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Abstract 

Post-traumatic stress disorder (PTSD) is common amongst U.S. adults, affecting nearly 

10% of the population. The NADA protocol has been used in disaster zones at least since 9/11 

for acute and chronic stress reactions. Though a recent acupuncture protocol, in comparison with 

acupuncture’s long history, its effectiveness in PTSD has not been researched. This small pilot 

study compared the NADA protocol against a known effective western psychology treatment, 

eye movement desensitization and repatterning (EMDR). 14 non-military, non-veteran females 

with PTSD were randomized into three comparative groups—NADA protocol only, EMDR 

only, both NADA protocol and EMDR. Using a pre-test, post-test quasi-experimental design, the 

comparative results showed an equally powerful outcome for all groups (z=-3.3). The size of this 

study, however, severally limits its usefulness but it might inspire a much larger study with a 

more diverse population.   
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SAMHSA: Substance Abuse and Mental Health Services Administration 
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TCM: traditional Chinese medicine  

TA: therapeutic acupuncture  

USDA: United States Department of Agriculture  

VA: Veterans Administration  

WHO: World Health Organization 
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Chapter 1: Introduction 

Though post-traumatic stress disorder (PTSD) is common within the United States—the 

most recent survey finding a lifetime prevalence of 6.8% for all adults—3.6% for men and 9.7% 

for women (National Comorbidity Survey Replication, 2007)—it is poorly studied outside of the 

Department of Defense (DoD) and the Veterans Administration (VA). Currently, of the 17 active 

studies listed on the website for the Center for the Study of Traumatic Stress (2017), only two 

involve civilians.  

PTSD comes with a high price tag to society. In 2003, Walker et al. (2003) found the 

median annual healthcare cost for civilian females scoring high on the PTSD Checklist for 

Diagnostic and Statistical Manual of Mental Disorders, 5th ed., (DSM-5) (PCL-5) (Weathers et 

al., 2013) was five times higher than those with low scores ($3060 vs $609). Another monetary 

cost to society is unemployment. One study funded by the DoD found that “the higher PTSD 

severity levels were associated with increased unemployment” at about twice the national 

average (Anderson, 2014). 

The diagnosis of PTSD was not officially recognized in western medicine until its 

inclusion into the Diagnostic and Statistical Manual of Mental Disorders, 3rd ed., (DSM-3) 

(American Psychiatric Association [APA], 1980), however the phenomenon is not new to 

modern times. Crocq and Crocq (2000) trace written accounts of the symptomatology as far back 

as Deuteronomy, Gilgamesh, the Battle of Marathon, and Queen Mab’s experience as accounted 

by Mercutio in Shakespeare’s Romeo and Juliet. They note psychiatrists Janet and Freud both 

spoke of working with “traumatic hysteria” that heavily resembled PTSD’s disassociation and 

amnesia to specific events. Inclusive to this history, they cite psychiatrist post-World War I and 

II writing of “shell shock”.  
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 Pre-emptive treatment of PTSD was attempted during the Vietnam war resulting in lower 

psychiatric casualties during combat, but the rate of drug and alcohol abuse was higher and 

delayed PTSD reactions were nearly 25% (Crocq & Crocq, 2000). This psychiatric syndrome 

overwhelming the veterans of Vietnam during the 1970’s is what ultimately led to the inclusion 

of PTSD in the DSM-3 (APA, 1980). 

 The major change made in the diagnostic criteria of PTSD between the DSM-3 (APA, 

1980) and the DSM-4 (APA, 1994), and their subsequent revisions, was the adding of the 

defining event precipitating PTSD as “experienced, witnessed, or been confronted with an event 

that involves actual or threatened death or injury, or a threat to the physical integrity of self or 

others” (p. 467, Criterion A) plus a second criterion as to the person’s reaction to that event as 

“involv[ing] intense fear, helplessness, or horror” (p. 467, Criterion A2). The revisions for the 

DSM-5 removed the condition “or a threat to the physical integrity of self or others”; eliminated 

Criterion A2 to “restrict its inclusiveness” (Pai, Suris, & North, 2017); added three new 

symptoms that begin or worsen after the trauma: negative thoughts and feelings, a negative 

affect, and reckless or destructive behavior (PTSD: National Center for PTSD [PTSDa], 2017); 

and moved the diagnosis into a separate and unique category: “Trauma and Stressor-related 

Disorders” (APA, 2013) rather than continuing to classify it under anxiety disorders. The new 

category was formulated due to the broad spectrum of symptoms occurring that were not 

anxiety-related such as “guilt, shame, (and) anger” (Pai et al, 2017), and the recognition that 

reactions to a traumatic event may be psychological—such as deep depression, and/or physical—

such as jerking and twisting with seizure-like, involuntary spasms, known as dystonia. 
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Diagnosing PTSD  

Below is a summary of the current PTSD criteria obtained from the VA/DoD (PTSDa, 2017). 

The full criteria for PTSD from the DSM-5 (APA, 2013) and the billing criteria from the World 

Health Organization (WHO) (2013) are attached in Appendix A: Diagnostic Criteria. 

Criterion A (one required): The person was exposed to: death, threatened death, actual 

or threatened serious injury, or actual or threatened sexual violence, in the following 

way(s):  

• Direct exposure 

• Witnessing the trauma 

• Learning that a relative or close friend was exposed to a trauma 

• Indirect exposure to aversive details of the trauma, usually in the 

course of professional duties (e.g., first responders, medics) 

Criterion B (one required): The traumatic event is persistently re- 

experienced, in the following way(s): 

• Intrusive thoughts 

• Nightmares 

• Flashbacks 

• Emotional distress after exposure to traumatic reminders 

• Physical reactivity after exposure to traumatic reminders  

Criterion C (one required): Avoidance of trauma-related stimuli after 

the trauma, in the following way(s): 

• Trauma-related thoughts or feelings 

• Trauma-related reminders 
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Criterion D (two required): Negative thoughts or feelings that began or 

worsened after the trauma, in the following way(s): 

• Inability to recall key features of the trauma 

• Overly negative thoughts and assumptions about oneself or the 

world 

• Exaggerated blame of self or others for causing the trauma 

• Negative affect 

• Decreased interest in activities 

• Feeling isolated 

• Difficulty experiencing positive affect 

Criterion E (two required): Trauma-related arousal and reactivity that 

began or worsened after the trauma, in the following way(s): 

• Irritability or aggression 

• Risky or destructive behavior 

• Hypervigilance 

• Heightened startle reaction 

• Difficulty concentrating 

• Difficulty sleeping 

Criterion F (required): Symptoms last for more than 1 month. 

Criterion G (required): Symptoms create distress or functional 

impairment (e.g., social, occupational). 

Criterion H (required): Symptoms are not due to medication, substance 

use, or other illness.  
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• Two specifications: 

o Dissociative Specification. In addition to meeting criteria 

for diagnosis, an individual experiences high levels of 

either of the following in reaction to trauma-related stimuli: 

▪ Depersonalization. Experience of being an outside 

observer of or detached from oneself (e.g., feeling 

as if "this is not happening to me" or one were in a 

dream). 

▪ Derealization. Experience of unreality, distance, or 

distortion (e.g., "things are not real"). 

o Delayed Specification. Full diagnostic criteria are not met 

until at least six months after the trauma(s), although onset 

of symptoms may occur immediately. 

PTSDa (2017) 

PTSD Risk Factors 

Not everyone that is exposed to a traumatic event will develop PTSD. Brewin, Andrews, 

and Valentine (2000) conducted a meta-analysis of 85 studies from 1980-2000 that identified 14 

risk factors. The risk factors include 

• Age, specifically that occurring in “childhood”. 

• Childhood abuse. 

• Family psychiatric history. 

• Female gender. 

• History of prior exposure to trauma. 

http://www.ptsd.va.gov/professional/PTSD-overview/Dissociative_Subtype_of_PTSD.asp
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• Lack of social support. 

• Life stress. 

• Lower intellectual functioning (measured by Intelligence Quotient [IQ]). 

• Lower levels of education.   

• Lower socioeconomic status. 

• Other adverse childhood experiences (ACEs). (Substance Abuse and Mental 

Health Services Administration [SAMHSA] defines ACEs as ‘stressful or 

traumatic events, including abuse and neglect.’ [2017]).  

• Prior psychiatric history. 

• Race (minority status). 

• Trauma severity. 

Halligan and Yehuda (2000) summarized numerous studies (and included the abstracts of 

these studies with the article) conducted in the 1980’s and 1990’s on behalf of the VA that 

identified predictors of PTSD following a traumatic event. Their conclusion was similar to 

Brewin et al. (2000), with the notable additions listed below: 

• Being divorced or widowed. 

• Dissociative reactions during the precipitating event. 

• Higher heart rates and lower cortisol levels immediately following the 

precipitating event. 

• History of family instability.  

PTSD and Acupuncture 

Though there is a plethora of articles claiming various complementary and integrative 

healthcare practices are effective in reducing or alleviating symptoms of PTSD, the body of 
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research is extremely thin, especially regarding acupuncture. One explanation maybe the 

difficulty of directly translating a western medicine diagnosis into a single traditional Chinese 

medicine (TCM) pattern. Sinclair-Lian et al. (2006) note that “Chinese medicine has been used 

to treat psychiatric illnesses since at least 1100BCE” yet “there is no diagnostic schema for 

PTSD”. They attempted to “establish a diagnostic framework” within the TCM patterns 

corresponding to the modern western psychiatric diagnosis of PTSD and “develop a(n 

acupuncture) treatment plan” using “textbook review, expert survey, and co-diagnosis of 21 

patients”. They eventually distilled the patterns into “heart shen disturbance…Liver Qi 

stagnation…Kidney deficiency…and Qi and blood deficiency” with required the point 

prescriptions to cover not only these four patterns but also stomach and spleen patterns for 

digestive disturbances. 

One well-designed and often cited study on acupuncture and PTSD is from Hollifield, 

Sinclair-Lian, Warner, and Hammerschlag (2007). This “randomized controlled pilot trial” had 

an acupuncture group which used needles on the body points and vaccaria seeds on the NADA 

points, a comparative group using cognitive-behavioral therapy, and a control waitlist group. The 

study population had a total of 90 participants treated over 12 weeks. The outcomes were 

positive for acupuncture “reducing symptoms of PTSD, depression, anxiety, and impairment in 

people diagnosed with…PTSD”. Though this study was conducted in 2007, a “larger study with 

multiple therapists and a placebo control group” to help “separate specific and non-specific 

effects” has yet to be conducted as recommended. 

PTSD and the NADA protocol 

The five-point ear acupuncture technique known as the “NADA protocol” was adapted 

for drug detoxification from a technique devised by Dr. Wen of Hong Kong sometime around 
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1974 (National Acupuncture Detoxification Association [NADA], n.d.). The protocol consists of 

five auricular acupuncture points bilaterally—sympathetic, shenmen, kidney, liver, and lung (see 

Figure 1).  

NADA’s mission statement, as found in its brochure on its 

website (n.d.), claims that the protocol is also effective for mental health 

and trauma: “standardized auricular acupuncture protocol for behavioral 

health, including addictions, mental health, and disaster & emotional 

trauma” (emphasis added) but origin of using the NADA protocol for 

PTSD or post-disaster psychological trauma is not specifically stated. 

Stuyt and Voyles (2016) note in their review on the history of the 

NADA protocol that sometime in the early 2000’s practitioners noted the 

protocol helped participants sleep better and feel calmer (p. 172). Following the 9/11 attack on 

the World Trade Center in Manhattan, a “stress reduction clinic” using the NADA protocol was 

set up and funded by the American Red Cross (p. 171). This clinic continued through 2007. 

Subsequently, Acupuncturists Without Borders was established and they started using the 

“protocol in trauma and disaster relief settings around the world” (p. 172).  

Only one citation on NADA’s reference and research page regards PTSD—a case report 

from Uganda involving Kenyan refugees (Cole & Yarberry, 2011). Three studies were found 

using acupuncture for mental health problems (de Lorent, Agorastos, Yassouridis, Kellner, & 

Muhtz, 2016; Geirb, Rieger, Joos, Eschweiler, & Metzger, 2016; Nixon, Cheng, and Cloutier, 

2003). These are small pilot studies, and none included the NADA protocol for use with PTSD. 

These studies will be further discussed in the next chapter, however, since the outcomes were 

positive for symptoms also found in PTSD, they are encouraging. 

Figure 1 
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 As taught to the author in her NADA certification program, the NADA protocol is quick, 

easy, cost-effective, non-confrontational, portable, and safe. Because of its portability and non-

verbal technique, the NADA protocol might help overcome two of the barriers to care—physical 

access and avoidance of discussing the trauma (Trusz, Wagner, Russo, Love & Zatzick, 2011). 

The NADA protocol can also be administered in a group setting and may help decrease the 

victim’s sense of isolation—another symptom of PTSD. 

PTSD and Eye Movement Desensitization and Reprocessing (EMDR) 

EMDR is a therapeutic method designed, perfected, and tested by Francine Shapiro in 

1987 (Shapiro, 2001) as “a therapy specifically for the treatment of people with PTSD” (p.20). 

Her chance discovery involves a rapid movement of the eyes back and forth while accessing a 

traumatic memory. Early controlled experiments showed the experimental group had a rapid 

decrease in anxiety (desensitization) and an increase in belief of positive thoughts about 

themselves (reprocessing) (p. 10). The technique is used by specially trained therapists and 

consists of eight phases, the eye movement being just one of them. It uses a three-pronged 

approach: past, present, and future. The eye movement technique itself has been expanded to 

include the use of light bars and hand-held buzzers to maintain the rhythm without inducing 

muscle fatigue for the therapist.  

By 2006, EMDR was accepted as one of the effective treatments for PTSD in the civilian 

population (Seidler & Wagner, 2006). This study, however, was limited by sample size. As of 

February 2017, APA treatment guidelines for PTSD conditionally recommends brief EMDR as 

one of the treatments for PTSD. However, EMDR requires the sufferer to travel to the provider 

for care and to re-experience the precipitating trauma as part of the therapy; both travel and re-

experiencing the precipitating trauma may be barriers to seeking care (Trusz et al., 2011).  
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Research Purpose and Benefits 

This research study has a dual purpose: 

a. To determine the effectiveness of the NADA protocol to reduce the symptoms of 

PTSD in non-military, adult females compared to EMDR.  

b. To determine the effectiveness of the NADA protocol plus EMDR to reduce the 

symptoms of PTSD in non-military, adult females compared to NADA protocol 

or EMDR alone.  

The expected benefit of the NADA protocol is at least a minimum threshold change in 

PTSD symptoms. A reduction in symptoms may lead the participant to regain some control of 

her emotional life and restore her to her functioning level of that prior to the trauma experience. 

Potentially, both western medicine (WM) and TCM may gain a valuable tool to help victims of 

trauma reduce or eliminate the symptoms of PTSD. If the NADA protocol is found to be 

effective, it could be used as an adjunct in all programs dealing with PTSD, such as the military, 

women’s refuges, or mental health clinics. It is also possible that participants would not receive 

any benefit from this trial. 

This research is guided under the academic disciplines of acupuncture and western 

psychology. 
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Chapter 2: Literature Review 

The body of original research available on PTSD or PTSD using acupuncture is 

relatively thin for several reasons: 1) the diagnosis of PTSD is relatively new, only dating 

back to 1980, 2) the NADA protocol is relatively new, only dating back to the early 1970’s, 

3) use of the NADA protocol for mental health purposes only began sometime in the 1990’s, 

though the exact timeline for this expansion is unknown, and 4) most of the research 

regarding PTSD has been conducted by or financed by the DoD, which limits much of the 

available research to military males or veteran males with PTSD. (Even though studies by 

the VA and DoD are limited to a population not being studied by the researcher, it was 

reviewed as a guide to current trends and historical successes and failures.) Therefore, the 

inclusion timeline for studies reviewed for this research was expanded to 2000-2017. 

Literature reviewed was generally limited to peer-reviewed original research, meta-

analysis and systematic reviews, plus historical reports. Other types of writings by 

recognized experts and agencies in the field of PTSD and acupuncture (e.g. treatment 

guidelines, reference books, and textbooks) were used when appropriate. Even though 

original research reported as master theses or doctoral dissertations are not published in 

peer-reviewed journals, they were also included as encouraged by Linde, Hammerschlag, 

and Lao (2007).   

Search terms used in this literature review included PTSD or posttraumatic stress 

disorder: and NADA or national acupuncture detoxification association, and NADA 

protocol, and ear or auricular acupuncture, and current therapies, and acupuncture, and 

complementary and alternative medicine or complementary and integrative medicine, and 

Chinese medicine or traditional Chinese medicine, and CAM, and treatment, and EMDR. 
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Additionally, the researcher looked for research on acupuncture and/or the NADA protocol 

and the various symptoms of PTSD, such as anxiety, insomnia, etc...  

Search engines used in this literature review included Google, Google scholar, 

PubMed, BioMed Central, Digital Commons Network, Research Gate, PLoS Medicine, 

Cochran reviews, eCAM, NICCIH, PTSD: National Center for PTSD, EBSCOhost, journals 

and search engines available through Yo San Library access, and journals and search 

engines available through Grand Canyon University alumni access. Searches were also 

conducted using pertinent references from reports and studies reviewed. Inclusion criteria 

was limited to articles in English or translated to English, utilizing only human subjects, and, 

with rare exception, with full articles available. The search was also limited to acupuncture 

and no other forms of Chinese medicine interventions. 

Interventions 

 PTSD and the NADA protocol. No research using the NADA protocol for PTSD 

could be found though there are reports and case studies professing its usefulness following 

disasters around the world—both natural and manmade (Acupuncturist Without Borders, 

n.d.; Cole & Yarberry, 2011; Kocherga , 2012). 

PTSD and acupuncture. Only a few studies using acupuncture as a treatment for 

PTSD have been conducted. Most reach the conclusion that evidence is positive, however 

most designs are poor, or the sample size is very small. The most oft-cited is by Hollifield et 

al. (2007). In this randomized controlled trial (RCT), a standardized protocol alternating 

front and back treatments was used twice weekly for one hour over a 12-week period. 

Another 15 standardized points, of which three could be chosen by the investigator, were 

used to individualize each treatment. Originally, vaccaria seeds were placed at the NADA 
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protocol points in the ears, though it is unclear if one ear or both were used, and participants 

were instructed to massage the seeds for 15 minutes per day. The investigators found the 

seeds would not stay in place, however. The comparative group received 2-hours per week 

of group cognitive behavior therapy (CBT) along with “homework” for 12 weeks. A third 

group was wait-listed. All participants in this study were over the age of 18 but the 

distribution of male vs. female or military/veteran vs non-military/non-veteran was not 

reported. Primary outcomes were measured by self-reporting questionnaires administered 

pre-trial, post-trial, and at three-month follow-up. Symptom reduction following treatment 

was slightly higher for the acupuncture group over the CBT group (63% vs 52%) and both 

groups retained their results at three months. Secondary outcomes included a decrease in 

“depression, anxiety, impairment in daily functioning, and satisfaction with care” for both 

groups.  

 Another frequently cited RCT is by Zhang, Feng, Xie, Xu, and Chen (2011). In this 

study, 91 patients developing PTSD following the May 12, 2008 Wenchuan earthquake 

were unevenly divided into two groups: acupoint stimulation at Pericardium 8 (P8) using 

electro-stimulation plus CBT versus CBT alone. Each group was treated for 30 minutes 

every other day for one week. It is not clear in this report if this intervention occurs before or 

after one month between the earthquake and the measurement of symptoms—there is 

reference to both acute stress disorder (ASD), which occurs immediately following the 

trauma, and PTSD, which, by definition, does not occur until one month after the trauma. 

Nonetheless, the outcomes found CBT plus electro-stimulation at P8 was “superior” over 

CBT alone but no long-term follow-up was conducted. 
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 Y. Wang, Hu, W. Wang, Pang, and Zhang (2013) also studied electro-acupuncture 

with PTSD victims following the Wenchuan earthquake. 138 patients were randomly 

divided into an electro-acupuncture group involving two different configurations of 

acupuncture on the head versus a medication group with paroxetine. The acupuncture group 

received treatment for 30 minutes every other day for 12 weeks. The control group received 

20 mg of paroxetine each night for 12 weeks. Each group was evaluated for symptoms 

before, at six weeks, at 12 weeks, at three months, and at six months. The results found 

acupuncture could be a “safe, effective and reasonably cheap” treatment in PTSD. 

Interestingly, no discussion of results between the two acupuncture groups is included in this 

report. 

 Helms et al. (2011), all western medicine practitioners, used a six-point auricular 

protocol and reported results via three case studies and observations of the authors. All 

incidents reported were military males in active war zones. The protocol, called auricular 

trauma protocol (ATP), utilized auricular points at 

hypothalamus, amygdala, hippocampus, master cerebral, 

point zero, and shenmen (figure 2). The case studies and 

observations were positive. Lacking formal studies and 

high potential for observation bias makes this report low on 

the evidence scale but the authors felt “working in urgent 

and time-constrained environments, the ATP can provide a 

safe and rapid intervention as an initial or ongoing 

treatment for the stress issues commonly seen as primary or comorbid symptoms” (p. 212). 

Figure 2: Auricular Trauma Protocol  
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 One active-duty military study by Engel et al (2014) compared treatment as usual 

(TAU) to TAU plus acupuncture for PTSD symptoms in 55 service member participants. 

The participants were randomly divided in TAU and TAU plus acupuncture groups, and the 

TAU plus acupuncture was randomly assigned amongst three acupuncturists. The 

acupuncture consisted of eight sessions over four weeks. The first four sessions were 

standardized using body points: “Urinary Bladder 13, 14, 15, 18, 20, 23; Liver 3; Large 

Intestine 4; Heart 5, 7; Pericardium 6; Kidney 3, 9; Ren 4, 15; Du 24; Ear Shenmen; and 

Yintang” (p. S58). The last four treatments were individualized by the treating acupuncturist 

“based on standard diagnostic criteria (pulse, tongue, symptoms, color, odor, etc.)” (S58). 

The PCL-Civilian version was used to compare pre- and post-test results. “Statistically 

significant differences favoring acupuncture were found between the 2 (sic) treatment 

groups for the primary outcome”. Secondary outcomes measured consisted of pain, 

depression symptoms, and measures of mental and physical health functioning which also 

showed significant improvement in the TAU plus acupuncture over the TAU group. Though 

well-designed and robust, this study is limited due to its small sample size. 

Kim et al. (2013) performed a systematic review of the RCTs and prospective 

clinical trials of acupuncture and PTSD. They suggest that the available evidence is 

“encouraging but not cogent, because only two RCTs were included” making the body of 

evidence too small to draw any conclusions about its effectiveness. The strength of this 

review was its inclusion of other research following the Wenchuan earthquake of 2012 that 

is only available in Chinese. 

A systematic review on complementary and alternative medicine (CAM) for veterans 

with PTSD (Snelgrove, 2015) found CAM was “not shown to be significantly superior to 
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other therapies” but there was evidence to indicate that acupuncture did reduce PTSD 

symptoms. Again, however, it is recommended that more studies are needed. A very recent 

meta-analysis funded by DoD and conducted by Grant et al. (2017) again finds the outcomes 

positive but the quality of research poor and therefore it “warrants caution in promoting 

acupuncture as an evidence-based treatment for adult patients with PTSD”. A systematic review 

including civilian and military studies by Wehbah, Senders, Neuendorf, and Cayton (2014) 

found the scientific evidence was “good for acupuncture…” rather than strong because of study 

designs.  

The final assessment by the Institute of Medicine of the National Academies (IOM) 

(2014) on treatment for PTSD for veteran and military population could not give a 

recommendation to use acupuncture because it “lacked evidence on [its] effectiveness making 

[it] difficult to assess” (p. 17) and lacked good quality, well-controlled studies (p. 193). Some 

programs within the VA systems, such as Fort Hood, Texas, still include acupuncture as part of 

the available treatment modalities (p. 56).  

 NADA protocol and mental health. In a mixed methods study using the NADA 

protocol three times weekly in addition to treatment as usual with 20 elderly patients 

suffering major depression, Geib, Rieger, Joos, Eschweiler, and Metzger (2015), found “the 

qualitative analysis showed a high acceptance by all participants.… The majority…also felt 

that there was improvement in the symptoms”, which indicates the NADA protocol may 

have “a potential benefit” though more studies are needed.  

Nixon et al. (2003) found the NADA protocol helped depressed adolescents with 

self-injurious behavior decrease the frequency of their behavior but not their level of 

depression. This study modified the frequency of the protocol to once per week and tried 

adding press metallic balls which simply fell out due to poor adhesion. The authors felt the 
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“low cost, tolerability, ease of administration, and favorable side effect profile” warranted 

further study as an adjunct treatment in this population. 

De Lorent et al. (2016) studied using the NADA protocol versus progressive 

relaxation with patients suffering anxiety or major depression. Both groups had pre- and 

post-testing and were treated twice weekly for four weeks. The participants self-chose the 

group of participation. Results showed both treatments were equally effective to 

“significant(ly) decrease tension, anxiety, and anger/aggression … but did not elevate 

mood”. 

 Acupuncture and mental health. Using acupuncture with mental health symptoms 

that are also within the symptomatology of PTSD, particularly depression and anxiety, has a 

fair amount of studies but, with few exceptions, the research sizes are generally small and 

the research design of poor quality. Only a few recent studies and meta-analysis/systematic 

reviews will be specifically cited to give the reader the idea of the trend for outcomes. 

 W. Wang et al. (2013) found acupuncture with electro-acupuncture could help adjust 

personality traits of “hypochondriasis, depression, psychopathic deviate, psychasthenia, 

social introversion and fake” in depressed patients and was more effective than paroxetine (a 

selective-serotonin reuptake inhibiting medication) in adjusting personality traits: “the result 

of between-group comparisons showed electro-acupuncture was better in adjusting Pa traits 

than paroxetine”. 

 In a large, well-designed study by MacPherson et al. (2013), acupuncture 

individualized within a pre-determined framework was compared with counseling when 

added to TAU. Patients were offered up to 12 sessions that usually occurred weekly over 12 

weeks. The average number of sessions for acupuncture was 8.7 and 7.5 for counseling. 
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Both the counseling and acupuncture groups had significant improvements within the 12 

weeks, but follow-up testing revealed that the TAU also had significant improvements by 9-

12 months.  

 A Swedish study by Arvidsdotter, Marklund, and Taft (2014) compared therapeutic 

acupuncture (TA) using individualized treatment with 2-12 needles plus “conversing freely 

with the patient about his/her condition and suggested lifestyle changes and relaxation 

methods”; integrative treatment (IT) using acupuncture plus a “salutogenic dialogue” that 

covered “inner feelings, personal relations, everyday activities (diet, exercise, relaxation, 

sleep habits) and existential issues”; and treatment as usual (TAU) to decrease symptoms of 

anxiety and depression and improve health-related quality of life. The acupuncture and 

integrative treatments were administered once weekly for eight weeks. Scores were 

compared at baseline, eight weeks, and 24 weeks. All participants that completed the study 

showed statistical improvement but the IT group and TA groups both showed a statistically 

greater improvement than the TAU group. The IT group and TA group outcomes were not 

statistically different from each other. The IT and TA groups maintained the improvements 

after 24 weeks and the TAU group continued to improve slightly between eight and 24 

weeks. 

 A systematic review by Pilkington, Kirkwood, Rampes, Cummings, and Richardson 

(2007) concludes though the reported findings of studies on anxiety and anxiety disorders 

and acupuncture are positive, the studies are low in quality making evidence 

“insufficient…for firm conclusions to be drawn.” In another literature review, Errington-

Evans (2011) also found evidence supporting using acupuncture with anxiety disorders but 

found the quality of the research to be too highly variable, making analysis difficult. He 
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concluded, however, that “there is evidence that acupuncture is comparable with CBT” and 

the environment was less stressful and preferred to regular medical environments. Again, 

however, higher quality research is needed for a strong recommendation. H. Wang et al 

(2008) reached essentially the same conclusion in their meta-analysis on acupuncture and 

depression—though the data shows effectiveness, the studies are small and of poor quality, 

therefore recommendations must be made cautiously. 

Discussion of Literature 

As previously mentioned, the NADA protocol for use with PTSD has not been 

studied but the NADA protocol has been studied in other mental health conditions. Using 

acupuncture as treatment for PTSD has been studied. Two problems exist for most of these 

studies: 1) there are few studies of sufficient size or 2) the studies are of insufficient quality 

to draw any firm conclusions about its effectiveness. The few studies using the NADA 

protocol for other mental health conditions found this technique to be effective. Since PTSD 

shares some of these same symptoms as these other studies, they are informative for this 

study. Hollifield et al (2007) had a well-designed, high-quality study on acupuncture and 

PTSD but the participation size was small. MacPherson et al. (2013) also had a well-

designed, high-quality, and very large study using acupuncture but it addressed depression 

and not PTSD. This current research project will also be limited in size because of time-

constraints dictated by the timeline of the doctoral program.   
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Chapter 3: Methodology 

This study was pre-approved by the Institutional Review Board (IRB) of Yo San University of 

Traditional Chinese Medicine in Los Angeles, CA (see Appendix B: IRB Approval Letter).  

Research Design 

This experiment is a pre- and post-test, randomized, quasi-experimental, comparison 

pilot study. The “gold standard” to establish a cause-effect link between the intervention and 

the outcome is the RCT, which utilizes blinding, randomization, and control (Cottrell & 

McKenzie, 2011, p. 172). In an RCT, the experimental group receives the intervention under 

investigation, but the control group does not receive any intervention and a comparison of 

outcomes is made between the two groups. However, in social research this approach is 

problematic. Devilly and McFarlane (2008) concluded in their meta-analysis of PTSD research 

that no-treatment waitlists controls may place the participant at too high a risk: 

However, following symptom targeted interventions with an average 

treatment effect size of nearly g = 1.5 (more than four times the size of being on a 

waitlist) and the legal right many trauma victims have for immediate and effective 

intervention, the arguments for continued use of waitlists in PTSD trials appears 

tenuous. With a heightened suicide attempt rate and continued functional and 

vocational impairment … the provision of a marginally helpful intervention 

(assessment and being placed on a waitlist) is eclipsed by the provision of stress 

and trauma focused [sic] treatment–at least in the short term…. The current paper 

goes some way in providing a dialogue for researchers to use a statistical 

alternative to non-active, control groups (p. 24). 
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According to Cottrell and McKenzie (2011, p. 188) the lack of a true control group 

receiving no intervention and the lack of blinding (see below) makes this study a “quasi-

experimental design” (p. 188). 

Blinding 

The interventions of this research were performance-based, and it was impossible to 

blind the investigators. To blind them as much as possible, the study coordinator administered, 

scored, and stored the pre-test/post-test scores of each participant; assigned the identification 

coding used to identify participants; and randomized the participants into 

comparison/experimental groups. 

 A simple identification code using the participant’s three initials plus the two digits of 

her birth month was used as her identifier to avoid too much impersonalization, which could 

potentially cause harm to a victim of abuse. Before beginning any treatment session, the 

participant verbally and visually identified her code on the tracking forms used by the 

investigators. The preferred personal address provided by the participant (i.e. personal name or 

nickname) was used to verbally address the individual, however.  

Screening and Selection 

The sample was derived from volunteers recruited in the Redding, CA area through mental 

health services; mental health professionals; community clinics; drug and alcohol treatment 

programs; community news releases; community fairs; posted fliers; advertisement on Craigslist 

and other local electronic ads; the principal investigator’s Facebook site, Facebook business 

page, and Facebook promotional ads; and community-based and professional presentations, 

including radio interviews (see Appendix C: Recruitment). Recruitment and screening was 

ongoing until four weeks prior to the end date of the study. 
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Women included in this study provided their own transportation to and from the testing 

site(s) and arranged for childcare or other necessities to keep the appointments. Since chaos 

within their personal lives is often seen with women with PTSD, as much flexibility for the 

timing of treatments was granted to the participants as possible to keep them within the study. 

Both investigators were able to schedule intervention times early in the morning, later in the 

evening, and on weekends to accommodate the participants’ schedules.  When needed and/or 

requested by the participant, the investigators provided proof for school, work, or residential 

treatment programs verifying their attendance at a healthcare visit without mention of 

participation in the study, unless specifically requested to be included by the participant. 

Through-out the selection process and the study, participants were informed and 

reminded that participation was voluntary, they could solicit input from others regarding their 

participation, and they could remove themselves from this study at any time. 

Inclusion criteria  

• female,  

• at least 18 years old, 

• understand and read English, 

• have the competency and capacity to consent to the study,  

• score 33 or higher on the PTSD Checklist-5 (PCL-5) (Weathers et al., 2013) (see 

below for full explanation of the PCL-5),  

• acupuncture naïve to avoid any placebo effect from previous experiences 

(Naruse et al., 2000), 

• EMDR naïve (to avoid any placebo or nocebo effect from previous experiences). 

Exclusion criteria  
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• allergies or sensitivity to alcohol on the skin or surgical stainless steel,  

• pregnant,  

• needle-phobic,  

• taking any medications on a regular basis that might increase the risk of 

bleeding (such as Plavix, Coumadin, or aspirin),  

• previous acupuncture treatment, 

• previous EMDR treatment, 

• incapacitated for consent, 

• agoraphobic, 

• be well-known to either investigator or the study coordinator 

All participants in this study were screened for PTSD, a mental illness as defined in the 

DSM-5 (APA, 2013), and therefore participants belonged to a protected population under 

National Institute of Health guidelines.  

Potential participants were initially screened by any member of the research team using 

a simple questionnaire reflecting the inclusion/exclusion criteria (see Appendix D: Screening). 

Those that meet the initial criteria and wished to proceed, met with the principle investigator, 

individually or in a small group, who provided a brief overview of the study: the problem, the 

purpose, a brief description of the NADA protocol and EMDR, and expectations of the 

participant (see script in Appendix D: Screening). When technology was available, a 

PowerPoint accompanied the script. Time was allowed for questions and answers. 

Consenting 

To minimize the vulnerability of the individuals, no participant was institutionalized in 

a psychiatric facility or jail/prison nor was on home monitoring by the justice system. 
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Individuals had to be legally able to consent and understand that to which they were consenting 

to be a participant in this research. Individuals residing within residential treatment for 

substance abuse were allowed to participate provided they retained their legal rights to consent 

to participate in research. No participants were pregnant nor under the age of 18. All 

participants spoke and read English. 

The women who wished to proceed following the presentation met individually (or accompanied 

by a support person) with the principal investigator to review the consent form. At this time, the 

consent form was presented, thoroughly discussed, and all questions answered (See Appendix E: 

Consent). The individual was not required to sign the consent form during this meeting: She 

could choose to take the form with her, discuss it with others, or speak further about the study 

with the principal investigator before deciding. At this meeting, the Authorization to Use or 

Disclose (Release) Health Information that Identifies You for a Research Study (HIPAA) and 

Research Participant’s Bill of Rights, both obtained from Yo San University, were also presented 

and explained (see Appendix E: Recruitment). 

Randomization 

The names of the three groups (acupuncture, EMDR, both) were placed in a jar and 

drawn out one by one by the study coordinator to assign the order of filling with participants by 

their order of draw. Women that met the inclusion criteria, including the pre-test, were assigned 

to next available group—EMDR, acupuncture, both—in that repeating order by the study 

coordinator as they entered the study following pre-testing. 
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Methods 

Pre-test/post-test. The PTSD Checklist, 5ed. with criteria A (PCL-5) (PTSDb, 2017b) 

(see Appendix F: PCL-5) is a diagnostic tool developed and tested for the DoD for use by 

professionals to diagnose PTSD as defined in the DSM-5 (APA, 2013).  Edition 5 has been 

modified to reflect the changes in diagnostic criteria between the DSM-4 (APA, 1994) and the 

DSM-5. The civilian version was used as both the pre-test and the post-test according to 

instructions. The PCL-5 is a 20-item Likert scale using 0-4 for scoring: 0=not at all, 1=a little 

bit, 2=moderately, 3=quite a bit, 4=extremely. A cut point of 33 indicates probable PTSD and 

was used as an inclusion criterion for this study. The scale has been tested for consistency, 

reliability, and validity (Sveen, Bondjers, & Willebrand, 2016). 

The pre-test was administered by the study coordinator, either in person or over the 

phone, immediately prior to random assignment to one of the intervention groups. The post-test 

was administered by the study coordinator, either in person or over the phone, within one week 

after the last intervention session. A minimal decrease in the score by 10 points is considered a 

clinically significant improvement. 

Auricular acupuncture. The principal investigator administered 

a five-point auricular acupuncture protocol known as the NADA 

protocol. Needles were placed bilaterally at the auricular points known as 

sympathetic, shenmen, kidney, liver, and lung (figure 3) and retained for 

45-60 minutes. Aculine detox ear acupuncture needles, size 7mm, were 

used. Treatment was provided in a group setting three to five days per 

week for a total of 20 treatments in the meeting room at the professional office of the principal 

coordinator. The meeting room could accommodate a maximum of 30 participants at one time.  

Figure 3: NADA 

protocol  

figure 3 
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If an auricular point or one ear became too sore to use, that point or ear was avoided 

until such time as it became more comfortable to use. If a needle became dislodged or fell out 

during the treatment, it was left out. Since the acupuncture needles have bright orange handles 

which can be easily located should one be dislodged from the ear, women were allowed to 

move around the office, drink tea, use the restroom, etc.… while the acupuncture needles were 

in place. They were encouraged to sit quietly or engage in a quiet activity (such as reading or 

drawing) during treatment and discouraged from disturbing others by talking. They were 

instructed not to go outside the physical office lest a needle should fall from their ear and 

endanger others. Soft music or nature sounds were played on a CD player or Pandora radio 

during the treatment. The principal investigator sat away from the women during the treatment 

to discourage talking, though she was available to answer questions.  

Occasionally, a woman did not feel initially safe receiving acupuncture without a 

support person nearby. The support person was allowed if it was helpful to the relaxation and 

sense of safety of the participant and did not threaten the relaxation and sense of safety of other 

participants. Support person were instructed to remain quiet. When other participants were 

present, the support person was asked to remain in an adjoining room where s/he could remain 

visually present to the women s/he was supporting but not necessarily the other participants.  

EMDR. EMDR, a recognized best practice for treating PTSD (Seidler and Wagner, 

2006), was used as to treat the comparison group. EMDR was administered using an alternate 

stimulation to tracking movement with the eyes (Shapiro, 2001, p. 32). In this experiment, hand 

buzzing was administered by the Advanced Tac/AudioScan device created by NeuroTek 

Corporation specifically designed to help administer EMDR. The standard eight-phase format 

described by Shapiro (chapters 4-8) was administered during four individual sessions, generally 
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one per week, by the co-investigator at her professional office in Redding, CA. (See EMDR 

tracking form in Appendix H: Tracking Forms.) 

Both. This group attended sessions of both acupuncture and EMDR, for a total of 20 

acupuncture treatments and four EMDR sessions over a four to six-week period as described 

above. 

Emergency and Safety procedures 

Each investigator was provided with a sealed envelope matching each individual 

participant in her group that contained the participant’s emergency information (see Appendix 

G: Safety Forms). The envelop was identified on the outside with the participant’s code. The 

information was provided in case any emergency should ensue during the time an individual 

was in session with either investigator and could be presented to the emergency medical 

personnel.  

Acupuncture is generally considered a “safe” procedure. Since this trial investigated 

auricular acupuncture, the highest risk of acupuncture—that of injury to the internal organs—

was null.  Other risks included minor bleeding, bruising, itching, infection, soreness, and 

fainting (see needle-shock). Single use clean cotton balls and direct mild pressure were applied 

for bleeding. Only sterile, single-use needles were used following clean needle technique; 

therefore, the risk of infection or cross-contamination was extremely low. Untoward events 

were recorded on the appropriate tracking form (see Appendix H: Tracking Forms). 

Needle-shock, as defined by the Council of Colleges of Acupuncture and Oriental 

Medicine (CCAOM) (2016, pg. 7), as a mild and generally benign condition which includes 

symptoms such as fainting, dizziness or lightheadedness, diaphoresis, and weakness, occurs 

less often than 1% of the acupuncture treatments, with less than 0.03% fainting, was of 
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concern. This is most often seen in individuals that have not eaten in the one to two hours prior 

to acupuncture treatment. None of the women admitted to this trial had very low food security 

but some were too unsettled by the symptoms of PTSD to assure they had eaten prior to arrival. 

(Very low food security is described by the United States Department of Agriculture [USDA], 

[2016] as experiencing times when little or no food is available due to lack of resources or 

money.) As suggested by CCAOM (2016), prior to the first acupuncture treatment, participants 

were instructed to eat within one to two hours of the treatment. Snacks of easy-to-administer 

high carbohydrate food (i.e. gluten-free, vegan granola bars, and others) were kept available at 

the treatment site. Prior to needling, all participants were asked if they had eaten within the two 

hours prior to each treatment.  

Of higher concern was the potential for activation, in which the individual experienced 

disturbing PTSD symptomology during treatment. Some degree of activation was expected 

during EMDR but not during acupuncture treatments.  

As with any form of psychotherapy, there may be a temporary increase in distress. 

1. distressing and unresolved memories may emerge, some clients may  

experience reactions during a treatment session that neither they nor the 

administering clinician may have anticipated, including a high level of emotion 

or physical sensations 

2. subsequent to the treatment session, the processing of incidents/material may  

  continue, and other dreams, memories feelings, etc., may emerge. 

 (EMDR Institute, Inc., 2016) 

When a participant became activated during acupuncture treatment, she was encouraged 

to stimulate by gentle tapping (or for a more vigorous stimulation, to press the point with her 
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fingernail) Heart 7 (Shenmen, Spirit Gate) and Yintang to calm the spirit. She was also given 

the opportunity to decide if she wished to continue or discontinue the present session. Should 

she choose to discontinue the session, a plan was in place to remove the acupuncture needles 

and assist with any activation as described above. Should she decide to discontinue the trial 

because of activation, an urgent care plan was in place to refer her to a mental health 

professional, Shasta County Mental Health Services for evaluation, or Hill Country C.A.R.E. 

Center for off-hour rapid response and crisis prevention.  

If the participant became anxious, experienced panic attacks, or had any acute reactions 

during EMDR treatment, the co-researcher utilized the standardized Callahan techniques 

thought field therapy tapping algorithms as created by Roger Callahan (2002).  

An emergency plan was also in place should any participant become suicidal, psychotic, 

or dangerous to themselves or others, whether during acupuncture or EMDR. The investigator 

would then have initiated the protocol of Shasta County Mental Health Department by calling 

emergency services (911). Police services would be utilized to transport the participant to the 

participating hospital for evaluation.  

Analysis of Data 

 Per L. Deacon, statistician at Yo San University (8/25/2017), with a small sample size, 

treatment groups (acupuncture, EMDR, or both) could not be compared independently. The 

data was analyzed using the Wilcoxon signed rank test and Mann-Whitney U tests. These are 

both nonparametric tests. The four comparisons that were made are 1) overall change using all 

participants, 2) change in those who had acupuncture (either alone or with EMDR vs with no 

acupuncture), 3) change in those who had EMDR (either alone or with acupuncture vs no 
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EMDR), and 4) those who just received acupuncture compared to those who just received 

EMDR. 
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Chapter 4: Results 

Participants 

Forty-one potential participants were initially screened by the research team using the 

screening questionnaire (see Appendix D: Participant Screening). Thirty-four women met the 

initial criteria and met with the principle investigator, in small groups or individually, for 

orientation. Following orientation, 25 women continued and met individually with the principle 

investigator for consenting. Only one woman chose to discuss the consent with others and 

brought it back signed later.  

Subsequently, two women dropped out prior to the pre-test; 23 completed the pre-test 

and were randomly assigned to a group per the protocol. Six of these women never started 

treatment and another three dropped out after some treatment—one because of transportation 

issues and two for unknown reasons. Initially seven women were assigned to the EMDR group 

but only five finished, six women were assigned to the acupuncture group but only five 

finished, and eight women were assigned to the both group but only four finished. Fourteen 

women completed treatment and the post-test. The drop-out rate was 17.7%.  

No woman was able to complete the acupuncture portion of this study within four weeks 

because of emergencies, such as flat tires, or obligations that could not be rearranged, such as a 

mandatory field trip for a teacher. One woman in the acupuncture-only group had to be phoned 

at least every week to keep her returning to treatment—she never expressed that she wanted to 

drop out, rather she had many “problems” that constantly interfered with appointments or she 

would “forget”. One woman in the EMDR group delayed her final treatment sessions for three 

weeks for various personal reasons and then returned. 
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Emergency and Safety Procedures 

No participant in any group needed any type of urgent or emergent intervention. No 

participant became suicidal, psychotic, or dangerous to themselves or others during the treatment 

phase of the study. 

All women either ate prior to acupuncture or had brought food with them so needle-shock 

was not experienced by any participant during this trial. Every woman had at least one episode of 

an acupuncture point bleeding though all incidences subsided with direct pressure. One woman 

had one ear that was too sore to use for three days and one woman had one point that was too 

sore to use for 5 days. Every woman experienced at least one point being hypersensitive during 

needling—these incidences seemed to occur without predictable pattern though that would need 

to be further investigated.  

Two women participating in the both-group voiced to the principle investigator that they 

“didn’t want to go back” to EMDR because of activation. The issue was explored with each 

woman and both decided they would attend acupuncture after EMDR and that seemed to resolve 

the issue.  One woman participating in the both-group didn’t want to go back to EMDR because 

she didn’t “think it did anything”. After discussing this with the principle investigator, she 

decided “it doesn’t really matter, I just want to help with the study.”  

Results 

 The pre-test scores of the 14 participants completing the trial ranged from 34 to 73 with a 

mean score of 53.43. In the acupuncture group, scores ranged from 42 to 73 with a mean score of 

60. In the EMDR group, scores ranged from 45 to 58 with a mean score of 51.8. In the group 

receiving both interventions, scores ranged from 34 to 55 with a mean score of 43.75. Cut point 

indicating probable PTSD on the PCL-5 is 33 (Weathers et al., 2013). 
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 The post-test scores ranged from 5 to 39 with a mean of 17.93. In the acupuncture group, 

scores ranged from 16 to 31 with a mean score of 25.2. In the EMDR group, scores ranged from 

5 to 16 with a mean score of 13. In the group receiving both interventions, scores ranged from 6 

to 39 with a mean score of 16. 

 The change scores ranged from -16 to -46 with a mean of -34.5. In the acupuncture 

group, scores ranged from -21 to -45 with a mean score of -34.8. In the EMDR group, scores 

ranged from -35 to -46 with a mean score of -40. In the group receiving both interventions, 

scores ranged from -16 to -39 with a mean score of -27.25. 

Statistical analysis and interpretation was provided by L. Deacon, statistician, Yo San 

University, 8/25/17. For all 14 participants, a Wilcoxon signed-rank test revealed a highly 

significant drop in the PCL-5 scores from pre- to post-treatment (z = -3.3, p = .001). Change 

scores were computed for each participant (post-score minus pre-score). Because of the small 

sample sizes, treatment groups (acupuncture, EMDR or both) were not compared independently. 

Instead, Mann-Whitney U tests were computed to compare those who received acupuncture 

(with or without EMDR) to those who did not receive acupuncture and to compare those who 

received EMDR (with or without acupuncture) to those who did not receive EMDR. 

Improvement was not significantly greater in those who received acupuncture (Mann Whitney U 

= 32.5, p = .180) nor in those who received EMDR (Mann Whitney U = 24.5, p = .797). A final 

comparison was conducted to see if the five individuals who just received acupuncture improved 

more than the five who just received EMDR. A significant difference was not observed (Mann 

Whitney U = 10.0 , p = .690).   
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 1 = had acupuncture; 0 = did 

not have acupuncture 

1 = had EMDR; 

0 = did not have 

EMDR 

PCL-5 Pre-score PCL-5 Post-score 

1 0 1 51 5 

2 1 0 66 27 

3 1 1 55 39 

4 0 1 58 16 

5 0 1 53 15 

6 1 0 73 31 

7 0 1 45 10 

8 1 0 61 16 

9 1 0 58 31 

10 1 1 34 11 

11 1 0 42 21 

12 1 1 49 10 

13 0 1 52 13 

14 1 1 37 6 

 

Table 1: Raw data 
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Figure 4: Wilcoxon signed-rank test 

  

60.

25.2

51.8

11.8

43.75

16.5

0

15

30

45

60

75

Pre-treatment Post-treatment

Acupuncture

EMDR

Both



NADA PROTOCOL AND PTSD 

 

44 

 

Chapter 5: Discussion 

The purpose of this study was two-fold 

a. To determine the effectiveness of the NADA protocol to reduce the symptoms of 

PTSD in non-military, adult females compared to EMDR.  

b. To determine the effectiveness of the NADA protocol plus EMDR to reduce the 

symptoms of PTSD in non-military, adult females compared to NADA protocol 

or EMDR alone.  

The outcome of this study shows that the NADA protocol is as equally effective as 

EMDR, whether used solely or in combination. The shift in symptoms of PTSD during this study 

are profound at greater than three-times the rate of the minimum shift required by the PCL-5 to 

demonstrate a clinically significant decrease in symptoms (PTSDb, 2017b). Since EMDR is one 

of the more effective treatments used in western medicine to treat PTSD (Seidler & Wagner, 

2006), being comparable in effect is worthy of attention. 

The drop-out rate of this study of 17.7% is comparable to the 18.28% drop-out rate of 

studies conducted on this population (Imel, Laska, Jakupcak, & Simpson, 2013). 

Implications for Theory 

 Long et al. (2016) were able to demonstrate, using MRI’s, that acupuncture is capable of 

changing the centrality mapping of the brain. Therefore, it is possible to suppose that some 

portion of the emotional landscape within the brain was restored to a non-traumatized geography 

as a result of the NADA protocol. However, this conclusion must be viewed with extreme 

caution.  
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Implications for Practice 

This study sought to demonstrate that the NADA protocol could reduce symptoms of 

PTSD to help participants regain some control of their emotional life and restore them to their 

functioning level prior to that of the trauma experience. Though the women demonstrated a 

marked improvement in the symptoms of PTSD immediately following intervention, the long-

term effects were not addressed in this pilot.  

Additionally, it is hoped that both western medicine (WM) and TCM gain a valuable tool 

to help victims of trauma reduce or eliminate the symptoms of PTSD. The implications of this 

study are strong, but extreme caution must be exercised when generalizing this groups of 

different demographics. 

Limitations of the Study  

This is a very small study limited to non-military women, 18 years and older, residing in 

a small city of northern California. It cannot be generalized to men, veterans, or persons living in 

different settings as the setting itself can trigger symptoms of PTSD (APA, 2013). 

This study has several methodology limitations that would need to be addressed in a 

future study:  

1. Research team. In this study, the research team were women working with 

women. Future studies need to address if outcome differences might occur with 

male researchers working with a female population (and visa-versa). There is also 

the possibility that the research team inadvertently developed a level of rapport 

and trust that other clinicians might lack. Multiple researchers of both sexes 

would need to be to be utilized in a future study.  
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2. Research setting. A larger study would need to be conducted at multiple sites, i.e. 

other acupuncture clinics, dissimilar sites such as women’s shelters, and other 

population centers and types.  

3. Participation size. Since this study was conducted as research within a doctoral 

program, the recruitment time was artificially limited by the deadlines of the 

program itself. The principle investigator noted that the close of recruitment 

occurred just as word of mouth and other recruitment techniques seemed to be 

coming to fruition. Unfortunately, several women were turned down for 

participation because they inquired after the deadline.  

Another limitation concerning the population from which the participants 

were recruitment was the historical lack of this small city participating in research 

projects, especially those related to medicine and health. Unfortunately, the 

professional community serving eligible participants met the research with 

skepticism, especially since there was no prior research to cite demonstrating the 

efficacy of this protocol in this population. Most of the entities addressed had 

never participated in research and had no policy covering such participation—

therefore, refused to assist. Preliminary work would need to precede future studies 

to help overcome this barrier. 

4. The outcomes measured in this study were limited to the psychosocial responses 

to PTSD. However, many researchers have demonstrated an association between 

physical symptoms and PTSD, such as “chronic musculoskeletal pain, 

hypertension, hyperlipidaemia, obesity and cardiovascular disease”. (McFarlane, 

2010). Future studies might include a pre-test/post-test survey of physical 
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symptom changes which have implications regarding quality of life for the 

victims of this pervasive disorder. 

Conclusion 

Despite the powerful outcome, the size of this study limits its usefulness to that as a 

preliminary pilot study. Hopefully, this study will inspire a much larger study.   
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Appendix A: Diagnostic Criteria 

 

APA. (2013). DSM-5. Diagnostic Criteria 309.81 (F43.10) 

Posttraumatic Stress Disorder 

Note: The following criteria apply to adults, adolescents, and children older than 6 years… 

A. Exposure to actual or threatened death, serious injury, or sexual violence in one (or 

more) of the following ways: 

1. Directly experiencing the traumatic event(s). 

2. Witnessing, in person, the event(s) as it occurred to others. 

3. Learning that the traumatic event(s) occurred to a close family member or 

close friend. In cases of actual or threatened death of a family member or 

friend, the events(s) must have been violent or accidental. 

4. Experiencing repeated or extreme exposure to aversive details of the traumatic 

event(s) (e.g. first responders collecting human remains; police officers 

repeatedly exposed to details of child abuse).  

Note: Criterion A4 does not apply to exposure through electronic media, 

television, movies, or pictures, unless this exposure is work related. 

B. Presence of one (or more) of the following intrusion symptoms associated with the 

traumatic events(s), beginning after the traumatic event(s) occurred: 

1. Recurrent, involuntary, and intrusive distressing memories of the traumatic 

events(s). 

Note: In children older than 6 years, repetitive play may occur in which 

themes or aspects of the traumatic event(s) are expressed. 
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2. Recurrent distressing dreams in which the content and/or affect of the dream 

are related to the traumatic events(s) 

Note: In children, there may be frightening dreams without recognizable 

content. 

3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as 

if the traumatic event(s) were recurring. (Such reactions may occur on a 

continuum, with the most extreme expression being a complete loss of 

awareness of present surrounding.) 

Note: In children, trauma-specific reenactment may occur in play. 

4. Intense or prolonged psychological distress at exposure to internal or external 

cues that symbolize or resemble an aspect of the traumatic event(s). 

5. Marked physiological reactions to internal or external cues that symbolize or 

resemble an aspect of the traumatic event(s). 

C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning after 

the traumatic event(s) occurred, as evidenced by one or both of the following: 

1. Avoidance of or efforts to avoid distressing memories, thoughts or feelings 

about or closely associated with the traumatic events(s). 

2. Avoidance of or efforts to avoid external reminders (people, places, 

conversations, activities, objects, situations) that arouse distressing memories, 

thoughts, or feelings about or closely associated with the traumatic event(s). 

D. Negative alterations in cognitions and mood associated with the traumatic events(s), 

beginning or worsening after the traumatic event(s) occurred, as evidence by two (or 

more) of the following: 
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1. Inability to remember an important aspect of the traumatic event(s) (typically 

due to dissociative amnesia and not to other factors such as head injury, 

alcohol, or drugs). 

2. Persistent and exaggerated negative beliefs or expectations about oneself, 

others, or the world (e.g., “I am bad,” “No one can be trusted,” “The world is 

completely dangerous,” “My whole nervous system is permanently ruined”). 

3. Persistent, distorted cognitions about the cause or consequences of the 

traumatic event(s) that lead the individual to blame himself/herself or others. 

4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame). 

5. Markedly diminished interest or participation in significant activities. 

6. Feelings of detachment or estrangement from others. 

7. Persistent inability to experience positive emotions (e.g., inability to 

experience happiness, satisfaction, or loving feelings). 

E. Marked alterations in arousal and reactivity associated with the traumatic event(s), 

beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or 

more) of the following: 

1. Irritable behavior and angry outbursts (with little or no provocation) typically 

express as verbal or physical aggression toward people or objects. 

2. Reckless or self-destructive behavior. 

3. Hypervigilance. 

4. Exaggerated startle response. 

5. Problems with concentration. 

6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep). 
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F. Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month. 

G. The disturbance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

H. The disturbance is not attributable to the physiological effects of a substance (e.g., 

medication, alcohol) or another medical condition. 

Specify whether: 

With dissociative symptoms: The individual’s symptoms meet the criteria for 

posttraumatic stress disorder and in addition, in response to the stressor, the individual 

experiences persistent or recurrent symptoms of either of the following: 

1. Depersonalization: Persistent or recurrent experiences of feeling detached from, and 

as if one were an outside observer of, one’s mental processes or body (e.g., feeling as 

though one were in a dream; feeling a sense of unreality of self or body or of time 

moving slowly). 

2. Derealization: Persistent or recurrent experiences of unreality of surroundings (e.g., 

the world around the individual is experienced as unreal, dreamlike, distant, or 

distorted). 

Specify if:  

With delayed expression: If the full diagnostic criteria are not met until at least 6 

months after the event (although the onset and expression of some symptoms may be 

immediate). 

 

WHO. (2013). ICD-10-CM. Code F43.10 

 

Post-traumatic stress disorder, unspecified 

2016 2017 Billable/Specific Code  
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• F43.10 is a billable/specific ICD-10-CM code that can be used to indicate a diagnosis 

for reimbursement purposes. 

• This is the American ICD-10-CM version of F43.10. Other international versions of 

ICD-10 F43.10 may differ. 

• Reimbursement claims with a date of service on or after October 1, 2015 require the 

use of ICD-10-CM codes. 

Clinical Information  

• A class of traumatic stress disorders with symptoms that last more than one month. 

There are various forms of post-traumatic stress disorder, depending on the time of 

onset and the duration of these stress symptoms. In the acute form, the duration of the 

symptoms is between 1 to 3 months. In the chronic form, symptoms last more than 3 

months. With delayed onset, symptoms develop more than 6 months after the 

traumatic event. 

• Acute, chronic, or delayed reactions to traumatic events such as military combat, 

assault, or natural disaster. 

• An anxiety disorder precipitated by an experience of intense fear or horror while 

exposed to a traumatic (especially life-threatening) event. The disorder is 

characterized by intrusive recurring thoughts or images of the traumatic event; 

avoidance of anything associated with the event; a state of hyperarousal and 

diminished emotional responsiveness. These symptoms are present for at least one 

month and the disorder is usually long-term. 
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• An anxiety disorder that develops in reaction to physical injury or severe mental or 

emotional distress, such as military combat, violent assault, natural disaster, or other 

life-threatening events. Having cancer may also lead to post-traumatic stress disorder. 

Symptoms interfere with day-to-day living and include reliving the event in 

nightmares or flashbacks; avoiding people, places, and things connected to the event; 

feeling alone and losing interest in daily activities; and having trouble concentrating 

and sleeping. 

• Post-traumatic stress disorder (PTSD) is a real illness. You can get PTSD after living 

through or seeing a traumatic event, such as war, a hurricane, rape, physical abuse or a 

bad accident. Ptsd (sic) makes you feel stressed and afraid after the danger is over. It 

affects your life and the people around you. Ptsd (sic) can cause problems like 

o flashbacks, or feeling like the event is happening again 

o trouble sleeping or nightmares 

o feeling alone 

o angry outbursts 

o feeling worried, guilty or sad 

PTSD starts at different times for different people. Signs of PTSD may start soon after a 

frightening event and then continue. Other people develop new or more severe signs 

months or even years later. Ptsd (sic) can happen to anyone, even children. Medicines can 

help you feel less afraid and tense. It might take a few weeks for them to work. Talking to 

a specially trained doctor or counselor also helps many people with PTSD. This is called 

talk therapy. 



NADA PROTOCOL AND PTSD 

 

62 

 

Appendix B: IRB Approval Letter 

 

 
 

 



NADA PROTOCOL AND PTSD 

 

63 

 

Appendix C: Recruitment 

Flier 

 



NADA PROTOCOL AND PTSD 

 

64 

 

Tri-fold Brochure

 



NADA PROTOCOL AND PTSD 

 

65 

 

 

 

 

 

 

 

 

 



NADA PROTOCOL AND PTSD 

 

66 

 

Professional Letter 
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e-mail letter 
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Electronic Newsletter 

(This newsletter was sent to the newsletter list of the principle investigator via email. Forwarding 

by the recipient was allowed. It was automatically posted to the principle investigator’s business 

and personal pages on Facebook.)  
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Presentation Script for Participant Recruitment 

(This script is presented without a PowerPoint) 

Hello. My name is Ann Levings, I am both an RN and Licensed Acupuncturist in the State of 

California. I am also a doctoral candidate at Yo San University for Traditional Chinese Medicine 

in Los Angeles, CA.  

To satisfy the requirements of my doctorate degree, I am conducting a study on an ear 

acupuncture technique called the “NADA protocol” and its effectiveness to reduce the symptoms 

of PTSD in non-military, non-veteran women over the age of 18, in comparison to EMDR. I am 

being assisted by Ursula Buxton, MFT and Lluvia Hetricks, MC 

This technique was developed by Dr. Michael Smith, MD, DAc in the 1970’s and 

originally used to assist with detoxification from drugs of abuse. In the 1980’s, acupuncturists 

started using this technique in PTSD and other mental health conditions.  

Though post-traumatic stress disorder (PTSD) is common within the United States—

9.7% amongst women (according to the National Comorbidity Survey Replication, 2007)—it is 

poorly studied outside of the Department of Defense and the Veterans Administration. 

As many of you may be aware, PTSD comes with a high price tag to society. In 2003, 

Walker, et al. found the median annual healthcare cost for civilian females scoring high on the 

PTSD Checklist (developed by Weathers, et al. and last revised in 2013) was five times higher 

than those with low scores ($3060 vs $609). Another monetary cost to society is unemployment. 

One study funded by the Department of Defense found that “the higher PTSD severity levels 

were associated with increased unemployment” at about twice the national average (Anderson, 

2014). 

According to a study by Seidler & Wagner, 2006, the recognized western medical care 

for PTSD is either cognitive-behavioral therapy (CBT) or eye-movement desensitization and 

repatterning (EMDR). Both require the sufferer to travel to the provider for care and to re-

experience the precipitating trauma as part of the therapy. Trusz, et al., 2011 found both of these 

conditions may be barriers to seeking care.  

Though there seems to be a plethora of articles claiming various complementary and 

integrative healthcare practices are effective in reducing or alleviating symptoms of PTSD, the 

body of research is extremely thin, especially regarding the use of acupuncture. The National 

Acupuncture Detoxification Association’s (NADA) mission statement, as found in its brochure 

on its website (n.d.), claims that the protocol is effective for mental health and trauma: 

“standardized auricular acupuncture protocol for behavioral health, including addictions, mental 

health, and disaster & emotional trauma” (emphasis added).  

Research cited on NADA’s reference and research page involving PTSD, however, 

consists only of case reports from around the world following disasters. Of the other studies 

found using acupuncture, mostly small pilot studies, none included the NADA protocol for use in 

PTSD. The one study completed on the NADA protocol for use in mental health was a pilot 

study comparing the NADA protocol to progressive muscle relaxation for anxiety disorders or 

major depressive disorders. In this study, the NADA protocol “improve(d) tension, anxiety, and 

anger/aggression, but not mood” (de Lorent, et al., 2016). Since these symptoms are also found 

in PTSD, this study is encouraging. 

The NADA protocol, as taught to me in my NADA certification program, is quick, easy, 

cost-effective, non-confrontational, portable, and safe. If the protocol is found to be effective, it 

could be used as an adjunct in all programs dealing with PTSD, such as the military, women’s 

refuges, or mental health clinics. Because of its portability and non-verbal technique, the NADA 
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protocol could overcome two of the barriers to care found by Trusz, 2011—physical access and 

avoidance of discussing the trauma.  

Since the NADA protocol can be administered in a group setting, it may help decrease 

the victim’s sense of isolation—another symptom of PTSD. 

The study is scheduled to begin mid-April, 2017. The EMDR comparison group will be 

conducted by Ursula Buxton, MFT, a local therapist trained in and using EMDR in her practice. I 

will be conducting the acupuncture group at my office on Bechelli Lane in Redding. 

We are looking for women with PTSD, which we will be verifying using the PTSD 

Checklist-5, civilian checklist (also called the PCL-5), developed by the Department of Defense 

and the gold standard for diagnosing PTSD. Women must be over the age of 18 with competency 

and capacity to consent to the study, understand and read English, and not have had acupuncture 

or EMDR in the past. She cannot be pregnant, allergic to topical alcohol nor stainless steel, 

needle-phobic, taking medications on a regular basis that increase her risk for bleeding (i.e. 

Plavix, coumadin, or aspirin, others.), agoraphobic, or well-known to me, Ursula, or Lluvia. 

This study is a quasi-experimental, randomized, comparison clinical trial. This means a 

woman might not end up in the acupuncture groups. There are three groups: 

• The acupuncture group will have 5 very small, sterile needles inserted into ear 

acupuncture points and then sit in a group quietly about 45 minutes. These sessions will 

be 5 days per week for 4 weeks.  

• The comparison group will receive one individual EMDR treatment per week for 4 

weeks. These sessions last approximately 45-60 minutes. 

• A third group will receive both treatments.  

• There is no charge for these services but the woman will need to provide her own 

transportation to and from the sessions.  

If you know of such women, you may give them one of the fliers or brochures I have 

provided. If you need more, please call me or you may copy them if you so desire.  

I can send an email copy of the references if you need them.  

Are there any questions? 
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This script accompanies a PowerPoint that can be presented on a laptop/iPad/big screen 

for individuals or projected for groups. 

 

Slide 1  Hello. My name is Ann Levings. I am both an RN and Licensed Acupuncturist in the 

State of California. I am also a Doctoral Candidate at Yo San University for Traditional Chinese 

Medicine in Los Angeles, CA. 

To partially satisfy the requirements of my doctoral degree, I am conducting a study on an ear 

acupuncture technique called the NADA Protocol and its effectiveness to reduce symptoms of 

post-traumatic stress disorder (PTSD) in non-military, non-veteran women over the age of 18, in 

comparison to Eye Movement Desensitization and Repatterning (EMDR). I am being assisted by 

Ursula Buxton, LMFT and Lluvia Hetricks, MA 

 

Slide 2  The NADA protocol was developed by Dr. Michael Smith, in the 1970’s and originally 

was used to assist with detoxification from drugs of abuse. In the 1980’s, acupuncturists started 

using this technique with PTSD and other mental health conditions. 

 

Slide 3 Though PTSD is common in the United States—9.7% amongst women (national 

comorbidity survey replication, 2007)—it is poorly researched outside the Department of 

Defense and the Veterans Administration.  

 As many of you may be aware, PTSD comes with a high price tag to society. In 2003, 

Walker, et al found the median annual healthcare cost for civilian females scoring high on the 

PTSD checklist (developed by Weathers, et al., and most recently revised in 2013) was five 

times higher than those with low scores ($3060 vs $609). Another monetary cost to society is 

unemployment. One study funded by the Department of Defense found that “the higher PTSD 

severity levels were associated with increased unemployment” at about twice the national 

average (Anderson, 2014). 

 

Slide 4  According to Seidler & Wagner, 2006, the recognized western medical care for PTSD is 

either cognitive-behavioral therapy (CBT) or EMDR. Both require the sufferer to travel to the 

provider for care and to re-experience the precipitating trauma as part of the therapy. Trusz, et 

al., 2011, found both of these conditions to be barriers to seeking care. 

 

Slide 5  Though there seems to be a plethora of articles claiming various complementary and 

integrative healthcare practices are effective in reducing or alleviating symptoms of PTSD, the 

body of research is extremely thin, especially regarding the use of acupuncture. The National 

Acupuncture Detoxification Association’s (NADA) mission statement, as found in its online 

brochure claims that the protocol is effective for mental health and trauma (highlighting is mine) 

(www.acudetox.com). 

 

Slide 6  Research cited on NADA’s reference and research page involving PTSD consists only 

of case reports from around the world following disasters or the study did not utilize the NADA 

protocol as its acupuncture technique.  

Other studies found that utilized the NADA protocol, did not study its use in PTSD. One 

encouraging study using the NADA protocol for mental health was a pilot study by de Lorent, et 

al. in 2016 comparing it to progressive muscle relaxation for anxiety disorders or major 

depressive disorders. In this study, NADA was superior to “improve tension, anxiety, and 
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anger/aggression, but not mood”. Since these symptoms are also found in PTSD, this study is 

encouraging. 

 

Slide 7 The NADA protocol, as taught to me in my NADA certification program, is quick, easy, 

cost-effective, non-confrontational, portable, and safe.  

If the protocol is found to be effective, it could be used as an adjunct in all programs dealing with 

PTSD, such as the military, women’s refuges, or mental health clinics. Because of its portability 

and non-verbal technique, the NADA protocol could overcome two of the barriers to care—

physical access and avoidance of discussing the trauma (Trusz, 2011). 

 

Slide 8 The NADA protocol can also be administered in a group setting and may help decrease 

the victim’s sense of isolation—another symptom of PTSD. 

The study is scheduled to begin mid-April, 2017. The EMDR comparison groups will be 

conducted by Ursula Buxton, LMFT, a local therapist trained in and using EMDR in her practice. 

I will be conducting the acupuncture groups at my office on Bechelli Lane in Redding. 

 

Slide 9 We are looking for women with PTSD, which will be verified using the PTSD Checklist-

5, civilian version (also called the PCL-5), developed by the Department of Defense and the gold 

standard for diagnosing PTSD. Women must be over the age of 18 with competency and 

capacity to consent to the study, understand and read English, and not have had acupuncture or 

EMDR in the past. 

She cannot be pregnant, allergic to topical alcohol nor stainless steel, needle-phobic, taking 

medications on a regular basis that increase her risk for bleeding (i.e. Plavix, coumadin, or 

aspirin, others.), agoraphobic, or well-known to me, Ursula, or Lluvia. 

 

Slide 10 This study is a quasi-experimental, randomized, comparison clinical trial. This means a 

woman might not end up in the acupuncture groups. There are three groups: 

1. The acupuncture group will have 5 very small, sterile needles inserted into ear acupuncture 

points and then sit in a group quietly about 45 minutes. These sessions will be 5 days per week 

for 4 weeks.  

2. The comparison group will receive one individual EMDR treatment per week for 4 weeks. 

These sessions last approximately 45-60 minutes. 

3. A third group will receive both treatments.  

There is no charge for these services but the woman will need to provide her own transportation 

to and from the sessions.  

 

Slide 11 If you know of such women, you may give them one of the fliers or brochures I have 

provided. If you need more, please call me or you may copy them if you like. 

Are there any questions? 
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PowerPoint slides 

    

    
 

    
 

    
 



NADA PROTOCOL AND PTSD 

 

76 

 

     
 

 
 

 

 

  



NADA PROTOCOL AND PTSD 

 

77 

 

Appendix D: Participant Screening 

 
Screening interview for PTSD study 

In-person or telephone. 

Principle Investigator: Ann Levings, RN, LAc 

 

This study is to help determine if an ear acupuncture technique known as the NADA protocol is 

effective in decreasing the symptoms of PTSD. This study is a randomized-comparison trial. 

This means you might end up in the comparison group and not receive acupuncture.  

• The acupuncture group will have 5 very small, sterile needles inserted into each outer ear 

at acupuncture points and then sit in a group quietly about 45 minutes. These sessions 

will be 3-5 days per week for 20 sessions.  

• The comparison group will receive one individual EMDR treatment per week with for 4 

weeks. These sessions last approximately 45-60 minutes. 

• A third group will receive both treatments.  

• There is no charge for these services, but you will need to provide your own 

transportation to and from the sessions.  

If you understand the above information, I’d like to ask you some questions to help us determine 

if you meet the initial criteria for the study. 

 

(Interviewer: A “yes” answer to any of the following questions disqualifies the candidate)          

1) Are you in the military or a veteran? 

2) Have you ever had acupuncture or EMDR?     Has anyone close to you ever had acupuncture 

or EMDR?     

3) Are you pregnant?    

4) Are you allergic to alcohol on the skin or surgical stainless steel? 

5) Are you needle-phobic? 

6) Do you take any medications on a regular basis that might increase your risk of bleeding 

(such as Plavix, Coumadin, or aspirin)? 

7) Are you agoraphobic or afraid of crowded places? 

8) Are you well-known to Ann Levings, Ursula Buxton, or Lluvia Hetrick? 

 

(Interviewer: A “no” answer to any of the following questions disqualifies the candidate) 

9) Are you OK that you might be assigned randomly to the comparison group?   

10) Have you been diagnosed with PTSD or believe that you have PTSD?        

11) Are you female and at least 18 years old?     

12) Do you understand and read English?     

13) Can you legally consent to the study? 

TURN OVER 
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(Interviewer: If the candidate does not pass the above screening: Thank you for contacting 

us, however it does not appear that you will fit the criteria for this particular study. If you know 

someone else that may be interested in this study, please have them contact us directly at 530-

554-2328 or alevings.student@yosan.edu ) 

 

 (If the candidate has passed the above screening:)  

You have meet the initial screening process for this study. There will be a group meeting at 

which you will be given a lot more information about this study and your rights as a study 

participant. We encourage you to speak with your family, friends, doctor, or therapist about 

being a study participant. You may withdraw from this study at any time.  

First name, last initial, month of birth: ____________________________________ 

What is the best way to contact you? _____________________________________ 

An informational meeting that will provide more information and give you an opportunity to ask 

more questions is scheduled for _______________________ at __________________________  

Or __________________________________ at _____________________.  

Which of these will you be able to attend? (circle or highlight one). 

 

This screening application was completed by: ______________________________________ 

 

 

 

 

  

mailto:alevings.student@yosan.edu
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Appendix E: Consent, HIPAA, Bill of Rights 

 

YO SAN UNIVERSITY OF TRADITIONAL CHINESE MEDICINE 

13315 W Washington Blvd, Los Angeles, CA 90066 

(310) 577-3000 

 

CONSENT TO PARTICIPATE IN RESEARCH 

Name of Study: The Effectiveness of the NADA Protocol to Decrease the Symptoms of PTSD 

in Non-Military Female Adults: A Quasi-Experimental Randomized Clinical Trial  

 

Principal Investigator:  Ann Levings, RN, LAc 

Contact information:  Address: 3613 Bechelli Lane, Redding, CA 96002 

Phone: 530-554-2328 

    Email: alevings.student@yosan.edu 

Co-Investigator:   Ursula Buxton, LMFT 

    

INTRODUCTION 

My name is Ann Levings and I am working on my doctoral thesis in the Longevity and Healthy 

Aging program at Yo San University of Traditional Chinese Medicine in Los Angeles, CA. I am 

doing research on Post-Traumatic Stress Disorder (PTSD) and acupuncture and invite you to be 

part of this research. I will be assisted in this study by Ursula Buxton, LMFT and Lluvia 

Hetricks, MA. 

The principal investigator will explain this study to you. Research studies are voluntary 

and include only people who choose to take part. Please take your time about deciding 

whether to participate in this study. Before deciding: 

• You can discuss this study with friends and family. 

• You can also discuss it with your healthcare doctor, mental healthcare provider, or 

request a second opinion. 

• If you have any questions, you can ask the researchers for more information before 

deciding to participate. 

You were selected as a possible participant because you are:  

• female,  

• over the age of 18,  

• have signs and symptoms that indicate you may have PTSD,  

• you are not in the military nor a veteran,  

• and have no previous experience with acupuncture or eye movement and desensitization 

repatterning (EMDR).  

The decision to participate in this study is entirely up to you.  You may refuse to take part in 

the study at any time without affecting your relationship with the investigators of this study or 

the person that referred you to this study.  Your decision will not result in any loss of benefits to 

which you are otherwise entitled. You have the right not to answer any single question, as well 

as to withdraw completely from the study at any point during the process; additionally, you have 

the right to request that the investigators not use any of your study materials. 

We request that you read this form and ask any questions that you may have before agreeing 

to be in the study.  

 

mailto:alevings.student@yosan.edu
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BACKGROUND 

Nearly 10% of the women in the United States will suffer from PTSD at some time during their 

lifetime. The healthcare costs associated with PTSD are five times greater than average 

healthcare costs and unemployment rates of persons with PTSD are twice as high as the national 

average.  

 

WHY IS THIS STUDY BEING DONE?  

The purpose of this research study is to determine if an ear acupuncture technique developed by 

the National Acupuncture Detoxification Association, commonly called the “NADA protocol”, is 

effective in reducing the symptoms of PTSD in non-military, adult females.  

The following definitions may help you understand how this research study is designed:  

• Randomized: a random selection process will be used to determine which women will 

receive acupuncture only, which will receive EMDR, and which will receive both. 

• NADA: stands for National Acupuncture Detoxification Association. You can look at 

their website at: www.NADA.com 

• PTSD (Post-Traumatic Stress Disorder): PTSD comes on following a traumatic 

experience where someone feels their life is threatened or the life of another was either 

threatened or was killed by the trauma. PTSD can also happen when you find out a loved 

one (such as a child) was threatened or killed by trauma even though you didn’t see it 

happen. A special category includes suffering from chronic traumas of childhood or 

persons working in conditions that expose her to repeated traumas—such as firefighters, 

police officers, or emergency room personnel, to name a few. 

o PTSD does not include reactions to someone’s death or severe illness that did not 

follow trauma; 

o Symptoms include thoughts of the trauma that intrude when you don’t want them 

too, avoiding situations that remind you of the trauma, negative changes in the 

way you think or feel that you didn’t experience before the trauma—such as 

crying all the time, being hyper-aroused so you feel like everything is threatening 

you, or you find you can’t sleep adequately; 

o These symptoms have lasted more than a month after the trauma; 

o Some women may not suffer these symptoms right away, instead they come up 

later; 

o Some women may just feel like they no longer feel anything following the trauma 

and have difficulty engaging emotionally with life and others.  

• EMDR (eye movement desensitization and repatterning): a technique used by specially-

trained therapists that has been found to be effective in helping a person recover from 

PTSD. 

• PCL-5: a testing form developed for the Department of Defense to determine the 

presence and severity of PTSD. We will use the form developed for the civilian 

population. It takes about 10-15 minutes to fill out. 

This study is being funded by the Principal Investigator, Ann Levings. The co-investigator—

Ursula Buxton, and the study coordinator—Lluvia Hetrick, are volunteering their time to help 

with the study. 

 

http://www.nada.com/
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HOW MANY PEOPLE WILL TAKE PART IN THIS STUDY?  

At least 30 but not more than 90 women will take part in this study.   

 

WHAT WILL HAPPEN IF I TAKE PART IN THIS STUDY? 

This study uses a randomly-assigned comparison group. You will be randomly assigned to either 

the acupuncture group, the EMDR group, or a group receiving both acupuncture and EMDR. If 

you agree to be in this study, you will be asked to do one of the following:  

• Fill out the PCL-5. Participate in four EMDR sessions over a one-month period and then 

retake the PCL-5 one week after your last session. The EMDR sessions last 

approximately one hour. 

• Fill out the PCL-5. Participate in a daily group acupuncture session, five days per week 

for four weeks and then retake the PCL-5 one week after completing your last session. 

These sessions last approximately one hour.  

• Both 

 

REQUIREMENTS FOR PARTICIPANTS: 

To participate, you must meet a few specific qualifications: 

o be female,  

o 18 years of age or older,  

o understand and read English,  

o have the competency and capacity to consent to the study,  

o score 33 or higher on the PCL-5,  

o never have had acupuncture or EMDR before, 

o not be allergic to alcohol on the skin or surgical stainless steel,  

o not be pregnant,  

o not be needle-phobic,  

o not be taking any medications on a regular basis that might increase the risk of 

bleeding (such as Plavix, Coumadin, or aspirin),  

o not be afraid to sit in a group with other women,  

o not be intimately known to either investigator or the study coordinator. 

 

During the study: 

If you agree to participate in this study, after you sign the informed consent and HIPPA (Health 

Information Privacy and Portability Act) form you will fill out a questionnaire that takes 

approximately 10-15 minutes to complete. You will also fill out a short questionnaire regarding 

your current and past treatment for PTSD and any current medical conditions for which you are 

being treated, including medications and procedures.  

If you qualify and you decide to participate, you will be randomly assigned to one of the 

three groups explained above.   

• If you are assigned to the EMDR-only group, this involves 4 sessions plus a follow-up 

visit to fill out the questionnaire again. 

• If you are assigned to the acupuncture-only group, this involves 20 sessions plus a 

follow-up visit to fill out the questionnaire again. 

• If you are assigned to the third group, this involves both the 4 sessions of EMDR and 20 

sessions of acupuncture with a follow-up visit to fill out the questionnaire again. 
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You are not to stop any of your current treatments or medications during this study unless 

your healthcare or mental healthcare provider instruct you to do so. 

 

HOW LONG WILL I BE IN THIS STUDY?  

This study will last 5 weeks. You will receive treatment for four weeks and one week after your 

treatment is done, you will be asked to fill out the questionnaire again. 

 

WHAT KINDS OF RISKS OR DISCOMFORTS COULD I EXPECT?  

Known risks and discomforts: 

The possible risks and/or discomforts associated with the procedures described in this consent 

form include:  

• your PTSD may be triggered and you may be uncomfortable with your thoughts and 

feelings.  

• you may experience minor bleeding, bruising, itching, infection, or soreness at the needle 

sites.  

• you might experience needle-shock from acupuncture—a mild and infrequently occurring 

condition in which you might become light-headed, mildly nauseous, and maybe pass 

out. This happens less than 1% of the time but to reduce this risk, we ask that you eat 

something before receiving ear acupuncture.  

 

Unknown risks and discomforts: 

The experimental treatments may have side effects that no one knows about yet.  The researchers 

will let you know if they learn anything that might make you change your mind about 

participating in the study.  

 

ARE THERE ANY POTENTIAL BENEFITS IF I PARTICIPATE? 

Possible benefits to you: 

You may or may not receive benefits from being in this study. The possible benefits you may 

experience are:  

• a reduction in your PTSD symptoms from the NADA protocol—especially those of 

hyperarousal, hypervigilance, avoidance, and re-experiencing of your trauma. 

• EMDR has previously been rigorously studied and has been shown to help reduce the 

symptoms of PTSD, though it is possible that you may not have any improvement. 

 

Possible benefits to others or society: 

This study will help the researchers learn more about effective treatments for PTSD. Hopefully, 

this information will help in the treatment of future patients with PTSD like yours. Potentially, 

both western medicine and Traditional Chinese Medicine may gain a valuable tool to help 

victims of trauma reduce or eliminate the symptoms of PTSD. 

 

New findings:  

During the study, you will be informed of any significant new findings (either good or bad), such 

as changes in the risks or benefits resulting from participation in the research or new alternatives 

to participation that might cause you to change your mind about continuing in the study. If new 

information is provided to you, your consent to continue participating in this study will be re-

obtained. 
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WHAT OTHER CHOICES DO I HAVE IF I DON’T WANT TO PARTICIPATE? 

An alternative to participating in this study is to remain under routine care and observation by 

your healthcare or mental healthcare provider. Participation in this study is voluntary. 

      If you decide not to take part in this study, or if you withdraw from this study before it is 

completed, you will need to discuss other possible treatments for your PTSD with your 

healthcare provider or mental healthcare provider.  

 

WILL I BE PAID FOR PARTICIPATING? 

You will not be paid for participation in this study. You can anticipate the cost of transportation 

to and from the treatment site(s). 

 

CAN THE RESEARCHERS REMOVE ME FROM THIS STUDY?  

The researchers may end your participation in this study for several reasons, such as if your 

safety and welfare are at risk, if you find out you are pregnant, if you do not follow instructions, 

or if you miss scheduled visits. The researchers or the study sponsor might also decide to stop the 

study at any time. 

     If you decide to stop being in the study, you are removed from the study, or the study is 

stopped, the researcher will ask you to return to your healthcare or mental healthcare provider for 

treatment of your PTSD. The data collected about you up to the point of withdrawal will remain 

part of the study and may not be removed from the study database. 

 

HOW WILL INFORMATION ABOUT ME AND MY PARTICIPATION BE KEPT 

CONFIDENTIAL? 

The researchers will do their best to make sure that your private information is kept confidential. 

Information about you will be handled as confidentially as possible, but participating in research 

may involve a loss of privacy and the potential for a breach in confidentiality. Study data will be 

physically and electronically secured. As with any use of electronic means to store data, there is 

a risk of breach of data security.   

 

Use of personal information that can identify you: 

The information used by the researchers to evaluate the effectiveness of the study will be coded 

using your three initials and the two numbers of your birth month. Your name and other 

identifying information will only be kept on a master list that is not stored with the study 

information. No identifying information that can link you directly to this study will be used in 

any report or publication about this study.  

 

How information about you will be stored: 

The records of this study will be kept strictly confidential. Paper research records will be kept in 

a locked file at the home office of Ann Levings, RN, LAc and access will be limited to the 

research team. All electronic information will be secured using a password-protected file on the 

principal investigator’s computer or password-protected USB drive with a back-up copy keep on 

a password-protected USB drive also locked at the home office of Ann Levings.  

 

People and agencies that will have access to your information: 
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The research team, authorized Yo San personnel, and regulatory agencies may have access to 

study data and records to monitor the study. Research records provided to authorized, non-Yo 

San personnel will not contain identifiable information about you. Publications and/or 

presentations that result from this study will not identify you by name. 

 

How long will information from the study be kept: 

Three years after the final publication of this study, any information that can link your identity to 

this study and all the raw data from this study will be shredded, physically or electronically—

whichever is appropriate. 

 

ARE THERE ANY COSTS FOR TAKING PART IN THIS STUDY?  

Neither you nor your insurance company will be billed for your participation in this research. 

The research team consists of volunteers. All costs for the supplies required during acupuncture 

visits will be paid by the principal investigator.  

 

WILL I BE PAID FOR MY PARTICIPATION?  

You will not be paid for your participation in this research study. You will not be reimbursed for 

any out of pocket expenses, such as transportation. 

 

WHO CAN I CONTACT IF I HAVE QUESTIONS ABOUT THIS STUDY? 

The Research Team: 

You may contact Ann Levings at 530-554-2328 or alevings.student@yosan.edu with any 

questions or concerns about the research or your participation in this study. 

 

Yo San Office of the Human Research Protection Program (OHRPP): 

If you have questions about your rights while taking part in this study, or you have concerns or 

suggestions and you want to talk to someone other than the investigators about the study, you 

may contact the Yo San University Institutional Review Board below:  

IRB coordinator @ Yo San University 

13315 W. Washington Blvd. 

Los Angeles, CA 90066 

(310) 577-3000 

IRB@yosan.edu 

  

WHAT HAPPENS IF I BELIEVE I AM INJURED BECAUSE I TOOK PART IN THIS 

STUDY?  

It is important that you promptly tell the researchers if you believe that you have been injured 

because of taking part in this study. You can tell the researcher in person or contact her as listed 

above. 

     Neither Ann Levings, Ursula Buxton, Lluvia Hetrick, nor Yo San University will cover any 

medical expenses incurred because of this study. Medical treatment may be provided through 

patient’s insurance, if applicable. 

 

 

 

WHAT ARE MY RIGHTS IF I TAKE PART IN THIS STUDY?  

mailto:IRB@yosan.edu
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Taking part in this study is your choice. You can choose if you want to participate. Whatever 

decision you make, there will be no penalty to you and you will not lose any of your regular 

benefits. 

• You have a right to have all your questions answered before deciding whether to take 

part. 

• Your decision will not affect other care you may receive from Ann Levings, Ursula 

Buxton, Lluvia Hetrick, or from Yo San University. 

• If you decide to take part, you can leave the study at any time.  

• If you decide to stop being in this study you should notify the research team right away. 

The researchers may ask you to complete some procedures to protect your safety.  

• If you decide not to take part, you can still get medical care from Ann Levings, Ursula 

Buxton, Lluvia Hetrick, or from Yo San University, if appropriate. 

 

HOW DO I INDICATE MY AGREEMENT TO PARTICIPATE?  

If you agree to participate in this study you should sign and date below. You will be given a copy 

of this consent form and the Research Participant’s Bill of Rights to keep. You will be asked to 

sign a separate form authorizing access, use, creation, or disclosure of health information about 

you. 

 

SIGNATURE OF THE PARTICIPANT:   

 

__________________________________           __________________________________ 

Name of Participant (print)           Signature of Participant     

Date 

 

Contact Information: please provide all of the following information you have. Please indicate if 

we may leave a detailed message at any of these by circling yes or no. Thank you. 

 

________________________         __________________________       __________________ 

Home phone yes   no  Work phone  yes  no   Cell phone    yes   no 

 

________________________ 

Message phone   yes   no 

 

____________________________   _____________________________    

Email    yes   no     Alternate email    yes    no     

 

__________________________________  ________________________ _____ 

Street address    yes   no    City & State    Zip 

code 

 

SIGNATURE OF PERSON OBTAINING CONSENT:  

I am the principal investigator of this study and have obtained the consent of this participant: 

Ann Levings, RN, LAc. Contact: 530-554-2328 or alevings.student@yosan.edu 

______________________________________  ______________________ 

Signature: Ann Levings, RN, LAc    Date 

mailto:alevings.student@yosan.edu
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HIPAA 

 

Authorization to Use or Disclose (Release) Health Information that 

Identifies You for a Research Study 

 
If you sign this document, you give permission to Ann Levings, RN, LAc, a research student at 

Yo San University of Traditional Chinese Medicine, to use or disclose (release) your health 

information that identifies you for the research study described here:   

 

The Efficacy of the NADA Protocol to Decrease the Symptoms of PTSD in Non-Military 

Female Adults: A Quasi-Experimental Clinical Trial. 

 
The health information that we may use or disclose (release) for this research includes: the 

results of your PTSD Checklist-5 (PCL-5) and treatment records.  

 

The health information listed above may be used by and/or disclosed (released) to: Ann Levings, 

RN, LAc, Ursula Buxton, MFT, Lluvia Hetricks, MA and the Institutional Review Board of Yo 

San University. 

 

Ann Levings, RN, LAc, Ursula Buxton, MFT, and Lluvia Hetricks, MA are required by law to 

protect your health information. By signing this document, you authorize Ann Levings, RN, 

LAc, Ursula Buxton, MFT, Lluvia Hetricks, MA and the Institutional Review Board of Yo San 

University to use and/or disclose (release) your health information for this research. Those 

persons who receive your health information may not be required by Federal privacy laws (such 

as the Privacy Rule) to protect it and may share your information with others without your 

permission, if permitted by laws governing them.  

 

Please note that: You do not have to sign this Authorization, but if you do not, you may not 

receive research-related treatment.  

 

You may change your mind and revoke (take back) this Authorization at any time, except to the 

extent that Ann Levings, RN, LAc, Ursula Buxton, MFT, Lluvia Hetricks, MA), and the 

Institutional Review Board of Yo San University has already acted based on this Authorization. 

Even if you revoke this Authorization, Ann Levings, RN, LAc, Ursula Buxton, MFT, Lluvia 

Hetricks, MA, and the Institutional Review Board of Yo San University may still use or disclose 

health information they already have obtained about you as necessary to maintain the integrity or 

reliability of the current research. To revoke this Authorization, you must write to: Ann Levings, 

RN, LAc, Ursula Buxton, MFT, and Lluvia Hetricks, MA at 3613 Bechelli Lane, Redding, CA 

96002. This Authorization does not have an expiration date. 

 

• Your health information will be used or disclosed when required by law.  

 

• Your health information may be shared with a public health authority that is authorized by law 

to collect or receive such information for the purpose of preventing or controlling disease, injury, 

or disability, and conducting public health surveillance, investigations, or interventions.  
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• No publication or public presentation about the research described above will reveal your 

identity without another authorization from you. 

 

• If all information that does or can identify you is removed from your health information, the 

remaining information will no longer be subject to this authorization and may be used or 

disclosed for other purposes.  

 

• If you revoke this Authorization, you may no longer be allowed to participate in the research 

described in this Authorization.  

 

__________________________________________________  

Signature of participant  

 

__________________________________________________  

Printed name of participant   

 

_________________________  

Date  

 

 

 

 

 

 

 

 

 

 

 

  



NADA PROTOCOL AND PTSD 

 

88 

 

Bill of Rights 

 

YO SAN UNIVERSITY 

RESEARCH PARTICIPANT’S 

BILL OF RIGHTS 

These rights are the rights of every person who is asked to be in a medical research 
study. As a research participant, I have the following rights: 

1. I have the right to be told what the research is trying to find out. 

2. I have the right to be told about all research procedures, drugs, and/or devices and 
whether any of these are different from what would be used in standard practice. 

3. I have the right to be told about any risks, discomforts or side effects that might 
reasonably occur as a result of the research. 

4. I have the right to be told about the benefits, if any, I can reasonably expect from 
participating. 

5. I have the right to be told about other choices I have and how they may be better or 
worse than being in the research. These choices may include other procedures, drugs 
or devices. 

6. I have the right to be told what kind of treatment will be available if the research 
causes any complications. 

7. I have the right to have a chance to ask any questions about the research or the 
procedure. I can ask these questions before the research begins or at any time during 
the research. 

8. I have the right to refuse to be part of the research or to stop at any time. This 
decision will not affect my care or my relationship with my practitioner or this institution 
in any other way. 

9. I have the right to receive a copy of the signed and dated written consent form for the 
research. 

10. I have the right to be free of any pressure as I decide whether I want to be in the 

research study. 
 
If I have any questions or concerns I can ask the researcher or the research assistant. I 
can also contact Yo San University Institutional Review Board at 310- 577-3000, which 
helps protect research study participants. If I call this office and do not speak English or 
Spanish, I should have someone available who can interpret for me. I may also write Yo 
San University at 13315 W. Washington Blvd, Los Angeles, CA  90066 
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Appendix F: PCL-5
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Appendix G: Safety Forms 

Health Screening Questionnaire and Emergency Information 
 

Full Name (including middle initial): _____________________________________  

Birthday: _________________ 

 

Address: __________________________________________________________ 

 

Phone number(s): __________________________________________________ 

 

Email(s): ___________________________________________________________ 

In case of Emergency, please contact the following:  

 

1. Name: _______________________________________________________ 

 

Phone number(s): ______________________________________________ 

 

Text &/or email: _______________________________________________ 

 

2. Name: _______________________________________________________ 

 

Phone number(s): ______________________________________________ 

 

Text &/or email: _______________________________________________ 

 

Name of primary care physician or healthcare provider: ____________________ 

 

Phone number: _____________________________________________________ 

 

Name of psychiatrist or psychologist: ____________________________________ 

 

Phone number: _____________________________________________________ 

 

Current medical or psychiatric conditions: ________________________________ 

 

___________________________________________________________________ 

 

Past medical conditions:  ______________________________________________ 
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Past surgeries: ______________________________________________________ 

Pending surgeries: ___________________________________________________ 

Current prescribed medications: ________________________________________ 

Non-prescription medications, vitamins, minerals, supplements or herbs: ______ 

 __________________________________________________________________ 

I understand that this form is being used to screen for information that might disqualify me as a 

participant in this research study. I further understand that should I be enrolled in this study, a 

copy of this form will be locked separately from other study forms at the research sites in case 

of an emergency and the information will be used to attempt contact with the above named 

person(s) and may be given to emergency personnel for my safety. This is not a consent form to 

contact any of my healthcare or mental healthcare providers. 

 

 

___________________________________________  _______________ 

Signature         Date 
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Appendix H: Tracking Forms 

EMDR Treatment Tracking 
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The effectiveness of the NADA protocol to reduce symptoms of post-traumatic stress disorder: A quasi-experimental clinical trial  

Ann L. Levings 

Ear Acupuncture Chart 

ID Code:            “nickname” 

Tx # Date Code 

verified 

R 

Shen 

R 

Symp 

R 

Liv 

R 

Ki 

R 

Lu 

L 

Shen 

L 

Symp 

L 

Liv 

L  

Ki 

L 

Lu 

comments 

1              

2              

3              

4              

5              

6              

7              

8              

9              

10              

11              

12              

13              

14              

15              
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16              

17              

18              

19              

20              

 

R: right; L: left; Shen: shenmen; Symp: sympathetic; Liv: liver; Ki: kidney; Lu: lung 

“nickname”: determined by participant for purpose of address, only 

 

I certify the above information is true and accurate: ______________________________________________ 

       Ann Levings, RN, Lac 
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The effectiveness of the NADA protocol to reduce symptoms of post-traumatic stress disorder: A quasi-experimental clinical trial 

Ann L. Levings  

OUTCOME TRACKING 

ID Code Group Score Pre-

PCL5 

Score Post-

PCL5 

Change 

+/- 

Comments 

 EMDR     

 Acupx     

 Both     

 EMDR     

 Acupx     

 Both     

 EMDR     

 Acupx     

 Both     

 EMDR     

 Acupx     

 Both     



NADA PROTOCOL AND PTSD 

 

105 

 

 EMDR     

 Acupx     

 Both     

 EMDR     

 Acupx     

 Both     

 EMDR     

 Acupx     

 Both     

 

EMDR: eye-movement desensitization and repatterning only   Acupx: Acupuncture only   Both: EMDR and Acupx 

PCL5: PTSD Checklist, 5th ed. (Score is calculated according to the instructions.)  Change: pre-score minus post-score 

 

I certify that the above data accurately reflects the raw data obtained for this research study:  

 

_________________________________________________   _________________________ 

  Lluvia Hetrick, study coordinator          Date 
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The effectiveness of the NADA protocol to reduce symptoms of post-traumatic stress disorder: A quasi-experimental clinical trial  

Ann L. Levings 

Master Tracking List 

Full Name ID 

Co

de 

Group 

assigned 

Initial 

screen 

Orien

tation 

Inform

ed  

Consen

t 

H

&

P 

PCL5 

Pre/post 

Tx 

tracking 

form(s) 

Comments 

  EMDR        

  Acupx        

  Both        

  EMDR        

  Acupx        

  Both        

  EMDR        

  Acupx        

  Both        

  EMDR        

  Acupx        

  Both        
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  EMDR        

  Acupx        

  Both        

  EMDR        

  Acupx        

  Both        

  EMDR        

  Acupx        

  Both        

  EMDR        

  Acupx        

  Both        

  EMDR        

  Acupx        

  Both        

 

Fill in 1st and 2nd column, check other columns as each item is completed.   

I certify the above information is true and correct: ________________________________________________    ____________  

        Lluvia Hetrick, study coordinator     Date 


