lost 9.3 lbs. The sham
acupuncture group lost 2.7 lbs while the wait-list con-
trol groups demonstrated a weight gain of 1.1 lb. The
weight of the real acupuncture and behavior modifica-
tion groups differed significantly from the wait-listed
controls (P < 0.05). The result demonstrates stronger
treatment effects of acupuncture and weaker treatment
effects of sham acupuncture. This result is consistent
with other studies, illustrating the need for sham
acupuncture to serve as a control for the non-specific
effect of needling.18

In a randomized controlled trial, Sun and Xu com-
pared a standardized treatment of auricular acupressure
and body acupuncture over 90 days in 110 subjects to 51
controls who took herbal supplements.20 The results
demonstrated that the acupuncture treatment group
showed significantly greater reduction in weight than the
control group (P < 0.01). Although a comparison group
was utilized, there was no sham acupuncture group,
which leaves open the possibility of a non-specific
needling effect of acupuncture being responsible for the
treatment effect. The effect of acupuncture could have
been a result of inserting needles rather than the pro-
posed protocol utilized in the trial.

Cabioglu and Ergene conducted a randomized con-
trolled trial with 55 patients comparing three groups:
auricular and body acupuncture, diet restriction, and
control.21 A 4.8% weight reduction was observed in the
acupuncture group whereas a 2.9% weight reduction
was observed in the diet restriction group after three
weeks of therapy. The weight reduction in the acupunc-
ture group was more significant than that reported in
both the diet and the control groups (P < 0.05). Further-
more, subjects in the diet group lost more weight than
those in the control group (P < 0.05).

Hsu et al randomized 72 patients into one of three
groups: electroacupuncture, sit-up exercises, and no
intervention.22 Result showed significantly greater
reductions in body weight in the electroacupuncture
group compared to both the exercise (P = 0.009) and no
intervention (P = 0.004) groups.

Clinical Trials with Sham Acupuncture
Mazzoni et al conducted a randomized controlled

trial of 40 patients comparing body acupuncture and
sham acupuncture.23 The results showed no differences
in weight change between groups. A design weakness of
this study is the lack of auricular acupuncture in the pro-
tocol; all other studies employed auricular acupuncture.
This study suggests that body acupuncture without

auricular acupuncture does not result in weight loss.
Another possibility is the treatment effect of acupunc-
ture may not be strong enough to cause weight loss as a
sole modality.

Shiraishi et al conducted a randomized controlled
study with 60 patients comparing auricular acupuncture
vs. sham acupuncture.24 While 63% of the acupuncture
group lost weight, none in the sham acupuncture group
lost weight.

Clinical Trials with Acupuncture 
as Adjunctive Treatment to Diet

Shafshak demonstrated that auricular electroacupunc-
ture combined with a 1,000 kcal/d diet resulted in
greater weight loss (P < 0.05) compared to those treated
with sham acupuncture.25 Similar results were obtained
by Bahadori et al where individuals in the diet and
acupuncture group lost more than twice as much weight
as the diet-only controls (P < 0.005).26 Kuruvilla con-
ducted a randomized controlled trial with 20 patients
comparing auricular acupuncture plus diet and physical
activity vs. diet and physical activity.27 Mean weight loss
for patients in the acupuncture group was 9 lbs, while
those in the control group lost 4 lbs (P = 0.03). This trial
illustrates the potential role of acupuncture as an adjunc-
tive therapy in an integrated weight-loss program that
includes lifestyle change. 

Khoo conducted a randomized controlled trial with
30 patients comparing auricular acupuncture plus diet
and physical activity vs. diet and physical activity.28

Subjects in the acupuncture group lost an average of
10.6 lbs whereas the control group showed 5.3 lb weight
loss. It appears that the addition of acupuncture to
lifestyle  modification results in about twice the amount
of weight loss than with lifestyle modification alone. 

Clinical Trials with Device Stimulating
Acupuncture Points

Two trials have tested the effectiveness of devices
stimulating auricular acupuncture points. Allison et al
conducted a randomized controlled trial of 96 patients in
which the treatment group received auricular stimulation
through acupressure device (Acu-Stop 2000) and the
control group received wrist stimulation.29 There was no
difference in both groups for weight loss. 

Richards and Marley performed a randomized control
trial in 60 patients comparing electric stimulation of
auricular acupuncture points (AcuSlim) to sham stimu-
lation of thumbs.30 Both the number of subjects who lost
weight and the mean weight loss were significantly
higher in the treatment group (P < 0.05) than the sham
group.
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In 2003, Wozniak et al randomized 74 patients to
laser stimulation of body and auricular acupuncture
points and diet or diet alone.31 The intervention group
receiving both laser stimulation of acupuncture points
and diet achieved significantly greater weight loss than
the control group (P < 0.01). This study illustrates a pos-
sibility of utilizing laser as another method to stimulate
acupuncture points.

Adverse Effects/Safety Trials
The safety of acupuncture is well documented. Ernst

and White conducted a systematic review to determine
the incidence of adverse events associated with
acupuncture.32 The most common adverse events were
needle pain, tiredness, and bleeding. Feelings of faint-
ness and syncope were uncommon. Pneumothorax was
rare, occurring only twice in nearly 250,000 treatments.
However, the use of non-sterile needles may cause infec-
tions. One overview identified 126 documented cases of
hepatitis associated with acupuncture.33 Of note, there
has been a case report of auricular chondritis secondary
to acupuncture.34 This potential risk increases with
auricular acupuncture styles that leave needles in place
for extended amounts of time.

Conclusion
A significant amount of preliminary data exists sup-

porting the use of acupuncture as a complementary
modality to lifestyle modification in the treatment of
obesity. Because results from preliminary trials have not
been confirmed in large, multicenter studies, more
research is needed.

Recommendation
Obesity is a prevalent medical problem with huge

social, economic, and medical implications. Given the
growing seriousness of the problem and lack of effica-
cious conventional medical approaches, physicians
may choose to employ a trial of acupuncture in addi-
tion to therapeutic lifestyle change for the treatment of 
obesity.   ❖
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How are Fibromyalgia,
Depression, and Sexual 
Dysfunction Related?
By Frank W. Ling, MD
Dr. Ling is Clinical Professor, Department of Obstetrics
and Gynecology, Vanderbilt University School of Medicine,
Nashville
Dr. Ling reports no financial relationship to this field of study.

Source: Aydin G, et al. Relationship between sexual dysfunction and
psychiatric status in premenopausal women with fibromyalgia. Urol-
ogy 2006;67:156-161.

Abstract: The authors sought to determine the relationship
between psychiatric and sexual status of premenopausal
women with fibromyalgia compared to a control group of
healthy women. Forty-eight women with fibromyalgia and 38
control patients completed the Female Sexual Function Index
(FSFI), the State-Trait Anxiety Inventory (STAI), and the
Beck Depression Inventory (BDI).

The average BDI was significantly greater in the fibromyalgia
patients and the mean FSFI was significantly lower. The inci-
dence of sexual dysfunction was 54% in the study population
compared to only 16% in the control group. The most common
sexual problem encountered in both groups was sexual desire.

■■ COMMENTS

DO YOU TREAT FIBROMYALGIA IN YOUR PRACTICE? DO

you even believe that it exists? The answer to the
first question is a resounding “yes” whether you realize
it or not, i.e., you are likely seeing patients with
fibromyalgia whether they are labeled as such or not.
The answer to the second question is up to you. If you
don’t believe that it is a real clinical entity, then you need
to have some explanation for the myriad of pains and
symptoms that so many women have. Personally, I’m a
big believer, but my bias is that of someone who has an
office practice that focuses on pelvic pain disorders.
Consider the following:

1. Fibromyalgia occurs in 2-4% of the general popu-
lation, but it is estimated that up to 90% of patients
are female. (That’s our practice, by definition). 

2. The most characteristic symptoms are generalized
pain, stiffness, fatigue, and poor sleep. (Sound
familiar?) 

3. Fibromyalgia symptoms often follow an episode
of infection, trauma, or mental stress. (I think a
few of our patients may have some of those
episodes, don’t you?) 

4. Up to 50% of patients with fibromyalgia have a
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current or past history of depression. 
In the generic practice that focuses on women’s

health, sexual functioning is a major focus, either overt-
ly or at least just beneath the surface. Just asking about it
often brings forth an unexpected flood of emotions. In
the routine visit, just asking whether the patient has any
sexual concerns allows her to discuss it now or gives her
permission to ask at a later time. It is well-known that
sexual functioning can be compromised by pain syn-
dromes but also poor body image and/or suboptimal
health overall.

In this study, we are provided interesting insights into
what appears in our practices very frequently. The inter-
play of chronic pain states and sexual functioning as
well as clinical depression is an intricate web that can be
overwhelming in a busy practice. The practitioner can be
a great source for rational discussion and may help sort
out the issues out by recognizing that one often leads to
the others. When we see patients who present with
chronic pain, asking about depression or sexual func-
tioning should be included. When a patient complains of
sexual problems, inquire into depression and pain.

Remember, where there’s smoke, there’s fire.   ❖

Do the Doo for Sleep Apnea
By Russell H. Greenfield, MD
Dr. Greenfield is Medical Director, Carolinas Integra-
tive Health, Carolinas HealthCare System, Charlotte,
NC, and Clinical Assistant Professor, School of Medi-
cine, University of North Carolina, Chapel Hill, NC. 
Dr. Greenfield reports no financial relationships with companies having ties
to the material presented in this continuing education program.

Source: Puhan MA, et al. Didgeridoo playing as alternative treatment
for obstructive sleep apnoea syndrome: Randomised controlled trial.
BMJ 2006;332:266-270. Epub 2005 Dec 23.

Abstract: This randomized controlled trial was designed to
evaluate the effects of didgeridoo playing on daytime sleepi-
ness and other outcomes related to sleep by reducing collapsi-
bility of the upper airways in patients with moderate obstruc-
tive sleep apnea syndrome and snoring. Adults 18 years or
older with an apnea-hypopnea index between 15 and 30 (n =
25) and who complained about snoring were included in the
trial. Patients received didgeridoo lessons and were instructed
to practice at home with standardized instruments daily for
four months. Participants in the control group remained on the
waiting list for lessons. Daytime sleepiness (Epworth scale
from 0 [no daytime sleepiness] to 24), sleep quality (Pittsburgh
quality of sleep index from 0 [excellent sleep quality] to 21),
partner rating of sleep disturbance (visual analogue scale from
0 [not disturbed] to 10), apnea-hypopnea index, and health-

related quality of life (SF-36) were assessed. Participants in the
didgeridoo group practiced an average of 5.9 days a week (SD
0.86) for 25.3 minutes (SD 3.4). Compared with the control
group, the didgeridoo group daytime sleepiness (difference 
-3.0, 95% confidence interval [CI] -5.7 to -0.3, P = 0.03) and
apnea-hypopnea index (difference -6.2, -12.3 to -0.1, P = 0.05)
improved significantly and partners reported less sleep distur-
bance (difference -2.8, CI -4.7 to -0.9, P < 0.01). There was no
effect on the quality of sleep (difference -0.7, CI -2.1 to 0.6, 
P = 0.27). The combined analysis of sleep-related outcomes
showed a moderate to large effect of didgeridoo playing (dif-
ference between summary z scores -0.78 SD units, CI -1.27 to
-0.28, P < 0.01). Changes in health-related quality of life did
not differ between groups. The authors concluded that training
upper airway muscles for four months via playing of the
didgeridoo reduces daytime sleepiness in people with snoring
and obstructive sleep apnea. 

■■ COMMENTS

THE DIDGERIDOO IS AN ABORIGINAL MUSICAL INSTRU-
ment traditionally made from hollowed out tree

limbs. The idea for this study came out of the personal
experiences of the didgeridoo instructor employed in
this trial and the theory that training of upper airway
muscles might positively impact sleep disorders caused
by airway collapse. Playing the didgeridoo requires mas-
tery of a technique called circular breathing, where air
is inhaled through the nose “while maintaining airflow
through the instrument, using the cheeks as bellows.”

Snoring and obstructive sleep apnea are caused by
upper airway collapse, which is most often treated with
continuous positive airway pressure (CPAP). Although
CPAP is effective, compliance with treatment decreases
over time. The trial had extremely high compliance; all
25 subjects completed the trial. Trial weaknesses includ-
ed a small sample size and no sham group, which, as the
authors point out, is a very difficult undertaking. 

The apnea-hypopnea index measures number of
episodes per hour, with levels between 15-30 reflecting
moderate disease, more than 30 suggesting severe
impact. The study excluded obese patients (BMI > 30
kg/m2). Members of the control group were offered
didgeridoo training at the end of the four-month trial;
participants were highly motivated, as evidenced by the
degree of practice undertaken.

Considering the prevalence of such sleep disorders,
and the fact that therapeutic intervention is often inade-
quate or at least unpalatable, any technique that could
safely help should be considered. Certainly a larger trial
would be welcomed. In the meantime, should you offer
your patients training in the didgeridoo, stand to the side
(it can get a little messy if you stand very close to the
end of the instrument…).   ❖
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NIH Panel Suggests More Oversight of Vitamin
and Mineral Supplements

An independent panel convened by the National Insti-
tutes of Health Office of Medical Applications of
Research and the Office of Dietary Supplements has
concluded that more rigorous scientific research is need-
ed before strong recommendations can be made regard-
ing multivitamin/minerals (MVMs) use to prevent
chronic diseases.

This conclusion followed two days of expert presen-
tations, public discussion, and panel deliberations. The
panel did recommend the combined use of calcium and
vitamin D supplementation for postmenopausal women
to protect bone health. The panel also advocated that

antioxidants and zinc be considered for use by non-
smoking adults with early-stage, age-related macular
degeneration. 

In addition, the panel supports previous recommenda-
tions by the Centers for Disease Control and Prevention
in Atlanta that women of childbearing age take daily
folate to prevent neural tube defects in infants. Con-
versely, it found no evidence to recommend beta
carotene supplements, a form of vitamin A, for the gen-
eral population, and strong evidence to caution smokers
against taking them. 

In looking specifically at MVMs for chronic disease
prevention, however, the panel found that the available
data are insufficient to make a firm recommendation for
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ing the questions at the end of the article. Partici-
pants should select what they believe to be the cor-
rect answers, then refer to the list of correct
answers to test their knowledge. To clarify confu-
sion surrounding any questions answered incor-
rectly, please consult the source material. 

After completing this activity, you must com-
plete the evaluation form provided and return it in
the reply envelope provided at the end of the
semester to receive a certificate of completion.
Upon receipt of your evaluation, a certificate will
be mailed.

1. Why is interest in complementary and alternative
medicine as a therapy for reducing body weight
increasing?

a. The higher prevalence of obesity

b. The lack of effective conventional medical
approaches to address obesity

c. Both a and b

d. Neither a nor b

2. Subjects in clinical trials that combined acupuncture
with diet experienced greater weight loss than sub-
jects in the diet alone control groups.

a. True

b. False

3. In patients with fibromyalgia, the most common sex-
ual dysfunction is:

a. anorgasmia.

b. diminished desire.

c. dyspareunia.

d. lack of satisfaction.

e. sexual aversion.

4. Snoring and obstructive sleep apnea are caused by
upper airway collapse and are most often treated by
continuous positive airway pressure.

a. True

b. False

Answers: 1. c, 2. a, 3. b, 4. a.
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or against their use in the general population. 
The panel identified several possible risks associated

with MVM use. Among these is the potential for over-
consumption of certain nutrients, with the resulting pos-
sibility of adverse effects. The combined effects of eat-
ing fortified foods, taking MVMs, and consuming sin-
gle vitamins or minerals in large doses, may lead con-
sumers to unwittingly exceed the Upper Levels of nutri-
ents, which can be harmful.

The panel made several specific recommendations
regarding future research, including but not limited to:

• Design and conduct rigorous randomized, con-
trolled trials of the impact of individual supple-
ments to test their efficacy and safety in preven-
tion of chronic disease, using well-validated meas-
ures.

• Build new MVM databases that detail the exact
composition of supplements, update them on a
continuous basis, and assure their constant avail-
ability to the research community. 

• Develop a strategy to support a better understand-
ing of possible interactions between MVMs and
prescribed or over-the-counter medications.

The panel’s findings pertain to the generally healthy
population, and do not include pregnant women, chil-
dren, or those with disease. The full text of the panel’s
draft state-of-the-science statement is available at
http://consensus.nih.gov. The final version should also
be available at the same web site soon.

FDA Allows Qualified Health Claim 
that Barley Helps Reduce Risk of CHD

The FDA finalized a rule that allows foods contain-
ing whole grain barley to claim that they reduce the risk
of coronary heart disease.

Specifically, whole barley and dry milled barley prod-
ucts such as flakes, grits, flour, meal, and barley meal,
which provide at least 0.75 g soluble fiber per serving,
may bear the following claim: “Soluble fiber from foods
such as [name of food], as part of a diet low in saturated
fat and cholesterol, may reduce the risk of heart disease.
A serving of [name of food] supplies [x] grams of the
soluble fiber necessary per day to have this effect.”

Scientific evidence indicates that including barley in
a healthy diet can help reduce the risk of coronary heart

disease by lowering low density lipoprotein cholesterol
and total cholesterol levels. 

FDA began allowing the claim in December 2005
under an interim final rule, while at the same time
accepting public comments on the rule for 75 days. Dur-
ing this time no comments were received that warranted
changes to the interim final rule. To view the final rule,
go to: www.fda.gov/ohrms/dockets/98FR/04p-0512-
nfr0001.pdf.

FDA Denies Petition to Allow 
Qualified Health Claim for Green Tea

The FDA has concluded that there is no credible evi-
dence to support qualified health claims for green tea or
green tea extract and a reduction of a number of risk fac-
tors associated with cardiovascular disease (CVD). 

In June 2005, Ito En, Ltd., and its American sub-
sidiary Ito En (North America) petitioned FDA to
authorize the qualified health claim that “daily con-
sumption of at least 5 fluid ounces (150 mL) of green
tea as a source of catechins may reduce a number of risk
factors associated with cardiovascular disease.” FDA
denied the petition.

The petition cited 105 publications as evidence to
substantiate the relationship for this claim. In addition to
the studies included in the petition, FDA identified from
a literature search one additional observational study
and one additional intervention study that evaluated the
relationship between green tea consumption and risk of
CVD.

When it had evaluated the information included in
the petition, FDA said that the totality of the scientific
evidence in this case included four intervention studies
on green tea that found no evidence of an effect on
CVD; four observational studies on green tea, three of
which (two cross-sectional studies and one hybrid
design) reported a correlation between green tea and a
reduced risk of CVD; and three intervention studies on
green tea extract that found no evidence of an effect.
Overall, FDA determined that this evidence is not credi-
ble to support the relationship between consumption of
green tea or green tea extract and a reduced risk of
CVD.

For a more in-depth discussion of the petition, see
www.cfsan.fda.gov/~dms/qhcgtea2.html.   ❖
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Dear Alternative Therapies in Women’s Health Subscriber:

This issue of your newsletter marks the start of a new continuing medical education (CME)
semester and provides us with an opportunity to review the procedures.

Alternative Therapies in Women’s Health, sponsored by Thomson American Health Consultants,
provides you with evidence-based information and best practices that help you make informed
decisions concerning treatment options and physician office practices. Our intent is the same as
yours—the best possible patient care.

The objectives of Alternative Therapies in Women’s Health are to:
1. Evaluate alternative medicine and complementary therapies for women’s health concerns
2. Identify risks and interactions associated with alternative therapies
3. Discuss alternative medicine options with patients
4. Offer guidance to patients based on latest science and clinical studies regarding alternative
and complementary therapies

Each issue of your newsletter contains questions relating to the information provided in that
issue. After reading the issue, answer the questions at the end of the issue to the best of your
ability. You can then compare your answers against the correct answers provided in an answer
key in the newsletter. If any of your answers were incorrect, please refer back to the source
material to clarify any misunderstanding.

At the end of each semester you will receive an evaluation form to complete and return in an
envelope we will provide. Please make sure you sign the attestation verifying that you have com-
pleted the activity as designed. Once we have received your completed evaluation form we will
mail you a letter of credit. This activity is valid 36 months from the date of publication. The tar-
get audience for this activity is women’s health physicians.

If you have any questions about the process, please call us at (800) 688-2421, or outside the U.S.
at (404) 262-5476. You can also fax us at (800) 284-3291, or outside the U.S. at (404) 262-5560. You
can also email us at: ahc.customerservice@thomson.com.

On behalf of Thomson American Health Consultants, we thank you for your trust and look for-
ward to a continuing education partnership.

Sincerely,

Brenda Mooney
Vice-President/Group Publisher
Thomson American Health Consultants

AHC-LTR


