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v

Medicine, healthcare, and the wider social meaning and management of 
health are undergoing major changes. In part, this reflects developments 
in science and technology, which enable new forms of diagnosis, treat-
ment, and the delivery of healthcare. It also reflects changes in the locus 
of care and burden of responsibility for health. Today, genetics, informat-
ics, imaging, and integrative technologies, such as nanotechnology, are 
redefining our understanding of the body, health, and disease; at the same 
time, health is no longer simply the domain of conventional medicine, 
nor the clinic. The ‘birth of the clinic’ heralded the process through which 
health and illness became increasingly subject to the surveillance of medi-
cine. Although such surveillance is more complex, sophisticated, and pre-
cise as seen in the search for ‘predictive medicine’, it is also more 
provisional, uncertain, and risk laden.

At the same time, the social management of health itself is losing its 
anchorage in collective social relations and shared knowledge and prac-
tice, whether at the level of the local community or through state-funded 
socialised medicine. This individualisation of health is both culturally 
driven and state sponsored, as the promotion of ‘self-care’ demonstrates. 
The very technologies that redefine health are also the means through 
which this individualisation can occur—through ‘e-health’, diagnostic 
tests, and the commodification of restorative tissue, such as stem cells, 
cloned embryos, and so on.

Series Editors’ Preface
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This series explores these processes within and beyond the conventional 
domain of ‘the clinic’ and asks whether they amount to a qualitative shift 
in the social ordering and value of medicine and health. Locating techni-
cal developments in wider socio-economic and political processes, each 
book discusses and critiques recent developments within health technolo-
gies in specific areas, drawing on a range of analyses provided by the social 
sciences.

The series has already published 20 books that have explored many of 
these issues, drawing on novel, critical, and deeply informed research 
undertaken by their authors. In doing so, the books have shown how the 
boundaries between the three core dimensions that underpin the whole 
series—health, technology, and society—are changing in fundamental 
ways.

This new book, with its focus on complementary and alternative medi-
cine (CAM), contributes to furthering understanding of the series’ 
themes in multiple ways. Instead of focusing, as is often the case in this 
area, on the struggles that CAM practitioners have faced as they seek 
professional recognition by the traditional biomedical community, con-
tributors to this volume analyse CAM as a set of practices shaped by, and 
implicated in, epistemic and social transformations. By drawing on 
approaches from science and technology studies, including actor network 
theory and theories of boundary work, social worlds, co-production and 
epistemic cultures, this book calls attention to CAM’s contingency, situ-
atedness, materiality, and co-production within various spheres of gover-
nance and knowledge production. Contributors examine a variety of 
complementary and alternative medicines in different countries, ranging 
from traditional and indigenous medicines to herbal supplements, thera-
peutic touch, and homeopathy. The theoretical and empirical richness 
offers fruitful ways of comprehending what CAM is and how and why it 
is evolving.

York, UK� Andrew Webster
Maastricht, The Netherlands � Sally Wyatt
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Introduction: Reconceptualising 
Complementary and Alternative 

Medicine as Knowledge Production 
and Social Transformation

Caragh Brosnan, Pia Vuolanto, 
and Jenny-Ann Brodin Danell

�Introduction

CAM is a controversial topic. In the media, in the doctor’s office, in com-
edy routines, and around dinner party tables, CAM frequently provokes 
debate, mirth, and even anger. Discussions are often polarised (Gale and 
McHale 2015): CAM is dismissed as ‘quackery’ by some, while others 
ardently defend it based on their own experiences of use. CAM has 
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become a staple research area in the sociology of health and illness, as 
sociologists have sought to understand CAM’s status and the appeal to 
patients that underpins its widespread uptake. It is not clear whether 
CAM use has actually risen, but it has certainly garnered widespread 
attention in clinical, public health policy, and academic circles since the 
turn of the century (Chatwin and Tovey 2006; Gale 2014). Its new 
prominence is understood as reflecting wider changes in healthcare and 
society, including shifts in the locus of healthcare, increased scepticism 
towards scientific expertise and the mobilisation of lay health consumer 
groups, the commodification of techniques and technologies of well-
being (such as yoga, vitamin supplements, and massage), and a new focus 
on personal responsibility for health, along with the globalisation of plu-
ral healing modalities.

Much sociological work has positioned CAM in relation to these wider 
transformations. The popularity of CAM has also, typically, been inter-
preted as a threat to medical dominance, and numerous studies have exam-
ined the relationship between CAM and the medical profession. However, 
what remains relatively unexamined until now is how CAM itself   is shaped 
by social processes. In existing research, the actual content of CAM is often 
taken for granted, and the focus is on how CAM is perceived by, experi-
enced by, or mediates relationships between, people. Rather than prob-
lematising the polarised views of CAM, sociological studies have often 
taken these as starting points: CAM has been treated as a provocative entity, 
something that can be used to increase or undermine the power of patients 
and practitioners. Rather than being understood in their own right, CAM 
and CAM use are read as signifiers of other, broader societal shifts.

The purpose of this volume is to take sociological studies of CAM in a 
new direction. Our goal is to show that CAM not only reflects, but is 
shaped by, and implicated in, social transformations. We aim to shift the 
focus away from CAM as a stable entity that elicits perceptions and expe-
riences, and towards an examination of the forms that CAM takes in 
different settings, how global social transformations elicit varieties of 
CAM, and how CAM knowledge and practices are co-produced in the 
context of social change. To achieve this, the volume draws strongly on 
Science and Technology Studies (STS)—an area that has influenced soci-
ological and anthropological thinking in relation to other domains of 
health practice (Martin 2012; Webster 2002) but which is only beginning 

  C. Brosnan et al.
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to inform studies of CAM. STS approaches are particularly attuned to 
studying knowledge-making practices and to unpicking controversies. 
The chapters in this volume demonstrate that the combination of a 
sociological focus on social transformations with an STS-informed per-
spective can offer new understandings of the material, social, and cultural 
dimensions of CAM.

This introductory chapter begins to lay out these approaches to 
CAM.  It starts by discussing the set of concerns that have dominated 
existing sociological studies of CAM and highlights some of the gaps that 
have emerged as a consequence. It then explores what it means to recon-
ceptualise CAM as knowledge production and social transformation, 
introducing a range of perspectives from STS that could help us to under-
stand CAM in new ways. Finally, the structure of the book and the chap-
ters that comprise the three parts of the volume are outlined.

�Current Sociological Understandings of CAM

CAM has been a key topic area within the sociology of health and illness 
for at least the past 15 years. Gale (2014) has provided a comprehensive 
overview of this body of work. Here, we outline some of the main trends 
and gaps in this area, most notably, what we see as an emphasis on the 
role of medical dominance at the cost of other theoretical perspectives. 
Additionally, empirical sociological research on CAM has most often 
centred on patients, practitioners, and their interrelationship, while 
CAM’s constitution and knowledge-making practices in different con-
texts have been less well-studied.

Patterns of and reasons for CAM use have been a major theme. 
Common explanations for why people turn to CAM include dissatisfac-
tion with biomedical interventions and the conventional doctor-patient 
relationship, coupled with a search for greater fulfilment offered by the 
longer consultations and individualised focus on holistic well-being 
within CAM therapies (Chatwin and Tovey 2006; Lee-Treweek and 
Heller 2005; Siahpush 2000). These interactional factors are often situ-
ated in the context of postmodern emphases on plurality and reflexive 
identity construction through consumption practices (Fries 2013; Gale 
2014; Rayner and Easthope 2001).

  Introduction: Reconceptualising Complementary… 
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Another key research area is CAM practitioners, with studies largely 
centring on professionalisation strategies (Gale 2014; Lee-Treweek and 
Heller 2005), such as CAM groups’ attempts to gain practising rights, 
statutory regulation, accredited education, and public healthcare fund-
ing, typically in the face of opposition from the medical profession. 
Most studies have taken a neo-Weberian perspective to understanding 
the professionalisation process, highlighting the struggles between dif-
ferent occupational groups as they try to achieve social closure and pro-
tect their own scope of practice (Gale 2014; Kelner et  al. 2006; Saks 
1995). Studies of conventional practitioners’ attitudes to, and integra-
tion of, CAM have also revealed the ongoing influence of medical domi-
nance on which practices are legitimated within healthcare arenas (Gale 
2014). Much of the emphasis in practitioner studies has therefore been 
on understanding inter-professional relationships and power dynamics, 
through the lens of CAM.

Work on professionalisation has also considered the status of CAM 
knowledge, sometimes including knowledge production, again largely in 
relation to the dominance of biomedical knowledge. In an early essay on 
‘deviant science’—knowledge claims or systems that contravene prevail-
ing scientific norms—Dolby (1979) argues that because deviant medical 
systems must compete with orthodox medicine that models itself on sci-
ence, they are more likely to succeed by establishing their scientific base. 
In the same volume, Webster (1979) discusses acupuncture’s relationship 
to science as it is practised and taken up by allopathic professions and by 
traditional acupuncturists in the West, concluding that the higher status 
of the former groups had allowed them greater control over which knowl-
edge claims were accepted or rejected. Later work by Cant and Sharma 
(1996) argues that the grand narrative of scientific progress has declined 
and asks to what extent CAM knowledge challenges the legitimacy of 
scientific paradigms and blurs categories of lay and expert knowledge. 
They attempt to problematise the CAM-biomedicine dichotomy—
chiming with more recent work on CAM’s hybridity (Gale 2014; Keshet 
2010) (something that this volume aims to further develop)—yet still 
they argue that CAM and its knowledge base must be understood in 
relation to biomedicine (p. 7).

  C. Brosnan et al.
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An overriding concern in the sociology of CAM has therefore been 
CAM’s status relative to biomedicine. As Gale (2014: 806) points out, 
the very name ‘complementary and alternative medicine’—CAM1—
invokes the ‘absent presence’ of biomedicine. There is, of course, a long 
history of very active processes of exclusion and subordination of CAM 
by the medical profession, and sociologists have played a key role in doc-
umenting their effects (Gale 2014; Willis 1983). Many efforts to define 
CAM do so in reference to its marginalisation within mainstream medi-
cal practice, medical education and healthcare systems (Saks 1995; Gale 
and McHale 2015; Wieland et al. 2011). Sociologists have studied these 
representations and debates over terminology, and the underlying power 
relations that shape them (Gale 2014; Saks 1996). At the same time, 
sociology has often relied on these frameworks to direct its inquiries: 
‘Sociological accounts of contemporary society tend to use the terms 
“complementary”, “alternative”, “heterodox” or “holistic”, to contrast 
with “conventional”, “orthodox” or “biomedicine”’ (Gale 2014: 806). 
However, drawing on these binaries can produce inaccuracies, blind 
spots, and simplistic representations of both CAM and biomedicine 
(Gale 2014: 806–7; Ning 2013). Although sociology’s focus to date on 
CAM representations, users, practitioners, and professional power strug-
gles has produced rich insights and been used to challenge CAM’s mar-
ginalisation (e.g. see Myers et al. 2012), there are a number of reasons 
why we believe the field would be strengthened by new approaches.

Firstly, the strong reliance on medical dominance and neo-Weberian 
perspectives means that CAM is often interpreted through pre-existing 
categories and defined by its marginalisation from mainstream healthcare. 
This can produce a black-boxing effect where the content of CAM is 
rarely treated as an object of analysis. Attention to the actual constitution 
of CAM, including in a material sense, is, we argue, necessary for sociol-
ogy to contribute to answering what Gale (2014) calls ‘the big question’: 
understanding how and whether CAM therapies work. Social scientists 
and CAM scholars have identified the limited scientific evidence base for 
CAM’s efficacy and effectiveness as the most pressing problem CAM faces 
(Chatwin and Tovey 2006; Gale 2014; Fischer et al. 2014). The push for 
systematic evidence has intensified in recent years and has accompanied 
the rise of research programmes—sponsored by public funding, CAM 
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product manufacturers, or pharmaceutical companies—that study CAM’s 
biological mechanisms and clinical effects. Within CAM communities, 
however, there is a wide variety of views on whether CAM therapies 
require a scientific underpinning and how to go about developing one 
(Barry 2006; Brosnan 2016; Lee-Treweek and Heller 2005). Major disci-
plines with an established place in higher education systems around the 
world—particularly, chiropractic, osteopathy, naturopathy, and Chinese 
medicine—have been pursuing scientific validation for some time; other 
therapies remain on the margins, and across CAM the validity and appli-
cability of the hierarchy of evidence within evidence-based medicine 
(EBM) is strongly contested (Barry 2006; Flatt 2012; Jackson and 
Scambler 2007). Rather than sidestepping these debates, there are calls 
for sociology to tackle questions such as, ‘how [in a CAM context] can we 
value diversity of knowledge and different perspectives, while also work-
ing towards high quality and safe practice?’ (Gale and McHale 2015: 8; 
see also Gale 2014; Keshet 2010). Gale (2014) identifies an emerging, yet 
nascent, interest within sociology in these issues and notes the influence 
of STS, anthropology, and other fields on a turn towards studying pro-
cesses of scientific knowledge production in relation to CAM. This vol-
ume seeks to develop this body of work further and suggestions of how to 
do so are discussed in the next section.

Another related issue arises from the tendency in existing research to 
ascribe characteristics such as ‘holism’, ‘vitalism’, and ‘experientialism’ to 
the CAM field (Cant and Sharma 1996; Ning 2013; Zhan 2014). This 
can lead to the ontology of CAM practices being taken for granted and 
depicted as homogenous and unchanging. In fact, CAM practices and 
technologies are increasingly hybridised in a similar but perhaps even 
more significant way to other emerging health technologies which often 
draw from different scientific domains (Webster 2006). Rather than 
being ‘timeless’ traditions, various CAM therapies and techniques merge 
ancient philosophy with cutting-edge bioscience, vitalistic with biome-
chanical ontologies, or Eastern with Western customs. Some CAM 
modalities date back thousands of years, and others are newly invented 
(Lee-Treweek and Heller 2005). Hybridisation is facilitated by processes 
of globalisation which have seen knowledge and practices flow from their 
original settings to new locations. There is therefore a need to problema-
tise dominant views of CAM and the prevailing juxtaposition between 
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CAM and biomedicine and to explore the new forms that CAM takes as 
it shifts and resurfaces in different cultural contexts.

Finally, by framing CAM use and practice as reflective of wider trends, 
sociological studies have tended to overlook the potential for CAM to 
influence social change. The relationship between CAM and society has 
largely been conceptualised as one-way: CAM is an entity that is given 
more or less prominence according to other social transformations. Yet 
this relationship can be two-way. For instance, it has been noted already 
that CAM’s ubiquity has prompted conventional medicine to pay greater 
attention to interactional factors in the clinical encounter which often 
distinguish CAM (e.g. patient-centredness) (Chatwin and Tovey 2006). 
This shows that CAM itself can be an agent of change, embedded in and 
constitutive of social transformations. A central aim of this volume is 
therefore to open up the black box of CAM and to trace its effects in 
multiple domains.

�Reconceptualising CAM as Knowledge 
Production and Social Transformation: 
Engaging with STS

CAM is only beginning to emerge as an empirical research area in 
STS. Where it has been conceptualised in STS literature, this has some-
times been as ‘an escape from medicine’ or a trend that turns away from 
highly technological medical practice (Webster 2007: 147). This is seen as 
part of the development where new medical technologies have, during the 
past century, changed the ways in which people define the meaning of 
medicine (Brown and Webster 2004). In this context, CAM modalities 
are framed as ‘alternative’ health technologies. Central to CAM from the 
point of view of STS have been its challenges to medicine, pointing to the 
failure of medicine to find solutions and to address the side effects of 
drugs (Webster 2007: 147, 158). CAM has also been conceptualised as a 
health social movement that ‘mounts challenges to medical knowledge’ 
(Hess 2004: 695). One way to frame CAM in STS has thus been to focus 
on its tendency to resist the technologisation of medicine and to challenge 
the dominant modes of scientific and medical knowledge production 
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(Goldner 2004; Hess et  al. 2008: 479). However, as discussed earlier, 
CAM communities have increasingly come to embrace the push for ‘sci-
entific evidence’.

The fact that CAM has rarely been a topic of STS inquiry probably 
reflects the historical construction of CAM as ‘non-science’ and its rela-
tively recent move into the sites of scientific knowledge production that 
have been the predominant focus of STS. This development in itself raises 
interesting questions both for STS and CAM scholars about what counts as 
‘science’ and how scientific research methods and practices long deemed 
unscientific interact. STS has had, at its heart, an interest in the methods and 
‘machineries’ of scientific knowledge production (Knorr Cetina 1999: 2) 
and how these are shaped by or co-constructed through social factors. From 
the sociology of scientific knowledge (Bloor 1976; Barnes 1974), to the 
tradition of laboratory ethnographies (Latour and Woolgar 1979; Knorr 
Cetina 1999), to work going beyond formal scientific settings to explore 
how science is taken up and challenged in everyday life (Epstein 1996; 
Callon 1999), scientific knowledge has been treated as something that is 
made collectively through social processes and deployed variously across 
different social terrains (Sismondo 2008). STS therefore offers a wide range 
of approaches that can help us to understand CAM as a set of knowledge-
making practices, to follow CAM actors to their places of knowledge pro-
duction, and to understand their perceptions of knowledge and science. 
STS is also primed to study the controversies that attend CAM use and 
practice (discussed further in a later section). Such controversies are often 
paradigmatic of wider debates over what counts as scientific knowledge and 
which forms of expertise are most reliable. The remainder of this section 
outlines three broad ways to conceptualise CAM—each of which addresses 
some of the gaps in existing sociological work outlined earlier—by intro-
ducing a range of theoretical approaches from within STS.

�Boundary Work and Social Worlds Frameworks 
in the Study of CAM

The first STS approach captures CAM as a contested space where legiti-
mate science and knowledge are negotiated and given meanings. 
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Controversies over CAM concern individual and public health, freedom 
of choice in healthcare, and value systems and worldviews related to 
health and illness, which make the debates most heated and active in the 
media, social media, and the political domain. Many different organisa-
tions such as hospitals, healthcare centres, universities, and professional 
associations are involved in such debates.

STS offers good tools to study the complex and controversial conflicts 
around CAM. The demarcation question ‘What belongs to science?’ has 
been at the core of STS research since the early philosophers of science 
(Popper 1990/1934; Kuhn 1970), continuing through to studies of con-
troversies and conflicts in science (Bloor 1976; Nowotny 1975; Nelkin 
1979; Collins 1981). Studies have concentrated on scrutinising the actors 
and complex interactions and negotiations of controversies, the social 
structures influencing conflict situations, the incompatible goals and 
interests of actors, the arguments of different parties in conflict, and the 
closure processes of controversies (Brante and Elzinga 1990; Martin and 
Richards 1995; Taylor 1996; Gieryn 1999). Delving into the reflexivity 
of the social scientist studying scientific controversies has been a significant 
contribution of STS. For example, focussing on debates over fluoridation 
and Vitamin C and cancer—which resonate and overlap with some CAM 
debates—Martin and Richards (1995: 514) emphasise that analysing the 
nuances of controversy dynamics requires a multi-perspective account in 
order to avoid providing ‘de facto support’ either for orthodox medicine 
or its opponents.

Central to CAM controversies is the contested knowledge base under-
pinning CAM practice and education. In recent years, there have been 
active campaigns against CAM by individuals and groups loosely identi-
fied as ‘sceptics’, often with key spokespeople holding high-ranking 
positions in academic science or medicine. Similar movements are evi-
dent in the UK (Givati and Hatton 2015; Caldwell 2017), Australia 
(Brosnan 2015), Canada (Villanueva-Russell 2009; Derkatch 2016), the 
Czech Republic (Stöckelová and Klepal, this volume), and Sweden 
(Forstorp 2005). These sceptics typically use a mix of social media, news 
media, and political lobbying to call for CAM to be de-funded, de-reg-
istered, and removed from public education systems, arguing that it is 
‘non-science’, ‘pseudoscience’ or ‘anti-science’.

  Introduction: Reconceptualising Complementary… 



10 

STS-oriented studies on CAM have shown that CAM experts and 
other allies have countered this by pointing to the growing evidence base 
supporting CAM use and to the significant levels of basic science within 
CAM education programmes (Brosnan 2015). CAM activists have been 
lobbying for CAM modalities and practices to be integrated into, or 
applied within, conventional medicine (Goldner 2004). These develop-
ments might be thought of as social movements that ‘address disease, 
disability or illness experience by challenging science on etiology, diagno-
sis, treatment and prevention’ (Brown et al. 2004: 52).

STS research on social movements highlights the political nature of 
attempts to professionalise and regulate CAM, similar to experiences of 
inequality based on race, ethnicity, gender, class, and/or sexuality, regard-
ing freedom of choice of patients and professional rights (Hess et  al. 
2008; Brown et al. 2004). However, there is a need to see CAM as not 
just one movement but several movements with different societal goals. 
Some of these movements aim at integrating CAM into biomedicine 
(Goldner 2000); others might more directly resist biomedical knowledge, 
like anti-vaccinationism (Blume 2006). Lumping these together as one 
movement would not do justice to the variety of movements involved 
and threatens to stabilise the juxtaposition between CAM and biomedi-
cine instead of opening it up to scrutiny.

The boundary work approach (Gieryn 1999; Amsterdamska 2005) 
has been deployed to study the debates and juxtapositions between 
CAM and biomedicine (Danell and Danell 2009; Derkatch 2008, 
2012; Goldner 2000; Mizrachi and Shuval 2005; Mizrachi et  al. 
2005; Shuval et al. 2012; Polich et al. 2010) or what Derkatch (2016) 
terms ‘biomedical boundary work’, meaning how medical practitio-
ners and researchers separate CAM from medicine. While more stud-
ies on biomedical boundary work are required to understand it in 
different contexts, there is a need to also make visible the other actors 
involved in the debates besides medicine, for example, nursing and 
midwifery (Adams and Tovey 2008; Vuolanto 2015), sceptics (Forstorp 
2005; Brosnan 2015), researchers in different disciplines, and varied 
CAM communities including practitioners of different therapies (see 
Vuolanto, this volume).
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With regard to CAM, it is important to unveil different parties’ under-
standings of the role of knowledge and science in society, in order to 
understand better the reasons why people are committed to boundary 
work that reproduces and continues the societal debates and juxtaposi-
tions around CAM. There is also potential in this approach to study not 
only conflict situations that tend to dichotomise the issue but to extend 
even further to the boundary work that takes place in writing research 
articles or in meetings between patients and healthcare professionals—
‘routine boundary work’ (Mellor 2003) that CAM practitioners, activists, 
and researchers are committed to in their everyday lives and workplaces. 
This could open up new research questions about subtle hierarchies 
between different ways of knowing that are hidden in everyday actions.

The social worlds framework within STS (Clarke and Star 2008) offers 
some useful starting points for exploring the ‘multiplicities of perspective’ 
(Clarke and Montini 1993: 45) around CAM issues (see both Vuolanto 
and Winiger, this volume). Studies to explore the complex whole of the 
CAM debates are needed to understand how different social worlds cen-
tre on different expectations around healthcare and thus emphasise dif-
ferent goals and aims for CAM. In situations where there is no consensus 
around a mutual concern, the concept ‘boundary object’ (Star and 
Griesemer 1989; Star 2010) could be used to trace the factors that unite 
the social worlds (see Ijaz and Boon, this volume).

The social worlds perspective could also be applied to understand the 
legitimation processes (Gerson 1983) through which the boundaries 
between science and different knowledge systems such as CAM are estab-
lished and enforced. One possible future direction of social worlds 
research is to use it to tackle the multiplicity within the CAM social 
world or rather to make known the intersections but also incompatibili-
ties between the different social worlds within CAM, for example, home-
opathy, anthroposophy, or Chinese medicine. Owens (2015) has made 
inroads here through her comparison of acupuncture and Christian 
Science’s differential success in mobilising boundary objects to advance 
their mainstream integration. Further work would help to understand 
the different traditions of knowledge production and the different 
perceptions about knowledge and science behind the category of CAM.
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�CAM and Actor-Network Theory: Exploring Materiality 
and Relationality

A less explored STS approach to CAM is actor-network theory (ANT). 
This approach is known for the provocative inclusion of non-human 
agency in sociological analysis and its critique of established concepts and 
dichotomies, such as society–nature, body–mind, human–non-human, 
micro–macro, or truth–falsehood. According to ANT there are no hid-
den agendas, external powers, or invisible structures (Latour 2005). 
Instead, reality is analysed in terms of actors, interlinked in heterogeneous 
networks within a ‘flat’ ontology. Actors appear, as John Law (1992) puts 
it, in any shape or material. What constitutes them is their relation to 
other entities (Law 1999) and the capacity to cause difference or change 
(Latour 2005). Some networks, such as relations between CAM and con-
ventional medicine in Western societies, are relatively stable and taken for 
granted. Others are weak, fluid, contested, and short-lived. The focus in 
ANT analysis is usually on the processes—on how networks assemble and 
on what is mobilised and enrolled to stabilise or weaken them (e.g. Callon 
1986). A key notion is generalised symmetry and openness towards what 
or whom to include in the analysis (Latour 2005).

Anne L. Scott (1998) has conducted a pioneering analysis of CAM 
from an ANT perspective. She challenges the taken-for-granted biomedi-
cal perspective, and argues that it is not fruitful to ask how CAM can 
work within conventional medicine, or a modernistic ontology. Rather, 
we should turn the questions around. What is needed is an ontology ‘in 
which the natural body can be both subject, the ground of perception, 
and object, a thing-in-itself ’ (p. 26). Scott also shows how some CAM 
therapies, such as homeopathy, can serve as good examples of how het-
erogeneous networks operate and that we might not need the sharp 
divisions between the natural–social and body–mind. In her study, 
homeopathic substances emerge as actors, with their own capacities, 
within complex networks of metaphors, dreams, myths, plants, practitio-
ners, and many other objects.

Another good example of using an inclusive ANT approach is the 
work of Andrews, Evans, and McAlister (2013). Coming from human 
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geography, the authors have a special focus on space and place, but, as 
they point out, instead of thinking of these as discrete or fixed locations, 
‘“relational thinking” conjures an image of spaces and places as produced 
through their connections with other spaces and places’ (p. 100). Using 
mixed methods, they explore holistic medical settings in Canada. By 
focussing on relations between all sorts of objects, such as bodies, ges-
tures, emotions, therapists, physical settings, and different kind of devices, 
they unpack what happens in specific therapeutic moments. As a conse-
quence, they also expand the understanding of taken-for-granted con-
cepts, such as holism and healthcare.

In addition to relationality, ANT is centrally concerned with material-
ity (Sismondo 2004). The role of bodies and physical experiences in 
CAM has been explored by a number of authors. These studies show how 
ANT can be a fruitful approach to investigate the material dimensions of 
individual and lived experiences of CAM, by expanding the analysis to 
non-human objects. For example, Johannessen (2007) has studied expe-
riences of body and self, among Danish CAM users and practitioners. 
She shows how individual bodies, emotions, and practices are interlinked 
with devices, technology, and healthcare systems. A similar approach to 
the body in CAM—as existing in constant translations and negotiations 
in shifting networks—is proposed by Meurk et  al. (2012) and Danell 
(forthcoming). In both of these examples, bodily experiences and physi-
cal sensations are linked to how CAM users form knowledge.

Questions on knowledge production and scientific boundaries are also 
clear themes among ANT studies on CAM. For example, Yael Keshet 
(2009) asks how we can know if CAM treatments are beneficial or not. 
By following debates and scientific controversies, she identifies a number 
of rhetorical strategies to establish evidence, as well as the untenable 
boundaries and ambiguity of conventional medicine. This work is a good 
example of how ANT can be combined with boundary work. Another 
example is a study by Brossard (2009), which follows the debate on 
homeopathy and reveals the non-linear processes of scientific communi-
cation. It also highlights the variety of actors (such as scientists, academic 
journals, mass media, intellectuals, and the general public), and the com-
plex relations between them, involved in the processes of stabilising truths 
and facts on CAM (see also Danell, this volume).
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The ANT approach clearly moves away from taken-for-granted 
concepts and distinctions that have underpinned many prior sociological 
CAM studies—not only in relation to medical dominance but also CAM 
itself. By rejecting analyses that rely on predefined notions of power, it 
allows the ontology of CAM to emerge through studying what actually 
happens in practice. Through close empirical analysis, ANT has been 
shown to be fruitful for unpacking everyday practices, interactions, and 
material aspects of CAM, but there is certainly much more to explore.

�CAM as Epistemic Object

A third conceptual move is to understand CAM as constituted through, 
and implicated in, technologies, modes, and communities of knowledge 
production. To a large extent, it is CAM’s resistance to biomedical ways 
of knowing and its historical exclusion from biomedical sites of 
knowledge-making and knowledge transmission (e.g. hospitals and uni-
versities) that has defined it as CAM. Such epistemological boundaries 
have begun to erode with the rise of integrative medicine and the profes-
sionalisation of many CAM types, including their move into tertiary 
education settings. These developments have seen CAM increasingly 
evaluated against the evidence hierarchy of EBM, and in research centres 
around the world, CAM therapies and technologies are now the subject 
of clinical and basic scientific research, with all the infrastructure, person-
nel, and funding that this implies. That is, CAM is undergoing a trans-
formation from healing practice to ‘epistemic object’ (Knorr Cetina 
2005)—a shift for which the social science of CAM must account.

Critical reflections on the characteristics of scientific objects may offer 
new perspectives on CAM that help to move beyond current impasses in 
CAM knowledge production. Attempts to bring bioscientific methods to 
bear on CAM therapies have not been straightforward. There is a large 
literature within CAM and social science on the problems of trying to 
study what are typically ‘holistic’, relational, multi-faceted, and individu-
alised therapeutic interventions through randomised control trials (RCTs) 
or laboratory research (e.g. Barry 2006; Flatt 2012; Lee-Treweek and 
Heller 2005; Kim 2007; Verhoef et al. 2005). Some see these problems of 
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epistemology and ontology as explanations for why CAM still lacks a 
strong ‘evidence base’. One of the challenges faced includes controlling 
for the placebo effect: if interaction with the practitioner is part of the 
therapy, as claimed in many CAM modalities (Chatwin and Tovey 2006), 
how can this be controlled, even when a sham intervention is provided?

Research on CAM has tended to reveal its complexity rather than 
enable it to be more clearly defined; however, this is not unusual in sci-
ence, where objects of inquiry—‘epistemic objects’ for Knorr Cetina 
(2005)—typically begin to unfold and multiply in the very act of being 
studied. Knorr Cetina explains that:

Objects of knowledge are characteristically open, question-generating and 
complex. They are processes and projections rather than definitive things. … 
Since epistemic objects are always in the process of being materially defined, 
they continually acquire new properties and change the ones they have. 
(2005: 190)

Such characteristics seem to apply very well to CAM therapies, whose 
slipperiness in the face of scientific scrutiny reflects their multi-
dimensionality and context dependence. Like other epistemic objects, 
CAM therapies can be understood as multiple, taking different forms 
and meanings in different places (Knorr Cetina 2005; see also Mol 2002; 
Zhan 2009).

An understanding of the various epistemic cultures that comprise sci-
ence and how ontological and epistemological challenges are dealt with 
differently across different knowledge-making communities (Knorr 
Cetina 1999) may also benefit CAM research. Brosnan (2016) has high-
lighted contrasting epistemic cultures within Chinese medicine and 
osteopathic research, showing that, far from being a homogenous field, 
CAM is characterised by ‘epistemic disunity’ (Knorr Cetina 1999: 4). A 
small number of other studies have emerged in recent years, exploring the 
knowledge-making beliefs and practices of specific CAM practitioner 
and academic communities (Heirs 2015; Kim 2007; Lin 2017; Polich 
et al. 2010; Vuolanto 2015). Further work on the epistemic cultures that 
comprise CAM would result in a more nuanced understanding of this 
broad-ranging research field (Brosnan 2016: 184).
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Another perspective that could enhance CAM studies is Jasanoff’s 
(2004) concept of co-production, which encapsulates the idea that 
knowledge creation is both driven by, and constitutive of, social life. In 
the context of CAM research, this approach would draw attention to 
how CAM knowledge is not just influenced by, but made through, the 
apparatuses of scientific research within universities and industry. For 
instance, when CAM is tested through clinical trials, CAM practices 
often take on particular forms that can be studied through trial meth-
odologies (Sagli 2010; Verhoef et al. 2005). Rather than viewing this as 
a top-down ‘subjugation’ or ‘colonisation’ of authentic CAM practice 
(cf Flatt 2012; Hollenberg and Muzzin 2010), co-production prompts 
us to study instead the new forms that CAM actually takes in these set-
tings. Equally, it encourages consideration of how CAM is implicated in 
the production of new kinds of knowledge.2 CAM in fact has the poten-
tial to drive the development of new kinds of science because of the 
problems it poses for RCT methodologies (MacPherson et  al. 2016). 
Indeed, alternative study designs, such as pragmatic trials and whole sys-
tems research, have emerged in no small part from efforts in CAM 
research to better capture CAM’s holistic aspects (MacPherson 2004; 
MacPherson et al. 2016; Verhoef et al. 2005). CAM studies have also led 
to new clinical interest in the placebo effect, while specific techniques 
and mechanobiological insights derived from CAM research are now 
being applied in biomedicine (MacPherson et  al. 2016). Through the 
lens of co-production, we can study how science and CAM interact: sci-
entific knowledge shapes CAM, and processes of scientific knowledge-
making are transformed by CAM.

How CAM-related knowledge and technologies are understood and 
deployed is also influenced by the different ‘civic epistemologies’ found in 
different nation-states, that is, national cultures around the status of 
experts and expertise, knowledge-making, and public engagement 
(Jasanoff 2005). Homeopathy provides a case in point here: it is widely 
accepted in India, where it is used in a highly pluralistic healthcare con-
text alongside a range of modalities with religious origins (Broom and 
Doron 2013); it is marginalised and largely discredited in Australia, par-
ticularly following a major review by the National Health and Medical 
Research Council (NHMRC 2015), whilst, in the UK, support from the 
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royal family has probably helped to protect homeopathy’s position as  
one of few CAM types included in the National Health Service (NHS) 
(Heirs 2015).

CAM can be involved in shaping civic epistemologies and the relation-
ships between nations. For example, the state support of traditional 
Chinese medicine (TCM) in China is strongly bound to the project of 
nation-building. Under Mao Zedong, TCM was given official state rec-
ognition and promoted as a cultural export, explicitly framed as a vehicle 
for bringing Chinese expertise and healthcare to an ‘international prole-
tariat’ (Zhan 2009: 36–40). In more recent times, now as part of the 
global flow of capital, TCM is deployed as a means of developing eco-
nomic co-operation between China and other countries, for instance, 
through cross-national funding of education and research programmes or 
through inclusion in free-trade agreements (see Brosnan et  al. 2016; 
Stöckelová and Klepal, this volume).

What these developments highlight is that, while CAM can be under-
stood as paradigmatic of challenges to the authority of bioscientific 
frameworks, it is also increasingly part of the apparatus of contemporary 
bioscientific research. It is transformed by—and intervenes in—dominant 
modes of knowledge production, as well as other political and cultural 
domains. These complex epistemological configurations are explored in a 
range of empirical contexts in this volume.

�Overview of the Volume

The volume is structured around three interrelated themes, each repre-
senting different dimensions of CAM’s ongoing configuration. Part I, 
‘Defining CAM’, explores how and why boundaries within CAM, and 
between CAM and other health practices, are being constructed, chal-
lenged, and changed and how such boundary work is implicated in wider 
social transformations. Stöckelová and Klepal’s ethnographic study 
(Chapter 2) explores three different versions of Chinese medicine cur-
rently discernible in the Czech Republic, revealing how each reflects 
different eras and forms of engagement between Chinese and Western med-
icine and between China and the Central and Eastern European region. Not 
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only is Chinese medicine a cosmopolitan modality that takes on local 
forms, the authors show that it is also cosmopolitical, transforming local 
settings and medical cultures.

In Chapter 3, Vuolanto focusses on a public controversy over research 
conducted in a Finnish university nursing department on therapeutic 
touch, examining how the therapy, nursing and nursing science, and 
patients—and the boundaries of science and technology more broadly—
were constructed within various social worlds that responded to the 
debate. Also drawing on social worlds theory, Winiger looks at the dis-
cursive meanings given to qigong within the worlds of Chinese qigong 
practitioners, social science, and biomedical science. The gulfs between 
their different understandings of what qigong ‘is’, Winiger argues, may 
impede research on this modality’s applications.

Part II, ‘Doing CAM in different contexts’, asks how CAM as material 
practice is shaped by politics and regulation in a range of different national 
settings. Comparing and contrasting the development and regulation of 
CAM in Portugal and Brazil, Almeida, Siegal, and Barros draw attention 
to CAM’s ‘glocalisation’: modalities travel the globe and are shaped by 
local contexts. Their study is one of few to compare different CAM types, 
documenting the fates of homeopathy, acupuncture, and TCM in the two 
countries. Continuing with the glocalisation theme, in Chapter 6, Penkala-
Gawęcka provides an ethnographic insight into the place of CAM in the 
Kyrgyz capital Bishkek, where popular therapies include a special bed and 
other technologies produced by a South Korean company. As she points 
out, while the globalisation of biotechnology has been well-studied, this is 
not true of CAM technology. Penkala-Gawęcka’s chapter makes an impor-
tant contribution to this area (as do Stöckelová and Klepal), drawing on 
ANT to trace the networks that coalesce around the ‘miracle bed’.

Also taking an ANT approach, in a rather different context, Danell’s 
chapter analyses CAM-related motions raised in the Swedish parliament 
over the past several decades, documenting how CAM understandings are 
translated in the political arena and how networks stabilise around certain 
issues. Ijaz and Boon also explore historical policy debates over CAM in 
Chapter 8, focussing on the regulation of acupuncture in Ontario. They 
show that ‘safety’ operated as a boundary object in the debates and was 
used ultimately to restrict Chinese-language-based practitioners and 
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devalue traditional Chinese medical knowledge, constituting, according to 
Ijaz and Boon, the neo-colonial misappropriation of CAM knowledge.

Part III, ‘Making CAM knowledge’, looks at the ways CAM evidence is 
being classified, produced and used in various settings. In Chapter 9, 
Fournier and Oakley examine documents related to traditional medicine 
integration produced by the World Bank, WHO, and Health Canada. 
Tracing the discourses used to construct traditional medicine, they show 
that its knowledge base is often treated through a deficit model and as need-
ing to be brought into alignment with biomedicine, even while these institu-
tions recognise its importance in healthcare. Like Ijaz and Boon, Fournier 
and Oakley read this as a continuation of colonialism. In the next chapter, 
however, Ning observes that there is space for practitioners to both resist and 
align with dominant modes of knowledge-making. From her ethnography 
of TCM practice in Canada, she describes practitioners’ nuanced clinical 
styles that preserve traditional approaches, suggesting that the encroachment 
of biomedical paradigms into CAM is not a linear or inevitable process and 
that its uptake can be understood as an example of epistemic hybridity.

Pedersen and Baarts also take us into clinical knowledge-making are-
nas in their chapter, which draws on several years of ethnographic research 
on CAM practice and use in Denmark and highlights the role of ‘embod-
ied expertise’ in CAM clinical encounters, bringing to light the role of 
place, space, objects, and relationships in CAM knowledge production. 
Finally, in Chapter 12, Carpier and Cohen present a detailed document 
and interview-based analysis of the ways that dietary and herbal supple-
ments have been categorised and evaluated by various federal agencies in 
the USA. Being designated as CAM has brought these supplements into 
an ambiguous regulatory space between ‘food’ and ‘drugs’, where the 
substances both challenge, and are challenged by, existing institutional 
and scientific norms.

�Conclusion

By calling for new approaches in the sociology of CAM, we do not seek 
in this volume to dismiss the wealth of work that has been conducted 
in recent years and which has contributed to understanding the rise of 
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CAM as a social and cultural phenomenon. Nor do we wish to abandon 
the sociological understanding of the effects of medical dominance on 
CAM to which prior work has sensitised us. Indeed, analysis of the 
effects of social structure and power relations on practice is a strength 
of the sociological approach and a perspective that has sometimes 
lacked in STS (Curtis 2003; Inglis 2005). The chapters in this book 
have not entirely moved away from considering CAM in relation to 
biomedicine, but they also document empirical changes that make the 
binary less salient—from CAM’s inclusion in national scientific research 
programmes to practitioners’ engagement in epistemic hybridity—and 
show that its reproduction is specific to particular social worlds. Common 
across many chapters is an effort to make visible the multiplicity of 
actors that engage in defining CAM, science, and CAM-related tech-
nologies, including those marginal and less well known, as well as the 
more dominant.

Along with CAM’s multiplicity, together the chapters highlight the 
transnational character of contemporary CAM, including the movement 
of CAM technologies and knowledge from one setting to another, 
between institutions, and into dialogue with different regimes of evi-
dence. Several chapters explicitly highlight some of the institutional for-
mations that impede research into the big question of whether and how 
CAM works. By drawing on perspectives that account for CAM’s mate-
riality, contingency, and interaction with processes of knowledge-making, 
we argue that sociology will be better equipped to study the evolution of 
this increasingly significant domain of healthcare and to engage more 
deeply with some of the big questions. In turn, these approaches, we 
hope, will begin to shift public and professional debates over CAM away 
from the dualisms and polarity that they reproduce to a more open-ended 
interpretation that sees CAM as a set of practices that continually undergo 
transformation.
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Notes

1.	 We use the term ‘complementary and alternative medicine’ (CAM) 
throughout this introduction because of its common usage in sociology, 
yet we are aware that the name itself is a political and social construction 
(Gale 2014) that reinforces some of the dualistic thinking we seek to 
undermine. We have left other contributors to decide on the terminology 
most appropriate to their work, hence some chapters refer to traditional, 
complementary, and alternative medicine (TCAM), while others simply 
to alternative medicine.

2.	 Aside from transforming science, Lin (2017) has recently argued that 
engaging more symmetrically with CAM (specifically, Chinese medicine) 
also opens the door for CAM concepts to transform and potentially decol-
onise Science and Technology Studies (STS).
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2
Evidence-Based Alternative, ‘Slanted 

Eyes’ and Electric Circuits: Doing 
Chinese Medicine in the Post/Socialist 

Czech Republic

Tereza Stöckelová and Jaroslav Klepal

In June 2015, ‘The Health Ministers Meeting’ held in Prague brought 
together a dozen ministerial delegations from Central and East European 
(CEE) countries and one from China. During the three-day summit, 
hundreds of politicians, representatives of the World Health Organization 
(WHO), entrepreneurs from various medical industries, health manag-
ers, experts on public health and physicians discussed ways of furthering 
cooperation between China and the CEE region in the field of health-
care, including the use of ‘Traditional Chinese Medicine’ (TCM). The 
summit was sponsored by corporate businesses, primarily by the PPF 
investment group, majority-owned by Czech billionaire Petr Kellner, 
and a private conglomerate, CEFC China Energy, and it was co-organ-
ised by the Czech-Chinese Chamber of Collaboration. It was also accom-
panied by, on the one hand, protests from a group of supporters of the 
Falung Gong movement against the Chinese state’s civil right abuses 
and, on the other hand, by strong criticism voiced in public media by 
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representatives of the Czech Medical Chamber (an organisation with the 
obligatory membership of all roughly 40,000 physicians practising in the 
country) who view the planned introduction of TCM to the Czech 
Republic (CR) as an attack on the evidence-based and scientific nature 
of the country’s medicine and public healthcare system.

In the midst of speeches, panel discussions, closed bilateral meetings, 
signing of agreements and celebration dinners, you could hear, read, 
and even experience on your own body a great deal about TCM. The 
Czech prime minister stressed that ‘in the world TCM is getting wider 
popularity and it is supported by the WHO’, adding that he believes 
that ‘like in China we will succeed in integrating our Western concep-
tion of medicine and its modern diagnostic and medical procedures 
with the thousand-year-old knowledge and experience passed down by 
generations’ (field notes, June 2015). An integral part of the summit 
was the ‘TCM exhibition’, organised by the Chinese side. On the walls, 
you could read posters titled, for instance, ‘Combining Modern 
Technology with Traditional Classics to Form New Models of TCM 
Healthcare’. Century-old acupuncture needles were shown side by side 
with high-tech electropuncture devices and diagnostic computer soft-
ware. There were also practitioners of Chinese medicine (CM) present 
as a living exhibit, who could perform diagnosis either by examining 
your tongue and pulse or by connecting you to their computers. On the 
third day of the summit, top-ranking officials in the Czech and Chinese 
delegations, together with a representative of the WHO, went from 
Prague to a regional university hospital where the opening ceremony of 
the Czech-Chinese Centre for TCM took place. Two discussion panels 
at the summit explicitly dealt with issues of TCM. One of them, titled 
‘TCM Goes Global’, sought to introduce TCM as a form of medicine 
that transcends boundaries in the world; that has found its way into 
diverse places, such as North Korea, Western Europe, and Cuba, and 
has attracted a relentless flow of internationals who come to China to 
study it. As the vice-president of a university of CM summed it up dur-
ing the panel discussion: ‘TCM has a talent for globalisation’ (field 
notes, June 2015).

Indeed, CM has in its different versions been a tireless traveller of the 
globe and has become a cosmopolitan reality.1 In recent decades, CM has 
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moved through the vast mainland of China and spread to the wider 
region of Asia and even beyond, transforming itself into a ‘world medi-
cine’ (Scheid 2007). It has cut its way through the United States (Baer 
et  al. 1998; Barnes 2003; Flesch 2013; Pritzker 2010; Zhan 2009), 
Australia and New Zealand (Baer 2007; Dew 2000), Western Europe 
(Anderson 2010; Candelise 2011; Lieber 2012; Sagli 2010) and the 
global south (Pokam 2011; Hsu 2009, 2015; Langwick 2010). As Scheid 
suggested, CM has become ‘widely welcomed and globally successful pre-
cisely because it is easy to produce, and easy to insert into widely different 
local contexts, but also because it subtly adjusts itself to differences 
in local demands’ (2007: 392).

In this chapter, drawing on ongoing ethnographic research on ‘the 
interfaces between biomedicine and alternative therapeutic practices’ that 
we began in January 2015, we follow CM in the CR.2 We thus set out to 
further investigate CM’s ‘talent for globalisation’. However, we approach 
CM not only as a cosmopolitan medicine that inserts itself into and 
adjusts to the local setting but also as a cosmopolitical (Stengers 2010) 
medicine that actively remakes, reorders, and challenges the particular 
local setting with its (biomedical) bodies, technologies, and reasoning.

CM has not, however, just travelled through space. Consider CM’s 
time travels from ancient times up to the present day, made possible by 
its ability to invent or live through diverse versions of itself (Hanson 
1998; Scheid 2007; Zhan 2009). Take the various engagements and dis-
engagements of CM with political and economic regimes, ranging from 
colonialism and Maoism to global capitalism (Scheid 2002). Let’s not 
forget the recurring occasions on which CM has tied in with the clinical 
and research practices of biomedicine (Andrews 2014; Chan and Lee 
2002), which have even been altered by CM (MacPherson et al. 2016). 
The travels and transitions of CM through these heterogeneous intercon-
nected settings have contributed to its becoming something intrinsically 
plural (Scheid 2002), syncretic (Zhang 2007), and correlative (Lin and 
Law 2014).

Along with CM’s travel in the CR and wider Central and Eastern 
Europe we also discuss in this chapter its journey to and through 
post/socialism. Contrary to the claims strongly asserted at the Health 
Ministers Meeting that CM was emerging in the region today as an 
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innovation, we show that CM had already arrived and thrived in the CR 
in the time of state socialism and postsocialism. We argue that the TCM 
enacted (Mol 2002) as part of the official Czech-Chinese initiative and in 
relation to the changing global political economy and the rise of China in 
recent years is just one version of CM, and we trace the three most visible 
versions of CM present in the CR since the late 1950s. Foregrounding 
post/socialism in these enactments of Chinese medicine sensitises our 
analysis to the issues of temporality. While much attention has been paid 
in STS to the study of the spatial arrangements of technologies and medi-
cine (e.g. de Laet and Mol 2000; Mol and Law 1994; Law and Singleton 
2005) in between the First and Third Worlds, there has been a lack of 
attention paid to the various politico-temporal continuities and disconti-
nuities of post/socialism in the Second World.

In this chapter we do not follow CM as a clear-cut object, system, or 
package that travels smoothly from region to region or era to era. What 
CM is and what travels are empirical questions for us. Also, we do not 
consider the widespread existence of CM in many corners of the world as 
the result of disseminated knowledge about the cosmos, body, health and 
disease only. We try to understand the specific social, economic, and 
political relations and cleavages which shape particular versions of CM, 
and we foreground the particular constitutive practices and materialities 
of CM—herbs, needles, body techniques, educational curricula, states’ 
regulations, and the standards of healthcare—through which three differ-
ent, yet partially connected (Strathern 1991) versions of CM have been 
forming in the post/socialist CR.  In the following sections we discuss 
‘medical acupuncture’, ‘traditional CM’ and ‘TCM’, as they successively 
emerged and today coexist in the Czech medical field.

�Medical Acupuncture: Biomedicalising CM 
During Socialism

In September 2015 the opening of an outpatient department at the 
Czech-Chinese Centre for TCM and its continued visibility in the media 
prompted a meeting between the scientific committee of the Czech 
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Medical Chamber and representatives of the Czech Medical Acupuncture 
Society (CMAS).3 In the meeting the current and former heads of CMAS 
tried to debunk the claims of the proponents of the Czech-Chinese proj-
ect that Chinese medicine was something new and innovative for Czech 
patients and that ‘acupuncture never existed here before’ (presentation 
2015; research interviews, January and April 2016). In their presentation 
they pointed out that acupuncture has a more than 50-year history in the 
CR. Around 7000 physicians had been trained in acupuncture since the 
1970s and hundreds of them had practised it with quality results compa-
rable to other EU countries, the United States, or Australia, which can be 
demonstrated by the work that physicians practising acupuncture had 
published in medical journals. Thus the representatives of CMAS were 
ready to join the Czech Medical Chamber in critiquing the celebration of 
‘TCM’ in the Czech-Chinese project because it seemed to have the effect 
of erasing the tradition of medical acupuncture they had been building 
since socialist times and of undermining the legitimate position in the 
Czech medical community that they had worked hard to negotiate for 
themselves over the course of years of practice, research, teaching and 
manufacturing acupuncture ‘on a scientific basis’. They were ready to 
fight the current political and medical establishment enchanted by 
‘Chinese money’ in the name of their stubborn predecessors, on behalf of 
the years spent studying acupuncture after getting their medical degrees, 
and on behalf of the patients in whose bodies they had been inserting 
acupuncture needles for decades (research interview, April 2016).

According to CMAS, acupuncture was brought to then Czechoslovakia 
by a military physician and active member of the Communist Party, 
Richard Umlauf, who learnt it first-hand when he was sent with other 
military and civilian medical professionals on a mission to North Korea 
after the war in the late 1950s. After returning to Czechoslovakia, he 
became an enthusiastic promoter and practitioner of acupuncture in the 
1960s. In 1965, the first Czech book on acupuncture was published. It 
provided an account of acupuncture’s philosophical-theoretical back-
ground in ‘Chinese folk medicine’, its uses for treating various neurologi-
cal illnesses, and the ‘scientific explanation’ for its possible effectiveness 
based on the theories of Soviet neurophysiology (Vymazal and Tuháček 
1965). In the same year, the first conference on acupuncture was organised 
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by Umlauf at a military hospital in Slovakia under the official patronage 
of what at that time was called the Czechoslovak Medical Association of 
J. E. Purkyně, whose past- and present-day mission includes focusing on 
‘the use of only such diagnostic, preventive and medical methods whose 
nature and effects are based on currently acknowledged scientific evi-
dence’ (CMA JEP 2015: 3). Thus, in the 1960s, a group of medical pro-
fessionals interested in CM was formed, and they soon after sought to 
obtain professional recognition: the first independent and official depart-
ment of acupuncture was established by the Ministry of Health in a 
university hospital in Brno in 1975; in 1976, two physicians, one of them 
Dr Umlauf, obtained medical certification in acupuncture; and gradually 
dozens of papers written by acupuncturists started to appear in the coun-
try’s main medical journals such as Praktický lékař (General Practitioner) 
and Časopis lékařů českých (Journal of Czech Physicians). Umlauf ’s effort 
to build a community of medical acupuncturists in Czechoslovakia and 
to integrate it into the international community bore fruit in 1988 when 
the third congress of the International Council of Medical Acupuncture 
and Related Techniques (ICMART) was held for the first time in the 
capital of an Eastern bloc country, Prague, and Umlauf became ICMART’s 
president (Pára and Barešová 2006; Pára 2006a, 2006b, 2015).

Medical acupuncture seemed to thrive and spread from the 1970s. At 
that time, it was not uncommon, as we were told in the interviews, for 
some Communist Party members including high-ranking apparatchiks 
and their families to seek acupuncture treatment. An important step in 
the enactment of medical acupuncture was not only its translation into 
the logic of the state’s ‘scientific materialism’ but also its integration into 
the system of socialist healthcare. In 1977, the Ministry of Health issued 
the first decree defining the methodological guidelines for using acu-
puncture and established it in law as an ‘interdisciplinary method’ of 
medicine (Pára 2006a: 3) to be practised by physicians licensed by the 
Institute for Postgraduate Medical Education, which began to teach 
courses in acupuncture. It is important to note that this same decree 
(amended in 1981) is still in force, and it defines in legal terms who is 
allowed to practise acupuncture in the CR today. When the Ministry of 
Health was drafting its methodological guidelines in 1976, its ‘Statement 
of Justification’ for the official introduction of acupuncture into the 
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socialist healthcare system argued that acupuncture was being used 
worldwide at that time (in Asian countries, Western countries, the Soviet 
Union), that this ‘medical method’ could be used to effectively reduce 
‘pain on various levels of the central nervous system’ or to restore ‘some 
disturbed motor functions’, and that it could have a positive impact on 
the state’s planned economy by ‘reducing periods of incapacity to work’ 
and reducing expenditures on ‘pharmaceuticals ranging from analgesics 
and sedatives to hypnotic drugs, etc.’ (Ministerstvo zdravotnictví 1976: 
1–2). Interestingly, the same argument regarding the financial efficiency 
of acupuncture, or of CM in general, is now being used as an argument 
by the proponents of the Czech–Chinese project 40 years later.

Another vital way of enacting medical acupuncture was by linking it to 
the state’s technological research and industry. Years of experimental 
research on the objectification of acupuncture points (their morphology, 
electric impedance, and relations to body organs), including studies on 
animals, were translated into innovative devices. After the development 
of a prototype for an acupuncture point detector—a device called the 
AKD 401, built by the state firm Prema in Stará Turá and ‘based on 
Japanese and French inspiration’, as was explained to us by the former 
head of CMAS who owns one of the surviving devices (research inter-
view, April 2016)—in 1978, the state granted a patent for something 
called an Acudiast (Fig. 2.1), an electric ‘arrangement for the identifica-
tion, measurement, and stimulation of reflexive processes on the surface 
of the body’ (Úřad pro vynálezy a osvědčení 1982: 1). This electropun-
ture device for physicians was manufactured by what was then the state 
firm Metra Blansko, which produced various electrical measurement 
instruments.

In 1982, another state company, Tesla, introduced an electropuncture 
device called Stimul onto the domestic market that with the aid of ‘mod-
ern electronics replaces [acupuncture] needles and allows a layperson to 
apply proven experience and knowledge and to do so painlessly’ (Tesla 
1982: 5). Thus, compared to Acudiast, Stimul was designed to be used—
after consultation with a doctor—by every citizen, whether at her home 
or workplace, to help restore her body, which was afflicted with diseases 
of affluence ranging from tobacco addiction to arthritis.4 By the time 
Tesla was privatised in the 1990s, it had manufactured more than one 
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million Stimuls in two product lines (Pára and Barešová 2006), and a 
significant number of these devices were marketed late in the state-
socialist period to the Middle East (research interview, April 2016).

Those medical acupuncturists who favoured doing acupuncture with 
needles instead of new devices were supplied by Chirana, a Czechoslovakian 
firm that produced medical instruments. As we were told by then acu-
puncturists, Chirana’s needles were expensive during the socialist period. 
They also broke easily, were thick and allegedly painful, and they had to 
be sterilised and re-sharpened after each use. However, there are still acu-
puncturists today who use them occasionally because Chirana’s needle ‘is 
long, strong, and flexible enough and has a handle that is heavy enough 
that when you insert the needle and make it vibrate, you produce a [elec-
tric] current with a particular frequency that starts to affect the patient’s 
neurotransmitters’, which is something that ‘cheap needles imported 
from China cannot do’ (research interview, December 2015).

Medical acupuncture has managed to become a relatively stable ele-
ment in the post/socialist healthcare system in the CR, although it has 

Fig. 2.1  A surviving (and working) Acudiast I in the hands of one of its inventors 
(photo: authors)
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had to struggle for its legitimacy within biomedicine. By adopting the 
Soviet reflex theory, putting it in the hands of physicians only, practising 
it in response to biomedical diagnoses, and linking it to the socialist state’s 
technology and industry, its practitioners enacted medical acupuncture 
in recent decades as an ‘interdisciplinary medical method’ in which reali-
ties such as qi, yin and yang, or shen have no place. We were told many 
times by our CMAS interlocutors that ‘what we do is not Chinese medi-
cine or TCM, it is the Euro-American way of doing acupuncture’. And as 
one of the leading medical acupuncturists in the country argued with 
reference to a recent investigation of tattoos on the mummified body of 
Ötzi, a Neolithic man from Central Europe, acupuncture might not be 
Chinese but rather European in origin and its history might need to be 
substantially revised (Fiala 2010).

�Traditional CM: Cultivating Autonomy 
and Care with ‘Slanted Eyes’

The liberalisation, marketisation, and partial privatisation of healthcare 
after the regime change in 1989 brought various complementary and 
alternative medicine (CAM) approaches and techniques to the attention 
of the wider public in the CR (Křížová 2004, 2015). It was in these 
changing circumstances that another version of CM was able to consoli-
date and strengthen itself. The two main schools of ‘traditional CM’ in 
the CR were established in 1990 and 2006, and in 2012, the Chamber of 
Traditional Chinese Medicine was set up to define professional standards 
in the field and to represent traditional CM in public and policy debates. 
While the role of biomedical doctors has been pivotal in these develop-
ments, the relationship between traditional CM and biomedicine has 
been significantly different than in the case of medical acupuncture. As 
we will show in detail, CM and its techniques were not in this case to be 
subsumed under biomedicine but cultivated as an autonomous practice 
with its own theory of body and health, diagnostic repertoire, and treat-
ment approaches and only partially connected to biomedicine.
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While this version of CM was only able to thrive after the regime 
change in 1989, its roots run deep into socialist times. To illustrate this, 
let’s take a quick look at the trajectories of two important figures in ‘tra-
ditional’ CM—Dr Kapka and Dr Bylinná. Even though they were work-
ing in biomedical facilities, both of these physicians also started to develop 
a separate, dissident medical practice involving CM, aimed at acquiring 
a certain amount of autonomy from—and in some respects even 
opposition to—biomedicine. Dr Kapka was a psychiatrist who worked in 
the environmentally and socially deprived region of former Sudetenland 
and had been experimenting since 1960 with CM in his medical care. He 
was even able to visit some alternative clinics in Western Germany during 
the 1960s and in 1988 wrote the highly popular book The Puzzle of Life 
explaining key principles and practices of Eastern medical systems. 
Although he practised acupuncture based on the theories of qi and the 
Five Phases and he learnt to use herbal remedies and experimented with 
dieting and meditation to combat the iatrogenic effects of socialist bio-
medicine, he didn’t encounter any major obstacles to his endeavours 
because he was working in northern Bohemia, which was geographically 
remote from the centre of power (interview, March 2015).

Dr Bylinná, who was employed at a major university hospital in 
Prague, by contrast was subject to surveillance from the state secret police 
for ‘subversion of the system of socialist nutrition’ (she experimented 
with vegetarianism) and disciplinary measures from her superiors. Even 
before 1989, she had some contacts with French CM practitioners, which 
would soon after intensify, while she only made her first contacts in 
China later on, in the 1990s, and most of her contacts were Chinese 
scholars who had resisted the integration of CM with biomedicine (inter-
view, February 2015).

Both Kapka and Bylinná took advantage of the possibility to open a 
private practice and private schools after 1990. Kapka delved into ‘infor-
mation medicine’, inventively mixing together various alternative 
approaches—CM, electroacupunture, homeopathy, and the results of 
‘secret Soviet cosmic research’ (interview, March 2015). He developed his 
own diagnostic devices and marketed a growing portfolio of information 
medicines, which are used by thousands of his patients. Bylinná focused 
on traditional CM and established the first school of CM in the country, 
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which offers a four-year curriculum in CM, and over the years has pro-
duced a junior generation of CM practitioners. However, because the 
1977 decree issued by the Ministry of Health is still in force, graduates of 
this school who do not also have a biomedical education (and subsequent 
certification in medical acupuncture from the Institute for Postgraduate 
Medical Education) are significantly restricted in their legal right to pro-
vide medical services in the field of CM without the direct supervision of 
a medical doctor.5 Although there are practitioners with no biomedical 
education who still provide CM treatment, including acupuncture, they 
are working in a grey area of the law.

As we learnt at the traditional CM clinic Zdraví (the head of which has 
strong ties with one of the traditional CM schools and has a student 
practice at the clinic where future medical acupuncturists licensed by the 
Institute for Postgraduate Medical Education can work), where we have 
been conducting participant observation since 2015, this version of CM 
has an ambivalent relationship to biomedicine. On the one hand, the 
Zdraví clinic visibly performs a different physical and social space to an 
ordinary biomedical one. Upon entering, you find yourself in a reception 
area next to a ‘health food’ restaurant that is run by the clinic and offers 
lunches for the clinic’s practitioners, patients, and the public. The clinic 
has 12 examination rooms, which are bright and warm, and the corridors 
are filled with calm, meditative music and furnished with medical and 
non-medical items that evoke China and CM: posters of human anat-
omy with meridians, figures of Buddha and dragons, and Chinese land-
scape drawings. The first thing your body interacts with upon arriving in 
the examination room is a cup of tea. All ten practitioners, who are all 
native Czechs, are dressed not in white coats but in their civilian 
clothes, and one of the two male practitioners sometimes wears a shirt 
with a slightly oriental look to it. Patients rarely have to wait for their 
appointments—even on very busy days, appointments start on time. 
This is a rather different setup from that of a usual biomedical facility—
the public facilities in most cases do not create such a welcoming impres-
sion (the patients usually have to wait for quite some time to see the 
doctor they have an appointment with), and the private ones (such as 
dental surgeries) would usually have its attachment to biomedicine clearly 
on display (white coats, biomedical posters, and advertisements on walls).
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The difference of this clinic from a biomedical facility is also enacted 
in the way it foregrounds the practitioners’ corporeality. Not only do 
the practitioners discuss their own (or their family members’) health 
and bodily conditions during treatment sessions with patients but the 
practitioners’ own bodies are also sites of CM interventions (they use 
CM treatments too) and could serve as proof of the effectiveness of 
CM. The personalisation of care is thus achieved not by simply attend-
ing to the specific nature of the patient’s condition but rather by means 
of building of a relationship between the practitioner and the patient, a 
relationship in which the practitioners are involved not just as care pro-
fessionals but also in terms of their own (vulnerable) corporeality. The 
bodies of clients and practitioners are enacted as fundamentally compa-
rable and mutual. In nearly every therapeutic session we attended, the 
affectivity was affirmed and enhanced at least by the practitioner touch-
ing the patient (with her hand) in a brief, non-instrumental way before 
the patient was left in a quiet room with the acupuncture needles in her 
body. As one woman commented: ‘This is a very pleasant touch’ (field 
notes, July 2015).

When we asked the head of the Zdraví clinic how they relate to bio-
medicine in their everyday practice, she replied that ‘you have to forget 
biomedicine to some extent. This is a totally different way of looking at a 
human’ (research interview, February 2015). This is also what all patients 
are instructed to do during their second session, when they are told what 
their CM diagnosis is: ‘Forget everything you know about Western medi-
cine’. Critical comments about biomedicine were also made relatively 
frequently during the therapeutic sessions that we were able to observe. 
Interestingly, a significant portion of the reservations that practitioners 
have about biomedicine also applies to Chinese medicine as practised in 
contemporary China. While these practitioners have been travelling to 
study in China since the 1990s, they are critical of the ‘integrated 
approach’ that is typically applied in established Chinese hospitals  
(cf. Zhan 2009). As another leading Czech practitioner told us, this inte-
grated approach to medicine ‘is a mule that won’t be led’. He personally 
practises traditional CM in an approach that he calls doing CM with 
‘slanted eyes’, by which he means mentally, bodily, and spiritually switch-
ing from the biomedical mode to that of Chinese medicine, in which 
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figure, for example, the realities of souls and analogical reasoning that 
biomedicine does not recognise (research interviews, July 2015 and April 
2016). Similarly, on a recent trip to China, the head of the Chamber of 
Traditional CM was visiting a ‘dissident’ practitioner in order to learn the 
traditional and ‘authentic’ approach to acupuncture that he was unfamil-
iar with that had been passed down within one particular family (field 
notes, December 2015), in contrast to the biomedicalised TCM that is 
supported by the Chinese state. All these practices aim to purge CM of 
biomedicine and foster its ontological and epistemological autonomy.

This, however, is not the end of the story, and the relationship to bio-
medicine that we were able to observe at Zdraví is more complicated in 
practice. Take diagnostics for example: the practitioners at the clinic per-
form a CM examination of the patient’s pulse and tongue, but during the 
patient’s first visit, in addition to these techniques, the patient also fills in 
a detailed questionnaire on her medical history, any medication she uses, 
and various bodily habits and preferences (including food, sleep, and 
secretion). This questionnaire was compiled by the head of the clinic, 
‘drawing on what we had in internal medicine and adding CM to it’ 
(field notes, April 2015). The questionnaire thus puts the realities of bio-
medicine and CM side by side. It draws the practitioners’ attention (espe-
cially in the case of more serious conditions) to the biomedical reports 
that the patients can bring with them and in some cases to the need to 
persuade the patients to (also) get a biomedical examination—which was 
the case of one patient who had internal gynaecological problems but 
refused to go for an ultrasound (field notes, April 2015). When we asked 
a year later how the treatment had progressed, the head of the clinic told 
us that she had terminated working with the patient because the woman 
refused to undergo a biomedical diagnostic procedure (research inter-
view, April 2016). All the clinic practitioners without a biomedical edu-
cation are also currently trying to get one. Not only will doing so 
strengthen their position under the current law but such an education is 
considered at the clinic to also be a potentially useful resource for the care 
they offer.

Thus, technology and biomedicine are not simply absent from the 
clinic but are rather absent present (Law and Singleton 2005) in the clinic. 
In the examination rooms, there are no computers and no electrical 
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medical technology. But in the staffroom, practitioners sit behind com-
puters and a sophisticated online system is used to organise and run the 
clinic (scheduling sessions, distributing work among the practitioners). 
And we were able to observe that they also make use of, take into account, 
and sometimes suggest the patient seek a biomedical diagnosis.

The Czech traditional CM practitioners we observed have an ambiva-
lent relationship to contemporary China. As the earlier quotation shows, 
they are suspicious of ‘integrated medicine’, which in their view suffers 
from drawbacks similar to those of European biomedicine, namely ‘a fac-
tory approach’ to patients. If they travel to China, they often search for 
‘traditional’ diagnostic and therapeutic techniques and know-how that 
have been passed down over many generations within a family, avoiding 
more biomedicalised forms. They cultivate ties with practitioners in the 
United States and Western Europe (e.g. by regularly attending the inter-
national CM congress in Rothenburg, Germany), whom they often 
regard as being truer to the original Chinese tradition than CM in con-
temporary China.

�TCM: Establishing an ‘Evidence-Based’ 
Alternative

After the regime change in 1989, the CR (then still Czechoslovakia) 
embraced the West, in both political and economic terms. In biomedi-
cine, too, it was the ideal of Western healthcare that dominated postso-
cialist governmental and institutional policies and from which many new 
elements were introduced into the national healthcare system. To name 
just a few that have been introduced since the early 1990s: the privatisa-
tion of some parts of the healthcare system, mainly outpatient care 
(Saltman and Figueras 1997; Háva and Mašková-Hanušová 2009); new 
high-tech diagnostic machines have been acquired with the help of EU 
funds; and the introduction of ‘informed consent forms’, which suppos-
edly turn patients patronised by the state into rational consumers of 
health services. Despite the many continuities within the system, any-
thing depicted as ‘Eastern’ and ‘socialist’ was largely associated with 
backwardness.
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This geopolitical imaginary started to be gradually dismantled after 
2008 with the impact of the economic and political crises of the EU and 
with the rise of aspiring new powers in the global arena such as China 
(Shambaugh 2013). Both the Czech conservative government that was in 
office between 2010 and 2013 and the centre-left government that has 
been in power since 2013 have significantly strengthened political and 
economic collaboration beyond Western Europe and the United States, 
and the CEE region has also begun to be much more actively sought out 
by Chinese investors (Fürst 2015). Yet the recent (re)turn to the ‘East’ by 
Czech political elites would have been inconceivable without Czech capi-
talists such as Petr Kellner, who discovered China first at the turn of the 
millennium for the company he owns that offers consumer loans and 
later for his biotechnological company Sotio, which focuses on the 
development of therapeutic cancer vaccines. In order to penetrate the 
Chinese healthcare market, Sotio had to be officially backed by the Czech 
state, and this was achieved by reviving the agreements based on ‘friend-
ship and cooperation’ in the field of healthcare that existed between 
Czechoslovakia and China in socialist times. If vaccines, laboratory 
equipment, clinical trials, or medical beds were moving in one direction, 
then pharmaceuticals, spa patients, and TCM, China’s ‘national treasure’, 
had to be moving ‘reciprocally’ in the other direction.

It is in this new geopolitical mosaic that the Health Ministers Meeting 
was held in Prague in 2015 and the Czech-Chinese Centre for TCM was 
established in the regional university hospital. Currently, one practitioner 
from China works in the centre on the basis of a special decision issued 
by of the Ministry of Health in August 2015 that allows him, under the 
supervision of a certified Czech physician, to provide medical services ‘in 
the diagnostic field: in TCM diagnostics—general objective findings, 
objective findings on tongue, and objective findings relating to pulse; in 
the field of therapy—non-surgical specialised treatments in the form of 
acupuncture, cupping and Tui Na massage’ (Mach 2016: 16). In 2018, a 
brand-new TCM clinic is scheduled to open as part of that same regional 
university hospital, and it is supposed to be fully funded by CEFC China 
Energy Company at an estimated cost of EUR 10 million. The new clinic 
is expected to become a flagship project for the spread of TCM into the 
official healthcare systems of states across the CEE region.
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The Czech-Chinese project provoked a sharp response from the Czech 
Medical Chamber, which declared TCM to be charlatanism, a product  
of Chinese Maoism, and a threat to local, modern, evidence-based medi-
cine (EBM) (Cikrt 2015). The Chamber even filed a lawsuit—so far 
unsuccessful—challenging the legality of practising TCM on university 
premises (Mach 2016: 16–17). The Ministry of Health and the director 
of the university hospital that hosts the centre, who is known in the com-
munity as a respected vaccinologist, have framed their defence strictly in 
the terms of EBM: they cite controlled clinical studies with positive out-
comes for the use of acupuncture in selected biomedical diagnoses, most 
notably the treatment of pain. They also refer frequently to the use of CM 
in established clinics in the United States and Western Europe. The diag-
nostic and therapeutic practices in the TCM centre are claimed to be not 
only complementary to biomedicine but also fully founded in biomedi-
cine. Any patient entering the centre is first given an examination using 
‘Western’ methods, the results of which are evaluated by a Czech physi-
cian, and only then is the patient, along with the results of the examina-
tion, referred to a Chinese practitioner (DVTV 2015). In the words of 
the centre’s chief physician, ‘biomedical insight into the body will help 
the Chinese acupuncturist to determine where to put his acupuncture 
needle’ (Radioforum 2016). In this depiction of the centre’s work, the 
acupuncture practised there is fully accounted for in biomedical terms 
and is enacted as a technique that can be used to treat only selected bio-
medical conditions. It is no surprise in this context that the Chinese part-
ner organisation in the project is the Shuguang Hospital, affiliated with 
the Shanghai University of Traditional Chinese Medicine, which is 
known as a key proponent of ‘integrated Chinese and Western medicine’ 
in China (Zhan 2009).

A similar motive can be observed in the negotiations over importing 
Chinese herbal remedies to the CR. Currently, Chinese herbs and herbal 
remedies for sale in the CR are classed as food supplements. Chinese phar-
maceutical businesses are now interested in getting the classification of 
herbal remedies changed to medicinal products, which would allow them 
to be more widely covered under the system of public health insurance.6 
Through the CR, they could also enter the broader EU market. During 
the negotiations related to the Health Ministers meeting, we were able to 
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observe Chinese entrepreneurs insisting that their medical remedies 
already have many ‘Western’ features. And indeed, the TCM pills they 
literally brought with them to the negotiation table looked little like a 
‘natural’ alternative and were instead indistinguishable from painkillers 
produced locally by a Czech pharmaceutical company (field notes, 2015).

If spatially the project is a fluid mixture of Chinese, Czech and Western 
elements and references, its temporal aspect is no less intriguing. Firstly, 
it breaks with the modernisation narrative, which is a linear account of 
medical progress out of medieval darkness into the light of modern sci-
ence. On the contrary, as the speech by the Czech prime minister quoted 
in the opening of this chapter reveals, ancient wisdom should be seam-
lessly combinable with modern medicine for the benefit of patients. 
Secondly, while ‘friendship cooperation and reciprocity’ in the field of 
healthcare are a revival of the ethos that was part of the shared socialist 
past of the two countries, the Czech proponents also highlight the con-
temporary capitalist character of China. As the head of the foreign depart-
ment of the Office of the Czech President stated in an interview after the 
Chinese president’s visit to the CR in April 2016, ‘the Chinese commu-
nist today looks more like a businessman from Wall Street rather a 
Stalinist from the 1950s’, and ‘by their fruit you will recognise them’ 
(DVTV 2016). He implied that Communist Party rule in China does 
not necessarily mean communism in practice. Critics of the project have 
tried without much success to use the narrative of medical progress and 
the threat of communist China in their efforts to delegitimise the new 
TCM centre and related planned activities. The project continues to ben-
efit from strong political support and the interest from patients is report-
edly extremely high (Radioforum 2016).

�Conclusion

In this chapter, we traced the multiple and somewhat unstable and chang-
ing versions of Chinese medicine that have been enacted in the post/
socialist CR. We showed that ‘medical acupuncture’, the use of which 
was established in the official healthcare system in the socialist period, has 
been established as an interdisciplinary method of biomedicine through 

  Evidence-Based Alternative, ‘Slanted Eyes’ and Electric Circuits… 



50 

experimental research, institutionalisation and professionalisation, tech-
nologisation and industrialisation, and by purging it of its embeddedness 
in Chinese culture and medicine. Another version of Chinese medicine, 
conceived as ‘traditional CM’ by Czech practitioners, which benefited 
from both the westward and eastward ties it formed during and after 
socialism, has been practised as a set of therapeutic techniques (acupunc-
ture, herbal therapies, dieting, exercise, and massage) that are (and should 
remain) autonomous from biomedicine. And finally, the most recent ver-
sion of CM—the integrative ‘TCM’ of the Czech-Chinese project—has 
arrived in the CR as part of the shifting global political economy and is 
being ‘introduced’ as an innovation that could significantly transform the 
healthcare system of the Czech state (and possibly those of other coun-
tries in the CEE region), in which TCM would play the role of an 
‘evidence-based’ alternative and supplement to biomedicine.

In all three versions, we were able to see how cosmopolitan, plural, and 
syncretic Chinese medicine can be. Yet in this chapter, we also showed 
that these versions of CM may produce various cosmopolitical (Stengers 
2010) and economic effects. The TCM that the Czech-Chinese project 
has brought to the country seeks to substantially reorder the provision of 
public healthcare and the legislative context that defines the medical pro-
fession and medicinal products. Medical acupuncture, which recasts elu-
sive meridians and acupoints as electric circuits, made the production 
lines of the socialist state churn out electropuncture diagnostic and thera-
peutic devices for use in both therapists’ offices and households. And the 
local practitioners of traditional CM challenge biomedicine in their every-
day practices, for example, in the way they share their knowledge of vul-
nerable corporeality with each other and with their patients, and in how 
they embody traditional CM’s ontological difference from biomedicine.

While foregrounding post/socialism in these versions of CM, we also 
dealt here with various politico-temporal continuities and discontinui-
ties. On the one hand, all the studied versions perform their own tempo-
rality: integrative TCM disrupts the linear account of medical progress by 
mixing the traditional and the modern; the ‘spatialised time’ (Fabian 
1983) of local practitioners’ traditional CM enables this version of CM 
to distance itself from modernised and industrialised CM in contemporary 
China and at the same time to tie in with the ‘authentic’ CM of ancient 
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China (and its survival as passed down in family lines and through 
apprenticeships both in the East and the West); and medical acupuncture 
has recently been struggling to free itself of the residue of ‘pre-scientific’ 
CM and to redefine the origins of CM.

On the other hand, these versions of CM are performed in different 
(and often overlapping and conflicting) political temporalities. Even 
though the TCM introduced by the Czech-Chinese project echoes the 
socialist rhetoric of friendship and cooperation (declared in agreements 
between Czechoslovakia and China in the 1950s), it is rather business 
interests and the power of the yuan that breathes life into this version of 
CM. The traditional CM of local practitioners (with biomedical degrees) 
benefited from the change in regime, after which it was able to move out 
of the dissident or unofficial shadows and into state healthcare institutions 
and private clinics. But having still not fully obtained official and legal 
recognition, traditional CM has become trapped (together with a new gen-
eration of practitioners without biomedical degrees) in another grey zone. 
Finally, the continuing marginalisation of medical acupuncture, which 
representatives of CMAS are currently trying to resist, seems to be an effect 
of the close coexistence it used to have with the former socialist state and 
its system of healthcare, scientific research, and planned economy.

These versions of CM and their enactments do not, however, exist 
independently of each other. We have seen both conflicts and alliances 
between them. We showed that leading Czech practitioners of tradi-
tional CM are suspicious of the TCM imported by the Czech-Chinese 
project, as it is overly integrated with biomedicine (and with the current 
Chinese state), and the future mainstreaming of this version could dilute 
the ontological and epistemological autonomy of CM that these practi-
tioners have been cultivating. Interestingly, the older generation, such as 
Dr Kapka and Dr Bylinná, criticised and left medical acupuncture during 
socialism for very similar reasons. At the same time, at least some Czech 
practitioners of traditional CM acknowledge that the integrated TCM of 
the Czech-Chinese project serves as a ‘lightning rod’ for traditional CM, 
which means that the biomedical establishment’s outrage at CM has been 
directed more towards the Czech-Chinese project and the centre than at 
the hundreds of Czech practitioners who treat patients without having 
any certified biomedical education (research interview with one of the 
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leading figures of traditional CM, April 2016). The support from political 
and business elites for the Czech-Chinese project—the form of support 
that the Chamber for Traditional CM has lacked—which will probably 
bring about significant changes in legislation and the healthcare system 
has also been welcomed by traditional CM practitioners. The partial alli-
ance between these two versions of CM has led to the appearance of 
Chinese herbal remedies in the centre that operates in the regional univer-
sity hospital, which are supplied by the private business of a leading Czech 
practitioner of traditional CM.

As for the medical acupuncturists, we noticed that they redirected 
their critique away from Czech practitioners of traditional CM who 
didn’t have medical degrees and towards the Czech-Chinese project, on 
the grounds that the project supposedly erases everything they have 
achieved in the past with their own scientific research and evidence-based 
clinical practice. While the experiment protocols, publications, and pat-
ents on the devices used by the earlier generation of medical acupunctur-
ists lie in dusty boxes stored in attics and basements, representatives of 
CMAS, siding with the Czech Medical Chamber in critiquing the Czech-
Chinese project, hope that medical acupuncture will regain official sup-
port and will be redefined not as a ‘method’ but as a ‘branch’ of biomedicine 
that could be included in the curricula of medical schools, and make the 
argument for inviting experts from China redundant.

Instead of understanding CM as a clear-cut object or system that, owing 
to its ‘talent for globalisation’, smoothly travels from region to region and 
era to era, we showed in this chapter how, in its different versions, CM has 
been brought to life in the changing socio-material, economic, and politi-
cal conditions of the post/socialist CR, while partly also reconfiguring 
them. It is all three complex, partially connected but at times conflicting 
versions that have made CM a vivid reality in the country.
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Notes

1.	 A note on terminology. In this chapter, we use the term Chinese medicine 
(CM) to mean the generic notion most often used in scholarly literature. 
We talk about ‘TCM’ (from ‘Traditional Chinese Medicine’) to refer to 
the version of CM exported currently worldwide by the Chinese state. 
Later, we will introduce ‘traditional CM’ and ‘medical acupuncture’ to 
denote two other versions of CM in the CR that we will extensively dis-
cuss in this chapter. As we will show these versions are to some extent 
related but are also significantly different in some respects.

2.	 Our fieldwork involves participant observation in a thriving private CM 
clinic that we refer to here as ‘Zdraví’ and in the private surgery of a GP 
who uses various CAM treatments including CM in her practice. We also 
participated in a number of meetings and events connected with the 
Czech-Chinese initiative in the current top-down introduction of TCM 
into the CR. We attended a two-semester course in CM for medical stu-
dents at a public university, and we conducted over 30 interviews with 
Czech CM practitioners, representatives of the Czech Chamber of TCM, 
healthcare managers and officials involved in the Czech-Chinese initia-
tive, and CM patients. Our efforts to grasp current developments also 
include a close reading of relevant legal and policy documents and of the 
debates on the subject in the media. We present data from observation 
and research interviews in anonymised form.

3.	 Originally part of the Physiatrist Society during socialism, Czech Medical 
Acupuncture Society (CMAS) was granted an independent status within 
the Czech Medical Association of J. E. Purkyně, the main self-governing 
and voluntary association of professional societies in Czech biomedicine, 
shortly after 1989. In the first half of the 1990s, with a few thousand 
members, it was one of the five largest societies within the Association. 
With the new law in 1997 that removed acupuncture from the services 
covered under public health insurance, together with various criticisms 
from within the Czech Medical Association and also from outside (mainly 
from an influential club of ‘sceptics’ called ‘Sisyfos’, combating ‘irrational-
ity’ and ‘pseudoscience’ in Czech science and medicine), CMAS was 
forced in 2002 to close two of its most scientifically contentious divisions: 
for electroacupunture and auriculotherapy. In their place, CMAS estab-
lished a new department for ‘the study of diagnostics and therapy 
in acupuncture and related techniques using research based on EBM’ 
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(Pára 2006b: 6). After that, the number of members of the CMAS 
dropped significantly; currently, CMAS has around 500 members.

4.	 See also the Czechoslovak public television commercial from 1982 pro-
moting the home use of Stimul 3 and providing information about its 
production on an industrial scale, available at http://www.ceskatelevize.cz/
ivysilani/10116288585-archiv-ct24/215411058210004/obsah/376504-
stimul-3-elektroakupunktura-1982 (accessed on 5 February 2017).

5.	 In addition, Act No. 95/2004 Coll., on the Conditions for the Acquisition 
and Recognition of the Professional Qualifications of Doctor, Dentist, 
and Pharmacist, and Act No. 96/2004 Coll., on the Conditions for the 
Acquisition and Recognition of the Professional Qualifications of Non-
Medical Healthcare Professions, both stipulate that only a person with a 
biomedical degree can provide medical services that puncture the surface 
of the skin (such as acupuncture).

6.	 In January 2017, Pojišťovna VZP, a. s., established in 2004 as a subsidiary 
company of the biggest public health insurance company in the country, 
offering commercial insurance of foreigners, announced it would newly 
cover TCM services provided by Beijing Tong Ren Tang Czech Republic 
SE (Pojišťovna VZP, a. s. 2017). This might be seen as a pilot step testing 
the possibilities of TCM coverage by the public health insurance.

References

Anderson, K. T. (2010). Holistic medicine not “torture”: Performing acupunc-
ture in Galway, Ireland. Medical Anthropology, 29(3), 253–277.

Andrews, B. (2014). The making of modern Chinese medicine, 1850–1960. 
Vancouver: University of British Columbia Press.

Baer, H. A. (2007). The drive for legitimation in Chinese medicine and acu-
puncture in Australia: Successes and dilemmas. Journal of Evidence-Based 
Complementary & Alternative Medicine, 12(2), 87–98.

Baer, H. A., Jen, C., Tanassi, L. M., Tsia, C., & Wahbeh, H. (1998). The drive 
for professionalization in acupuncture: A preliminary view from the San 
Francisco Bay area. Social Science and Medicine, 46(4–5), 533–537.

Barnes, L. L. (2003). The acupuncture wars: The professionalizing of American 
acupuncture—A view from Massachusetts. Medical Anthropology, 22(3), 
261–301.

Candelise, L. (2011). Chinese medicine outside of China: The encounter 
between Chinese medical practices and conventional medicine in France and 
Italy. China Perspectives, 3, 43–50.

  T. Stöckelová and J. Klepal

http://www.ceskatelevize.cz/ivysilani/10116288585-archiv-ct24/215411058210004/obsah/376504-stimul-3-elektroakupunktura-1982>
http://www.ceskatelevize.cz/ivysilani/10116288585-archiv-ct24/215411058210004/obsah/376504-stimul-3-elektroakupunktura-1982>
http://www.ceskatelevize.cz/ivysilani/10116288585-archiv-ct24/215411058210004/obsah/376504-stimul-3-elektroakupunktura-1982>


  55

Chan, K., & Lee, H. (Eds.). (2002). The way forward for Chinese medicine. 
London and New York: Taylor and Francis.

Cikrt, T. (2015). Protestuji proti invazi čínského šarlatánství do českého zdravot-
nictví [I protest against the invasion of charlatanism to the Czech health-
care system]. Zdravotnický deník, 17(6). Retrieved February 5, 2017, from 
http://www.zdravotnickydenik.cz/blog/protestuji-proti-invazi-cinskeho- 
sarlatanstvi-do-ceskeho-zdravotnictvi.

CMA JEP. (2015). Articles of association, rules of procedures, election regu-
lations of Czech Medical Association of Jan Evangelista Purkyně. Prague: 
CMA JEP.  Retrieved February 5, 2017, from http://www.cls.cz/
bylaws-of-association.

De Laet, M., & Mol, A. (2000). The Zimbabwe bush pump: Mechanics of a 
fluid technology. Social Studies of Science, 30(2), 225–263.

Dew, K. (2000). Deviant insiders: Medical acupuncturists in New Zealand. 
Social Science and Medicine, 50(12), 1785–1795.

DVTV. (2015). Čínská medicína funguje proti bolesti, léčí celek, výhrady pramení 
z neznalosti, říká lékař [Chinese medicine works against pain, it is holistic, 
reservations stem from ignorance]. DVTV, 6 November. Retrieved February 
5, 2017, from http://video.aktualne.cz/dvtv/cinska-medicina-leci-celek-fun-
guje-proti-bolesti-vyhrady-pra/r~c7e1308283ed11e5b286002590604f2e.

DVTV. (2016). Kmoníček: Státy EU nám chtěly zabránit získat čínské investice, 
Čína předefinovala slovo komunista [Kmoníček: EU countries wanted to pre-
vent us from gaining Chinese investments. China redefined the word the 
communist]. DVTV, 1 April. Retrieved February 5, 2017, from http://video.
aktualne.cz/dvtv/kmonicek-cina-zcela-predefinovala-obsah-slova-komuni-
sta-komu/r~157b2d04f76911e5a652002590604f2e.

Fabian, J.  (1983). Time and the other: How anthropology makes its object. 
New York: Columbia University Press.

Fiala, P. (2010). Přepsané dějiny akupunktury? [Rewritten history of acupunc-
ture?]. Acupunctura Bohemo Slovaca, 2–3, 4–8.

Flesch, H. (2013). A foot in both worlds: Education and the transformation of 
Chinese medicine in the United States. Medical Anthropology, 32(1), 8–24.

Fürst, R. (Ed.). (2015). Čína znovu objevuje bývalou východní Evropu: Důvod k 
radosti či obavám? [China rediscovers the former Eastern Europe: A reason 
for joy or worry?], Policy Paper. Prague: The Institute for International 
relations.

Hanson, M. (1998). Robust northerners and delicate southerners: The 
nineteenth-century invention of a southern wenbing tradition. Positions: East 
Asia Cultures Critique, 6(3), 515–549.

  Evidence-Based Alternative, ‘Slanted Eyes’ and Electric Circuits… 

http://www.zdravotnickydenik.cz/blog/protestuji-proti-invazi-cinskeho-sarlatanstvi-do-ceskeho-zdravotnictvi>
http://www.zdravotnickydenik.cz/blog/protestuji-proti-invazi-cinskeho-sarlatanstvi-do-ceskeho-zdravotnictvi>
http://www.cls.cz/bylaws-of-association>
http://www.cls.cz/bylaws-of-association>
http://video.aktualne.cz/dvtv/cinska-medicina-leci-celek-funguje-proti-bolesti-vyhrady-pra/r~c7e1308283ed11e5b286002590604f2e>
http://video.aktualne.cz/dvtv/cinska-medicina-leci-celek-funguje-proti-bolesti-vyhrady-pra/r~c7e1308283ed11e5b286002590604f2e>
http://video.aktualne.cz/dvtv/kmonicek-cina-zcela-predefinovala-obsah-slova-komunista-komu/r~157b2d04f76911e5a652002590604f2e>
http://video.aktualne.cz/dvtv/kmonicek-cina-zcela-predefinovala-obsah-slova-komunista-komu/r~157b2d04f76911e5a652002590604f2e>
http://video.aktualne.cz/dvtv/kmonicek-cina-zcela-predefinovala-obsah-slova-komunista-komu/r~157b2d04f76911e5a652002590604f2e>


56 

Háva, P., & Mašková-Hanušová, P. (2009). Zdravotní politika visegrádských 
zemí (1) [Healthcare policy in Visegrad Group countries (1)]. Zdravotnictví v 
České republice, 12(1), 12–21.

Hsu, E. (2009). Chinese propriety medicines: An “alternative modernity?” The 
case of the anti-malarial substance artemisinin in East Africa. Medical 
Anthropology, 28(2), 111–140.

Hsu, E. (2015). From social lives to playing fields: ‘The Chinese antimalarial’ as 
artemisnin monotherapy, artemisinin combination therapy and qinghao 
juice. Anthropology & Medicine, 22(1), 75–86.

Křížová, M. (Ed.). (2004). Alternativní medicína jako problém [Alternative med-
icine as a problem]. Praha: Karolinum.

Křížová, M. (2015). Alternativní medicína v České republice [Alternative medi-
cine in the Czech Republic]. Prague: Karolinum.

Langwick, S. (2010). From non-aligned medicines to market-based herbals: 
China’s relationship to the shifting politics of traditional medicine in 
Tanzania. Medical Anthropology, 29(1), 15–43.

Law, J., & Singleton, V. (2005). Object lesson. Organization, 12(3), 331–355.
Lieber, M. (2012). Practitioners of traditional Chinese medicine in Switzerland: 

Competing justifications for cultural legitimacy. Ethnic and Racial Studies, 
35(4), 757–775.

Lin, W., & Law, J. (2014). A correlative STS: Lessons from a Chinese medical 
practice. Social Studies of Science, 44(6), 801–824.

Mach, J.  (2016, April). ČLK k působení čínských lékařů v české nemocnici 
[Czech medical chamber on the practice of Chinese physicians in a Czech 
hospital]. Tempum medicorum, 16–17.

MacPherson, H., et al. (2016). Unanticipated insights into biomedicine from 
the study of acupuncture. The Journal of Alternative and Complementary 
Medicine, 22(2), 101–107.

Ministerstvo zdravotnictví. (1976). Návrh metodického opatření k zabezepčení 
jednotného postupu při provádění akupunktury: Důvodová zpráva [Proposal of 
methodological guidelines for the unified procedure of acupuncture applica-
tion: Statement of Justification]. Prague: Ministry of Health.

Mol, A. (2002). The body multiple: Ontology in medical practice. Durham: Duke 
University Press.

Mol, A., & Law, J. (1994). Regions, networks and fluids: Anaemia and social 
topology. Social Studies of Science, 24(4), 641–671.

Pára, F. (2006a). Historie České lékařské akupunkturistické společnosti ČLS 
JEP (org. č. 60)—Část II [History of Czech Medical Acupuncture Society 
CMA JEP—II. part]. Acupunctura Bohemo Slovaca, 3, 2–3.

  T. Stöckelová and J. Klepal



  57

Pára, F. (2006b). Historie České lékařské akupunkturistické společnosti ČLS 
JEP (org. č. 60)—Část III [History of Czech Medical Acupuncture Society 
CMA JEP—III. part]. Acupunctura Bohemo Slovaca, 3, 4–6.

Pára, F. (2015). Historie vzniku a rozvoje akupunktury v České a Slovenské repub-
lice I., II [History of the birth and genesis of acupuncture in the Czech and 
Slovak Republic, I, II]. Unpublished presentation.

Pára, F., & Barešová, M. (2006). Historie České lékařské akupunkturistické 
společnosti ČLS JEP (org. č. 60)—Část I [History of Czech Medical 
Acupuncture Society CMA JEP—I. part]. Acupunctura Bohemo Slovaca, 1-2, 
3–4.

Pojišťovna VZP, a. s. (2017). Pojišťovna VZP, a. s. nově hradí i Tradiční čínskou medicínu 
[Pojišťovna VZP, a. s. starts covering also Traditional Chinese medicine]. Press 
release, 27 January. Retrieved February 5, 2017, from https://www.pvzp.cz/cs/
tiskova-zprava/pojistovna-vzp-a-s-nove-hradi-i-tradicni-cinskou-medicinu.

Pokam De Prince, H. (2011). Chinese medicine in Cameroon. China Perspectives, 
3, 51–58.

Pritzker, S. E. (2010). The part of me that wants to grab: Embodied experience 
and living translation in U.S.  Chinese medical education. Ethos, 39(3), 
95–413.

Radioforum. (2016, April 6). Czech public broadcast.
Sagli, G. (2010). The establishing of Chinese medical concepts in Norwegian 

acupuncture schools: The cultural translation of jingluo (‘circulation tracts’). 
Anthropology & Medicine, 17(3), 315–326.

Saltman, R. B., & Figueras, J. (1997). European health care reform. Analysis of 
current strategies. Copenhagen: WHO Regional Publications.

Scheid, V. (2002). Chinese medicine in contemporary China: Plurality and synthe-
sis. Durham: Duke University Press.

Scheid, V. (2007). Currents of tradition in Chinese medicine, 1626–2006. Seattle: 
Eastland Press.

Shambaugh, D. (2013). China goes global: The partial power. Oxford: Oxford 
University Press.

Stengers, I. (2010). Cosmopolitics I. Minneapolis: University of Minnesota Press.
Strathern, M. (1991). Partial connections. Savage, MD: Rowman and Littlefield.
Tesla. (1982). Stimul 3, přenosné kapesní zařízení pro aplikaci elektroakupunktury: 

Návod na použití [User manual for a portable pocket device for the applica-
tion of electroacupuncture Stimul 3]. Liberec: Tesla.

Úřad pro vynálezy a osvědčení v Praze. (1982). Autorské osvědčení 196653 
[Patent authorship certification No. 196653]. Prague: The National Office 
for Inventions and Standardization.

  Evidence-Based Alternative, ‘Slanted Eyes’ and Electric Circuits… 

https://www.pvzp.cz/cs/tiskova-zprava/pojistovna-vzp-a-s-nove-hradi-i-tradicni-cinskou-medicinu>
https://www.pvzp.cz/cs/tiskova-zprava/pojistovna-vzp-a-s-nove-hradi-i-tradicni-cinskou-medicinu>


58 

Vymazal, J., & Tuháček, M. (1965). Akupunktura: teoretická i praktická studie se 
zaměřením k neurologii [Acupunture: Study of theory and practice with 
respect to neurology]. Prague: Státní zdravotnické nakladatelství.

Zhan, M. (2009). Other-worldly: Making Chinese medicine through transnational 
frames. Durham, London: Duke University Press.

Zhang, Y. (2007). Transforming emotions with Chinese medicine: An ethnographic 
account from contemporary China. Albany, NY: SUNY Press.

  T. Stöckelová and J. Klepal



59© The Author(s) 2018
C. Brosnan et al. (eds.), Complementary and Alternative Medicine, Health,  
Technology and Society, https://doi.org/10.1007/978-3-319-73939-7_3

3
The Incompatibility Between Social 

Worlds in Complementary 
and Alternative Medicine: The Case 

of Therapeutic Touch

Pia Vuolanto

�Introduction

This chapter scrutinises one local controversy over one modality of 
complementary and alternative medicine (CAM), the treatment or tradi-
tion of ‘therapeutic touch’ (TT). In TT, the practitioner does not touch 
the patient but holds his or her hands above them. The energy fields 
activated in this way are supposed to cure the patient. This treatment 
caused a controversy in the mid-1990s in Finland. A book based on a 
master’s thesis in nursing science (Rautajoki 1996) promoted its use in 
nursing. The book’s publisher received the Finnish Association of Sceptics’ 
annual Humbug Award. The master’s thesis had achieved a good grade at 
a Finnish university’s department of nursing science. In the wake of the 
Humbug Award, scholars in the department reacted abruptly and offi-
cially banned certain books and theories that could be connected with 
TT. A lively debate followed in which complementary and alternative 
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therapies were both challenged and defended by many different actors. 
The debate started in late 1996 and gradually faded away after few months 
at the end of summer 1997.

TT could be characterised as a ‘non-contact’ healing intervention 
(Wirth et al. 1993) or a ‘non-invasive’ nursing technique (Daley 1997) 
because it is intrinsic to this treatment that the nurse does not touch the 
patient but holds his or her hands above them. It is described as starting 
with the nurse ‘centring’ on disturbances in the energy fields of the 
patient’s body. Next, the nurse assesses the patient’s body from a distance 
of five to ten centimetres and then makes the intervention, which ‘repat-
terns’ the patient’s energy field (O’Mathúna et al. 2002: 164; Rosa et al. 
1998: 1005; Krieger 1979). This treatment method originated in the 
work of Dolores Krieger, a Professor of Nursing, and Dora Kunz, who is 
referred to as a ‘lay healer and clairvoyant’ in literature that presents the 
treatment as speculative and questionable (O’Mathúna et al. 2002: 163).

The Finnish controversy, which occurred 20 years ago, is an example of 
debates that frequently erupt around CAM in universities, within the 
media in different countries, for example, Australia, the United Kingdom 
and Canada (Brosnan 2015; Givati and Hatton 2015; Derkatch 2016; 
Caldwell 2017). TT is associated with the category of CAM and is highly 
controversial. For example, in the mid-1990s, it was brought up in the 
Journal of the American Medical Association (JAMA) (e.g. Rosa et al. 1998; 
Carpenter et al. 1998: 1905). There was a lively discussion in JAMA, com-
prising a TT research article and responses to it by medical practitioners, 
nurses, therapists and researchers from different fields in the United States. 
One of the most prominent nursing research journals, the Journal of 
Advanced Nursing, also published a debate around the same time, includ-
ing discussants from the Unites States, the United Kingdom and Ireland 
(Daley 1997; Turner et al. 1998; O’Mathúna 1998; Meehan 1998).

The significance of the debate over TT is indicated by the fact that it 
also took place in Finland, quite far from the centres where nursing 
theory and TT were being developed at the time. TT was discussed in 
Finland in the mid-1990s, in particular. In Finland, nursing was brought 
into universities from 1979 onwards.1 The lack of domestic theory and 
research resulted in a lot of influence being imported from abroad, par-
ticularly from the United States (Ollikainen 1996a). Nursing theories 
were imported and discussed actively, including work by the US nursing 
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scholars Rogers and Parse, both of whom are associated with TT. Parse’s 
theoretical work synthesising Rogers’ theory was especially popular in 
Finland. Parse visited Finland in 1996 and again in 1997, and courses 
on her theory were organised in polytechnics (e.g. Henttonen 1996). To 
further the interaction with American scholars, at least one Finnish 
polytechnic also organised a trip to the Parse Scholars Seminar in the 
United States.

In science and technology studies (STS), CAM has been seen as an 
‘escape from medicine’ (Webster 2007: 147). It has also been connected 
with the changing role of patients, who bring lay knowledges based on 
‘social ideas, religious beliefs, situated experiences and specific worldviews’ 
(Wilcox 2010: 55) into play alongside scientifically proven knowledge in 
order to care for themselves as responsible ‘health consumers’ (Wyatt et al. 
2010). The intention of this chapter is to add greater nuance to the under-
standing of CAM controversies and to help to discern the meanings dif-
ferent societal actors attach to these debates. I analyse the TT controversy 
by using the social worlds framework from STS. I aim to identify the 
multiple social worlds involved in defining CAM. My starting point is 
that when social worlds define CAM in a controversy, they are simultane-
ously also expressing their perceptions of science and technology.

The focus of this chapter is on how different actors from different 
social worlds understood TT and other CAM modalities, and what these 
different understandings made of knowledge, science and technology. As 
the patients themselves were silent, the controversy can also shed light on 
how the role of patients was understood in the different social worlds. 
The research question is: how was CAM understood in different social 
worlds in the controversy over TT, and what do these understandings 
reveal about the perceptions of science, technology and the patient role in 
these social worlds?

�Theoretical and Methodological Issues

Studies that follow the social worlds framework begin by identifying the 
key individuals and social groups that are active around a social issue 
(Clarke and Star 2008). Social worlds are formed by individuals, social 
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groups or sides that care about the issue so much that they are prepared 
to act in a controversy situation (Clarke and Montini 1993: 44). These 
include not only established collective actors such as organisations, insti-
tutions or social movements but also distinguishable actors who have 
their own perspectives on the issue and who are in different ways com-
mitted to action on the controversy (Clarke and Star 2008: 116). They 
each form unique ‘universes of discourse’ (Clarke and Star 2008: 116; 
Shibutani 1955: 567). The focus is on the ‘multiplicities of perspective’ of 
these different social worlds (Clarke and Montini 1993: 45).

The identification of social worlds involves tracing the primary activity 
of those worlds and the aims they further in the controversy (Strauss 
1978: 122). The next step is to analyse whether some of the social worlds 
intersect with others or are segmented into specifiable sub-worlds (Strauss 
1978: 122–123). Social worlds are fluid by nature rather than being static 
groups (Shibutani 1955: 567; Strauss 1978: 123). They may be percep-
tible in one controversy situation, but in a different controversy the social 
worlds might be formed differently. Also, actors or groups that form a 
social world can participate in it from different perspectives. Some actors 
might be very focused on the issue and include the social world as a major 
component of their identity, whereas others might have only a basic 
understanding of the issue or might be sympathetic towards the social 
world without being fully engaged in it (Unruh 1979: 122).

Importantly, for CAM controversies, the social worlds framework 
attempts to find actors who are not ‘present’ in the sense that they will 
take action, but who are implicated through the actions of the other 
actors (Clarke and Montini 1993: 45; Clarke and Star 2008: 119). These 
‘silent implicated actors’ do not necessarily voice their own opinions or 
otherwise take active part in the controversy (Clarke and Star 2008: 119; 
Christensen and Casper 2000: S95). Instead, the other actors make 
assumptions about their role and stakes in it.

I see the social worlds framework as an approach through which to 
understand the various views on science and technology that emerged 
during the controversy over TT: at the same time as making CAM under-
standable for themselves, the actors in this controversy were also making 
sense of science and were working the boundary between science and 
other knowledge systems (Vuolanto 2015), that is, doing boundary work 
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(Gieryn 1999). These debates also encompassed silent actors—the 
patients—whose role was implicated by the different social worlds in 
many different ways. The concrete and rhetorical actions taken during 
the controversy had consequences for patients in their everyday lives. 
I use the social worlds framework because it helps me to scrutinise CAM 
controversies, which involve multiple social worlds, each of which for-
mulates its relationship to and understanding of CAM, evidence-based 
medicine, science and technology, and the patient role in different ways.

I have identified five social worlds in the TT controversy: scepticism, 
medicine, nursing research, nursing and TT—with patients as silent 
implicated actors. Scepticism will be the first social world analysed in this 
chapter, because the controversy was started by actors in this world. This 
social world was motivated to protect the scientific worldview, and for 
them the book on TT broke the boundaries of scientific medical 
knowledge. Next, I will analyse a social world closely connected with the 
first, namely medicine, for which the cure of patients and alleviation of 
suffering were the primary motivations for participating in the contro-
versy. They started their action with evidence-based knowledge about 
cures, which intersected with the first social world. The third social world 
discussed will be nursing research, which was reacting to the initiative of 
the scepticism world because the master’s thesis had come from within it. 
In this social world, I found one clearly specifiable sub-world, that of 
former university researchers in nursing.

The fourth social world, nursing, is the world of professionals who 
aimed to understand the knowledge produced by nursing research. This 
social world illustrates the fluidity of the social worlds: in another contro-
versy situation, the nurses could perhaps have been identified with the 
same world as nursing research, but here I will demonstrate nurses’ 
ambivalence towards ‘their science’ (Nieminen 2008) during the contro-
versy. The last social world that I identified was that of TT. In my analysis, 
this social world demonstrates that one single actor can represent a 
broader social world if the actor in question is an insider to that social 
world. I will analyse the actions of a single therapist who was very com-
mitted to this social world and of whose identity it formed a major part.

The research material that I draw on here consists of documentary 
material (the evaluation statements on the master’s thesis and minutes of 
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meetings in the university department) and discussion material (discus-
sions in newspapers and in popular, professional and scientific journals). 
I aimed to cover all the material from the controversy in 1996–1997, in 
all its forums. I identified the social worlds through deep reading of the 
material in the tradition of the rhetoric of science (Fahnestock 2009; 
Segal 2009). I have picked out some quotes from the material to illus-
trate the rhetoric of each social world. All the material was in Finnish, 
and I have translated it.

�Social Worlds in the Controversy 
over Therapeutic Touch

�Scepticism

I approached the social world of scepticism through sceptics’ writings. 
The first of these was the Finnish Association of Sceptics’ statement on 
their annual Humbug Award. The controversy started when a book pro-
moting the use of TT in nursing was published (Rautajoki 1996). The 
book’s publisher received the Humbug Award. This award is meant to be 
an indication of poor and unscientific research. The Association of 
Finnish Sceptics is an organised manifestation of the scepticism move-
ment, which gathers together laypeople and university researchers and 
professors. In 1996, the association’s advisory board contained at least 
one physicist, two philosophers, a biologist, two theologians and one 
medical specialist, to name just a few of the disciplines represented. Their 
statement on the decision to give the Humbug Award to the publisher of 
the book on TT was frank in style, as in this excerpt:

The association considers that Kirjayhtymä [the publisher of the book on 
TT] has blurred the boundary between literature intended for healthcare 
education and pseudoscientific literature by giving a platform to this kind of 
work in a book series of education and professional literature aimed at social 
and healthcare professionals … The therapy described in the book is a typical 
alternative treatment which mixes ethereal energy flows, gem therapy, cos-
mic dimensions, telepathy, distance healing, vibration frequencies, and other 
concepts belonging to so-called New Age thinking. (Statement 1996: 10)
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In addition to this statement, I used three texts from the secretary of the 
association for my analysis of this social world. The sceptics were con-
cerned about the reputation of science, which in their view would be 
damaged by the publication of books on topics such as TT; this kind of 
activity would tarnish the authority of science.

The social world of scepticism conceptualised therapies such as TT as 
‘New Age thinking’, ‘mythical belief ’, ‘mysticism’ and ‘pseudoscience’ 
(Statement 1996: 10–11). TT, in the sceptics’ world, was dissociated 
from science and conceived as fraudulent and unscientific knowledge. It 
was characteristic of such therapies that they were formulated by blend-
ing different knowledge traditions. Thus, the book on TT was identified 
as an ‘incredible mixture of misapprehensions of concepts from physics 
and mystifications’ (Statement 1996: 10), formulated out of ‘evolution-
ary theories, system theories, oriental philosophies and quantum physics’ 
(Ollikainen 1996b: 38). For the sceptics, the mixing of elements from 
these different and mismatched knowledge traditions was an indication 
of unscientific knowledge. The sceptics especially associated TT with 
nursing science because the book was based on a master’s thesis in that 
discipline. The fact that the book also used theories familiar from nursing 
science, such as Rogers and Parse, strengthened this impression for them.

For the social world of scepticism, science was represented by biomedi-
cine and natural science in their purest forms. According to the sceptics, 
‘constant vigilance and critical thought’ (Statement 1996: 11) were 
needed to prevent unscientific knowledge from attacking the authority of 
science and staining its reputation. Nursing science should follow the 
same criteria as the other sciences and should use technologies and 
develop techniques based on scientifically reliable knowledge. The scep-
tics picked up Kirlian photography as an example of a technology used to 
support the efficacy of TT. They argued in their statement: ‘It is claimed 
that the invisible energy field can be visualised by, among other things, 
Kirlian photography, even though in research this method has been 
proven invalid’ (Statement 1996: 10). Unlike the STS frame (Webster 
2007: 147), the scepticism world did not frame this technology as an 
escape from medicine, which would require a conscious choice between 
different technologies—in this case, presumably, old and new technolo-
gies. Rather, the scepticism world saw it as the result of unawareness of 
the knowledge produced in medicine and of the laws of natural science. 
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From the viewpoint of the social world of sceptics, this lack of awareness 
of modern technology required immediate popular enlightenment, and 
thus was connected to one of the core tasks of the scepticism movement: 
to keep the population informed of the latest scientific and technological 
developments (Forstorp 2005).

For the sceptics, patients were in a vulnerable position. They could be 
easily tricked by marketing and quackery into trying various potentially 
harmful health treatments. The sceptics’ message was that patients should 
place their trust in science and medical professionals. They wondered 
‘what would happen to patient safety if this kind of treatment were to be 
put into operation in official healthcare, even on a small scale’ (Ollikainen 
1996a: 15). Responsibility for patient care lay with the professionals and 
purveyors of professional knowledge, that is, academic publishing houses; 
patients were to be protected by them. The patients themselves were to 
have limited responsibility for their own health and a restricted choice of 
treatments. The treatments that patients could choose should be depen-
dent on the professionals’ assessment and the endorsement provided by 
scientific knowledge. The sceptics took on the role of enlightening the 
population as to the superiority of the scientific worldview: the popula-
tion must be told loud and clear what treatments one should choose, 
what the principles of good care are and on what basis the treatments can 
be trusted. The sceptics saw nurses as a vulnerable part of the population, 
likely to be tricked into practising TT if they were to buy this book from 
a supposedly reputable publisher.

�Medicine

My analysis of the social world of medicine is based on the writings of 
two medical specialists. They wrote two articles together, one for the 
Finnish Medical Journal and one for the journal of the Finnish Association 
of Sceptics. They introduced their position in the controversy over TT as 
follows:

In healthcare, the official medication is based on medicine and its evidence 
as to the efficacy and safety of the treatment. Belief medication, comprised 
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of different kinds of teachings from folklore cures to New Age therapies, 
works on different grounds. The boundary between official medication and 
belief medication is not always clear. TT is an example of this blurry 
boundary: it is a phenomenon containing many characteristics of belief 
medication and originating in the United States. However, there are claims 
that TT is based on science, especially on nursing science. (Saano and 
Puustinen 1997a: 2306)

The medical specialists were concerned that the work of medical practi-
tioners would not be seen as grounded in the methods and principles of 
science. In this way, they stressed the connection between science and 
their practical work.

In this social world, the main conceptualisation of the group of thera-
pies that includes TT was ‘belief medication’ in both of the texts by the 
medical specialists. They also used the concepts ‘pseudoscience’, ‘non-
science’ and ‘philosophy of life’, characterising the book on TT, for 
instance, as a ‘philosophy-of-life book typical of the New Age ethos’ 
(Saano and Puustinen 1997b: 30). In their writings, the medical special-
ists linked TT with Martha Rogers, the nursing theorist who for them 
represented a ‘typical New Age framework’ that lumps together ‘incom-
mensurate conceptual systems’ (Saano and Puustinen 1997b: 30).

For the social world of medicine, evidence-based medicine was the 
ideal type of science. They emphasised the ‘diagnostic and curative meth-
ods that are based on reliable evidence’, and that there should be evidence 
of both the ‘effect and safety’ of treatments (Saano and Puustinen 1997a: 
2306). Characteristics of science in this social world included ‘modern 
technology, effective products, or precise physiological and biochemical 
effectiveness’ (Saano and Puustinen 1997a: 2306). This was confirmed by 
presenting examples from the book on TT:

Rautajoki states: ‘Clear-sighted people can see the colourful radiation of 
the human being, which, with practice, is clearly identifiable even at a 
metre’s distance from the body surface.’

On the other hand, the concept of energy in TT is connected with medi-
cine: ‘Energy can also be measured with electroencephalography (EEG), elec-
trocardiography (EKG) and electromyography (EMG), which reveal electronic 
currents in the brain, heart and muscles.’ Rautajoki and the theorists of TT 
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clearly do not understand what they are talking about here, but the content 
and context do not matter as long as belief medication’s current favourite 
term, ‘energy’, is the same. (Saano and Puustinen 1997b: 32)

In this excerpt, a lack of knowledge about technology in the book on TT 
is demonstrated and used to identify the characteristics of science. The 
quotations critique Rautajoki for trying to sound medical and techno-
logical, and for making mistakes in her attempt to use the natural-
scientific knowledge base to support the claims of TT. Proponents of TT 
such as Rautajoki are being pushed out of science by this boundary work. 
In the social world of medicine, this boundary work generates the impres-
sion that practising TT is an escape from medicine and medical technol-
ogy, in the same way as Webster (2007: 147) interprets CAM within the 
STS frame.

So how was the role of patients implicated in this social world? The 
medical specialists emphasised the role of responsible service providers in 
the care of patients. Responsible service providers rely on ‘modern tech-
nology, effective products, or the effectiveness of precise physiological 
and biochemical processes’ (Saano and Puustinen 1997a: 2306). The 
medical specialists implied that patients must be protected from treat-
ments that did not use these starting points of evidence-based medicine. 
According to this view, patients must be shielded from all curative mech-
anisms on the market that are not verified through randomised controlled 
trials and repeatable empirical research. Responsible service providers 
think about the benefit to patients:

The patients’ benefit requires professionals to exercise criticality and be able 
to take the patient’s side against various health teachings and devices. 
Professionals also recognise marketing strategies and see them coming from 
behind a smokescreen. (Saano and Puustinen 1997b: 35)

The role of patients here is to rely on expertise, science and medical treat-
ments proven by medical research, stressing the role of technology and 
scientific knowledge. The patient’s freedom of choice seems to be subor-
dinated to medicine and its proofs of effective treatment. Responsibility 
for care seems to lie with experts.
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�Nursing Research

My analysis of the social world of nursing research is based on the writ-
ings of three nursing academics (all departmental committee members) 
at the University of Tampere (UTA), a professor of nursing science at the 
University of Helsinki and a professor of nursing science at University of 
Turku, all of whom put forward their views in journal and newspaper 
articles. In their announcement of the Humbug Award, which was pub-
lished in major newspapers in Finland, the sceptics emphasised that the 
roots of the book could be traced to a master’s thesis which had been 
completed at the department of nursing science at UTA. Following this, 
the nursing scholars on the nursing science departmental committee at 
UTA discussed the quality of their own teaching:

The departmental committee decided that from now on any nursing sci-
ence theses that contain mentions of or references to New Age ideology or 
Parse’s theory will not be accepted.

The departmental committee also decided that it is necessary to reinstate 
evaluators’ statements in master’s theses before publication, so that the 
assessment and evaluation of the level of the work will be easier. The evalu-
ators must also pay more attention than previously to the evaluation forms 
for master’s theses. (Nursing Science Departmental Committee 1996)

The Humbug Award and the departmental committee’s decision meant 
that, for a short while, the department became an arena of public contro-
versy. Students in the department were perplexed by the decision to ban 
some books and theories, and the incumbent nursing scholars were forced 
to clarify the principles of nursing science to the sceptics, the general 
public and the students. The banning of books and theories served as a 
tool to protect science in a situation where the reputation of nursing sci-
ence had become vulnerable; 20 years later, it is no longer officially in 
effect (Vuolanto 2013).

The incumbent nursing scholars conceptualised TT as an ‘alternative 
therapy’, ‘New Age-based teaching’ and ‘flimflam’ (Ollikainen 1996a: 
14–15). In the views of the nursing scholars, the theoretical basis of TT 
was associated with Parse, whose work was labelled poor science and 
unscientific knowledge, as in this example:
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Parse’s own theory therefore emerges from a soup cooked up with the 
following ingredients: some existential-phenomenological concepts 
understood in the Parse way, some of Roger’s concepts, and some of 
Parse’s own thoughts, the philosophical origin of which is impossible to 
trace. (Nieminen 1996: 160)

In the social world of nursing research, the field of science to be discussed 
was nursing science. It appears that the position of the incumbent nurs-
ing scholars was to defend the reputation of nursing science, as is evident 
in this answer given by the UTA professor of nursing science during an 
interview: ‘Scientific university teaching and research in nursing science 
in Finland is not on any level involved with astral planes, energy fields or 
energy exchange, and it completely dissociates itself from these’ 
(Ollikainen 1996a: 13). These nursing scholars were worried about the 
reputation of their discipline. They were also concerned that the aca-
demic status of nursing science would be lowered in the eyes of scholars 
from other disciplines, particularly medicine. Their view of science was 
that it should be autonomous, free of beliefs and influence from outside. 
The professor of nursing science from the University of Helsinki drew a 
clear boundary between scientific knowledge and ‘teachings’ such as TT, 
and stated: ‘What people believe in as the highest force of life is a totally 
different thing. It has nothing to do with science’ (Ollikainen 1996b: 39). 
The incumbent nursing scholars had a protective view of science. In order 
to defend the position of academic knowledge production, they main-
tained that science was recognisable through specific technical procedures 
of research and technologies that used the principles of scientific 
knowledge-making.

The role of patients in the social world of nursing research was to have 
trust in scientific knowledge. Trust in scientific knowledge here was 
intended to protect the patient from being tricked into different kinds of 
therapy such as TT. The professor from the University of Helsinki stated: 
‘The whole concept of “TT” is misleading people. It does not imply 
energy fields, which in fact are in question here’ (Ollikainen 1996b: 39). 
Thus, the role of patients was not to be part of knowledge production 
processes or to participate in research work but to passively absorb scien-
tific knowledge and to trust treatments based on it. The professor from 
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the University of Turku argued: ‘In Finland all healthcare staff take as 
their starting point respect for patients and their individual needs’ (Lauri 
1996). Patients were therefore to entrust the decision-making to experts 
and their scientifically proven knowledge. In this social world, individual 
care and the importance of looking at the overall situation of patients 
were taken as self-evident principles of nursing, but authority over the 
patient lay with the experts.

In this social world, I also identified one sub-world represented by 
former university researchers in nursing. The controversy engaged some 
people who had formerly been university researchers but had moved on 
to other institutions or retired. In particular, it involved two nursing 
scholars who had formerly worked at UTA. One of them had retired a 
little before the controversy, giving up her administrative duties and pro-
fessorial status. She had been the professor of nursing science at UTA 
when the master’s thesis on TT was accepted but had not been actively 
involved in the process, either as a supervisor or as an examiner. After 
retirement, she wrote a great deal and participated in ethical discussions 
inside the nursing profession, for instance, by running a Q&A column in 
Finland’s professional nursing journal. In this column, she commented as 
an outsider on the departmental committee’s decision to ban certain 
books:

Constructing such a vague norm for literature used in master’s theses hints 
at an internal crisis in the department. The researchers who supervise the 
theses do not have the open discussion and enthusiastic scientific argumen-
tation that is often found in a vibrant research community. Having an 
open discussion of the issues in this situation would be a better decision 
than setting a vague external norm. (Kalkas 1997: 32)

Another former university researcher had moved to a government research 
institute in order to conduct research that would be more focused on 
policymaking and more tied with everyday political action than univer-
sity research. She had been the examiner of the master’s thesis on TT. Due 
to this former role, she was asked to comment on the controversial book 
on TT in the University of Helsinki’s newspaper.
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This researcher conceptualised TT and other therapies very differently 
from the incumbent nursing scholars. She called them ‘alternative treat-
ments’, but when we look at her comment, it seems that she regarded 
them quite open-mindedly, not giving them the connotations of ‘flim-
flam’ or ‘New Age-based teaching’ invoked by the incumbent nursing 
scholars:

The official healthcare system has not cast much of an eye over these kinds 
of alternative treatment and they have not even been taken as topics for 
research in a serious way. Anyway, we who come from nursing science do 
encounter people who use these treatments. Therefore I think that addi-
tional knowledge should be acquired about them by means of research. 
Thus it should be investigated why people use these treatments and what 
they get from them that official healthcare cannot offer, she says. (Ollikainen 
1996b: 39)

The retired professor aimed her critique at the departmental committee’s 
decision and questioned the use of the term ‘New Age’ in relation to TT 
and other therapies:

In this case, the decision, at least the part concerning the New Age move-
ment, is hard to follow, because the concept does not have an unambiguous 
meaning … The question at issue is a common term for a diversity of phe-
nomena, the philosophical starting points and worldviews of which differ 
in one way or another from the established, for example, Christian mind-
set. New Age phenomena include, for instance, yoga, shamanism, different 
‘holistic’ healthcare methods, some feminist views, vegetarianism etc. 
(Kalkas 1997: 32)

Inside this sub-world of nursing research, the conceptualisations of thera-
pies such as TT seemed to be more inclusive and understanding than 
those of the incumbent nursing scholars. These conceptualisations also 
came with a different view of science: the former university researchers 
did not emphasise ‘science’ or ‘scientific knowledge’ in the same way as 
the incumbent nursing scholars, nor did they seek to defend nursing sci-
ence’s reputation. They talked more often of ‘research’. It seems that from 
their point of view it was important to defend the diversity of perspectives 
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in nursing research. They seemed to emphasise that it would be harmful 
for one view to emerge as the most important in research and for other 
views to be silenced by the departmental committee. The researcher from 
a research institute suggested that alternative treatments should be taken 
as topics for research ‘in a serious way’.

Both of these former university researchers strongly emphasised the 
interaction between research and society. One of them suggested that 
research was needed on the different treatments used by patients, while 
the retired professor argued:

Many issues of clinical nursing practice are problems that cannot be 
researched without recognising the researcher’s own experiences and the 
personal experiences of the patient or long-term personal observations 
within nursing practice. (Kalkas 1997: 32)

Contrary to the views of the incumbent nursing scholars, in this sub-
world of nursing research, the implicated silent patients had personal 
experiences and a diversity of worldviews that they used to make choices 
regarding their own health and well-being. The patients were understood 
as independently choosing from a variety of healthcare modalities. There 
was no authoritative position above the patients which could be given to 
some other actor such as a doctor or nurse. Thus, the patients’ role was to 
take responsibility for their own healthcare, and in this task their own 
experiences were seen as valuable.

�Nursing

My analysis of the social world of nursing is based on a variety of materi-
als: (1) two book reviews in the journal of Finland’s nursing trade union, 
(2) seven advertisements for books and seminars in the journal of the 
nurses’ national professional association, (3) one article in a Finnish local 
newspaper, (4) one article in a health journal, and (5) one article in a 
UTA student newspaper. Many of the nurses involved were referred to 
anonymously. Even though they had been interviewed in journals, they 
had requested that their names should not be mentioned. Some of the 
nurses wrote under their own names, as in the case of the book reviews.
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Some of the professionals involved had continued their studies by 
entering nursing science programmes at university after gaining their 
professional qualifications at polytechnics. This is typical of nurse educa-
tion in Finland. As a kind of further education, there are also courses 
offered by different educational institutions, such as summer universities. 
Summer universities are located in regions that do not have a university, 
or else are directly tied to local universities. They are owned jointly by 
municipalities and universities, and organise both university-level courses 
and professional education courses. Professor Parse visited one of the 
summer universities in Finland in May 1996 and delivered professional 
education to nurses before the Humbug Award in December 1996. 
According to a local newspaper, approximately 600 nurses attended her 
lecture at a national conference of nursing (Henttonen 1996: 1). Her 
books were also translated into Finnish at that time, which is a sign of the 
popularity of her books and theories. In the year following the Humbug 
Award, Parse visited Finland again, but the conference did not attract 
much attention.

In the social world of nursing, TT and other therapies were conceptu-
alised in many ways. Some of the nurses had not made the connection 
between TT and Parse, and they defended Parse’s theory as one of those 
that could be used in professional work: ‘I was listening to Parse last 
summer when she was introducing her theory and her research method 
at the national conference of nursing science. At that time, this was a 
question of one theoretical approach to patient care’ (Kalkas 1997: 32; 
question by anonymous ‘Perplexed bystander’). One nurse was ambiva-
lent about how to conceptualise TT after reading the book:

Meditating in the middle of a working day is relaxing and rewarding for 
sure, but in our care communities using this treatment would give one a 
reputation as a ‘crazy person’. However, what the heck, the book paints a 
picture of a novel, brave and boundary-breaking nurse who trusts her own 
and especially her patients’ abilities. Is TT complete humbug, or at last a 
truly concrete theory amid the fashions that are so popular in nursing sci-
ence nowadays? Read and decide for yourselves! (Lyyra 1997: 40)
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Another nurse was critical of TT and wrote in her book review:

As the text proceeds, the boundary between physical and non-physical 
touch becomes blurred … It is unclear when physical touch is classified as 
therapeutic and when not. As a reader, I am not completely convinced that 
TT is the kind of holistic nursing where a person is taken into account as 
a whole and unique individual. (Routasalo 1997: 38)

Thus, nurses’ conceptualisations of TT are varied, and in part exemplify 
the difficulties they had connecting TT with Parse’s popular theories.

In the social world of nursing, the field of science to be discussed was 
nursing science. For nurses, science was a continuation of nurse educa-
tion. Science was to serve the professionals’ work, give it ideas and nour-
ish it. The nurses were concerned that nursing science might be in tension 
with the principles of nursing practice: ‘How do I learn to understand 
patients if I cannot be scientifically interested in their ideologies, even if 
those be New Age—whatever that is?’ (Kalkas 1997: 32; question by 
anonymous ‘Perplexed bystander’). Science should preserve the princi-
ples of good nursing practice and take them as guidelines for research. 
Thus, science should follow nursing practice, respecting the ideologies 
and lifestyles of patients and conducting research on them. In this social 
world, techniques, not technologies, of nursing practice in relation to 
touching were discussed.

Regardless of its ambivalence about therapies such as TT, this social 
world unanimously emphasised the role of patients as independent indi-
viduals making decisions about their own health. According to the news-
paper report on the conference where Parse was teaching, the ‘patient 
[was] the main character in the care situation’ who was ‘elevated as a king’ 
(Henttonen 1996: 1, 4). The care situation was to be filled with the ‘gen-
uine presence’ of the nurse and patient, and it was to be based on an equal 
interaction. The ‘patient’s wishes and evaluation abilities were at the cen-
tre’ (Venäläinen 1997: 9), and the nurse was not to ‘impose advice’ or 
‘judge the patients’ lifestyle’ (Rantala 1997: 52). Thus, this social world 
emphasised patients’ freedom of choice and their participation in 
decision-making.
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�Therapeutic Touch

I analysed the social world of TT through the work of one therapist, the 
one who wrote both the master’s thesis on TT and the book on the same 
topic. She had been trained as a laboratory technician and subsequently 
had practised on a radiotherapy ward (Rautajoki 1993: 1). Following 
that, she had started studies in nursing science at university. During her 
studies, she participated in a reiki course, which according to her was the 
only way of studying treatments such as TT in Finland at that time 
(Rautajoki 1993: 96). She wrote her master’s thesis based on a literature 
review of 65 nursing articles. The main topic of the articles was TT. The 
master’s thesis was a conceptual analysis of the main themes of TT. As a 
nurse, she had used TT in patients’ pain management (Rautajoki 1993: 
1–2). Later, she also worked as a teacher of nurses at a polytechnic insti-
tute. She wrote a book about TT in a prestigious book series targeted at 
professional nurses. After the publisher was awarded the Humbug Award, 
the therapist wrote one article for a local newspaper in response to the 
incumbent nursing scholars and another for the University of Helsinki’s 
newspaper. She was also interviewed in the University of Helsinki’s news-
paper by the secretary of the Finnish Association of Sceptics.

In her master’s thesis, the therapist conceptualised TT as ‘holistic nurs-
ing’, ‘non-traditional’ and ‘soft’ treatment (Rautajoki 1993: 2). This was 
the only therapy she conceptualised, and she mainly referred to it by 
name. She did not produce categories such as CAM or New Age unlike 
some of the other actors. She wrote in her thesis:

In Finland TT is an unknown concept in the area of official healthcare and 
for that reason it has not been studied in nursing science, but here too reiki 
therapy courses are being organised outside healthcare. (Rautajoki 1993: 1)

She analysed the main concepts of TT, such as ‘energy’, ‘interaction’ and 
‘touch’, and studied what it is like as a treatment and what the roles of 
patient and nurse are in the practice of TT.

For this social world, the role of science was to analyse therapies such 
as TT and other phenomena. These ‘should be dispassionately and open-
mindedly analysed and researched, and not banned because the issue of 
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energy fields or energy changes cannot yet be measured with current 
measuring tools’ (Rautajoki 1997: 30). Through research, these therapies 
could also be legitimated: ‘From the material, it was evident that TT is an 
accepted treatment in healthcare in other parts of the world’ (Rautajoki 
1997: 30). In this social world, research could be used to cultivate the 
discussion of different therapies that are used and popular among patients. 
In relation to the concept of ‘energy’ in her analysis of the TT literature, 
the therapist mixed elements from modern physics and Eastern mysti-
cism, relying on work that attempts to discover parallels between the 
worldviews of physicists and mystics. In the master’s thesis, she mostly 
used the work of Capra (1975). This indicates that science in this social 
world was used to support syncretist thinking, respecting the traditions 
of both physics and mysticism. It can also be interpreted as boundary 
work aimed at balancing between different worldviews: the therapist was 
closely involved and trained in the world of TT, but simultaneously she 
was also completing her master’s thesis at university, and she was con-
scious of the tensions between these worlds (Rautajoki 1993: 103).

The limits of modern technology arose as an issue in this social world. 
Technology was brought up in the context of measuring the energy 
exchange during TT. The phenomena of TT ‘cannot yet be measured’ 
(Rautajoki 1997: 30), which indicates that the writer expected that in 
future the energy flows would also be measurable with modern technol-
ogy. I interpret this type of argumentation as a willingness to work with, 
and stay in parallel with, the development of modern technologies rather 
than as an escape from technology or ‘escape from medicine’ in Webster’s 
(2007) terms. The writer was convinced that technologies to study these 
phenomena had not yet been developed. For her, these phenomena were 
beyond the reach of technology, but she expected this to change in the 
future as modern technology developed further.

In this social world, for the patients, the therapist was a companion in 
an interaction that was based on a feeling of ‘closeness’ on the part of the 
patient and ‘emphatic listening’ on the part of the nurse (Rautajoki 
1993: 25). The patient was an independent being seeking ‘harmonisa-
tion’ in his or her life (Rautajoki 1993: 103). This could be interpreted 
as argumentation targeted at general well-being rather than medical 
intervention (Webster 2007: 159). The therapist aimed to make it 
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possible for the patient to choose between different therapies: patients 
themselves choose what is best for them. The therapist in this social 
world was concerned about the labelling of TT as humbug and the over-
charging of patients. The patient in this social world was an autonomous 
thinker, a being who must be taken seriously and not labelled a ‘hypo-
chondriac’ (Rautajoki 1993: 103). The therapist attempted to give the 
patient a central role in the choice between different therapies and treat-
ments. This is in line with STS research arguing that lay knowledge is 
becoming stronger than expert views in current healthcare settings 
(Wilcox 2010: 54).

�Conclusion

This chapter demonstrates the usefulness of the social worlds framework 
to study the under-researched area of CAM in STS. Christensen and 
Casper (2000: S98) sum up the contributions that the study of the social 
worlds of a controversy can bring: it can be used to examine the commu-
nities through which specific issues enter scientific and public debate, to 
look outside the walls of science to other social worlds and to reveal the 
multiple meanings of the issues and their impact on various stakeholders. 
The rich controversy over TT revealed many parties that expressed their 
concerns and fears about TT and other therapies, and at the same time 
exposed their perceptions of science, technology and the patient role in 
healthcare. My analysis demonstrates that to see CAM only in juxtaposi-
tion with medicine is to oversimplify the situation by neglecting the vari-
ety of actors involved in defining CAM and disregarding the multiple 
meanings of CAM controversies and their impact on various stakehold-
ers. My analysis has started to uncover the multiple communities through 
which CAM controversies enter scientific, public and professional debate. 
The controversy over TT demonstrates that it is possible that most com-
munities participating in CAM controversies lie outside the walls of sci-
ence, such as former university researchers, medical specialists, therapists 
and nurses—not to mention patients, who were silent and yet present.

The social worlds approach brings insight into the professional com-
munities that participated in the controversy. It is interesting how 
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differently from the professional community of nurses the professional 
community of medical specialists viewed their closest science, medicine. 
The way in which nurses understood and talked about their nearest disci-
pline, nursing science, appeared to be an attempt to mould nursing sci-
ence, whereas medical specialists took the authority of medicine for 
granted and built their position in the debate upon that authority 
(cf. Brosnan 2015). This may be due to the fact that during the debate 
over TT nursing science was still an emergent discipline, which had been 
rapidly academised, but which in Finland had only partially moved into 
universities, making the field prone to controversy (Vuolanto 2017). 
However, the professionals’ relationship with science and knowledge 
might help us to begin to understand, as Garrety (1997: 758) proposes, 
‘why some voices are heard more clearly and loudly than others’. In light 
of my analysis, I consider it important that STS should recognise the 
diversity of voices and not interpret CAM controversies only in relation 
to medicine. Medicine has a strong voice in CAM controversies, and it is 
supported by powerful actors, such as the scepticism movement, that also 
attract attention in the media. This chapter illustrates that STS frame-
works such as the social worlds approach have the potential to reach other 
forms of knowledge production, and other health professions as well.

Weaving an analysis of views of science and the patient role through an 
analysis of social worlds was revealing of the dynamics of the different 
communities. In this respect the social worlds of medicine, nursing 
research and scepticism differed from the other worlds. They accorded 
science power over the individual’s health. Professionals were seen in 
these social worlds as experts who have the authority to make decisions 
about treatments on the basis of their ownership of scientific knowledge. 
Their reactions to the controversy support Webster’s (2007: 146) view of 
CAM users as contesting the role of experts. In the TT controversy, medi-
cal specialists, incumbent nursing scholars and sceptics took this contest 
seriously, defended their authority and gave patients a minor role.

In the other social worlds and sub-worlds—former university research-
ers, nurses and therapists—the personal experiences, choices and partici-
pation of patients were emphasised much more. It seems that the actors 
that were closest to the patients were more inclined to give patients a 
voice. In particular, the social world of nursing, the sub-world of nursing 
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research and the social world of TT appeared more willing to give patients 
an independent role in healthcare. This might be because in these social 
worlds it was natural to be loyal to the reference group (Shibutani 1955: 
568) of patients. The other social worlds were more loyal to science and 
the scientific worldview. Another possible interpretation, closely related 
to this one, is that the social world of nursing, the sub-world of nursing 
research and the social world of TT were in a position where they could 
make compromises (Shibutani 1955: 568) and thus move between differ-
ent social worlds more flexibly than the other social worlds. They could 
be seen as boundary agents, understanding patients from the position of 
nurses that are close to the healing traditions and different cultural under-
standings of health in the patients’ world.

Helga Nowotny (1975: 43) highlights the cognitive incompatibilities 
in controversies in science. In the controversy studied here, the sides who 
were willing to commit themselves to commenting on TT and other 
therapies seem to come from incompatible social worlds. However, to 
study the social worlds of CAM more deeply would need much more 
research and broader material. There is also room for analysis of the 
hybrid understandings and anomalies that might appear within each 
social world if there were more actors involved than in this small and 
local controversy. The limited Finnish material presented here gives ideas 
for much broader future work on CAM controversies to deepen our 
understanding of each social world found here and to find even more 
social worlds involved in defining CAM in different cultural contexts.

Note

1.	 During the 1980s, nursing was institutionalised in seven Finnish universi-
ties. This was soon reduced to five, which continue their nursing pro-
grammes today. A special characteristic of Finland compared with other 
countries (Spitzer and Perrenoud 2006) is that professional nurses are not 
educated at universities but at the lower-level polytechnic institutes. 
University nursing curricula are intended to provide further education for 
nurses to become teachers, administrators and researchers, and to develop 
nursing research (Laiho 2012).
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4
Qigong in Three Social Worlds: National 

Treasure, Social Signifier,  
or Breathing Exercise?

Fabian Winiger

�Introduction

Drawing on the social worlds perspective in science and technology stud-
ies (STS), this chapter uses the case of Chinese ‘qigong’—one of the most 
widespread East Asian techniques of self-cultivation in Europe and North 
America—to trace the multiple discourses of this practice as it is articu-
lated (a) by practitioners of qigong during the height of the Chinese 
qigong movement in the 1980s and 1990s, as reflected in popular books 
and magazines from that period; (b) by anthropologists and religious 
studies scholars who have written on the phenomenon since the late 
1980s, and (c) by biomedically trained scientists studying the effects of 
qigong with conventional methods. It is suggested that each constitutes a 
distinct social world which gives rise to a self-contained ‘universe of 
discourse’ where qigong is constituted as an ‘[assemblage] of language, 
motive, and meaning’, and where what qigong ‘is’ is expressive rather of 
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the production of ‘doable problems’ than of a discrete set of bodily 
practices (Fujimura 1987).

Although the notion of vital energy is no stranger to conventional 
Western medicine (Ning 2013), complementary and alternative medi-
cine (CAM) modalities based on breath-of-life concepts like qi or prana 
offer no point of convergence with mainstream biomedical epistemology, 
and the worlds of biomedical science and CAM practitioners starkly 
diverge in the study of therapeutic modalities based on such concepts. 
Whereas herbal medical doctors can in principle exchange institutional 
prestige for accepting a biomedical reconstruction of their practice—for 
instance, by reframing the efficacy of Tibetan medicine through the 
extraction of its ‘active ingredients’ (Adams 2002)—qigong revolves 
around the manipulation of an inextricable but vital energy with no 
apparent material basis.

Such practices thus expose the epistemological fault line between 
the realms of fact (‘medical explanations’) and belief (‘philosophy’) 
which demarcates acceptable CAM practices. Consequently, therapeu-
tic modalities based on a vitalistic ontology are ‘among the most con-
troversial of CAM practices’ and an easy target for accusations of 
‘immorality, quackery and fraudulence’ (Keshet 2011: 13, 14). The 
discussion quickly deteriorates to polemical bottom-line arguments of 
the sort that alternate between empathic statements that qi cannot be 
‘knocked on’ like evidently material things, such as furniture, and the 
grave moral consequences if the flood gates were opened to any truth-
claim however tendentious (Edwards et al. 1995). Clinically oriented 
research tends to look for evidence of efficacy outside tangible physi-
ological benefit (the domain of ‘disease’ reserved for biomedically 
legitimised practices), in the arbitrary and subjective realms of ‘illness’ 
(Kleinman 1988). Social science research likewise tends to stop short 
of examining the physiological and material effects of such therapies. 
As a result, as observed by Brosnan, Vuolanto, and Danell in the intro-
duction to this volume, ‘the actual content of CAM is often taken-
for-granted, and the focus is on how CAM is perceived by, experienced 
by or mediates relationships between people’ (p. 2).
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�Research Material and Methods

The following study of the three different social worlds of qigong is based 
on analysis of three distinctive sets of primary sources. For emic under-
standings of qigong practices, the present argument centres on the Chinese 
literature on the topic published during the second ‘qigong fever’ (qigong re) 
which swept the People’s Republic of China (PRC) between the early 
1980s and the late 1990s and at its peak involved several hundred million 
practitioners (Palmer 2007). In 1999, in the wake of a crack-down on 
Falung Gong, a large group of qigong practitioners which had turned into 
a militant salvationist movement and was perceived by the Party-state as 
a rival and a threat to its power (Li 2014; Ownby 2008; Penny 2012), 
public qigong practice was banned in the PRC and almost all officially 
sanctioned activity came to a halt. Qigong-related books and magazines are 
still published in the PRC, but almost all have changed their focus to prac-
tices of ‘nurturing life’ (yangsheng), an extraordinarily broad category rang-
ing from collective disco-dancing for the elderly in public parks, the playing 
of traditional instruments, and jogging backwards to keeping pet birds and 
learning foreign languages (Farquhar and Zhang 2012)—providing cover 
to the politically more problematic qigong practices. Moreover, since the 
abrupt end of the Chinese qigong fever, interest in traditional body-culti-
vation practices has been eclipsed in the PRC by a burgeoning interest in 
psychoanalysis (Huang 2013), yoga, and various imported self-help and 
New Age beliefs (Iskra forthcoming).

Despite the explosive proliferation of qigong-related literature during 
the qigong fever and the spread of widely popular charismatic qigong ‘mas-
ters’ who attracted millions of followers, insofar as the Chinese qigong 
fever is reflected in print publications, most practitioners shared a basic 
understanding of the term qigong and its role in Chinese history, and 
disagreements seem to have mainly occurred in regard to the specific 
beliefs and practice methods advocated by individual qigong groups. Five 
publications representing this social world are chosen for their compre-
hensiveness (Ji et al. 1993; Li 1988), institutional prestige, that is, through 
publication by state-sponsored publishing houses (Gao et al. 1991), or 
support by well-known pioneers or patrons of the qigong milieu (Tao and 
Yang 1981, 1982, 1984, 1989; Zhang 1995).
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For representations of qigong practices in the social scientific literature, 
studies published on the phenomenon since the late 1980s are discussed. 
With the ban of public qigong practice following the crack-down on 
Falun Gong, research on qigong  in the PRC has become difficult to 
conduct. Although the Chinese qigong fever was the ‘largest contempo-
rary expression of urban religiosity’ (Chau 2010: 23) in the PRC in the 
first 20 years after the end of the Cultural Revolution, a relatively small 
number of articles, book chapters, monographs, and doctoral disserta-
tions has been published. The present discussion refers to every 
major  English-language publication known to the author, as well as a 
small number of works in French and German.

Notwithstanding the considerable ambiguity evident in the biomed-
ical literature regarding exactly what constitutes qigong, new studies are 
published on a regular basis in both CAM journals and conventional 
specialist journals. The biomedical literature discussed here is based on 
a PubMed search of systematic reviews on qigong practices (371 results), 
narrowed to reviews published in the previous ten years (36 results).1 
Articles were chosen to capture a wide range of journal and publication 
styles, including systematic reviews and meta-analyses of Randomized 
Controlled Trials (RCTs) authored by well-known sceptics of CAM 
(Lee et al. 2007, 2009, 2011), a recent Cochrane review (Hartley et al. 
2015), a systematic review and construct analysis of qigong in cancer 
care (Klein et al. 2016), and additional studies mentioned which illus-
trate the understanding of such practices within the biomedical world 
of qigong.

�Qigong as National Treasure

After years of suppression during the Cultural Revolution, the beginning 
of the Opening and Reform period (1978–present) allowed qigong mas-
ters to teach in public for the first time in years. Typically, aspiring qigong 
masters presented themselves through the archetypical three-partite 
narrative trope of chu shan le (‘coming out of the mountains’): the aspir-
ing adept withdrew from society and embarked on intense meditative 
training in the seclusion of China’s mythical shrouded mountains. There, 
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he or she was initiated into an ancient lineage of spiritual seekers, 
underwent rigorous ascetic training in secretive techniques of self-cultiva-
tion, triumphed over internal or external adversaries, and eventually 
climbed to new heights of spiritual insight. After completing this trans-
formation, the ascended master returned to society to found his or her 
own group of disciples.

A great variety of Chinese-language literature on qigong was produced 
during the 1980s and 1990s, propagated by an even greater number of 
‘masters’ and ‘grandmasters’: the Complete Book of Contemporary Chinese 
Qigong counted 182 different qigong groups and 161 types of qigong 
(Ji et al. 1993)2. The authors in this literature generally agree on the basic 
premise of chu shan le: that qigong has for millennia formed an integral 
component of the vast treasure trove of China’s mythical national history 
but has been lost to the public at large. Qigong is typically understood as 
an emblematic, trans-historical carrier of an intangible Chinese national 
essence linked, tenuously, to key figures in Chinese history.

In this vein, the authors of the Treasure Collection of Taoist Qigong 
(Feng and Zhou 1990) attributed the origin of qigong to the Yellow 
Emperor, the mythical founding figure of Chinese medicine (Penny 
1993: 170). Similarly, the Complete Book traced the origin of qigong to 
the legendary Pengzu, who lived to 800 years due to his practice of qigong 
and whose time is sometimes cited as the starting point of Chinese cul-
ture. Such accounts imply, or flatly state, that qigong practices are the 
‘essence’ (jinghua) of traditional Chinese culture and therefore a national 
‘treasure’ (zhenbao) to be put in the service of the nation and the world at 
large, where it will catalyse the revival of Chinese ‘spiritual civilisation’ 
and the return of the Chinese nation to its rightful place in history. 
Detailed technical discussions of individual practices are woven into a 
shared cultural-nationalist subtext which presents the vast array of qigong 
practices as a living embodiment of the greatness of the Chinese historical 
legacy.

Following the conventions of a certain genre of Chinese historiogra-
phy, this literature tends to consist of lengthy compilations of annotated 
excerpts drawn from the classical religious and medical canon, which are 
reinterpreted in the light of contemporary practices. The History of 
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Chinese Qigong, the first comprehensive history of qigong practices 
published in the PRC, for instance, provides a description often repeated 
as a standard definition of sorts. It defines qigong as follows:

Taking the strengthening of the harmony [xietiao xing] of humanity’s 
organism as its primary goal, using the adjustment of mind [tiaoxin], 
breath [tiaoxi] and posture [tiaoxing] to cultivate heart and mind [shenxin], 
that is qigong. (Li 1988: 2)

Accordingly, qigong is a process of self-consciously cultivating one’s ‘life 
activities’, including breath, thought (siwei), and physical body, of which 
thought is the most important. These activities should be goal oriented, 
conscious (yishi), and planned (jihua) and therefore completely different 
from the instincts of animals. They should first and foremost benefit the 
health of people, for example, by promoting physical vigour (yuanqi), 
fighting disease, and promoting self-healing abilities, intelligence, and 
developing the human potential. Any such techniques that allow the 
practitioner to enter a ‘qigong state’ (qigong tai) where ‘body and mind are 
one’ (shenxin ru yi) and one ‘forgets both oneself and everything else’ (wu 
wo liang wang) can be called qigong.

Li noted that the term ‘qigong’ is a recent invention (see the following 
discussion) but argued that such practices have existed outside China for 
a long time under different names. Within China, they could be divided 
into a few main schools: ‘guiding and stretching’ (daoyin), ‘circulating qi’ 
(xingqi), ‘preserving thought’ (cunsi), and cultivating the ‘internal cinna-
bar field’ (neidan) (Li 1988: 1–5). Throughout history, these were created 
by imitating nature (fangsheng), leading to practices with names like ‘Five 
Animals’ (wu qin xi) or ‘Turtle Breathing’ (gui xi). This was not merely 
based on mimicking the appearance of nature but on the observation of 
the laws governing the macrocosm, which through introspection (neix-
ing) were applied to the microcosmic laws governing the organs and qi 
channels (jingluo) in the body (Li 1988: II–IV, 28–31).

Where the Complete Book begins with Pengzu, the History traces qigong 
practices back to labour and agricultural activities of the Lower 
Palaeolithic, when they were transmitted independently as a part of 
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medicine, religion, education, and warfare. Today’s qigong, argued Li, 
therefore encapsulates the sum of 5000 years of Chinese people’s collec-
tive experience. Having acknowledged that such practices never formed 
an independent subject until the invention of the term qigong in the 
twentieth century, the remaining 450-odd pages of the History confi-
dently excavates qigong from the many faces it assumed throughout 
Chinese imperial history. The same approach, of confidently excavating 
qigong, is taken in the Great Encyclopaedia of Chinese Qigong (1995), a 
1700-page tome edited by Zhang Zhenhuan, a powerful patron of the 
Chinese qigong milieu and first director of the Chinese Qigong Research 
Association, as well as in the four-volume strong Collection of Qigong 
Therapeutic Methods (Tao and Yang 1981, 1982, 1984, 1989) and the 
14-volume Chinese Classical Qigong Library (1991).

The notion of an internally consistent set of qigong exercises at the 
core of China’s mythical, 1000-year-old culture also continues to inform 
the official textbook used to teach qigong in traditional Chinese medical 
colleges in the PRC. Compiled by 30 professors from Chinese medical 
colleges and universities in every major province (Liu 2012), it argues 
that qigong has a history of 2000–3000  years and was developed in 
Buddhist, Daoist, medical, martial art, ‘folk’ (minjian), and Confucian 
traditions. Its English translation, published in 2010, argues in the 
introduction that ‘if you ask 100 qigong practitioners what qigong is, you 
may get 101 different answers’ (ibid.: 3). Accordingly, tuna,3 daoyin, and 
so on were all ‘ancient cultivation and refinement methods’ (xiulian 
famen), and ‘qigong’ is an ‘all-inclusive contemporary term that applies 
to all traditional mind-body-breathing integration exercises and tech-
niques’ and refers to ‘the skill of body-mind exercise that integrates body, 
breath and mind adjustments into one’ (ibid.: 4). In this social world, 
exercises and techniques developing that skill are believed to be found 
littered across the classical literature, where they symbolise the historical 
continuity and transcendent greatness of an immeasurably profound but 
obscure culture which harbours the potential to revitalise the Chinese 
nation and humanity at large.
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�Qigong as Social Signifier

The Chinese qigong literature stands in stark contrast with the decon-
structive methodology of the social scientific literature. Accordingly, the 
creation of the term qigong was a ‘political act’ intimately tied to the 
takeover of the Communist Party in 1949, when the state reversed its 
earlier policy of opposing traditional Chinese medicine and began to use 
local healers to mitigate a severe shortage in modern medical doctors 
(Palmer 2007: 29). The term was invented when a local Communist 
Party leader heard of a young Party member named Liu Guizhen 
(1920–1983), who had been miraculously healed from his numerous ill-
nesses by an exercise practised by a paternal uncle in his village. Impressed 
with Liu’s sudden return to health, the leader sent him to return to the 
village and learn the practice in its entirety.

Upon his return, Liu was assigned to teach it in a local sanatorium for 
Party members and to work with local hospital officials in order to cleanse 
it from its ‘superstitious’ background and turn it into a modern medical 
method. The reformulated practice replaced the original names of the 
exercises (e.g. ‘The Claw of the Golden Dragon Sitting in Meditation in 
the Chan Chamber’) with more scientific-sounding terms (e.g. ‘I practise 
Sitting Meditation for a Better Health’). The group discussed a general 
name for these newly created practices, and after considering ‘spiritual 
therapy’ (jingshen liaofa), ‘psychological therapy’ (xinli liaofa), and ‘incan-
tation therapy’ (zhuyou liaofa) they settled on ‘qigong therapy’ (qigong 
liaofa). As Liu explained, ‘the character “qi” here means breath, and 
“gong” means a constant exercise to regulate breath and posture, that is to 
say, what popular parlance calls to practise until one has mastery [you 
gongfu]; to use medical perspectives to organise and research this qigong 
method; and to use it for therapy and hygiene, while removing the super-
stitious dross of old […]’ (Palmer 2007: 30–32).4

A similar account is presented by Otehode (2009) and Penny and 
Otehode (2016). They state that the name ‘qigong’ was chosen for such 
practices because the character ‘qi’ may be interpreted to refer both to 
oxygen (yangqi)—a biomedically endorsed concept—and to the Chinese 
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medical notion of ‘primordial qi’ (yuanqi). According to Penny and 
Otehode (2016: 73), contrary to the attempt to prove the ancient pedi-
gree of qigong with the use of the term in classical Chinese literature, the 
Tangshan Qigong Sanitorium founded by Liu at first used the term 
qigong (气工) with the character gong (工), referring to ‘work’, ‘labour’, 
‘skill’, ‘trade’, ‘profession’, and so on, rather than gong (功) in the sense of 
‘meritorious deed’ or ‘achievement’.5

One of the practices created by Liu, named ‘health maintenance train-
ing method’ (baojiangong), illustrates the reinvention of qigong in the 
early 1950s: it consisted of 18 selected movements taken from neigong, a 
generic term referring to ‘soft’ or ‘internal’ (nei) practices focussing on the 
circulation of qi (as opposed to the ‘hard’ or ‘external’ [wai] type of physi-
cal practices found in martial arts); daoyin, a loosely defined category of 
bending and stretching exercises found in early Han-dynasty medical 
manuscripts, medieval Daoist scriptures, and Tang-dynasty immortality 
practices (Kohn 2008); as well as shi er duan jin, a seated exercise related 
to the Eight Pieces of Brocade (ba duan jin) commonly attributed to the 
Ming dynasty. The newly created practice was judged to ‘[accord] with 
the structure of the human body’ by a Soviet professor at the Beijing 
Medical University, who added 3 more movements himself, bringing the 
total movements to 21. Baojiangong was later included in the ‘Outline of 
Chinese Traditional Medicine’ (1959), where it was described as a ‘qigong 
therapy with “a long history”’ (Otehode 2009: 245).6

During the Cultural Revolution, all official qigong-related activities 
came to a halt and Liu Guizhen was removed from his position. But with 
the beginning of the Opening and Reform period from the late 1970s, a 
‘cultural fever’ (wenhua re) began to spread in the PRC, and interest 
surged in qigong, martial arts, the yijing, the study of the classics, and 
other facets of traditional culture violently opposed during the Cultural 
Revolution. It is in this context that the myth of chu shan le imbued the 
medicalised ‘qigong therapy’ of the 1950s with new significance, and 
qigong grew into a sweeping social movement, involving at its peak dur-
ing the 1980s and 1990s up to one-fifth of the PRC’s urban population 
(Palmer 2007: 6). By the time of the ban of qigong-related activities in the 
PRC following the crack-down on the Falun Gong group in 1999, the 
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Chinese qigong fever had become the ‘largest mass cultural, social, and 
religious movement in urban post-Mao China’ (Palmer 2008: 80). 
Individual groups such as Falun Gong or Zhong Gong had gained more 
followers than the Chinese Communist Party (Palmer 2008, 2011) and 
enjoyed considerable institutional support at the highest echelons of the 
Party bureaucracy, the medical establishment, and the military-industrial 
complex (Palmer 2007).

While some qigong groups were motivated by more commercial 
motives (Palmer 2011) and Falun Gong by the mid-1990s had turned 
into a salvationist movement in opposition to the Communist Party 
(Ownby 2008; Penny 2012), more ideologically inclined groups such as 
Zhineng Qigong explicitly premised their beliefs and practices on the 
mythical return of Chinese spiritual civilisation and dedicated much of 
their effort to cultivating an intimate ideological symbiosis with post-
Mao ideology (Winiger forthcoming). Much of the non-Chinese aca-
demic literature on the Chinese qigong movement, however, has focussed 
on the cathartic and far more visible performance of ‘spontaneous qigong’ 
(zifa gong) in public parks (Chen 1995; Micollier 1999; Ots 1991, 1994).

Echoing the anthropological turn towards the body emerging in the 
early 1990s, this literature understood the various, often bizarre beliefs 
and practices circulating in the qigong fever as embodied expressions of 
emotions and behaviour not sanctioned during the highly repressive 
social environment of the Mao era. As Chen wrote, ‘practitioners believe 
that trees have special powers of qi that can revive the force of qi in their 
own bodies. Many individuals can be seen hugging trees, rubbing their 
bodies around the trunk of trees, dancing in circles around trees, or sit-
ting quietly before a tree’ (Chen 1995: 354). ‘At once a healing art, a daily 
regimen of exercise, and a spiritual revival’, such practices created a ‘social 
arena where trance, possession, and existence within otherworldly times 
and spaces were common practices of daily life’ (ibid.: 347–348). 
Paradoxically, considering the term qigong was invented by a Party cadre, 
and qigong practices were promoted by the state during the 1950s and 
early 1960s and again throughout the 1980s and 1990s, these studies 
demonstrate how qigong enabled a withdrawal from the totalitarian grip 
of the state and the renegotiation of the self in relation to it in a safe space 
exempted from the normative pressures of urban life.
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Reading this account against the emic understanding of qigong found in 
the Chinese literature, the practices themselves seem to play a negligible 
role—they appear as supporting actors in a larger, socio-political drama 
and figure as ‘signifiers of other, broader societal shifts’ as opposed to ‘being 
understood in their own right’ (Brosnan, Vuolanto and Danell, this 
volume, p. 2). Thus far, this literature has described the emergence of 
the  Chinese qigong movement in the 1950s as an ‘invented tradition’  
(Hsu 2008; Otehode 2009; Palmer 2007; Penny and Otehode 2016); in 
terms of its revival after the Cultural Revolution (Heise 1999; Miura 1989; 
Otehode 2009; Palmer 2007); the transmission of qigong in the PRC as a 
form of ritualised embodied knowledge vis-à-vis the institutionalisation of 
traditional Chinese medicine (Hsu 1999) and as a form of contested med-
ical knowledge in China’s transition to a market-economy (Chen 2003); 
the construction of qigong and qi-related paranormal abilities within reli-
gious, nationalist, and scientific discourses (Despeux 1997; Karchmer 
2002; Jianhui Li and Fu 2015; Palmer 2007; Penny 1993; Van der Veer 
2010; Xu 1999); and the highly visible cathartic exercises (zifa gong) with 
their possibilities of escape from the purview of an oppressive state 
(Chen 1995; Micollier 1999; Ots 1991, 1994; Lim 2009). Studies of 
qigong outside China have tended to focus on the question of authenticity 
and commodification in the context of the contemporary Western spiri-
tual market place (Komjathy 2006; Siegler 2011).

Indeed, its portrayal in the social scientific literature seems to suggest 
that qigong proliferated due to little or no instrumental utility of its own, 
and few attempts have been made to understand what Hsu and Lim (2016), 
following Latour (2000), term the ‘thing’—that is, qigong practices—in its 
own right. Other than a general discussion of the phenomenology of qigong 
(Murakawa 2002), no alternative model has been proposed to put the 
experiential reality produced by such practices into dialogue with the 
Cartesian conception of the body-mind. Instead, according to Brosnan, 
Vuolanto and Danell, ‘the focus is on how [qigong] is perceived by, experi-
enced by or mediates relationships between people’ (p. 2).

This problem is well exemplified by Xu (1999: 961), who compared 
anthropological studies on qigong with studies of bodily practices whose 
practical value does not enter the picture and are apparently unrelated to 
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each other if not for their shared fate in providing a canvas for an intense, 
embodied political struggle. As Xu argues:

Joseph Alter’s study of Indian wrestling (1993), for example, tracks the 
wrestlers’ self-conscious reappropriation of their bodies from the power of 
the state through a regimented discipline aimed at resisting docility. John 
Donohue’s study of the Japanese martial art karate (1993) explores how, in 
the West, karate’s symbolic and ritual functions create a psychological 
dynamic that counters the prevalent fragmentation of urban life. Douglas 
Wile’s research on Chinese taijiquan (1996) similarly reconstructs the cul-
tural/historical context in which this martial art was created. He shows that 
what motivated nineteenth-century literati to create taijiquan was its rep-
resentational function rather than its practical utility.

A notable exception seems to be found in Sagli’s (2008) study of 
Norwegian practitioners of the ‘Biyun’ style of qigong. However, although 
Sagli describes the phenomenology of Biyun in some detail, her theoreti-
cal framework draws heavily on Despret (2004) and suggests that ‘learning 
to affect’ and ‘be affected’ by qigong is closely tied to a relationship of 
‘trust’, ‘interest’, ‘authority’, and ‘expectation’ between the affected, that 
is, the Biyin-qigong teacher and his or her students. Like Despret, Sagli 
uses Gregory Bateson’s understanding of ‘authority’ as ‘when anyone who 
is under the influence of that authority does everything possible to make 
whatever this person says to be true’ (Sagli 2008: 549; Despret 2004: 
118). Students who learnt ‘to be a nose’ (that can perceive qi) were thus 
‘able to obtain results that confirmed their expectations because it mat-
tered to them that what the teacher took to be true was true’ (Sagli 2008: 
549). Biyun practitioners, located in a context of trust, interest, expecta-
tion, and authority, exhibited what Despret refers to as a ‘preference for 
agreement’ towards their fellow practitioners and the Biyun teacher. Sagli 
thus eschews fundamentally engaging with the phenomenology of prac-
tice and reproduces the Cartesian assumption that the body is ‘duped’ by 
the mind. Qigong practice, therefore, fundamentally revolves around 
charismatic leadership and social relations of power.

Though a valid argument within the discursive logic of its own social 
world, if biomedical epistemology has sustained a prolonged critique of 
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biological reductionism, this line of argument may seem to perpetuate its 
own epistemic blindness—that is, it passes over what appears to be the 
most basic ontological claim made by practitioners of any type of qigong: 
that their practice is not a matter of ‘body politics’ (Chen 1999) but prin-
cipally revolves around the experiential apprehension of qi, believed to 
create material improvements to their physical or spiritual well-being. 
Instead of exploring the phenomenon in its own right—to ‘represent 
them as they would represent themselves’ (Good 1994: 25)—this cir-
cumvents the ontological question of qi and produces yet another, inter-
nally undifferentiated site in which to discover embodied resistance, 
complicity, and renegotiation vis-a-vis state power. Much like the ‘meta-
phor of construction’, it could be argued, this ‘once had excellent shock 
value, but now it has become tired’ (Hacking 1999: 35).

This ‘sociological reductionism’ of the body to an artefact of broader 
social or political processes is particularly striking for two reasons. Firstly, 
the body, once treated by Enlightenment thinkers as an ‘object to be dis-
trusted, if not reviled’ for its potential to muddle rational thought and 
distract from the pursuit of objectivity (Stoller 1997: xii), has since 
increasingly moved to the centre of social analysis. Owing to a sustained 
critique by phenomenologists in the tradition of Maurice Merleau-Ponty, 
the turn to the body in British sociology since the mid-1980s (Ozawa-De 
Silva 2002), the Foucauldian and feminist conception of the body as a 
product and locus of power, and a long ‘career’ of the body among anthro-
pologists (Csordas 1999), the body has become recognised not only as a 
mirror or ‘canvas’ of social life but as a productive process of both grasp-
ing and generating embodied meaning.

Secondly, the absence of the ‘thing in itself ’ is striking in view of the 
number of authors on the topic who have had prior first-hand experience 
with the beliefs and practices of their informants, only to gradually mar-
ginalise the ontological question posed by their own experience. The 
obstacles in the social world of the academic study of qigong are well 
illustrated by Frank (2000: 13): ‘social construction’, he argued, ‘is, of 
course, an inadequate term for getting at the subjective experience of qi’. 
According to Frank, ‘[a]nthropology has always maintained its dirty little 
secret of ethnographers who crossed into territory where their own bodily 
experiences made traditional ethnographic modes of representation and 
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interpretation obsolete’. Frank discusses three such anthropologists who 
have been professionally ostracised as a result (Frank Hamilton Cushing, 
Carlos Castañeda, and Paul Stoller) and proceeds to the experience of qi 
as described by Ots and several well-known Western qigong and taiji quan 
practitioners. Frank concludes that qi may be best understood as a verb 
rather than a noun: ‘[u]sing qi as a noun form somehow confines us to 
the expectation that we will be able to touch it, taste it, or shoot it through 
our fingers. When we use qi as a verb, […] we have to accept our bodies 
as potentially solvable physical mysteries. We need to look at how mus-
cles, bones, lymphatic nodes, etc., work together as a conduit for “doing 
qi,”[…]’ (ibid.: 26, emph. in orig.). Although Frank argues for a greater 
regard for the phenomenology of qi in discussions of qigong and martial 
arts, his conclusion by his own admission ‘[moves] around the edge of the 
concept in very much the same way that a boxer might move around the 
edge of an opponent in a sparring situation’ (ibid.: 25, 26). In this way, 
Frank, too, sidesteps the basic ontological claim made in the social world 
of the Chinese qigong fever: that qi indeed can be touched and even emit-
ted or ‘shot’ through the palms or fingers (faqi) to injure opponents or 
disperse tumours, that it can be tasted (or at least smelt), as in the ‘fra-
grant qigong’ (xiang gong) wildly popular in the PRC during the 1980s 
and 1990s, and that the discovery of the materiality of qi will spark a 
scientific revolution which will prove the equivalence, if not superiority, 
of a distinctly Chinese modernity.

The social world surrounding the academic literature of qigong thus 
reproduces a ‘Cartesian-Kantian epistemology that considers religious 
worlds to be either “objective” realities that are cognitively inaccessible  
or “subjective” cultural-linguistic fabrications’ (Gleig: 100)—something 
that is ‘performed’, ‘enacted’, ‘done’, or ‘experienced’ but never truly real. 
Not unlike the ‘conceptual uplifting’ which retrospectively discovered a 
transcendent category of internally consistent qigong practices in Chinese 
history, or the transformation of ‘Golden Dragon Sitting in Meditation’ 
into the ‘I practise Sitting Meditation’ congruent with the modernist 
imaginary of Chinese socialism, this effectively marginalises the rich 
technical, practical, and phenomenological dimensions of qigong. 
Following Zhan (2014), this may be understood as a process of 
‘bifurcation’ by which qigong practices are disarticulated into an empirical 
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dimension, in need of bioscientific validation, and a conceptual dimen-
sion that inevitably revolves around what such practices can disclose 
about the anonymous socio-political processes of which qigong practices 
are but one expression.

�Qigong as Breathing Exercise

Considering the widely diverging understandings of qigong—how is the 
term operationalised in the biomedical literature? Surprisingly, a large 
literature has been produced in the past 20 years evaluating the biomedi-
cal efficacy of qigong as though it were an internally coherent set of prac-
tices. New studies are published on a monthly basis and with increasing 
frequency.7

Typically, meta-analyses of qigong appear as aggregates of internally 
undifferentiated analytical categories such as ‘mind-body’, ‘Chinese nurs-
ing’, ‘relaxation’, or most often ‘breathing’ exercises. Where such studies 
are narrowed to qigong, various types, intensities, and styles of qigong 
practice are routinely collapsed into a single category and their efficacy 
generalised to qigong on the basis of an aggregate of its clinical efficacy. 
Calls to improve the design of clinical trials, made in nearly every system-
atic review of qigong, have focussed on rehearsing methodological chal-
lenges shared by non-pharmacological interventions in general, rather 
than interrogating the manner of approaching the subject.

This problem is exemplified in a study by Oh et  al. (2008), who 
described their intervention as follows:

30 min of gentle stretching and body movement in standing postures to 
stimulate the body along the energy channels (stimulate the body along the 
energy channels, flying bird, monkey shaking the arm and leg, shaking the 
body to cleanse and detoxify body,[…]); 15 min movement in seated pos-
ture [Dao Yin exercise for face, head, neck, shoulders, waist, lower back, 
legs, feet]; and 30 min of breathing exercise, meditation and visualization 
based on Chinese medicine principles of energy channel and channeling 
human energy with nature including natural breathing, chest breathing, 
abdominal breathing, breathing for energy regulation, circulation, and 
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relaxation; ‘Five gates’ breathing; feeling the Qi (nature’s/cosmic energy) 
and visualization.

What precisely is understood by ‘monkey shaking the arm and leg’ and 
what ‘Chinese medicine principles’ this practice is based on is left to the 
imagination of the reader.

As specificity and type of qigong intervention is not considered in the 
inclusion criteria of systematic reviews or meta-analyses, unnamed and 
loosely described practices are lumped in with highly formalised practices 
such as baduanjin (‘Eight Pieces of Brocade’) (Li et al. 2014) first recorded 
in the Song dynasty (960–1279). Thus, a systematic review of studies on 
the effectiveness of qigong in cardiac rehabilitation (Chan et  al. 2012) 
included, among well-known practices such as baduanjin, Guolin Qigong 
and wuqinxi (‘Five Animals Exercise’), a study on a ‘newly developed 
intervention […] established on a Chinese Chan tradition’ named 
‘Chanwuyi (i.e., Zen, martial art and healing), from the Shaolin Temple’. 
In addition to dieting and ‘listening to the body’, this required subjects to 
‘[f ]oster self-awareness and self-control: keep calm and relaxed when feel-
ing distressed and angry by practicing self-guided massages (i.e., qigong), 
e.g., rolling their hands slowly up and down between the chest and the 
abdomen; resting their hands on their abdomen while quietly observing 
their breathing in and out; and massaging their nasal bridge’ and to ‘prac-
tice Shaolin Mind–Body exercises’, which are explained as ‘somewhat like 
Tai Chi and meditation, […] sets of breathing exercises and slow move-
ments that emphasize smooth, gentle and calm movements’ (Chan et al. 
2012: 285, 286). Similarly, a Cochrane review of qigong for the primary 
prevention of cardiovascular disease (Hartley et al. 2015) included both a 
study of baduanjin and a protocol based on ‘[…] basic movements to 
affect body awareness, balance and coordination, breathing and muscular 
tension; and […] relaxation and mindfulness meditation with self-per-
formed body massage at the end’ (Stenlund et al. 2009: 763).

A more nuanced approach is taken by a systematic overview of RCTs, 
published in the Journal of the Royal Society of Medicine (Lee et al. 2011). 
The study acknowledges that ‘[t]here are numerous distinct forms of 
qigong’ and distinguished between two ‘main groups’: ‘internal’ qigong  
(‘a physical and mental training method for the cultivation of oneself to 
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achieve optimal health in both mind and body’) and ‘external’ qigong 
(‘where qigong practitioners direct or emit their qi-energy to the patient 
with the intention to clear qi-blockages or balance the flow of qi within 
that patient’) (ibid.: 1, 2). This distinction was also used in an earlier 
review of pain conditions (Lee et  al. 2007, 2009). The differentiation 
between biomedically plausible ‘internal’ qigong practices and those based 
on the ‘external’ emission of qi, however, produced the paradoxical result 
of making the evidence for ‘external’ qigong appear more convincing 
(‘The evidence […] is encouraging’) than ‘internal’ qigong (‘the existing 
trial evidence is not convincing enough to suggest that internal qigong is 
an effective modality […]’). As noted by Lee et al. (2009: 6), the studies 
under review were further limited by the ‘expertise of qigong practitio-
ners, the pluralism of qigong, frequency and duration of treatment, […] 
and heterogeneous comparison groups’. Although the distinction made 
between internal and external qigong provides a basic typology, what is 
taken to constitute ‘internal qigong’ varies widely.

In a mixed-methods study of qigong in cancer care, Klein et al. (2016) 
attempted to address the ‘pluralism of qigong’ by expanding on the 
internal-external distinction with an analysis of the effectiveness of indi-
vidual intervention protocols. The authors included ‘Medical Qigong’, 
‘Gou Lin [sic] Qigong’, ‘Qigong/Tai Chi Easy™’, ‘Kuala Lumpur 
Qigong’, and several types of taijiquan, which the authors classify with 
one or more of the following categories: ‘Gentle/integrated/repetitious/
flowing/weight-bearing exercises’, ‘Stylised exercises’, ‘Meditation/mind-
fulness’, ‘Breath regulation’, ‘Energy cultivation’, ‘Relaxation’, and ‘Self-
massage’ (Klein et  al. 2016: 3212, 3216). No further distinctions are 
made for ‘breath regulation’ or ‘energy cultivation’, of which in the world 
of Chinese qigong practitioners several hundred techniques, practice 
styles, variations, and intensities were circulated. The authors report that 
‘[n]o conclusions can be suggested regarding superiority of one Qigong 
style or form over another’ but nonetheless make a number of sugges-
tions for health professionals recommending qigong practice (Klein et al. 
2016: 3216, 3219).

Klein et al.’s approach takes a critical step in a rapprochement between 
the social worlds of Chinese qigong, social science, and biomedical under-
standings by developing a typology to more accurately capture the variety 
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of qigong practices and per-protocol evaluation of treatment efficacy. 
Nonetheless, Klein’s analysis remains problematic. The case of the effect 
of ‘Kuala Lumpur Qigong’ on reported quality of life of Malaysian breast 
cancer survivors included in Klein is instructive. Curiously, the only 
mentions of ‘Kuala Lumpur Qigong’ indexed by popular search engines 
refer back to the study cited by Klein et al. (2016). The original study 
(Loh et al. 2014) named the intervention as ‘Zhi Neng Qigong’ (zhineng 
qigong), one of the most popular qigong groups active in the PRC during 
the 1980s and 1990s, when it reached between 3.57 and 10 million prac-
titioners. Zhineng Qigong is best known for having operated a ‘medi-
cine-less hospital’, a large rehabilitation and training centre on former 
military premises in northern China which treated chronically ill patients 
using Zhineng Qigong only. Most patients attended the centre as a last 
resort and were unable to afford biomedical care or were given little hope 
by it. Between 1989 and 1999, the centre trained and treated over 
310,000 patients and practitioners using Zhineng Qigong, conducted 
research with several major universities in the PRC, and published a five-
volume collection of research results, including a 365-page volume on 
medical research (Winiger forthcoming).8

The Zhineng Qigong intervention described by Loh, Lee, and Murray 
(‘a low-moderate intensity internal Qigong […] programme’) involved 
weekly, 90-minute face-to-face meetings with an instructor, repeated for 
eight weeks. The exercises included ‘Peng Qi Guan Ding Fa’ (‘Lift Qi Up 
Pour Qi Down’), a slow-moving practice performed while standing, and 
‘San Xin Bing Zhan Zhuang’ (‘Three Centres Merge Standing Form’), 
whereby the practitioner stands quietly holding a fixed posture. 
Supplementary exercises named ‘Kai He La Qi’ (‘Open-Close Pulling 
Qi’), ‘Dun Qiang’ (‘Wall Squats’), and ‘Chen Qi’ (‘Stretching Qi’) were 
also taught, and the intervention group was ‘encouraged’ to practise twice 
a week for 30 minutes.

Although Loh et  al. clearly specify a relatively standardised qigong 
practice with a long record of use with cancer patients and found an 
improvement in Quality of Life scores over a control group of line danc-
ers, the study remains problematic for two reasons. Firstly, both Peng Qi 
Guan Ding Fa and Kai He La Qi are not ‘internal’ qigong practices but are 
rather based on gathering ‘external qi’ of nature—in Zhineng Qigong 
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terminology referred to as ‘hunyuan qi’—and guiding it through the 
body using slow hand movements (Winiger forthcoming). Insofar as 
hunyuan qi is gathered into the practitioner’s own body and not that of a 
second person these two practices may be understood as ‘internal’ in the 
sense of Lee et  al. (2011). However, this classification appears at odds 
with the belief of Zhineng Qigong practitioners that the efficacy of Peng 
Qi Guan Ding Fa and Kai He La Qi—unlike more advanced stages in the 
Zhineng Qigong practice system, such as Xing Shen Zhuang (‘Body Mind 
Form’) or Wu Yuan Zhuang (‘Five-One Form’)—lies in increasing the 
quality and quantity of qi in the body by transferring external hunyuan qi 
into the body, and the physical movements are deliberately minimised 
and merely serve to facilitate this process. Indeed, experienced practitio-
ners may perform the practice with little or no physical movement.

Secondly, the intervention, described by the authors as ‘low-moderate 
intensity’, is significantly less demanding than the practice regime com-
mon among Chinese Zhineng Qigong practitioners in the PRC during 
the 1980s and 1990s, particularly those suffering from cancer. At the 
Zhineng Qigong rehabilitation centre, the practice routine consisted of at 
least eight hours of practice per day for a period of either 24 or 50 days, 
conducted in a highly disciplined, live-in residential setting. Success sto-
ries of cancer patients published in the group’s internal magazine regularly 
reported intensive regimes exceeding this routine, suggesting that highly 
committed or desperate patients practised for even longer. An analysis of 
4501 cases of cancer patients treated at the rehabilitation centre between 
March 1993 and November 1996 reported an average duration of stay of 
2–4 months (shortest 24 days, longest 3 years 7 months) (Winiger forth-
coming). The sample included 972 patients admitted to the centre after 
relapsing from surgery. Of 378 patients with breast cancer, 19 were dis-
charged as ‘cured’. For all types of cancer, 95.33% of patients reported 
some degree of efficacy (ibid.). Putting aside the shaky methodology of 
uncontrolled retrospective studies conducted by qigong enthusiasts in the 
PRC during the 1990s—and the larger question of whether cancer can be 
cured with qigong, a point where the social worlds of qigong inevitably col-
lide—this illustrates how even a highly formalised qigong practice such as 
Zhineng Qigong is construed rather differently in the social world of the 
Chinese qigong movement and that of contemporary biomedical studies.
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�Discussion

As suggested by the stark divergence of the qigong across these three 
social worlds, rather than using the term as a normative category of 
internally consistent practices, it may be more usefully understood as a 
‘nominal repository’ (Star and Griesemer 1989: 410) cutting across the 
social worlds of the Chinese qigong movement, social scientists, and bio-
medical researchers. Unlike a formalised normative category, this has 
afforded sufficient ambiguity to create the appearance of coherence 
between each social world: as a convenient collection of ‘things that 
might be individually removed without collapsing or changing the 
structure of a whole’, the term maintains a sense of heterogeneity with-
out confronting internal contradictions (Star 2010: 603). The interpre-
tive flexibility or ‘affordance’ (Gibson 1979; Hutchby 2001) of qigong 
has allowed it to travel from the urban public parks, cathartic mass gath-
erings, and government-sponsored research associations of the Chinese 
qigong fever to the pages of social scientists who conducted fieldwork in 
the PRC during the 1980s and 1990s and to the sample groups, sham 
interventions, and statistical aggregates of the RCT without running up 
against the apparently incommensurable understandings projected into 
such practices by each social world.

The suggestion that social constructivist arguments about the Chinese 
qigong movement have come at the expense of the ‘thing in itself ’, how-
ever, should not be taken as an endorsement of an essentialist under-
standing of such practices. Neither does the radical constructivist 
position—that qigong, like other (bio)medical treatment modalities, 
enacts a segmented and potentially self-contradictory ontology of its sub-
ject (Mol 2002)—point a way towards a rapprochement between Chinese 
practitioners, social science, and biomedicine. Retreating into a ‘prag-
matic ethos of healing’ (‘doing whatever works’, Quah 2003) may inter-
mediately accommodate such practices in the context of patient-centred 
healthcare and private health insurance. In the long run, however, if the 
cultural-nationalist subtext of the practice is unquestionably accepted by 
practitioners, if the deconstructionist methodology of social science 
decentres the ‘thing in itself ’ to the point of irrelevance, and if the 
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biomedical evaluation of efficacy remains based on an arbitrary catch-all 
term for various oriental self-cultivation practices, using qigong as a nor-
mative category becomes a liability rather than a starting point for the 
exploration and application of alternative health modalities.

Notes

1.	 Search string: (qigong[Title] OR “qi gong”[Title]) AND (Review[ptyp] 
AND “2007/03/19”[PDAT]: “2017/03/17”[PDAT]).

2.	 As Palmer (2007: 194) notes, ‘[i]t was common in qigong circles to speak 
of over 3000 denominations’, ranging from a ‘handful of disciples’ to ‘tens 
of millions of followers’. Ji, Wu ,and, Liang here limit themselves to rela-
tively well-established groups with a considerable number of followers.

3.	 Exhaling turbid qi and inhaling pure qi, not to be confused with tuina, 
the massage technique.

4.	 Translated literally, qigong refers to the ‘mastery’ or ‘skill’ (gong 功) of vital 
energy or ‘breath’ (qi 气). Usage of the term qi varies between ‘cosmologi-
cal, health-related, martial, literary, sexual, and environmental contexts’ 
(Frank 1997, in Frank 2000: 13; see also Kubny 1995).

5.	 Penny and Otehode (2016: 74) and Otehode (2009: 244) also suggest 
geographical variation in the choice of the term before qigong became 
widely accepted, including ‘deep breath therapy’ (shen huxifa), ‘light 
breath therapy’ (qian huxifa), ‘movements for breathing and massage’ 
(huxi anmo yundong), ‘breathing therapy for nourishing life’ (huxi yangsh-
engfa), and ‘quiet sitting therapy’ (jingzuo liaofa) which in medical jour-
nals were presented as ‘medical exercises’ (yiliao tiyu) and ‘preventive 
therapies’ (yufang liaofa).

6.	 According to Otehode (2009: 249), Soviet science, in particular Pavlovian 
physiology, also played a significant role during the 1950s in providing 
qigong with a theoretical basis acceptable with its status as a ‘national med-
ical heritage’.

7.	 A PubMed search for ‘qigong’ (search string: “qigong”[MeSH Terms] OR 
“qigong”[All Fields]) shows that the number of publications referring to 
qigong has increased from 3 in 1990 to 6 in 2000, 15 in 2005, 23 in 2010, 
and 45 in 2016.

8.	 An overview of this material translated to English may be found in the 
appendix of Winiger (forthcoming).
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�Introduction

Much has been written about complementary and alternative medicine 
(CAM) in Western societies in the last decades. Early sociological 
research on CAM (Baer et al. 1998; Cant and Sharma 1999; Saks 1995; 
Siahpush 1999; Wardwell 1994) showed how CAM practice and regula-
tion have become globalised since the 1960s and 1970s in these societ-
ies. Western populations have seen increasing use of CAM for health 
and well-being (Sointu 2006; WHO 2013). CAM practitioners have 
gradually gained professional status and been regulated across a variety 
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of Western countries, such as the United Kingdom (Saks 2015), 
Australia (Baer 2006), the United States (Baer et al. 1998; Saks 2015) 
and Canada (Kelner et al. 2006; Welsh and Boon 2015). Mainstream 
healthcare professionals have increasingly embraced some form of CAM 
in their practice—such is the case in the United States (Winnick 2006), 
France (Ramsey 1999), Australia (Eastwood 2000) and New Zealand 
(Dew 2000).

In addition, supra-state organisations, such as the World Health 
Organisation (WHO), the Pan-American Health Organisation (PAHO) 
and the European Union (EU), have proposed ‘global’, ‘Pan-American’ 
and ‘Pan-European’ governances of CAM, respectively. The WHO’s 
Traditional Medicine Strategy for 2014–2023 (2013), the PAHO’s 
Health of the Indigenous Peoples of the Americas 2005–2007 Action 
Plan (2004) and the EU’s aspirations to set up a European health policy 
on CAM (EUROCAM 2014) are three good examples of this transna-
tional governance. Indeed, there has been a global institutionalisation of 
CAM yet simultaneously a construction and promotion of CAM as a 
local particularism.

Forces of global homogenisation therefore have interpenetrated, and 
been shaped by, the local. Wiesener et al. (2012), for example, have con-
cluded that although many European countries have moved towards 
some form of CAM regulation, it has been difficult to identify a pattern 
in terms of which CAM therapies have been legally practised and regu-
lated and by whom they have been practised. Furthermore, the PAHO 
has addressed the cultural diversity of the Americas and the multiethnic 
and multilingual character of this continent. This suggests that the glo-
balisation of CAM has intersected with local contexts and growing 
particularisations.

The intersection of global and local forces in CAM practice and regula-
tion, however, has remained blurred in sociological analysis, in part due 
to the significant lack of qualitative comparative studies on CAM to date. 
Therefore, this chapter introduces CAM in the sociological literature as a 
‘glocal’ (Robertson 1995) phenomenon, that is, as a universalism-
particularism issue (Robertson 2000). To bring this ‘glocalised’ dimen-
sion into focus, we analyse the differences in CAM practice and regulation 
in two countries with a long-standing economic, political and cultural 
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relationship—and therefore with significant levels of intercultural hybrid-
ism: Brazil and Portugal. Homeopathy, acupuncture and traditional 
Chinese medicine (TCM) present three cases in point in terms of their 
distinctive status in these two countries.

We use a wide range of documentary sources: mainly, official docu-
ments, such as bills and reports; virtual documents, such as schools’ and 
organisations’ websites and blogs; and mass-media outputs, such as news-
papers. We also use research papers from the sociology and history fields 
to complement our analysis of CAM practice and regulation over time in 
both countries. All of these are sources of data in their own right, signifi-
cant in terms of content and, for some, in the part they play in CAM’s 
practice and regulation (Bryman 2016).

We start by presenting some theoretical considerations on CAM as a 
glocal and culture-dependent phenomenon. We then present the practice 
and regulation of homeopathy, acupuncture and TCM over time, in 
Brazil and then in Portugal. Finally, we put these ‘practices’ and ‘regula-
tions’ into comparative perspective.

�CAM as a Glocal Phenomenon

The terms ‘glocal’ and ‘glocalisation’, although popularised in the 1990s 
in several fields, can be traced back to the Japanese capitalist business and 
marketing world in the 1980s to express ‘global thinking and local acting’ 
strategies (Jain et al. 2012). In other words, being glocal meant tailoring 
and advertising goods and services on a global scale to differentiated local 
markets (Robertson 1995). According to Pitta and Franzak (2008), this 
integration of the global and the local has become the axiom for contem-
porary marketing managers.

One of the best examples of glocalisation in the contemporary busi-
ness world has been that of fast-food chains. McDonald’s, although being 
a paradigmatic example of rationalisation and globalisation of marketing 
strategies (Ritzer 1993), has become sensitive to cultural characteristics 
and customs and has implemented glocal strategies adapted to different 
countries. Authors like Barber (1992) see the global and the local, or the 
universal and the particular, as being inevitably in tension: a McWorld of 
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homogenisation versus a Jihad (meaning struggle-oriented) world of par-
ticularisation and ‘retribalisation’; in other words, a tension between cul-
tural homogenisation and cultural heterogenisation (Appadurai 1990). 
Robertson (2012), however, disagrees with the existence of such tension 
and claims that localisation is a manifestation of globalisation. He posits 
that the term globalisation should be replaced by the term glocalisation, 
which has the advantage of highlighting the concern with local needs and 
preferences.

Since the 1990s, the dynamics of the glocal have become increasingly 
salient in other fields such as culture and health, where practices have 
become locally territorialised but globally connected. For example, 
Robertson (2012) has argued that the concern with a spatio-cultural 
dimension and the promotion of locality have spread throughout many 
fields and have been a main characteristic of postmodern societies. He 
goes on to say that the WHO’s attempt to promote ‘glocal health’ by 
reactivating indigenous medical traditions is an example of the impor-
tance of space and particularism in recent supra-state policies (the 
Regional Strategy for Traditional Medicine in the Western Pacific from 
2012 being a good example—(WHO 2012)).

In the case of CAM, we have seen how challenges to nation-states by 
supra-state agencies with regard to its governance have been handled in 
differing ways that suggest differences in the spatio-cultural dimensions 
of each country; or, following Jasanoff (2005), in ways that suggest dif-
ferent ‘civic epistemologies’—that is, culturally specific knowledges and 
social orders. For example, while in the United Kingdom, CAM thera-
pies have mostly achieved a self-regulatory status and homeopathy has 
received the support of the royal family, in Australia, homeopathy has 
been marginalised and largely discredited (Brosnan et al., this volume), 
and in France, CAM practice is only legitimised for medical doctors 
(Ramsey 1999). Furthermore, some countries have regulated some forms 
of CAM as therapies and others as medication, and still others as profes-
sions (Wiesener et al. 2012). The variety of nation-states’ responses to 
CAM regulation clearly suggests that there is little prospect of a one-
dimensional globalisation process of CAM but rather many modes of 
CAM globalisation.

  J. Almeida et al.



  117

Furthermore, as Brosnan et  al. (this volume) have stated, CAM has 
been transformed by national cultures while also intervening in the for-
mation of these cultures, and in their relationships with other cultures 
through ‘intercultural hybridity’ and ‘intercontinental crossover culture’ 
(Pieterse 1995). Using the globalisation-glocalisation debate and Jasanoff’s 
concept of ‘civic epistemologies’, we want to capture: (1) the way the 
globalisation of homeopathy, acupuncture and TCM has been reinter-
preted locally by Brazilian and Portuguese cultures and (2) how home-
opathy, acupuncture and TCM in Brazil and Portugal have been involved 
in intercultural hybridism and knowledge networks over time and there-
fore been shaped by each other and by other cultures, influencing the 
relationship between these two countries.

�Homeopathy, Acupuncture and TCM in Brazil

Brazil is the largest Latin American and Lusophone country and the fifth 
largest country in the world. The country was a Portuguese colony until 
the decolonisation of the Americas during the early nineteenth century, 
leading to its independence. Brazil has been a republic since the end of 
the nineteenth century, when the monarchy collapsed. Nowadays, it is a 
federative republic with 26 states and one federal district. Each state is 
divided into administrative regions called municipalities. The National 
Congress (Congresso Nacional) is the Brazilian legislative body. The 
Federal Medical Council (Conselho Federal de Medicina) oversees the 
medical practice within the country.

Brazilian society was under populist dictatorships and military regimes 
during a great part of the twentieth century, ending with the restoration 
of democracy and the amendment of the constitution in 1988. The new 
constitution regulated the Unified Health System (Sistema Único de 
Saúde—SUS), allowing for universal healthcare access (Viana 2000). 
Additionally, the SUS foundation was based on the Brazilian experience 
taken from international organisations such as the WHO, the PAHO 
and the World Bank, which emphasised decentralisation of basic health 
services and the expansion of the role of the state in the assistance to 
society, reaching out to a larger share of the population (Viana 2000).
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Brazil was inhabited by indigenous people when the Portuguese first 
arrived. This local, indigenous culture—which emphasises the natural 
environment as a source of medicine and a place for cure—has been in 
danger for many centuries but still remains today. The indigenous popu-
lation has generally been a little under 0.5% of the population of the 
country, although it has increased in recent years (Maggi 2014). A spe-
cific healthcare model for indigenous people is laid out in the 1988 
Brazilian federal constitution. Brazil thus has a long-lasting history of 
traditional healing systems as practised by native Indians and has been 
very disposed to holistic health—which is a main tenet of CAM, yet a 
marginal perspective in mainstream health.

A brief overview of the history and status of homeopathy in Brazil 
reveals the intersection of global and local forces over time. Liévano 
(2013) argues that Brazil and India have been the most prominent coun-
tries in the development of homeopathy, in that they have integrated this 
therapy into their national healthcare systems. Furthermore, both coun-
tries had been colonised by European countries, a fact that influenced 
homeopathy’s development as they received many European immigrants 
who functioned as globalising agents of this therapy (whose codified ter-
minology and principles are of German nature).

Homeopathy in Brazil has had seven main historical phases: its imple-
mentation (1840–1859), its expansion (1860–1882), the resistance to it 
(1882–1900), its golden period (1900–1930), its academic decline 
(1930–1970), its revival (1970–1990) (Luz 1996) and its current contra-
dictory phase. Homeopathy’s implementation period started with the 
arrival of Benoît Mure—a French homeopath with socialist aspirations—
in Brazil (although there has been earlier evidence of contact with this 
therapy, marked by various Brazilian figures’ correspondence with the 
founder of homeopathy, Samuel Hahnemann (1755–1843), and the 
introduction of homeopathic literature and doctoral theses on homeopa-
thy) (Liévano 2013). During this phase, intense disputes occurred in the 
press between homeopaths and members of the Imperial Academy of 
Medicine (later renamed the National Academy of Medicine), mainly 
due to an epistemic opposition. The homeopaths defended a modern 
therapeutic rationality which contradicted the mechanistic tenets of con-
ventional medicine, considering them old-fashioned and ineffective; 
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meanwhile, conventional medical bodies tried to block the attempts of 
legitimising homeopathy in Brazil (Luz 1996).

In the transition to homeopathy’s expansion phase, in 1859, the 
Hahnemann Institute of Rio de Janeiro was founded. During this expan-
sion period, homeopathy was disseminated among the lower classes, and 
various laboratories, pharmacies, health centres and clinics for free treat-
ment of the needy population were established (Luz 1996). This was 
quite the opposite of what happened in Europe, where homeopathy was 
mostly used by members of the nobility or royalty and was known as the 
‘therapy of the rich’ (as the case study of Portugal shows).

Homeopathy’s period of resistance expressed the battles of traditional 
homeopaths against several attempts—by the Imperial Academy of 
Medicine, the Faculty of Medicine of Rio de Janeiro and the Public 
Hygiene League—to block the practice. Nevertheless, the homeopaths 
continued publishing their findings in national and international con-
ventions, in a context dominated by the Pasteurian revolution and the 
expansion of public hygiene (Luz 1996). The homeopathic practice also 
expanded socially through the support of philanthropic and religious 
institutions and indigenous spiritual centres.

During homeopathy’s golden period, two homeopathic faculties were 
established, one in Rio de Janeiro and another in Rio Grande do Sul, as 
well as a homeopathic hospital. Another landmark was the First Brazilian 
Convention of Homeopathy held in 1926. During this same period, 
however, sanitary medicine advocates such as the Brazilian medical doc-
tors Oswaldo Cruz and Carlos Chagas tried to discredit homeopathy 
within the nation (Luz 1996).

The academic decline of homeopathy occurred between 1930 and 
1970 and was strongly influenced by the intense development of medical 
specialties, the pharmaceutical industry and the use of antibiotics. In 
other words, the downfall was due to the growth of medical technologies 
that gained worldwide acceptance, despite the ongoing support of the 
Brazilian military who sympathised with the homeopathic philosophy.

The revival of homeopathy after 1970 reflects the beginning of a new 
societal movement towards the use of less invasive therapies. A main rea-
son for this was the great urban development, which caused a wave of 
concerns among the middle class about their healthcare (Luz 2005). This 
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phase saw an expansion of healthcare centres, homeopathic pharmacies 
and organic health food stores in the largest municipalities. Furthermore, 
opportunities to practise homeopathy became available to medical doc-
tors. In 1979, homeopathy was recognised by the Brazilian Medical 
Association as a medical specialty, and in 1980, it was also accepted by 
the Federal Medical Council (Luz 1996). In 1981, the Brazilian 
Homeopathic Medical Association was created and charged with estab-
lishing directives for courses in the training of the ‘homeopathic physi-
cian’ (Galhardi and Barros 2008). The therapy started to be offered in 
several states and municipalities until 1985, when the first bill for its 
integration into the public health services was published. Yet homeo-
pathic practice was still being established through individual, isolated 
and sometimes discontinued initiatives—revealing the need for specific 
guidelines to regulate its practice within the SUS (Barros et  al. 2007; 
Salles and Schraiber 2009; Loch-Neckel et al. 2010).

In 2006, the Health Ministry published the National Policy for 
Integrative and Complementary Practices (PNPIC) within the SUS 
under Act 971, promoting the implementation of different integrative 
practices: homeopathy, acupuncture/TCM, phytotherapy, social therma
lism/chrenotherapy and anthroposophical medicine (Ministry of Health 
of Brazil 2006). Nevertheless, homeopathy is currently stuck in a contra-
dictory phase, which is supportive of its development as a therapy within 
the public healthcare system, yet hinders it as a profession because of 
political and historical difficulties outside the SUS.  Homeopathy has 
been statutorily regulated as a therapy which may be practised by differ-
ent healthcare professionals (doctors, nurses, pharmacists and dentists) 
within the SUS, but it remains unregulated as a profession outside the 
public system, and traditional homeopaths have been able to survive only 
through self-regulation.

Similar to that of homeopathy, the development of acupuncture and 
TCM in Brazil arose from transnational cultural networks and intercul-
tural communication. In the late 1950s, Frederico J. Spaeth, an immi-
grant Luxembourgish physiotherapist, arrived in Brazil and started the 
first courses on acupuncture in São Paulo and later in Rio de Janeiro. 
Together with physician Evaldo Martins Leite, Spaeth dedicated decades 
of effort to expanding and disseminating multi-professional acupuncture 
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in Brazil, despite legal resistance that put both in prison in the 1970s. As 
a medical doctor, Martins Leite was acquitted of the charges quickly, but 
Spaeth remained jailed for a longer period as he did not have a medical 
degree and was accused of charlatanism (Rocha and Gallian 2016). 
Spaeth imported the so-called French School of acupuncture, mainly 
based on the works of George Soulié de Morant (1878–1955). 
Nevertheless, it was not until 1970 that courses on traditional Chinese 
acupuncture were taught in Brazil by the Chinese themselves—most 
notably by Wu Chao-Hsiang, in Rio de Janeiro; and Liu Pai Lin and Wu 
Tou Kwang, in São Paulo (Tesser 2010).

In the following decades, acupuncture gradually attained recognition 
as a medical therapy in Brazil. In 1995, the Federal Medical Council 
recognised acupuncture as a medical speciality (Conselho Federal de 
Medicina 2001); yet it was only in 2002 that the Ministry of Education 
regulated courses on the therapy, which were organised and taught by 
medical doctors (Colégio Médico Brasileiro de Acupuntura 2012). 
Following globalising trends, acupuncture’s practice has been detached 
from TCM within the SUS.

Although the integration of homeopathy, acupuncture and TCM to 
the public health system has been occurring progressively since the 1980s, 
it was boosted by the creation of the SUS in 1988 and the already-
mentioned PNPIC in 2006. To date, there is no statutory regulation of 
homeopathy, acupuncture and TCM as health professions in Brazil, 
although since 1986 several bills have been sent to the National Congress 
aimed at such. Several allied healthcare professions—such as physiother-
apy, nursing, psychology and speech therapy—have at some point regu-
lated the use of acupuncture and TCM, mostly as specialties. However, 
the Federal Medical Council has legally questioned the right of other 
healthcare professionals to use these therapies. After the implementation 
of the PNPIC within the SUS, there was an attempt to allocate the prac-
tice of acupuncture as a private medical act. Nevertheless, all the argu-
ments presented along this line were rejected by former President Dilma 
Rousseff in the final text approved in July 2013 by the National Congress, 
a decision that is still being upheld at the time of writing (Presidência da 
República 2013).
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To conclude, homeopathy, acupuncture and TCM have been inte-
grated as therapies in Brazil within the SUS since 2006, although their 
practice there goes further back in time than that. Furthermore, home-
opathy became a medical specialty earlier than acupuncture, and acu-
puncture’s practice became detached from TCM. These therapies have 
been medicalised within the SUS, and although they are regulated as 
multi-professional practices, they have not been legitimised as profes-
sions outside the public healthcare system. Medical doctors and other 
allied healthcare professionals have functioned as mediators between 
global CAM and local Brazilian culture. Furthermore, the importation 
and hybridisation of homeopathy, acupuncture and TCM by European 
and Asian immigrants who functioned as globalising agents of CAM and 
intercultural brokers in Brazil is also an aspect of note. We look now at 
the case of homeopathy, acupuncture and TCM in Portugal.

�Homeopathy, Acupuncture and TCM 
in Portugal

Portugal is a Southern European country, which has been a republic since 
October of 1910, when the monarchy ended. Portugal performed a key 
role during colonial times, with Brazil being one of its most valuable 
colonies. From 1926 to 1933, the country lived under a military dictator-
ship, and in 1933, the Estado Novo (New State) and its fascist right-wing 
dictatorship was installed. The authoritarian Estado Novo lasted for four 
decades, until 1974, when the Carnation Revolution (Revolução dos 
Cravos) put an end to the regime, and the Prime Minister Marcello 
Caetano, the successor of the long serving dictator António de Oliveira 
Salazar, was exiled to Brazil (Saraiva 1999).

The democratic republic was restored in Portugal in 1974, and in 
1976, a new constitution was adopted. In 1979, the national health sys-
tem (Sistema Nacional de Saúde—SNS) was created, stressing the demo-
cratic principles of universality, generality and gratuity. However, since 
the early 1990s, the SNS has undergone major changes including finan-
cial ones, such as the creation of public-private partnerships. This has put 
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its earlier principles into question (Barros et  al. 2011). The Central 
Administration of the Health System (Administração Central do Sistema 
de Saúde—ACSS) is the governmental institute in charge of the manage-
ment of the SNS.

Following the global and European trends towards regulating CAM in 
Western countries, the statuses of some CAM therapies in Portugal have 
recently changed. It is estimated that there are 20,000 CAM practitioners 
in the country (Margato 2016). In July 2013, the government approved 
Act 71/2013 (Lei do Enquadramento Base das Terapêuticas Não 
Convencionais), which extended regulation to seven CAM therapies: 
homeopathy, acupuncture, TCM, osteopathy, chiropractic therapies, 
naturopathy and phytotherapy. Amongst these, homeopathy, acupunc-
ture and TCM are very interesting case studies because, although all are 
included in Act 71/2013, they have each gained different statuses within 
Portuguese society and the medical profession over time. When com-
pared to their Brazilian counterparts, they make the universalism-
particularism debate a pertinent one.

In the same way as they did in Brazil, knowledge networks and inter-
culturalism played a major role in the introduction of homeopathy to the 
country. Authors like Mira (1947), Araújo (2005) and Pereira et  al. 
(2005) have documented that medical and pharmaceutical interest in 
homeopathy in Portugal goes back to the early nineteenth century. 
According to Pereira et  al. (2005), homeopathy was introduced in 
Portugal during the 1830s, via the influence of Parisian culture. 
Hahnemann lived in Paris, and so the city became a centre of homeopa-
thy’s dissemination—not only for Portugal but also for most Western 
countries, including Brazil (Pereira et al. 2005). Pereira et al. (2005) also 
state that the introduction of homeopathy in Brazil by French homeo-
path Benoît Mure in the 1830s and 1840s contributed to its popularity 
in Portugal, due to the strong cultural, political and economic ties 
between these two countries. Finally, Spain—where homeopathy was 
more integrated, supported by the Royal Family and already being prac-
tised by medical doctors and pharmacists—was also a vehicle for the dis-
semination of homeopathy in Portugal due to its geographical proximity 
(Pereira et al. 2005).
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Amongst the first medical doctors to practise homeopathy in Portugal 
were Henrique de Burnay—who, although Belgian, lived in Portugal—
and Florêncio Peres Furtado Galvão, Professor in the Faculty of Medicine 
at the University of Coimbra, who obtained his PhD in 1835 and referred 
in his thesis to homeopathy. Interestingly, homeopathy was taught in 
some medical courses by academics, such as Furtado Galvão himself. By 
1859, Furtado Galvão, Professor of ‘Materia Medica’ and Pharmaceutical 
Studies, was teaching Hahnemann’s doctrines in his courses, which were 
attended by medical students but also by future pharmacists at the School 
of Pharmacy from the University of Coimbra (Pereira et al. 2005; Araújo 
2005). Therefore, conclude Pereira et  al. (2005), the University of 
Coimbra performed a crucial role in the dissemination of homeopathy 
among medical doctors and pharmacists in Portugal during the nine-
teenth century.

In parallel with the enthusiasm for homeopathy from medical doctors 
and pharmacists in the nineteenth century, there was another type of 
enthusiast—mainly autodidacts—who argued for the institutionalisation 
of homeopathy and were very critical of allopathic medicine. Consequently, 
and in the same way as in Brazil, Portuguese society has seen the develop-
ment of two groups of homeopathic practitioners since the eighteenth 
century: the healers and the ‘charlatans’ who usually lack a biomedical 
background, and the medical doctors who complement their conven-
tional medical knowledge with homeopathy or even convert their prac-
tice to homeopathy (Pereira et al. 2005).

Homeopathy also obtained the support of personalities from the 
Portuguese aristocracy and from the political and artistic spheres over the 
centuries. In the nineteenth century, the left-wing liberal MP Manuel da 
Silva Passos and the Duke of Saldanha were major advocates for 
Hahnemann’s theory—both in their private lives, through their success-
ful personal use of homeopathy, and in public, through attempts to insti-
tutionalise homeopathy into the mainstream healthcare system and 
within medical education (Pereira et  al. 2005). The Duke of Saldanha 
was the director of a CAM journal, the Gazeta Homeopática de Lisboa.

Another event which contributed to the increasing acceptance of 
homeopathy within Portuguese medical circles was the nomination of 
Samuel Hahnemann as honorary member of the Medical Science Society 
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of Lisbon (Sociedade de Ciências Médicas de Lisboa) in 1839 by Lima 
Leitão, the Society’s president and a medical doctor supportive of home-
opathy. Leitão was friends with Silvestre Pinheiro Ferreira, a Portuguese 
bourgeois advocate of homeopathy exiled in Paris who was a friend of 
Hahnemann. The nomination of Hahnemann and the recognition of his 
contribution to humanity and medicine by the Medical Science Society 
of Lisbon, therefore, is an important achievement in the history of the 
institutionalisation of homeopathy in Portugal (Pereira et  al. 2005). 
Nevertheless, it also gave rise to several protests from within the medical 
profession and among doctors themselves who did not believe in home-
opathy and protested its institutional acceptance (Pereira et  al. 2005). 
Since then, the divisions within the medical profession between those 
who support or embrace homeopathy and those who do not believe in its 
scientific validity have endured. Indeed, Martins e Silva (1990) suggested 
in 1990, more than one century after Hahnemann’s nomination, that the 
increasing practice of CAM among the population and among the medi-
cal doctors themselves was a sociocultural anomaly which should be 
tackled in three ways: (1) by increasing the educational level of the popu-
lation, (2) by disseminating conventional medicine through the media 
and (3) by developing critical thinking in medical professionals in rela-
tion to CAM.

The difficulties encountered in homeopathy’s struggle to gain legiti-
macy in Portugal over time can be attributed to the medical resistance 
towards the homeopathic ideology, which has persisted there. At the end 
of the 1990s, when CAM practitioners were able to lobby the govern-
ment to pay attention to their situation, two CAM Bill projects were 
presented to the Portuguese parliament requesting the regulation of six 
CAM therapies: homeopathy, acupuncture, osteopathy, chiropractic, 
naturopathy and phytotherapy (Almeida and Gabe, 2016). These proj-
ects marked the beginning of a long-standing political battle, which 
involved representatives of these therapies, the medical profession and 
the state. The result was the creation of Act 45/2003, which regulated the 
aforementioned CAM therapies and which was later replaced by Act 
71/2013, which added TCM to the list.

Today, homeopathy is regulated as a profession through Act 71/2013 but 
has yet to wait for the government to issue its educational standards. 
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Moreover, homeopathy remains unregulated for medical doctors. The latter 
are not permitted to call themselves homeopaths, as according to the 
Portuguese Medical Council’s Code of Ethics (Assembleia da República 
Portuguesa 2009), titles other than doctor are prohibited from member-
ship. Despite this, medical doctors’ practice of CAM in Portugal has per-
sisted. At present, there are at least two medical associations for homeopathy 
within the country: the Homeopathic Society of Portugal (Sociedade 
Homeopática de Portugal—SHP), founded in 2003 by a small group of 
medical doctors and pharmacists, and the Portuguese Society of Homeopathy 
(Sociedade Portuguesa de Homeopatia–SPH) (Almeida 2012). As Almeida 
(2012) has shown, the extent to which these associations have set up courses 
in homeopathy—for medical doctors and other healthcare professionals or 
for people without previous formal healthcare training—remains ambigu-
ous, as very little information has been disclosed on the topic.

The history of acupuncture and TCM in Portugal is more recent than 
that of homeopathy. Again, intercultural engagement played a main role 
in the introduction of these therapies to the country. The first traces of 
Western, medicalised acupuncture go back to the Portuguese soldier and 
missionary Fernão Mendez Pinto, who mentioned this therapy as a medi-
cal treatment in Japan in a book entitled Pilgrimage of Fernão Mendez 
Pinto from 1614—which was then translated into Spanish in 1620, 
French in 1628 and English in 1663 (Lu and Lu 2013). Although the 
medical practice of acupuncture goes back to the 1970s, it was only at the 
turn of the twenty-first century, in 2001, that medical doctors acquired 
the legal right to practise this therapy as a ‘medical competency’ (Almeida 
2012). Until then, many medical doctors used to travel to France, where 
acupuncture was already implemented in medical courses, to acquire 
training and education in the practice (SPMA 2016). Interestingly, at the 
same time as the political battle over CAM regulation in the country,  
in 2001, the Portuguese Medical Society of Acupuncture (Sociedade 
Portuguesa Médica de Acupunctura—SPMA) was founded and tasked 
with establishing criteria to determine competency in ‘medical acupunc-
ture’. In 2002, the Portuguese Medical Council approved and applied 
these criteria to medical doctors (Almeida 2012). The SPMA represents 
the interests of medical doctors who practise ‘medical acupuncture’ and 
aims to contribute to the promotion and scientific research of this therapy. 
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The SPMA is a member of international medical federations such as the 
International Council of Medical Acupuncture and Related Techniques 
(ICMART) and the Iberic-American Federation of Medical Societies of 
Acupuncture (Filasma).

This move towards the institutional medical acceptance of acupunc-
ture led to the creation of a postgraduate course in ‘medical acupuncture’, 
accredited by the Medical Council and held at universities approved by 
the Ministry of Education and in partnership with the SPMA. The first 
institution to welcome this course was the Abel Salazar Biomedical 
Science Institute (ICBAS) in Porto in 2003, followed by the Faculty of 
Medicine at the University of Coimbra in 2007, the Faculty of Medical 
Sciences at the New University of Lisbon in 2010 and the School of 
Medical Sciences at the University of Minho in 2012. According to the 
SPMA (2016), there are more than 180 medical doctors with training in 
‘medical acupuncture’ in the country, at least 63 of whom have acquired 
the SPMA’s accreditation in medical acupuncture (Gomes 2009). Many 
medical doctors have started offering acupuncture treatments within the 
SNS, in hospitals and health centres, and around 150 medical doctors 
have enrolled in one of the four postgraduate courses offered in the 
country (SPMA 2016).

Some aspects of this postgraduate course in ‘medical acupuncture’ are 
worth mentioning in more detail. The course is designed solely for medi-
cal doctors and delivered by medical doctors, and the content of the 
course covers such aspects as ‘neuro-anatomical and neuro-physiological 
notions of acupuncture’, ‘evidence-based research and medicine’, ‘theo-
retical notions of TCM’, study of the meridians and pressure points and 
clinical indications and side effects of acupuncture. After completion of 
the course, candidates still must demonstrate continuing practice over 
12 months under the supervision of an accredited ‘medical acupunctur-
ist’, submit a report with ten case studies where medical acupuncture 
treatment has been applied, contribute to the training and education in 
acupuncture of other medical doctors, publish articles on medical acu-
puncture, attend refresher courses and promote medical acupuncture 
(SPMA 2016).

Acupuncture, therefore, has been medicalised in the country, restricted 
to medical doctors within the SNS and detached from TCM. Acupuncture 
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and TCM, however, have also been practised outside the SNS by 
traditional practitioners who have acquired training and education 
through non-medical professional schools or associations. Both therapies 
are covered by Act 71/2013, although only acupuncture has seen its edu-
cational standards approved by the state to design and propose appropri-
ate BSc courses. Since Act 71/2013, the Central Administration of the 
Health System has received 3500 applications to acquire the professional 
credentials in one of the five CAM therapies (excluding homeopathy and 
TCM) (Margato 2016).

It can thus be stated that significant changes have been made concern-
ing the status of homeopathy, acupuncture and TCM in Portuguese soci-
ety, Act 71/2013 being the best evidence of it. However, they do not 
share the same status within the Portuguese medical establishment. While 
acupuncture has been medicalised and can legally be practised as a spe-
ciality by medical doctors within the SNS, homeopathy and TCM are 
banned from medical practice, even though homeopathy has a longer 
traditional history in Portuguese medical circles than acupuncture. A 
main reason for this ban has been their perceived poor scientific plausibil-
ity when compared to acupuncture.

The operation of global dynamics of CAM thus has gone hand in hand 
with local loyalties, particularly in relation to the power of the medical 
profession and scientific knowledge in state development of CAM poli-
cies within and outside the public health system. Furthermore, in the 
same way as in Brazil, Portuguese society has been the recipient of cul-
tural influences from other European cultures and the Brazilian culture 
itself, as well as from many intellectuals and cognitive agents, leading to 
a boundary-crossing mixture of CAM regulations and practices.

�Discussion

Brazil and Portugal have clearly participated in the globalising trend of 
CAM governance over the last decades, in that both countries have 
been concerned with the integration of homeopathy, acupuncture and 
TCM into their healthcare systems. Yet this global, homogenised trend 
has also involved the incorporation of locality, in that both countries 
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have differed in the way they have conducted such governance. 
Therefore, Brazil and Portugal have presented different modes of glo-
balisation of CAM.  Table  5.1 summarises the main differences and 
similarities in homeopathy, acupuncture and TCM practice and regula-
tion in both countries over time.
Brazil regulated homeopathy in 1979 and acupuncture in 1995, as med-
ical specialities, and in 2006, these therapies were incorporated into the 
SUS together with TCM, phytotherapy, social thermalism/chrenotherapy 
and anthroposophical medicine through Act 971, which sanctions the 
PNPIC. These therapies have been regulated to be practised by different 
healthcare professionals within the public health system, although they 

Table 5.1  Practice and regulation of homeopathy, acupuncture and TCM in Brazil 
and Portugal

Homeopathy Acupuncture TCM

Brazil • Introduced in the 
nineteenth century

• Regulated as a 
medical speciality in 
1979

• Self-regulated as a 
profession

• Statutorily 
regulated as a 
therapy within the 
SUS in 2006

• Practised by medical 
doctors and allied 
health professionals 
within the SUS

• Introduced in the 
twentieth century

• Regulated as a 
medical speciality in 
1995

• Self-regulated as a 
profession

• Statutorily 
regulated as a 
therapy within the 
SUS in 2006

• Practised by medical 
doctors and allied 
health professionals 
within the SUS

• Introduced in the 
twentieth century

• Unregulated as a 
medical speciality

• Self-regulated as a 
profession

• Statutorily 
regulated as a 
therapy within the 
SUS in 2006

• Practised by medical 
doctors and allied 
health professionals 
within the SUS

Portugal • Introduced in the 
nineteenth century

• Unregulated as a 
medical speciality

• Statutorily 
regulated as a 
profession in 2013

• Not included in the 
SNS

• Introduced in the 
twentieth century

• Regulated as a 
medical speciality in 
2001

• Statutorily 
regulated as a 
profession in 2013

• Practised by medical 
doctors within the 
SNS

• Introduced in the 
twentieth century

• Unregulated as a 
medical speciality

• Statutorily 
regulated as a 
profession in 2013

• Not included in the 
SNS
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remain marginalised as professions and statutorily unregulated outside 
the SUS. Given the long-standing tradition of indigenous health beliefs, 
practices and knowledge-making in Brazil and the role of international 
organisations such as the PAHO in stimulating indigenous health, it is 
relatively surprising that the Brazilian state is resistant to protecting tra-
ditional medical knowledge and to extending regulation to homeopa-
thy, acupuncture and TCM outside the SUS.  On the contrary, the 
biomedical epistemic framework has prevailed.

In Portugal, in turn, acupuncture has remained the only CAM therapy 
regulated for medical doctors and has been clearly detached from TCM 
within medical circles. Homeopathy is still discredited and marginalised 
by the Portuguese Medical Council, although there are medical doctors 
practising it privately in the country. Medical doctors are the only health 
professionals practising acupuncture within the SNS, although this SNS 
practice is still rare and not much advocated. In 2013, however, home-
opathy, acupuncture and TCM, together with osteopathy, chiropractic, 
naturopathy and phytotherapy, were statutorily regulated through Act 
71/2013 and became professions to be practised by traditional CAM 
practitioners yet outside the SNS. The country, therefore, has recently 
turned into a political culture in which diverse health knowledges have 
been legitimised outside the SNS, yet they have often been in tension and 
in conflict inside a healing culture where biomedical expertise has tended 
to prevail.

These different directions and divergent policy framings that home-
opathy, acupuncture and TCM have taken within Brazilian and Portuguese 
healthcare systems, although having been developed as part of a global 
governance of CAM, have pointed to a degree of glocalisation (Robertson 
1995), as global policies and decision-making on these therapies have 
become locally territorialised, that is, reinterpreted locally, leading to a 
myriad of practices and regulations. Homeopathy, acupuncture and TCM 
practice and regulation in these two countries have been influenced by 
different ‘civic epistemologies’ (Jasanoff 2005), that is, different national 
cultures around the status of professionals, knowledge and expertise. 
These national cultures have been inextricably bound up with ‘power’, 
‘resistance’ or ‘liberation’ (Robertson 2000). In Portugal, the practice and 
regulation of homeopathy, acupuncture and TCM within the public 
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healthcare system have been conducted with strong involvement of the 
state and the hegemonic medical power, as acupuncture’s practice limita-
tion to medical doctors within the SNS has shown. In Brazil, in turn, the 
practice and regulation of these therapies, although also controlled by the 
state, have been more pluralistic and open to different health profession-
als within the SUS. Looking across the two countries, Portuguese medical 
expertise remains tied to the medical profession, which has emerged as an 
authoritative presence in the CAM policy arena within the SNS. In Brazil, 
despite the diverse attempts of the medical profession to retain full medi-
cal expertise over CAM practice over time, the latter has been liberated to 
other health professionals within the SUS.

This heterogenisation of CAM governance, however, has been inter-
penetrated by homogenisation trends. Brazil has clearly medicalised 
homeopathy, acupuncture and TCM through their integration into the 
SUS, and Portugal has clearly medicalised acupuncture through its exclu-
sive practice by medical doctors within the SNS and therefore trans-
formed their practice. In both countries, the contrast between those 
intellectuals, usually from the medical field, who have attempted to dis-
card, reject, omit or redefine the global flow of these therapies and those 
who have been less tied to a scientific episteme and sought a more flexible 
and inclusive healthcare has been worthy of noting. As shown, both 
countries have witnessed epistemic tensions within the medical profes-
sion, between those who have disbelieved in these therapies’ effectiveness 
and those who have embraced them. Furthermore, both countries have 
also witnessed the epistemic division between two types of homeopathic, 
acupuncture and TCM practitioners over time: those without a biomedi-
cal background and those with a biomedical background who have 
embraced these therapies as complements to their practice or even as 
alternatives.

Another important issue arising from the comparison of these two 
countries has to do with the selective incorporation, cultural hybridisa-
tion and re-embedding of national cultures (Pieterse 1995). In other 
words, ‘the tendency for nation-states to “copy” ideas and practices from 
other societies’ (Robertson 1995: 41). Homeopathy has been present 
within Brazilian and Portuguese medical circles since the nineteenth cen-
tury. Acupuncture and TCM, in turn, have also been present in both 
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countries since the early twentieth century. In both countries, there were 
many attempts by European and Asian agents to import and incorporate 
the knowledge and practice of these therapies over time. In Brazil, the 
dissemination of homeopathy saw the influence of the Portuguese and 
French, while the importation of acupuncture saw the influence of the 
Luxembourgish and Asian nationals. In Portugal, the Parisian culture, 
Brazilian agents and the status of homeopathy in Spain were the main 
vehicles of dissemination of homeopathy. Furthermore, Portuguese med-
ical doctors used to travel to France to acquire training in acupuncture 
prior to its regulation as a medical competency in 2001. Unavoidably, 
Brazil and Portugal have engaged in crossover culture, by learning and 
copying practices from other societies and being influenced by such 
interdependencies and ‘hybridised national cultures’ (Robertson 1995). 
Consequently, due to their long-standing economic, cultural and politi-
cal relationship, it has been clear that these two countries have exchanged 
homeopathic, acupuncture and TCM knowledge over time, which, in 
turn, shaped and reinforced that same relationship.

To conclude, the sameness and the difference present in the current 
status of homeopathy, acupuncture and TCM in Brazil and Portugal have 
allowed us to emphasise the concern with the local issues and the signifi-
cance of the concept of glocalisation for the sociology of CAM. In other 
words, by comparing homeopathy, acupuncture and TCM status in these 
two countries, we have shown the misleading conception of the globalisa-
tion of these practices as a one-dimensional process. Instead, we should 
see the global flow of these, and potentially other CAM practices, as 
being increasingly expressed in terms of locality and particularity. 
Furthermore, this comparative analysis has also allowed us to present the 
nation-state as a local expression of globalisation and a major agent of 
diversity and localisation. As Featherstone (1990) has stated, CAM’s 
global culture by no means entails a weakening of the sovereignty of 
nation-states; rather, it operates within diverse local discourses, prefer-
ences and intergroup struggles, which have given rise to various brands of 
CAM. Other future country comparisons should be put forward in order 
to de-ethnocentrise this subfield of sociology.
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A ‘Miracle Bed’ and a ‘Second Heart’: 

Technology and Users 
of Complementary and Alternative 
Medicine in the Context of Medical 
Diversity in Post-Soviet Kyrgyzstan

Danuta Penkala-Gawęcka

�Introduction

It was in 2011, just at the beginning of my ethnographic fieldwork in 
Bishkek, the capital of Kyrgyzstan, when I heard about a ‘miracle bed’ for 
the first time. My new acquaintance Sayra,1 a friend of my friend, told me 
with palpable excitement about this bed, provided by a company from 
South Korea—Nuga Medical—which, in Sayra’s words, proved to be an 
excellent therapeutic device. She maintained that using the ‘Korean bed’ 
had greatly helped her in numerous ailments, including sore throat, ear 
ache, kidney troubles and aching legs. This story sparked my interest, so 
the next day I accompanied Sayra to the ‘Nuga Best’ centre and then 
visited it alone several times. As I found out, that facility was very popular 
in Bishkek.
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Therapies using the Nuga Best (NB) bed-massager and other devices 
offered at the centre illustrate the wide array of non-biomedical services 
available to the inhabitants of Bishkek. Post-Soviet Kyrgyzstan and par-
ticularly its urban centres are sites of great medical diversity. Alongside 
biomedical care, a broad range of complementary and alternative medi-
cine (CAM)2 therapies are at people’s disposal. While previous govern-
mental support for folk medicine, connected with an overall revaluation 
of Kyrgyz culture in the newly independent Kyrgyz Republic, has weak-
ened in recent years, an official tolerant attitude towards such non-
biomedical therapies that are practised mainly by medical doctors has 
remained relatively stable.

In this chapter, I discuss the dynamics of CAM in Kyrgyzstan—the role 
and place of its particular segments. However, if we are to understand the 
transformations it has undergone, we should also consider broader con-
texts. Among other factors, political economy, the politics of nationalism, 
the state’s ‘modernising’ efforts and the impact of globalisation contribute 
to the changing status of CAM.  A contextual approach is widely pro-
moted by medical anthropologists, although it is admitted that we have to 
take into account ‘increasingly complex contexts in order to understand 
the researched phenomenon adequately, while (…) never being able to 
consider enough contexts’ (Dilger and Hadolt 2015: 143; cf. Andersen and 
Risør 2014). In my view, contextual research in Kyrgyzstan is necessary in 
studying the local medical diversity and CAM’s place within it. This can 
help capture changes in its position within the post-Soviet period, which, 
in turn, may be useful when we research such specific entanglements as, 
for example, the NB network in Bishkek, discussed in this chapter.

In addition to examining these broader contextual factors, the chapter 
provides an analysis of how context shapes local CAM technologies. 
Many CAM therapies are based on specific technologies, some more or 
less complicated. It is noticeable that much anthropological research has 
been conducted on globalised biomedical technologies and their appro-
priation in different settings (Hardon and Moyer 2014; Lock 2004: 87) 
whereas less attention has been devoted to the role of CAM technologies. 
As Lock (2007: 274) points out, what is worth examining is not only ‘the 
importation of technologies associated with the biosciences, but also (…) 
the global movement of indigenous medicinals and local technologies in 
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multiple directions’. In addition, she rightly stresses that such studies can 
reveal ‘the metamedical context in which technologies of all kinds are 
mobilized and applied in practice’ (Lock 2007: 275).

In this chapter, the focus is on CAM technologies offered by Nuga 
Medical, specifically the NB bed-massager and some other devices. Their 
introduction and popularisation can be interpreted as the result of glo-
balisation and glocalisation processes; such new therapies are often, in 
many ways, adapted to the local socio-economic conditions. I will discuss 
the process of marketing these products and accompanying knowledge 
and, in particular, attitudes and practices of patients who use these tech-
nologies. Relations between various actors engaged in NB activities in 
Bishkek will also be examined. I consider, in particular, the role of non-
human actors in the NB network and how they are associated with 
human actors, especially patients—and how aspirations, hopes and capa-
bilities of the latter influence the network. These sections, which form the 
main body of the chapter, are preceded by a presentation of the adopted 
analytic approach and a section on methods. In the conclusion, I will 
sum up my findings on Bishkek’s NB network and comment on the rea-
sons for its popularity and durability.

�Analytic Approach

The perspective applied in this chapter draws from the concept of medi-
cal pluralism, which—although criticised for several reasons—has been 
continuously applied in medical anthropology research since Charles 
Leslie’s contribution of the 1970s (Leslie 1976). This concept remains a 
useful analytical tool for studies of CAM and biomedicine in different 
contexts, and its newer variants such as ‘medicoscapes’ embrace effects of 
transnational flows and globalisation processes (see Hörbst and Wolf 
2014; Hsu 2008; Johannessen 2006; Parkin 2013; Penkala-Gawęcka and 
Rajtar 2016). Another term, ‘medical diversity’, according to Parkin,

refers to more than medical pluralism, if by the latter is meant a number of 
medical traditions coexisting relatively insulated from each other within a 
region. Diversification is more than this and implies mutual borrowing of 
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ideas, practices and styles between them, and by implication more differen-
tiated strategies adopted by patients in search of cure. (2013: 125)

Such a situation is observed in Kyrgyzstan; therefore, the notion of medi-
cal diversity underpins my analysis of people’s perceptions of health and 
illness and related health-seeking strategies that were at the centre of my 
research conducted in Bishkek (cf Penkala-Gawęcka 2016).

I have found inspirations from Latour’s Actor-Network Theory (ANT) 
useful in the analysis of Nuga Medical technologies in Bishkek. In fact, it 
is not a ‘theory’ but rather a method which enables the tracing of pro-
cesses of networking, establishing and destabilising relations between 
actors. In Cressman’s (2009: 2) words, ANT contains concepts that make 
it a valuable tool within the social study of technology. As Latour (2005: 
12) points out in his famous phrase, the researcher has ‘to follow the 
actors’, not impose some order but ‘try to catch up with their often wild 
innovations’ and trace new associations that have not already been assem-
bled. Importantly, this approach ‘extends the word actor—or actant—to 
non-human, non-individual entities’ (Latour 1996: 369), ‘any thing that 
does modify a state of affairs by making a difference is an actor’ (Latour 
2005: 71). ANT puts stress on materiality and relationality, and it is non-
human agency, namely this of the NB bed, together with its materiality, 
which seems crucial in the studied case. The bed definitely is an actor, 
since—as will be shown—it acts, makes a difference, influences and 
changes other actors’ activities.

In ANT’s approach, new, heterogeneous and fluid associations are 
traced, in which both humans and non-humans act, and the latter are, as 
Latour puts it, ‘full-blown actors’ rendering network interactions more 
durable (2005: 68–70). The network described here, involving complex 
relations between fluctuating patients, therapeutic devices, personnel and 
managers of the centre, with changing locations and constant innova-
tions, is characterised by heterogeneity, openness and fluidity. It may be 
presented and analysed with the use of the ANT perspective, since this is 
a situation ‘where innovations proliferate, where group boundaries are 
uncertain, when the range of entities to be taken into account fluctuates’ 
(Latour 2005: 11).

  D. Penkala-Gawęcka



  143

Additionally, I have found Johannessen’s remarks considering medical 
pluralism to be ‘ordered into networks that are fluid and flexible’ (2006: 
14) substantiated, as well as her claim that ‘the starting point for any 
analysis of networks in medical pluralism is (…) to observe what people 
do and say’ (2006: 9). Similarly, Law (2007: 2) notes that ANT is firmly 
grounded in empirical case studies, and they are typical of the anthropo-
logical approach. In the same vein as Johannessen, I argue that in the 
analysis carried out here, combining the use of the concept of medical 
diversity with an actor-network approach is a useful perspective. 
According to this approach, overlapping networks which consist of 
diverse practitioners of biomedicine and CAM, patients and their rela-
tives, managers, knowledge bases and ethical principles, therapeutic 
methods and techniques, medicines and other objects used in treatment/
healing, medical infrastructure, organisation and so on constitute a local 
form of medical diversity. Although I concentrate in my analysis on a 
specific network—the NB—I do not lose sight of other important fea-
tures of medical diversity in Bishkek, especially the changing role and 
place of various CAM disciplines.

�Methods

The research that I carried out in Kyrgyzstan, on people’s health-seeking 
strategies, resulted from my long-standing interests in medical anthropol-
ogy and the Central Asian region—including the status of CAM in dif-
ferent locations—and was funded by a grant from the National Centre of 
Science in Poland.3 This chapter is based on materials gathered during 
three seasons of ethnographic fieldwork in Bishkek between 2011 and 
2013 (about four months altogether). My general aim was to study peo-
ple’s health-related choices, strategies and practices in the urban environ-
ment where a wide range of therapeutic options, both biomedical and 
non-biomedical, were available. My interlocutors were of diverse ethnic 
backgrounds but mainly the Kyrgyz (who constitute the majority of 
Kyrgyzstan’s population—72.6%) and Russians. Among them were 
women and men (but predominantly women), people of different ages 
and professions, incumbent residents of the city and newcomers from 
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other regions. I approached them in many ways: through my previous 
contacts or rather accidentally; in biomedical institutions (e.g., hospitals, 
clinics), physicians’ and CAM practitioners’ offices, pharmacies and heal-
ers’ consultation rooms; in the streets, parks and bazaars. They were 
mostly ‘ordinary’ people but also several biomedical and non-biomedical 
professionals and healthcare officials.

I used qualitative research methods typical of the anthropological 
approach: unstructured or partly structured interviews and loose talks, 
sometimes during brief encounters and sometimes in the course of sev-
eral longer meetings with the same people. I talked to a total of nearly 80 
people and the majority of interviews were recorded. An important part 
of my fieldwork was observation, including participant observation dur-
ing therapeutic sessions of various practitioners, in pharmacies, bazaars or 
shops selling locally produced healthy beverages.

During my visits at the NB centre in Bishkek, I attended the so-called 
presentation (which I discuss further later) combined with the patients’ 
use of the NB bed and other devices, made observations and had short 
talks with the personnel. But first and foremost, I carried on many con-
versations with people who came there to get treatment, often waiting in 
long queues. So, I followed the actors of the NB network, visitors in 
particular, not only during presentations and the bed trials but also 
directly before and after that, as well as in other circumstances—for 
example, while talking with Sayra about her experiences with the bed and 
many other kinds of CAM treatments. Presentations in the NB centre 
were held in Russian and in my conversations with people I used Russian, 
as a kind of lingua franca in Kyrgyzstan, especially in big cities. I also fol-
lowed the most important non-human actor, the bed, mainly through 
visitors’ and personnel’s descriptions of its particular abilities and 
strengths, through manifestations of the users’ feelings and experiences 
and while observing the ‘miracle bed’ in action. At the same time, I traced 
the bed’s and other devices’ history—their invention, development, and 
global and local expansion—primarily using the website information of 
the Nuga Medical Company, its products and NB facilities in Russia and 
Central Asia.

Additionally, local newspapers and magazines as well as TV pro-
grammes served as sources of valuable information about the situation of 
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the healthcare system and its reform and, to some extent, the position of 
CAM in Kyrgyzstan. The latter topic was presented on TV and in the 
newspapers, mostly as advertisements of particular therapies and/or prac-
titioners. Some special magazines with healers’ advertisements and adver-
tising articles were also available.

�Medical Diversity in Bishkek and the Status 
of CAM in the Kyrgyz Republic

Complementary and alternative treatments of diverse origins and shapes 
occupy an important place in the ‘medical landscape’ of Bishkek. Among 
them are the medical traditions of the Kyrgyz and other ethnic groups of 
this multinational country, therapies offered by practitioners of Chinese, 
Korean or Tibetan medicines and various new or relatively new methods 
and techniques which have been arriving since the 1980s and especially 
since the beginning of the 1990s from Russia and other parts of the for-
mer Soviet Union, as well as from the West. Therapies of foreign origins 
often undergo significant local adaptations and modifications in the pro-
cess of glocalisation. It should be noted that despite the long-lasting per-
secution and spread of atheistic propaganda during the Soviet times, 
many local, traditional methods of treatment, including spiritual healing, 
survived and are currently popular among the people, even in urban cen-
tres (Penkala-Gawęcka 2017b). Therefore, although medical diversity is 
nowadays particularly rich, it is not a new phenomenon in Kyrgyzstan, 
similar to other countries of the Central Asian region. Lindquist (2006: 
30–37) describes how in the Soviet Union ‘alternative medicine’ devel-
oped semi-underground and then more openly, especially during the 
period of ‘late socialism’ and perestroika. Among those methods were 
folk medicine, treatment with ‘bio-energy’ (by the so-called ekstrasensy) 
and other para-scientific techniques, as well as acupuncture and Tibetan 
medicine. Despite the official ideology, some kinds of non-biomedical 
therapies gained acceptance and were allowed to move to the margins of 
biomedicine. Thus, there was no sharp boundary between biomedicine 
and certain CAM modalities.
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Dramatic political, economic and social changes which followed the 
dissolution of the Soviet Union near the end of 1991 also impacted the 
situation of healthcare in Central Asia, including the newly independent 
Republic of Kyrgyzstan. Shortcomings of the Soviet state medical system 
(Field 2002) became clearly visible and intensified by the economic crisis. 
Transformation to the market economy induced the decline of the cen-
tralised healthcare system, and although state medical institutions still 
play the most important role, private healthcare facilities have been 
opened. Diverse CAM therapies began to flourish and underwent com-
mercialisation, especially in urban contexts. A relatively new phenome-
non in Kyrgyzstan is the presence of some globally spread CAM 
technologies, enabled thanks to the opening up of the country to the 
influences of globally operating corporations such as Nuga Medical.

At the same time, different CAM modalities are strongly based on 
local medical traditions. After the collapse of the USSR, the Kyrgyz 
Republic and the other newly independent Central Asian states strove to 
legitimise their sovereignty by references to the cultural heritage of their 
titular nations. Such nationalist tendencies favoured ‘medical revivalism’ 
(cf. Lock and Nichter 2002: 7–8; Ferzacca 2002)—the process of revali-
dating folk medicine (for Central Asia see Penkala-Gawecka 2002; 
Hohmann 2010). In Kyrgyzstan, this trend saw the establishment, under 
the auspices of the Ministry of Health, of the Republican Centre of Folk 
Medicine in Bishkek (known as ‘Beyish’—‘Paradise’) at the beginning of 
the 1990s. The Centre was an educational institution which carried out 
courses for healers and granted them licences and at the same time offered 
medical services. So, there were attempts at registration and some stan-
dardisation of healers’ practices. It is worth mentioning that ‘Beyish’ 
employed both biomedical doctors and healers, and its ‘integrative’ efforts 
comprised production of medicines based on folk remedies. The other 
reason for such a supportive attitude of the authorities to local medical 
traditions, as well as other CAM treatments, was obviously a dramatic 
deterioration of the healthcare system after the breakup of the Soviet 
Union. There is no space to discuss this here, but it should be noted that 
the situation of healthcare in Kyrgyzstan, despite wide-ranging reforms 
since the mid-1990s, still leaves a lot to be desired. Among the most seri-
ous problems are underfunding of healthcare, corruption and poor 
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quality of medical education, the mass economic migration of physicians 
and other health workers to Kazakhstan and Russia and uneven distribu-
tion of medical facilities within the country. Additionally, people are 
faced with economic barriers in access to healthcare, although there has 
been an increase in public financing, and even officially free basic services 
involve costs because of the persistence of informal payments (Johnson 
2009: 231–298; Ibraimova et al. 2011; Penkala-Gawęcka 2016).

However, the process of professionalisation of folk healers has been 
stopped during the last decade; they can work freely in the market but 
without official backing. ‘Beyish’, which had given them substantial sup-
port, was closed down in 2011, following the directive issued by the 
Prime Minister of the Kyrgyz Republic regarding its transformation into 
the International Academy of Traditional and Experimental Medicine. 
According to the statement given during an opening ceremony by the 
Deputy Minister of Health, ‘Beyish’ had not fulfilled its mission: ‘quacks, 
ekstrasensy and often common charlatans, i.e. people distant from medi-
cine had worked [at the Centre] before’. He pointed out that the newly 
founded institution should take a ‘scientific direction’ and work in close 
collaboration with the Ministry of Health (Nichiporova 2011). In my 
view, such a turn has mainly been caused by governmental modernising 
efforts. As a result, shamans and other ‘traditional’ healers are no longer 
treated as carriers of national traditions but, in the official discourse, 
more and more often presented as charlatans. Nevertheless, these changes 
in the official policy towards folk healing do not affect the great popular-
ity of healers among the people, which is largely connected with patients’ 
dissatisfaction with the healthcare system and common distrust of doc-
tors (Penkala-Gawęcka 2016).

The other segments of CAM in Kyrgyzstan, especially treatments prac-
tised by biomedical doctors, have a much more stable position. For exam-
ple, acupuncture, hirudotherapy (treatment with leeches) and some other 
branches of CAM are taught at special post-graduate courses for physi-
cians at the Department of Physiotherapy and Traditional Medicine of 
the Kyrgyz National Medical University in Bishkek. In fact, these CAM 
disciplines are usually treated as part of biomedicine, and practitioners of 
such therapies who have professional training may be employed in clinics 
or hospitals. Thus, the blurring of ‘therapeutic boundaries’ (cf. Naraindas 
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et al. 2014), already observed in the decline stage of the Soviet Union, is 
characteristic of relations between biomedicine and these CAM practices, 
but at the same time the boundary between them (together with bio-
medicine) and folk healing seems to be strengthened as the result of the 
changes in the policy towards healers mentioned earlier. This may be seen 
as an example of ‘boundary work’ which is grounded in different knowl-
edge claims: in the case of segments of CAM described earlier, claims to 
scientific knowledge as the base of these practices (see Brosnan, Vuolanto 
and Danell, in Chapter 1).

Legitimacy and authority of such CAM practitioners, who are bio-
medical doctors, are largely based on their biomedical competence, and 
this ‘bureaucratic legitimacy’4 is obviously most important for their work 
in healthcare institutions. However, they often refer also to ‘tradition’ as 
the source of legitimacy, which in this case may be traditional Chinese or 
Korean medicine, or ‘ancient Oriental massage’ or some kind of Kyrgyz 
folk medicine. Such ‘mixed’ legitimisation may help them attract a diver-
sified urban clientele—people of different ethnic and social backgrounds, 
having different ideas of health and illness and varied expectations 
(Penkala-Gawęcka 2017a).

I argue here, in line with an ANT approach, that authority and agency 
should not be restricted to human actors. Medical devices and instru-
ments, among other things, gain their legitimisation mostly through ‘the 
reference to the scientific establishment’ (Lindquist 2006: 37–38). I have 
found it striking that, in the Soviet times, the authority of science, per-
sonalised in esteemed medical professionals (especially ‘academics’—
members of the Academy of Sciences of the USSR), enabled the 
introduction of various medical inventions without standard clinical tri-
als, and this kind of legitimacy is still valid in today’s Kyrgyzstan. 
Numerous CAM technologies appeal to patients through their claims to 
science, although they are usually not grounded in evidence-based medi-
cine. Most of them are imported from Russia or Ukraine, some from 
other places and some are locally invented.

In the following sections I will examine the case of South Korean Nuga 
Medical Company products—in particular, the NB bed, which arrived in 
Bishkek in 2006 and gained popularity there. After a brief description of 
the company, its products and their introduction to Kyrgyzstan, I will 
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show how Nuga Medical operates in Bishkek and focus on the attitudes 
and practices of patients who use the bed and other devices in search of 
good and inexpensive treatment.

�Nuga Medical Company and Its Products

The company, which can be found on the Internet under the names NB 
and Nuga Medical Company, was founded in South Korea in 2002, with 
its head office in Seoul. It is an ambitious, successfully developing enter-
prise that has been quickly expanding its network all over the world. 
According to the information provided by the personnel of NB in Bishkek 
in 2011, this firm operated in 75 countries and, as they claimed, had 
6500 establishments (showrooms connected with treatment facilities) 
similar to the one that I visited. However, the data found in 2017 on the 
NB Korean site indicates sales networks ‘reaching over 3500 places [per-
haps, centres] in about 105 countries’, with plans of further globalisation 
and the goal ‘to propagate Nuga Medical’s health culture throughout 
every country in the whole world’. In the words of Nuga Global 
Chairman, Cho Syung Hyun, their ‘corporate mission’ is ‘to contribute 
to the human health by providing the best service with our best technology 
and love’.5

In parallel to the expansion of the sales network, through ‘distributors’ 
in many countries, the company improves its products and introduces 
new ones. Generally, it advertises them as special medical instruments—
thermal acupressure massagers that combine ‘the ancient Eastern healing 
arts of acupressure, massage, modern chiropractic theory, far infrared 
light therapy, and modern technology’6—but there are also on sale, for 
example, various newer ‘beauty care products’ such as anti-wrinkle emul-
sions and creams. However, the stress is put on the unique therapeutic 
properties of the patented material invented by NB, called tourmanium, 
which contains tourmaline, germanium, volcanic rocks and ‘elvan rocks’ 
(a variety of quartz-porphyry). It is processed in high temperatures to get 
‘tourmanium ceramic’, in the shape of small discs, that are said to pro-
duce far infrared rays and emit negative ions beneficial to the body. There 
is a wide range of recommended therapeutic uses of NB products and the 
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listed benefits include, among others, relief of pains, especially back and 
neck pains, as well as headaches, stress relief and strengthening the ner-
vous system, enhancement of blood circulation and oxygenation, regula-
tion of the digestive system, blood sugar control and improvement of the 
activities of internal organs.

Among advertised technological inventions, the main actor is undoubt-
edly the NB bed, a flagship product of NB—a thermal bed-massager 
combining heating and acupressure with the use of spinal rolling massag-
ers (‘internal heating projectors’). It is presented as a unique invention 
which successfully integrates principles of Oriental and Western medi-
cines. The bed has been available in several successive, improved versions. 
The original jade roller-massagers were substituted with tourmanium 
ones, which were promoted as producing better results due to the 
increased emission of negative ions (presumably, the issue of cost may 
also have been a consideration). The newest bed variety, N5—ergonomic, 
with some innovations and a folder-type design—is advertised as the 
number one world-class product of Korea.7 There are numerous other 
NB products with tourmanium discs, such as mattresses and heat mats 
of various sizes, a cushion, a neck pillow, waist belts and small five—or 
nine—ball external projectors designed to be used by the patient on vari-
ous parts of the body. Another product is a low-frequency wave pad 
meant to reduce fat and increase metabolism. Among the popular devices 
there is also the so-called second heart, a kind of foot massager based on 
acupressure principles which, it is claimed, brings many health benefits 
including positive cardiovascular effects. In addition, tourmanium jewel-
lery (necklaces and bracelets) have been produced for a number of years, 
and the newer products include wristwatches (with watch straps made of 
NB ceramic) and a range of cosmetics.

NB Network in Bishkek

If we approach medical diversity in Bishkek as ‘ordered into fluid and flex-
ible networks’, in line with Johannessen’s proposal quoted earlier, the NB 
network may be considered one of them. It comprises distributors, managers, 

  D. Penkala-Gawęcka



  151

consultants/sale assistants, patients, ‘miracle beds’, ‘second hearts’ and other 
devices, teaching aids, promotion materials, presentation schemes, the NB 
anthem, people’s public testimonials, the company’s rules and require-
ments, changing venues and so on. It overlaps with other ‘therapeutic net-
works’ which form the local medical diversity since patients move between 
them. At the same time Bishkek’s NB network can be recognised as a node 
within the NB Company global network.

In connection with the process of globalisation of NB, we can observe 
some particular features of its advertising in Russia and Central Asia. 
They shed light on the specificities of glocalisation of these products in 
different markets. I noticed that marketing efforts in Russia include com-
parisons of NB therapies to the ‘forgotten Russian traditions’, namely the 
use of the upper surface of bread ovens as the place where old people used 
to lie and ‘heat their bones’. In Volgograd’s NB centre, such a pseudo-
oven was built and patients could lie on the NB mattress placed on top of 
this structure.8 On the websites of the NB centres in Kyrgyzstan and 
Uzbekistan, we can find some brief mentions of Eastern medical tradi-
tions connected with NB products; however, it seems that references to 
family values and kin obligations are much more important. They are 
revealed in the story of Cho Syung Hyun whose invention of the ‘miracle 
bed’ is depicted as an act of love and deep gratitude of the son towards his 
widowed mother whose health had suffered due to her efforts to provide 
a livelihood for the family.9 It should be stressed that this picture of mod-
ern technology embedded in traditional values can successfully appeal to 
people in Central Asia, where family and kinship ties which entail mutual 
support and obligations remain crucial. I did not find this kind of infor-
mation, for example, on the NB United Kingdom and Ireland website.10

The process of the NB networking started in Bishkek in 2006. The 
venue has not been stable; NB had changed it perhaps twice before rent-
ing rooms at the Drama Theatre where it was located during the period 
of my research, and then it moved again. However, together with expand-
ing this network, other NB networks in Bishkek have emerged, probably 
overlapping with the original one, and there are presently three centres in 
the city.11 I do not know how the NB activities were introduced and 
organised in the first years in Kyrgyzstan. The NB websites state that an 
entrepreneur, Evgeniy Kim, became the exclusive distributor of Nuga 
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Medical’s products in Kyrgyzstan in 2014, which can be seen as an 
attempt to regulate and stabilise the NB network. During the procedure 
of signing the agreement on distribution in Seoul, the aim of promoting 
people’s health in Kyrgyzstan was strongly stressed.12 The new NB facili-
ties have been established not only in Bishkek but also in other cities and 
towns, such as Osh and Kara Balta.

The NB centres are commercial institutions, with the aim to sell Nuga 
Medical products, especially the most expensive NB beds. Their activities 
in Kyrgyzstan, similar to other NB facilities in different countries, were 
organised in such a way that free trials of the bed should act as an incentive 
for ultimate purchase, although its cost—for the local population—was 
very high. The number of visits and ‘trials’ of the bed was not limited, but 
participants were obliged to listen to the ‘presentations’ and were strongly 
encouraged to bring new persons who might be interested in buying the 
bed. The main task of the personnel was to convince the visitors about the 
enormous health benefits of using the bed on a daily basis, at home. They 
tried to achieve this goal in many ways, described later; however, bodily 
contact with the NB bed was treated as the most important means to 
make people believe that this device was necessary to ensure them health. 
In addition, the staff (not necessarily with medical training) were locally 
recruited; as I observed, they were of various ethnic backgrounds (Kyrgyz, 
Russian and others), supposedly with good interpersonal skills.

The range of devices offered by Kyrgyzstan’s first NB centre has not 
been unchanging. During my later research seasons in Bishkek, the bed 
model which had been used there in 2011 (NM-5000) was replaced by a 
newer one, which was said to provide a more gentle treatment. And 
recently the model N4, a slightly older ‘brother’ of the newest innova-
tion, N5, has been introduced to Kyrgyzstan’s facilities.13 Besides the bed, 
a fairly wide array of NB products, including many of those described 
earlier, were offered during presentations in 2011.

As my interlocutors maintained, the enterprise, with its prime 
product—the bed—quickly gained popularity after its introduction. In 
the course of my visits to the NB centre in 2011, I observed surroundings 
of the Drama Theatre crowded with people. I was astonished to see so 
many visitors waiting for their turn, often for a long time. The NB net-
work was fluid and changing—there were regular patients and many 
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newcomers, some of them from nearby towns and villages. The compa-
ny’s policy of attracting more and more people through existing partici-
pants’ contacts fostered further extension of the network. According to 
this policy, those regular patients who brought newcomers were given 
precedence; therefore, it was a strong incentive to attract new patients, 
usually recruited from the circle of relatives, friends and fellow workers. 
Thus, Sayra, whom I accompanied during my initial visit, was happy that 
we could enter together and jump the queue.

Most people knew the centre’s rules and requirements and brought a 
sheet, slippers or a pair of socks and a cotton sock for placing over a 
handheld device—an ‘external projector’—while using it. Others were 
offered those accessories for a small fee at the entrance. There were about 
25 people of different ethnic backgrounds (mainly Kyrgyz and Russian), 
with the majority being older women, allowed at one time. All of us 
were invited to take seats in front of a woman in a blue gown (like the 
rest of the personnel) who would give a ‘presentation’ (in Russian), as 
this event was called. It was easily noticeable that the presentation pro-
ceeded in accordance with a provided, repeatable scheme. It bore many 
traits of corporate meetings or psychotherapeutic sessions, such as pub-
lic testimonials by regular and new visitors, common singing of the NB 
anthem and other songs, choral recitation of NB advertising slogans, 
common exercises to the rhythm of music and other behaviours demon-
strating participants’ shared values and community spirit. The presenter 
continually asked the public for applause to encourage those who made 
testimonials. It should be noted that the personnel avoided using such 
words as ‘treatment’ or ‘medical instrument’, and the place itself was 
called a ‘demonstration-exhibition room’, most likely because of the lack 
of licence for providing medical services.

The extensive presentation of NB principles and therapeutic values of 
its products was divided in two parts and took about 40 minutes alto-
gether, with pauses for visitors’ testimonials. The whole event lasted more 
than one-and-a-half hours, including the time for trials of the bed and 
other appliances by the participants, which took about half an hour. The 
presentation focused on detailed descriptions of the NB technology—
the production of tourmanium ceramic, technical details of this ‘unique 
invention’ and health benefits of the particular NB products, especially 
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when used regularly at home. However, it was also replete with charac-
teristic rhetorical figures and marketing hooks. For example, the pre-
senter used phrases such as ‘With Nuga Best comes health’ and encouraged 
the participants to repeat them. She employed various ‘teaching aids’ 
such as a spine model to show how the NB bed rollers worked on it, or 
small glass containers with samples of ‘bad’ and ‘good’ (oxygenated) 
blood (presumably fake blood), and also presented NB products: a pil-
low, a belt, mats and jewellery. Short films explaining the company’s 
mission, showing tourmanium’s beneficial qualities and therapeutic pro-
cedures using NB products were an important part of the presentation. 
Promotional materials in Russian were also available and the walls of the 
room were full of advertising posters.

The woman who led the meeting sounded very convincing, was ener-
getic and well prepared. Other personnel—four younger women—lis-
tened to her presentation and then, during the trials, helped the patients 
properly use NB beds and other devices. The session was arranged in such 
a way that, after the first part of the presentation, one-half of the partici-
pants could use the beds while the others did some exercises and listened 
to the second part, waiting for their turn. Although I had revealed my 
research aims to the personnel at the entrance, I was later encouraged to 
try the bed but decided to confine myself to the ‘second heart’ since some 
people told me that they had felt bad after first NB bed uses. When we 
were about to leave, another group was already waiting in the lobby.

During my further research seasons, I observed that the arrangements 
at the NB centre in Bishkek had somewhat changed and in 2013 people 
waited in smaller groups outside the building, since there was a possibility 
to book a visit in advance. However, financial conditions were not 
changed and patients could use the bed at the centre for free.

Relations Between the Main Actors: Patients, 
NB Bed, Personnel

In this section, I will analyse relations between the main actors of Bishkek’s 
NB network, namely the patients, the personnel and the NB bed. I argue 
that the central actor is the ‘miracle bed’, since diverse strategies of the 
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patients and the personnel are focused on it. In the analysis, I will pay 
most attention to the patients, their expectations, hopes and dreams, cen-
tred on the bed, but my intention is also to show how patients’ attitudes 
and practices are connected with the personnel’s aims and strategies.

As can be seen from the patients’ comments, the most powerful incen-
tive for visiting the NB centre was the ‘Korean bed’. This was manifested 
in the manner of speaking about the NB centre and how people find their 
way there—I was usually told that they had somehow, in most cases 
through family or friends’ advice, learned about ‘the bed’ and wanted to 
try it. They expanded then on their experiences and feelings connected 
with the bed’s use, and this object was definitely at the centre of their 
attention. It was often described as a miraculous object of desire, much 
more than a ‘thing’, something highly valued, epitomising health and 
well-being. However, the process of recovering from various illnesses is 
not quick and easy. Patients spoke about unpleasant sensations and even 
worsening symptoms after first trying the bed but were convinced that 
those experiences were normal, indicating the start of cleansing the 
organism. They maintained: ‘all people say that there should be cleansing 
at the beginning of the treatment’. People also claimed that the use of the 
bed should be continual, so they tried to come to the NB unit as often as 
possible. It was a commonly held view that if the therapy was interrupted, 
health problems would come back. Such experiences were often described 
during visitors’ testimonials at the centre and the personnel’s statements 
reinforced that view. For example, an older woman explained that when 
she was regularly using the bed for four days, her heart troubles stopped, 
but after a three-day break she felt weak again and the heartache returned. 
The presenter asked her why it was like that and the woman answered: 
‘Oh, I think I should buy it [the bed] or come here [regularly] if I want 
to feel good’, which was rewarded with loud applause.

When I talked with a Dungan woman in her early 40s, Zamira, who 
suffered from serious heart problems, she expressed her astonishment at 
the fact that the bed, which was so expensive, was available to use for free. 
To take advantage of that opportunity, she had regularly attended the 
centre for two months, despite the long distance from the village where 
her family lived. In her words, the bed was her rescue; thanks to using it 
she felt much better and that condition was confirmed by medical tests. 
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Nevertheless, Zamira’s unattainable dream was to have the bed at home. 
She said: ‘Once a day is not enough. If it could be used three times a day, 
or at least two … But this is for us a lot of money’. Similarly, many other 
people told about their great desire to get the bed for continuous home 
use. I heard statements of this kind: ‘then we would not need doctors 
anymore!’, which confirmed my observations about common negative 
assessments of medical personnel in Kyrgyzstan. As my research revealed, 
opinions of doctors’ poor professional and moral standards were widely 
shared and in many cases resulted in ‘doctor-avoiding strategies’, since 
therapeutic encounters with them were perceived as risky (for more on 
this, see Penkala-Gawęcka 2016).

While expressing their desire to purchase the bed, people complained 
that it was something out of reach (its cost ranged between 2500 and 
3000 USD at the time of my research). Only one man, who came to the 
NB facilities for the first time, told me that he would check the bed and 
buy it if it turned out to be effective. When I mentioned the high price of 
this device, he answered: ‘When it comes to health, money does not mat-
ter’. For most people that dream could not be fulfilled.

The ideas about the bed and its special position in patients’ views may 
be considered, in part, the result of the specificity of advertising and mar-
keting of this product. Nevertheless, I argue that the bed’s agency could 
be greatly enhanced by people’s own bodily experiences and sensations 
during therapeutic sessions and consequent feelings about the bed’s effi-
cacy, which was often stressed by my interlocutors. In addition, other 
users’ opinions played an important role—mostly those of close and 
trusted persons but also those expressed by co-participants in the course 
of presentations. Such interactions have been important for granting the 
NB bed agency, the quality of being an actor. The materiality of the bed 
and other products seems crucial in this respect. This can be seen while 
observing people’s use of these devices and listening to their stories. 
Bodily contact with the bed is an intense experience, since it emits heat 
and a person can feel rolling massagers moving along her/his spine. 
Although these feelings can be unpleasant or even painful, convictions 
about the bed’s healing powers are often very strong and, as mentioned 
earlier, such experiences are considered to be signs that prove the start of 
the process of treatment. So, in a way, the bed’s activity alone may be the 
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proof of its strength and efficacy. Similarly, foot sensations during the use 
of the ‘second heart’ are treated as indications of the device’s action. 
Notably, its name also suggests capability to help in heart troubles.

A story told by a middle-aged woman, Ainura, is a good example of 
the relations between a patient and a NB appliance. She could only afford 
a pillow, but this pillow became so close, so intimate to her that she felt 
it necessary to have it always with her. Ainura took that pillow every-
where and applied it when she felt any pain. She concluded: ‘Such a doc-
tor came to my home!’ Nonetheless, she dreamed about buying the bed 
and declared that would do her best to achieve this goal.

The personnel of the NB centre in Bishkek, in line with the global 
promotion of Nuga Medical Company products, very clearly placed the 
bed at the central position, constantly pointing out that one can regain or 
maintain his/her health thanks to using the bed. The woman who gave 
the presentation started her description of the products with this inven-
tion, introducing it as ‘the bed-massager beautifully named Nuga Best 
NM-5000, multifunctional and universal’. Later, after showing various 
other devices and describing their therapeutic effects she summed up: 
‘these things serve to make us healthy from head to toe’. However, she 
clearly explained then that the other products are only ‘additions’ to the 
main hero of her story, namely the bed. Its extraordinary functions, com-
bining infrared rays with acupressure and massage, ‘would not only 
restore one’s well-being, but also provide hundred-percent health’. Of 
course, the workers were interested in selling the product, which was not 
easy because very few people could afford it. During the meeting described 
earlier, the presenter pointed out that the bed would be excellent for the 
household, since all family members could use it in turn. Besides, she 
explained that the best results could be obtained if the bed was used early 
in the morning and late in the evening. And the punchline was: ‘So we 
ought to have this thing at home!’ Thus, since both the patients and the 
NB centre personnel focus their attention, feelings and interests on the 
bed-massager, it may be recognised as the prime actor in the NB network, 
endowed with agency and strongly influencing people’s ideas, strategies 
and practices.

What were the patients’ and personnel’s particular strategies in the 
aforementioned context? Although the former were very eager to get the 
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bed and the latter to sell it, the cost was an enormous barrier to the 
desired purchase. The patients’ main strategy was, therefore, to take 
advantage of the free use of the bed and continue therapy on site as long 
as possible. This was enabled according to the company’s rules, but—as 
I explained earlier—access to the bed was obstructed for those who 
could not bring a newcomer. Such patients not only had to wait for a 
long time but also could not use some of the other devices. For example, 
during the presentation, a woman interested in the successive use of the 
belt for ‘muscle stimulation’ was told that it would only be possible if she 
came with somebody new. Additionally, the rules and limitations might 
be changed, as my interlocutors’ stories revealed. The use of the ‘second 
heart’ was charged at a small amount of money on occasions, but the 
access to it and some other NB devices was temporarily facilitated dur-
ing special promotion arrangements. Supposedly, such arrangements 
depended on the personnel’s observations and suggestions put forward 
to their managers.

Since the purchase of the bed was out of reach for the majority of 
patients, many of them were confined to buying another, less expensive 
device or a few devices in turn, which often required them to save money 
for several months. The most popular among the women and the least 
expensive things were tourmanium jewellery items, such as necklaces and 
bracelets. Some people also bought mats, pillows or belts. The often 
expressed desire to ‘get more’ (and, ultimately, the bed) was enhanced by 
the personnel who encouraged potential customers in various ways, such 
as describing somebody’s determination and efforts to buy a dreamed-of 
thing. For instance, the presenter introduced a Kyrgyz woman in her 70s 
and praised her as a very special person who had saved money from her 
small pension for 9 months to buy tourmanium jewellery, which helped 
her feel better. The woman explained then that her ultimate aim was to 
purchase the bed. She said that she was already very close to achieving her 
goal, since she had fed a bullock during summer and sold it but did not 
get enough money. Despite this, she still desperately wanted the bed and 
claimed that she would save the missing amount of money from her 
pension.

During the presentation, although the bed was always at the forefront, 
other products were also recommended. In line with the personnel’s 
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message: ‘even if we have only a few such devices at home, we can econo-
mise on medicines’, the patients strove to make the most of the products 
that they had managed to buy. For example, mats could be used by all 
family members and even friends and neighbours. Importantly, people 
were often creative about the ways of using purchased things. Some scope 
for creativity was given by the personnel who described different methods 
of NB products’ usage, such as removing bad smells from the refrigerator 
by placing the bead necklace inside. The same item, however, was used by 
one of my interlocutors, a middle-aged Russian woman, in yet another 
way. She inserted the beads into her vagina for some ‘female trouble’, fol-
lowing the advice passed on by her friend.

As the analysis reveals, associations and interactions between the NB 
network’s actors are complex and fluctuating. Various human and non-
human actors in this network depend on each other, while at the centre 
is, definitely, the NB bed as an object of hopes and desire, endowed with 
its own agency and capability to ‘change things’.

�Discussion and Closing Remarks

My intention in this chapter was to examine Bishkek’s NB network by 
demonstrating relations between heterogeneous actors. In this analysis, I 
focused on people who come with hope to improve their health through 
the use of the ‘miracle bed’; on the bed itself, which epitomises health and 
well-being; and on personnel who act as mediators and facilitators (or 
‘limiters’) providing, in a specific way, access to this desired object. The 
associations and interactions between these actors were changing, subject 
to negotiations, and the network was fluent and fluctuating. Following 
the actors during my research I could observe that they changed each 
other and that the main non-human actor, the bed, strongly influenced 
the attitudes and practices of other actors. In fact, it acted (Latour 1996) 
as the human actors did.

In their search for better health, the patients tried to comply with the 
rules and requirements imposed by the personnel. As I noticed, they 
patiently participated in long presentations and agreed to give testimoni-
als about the effects of the bed and other devices on their health, although 
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it must have been tiring for the regular users. It seemed to me that they 
rather tended to treat it as a barrier they had to climb over before they 
could lie down on the bed. Strikingly, it was the materiality of the NB 
products which was at the centre of people’s interests, since the bodily 
contact with them was recognised as crucial for the therapy. The strategies 
of the NB products’ users in Bishkek were designed to make the most of 
these devices. If the patients managed to buy such a thing, they used it 
extensively and sometimes in ways unanticipated by the inventors. These 
findings are in line with the results of ethnographic studies which show 
how patients creatively appropriate medical technologies for their own 
ends (Hardon and Moyer 2014).

The NB networks in Bishkek are important parts of the local CAM 
landscape. It was evident during my research that the ‘Korean bed’ was 
well known among the city dwellers. Many research participants who 
were not actual users said that they had used it before and wanted to 
repeat this experience or at least had heard about the NB bed. The further 
development and durability of the NB networks prove its continuous 
popularity. Medical diversity in the city offers various therapeutic options, 
but many of them, both biomedical and provided by CAM institutions, 
are beyond the means of the majority of people. Among the reasons for 
the popularity of the NB medical services, people’s economic conditions 
definitely play a significant role. However, a special appeal of the ‘miracle 
bed’ to people should also be taken into account. This lies in its extraor-
dinary qualities demonstrated by skilful advertisement and spread by 
word of mouth and accounts of personal experience. Its vision as a ‘family 
doctor’ solving all health problems seems particularly attractive. 
Nevertheless, from an ANT perspective, it is primarily the connections 
between numerous heterogeneous actors that can provide the stability of 
the network. In Law’s (2007: 9) words, it is the configuration of the net-
work that produces durability. In this case, this involves the interplay 
between patients’ and personnel’s attitudes, interests and expectations, 
focused—for both kinds of actors—on the main actor, the NB bed. 
Fundamentally, the profound agency of the bed itself makes this network 
enduring and stable, albeit at the same time fluent and changing.
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Notes

1.	 Pseudonyms are used throughout the chapter to preserve the anonymity 
of the interlocutors.

2.	 An exhaustive discussion on complementary and alternative medicine 
(CAM) has been provided by Brosnan, Vuolanto and Danell (in Chapter 1). 
The authors point out the controversy over terminology and the inevi-
table relationship of CAM to biomedicine. In this chapter, I do not dis-
cuss these issues and use the term CAM for convenience.

3.	 National Centre of Science (Narodowe Centrum Nauki), grant number 
N N109 186440.

4.	 I differentiate between ‘bureaucratic’ (or ‘rational’) and ‘traditional’ 
legitimacy referring to Max Weber’s classical typology of political legiti-
macy adapted to the medical field (Lindquist 2001, 2006). However, 
they are rather mixed modes of legitimisation that are characteristic of 
not only CAM practitioners who are biomedical doctors but also of heal-
ers whose methods, although based on tradition, are usually hybridised.

5.	 http://www.nugamedical.com/new_eng/introduce/vision.php, 
http://www.nugamedical.com/new_eng/introduce/ceo.php (accessed 
25.04.2017).

6.	 http://www.nugabest.tv/global/bbs/board.php?bo_table=001&wr_id=1 
(accessed 23.04.2017).

7.	 http://www.nugamedical.com/new_eng/ (accessed 02.05.2017).
8.	 https://www.youtube.com/watch?v=zO4zJgTsKe0&t=29s (accessed 

6.05.2017).
9.	 https://ok.ru/nugabest9l, http://nuga-best.uz/5-2/ (accessed 5.05.2017).

10.	 http://www.nuga-best.co.uk/ (accessed 6.05.2017).
11.	 https://ok.ru/nugabest9l (accessed 6.05.2017).
12.	 http://nugamedical.com/new_eng/news/news_view.php?no=1881, 

https://ok.ru/nugabest9l (accessed 6.05.2017).
13.	 https://ok.ru/nugabest9l (accessed 02.05.2017).
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7
Translation of Complementary 

and Alternative Medicine  
in Swedish Politics

Jenny-Ann Brodin Danell

�Introduction

Some of the most important boundaries to complementary and alterna-
tive medicine (CAM) are set up by national legislations and regulations. 
Among other things, regulations define professional boundaries in terms 
of which professions are allowed to diagnose and treat patients, what 
qualifies as medical training, and what modalities are included in public 
and/or conventional healthcare. Regulations also set up boundaries of 
what is economically subsidised and supported by general health insur-
ances. However, such regulations vary substantially in different national 
contexts (CAMDOC Alliance 2010; Fisher and Ward 1994; Wiesener 
et al. 2012). Many countries, such as those in Southern Europe, have 
relatively strict regulations and limit the performance of CAM modali-
ties to trained medical professionals. Other actors are more or less 
banned from treating patients. In Northern Europe, CAM treatments 
can be performed by almost anyone, although there are restrictions on 
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specific patient groups and medical acts, such as treatment of pregnant 
women and small children and the performance of surgery and use of 
X-rays. In other countries, such as Hungary and Slovenia, some CAM 
modalities are limited to medical doctors, while other CAM modalities 
are open to other professions (CAMDOC Alliance 2010). There are also 
substantial differences in how CAM is regulated, from direct government-
administrated regulations of healthcare professionals to government-
sanctioned systems (where control of titles, certificates, and education is 
delegated to national medical associations) and self-regulation (where 
CAM professionals develop and maintain their own standards). In some 
countries, there are also official registers of ‘approved’ CAM profession-
als. It is worth noting that the last system might overlap with the other 
two (CAMDOC Alliance 2010). A number of studies indicate an 
increase in professionalisation and self-regulation of CAM, for example, 
by establishing educational standards, ethical guidelines, and uniform 
titles (Clarke et al. 2004; Saks 1999; Welsh et al. 2004).

Because CAM is often questioned and contested, especially in scien-
tific and medical contexts (e.g., Angell and Kassirer 1998; Singh and 
Ernst 2008; Werneke et  al. 2004), an intriguing question is how the 
political understanding of this phenomenon is established and expressed. 
This chapter will analyse the political debate on CAM in one national 
context, Sweden. In particular, the focus is on how CAM is ‘translated’ in 
the Swedish parliament. What are defined as political problems, and 
what goals and solutions are offered? What actors are involved in these 
processes? The focus is also on how issues related to CAM are interlinked 
with broader political agendas.

The main analysis was inspired by actor network theory (e.g., Latour 
1996; Latour 2005). The basic idea was to analyse how the political 
understanding of CAM is established—or translated—in terms of how a 
heterogeneous network on this topic has stabilised in the Swedish parlia-
ment. In the analysis, I borrowed some key ideas from Michel Callon 
(1986). In general, translation refers to processes that allow a network to 
be formed. According to Callon, this involves four steps. In the first step, 
problematisation, problems and main actors are defined. In the second 
step, interessement or interposition, various kinds of negotiations take 
place (e.g., on goals). In this step, the main actors also try to recruit other 
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actors into the networks. In the last two steps, enrolment and mobilisa-
tion, the involvement of other actors is accepted and confirmed. Other 
actors, or allies, are also made into legitimate speakers of the network.

�Data and Method

Empirically, this chapter draws upon 99 motions in the Swedish parlia-
ment during the time period 1980–2015. The choice of Swedish material 
is a pragmatic one, motivated by my own knowledge about the political 
and healthcare context. As I will discuss later in the section, Sweden is 
not unique, either concerning the position of CAM or the healthcare sec-
tor in general. Rather the contrary, Sweden has many similarities with 
other Scandinavian and Northern European countries, where one could 
expect similar political debates. The time period is also selected for prag-
matic reasons because parliamentary documents in Sweden are available 
in electronic versions starting from 1980.

The documents were retrieved from the parliamentary database (www.
riksdagen.se) using the general key words ‘complementary medicine’, 
‘alternative medicine’, and ‘integrative medicine’ and hopefully including 
all motions on CAM during the time period. Potentially, there could be 
documents on single CAM traditions, such as acupuncture or homeopa-
thy, that are not covered by the keywords, but these should be exceptions 
because general terms are usually used along with more specific terms. 
There are also other document types available in the database, such as 
committee reports, public investigations, protocols from debates, and 
written questions to the ministers. However, the motions are the most 
argumentative type of document, and this motivated the choice of such 
documents for this study. Compared to public investigations, which usu-
ally are written by researchers or other experts, the motions are a type of 
document where the politicians express themselves with their own words 
and formulate ideological standpoints. All members in the parliament 
have the opportunity to submit motions, but the vast majority are from 
the political opposition. Motions are prepared by single members or by a 
group of parliamentarians, representing one or several political parties. 
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Normally they consist of a proposal for parliamentary decision and of a 
motivation of the proposal. Motions are considered by one of the par-
liamentary committees. The committees are responsible for preparing 
parliamentary decisions (i.e., to decide what proposals they support) 
and the result of their work is presented in committee reports and 
statements. These documents normally include summaries of the 
motions and also serve as the basis for debate in the chamber. In this 
particular debate, the Committee of Social Affairs has considered most 
of the motions.

The analysis was performed in different steps with help from 
MAXQDA 11 software. Because the documents are of varying length, 
and because some of them are concerned with several topics, the first 
phase consisted of lexical searching and automatic coding of key words 
(such as ‘complementary medicine’) in which the main goal was to iden-
tify what parts of the documents were dealing with CAM. In the second 
step, qualitative content analysis (Graneheim and Lundman 2004) was 
performed on the identified sections in order to capture what issues the 
politicians wrote about. In this phase, the main focus was on the mani-
fest and outspoken dimensions of the motions. The motions were also 
coded in terms of background information (concerning what political 
party is represented, in what political committees it is presented, and 
year of publication). This resulted in a large number of codes that were 
later sorted in broader themes (so-called parent codes) and sub-codes. In 
the third step, the focus was on how CAM is translated by different 
actors by following the links and associations in the documents. In prac-
tice, this was an iterative process of exploring the material from various 
starting points, for example, from single codes, co-variation of codes 
(which is possible to detect by a co-variation matrix in the software), and 
striking meaning units. All quotations were translated from Swedish to 
English in the last step of the analysis. The goal has been to keep the 
translations close to the linguistic characteristics of the original docu-
ments. However, some adjustments to make the quotations comprehen-
sible have been necessary.
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�The Swedish Healthcare System and Its 
Relation to CAM

To grasp the political debate over CAM in Sweden, it is helpful to have a 
brief background of the Swedish healthcare system and its relation to 
CAM.  First of all, Sweden is characterised by a strong relationship 
between the state and the healthcare sector. As early as the seventeenth 
century, doctors were paid by some municipalities to deliver healthcare 
for the poor population. Later, when hospitals were established in the late 
1800s, the vast majority were funded by public means. As a consequence, 
most healthcare professionals, such as doctors, nurses, and midwives, 
were (and still are) employed in the public healthcare system (Palier 
2006). Since the 1920s, the organisation and funding of healthcare has 
primarily been arranged at the municipality level. In a comparative per-
spective, Sweden has one of the most decentralised healthcare sectors in 
Europe. In the 1990s, the healthcare sector was reformatted along with 
the ideal on new public management. This opened it up to private enter-
prises, which, if they fulfil specific requirements, can offer healthcare that 
is funded by public means. One of the most important changes was the 
introduction of vårdval (choice of care), which means that the patient has 
the right to choose the deliverer of care. This choice is usually made at the 
level of the healthcare centre and not of single healthcare professionals 
(Magnussen et al. 2009).

There are many ways of defining healthcare systems, for example, by 
focusing on welfare regimes, institutional settings, or expenditures 
(Bergqvist et al. 2013). In focusing on welfare regimes, which are assumed 
to capture similar political ideologies, the Swedish healthcare system is 
often defined as social democratic or Scandinavian, along with countries 
such as Austria, Belgium, Denmark, Finland, the Netherlands, and 
Norway (Esping-Andersen 1990; Ferrera 1996). At the core of healthcare 
policies in Sweden lie universalistic and egalitarian ideals, that all inhabit-
ants should have equal access to health regardless of income, gender, eth-
nicity, and so on (Magnussen et al. 2009). This type of healthcare system 
tends to be characterised by generous subsidies and interventionist states 
(Esping-Andersen 1990).
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As in many other Western societies, medical doctors have developed 
strong professional autonomy and strong professional associations in 
Sweden. In 1663, the Collegium Medicorum was established, and this 
medical association was in control of medical practice. However, in the 
late 1800s, this professional autonomy was lost to the public authorities, 
and since 1960 healthcare has been under surveillance by the National 
Board of Health and Welfare (Palier 2006). In 1960, the so-called 
Quackery Law (Lag om förbud i vissa fall mot verksamhet på hälso- och 
sjukvårdens område [Law on prohibition in some cases on activities in the 
area of healthcare], 1960: 409) was established, which, among other 
things, stated that only approved medical professionals were allowed to 
treat diseases. From 1999 the main parts of this law have been incorpo-
rated within the general law for patient security (Patientsäkerhetslagen, 
2010: 659). There is no special regulation for CAM in Sweden. Instead 
the general regulations for the healthcare sector are applied (Wiesener 
et al. 2012). The most important is Hälso-och sjukvårdslagen [Healthcare 
Act] (1982: 763), which, among other things, states that healthcare pro-
fessionals should conduct care in compliance with established scientific 
knowledge and proven clinical practices.

�The Main Actors and the Overall Pattern 
of the Debate

As expected from the choice of empirical material, the main actors in this 
particular debate are the politicians who have written the motions. They 
are the ones that define political problems, negotiate on goals and solu-
tions, enrol other actors into the debate, and mobilise various values and 
ideas to support their claims. These politicians, in turn, represent political 
parties in the Swedish parliament. Twenty-five per cent of the motions 
were written by representatives of Centerpartiet, followed by representatives 
of Moderaterna (22 per cent), Miljöpartiet (19 per cent), Socialdemokraterna 
(16 per cent), and Folkpartiet, Vänsterpartiet, and Kristdemokraterna  
(5–6 per cent each).1

  J.-A. B. Danell



  171

Centerpartiet has a background of representing farmers and regional 
interests in Sweden. Today they are usually defined as a liberal and 
market-oriented party along with Folkpartiet. Although Centerpartiet and 
Folkpartiet are relatively small parties, they have been involved in several 
governmental coalitions with liberal and conservative parties during  
this debate (1979–1981, 1981–1982, 1991–1994, 2006–2010, and 
2010–2014). Moderaterna is a liberal conservative party and is also char-
acterised by its market orientation. During this time period, they have 
been the largest right-wing party, leading most liberal and conservative 
coalitions. In 1991, a Christian social conservative party, Kristdemokraterna, 
entered parliament. Since then, they have been part of all liberal and 
conservative governmental coalitions, although as the smallest party in 
the parliament. Another party who has entered the parliament during 
this debate is the environmental or green party, Miljöpartiet. They were 
established in 1980, entered parliament in 1988, lost their mandates dur-
ing the right-wing coalition of 1991–1994, but returned to the parlia-
ment after that. Since 2010, they have collaborated with Socialdemokraterna, 
the social democrats. Socialdemokraterna has been the largest party in the 
Swedish parliament throughout the time period studied here. They have 
also been leading the government during several election periods, alone 
(1982–1986, 1986–1990, 1990–1991, 1994–1996, and 1996–2006) or 
in coalition with Miljöpartiet (2014–present). Vänsterpartiet is a relatively 
small left-wing socialist party. They have not been part of any Swedish 
government. Two parties, which have been represented in the parliament 
during parts of the time period, have not been active in this debate in 
terms of any written motions. Both of these parties, Ny Demokrati and 
Sverigedemokraterna, can be defined as nationalist or social conservative.

The debate on CAM has been active to different extents over the years. 
At the beginning of the time period, one or two motions were presented 
each year, with a small increase at the end of the 1980s. The most active 
period was during the years 2003–2008, with 7 or 8 motions per year, 
including a peak in 2005 with 12 motions.

When looking more carefully at the problematisation of CAM, two 
main types of political problems can be identified. In the first one, the 
problems are focused on public health issues. In the second one, which 
also is the most recurrent, the focus is on CAM itself and on more specific 

  Translation of Complementary and Alternative Medicine… 



172 

circumstances affecting CAM use or CAM practice. There are also a few 
examples in which issues involving CAM are parts of non-health-related 
debates, for example, concerning taxes, research politics, or environmental 
issues.

�Political Problems: Public Health Issues

In the first type of political problem, a number of relatively broad public 
health issues can be identified, such as increasing costs for health insur-
ance and long-term sick leaves, increasing medication, lack of preventive 
healthcare, long waits for doctor appointments, and negative changes in 
lifestyle. A recurrent argument is that public and/or conventional health-
care is poorly prepared to deal with such problems and that CAM might 
offer a contribution, in most cases along with other forms of healthcare. 
In some of the motions, limitations or failures of public healthcare are 
explicitly associated with basic characteristics of conventional medicine, 
such as a focus on diagnosis, the treatment of sickness/diseases, and the 
extensive use of medications. For example, two of the most active politi-
cians in this debate, both representing Moderaterna, argued for economic 
interventions to promote CAM against the backdrop of public health 
issues:

The rising sickness rate among the Swedish population is not only a large 
public health problem, but has become by far the largest economic strain 
on the Swedish economy by weighing the transfer systems with large 
expenditure on health insurance. Behind the sickness rate, there is wide-
spread illness, which the health care [system] is poorly equipped to take 
care of. The Swedish health care system has been, and still is, organised to 
take care of diagnosed diseases and injuries. (MOT 2008/09: Sk324)

In contrast, CAM is often associated in the political debate with active 
patient choices, healthy lifestyles, and health promotion. Two representa-
tives of Centerpartiet, also very active in the debate, took their point of 
departure in general problems of rising costs and increased medication:
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The cost of drugs is rising faster in Sweden than in any other country. The 
cost of health insurance is increasing. This is very unsatisfactory, both for 
humans and finances, and all agree that something must be done. But 
what? Why are people sick and why do they need so much medication? 
(MOT 2001/02: So223)

Later on in the motion the politicians elaborated on their critique of 
conventional healthcare and suggested CAM as an important comple-
ment for people who seek options outside conventional healthcare but 
also as a contribution to the general healthcare system:

Doctors in the past have fought against diseases, but where has it brought 
us? The constant pursuit of miracle cures for various diseases is often 
reflected in a lack of knowledge about how lifestyle and environmental fac-
tors affect our health. An increasing number of patients are concerned 
about the side effects of medications, and many have chosen to seek alter-
native treatment to get a better quality of life […] We don’t argue that this 
is the solution, but we are convinced that it is one of several factors that can 
reverse the unfortunate trend we find ourselves in. We are confident that 
resource-saving alternative medicine can relieve [public] care in several 
areas. (MOT 2001/02: So223)

Problematisation of CAM as a public health issue, or more precisely of 
CAM as a contribution or solution to public health issues, is clearly con-
nected to liberal and conservative politicians in the debate. Almost none 
of these motions were written by representatives of Socialdemokraterna, 
Miljöpartiet, or Vänsterpartiet.

�Political Problems: CAM Issues

In the second type of political problem, the focus is on CAM itself and 
on more specific constraints and circumstances that might delimit CAM 
use or practice. Here it is possible to identify a number of broad themes, 
such as unequal conditions, professional practice, legal constraints, lack 
of knowledge and research, and various forms of risks. As we will see later, 
some of these themes overlap. In the first theme, the main actors highlight 
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that CAM cannot compete with public or conventional healthcare on 
equal terms, for example, concerning costs, taxes, education, availability, 
and professional autonomy. Concerning costs, one recurrent argument is 
that CAM users ‘pay double’, with already taxed money, because CAM 
treatments are provided within the private sector and have no tax exemp-
tions. For example, representatives of several liberal and conservative par-
ties stated in a joint motion: ‘Many of these [treatments] are not funded 
by public means, instead it is the individual who pays, with taxed money. 
This causes unfair conditions and makes it into a matter of class’ (MOT 
2004/05: So432). The same logic is applied for CAM education, which 
is organised privately and paid out of pocket by the students. In these 
problematisations of CAM, it is possible to identify links both to ideals 
on free markets and open competition and to matters of social justice and 
class. These aspects need to be understood in relation to the system of 
Swedish higher education, which to a large extent is publicly funded, 
with no student fees and relatively generous student allowances and loans. 
So, even if parties like Centerpartiet often are associated with ideals on 
free markets and private enterprises, a typical argument on this issue is 
presented as follows.

In the traditional Swedish education system, there is no complementary/
alternative training. That means that people who are interested in such 
education must search for private alternatives. This, in turn, means that 
there is no free education and that there are no student allowances or loans. 
If one wants an education in the area of complementary [medicine], one 
must make a huge economic commitment. This is an injustice that should 
receive more attention and be reconsidered. (MOT 2002/03: So225)

Another theme concerns professional practice and legal constraints—
and the fact that CAM practice, to a large extent, is relatively unregulated 
in Sweden. The main argument is that there is too little control of educa-
tion, titles, and practitioners. This, in turn, opens up risks and uncer-
tainty for individual patients and users but also for practitioners and 
healthcare providers. Common arguments are that it is difficult to know 
what education practitioners have, what the titles refer to, what the dif-
ferences are between various treatments, and what is considered ‘reliable’, 
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‘serious’, or ‘trustworthy’. More or less explicitly, these aspects are also 
connected to legal aspects, as stated in various regulations (such as the 
general health act). Or as one representative of Moderaterna summarised 
the problem: ‘Because it is possible to establish oneself as a practitioner, 
without declaring professional competence or results, and this has become 
a large market, it is difficult for the consumers to make informed choices’ 
(MOT 2006/07: So319). Some of the politicians also highlighted the 
problem of limited protection concerning specific patient groups and 
their right to reliable and scientific treatments. For example, representa-
tives of Folkpartiet argued: ‘We believe that mental illness is as serious as 
cancer, diabetes, and other diseases covered by the so-called quackery law. 
Patients with mental illness must be guaranteed expert and diligent care 
in accordance with science and proven experience’ (MOT 2007/08: 
So484). The general focus in this motion was on limitations in current 
regulations, which leave the field open to non-professional and poten-
tially manipulative practitioners. Patients with mental illness were identi-
fied as an exposed and unprotected group and the comparison with 
cancer and diabetes patients needs to be understood as the backdrop of 
current regulation, which set up certain limitations for practitioners 
without official licenses (e.g., regarding what disorders they are allowed 
to treat).

In several of the motions, CAM is presented as practices that fall out-
side the responsibilities of established control agencies such as the 
National Board of Health and Welfare and the National Board of Higher 
Education. There are also a number of motions that draw upon the so-
called quackery law (which, at the time of most of the motions, had been 
replaced by the law for patient security and the general healthcare act) to 
distinguish between serious and non-serious practices in terms of quack-
ery or to highlight risks with more or less uncontrolled professions. For 
example, representatives of Folkpartiet and Miljöpartiet wrote about pro-
fessional boundaries and problems with information and valuation in 
connection to quackery:

The legislation on quackery has been critically questioned with regard to 
developments in the so-called alternative medicine. The flora of commer-
cial enterprises and clinics that has emerged, and the range of therapies, 
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treatments and effects on people’s psychological state that are not based on 
science or proven experience and are practiced by people without medical 
qualifications or equivalent, cause concern. (MOT 2006/07: So235)

It is also of great importance to get increased control and to distinguish 
serious activities from—which of course exist—pure quackery. Information 
to the public is basic. People must know how control is maintained and 
what is trustworthy. It should not be necessary to be well educated to navi-
gate among the different services. (MOT 2003/04: So625)

As indicated earlier, legal boundaries are not only framed as problem-
atic to patients and users but also for healthcare professionals and provid-
ers. For example, against the backdrop of public health issues, such as 
increasing societal costs, representatives of Centerpartiet focused on the 
fact that licensed healthcare professionals could not practice CAM as part 
of their profession. In the following motion, the politicians touched upon 
unequal economic conditions but also on professional limitations caused 
by regulations:

It is not uncommon that medically trained [staff] pay thousands of 
[Swedish] crowns on private training because they discover that conven-
tional health care is not enough. Many incorporate their skills in alterna-
tive medicine in daily health care, in silence. However, today this is not 
allowed. … Licensed staff must, in principle, delegitimise themselves in 
order to practise alternative medicine. (MOT 1999/2000: So486)

Concerning limitations of CAM practice, two aspects in particular 
have been in focus in the debate. The first one focuses on the law for 
professional activities in the healthcare sector and on restrictions on 
which patient groups’ non-licensed practitioners are allowed to treat 
(especially pregnant women and children under the age of eight) and the 
fact that this did not change when the so-called quackery law was replaced 
in 1999. The second aspect concerns rights to prescribe certain drugs and 
remedies or as representatives of Centerpartiet summarised the problem: 
‘There is growing concern that the availability of supplements and vita-
mins is limited for Swedish citizens’ (MOT 2002/03_So225). This way 
of problematising CAM has been recurrent in the political debate since 
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2001, when the regulation on various supplements was adjusted to meet 
the directives of the EU. From being relatively uncontrolled and sold 
freely, they came under supervision of the Medical Product Agency and 
were only sold at public drug stores. At higher doses than daily recom-
mendations, a prescription from licensed healthcare professionals is 
needed. This problematisation, in turn, is linked to issues on freedom of 
choice, availability, and unequal conditions compared to conventional 
healthcare. For example, two of the most active representatives of 
Centerpartiet argued that authorised CAM practitioners should have the 
right to prescribe supplements:

One of the tools of complementary and alternative medicine is the ability to 
recommend supplements such as glucosamine. Now, since Sweden is 
adjusted to the EU regulation, the Medical Product Agency [Läkemedelsverket] 
must consider that supplements, when they have documented curative 
effects, should be classified as drugs. From October 1 2001, these may only 
be sold in pharmacies with a prescription. This means that remedies, which 
have shown curative effects, will not be available for the individual patient. 
It  requires a doctor’s appointment in healthcare that already is difficult 
to  access, and also to a doctor who is not familiar with this medication. 
Complementary and alternative practitioners with authorisation and quality 
assurance, who have knowledge in glucosamine, ought to prescribe this drug. 
(MOT 2001/02: So623)

Another theme is related to lack of knowledge and research. One argu-
ment is that patients and users—but also healthcare professionals—have 
limited knowledge about CAM. In many of the motions this is explicitly 
connected to problems for patients and users to make informed choices, 
which, in turn, is connected to various risks. Healthcare professionals are 
assumed to have limited competence on CAM in general, or on specific 
treatments and remedies (as in the example earlier), which limits their 
ability to provide information about CAM treatments or to handle paral-
lel treatments. In some cases, these problematisations are also connected 
to basic patient rights, as formulated in the general health regulation. For 
example, representatives of Centerpartiet argued:
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District nurses and doctors are some of the health professionals who, in 
their daily work, are key actors in informing patients. According to the 
general health regulation, 2a §, patients should be given information about 
available treatments. Today, it is not always the case that these professionals 
have good knowledge about opportunities offered by representatives of 
alternative medicine. That is, from the patient perspective, unsatisfactory. 
(MOT 1997/98: So308)

In other cases, the need for knowledge and research is argued for in 
more general terms, for example, by drawing on public health issues and 
pointing at the need for explanations. Some of these propositions are also 
examples of when the political context not only is related to health but 
also is expanded to education and research politics. For example, repre-
sentatives of Miljöpartiet argued for more research on CAM in a motion 
to the Committee on Education:

Today, many people use drugs and treatments from alternative and comple-
mentary therapies. In this area, there is a great need of research that can dis-
tinguish which treatments are efficient from a health economic point of view. 
However, health is more than a strictly medical concern, and interdisciplin-
ary research is needed to get an overall perspective. (MOT 2008/09: Ub8)

Lack of knowledge and research is closely connected to shortage of 
funding, lack of competence among conventionally trained researchers, 
and limited integration and/or acceptance in scientific contexts. This, in 
turn, draws upon basic conflicts between CAM and conventional medi-
cine, especially concerning scientific methods. Representatives of 
Vänsterpartiet summarised the problem: ‘Traditionally, there has been, 
and still is, a mutual distrust between complementary medicine and tra-
ditional scientific medicine, so-called school medicine’ (MOT 2001/02: 
So398). There are also notions of a ‘catch 22’ moment for CAM research 
in which funding for research requires certain levels of establishment, but 
such establishment is difficult to achieve without research funding. 
Representatives of Miljöpartiet argued: ‘Today there is a catch 22. A 
method must be proven to be effective in trials before the research grants 
are awarded and established researchers become interested [in CAM 
research]’ (MOT 2002/03: So365).
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Several of the motions identify common characteristics of CAM, such 
as a holistic view, as important to understanding why established scien-
tific methods, such as randomised controlled trials, are unsuitable to 
investigate how CAM works. New or adapted research designs are needed. 
For example, a representative of Centerpartiet argued:

Complementary alternative medicine is a treatment that is based on a 
holistic approach, based upon the individual. Because of this, it is difficult 
to use randomised trials. In other words, it is difficult to use conventional 
medical research methods and it is necessary to adapt the research methods 
to the discipline that will be examined. A suggestion is to apply the so-
called black-box approach on complementary and alternative medicine. 
That, in turn, requires that someone in the research team has practical 
experience on how the complementary alternative treatment is performed. 
(MOT 2012/13: So494)

This problematisation also raises a more general critique of evidence-
based medicine and established scientific methods. The motion 
continued:

But then the question is how to understand evidence. How to interpret 
‘science and proven clinical conduct’? Can we expand the view on evidence 
to include all existent and relevant information on a problem area without 
abandoning a scientific approach? (MOT 2012/13: So494)

In contrast to the first theme of political problems, the second one is 
more diverse, in terms of both what is focused on and which main actors 
are involved. Here, all political parties are represented.

�Negotiations on Goals and Solutions

Following the links from what are defined as political problems, we find 
a number of goals and suggested solutions and how these are negotiated. 
To some extent, goals and solutions can be divided into the same types as 
explained earlier—into goals related to public health and into goals con-
cerning CAM use, practice, and knowledge production—but they also 
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overlap. In particular, relatively specific political problems (such as the 
availability of drugs and remedies) can be linked both to general public 
health goals (such as the general well-being of the population) and more 
specific CAM goals (such as the availability of homeopathy).

First of all, it is important to note that the politicians often formulate 
a number of goals in the same motion and that these goals vary from very 
general to relatively specific. The proposals also differ in how explicit they 
are in terms of the connection between political problems and suggested 
interventions. At the most general level, many of the politicians formu-
late goals concerning the whole healthcare sector. For example, represen-
tatives of Socialdemokraterna stated that the general goal for the healthcare 
sector is to ‘decrease sickness, sick leaves, and the costs associated to 
these’ (MOT 1993/94: Sk44). Representatives of Centerpartiet formu-
lated a similar goal: ‘The goal of all health care must be that more people 
should have a healthier life. Here, alternative medicine can contribute to 
people and economy in an advantageous manner’ (MOT 2000/01: 
So223). Such public health goals are stated in many documents, no mat-
ter what political party is represented or what political ideology they are 
associated with. But there are also general goals concerning individual 
possibilities, circumstances, and constraints. In these cases, the links to 
political ideologies are more apparent. A recurrent goal in the proposals 
written by liberal and conservative parties (especially Centerpartiet and 
Moderaterna) is to stimulate individuals to take more responsibility for 
their health or to take active healthcare decisions. For example, represen-
tatives of Moderaterna wrote: ‘We must learn to promote health, not only 
treat sickness. It is a political duty and a human right. […] From an 
individual perspective, the individual must be regarded as a competent 
actor between care providers and care recipients’ (MOT 2013/14: 
Ub403) and ‘Therefore, we ask for a review on how it can be possible to 
stimulate people to take a more active role in taking care of their health’ 
(MOT 2014/15: 2406).

Looking at specific CAM goals, one of the most recurrent goals is to 
achieve more integration and collaboration between CAM and public 
and/or conventional healthcare. This is often formulated in very general 
terms, for example: ‘Complementary preventive care should be involved 
in the health care framework’ (MOT 2004/05: So603). Integration is 
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presented as the answer to meet public health issues as well as individual 
preferences and needs. For example, integration is assumed to make 
CAM more accessible, reduce unequal conditions, bridge professional/
legal constraints (especially for healthcare professionals), support research, 
and improve the general knowledge about CAM treatments. Again, these 
goals are closely connected to general ideas on individual freedom, 
autonomy, and respect. For example, representatives of Miljöpartiet 
framed the goal of integration as follows: ‘The goal with integration 
might be to pay more respect to patients’ values and requests, and by 
doing so, increase participation in choices of health care and treatments’ 
(MOT 2009/10: So228).

Suggested integration takes different forms, from inclusion of CAM 
treatments in public care and the public health insurance to collaboration 
between specific groups of professionals (such as doctors and CAM prac-
titioners) and integration of CAM knowledge within the general ‘research 
community’. These goals are also closely linked to public health issues 
and to how users, patients, and the general population might benefit 
from the inclusion of CAM in public and/or conventional healthcare, for 
example, by collaboration between professionals:

Because citizens have great trust in complementary treatments, we find it 
to be an eligible and important development to establish conditions for 
integration and increased collaboration between school medicine and alter-
native treatments. (MOT 2001/02: So605)

Other recurrent goals, which are linked to political problems on lack 
of knowledge and research, focus on more CAM research, increased 
funding of research, and establishment of a research (or knowledge) 
centre. The last goal was high on the agenda for two decades, from the 
early 1990s to 2009. In many of the motions, the politicians discussed 
such a centre in terms of integrative medicine and that it should have the 
capacity to combine competences from conventional medicine and 
CAM practitioners. For example: ‘Here research is going to take place, 
in school medicine but also in collaboration with CAM-practitioners. 
The goal is to take advantage of the competence in the CAM area, which 
cannot be systematised today because it does not have access to the 
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research field’ (MOT 2002/03: So365). Other expectations on such a 
centre were that it should serve the role for coordinating higher educa-
tion in CAM, inform patients and healthcare professionals as well as 
official agencies about treatments and research, and facilitate clinical 
CAM research. In several of the proposals these goals are connected to 
problems for individuals to access relevant information. For example, 
representatives of Socialdemokraterna focused on the limited resources of 
voluntary initiatives and argued for a publicly funded centre:

Today, Sweden has no centre for knowledge and education on alternative 
treatments. Citizens try to find information in other ways, e.g. by KAM, 
The Committee for Alternative Medicine. KAM, as a voluntary association 
with no public support, has, however, limited resources to support infor-
mation for citizens. (MOT 2006/07: So413)

In 2006 the Osher Center for Integrative Medicine was established at 
the Karolinska Institute, the top-ranked medical university in Sweden. 
The main funding was from the private Osher Foundation, although the 
university co-funded it (which, indirectly, was done with public means). 
Since this establishment, the goal of a national CAM research centre has 
faded away from the political debate.

Closely linked to the goal of a research centre is a suggested register of 
CAM practitioners. This is, by far, the most frequent political goal from 
the mid-1990s to 2013. This is also one of the most complex political 
issues in the debate in terms of how it has been dealt with in a large num-
ber motions, reports from the Committee of Social Affairs, and in several 
public investigations (the main report from the Committee on Alternative 
Medicine, SOU 1989:60, the so-called AKM-Inquiry, SOU 2004: 123, 
and the so-called Eligibility Inquiry, SOU 2010:6). In general, the goal of 
a register has been promoted by representatives of Miljöpartiet and 
Socialdemokraterna and in some cases by Kristdemokraterna. In several of 
the motions the idea is that of a register that is chronologically linked to 
the establishment of a research or knowledge centre. For example, repre-
sentatives of Socialdemokraterna wrote: ‘It is urgent that such a register be 
established. A national register should be a first step towards a national 
information and knowledge centre, where competence in complementary 
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and alternative medicine can be gathered as well as research data’ (MOT 
2007/08: So416). In other cases, the register is presented as an indepen-
dent goal motivated by concerns about patient security and difficulties 
for patients and users to access relevant information. In some of the 
motions the idea of a register is also connected to ideas on standardised 
requirements of education and coordination of titles. Two of the most 
active representatives of Socialdemokraterna argued as follows in one of 
several motions on the topic:

By a national register for complementary and alternative practitioners will 
the same treatment/therapy have the same requirements concerning educa-
tion, which is not the case today. Thus, patients’ choices will be easier 
because the same concepts will be used for the same treatments. (MOT 
2006/07: So413)

Because of the empirical material—motions written by one type of 
actor—interessement or interposition of CAM might seem a bit implicit. 
What we can see in these documents is what is prioritised as goals, and 
how they are motivated, but not any counter arguments.

�Enrolment of Credible Actors and Mobilisation 
of Research and Ideals on Freedom of Choice

In the process of defining political problems and proposing various goals 
and solutions, the political representatives have enrolled a number of cred-
ible actors, such as governmental agencies, professional associations, uni-
versities, hospitals, well-known individuals, law texts, and reports. These 
actors, in turn, have been mobilised to support different kind of values, 
ideas, and claims. From the material, it is clear that these actors are not 
restricted to traditional actors, in terms of individuals or associations, but 
that they take many symbolic and de-personalised forms (cf Law 1992).

By far the most commonly mobilised claim is the popularity and 
extensive, or increasing, use of CAM.  This claim is used through the 
whole time period by representatives of all political parties and is often 
formulated in very general terms:

  Translation of Complementary and Alternative Medicine… 



184 

A large share of the population uses complementary or alternative medical 
treatments along with [conventional] health care. This may include visiting 
chiropractors, osteopaths and acupuncturists. (MOT 2010/11: So573)

Many of the main actors support this type of claim with findings from 
reports from county councils and/or researchers and universities:

More and more people are interested in complementary treatments. An 
investigation by Linköping University in 2001 showed, among other 
things, that people have great faith and confidence in complementary 
efforts… (MOT 20013/14: So625)

This way of drawing links to investigations and reports, and to authori-
ties such as universities, is not delimited to this issue but is found in many 
arguments about the efficacy and safety of CAM treatments. Again, this is 
often formulated in general terms to indicate the existence of scientific 
studies and/or positive results, including ‘Well documented studies’ (MOT 
1992/93: 190), ‘A recurrent factor that is highlighted in studies of comple-
mentary medicine is…’ (MOT 2007/08: So244), and ‘There is rich docu-
mentation of scientific studies, which show positive effects of integrative, 
complementary treatments to school medicine’ (MOT 2007/08: Sk382). 
There are examples in which specific studies, results, and researchers and 
institutes are enrolled in the debate but compared to the general pattern 
these are notable exceptions. In a few motions there are links to interna-
tional research, named researchers, and universities like the University of 
Florida and Harvard School of Medicine. In others, the politicians draw 
links to Swedish research and enrol actors such as the Osher Center for 
Integrative Medicine at the Karolinska Institute, Linköping University, 
KTH Royal Institute of Technology, and Vidarkliniken (a private but pub-
licly supported anthroposophic hospital south of Stockholm). Some of 
these actors, such as the national and international universities, signify rela-
tively general and conventional scientific legitimacy in being well known to 
wide audiences as trusted and well-reputed scientific institutions. Other 
actors, such as the Osher Center, Vidarkliniken, and named Swedish 
researchers, probably signify a slightly different legitimacy by indicating the 
existence and establishment of CAM in scientific and medical contexts.
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In the debate, there are also other kinds of actors enrolled. During the 
years from 2002 to 2008, some of the most recurrent actors were the 
WHO, the WHO document Traditional Medicine Strategy 2002–2005, 
and the WHO resolution EB:111.R12 on Traditional Medicine.

These actors were enrolled both to back up arguments on the extensive 
use of CAM and to support integration and patient security (e.g., by 
establishing a research centre, a register of practitioners, or more general 
quality assurance). For example, some of the most active representatives 
of Socialdemokraterna enrolled the WHO and its specific strategy:

In its strategy for 2002–2005, the WHO describes how every member 
state should strive for increased integration between school medicine and 
complementary and alternative medicine. To deepen co-operation, in 
accordance with the global plan of the WHO, it is important that HSL 
[the general health care act] and Lysen [the law on professional practice in 
the health care sector] be adjusted to the new conditions. (MOT 2005/06: 
So590)

In a similar manner, several other official agencies (such as the Swedish 
Agency for Health Technology Assessment and Assessment of Social 
Services, the National Board of Health and Welfare, and the Medical 
Product Agency), associations (such as KAM, the voluntary committee 
on CAM in Sweden, and NSK, its Nordic counterpart), laws (especially 
the general healthcare act), and public inquiries (such as the so-called 
AKM-Inquiry) are enrolled in the debate. A striking aspect is that enrolled 
actors, such as named researchers, universities, and official agencies, are 
expected to speak for themselves in the motions. They are seldom intro-
duced or described. To some extent this is expected because of the con-
text of the motions. One could expect the main audience of the documents 
(members of the parliament and members of the political committees in 
the parliament) to be familiar with Swedish universities, official agencies, 
and general regulations. But in other cases, it is less self-evident. For 
example, when introducing named researchers, this is usually supported 
by basic information on affiliation but with very limited information on 
the researcher’s specific competence or research area.
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Another striking pattern is the mobilisation of ideals on freedom of 
choice. Especially in the motions by liberal and conservative representa-
tives, there are recurrent links between specific political problems (e.g., 
on costs, taxes, general availability of treatments, and lack of holistic per-
spectives) and notions of freedom of choice and active patients or con-
sumers. As indicated earlier, many of the motions highlight that patients 
and users have the right, and in some cases the preference to choose their 
treatments. This is often supported by enrolment of the general health-
care act but also by scientific reports and public inquiries on the extensive 
use of CAM. For example, a representative of Centerpartiet stated: ‘The 
right of the patient to choose therapy is also established in the Swedish 
health care act’ (MOT 1991/92: So107). Closely connected to these 
arguments is the idea that patients or consumers have the capacity, but 
also the responsibility, to decide on their own healthcare. In some motions 
these ideas are formulated in relatively soft terms, that many people in 
contemporary society have an interest in promoting their health and 
searching for alternatives to conventional medicine. In others, they are 
formulated in explicit ideological terms, that people need to take more 
responsibility for their health and healthcare choices.

�Discussion

In this chapter, I have analysed the political debate on CAM in the 
Swedish parliament with help from an actor network approach. In gen-
eral, the political translation of CAM, in terms of what kinds of networks 
have been stabilised, has been in favour of the phenomenon. The main 
actors, in this case the parliamentary politicians, have argued for inter-
ventions to facilitate CAM use or CAM practice. Only a few motions 
include proposals intended to limit or restrict CAM, although risks, espe-
cially for users and patients, have been highlighted in many more.

To summarise some of the main findings, the translations consist of 
two main types of problematisations. In the first, the political problems 
are related to public health issues such as long-term sick leaves, increasing 
societal costs, and lack of preventive healthcare. Here, CAM is presented 
as a contribution to general healthcare and might support individuals 
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and society, often along with other types of treatments. This type of prob-
lematisation is also almost exclusively linked to liberal and conservative 
parties, such as Centerpartiet and Moderaterna. It is also quite obvious 
that CAM is not the main focus here but more of a bonus or a side track 
that will contribute to resolving the larger issues. In the second, the prob-
lems are focused on CAM itself and on more specific circumstances 
affecting CAM use or practice. This type of problematisation is the most 
common in the material and also the most diverse. Here we find a num-
ber of broad themes, such as unequal conditions, professional practice, 
legal constraints, lack of knowledge and research, and various forms of 
risk. This type of problematisation is expressed by representatives of all 
political parties in the debate, no matter their ideological orientation.

When following the links from the political problems, we also find a 
number of goals and suggested solutions. To some extent, these can be 
defined in the same way as the political problems, either focusing on 
public health or on CAM itself, but they also overlap. The goals con-
nected to public health are in most cases very general, either focusing on 
better health or decreased costs at a societal level or on more freedom 
and/or more individual responsibility in healthcare choices. In contrast, 
most CAM goals are much more specific. Here we find proposals on 
increased integration of CAM and conventional medicine, for example, 
concerning professional practice, establishment of a research or knowl-
edge centre, and a register of CAM practitioners. Several of these goals 
have also been on the agenda for many years by different political parties 
representing different ideological standpoints.

When analysing the material in more detail, and also considering what 
is mobilised and enrolled by the politicians, several interesting aspects 
appear. First of all, it is clear that this is a relatively liberal, and to some 
extent neoliberal, debate. Although neoliberalism is a tricky, and often 
poorly defined, concept (Boas and Gans-Morse 2009; Thorsen 2011), it 
is often associated with ideals on free markets, to organise exchanges of 
services and goods. As a consequence, it is also associated with reforms on 
privatisation, deregulation, decentralisation, and tax reductions, which 
are assumed to have positive effects on the economy by not restricting 
market mechanisms. It is also an ideology giving priority to individual 
freedom, active choices, and personal responsibility (e.g., Friedman 2009; 
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Friedman and Friedman 1990). This particular debate is not only domi-
nated by representatives of liberal and conservative parties, who have 
written about 60 per cent of the motions, but it is also characterised by 
typical neoliberal ideas. These ideas are connected to a number of politi-
cal problems and goals, both concerning general public health and more 
specific CAM issues (e.g., on the right to choose healthcare and/or CAM 
and fair competition for CAM practitioners). Although the neoliberal 
ideas are most frequent and elaborated in the motions by Centerpartiet 
and Moderaterna, they are found in motions from almost all political par-
ties in the debate. This could be related to general arguments about the 
neoliberalisation of society or to more specific ones about neoliberalisa-
tion of health and healthcare systems (e.g., McGregor 2001). Several 
scholars have also discussed neoliberalism in relation to CAM and how 
neoliberal discourses on consumerism are congruent with common CAM 
ideals on self-management, active choices, and personal responsibility 
(e.g., Brenton and Elliott 2014; Broom et al. 2014; Fries 2008). But this 
is only one side of the debate. In parallel, we can detect general ideals on 
social equality and fairness in motions from representatives of almost all 
political parties. For example, several of the liberal and conservative rep-
resentatives problematise access to CAM in terms of inequality and social 
class, which could be surprising. But, as indicated earlier in the chapter, 
this probably needs to be understood in relation to long traditions of 
universalistic and egalitarian healthcare policies in Sweden.

Another important finding is how the debate follows scientific and 
biomedical norms. Although there are some striking counter examples, 
such as when the politicians destabilise this norm (e.g., by suggesting 
black-box approaches and the expansion of the view on what is consid-
ered as evidence), the general pattern is that science and conventional 
medicine are more or less taken for granted. The politicians recurrently 
mobilise reports and scientific studies, although in very general terms, to 
show the popularity, extensive use, and positive results of CAM. They 
also enrol a number of actors, such as universities, hospitals, and research-
ers, which are associated with the scientific and medical establishment, to 
support their arguments. Several of the goals, such as the establishment 
of a research or knowledge centre and a register of practitioners, also 
indicate a strong biomedical norm and that the general goal is to get 
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CAM accepted by various establishments, not necessarily on its own 
terms. In the motions there are also many distinctions expressed by the 
politicians, indicating the ambiguous position of CAM, for example, by 
using formulations like ‘so-called alternative medicine’ and by highlight-
ing the fine line between CAM and quackery.

There are certainly more aspects to explore in this political debate, 
both concerning the reception of the motions (especially in the parlia-
mentary committees) and follow-up on which motions have resulted in 
political interventions (e.g., changes in regulations or increased funding), 
and more focus should be put on quantitative aspects of the patterns 
indicated in the analysis earlier. It would also be very interesting to explore 
other national debates on CAM, or the debate in the EU or in the WHO, 
to see whether or not these political translations of CAM are general or 
are tied to specific national characteristics (such as the general outline of 
the healthcare system or the status of CAM).

Note

1.	 Several of these parties have changed their names during the debate or 
have longer full names. In the chapter, I have chosen the name used in 
everyday language and/or dominating during the time period in focus.
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Safety as ‘Boundary Object’: The Case 
of Acupuncture and Chinese Medicine 

Regulation in Ontario, Canada

Nadine Ijaz and Heather Boon

In this chapter, we apply a theoretical concept from science and technol-
ogy studies, that of the boundary object, to the field of professional regula-
tion as it pertains to traditional, complementary and alternative medicine 
(TCAM). With reference to our recent case study of acupuncture and 
Chinese medicine regulation in the province of Ontario, Canada, we use 
the ‘boundary object’ concept as a mechanism to highlight the dispropor-
tionate role that safety-related discourse may play in TCAM professional 
regulatory projects. We then discuss possible implications of our observa-
tions with respect to TCAM professionalisation studies more broadly.

�Boundary Objects and TCAM Research

The boundary object concept was first theorised by Star and Griesemer 
(1989) and relies on the social worlds framework, elaborated over multiple 
decades within the symbolic interactionist tradition of sociology and 
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widely used in studies of science and technology (Clarke and Star 2008). 
Social worlds are conceptualised as ‘shared discursive spaces’ in which ‘mul-
tiple collective actors’ engage in particular primary activities, at specific 
locations or sites, in particular ways and ultimately aim to promote or 
propagate some aspects of these activities (p. 114). ‘Over time,’ note Clarke 
and Star (p. 113), ‘social worlds typically segment into multiple worlds, 
intersect with other worlds … and merge.’ They use the term ‘arena’ to 
describe an ecology in which multiple social worlds organise ‘around issues 
of mutual concern and commitment to action’ (p. 113). The social worlds 
framework has been extensively used to study occupations and professions, 
as well as a wide range of other groups and settings.

In their 1989 case study of the Berkeley Museum of Vertebrate Zoology, 
Star and Griesemer advanced social worlds theory by introducing to it 
the boundary object concept. They characterised boundary objects, 
which may be ‘abstract or concrete,’ as having ‘different meanings in dif-
ferent social worlds,’ while preserving a structure ‘common enough to 
more than one world to make them recognisable, a means of translation 
… [for] developing and maintaining coherence across intersecting social 
worlds’ (Star and Griesemer 1989: 393). Examples of boundary objects 
in Star and Griesemer’s original study included ‘species and subspecies of 
mammals and birds,’ as well as ‘the habitats of collected animal species,’ 
which carried distinct meanings across the social worlds of (among oth-
ers) the museum’s ‘research scientists, curators, amateur collectors, pri-
vate sponsors and patrons’ (p. 392). Although members of the 
aforementioned social worlds shared a common goal of ‘preserving 
California’s nature’ in Star and Griesemer’s study (p. 408), they brought 
to this endeavour a range of different perspectives and approaches, made 
evident in their distinct conceptualisations of, and engagement with, the 
identified boundary objects.

Star and Griesemer’s original boundary object concept has been applied 
and theoretically nuanced across a range of scholarly fields, including in 
TCAM-related research (Derkatch 2008; Keshet et  al. 2013; Owens 
2015). In contrast to Star and Griesemer’s early characterisation of 
boundary objects as operating within mutually advantageous collabora-
tive settings, TCAM scholars’ application of the boundary object concept 
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has specifically addressed the differential power dynamics typically at play 
in TCAM-biomedical encounters. Owens, for example, points to the 
effective deployment of the sterile needle as a boundary object from within 
the social world of American acupuncturists, who sought to facilitate tra-
ditional acupuncture’s increased entry into the politically dominant social 
world of mainstream US healthcare. She notes (2015: 21):

The sterile needle ‘worked’ as a boundary object during this period due to 
its cohesion with two major trends in the early 1990s: the concern over 
infectious disease transmission through needles and the increased call for 
evidence-based medicine.

In this chapter, we similarly use the boundary object concept to explore 
acupuncture’s increased integration into mainstream healthcare, but, in 
this case, with reference to professional regulation. In our analysis, we 
shift focus from the needle itself to the concept of safety as a rhetorical 
boundary object, echoing Derkatch’s work (2008) about evidentiary 
debates around TCAM. There, Derkatch theoretically extends the bound-
ary object concept to include rhetorical strategy, referring to the concept 
of efficacy, one of evidence-based medicine’s core principles. With refer-
ence to the reification of randomised control trials in biomedicine, 
Derkatch (2008: 379) analyses efficacy as a shape-shifting, rhetorical 
boundary object through which ‘a given health practice or study’ may be 
positioned ‘within or beyond the borders of science.’ As Derkatch notes 
within the context of research:

Efficacy, and its sister term, safety, are cited, mantra-like, throughout the 
medical literature as the chief motivations behind research … [A]s 
keywords, safety and efficacy are so flexible that they can function as 
gatekeepers. (381)

In this work, we use a similar theoretical approach as Derkatch, this 
time to demonstrate how evidence-based medicine’s cardinal virtue of 
safety may act, somewhat problematically, as a central discursive bound-
ary object in defining regulatory parameters for TCAM practices and 
practitioners. With reference to the case of acupuncture and Chinese 
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medicine regulation in Ontario, Canada, and to the arena of intersecting 
social worlds at play in that process, we point to three areas in which 
safety has played a key discursive role as a regulatory boundary object: (a) 
in establishing the need for acupuncture’s regulation, (b) in formulating 
training standards across the professions and (c) in defining policy to 
address the distinct ethnolinguistic features of the Chinese medicine 
profession.

The data we interpret in this study were collected as part of a qualita-
tive case study we conducted on the statutory regulation of acupuncture 
and traditional Chinese medicine in Ontario, Canada. Case study data 
included an extensive body of public documents from the period 1984 
through 2017, including consultative documents from regulators, tran-
scripts of court proceedings and government hearings, minutes of public 
meetings, regulations, public petitions, statements by public officials, 
websites of professional organisations and media reports. We also con-
ducted 32 qualitative interviews with key informants including Chinese 
medicine and acupuncture community leaders and practitioners, and 
state officials, who had been involved in the Chinese medicine/acupunc-
ture regulatory process.

In this chapter, we engage with boundary object theory to reinterpret 
previously reported findings from this case study (Ijaz et al. 2015, 2016; 
Ijaz 2017). More specifically, we apply the boundary object lens to discuss 
the prominence of safety discourse in the case under study, permitting a 
metalevel interpretation of our previously-reported study findings. This 
chapter references previous study findings as well as primary documents 
in some cases but does not cite any interview-based findings directly as 
they have been reported elsewhere. We now turn to our analysis.

�Shifting Safety Discourse Across Social Worlds: 
Establishing the Need for Acupuncture’s 
Regulation

Ontario’s Chinese medicine practitioners had lobbied for statutory self-
regulatory status over three decades before the profession—and with it, 
the practice of acupuncture—were regulated in 2013. Until that time, 
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the insertion of acupuncture needles for therapeutic purposes was not 
subject to any statutory limitations. In 1984, the Ontario government—
one key social world in our study—undertook to redesign its health pro-
fessional regulatory framework in an effort to ‘level the playing field’ 
across a range of healthcare occupations, by governing all regulated 
groups under a single piece of umbrella legislation. Primary among the 
province’s nine identified criteria for self-regulation in 1984 was demon-
stration of a substantial potential ‘risk of harm … to individual patients’ 
(O’Reilly 1999). In other words, the Ontario government constituted 
safety as a key gatekeeping factor in determining which healthcare prac-
tices or occupations required regulatory boundaries around them.

At the time, Chinese medicine practitioners—another social world at 
play in our analysis—were among over 100 healthcare occupational 
groups requesting to be newly regulated. However, the provincial govern-
ment determined that acupuncture—one of Chinese medicine’s central 
practices—was ‘not inherently hazardous’ (HPRAC 1996: 1), that is, not 
sufficiently risky to warrant regulatory controls. The practice of acupunc-
ture thus remained in the public domain, and Ontario’s Chinese medicine 
practitioners remained unregulated. However, the Ontario government’s 
stance as to acupuncture’s associated risk profile would change twice 
more over the decades leading up to the province’s 2013 acupuncture and 
Chinese medicine regulations. During this period, the arena of intersect-
ing social worlds engaged with the issue of acupuncture’s statutory regu-
lation would become progressively larger and more differentiated into 
complex and intersecting sub-groupings.

In 1995, the Ontario government received three formal requests for 
new regulations involving the practice of acupuncture from three sepa-
rate groups (each of which we characterise as a distinct social world): one 
from a Chinese medicine practitioner association, another from the prov-
ince’s naturopathic profession, and the third from a provincial coalition 
of acupuncture-practising biomedical health professionals. Whereas the 
Chinese medicine group requested that a profession of Chinese medicine be 
regulated (with acupuncture as a central therapeutic intervention), the other 
two groups were exclusively concerned with seeing the practice of acupunc-
ture regulated as a practice within their own professions’ broader scopes. 
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Ontario’s health minister tasked an arm’s-length provincial body, the Health 
Professions Advisory Council, with studying these three requests. The 
Council decided to focus a single study on what was shared across these 
requests: the question of acupuncture regulation (HPRAC 1996).

Noting that ‘risk of harm’ constituted ‘the threshold for regulating a 
new activity’ under Ontario’s health professional regulatory structure 
(HPRAC 1996: 4), the Council undertook a ‘public review … to generate 
a fuller understanding of acupuncture including its risk of harm’ (p. 8). 
Among the stakeholders who contributed written documents and oral 
presentations during this review were representatives of the social worlds 
identified earlier. How to characterise acupuncture’s safety profile was cen-
tral among the core questions the Council posed of stakeholders. 
Stakeholders represented a range of individuals, as well as representatives 
of multiple social worlds including medical doctors, Chinese medicine 
practitioners and naturopaths, as well as chiropractors, nurses and physio-
therapists. What was shared across these worlds was a common interest in 
seeing acupuncture regulated in the province, discursively expressed as a 
characterisation of acupuncture as sufficiently unsafe to warrant statutory 
controls.

In this light, the Council determined that acupuncture did indeed 
carry inherent risks when performed by ‘untrained or incompetent prac-
titioners’ (HPRAC 1996) and recommended that acupuncture be regu-
lated in the province. The Council’s 1996 report emphasised that there 
had been ‘considerable agreement among respondents that acupuncture 
is philosophically rooted in [traditional Chinese medicine]’ (p. 10). This 
was, ultimately, a position the Council also took, advising that some 
degree of Chinese-medicine-based training should be a regulatory 
requirement for its safe practice. The ‘needling practices’ of health 
professionals seeking to use acupuncture needles from an exclusively bio-
medical perspective, the report concluded, should be separately evaluated 
and governed. These recommendations, which set out—using safety as a 
central discursive object—to construct regulatory boundaries around 
acupuncture that validated indigenous Chinese medical knowledge as 
legitimate science (see Ijaz et  al. 2016), were, however, shelved rather 
than implemented.
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In 2001, a renewed political will to regulate acupuncture and Chinese 
medicine emerged in the province; the same provincial Council (which 
had undergone a significant turnover of members) undertook a second 
study of the issue. As in 1996, the Council concluded that acupuncture 
and Chinese medicine should be regulated in order to protect the public 
from potential harms. Similar stakeholders were involved in this second 
investigation and again used safety-based discourse to substantiate a com-
monly held view among the occupational groups involved that acupunc-
ture should be regulated in the province. The specifics of the risk discourses 
deployed differed, however, across occupational groups, reflecting the 
ways in which safety as boundary object carried contrasting discursive 
subtexts across social worlds.

Some, such as Ontario’s physiotherapists and podiatrists, bolstered 
their safety-based argumentation in support of acupuncture’s regulation 
by turf-related claims over the practice, as well as efficacy-based discourse 
geared to invalidating the epistemic claims of Chinese-medicine-based 
practitioners. For example:

Acupuncture [should be] a controlled act because there is a risk of harm. 
Acupuncture is within the scope of practice of physiotherapy to treat pain 
and neuromuscular disorders. The [Ontario Physiotherapy Association] 
questions whether the regulation of [traditional Chinese medicine] and 
acupuncture under the [Regulated Health Professions Act] would amount 
to endorsement of its efficacy. (HPRAC 2001 Appendix H: 7)

Chinese medicine practitioners, by contrast, used safety discourse to 
argue that their government should limit the practice of acupuncture to 
those with some Chinese-medicine-based training. ‘The improper prac-
tice of acupuncture may cause side effects,’ they argued, alluding to 
argumentation that had been foregrounded in the Council’s 1996 report, 
which strongly distinguished the practice of biomedical needling from 
traditional acupuncture:

Ultimately, the Council sided with biomedical stakeholders, noting that it 
… did not receive convincing evidence that adhering to any philosophical 
or theoretical basis for the procedure affected the risk of harm (and hence 
the need for regulation) for acupuncture. (HPRAC 2001: 20)
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Chinese medicine knowledge, the Council’s 2001 report discursively 
concluded (in contrast to its 1996 recommendations), was irrelevant to 
the safe performance of acupuncture, a practice the Council now rede-
fined in biomedical terms as strictly involving the physical insertion of 
needles ‘below the dermis’ (HPRAC 2001).

As we have elsewhere discussed at length (see Ijaz et al. 2016), these 
later recommendations were conceptually predicated on a discourse of 
safety that privileged biomedical science in policy, implicitly excluding 
Chinese medicine’s indigenous knowledge perspectives from within the 
boundaries of state-recognised knowledge. Notably, Ontario’s eventual 
acupuncture regulations would closely reflect the exclusively biomedical 
epistemic position underpinning the 2001 report’s recommendations. In 
separating acupuncture from its traditional Chinese roots, these regula-
tions’ conceptual underpinnings exemplify the cultural misappropriation 
of traditional knowledge. Such misappropriation, we find, was made pos-
sible through the state’s adoption of risk-based discourses by stakeholders 
from biomedically trained occupational social worlds.

That said, the province’s concurrent regulation of Chinese medicine 
practitioners as one acupuncture-practising group could also be argued to 
raise this group of traditional medicine practitioners’ sociocultural status, 
somewhat complicating biomedicine’s hegemonic position within the 
broader healthcare system. Regardless of such multidimensional power 
dynamics, our analysis of safety as a discursive boundary object in the 
state’s establishment of whether, and how, to regulate acupuncture makes 
three points clear. First, safety is not a neutral concept but rather a prin-
ciple upon which a range of epistemic perspectives and political motives 
may be superimposed from across diverse social worlds. Second, and 
related, the safety principle may be deployed as state discourse to give 
greater or lesser weight to particular epistemic or political stances. Finally 
(see Ijaz et al. 2016), the subjugation of traditional/indigenous knowl-
edges to biomedical evidentiary perspectives is a historically situated phe-
nomenon, rooted in European colonisation (Harding 1998; Shiva 1997; 
Ijaz et al. 2016). As such, state risk discourses around TCAM professional 
regulation may serve—as seen in Ontario’s case—to contest and/or 
advance traditional medicine’s neocolonial misappropriation, whether 
intentionally or not.
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However, as we now discuss, it is not only in establishing TCAM prac-
tices’ eligibility for inclusion within professional regulatory structures 
that the safety principle may play the role of boundary object but also 
with respect to practice standards and professional entry requirements 
implemented.

�Differential Application of the Safety Principle: 
Acupuncture Training Standards 
Across the Professions

In its 2001 study report recommending the future regulation of acupunc-
ture, Ontario’s Health Professions Advisory Council had proposed that 
five professions—a new Chinese medicine profession, as well as dentistry, 
medicine, naturopathy and nursing—be authorised to perform the prac-
tice within their scope moving forward. It furthermore recommended 
that these professions ‘be required … to establish through regulation the 
appropriate educational standard needed to provide safe and effective [our 
emphasis] acupuncture treatment’ (HPRAC 2001). Any other profes-
sions seeking similar ‘authority to perform acupuncture,’ the report 
advised (p. 23), should be required to formally apply for ‘an expansion of 
scope of practice,’ and similarly produce appropriate training standards.

It would initially appear that the Council constructed safety and effi-
cacy as core boundary objects around which individual professions might 
develop standards for acupuncture. However, given the evidentiary con-
ditions of the time period, the Council also noted that ‘the strongest 
evidence available to show that acupuncture is efficacious for the treat-
ment of certain conditions is empirical evidence’ (HPRAC 2001: 20). As 
such, the Council implied that safety would be the primary locus around 
which a limited number of Ontario professions might craft future acu-
puncture training standards. However, as we now discuss, when the prov-
ince’s acupuncture regulations eventually came into effect, the concept of 
safety would serve less as a tangible guide to standards production and 
more as a discursive principle differentially applied across the province’s 
acupuncture-practising occupational social worlds.
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In 2006, the Ontario government announced that it would (a) add 
acupuncture to its list of healthcare activities restricted to regulated pro-
fessionals and (b) regulate a new Chinese medicine profession, under 
whose scope acupuncture would specifically fall. As recommended in the 
2001 report, the province’s dentists, medical doctors, naturopaths and 
nurses would also be permitted to perform the practice. Diverging from 
its 2001 recommendations, the province also created a regulatory exemp-
tion through which the province’s chiropractors, physiotherapists, occu-
pational therapists, massage therapists and chiropodists would be 
automatically authorised to include acupuncture within their existing 
scope. Within Ontario’s system of self-regulation for health professionals, 
individual professions are tasked with developing their own practice stan-
dards within their statutory scopes. Across the ten professions authorised 
to perform acupuncture, four disparate types of acupuncture training 
standards were ultimately implemented. Viewed as a whole, these stan-
dards tell a story about risk, professional regulation and inter-occupational 
stratification across social worlds. This story echoes in regulatory context 
Derkatch’s observation (which we discuss further on), made in the con-
text of research, that ‘biomedical studies so routinely fail to meet the 
same standards to which CAM studies are held’ (2008: 379). More spe-
cifically, we draw attention to these standards’ relationship with (a) their 
associated professions’ respective positioning within the broader arena or 
health systems ecology (see Abbott 2005), (b) the safety principle, previ-
ously construed by the Ontario government as a key regulatory boundary 
object aimed at governing professional authority over acupuncture and 
(c) the question of medical epistemology.

As the only profession within whose scope acupuncture constitutes a 
primary component, the competency-based standards for acupuncture 
implemented by Ontario’s Chinese medicine profession would be the 
most rigorous in the province, equivalent to approximately 2000 hours of 
training. These standards—which emphasise traditional Chinese medical 
theory and practice but include training in the biomedical sciences—
align substantially with the World Health Organization’s training guide-
lines for traditional acupuncture practitioners (WHO 1999) and with 
parallel standards governing traditional acupuncture practitioners across 
other jurisdictions (see Birch 2007).
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The acupuncture training requirements implemented across three 
other Ontario complementary medicine professions (naturopathy, mas-
sage therapy and chiropractic) mandate that practitioners wishing to per-
form acupuncture document, at a minimum, a training standard that 
adheres roughly to the 200-hour World Health Organization guidelines 
for health professionals using acupuncture as an adjunct modality within 
their broader scope (WHO 1999). Echoing the recommendations of the 
Ontario government’s 1996 report on acupuncture, two of these three 
professions—chiropractic and naturopathy—furthermore require that 
their members’ acupuncture training includes Chinese medicine theo-
retical approaches.

Like the aforementioned complementary medicine professions, two of 
the province’s three allied (biomedical) health professions, physiotherapy 
and occupational therapy, keep a register of their acupuncture-practising 
members.1 However, while being listed on such a roster requires that 
these allied health professionals document ‘some’ theoretical and practi-
cal learning in the field of acupuncture, the specifics of such training (i.e., 
the number of hours, competencies, epistemic basis of training, skill of 
instructor) are left entirely at the individual practitioner’s discretion. 
Further in this vein, the province’s three longest-standing biomedical 
health professions (medicine, nursing and dentistry) have articulated no 
acupuncture standards whatsoever for their members and do not keep a 
roster of practitioners who elect to use acupuncture with patients. It is 
clear that the approach taken by both allied and biomedical health 
professionals diverges considerably from the province’s safety-related 
recommendations in both 1996 and 2001.

As self-regulating entities, none of the province’s acupuncture-
authorised professions would have been externally mandated to enforce 
particular acupuncture standards for its members. That said, the way each 
of these professions responded to being authorised to include acupuncture 
within its scope is suggestive of a self-imposed disparity in standard-
setting practice that reflects each profession’s position in an inter-
professional hierarchy. It is difficult to rationally justify why those 
practitioners registered as members of an allied health profession (e.g., 
physiotherapists) would require less documented training in order to 
safely perform acupuncture than regulated complementary medicine 
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practitioners (e.g., chiropractors). Nor is it reasonable to suppose that 
nurses or medical doctors might be more adept at self-assessing their own 
competency in the field of acupuncture than, for example, occupational 
therapists or naturopathic physicians.

Chinese medicine practitioners’ significantly higher acupuncture train-
ing standards may be understood as central to their claim as specialists in 
the field, defining them as a new profession in the province. However, the 
inter-professional stratification in acupuncture training standards evident 
across the other nine professions authorised to perform the practice may 
represent a kind of differential posturing through which more marginal 
groups seek to demonstrate their professional rigour (and their explicit 
adherence to the safety-based standards that are hallmarks of today’s 
dominant ‘evidence-based medicine’ approach) more proactively than do 
more dominant groups.

Such an observation in a regulatory context echoes the known 
boundary-crossing strategies of CAM research scientists, who ‘exhibit a 
kind of hyper-performance’ (Derkatch 2008) of established biomedical 
research methods to establish their credibility. As Polich et  al. (2010) 
similarly note in their empirical study of CAM research (pp. 114–115):

Methodological rigour carried a special potency for [TCAM researchers], 
one extending beyond what is typical for more conventional scientific 
research … [They] strategically employed a scientific vocabulary in 
an  effort to give unconventional research a more conventional guise … 
[T] CAM researchers also responded to professional scepticism by definitively 
asserting their scientific credentials.

Recalling the discursive link between safety and epistemology 
addressed earlier on, we furthermore note that among those relatively 
marginal TCAM professions that elected to implement clear acupunc-
ture training standards, the majority included at least some Chinese 
medicine theory among their required competencies. By not implement-
ing clear acupuncture standards for their members, by contrast, the 
province’s more established allied and biomedical health professions con-
veyed an implicit message that their existing (biomedical) knowledge 
base represented a sufficient epistemic and practical basis for the safe 
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performance of acupuncture. This act of omission, we suggest, echoing 
our earlier findings about the province’s policy recommendations for 
acupuncture prior to its regulation, represents another form of tradi-
tional knowledge misappropriation that may again be situated within 
the historical context of European colonial dominance. Regardless, as a 
regulatory boundary object, it is clear that the safety concept has been 
differentially interpreted and applied across the social worlds of Ontario’s 
acupuncture-practising professions, as expressed in their associated train-
ing and practice standards. It is noteworthy that those professions for 
which evidence-based medicine is widely characterised as axiomatic are 
those that would, in their response to being authorised to include acu-
puncture within their scope, be least likely to exemplify evidence-based 
medicine’s cardinal safety principle in their acupuncture training stan-
dards. As noted earlier, Ontario’s professional self-regulatory model was 
redesigned in 1984 in an attempt to level the playing field across regu-
lated occupational groups by granting them each equal access to profes-
sional status under the same piece of legislation. However, our findings 
suggest that these groups continue to self-govern both in response to, and 
in preservation of, long-standing (historical and neocolonial) power 
dynamics between them. The malleable safety principle, as manifest in 
training standards—and other professional entry requirements, as we 
now discuss—clearly represents a boundary object that helps to illuminate 
these power relationships.

�Safety, Language and Chinese Medicine 
Professional Entry: Regulatory Mimicry

Derkatch (2008) and Polich et  al. (2010) have observed that TCAM 
researchers’ vigilant application of biomedical research methods, in pur-
suit of greater credibility, commonly extends to situations where such 
methods (as the randomised control trial) are known to poorly accom-
modate the therapies being studied. A similar pattern seems apparent 
within the context of professionalising TCAM occupations worldwide, 
wherein these groups increasingly reshape themselves to include more 
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biomedical subjects in their educational curricula (e.g., Flesh 2013), 
despite—in many cases—being at odds with the occupations’ own epis-
temic foundations. We have also found such a phenomenon to be evident—
if not exemplified—in our previous study of English-language proficiency 
requirements implemented by traditional acupuncture and Chinese 
medicine regulators and certification bodies in two Canadian provinces 
(Ontario and British Columbia), two-thirds of American states and across 
Australia (Ijaz 2017). In these jurisdictions, we observe a tendency from 
within the occupational leadership to institute professional entry require-
ments that echo those implemented in biomedical professions, despite 
contextual factors that render such requirements very difficult to meet for 
some of the occupation’s most experienced members. Notably, safety-
related discourse again appears as a key boundary object invoked by a 
range of actors to justify these requirements.

Across the aforementioned jurisdictions, a significant proportion of 
traditional acupuncture and Chinese medicine practitioners are immi-
grants from East Asian countries, some of who conduct their clinical 
practices primarily in an East Asian language. A small percentage of such 
practitioners—who are typically over the age of 50—are also known to 
have low English-language proficiency. As part of our study (Ijaz 2017), 
we interviewed 28 key informants involved in, or affected by, the various 
linguistic policy approaches discussed. Informants included regulators 
and other state actors, as well as traditional acupuncture practitioners 
(about half of whom were East Asian immigrants). In analysing the range 
of stakeholder views relating to these policies, we found safety-related 
discourses to have played a prominent role on both sides of a significantly 
polarised debate.

Attesting to the segmentation that may occur within particular social 
worlds, there were both ‘state actors and practitioners of diverse demo-
graphic [ethnic] makeup on either side’ of the debate over regulatory 
English-language proficiency requirements (Ijaz 2017: 114). Those who 
supported English-only policies emphasised safety as their primary con-
cern, arguing that ‘non-English proficient practitioners create unnecessary 
patient risks … particularly in emergency situations’ and in the ‘context of 
interprofessional communication’ (p. 114). Those opposing such policies, 
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by contrast, argued that ‘English-only policies create more significant 
risks’ by driving underground ‘some of the most experienced’ immigrant 
practitioners, thus

removing statutory accountability and recourse mechanisms for patients 
who might otherwise be harmed … and compromis[ing] delivery of safe 
[legal] care for East Asian immigrant patients lacking English fluency. (Ijaz 
2017: 114)

In Ontario’s context in particular, we demonstrated that language pro-
ficiency requirements for traditional acupuncture practitioners that con-
struct low English proficiency as a deviant trait in need of remediation 
may lead to the premature retirement and/or underground practice of 
significant numbers of senior immigrant practitioners with decades of 
clinical experience (Ijaz 2017). Such outcomes are not only of concern in 
terms of their impacts on these individual practitioners but threaten the 
integrity of the profession as a whole. Indeed, as has been widely recog-
nised, the oral transmission of traditional medical knowledge from senior 
to junior practitioners through a mentorship relationship is an important 
historical, and ongoing, form of indigenous knowledge preservation 
(WHO, WIPO and WTO 2013) including in East Asian medicine (Hsu 
1999). When patient safety is constructed by policymakers as the pri-
mary boundary object surrounding linguistic regulatory entry requirements 
for traditional East Asian medicine practitioners in English-dominant 
jurisdictions—as was evident in our study of the Ontario case—core 
historical and contextual features of the occupational groups being 
regulated are perilously overlooked.

What is notable in several North American jurisdictions is that English-
proficiency requirements have been implemented from within Chinese 
medicine and traditional acupuncture regulatory or certification bodies. 
In Ontario as in the United States, many of the decision-makers involved 
in these policy projects have been practitioners from within the Chinese 
medicine social world who seemed aware that (a) the occupational group 
had distinct demographic features that might render English proficiency 
a challenging professional registration requirement to meet and (b) there 
was widespread opposition to language proficiency requirements from 
within the practitioner community itself.
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In the same way as TCAM researchers commonly mimic or adopt 
poorly fitting biomedical methods to fortify their studies’ mainstream 
credibility, our findings suggest that regulators and certification bodies 
governing marginal health occupations—including those comprised of 
cultural insiders—may be strategically using safety-based discourse as a 
mechanism through which to justify a mimicry of biomedical profes-
sions’ registration requirements, in order to secure their own groups’ 
tenuous regulatory status. Although safety is certainly not an irrelevant 
regulatory consideration with respect to linguistic entry requirements for 
traditional East Asian medicine practitioners, there are other important 
issues that appear to receive insufficient attention when safety-as-boundary-
object dominates the regulatory debate.

�Beyond a Discourse of Safety: Regulating 
TCAM Professionals in the Public Interest

Our discussion to this point shows the concept of patient safety to be a 
central discursive boundary object in the regulation of acupuncture and 
Chinese medicine in Ontario. We have pointed to three distinct regulatory 
issues in which actors from across a range of social worlds variously invoked 
the safety concept to either preface or substantiate a particular policy 
position. As discussed, safety was the primary discursive consideration at 
play in the province’s initial decision to leave acupuncture and the profes-
sion of Chinese medicine unregulated and subsequently to regulate both 
practice and profession. The rationale offered for the specific regulatory 
model to be applied was also framed in safety-related terms. Similarly, the 
Ontario government pointed to safety as a measure of primary impor-
tance in creating future acupuncture-related standards across the Ontario 
professions performing the practice. Finally, Ontario’s new Chinese med-
icine regulator positioned safety among the primary rationales behind the 
linguistic professional entry requirements it implemented as the new 
regulations came into effect.

As a regulatory boundary object, the concept of safety took several 
guises across distinct social worlds, playing multiple roles in the drama 
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surrounding the regulation of acupuncture and Chinese medicine in the 
province. For instance, state actors’ discursive emphasis on patient safety 
masked issues not directly safety-related. This was evident between 1984 
and 1996, when the Ontario government changed its official stance as to 
whether acupuncture was sufficiently risky to regulate, although it is clear 
that the practice itself (and its associated risks) would not have substan-
tively changed over this period. The notion of safety was also deployed to 
construct regulatory boundaries surrounding acupuncture that would 
ultimately preserve biomedicine’s epistemic and positional authority in 
the province’s regulatory structures. In 2001, for example, the province 
would use the notion of safety to justify acupuncture’s regulatory separa-
tion from its Chinese medical and cultural roots, re-conceptualising the 
practice in exclusively biomedical terms.

The Ontario government would, that same year, use safety-based 
grounds to call for stringent future training requirements across the prov-
ince’s acupuncture-practising professions. However, it would become 
clear as the regulations came into effect in 2013 that those professions 
occupying more marginal positions within the province’s overall inter-
occupational hierarchy would be more likely to implement training stan-
dards for their members that directly addressed the principle of patient 
safety in practice. The propensity of marginal occupational groups to 
adopt professional entry standards typical across biomedical professions—
regardless of whether such requirements in fact met the specific needs of 
their members—was furthermore evident in the case of Ontario’s Chinese 
medicine professional linguistic entry requirements.

Scholars of the professions have long analysed the jurisdictional ‘turf ’ 
struggles over scope and standards that typify the transition from occupa-
tion to profession, frequently via statutory regulation (Parkin 1974, 
1979; Murphy 1988; Collins 1979, 1990; Abbott 1988). There is, simi-
larly, a body of sociological literature that addresses risk as a central the-
matic and discursive focus in policymaking across industrialised countries, 
including in the context of healthcare (Allen et al. 2016) and health pro-
fessional regulation (Phipps et al. 2011). What our work here highlights 
are some of the specific ways in which safety discourse may be deployed 
within a policy context characterised by differential power relations. In 
particular, in relation to TCAM professional regulation, we have drawn 
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attention to some ways in which historical colonial power relations may 
be reproduced through the mechanism of safety as discourse.

In the same way that Derkatch has characterised ‘efficacy’ as a rhetori-
cal boundary object surrounding complementary and alternative medi-
cine research, we argue that ‘safety’-related discourse may be playing a 
gatekeeping role in the statutory regulation (and ongoing sociopolitical 
subjugation) of TCAM practitioners and practices. In the context of 
research, Derkatch (2008: 382) has argued that the efficacy concept can 
be poorly suited to researching complementary and alternative medicine 
interventions:

CAM practices do not fit well within an efficacy model; they are much 
more amenable to effectiveness studies because such studies can better 
accommodate the sorts of patients, symptoms, treatments, and outcomes 
typical of CAM … But many critics of CAM hold efficacy, not effective-
ness, up as the criterion for evaluating CAM, even though much significant 
biomedical research is effectiveness-based.

We do not contest that safety should be given careful consideration in 
the professional regulation of TCAM practitioners or practices. However, 
the safety concept is malleable, capable of supporting a range of epistemic 
stances and, in our study, shown to be unevenly applied in ways that 
mask a range of regulatory issues and power dynamics across the range of 
health professions. As such, we propose that those involved in crafting 
professional regulations for TCAM practitioners and practices make 
efforts to identify and directly address these other issues and dynamics, so 
that a slippery rhetoric of safety does not inappropriately dominate the 
policy process.

We have elsewhere proposed a principle-based public interest frame-
work intended to inform TCAM professional regulations, which may 
assist those undertaking such a pursuit (Ijaz 2017). Situated within post-
colonial theoretical parameters, our framework addresses the set of dis-
tinct regulatory challenges that accompany TCAM professional regulation, 
warranting an equity-driven policy approach: one that attends fairly to 
contextual factors surrounding TCAM professional regulation, rather 
than simply reproducing regulatory models implemented for biomedical 
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professions. Traditional knowledge protection is one such key factor of 
unique importance within a TCAM professional regulatory context. 
Healthcare quality and accessibility are other core principles, positioned 
on equal footing with safety as essential public interest parameters. 
Regulators’ application of our framework, we hope, may be one mechanism 
by which the disproportionate discursive emphasis on safety seen in our 
Ontario study may be prevented in other TCAM professional regulatory 
contexts.

That said, this chapter’s distinct contribution lies in its demonstration 
of multiple means by which a discourse of safety may dominate a TCAM 
professional regulatory project in ways that ultimately reinforce biomedi-
cine’s epistemic and institutional authority. As our analysis demonstrates, 
this type of reinforcement of dominant power dynamics may occur even 
as these same power relations are contested by the inclusion or entry of 
traditional medicine practices and professions into healthcare systems 
from which they would have previously been excluded. This type of 
hybrid phenomenon, characterised by multidirectional power relations 
amidst the blending of healthcare systems and approaches that were once 
considered distinct, is an area ripe for additional research.

Note

1.	 The province’s third acupuncture-authorised ‘allied health profession,’ 
chiropody, has advised our research team that it continues to work on 
establishing an approach to acupuncture training standards for its mem-
bers. No standards, or rostering requirement, are currently in place.
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�Introduction

Canada and other high-income countries are increasingly integrating 
traditional, complementary, and alternative medicine (TCAM)1 into 
their public healthcare structures in response to increased public use. We 
conducted a qualitative document analysis exploring the nature of 
TCAM’s integration into public healthcare in Canada and globally by 
analysing TCAM-related documents from the World Bank, the World 
Health Organization (WHO), and Health Canada (Canada’s national 
health department), the latter of which cannot properly be understood 
without also exploring the handling of TCAM by the first two global 
institutions.
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Canada, a former British colony, provides a rich context to explore the 
integration of TCAM with biomedicine because of the expanded incor-
poration of TCAM into public healthcare, increasing privatisation of 
healthcare, and a growing interest and use of TCAM by the public as 
out-of-pocket expenditures (Silnicki 2013; Armstrong and Armstrong 
2009; Bodecker and Kronenberg 2002). Public healthcare in Canada is 
predominantly biomedical in nature, has a dominant curative healthcare 
sector influenced by large private biomedical monopolies that are paid 
with public funds (Leys 2009), and is also embedded in a liberal state 
apparatus that is friendly to monopoly capital (Navarro and Shi 2001; 
Oakley and Grøsneth 2007; Oakley et al. 2013). Consequently, health-
care in Canada has a poorly developed preventative sector, and chronic 
disease after the age of 40 is the norm (Betancourt et al. 2014; Morgan 
et al. 2007). Combined with this are the assimilationist principles of the 
Indian Act in Canada (1976), which rendered it illegal for Indigenous 
Peoples2 to use their traditional approaches to medicine and healing at 
various points in the nation’s history (Robbins and Dewar 2011). As a 
result, many indigenous healing practices were driven underground 
(Oakley forthcoming; Manitowabe and Shawande 2013; Robbins and 
Dewar 2011) or were simply too time-consuming or difficult to engage in 
due to lack of time or non-availability of ingredients, such as plant-based 
medicines (Kelton 2007; Manitowabe and Shawande 2013). Add to this 
a large immigrant population that regularly use TCAM in their homes 
(Barimah and van Teijlingen 2008; Quan et al. 2008), and Canada proves 
a potboiler of medical pluralism and a rich context to explore TCAM.

�TCAM in Canada

The integration of TCAM in biomedical healthcare settings, sometimes 
referred to as integrative medicine, is increasingly part of the healthcare 
landscape in Canada and other high-income countries (Adler 2008; Gale 
2014; Hollenberg and Muzzin 2010). TCAM is typically defined as a 
heterogeneous group of healthcare practices that fall outside the rubric of 
biomedicine (Tovey et al. 2004). Examples of TCAM practices in Canada 
include massage, indigenous healing practices/medicines, Yoga, Ayurveda, 
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traditional Chinese medicine, and herbal medicine (WHO 2013a; 
Statistics Canada 2017).

In Canada, approximately 70 per cent of the population use some 
form of TCAM, and Canadians spent an estimated 8.8 billion CAD in 
2015–2016 on TCAM therapies (Esmail 2017; Statistics Canada 2017). 
As TCAM is not currently covered under public healthcare in Canada, 
these costs were paid for out of pocket (Esmail 2017).

In 2002, Health Canada funded a steering committee to facilitate a 
workshop on the integration of TCAM in undergraduate medical educa-
tion. This workshop was initiated to help to develop a ‘national vision’ for 
TCAM in undergraduate medical education, emphasising the ‘need’ to 
include it for two main reasons (Health Canada 2003c). Firstly, their 
report stated that patient safety is threatened because of increased concur-
rent use of TCAM and biomedicine, and with it the increased potential 
for adverse reactions between pharmaceuticals and herbal medicines, par-
ticularly as many patients do not disclose concurrent TCAM use to their 
physicians for fear of disapproval (Ventola 2010). The response to this has 
been a push towards developing physicians’ understanding of TCAM 
therapies in order to oversee patient TCAM use, to ensure public safety 
(Health Canada 2003c). The second reason Health Canada promoted the 
integration of TCAM into undergraduate medical education was so phy-
sicians could become a reliable source of information about TCAM for 
their patients (Health Canada 2003c), thus potentially expanding their 
role as ‘overseers’ and gatekeepers of patients’ TCAM use.

The ‘integration’ of TCAM practices into biomedical settings has been 
articulated as part of an ingrained pattern of indigenous knowledge 
expropriation, assimilation, and in some cases, even conversion or erasure 
(see Barry 2006; Baer and Coulter 2008; Hollenberg and Muzzin 2010; 
Kincheloe 2006; Sefa-Dei et al. 2000; Shiva 2000; Smith 1999; Semali 
and Kincheloe 1999; Harding 1998; Yalamala 2013). In their explora-
tion of epistemological challenges related to the integration of TCAM in 
four major urban hospitals in Canada, Hollenberg and Muzzin (2010) 
argue, for example, that there are underlying problems with integrating 
biomedicine and TCAM that have been ignored and undertheorised. 
Using an anti-colonial framework, their findings suggest that integra-
tive  medicine contributes to a ‘monolithic worldview’, resulting from 
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paradigm ‘appropriation and assimilation’ (2010:  34), which can be 
traced back to the devaluation of indigenous knowledges that occurred 
during the colonial period in Canada. They contend that in the Western, 
biomedical context, TCAM’s indigenous epistemologies as they relate to 
various forms of bodywork, indigenous healing, and plant-based medi-
cine, for example, are being reinterpreted to fit into a Eurocentric bio-
medical paradigm of health and illness or, as McKenna theorises, moulded 
to fit into a neoliberal and biomedical homogeneity (2012), a sentiment 
referred to by Navarro and Shi as the logic of capital/market (2001). 
Likewise, King (2002) suggests that the ‘language of integration’ contrib-
utes to rhetoric of inclusivity and medical pluralism that is largely unre-
alised, making the incorporation of TCAM into biomedical settings seem 
more egalitarian than it actually is (see also Baer 2004).

Integration is taking place within the context of an emerging disease 
paradigm. The emerging disease worldview is a perspective on interna-
tional health that is concerned with the development of the global 
medical-industrial technological complex (e.g., increasing the global cap-
italist market by increasing the market for pharmaceuticals) (King 2002). 
It is a form of selective healthcare (Yalamala 2013) preoccupied with mar-
ket interests and the commodification and standardisation of traditional 
health systems (Leys 2009; Towghi 2004; King 2002; Navarro 1976, 
2007). Although King and colleagues are writing about the US, the par-
allels to Canada, with the increasing focus on market interests, and the 
commodification of healthcare, are striking (e.g., Armstrong and Armstrong 
2009; Jacklin and Warry 2004).

�Biomedicine and Capitalism

The integration of TCAM in Canada cannot be understood without 
exploring the dominant paradigm in public health in Canada today: bio-
medicine. By the twentieth century, biomedicine surfaced as a ‘profit-
making venture’ in the West, and ‘its self-confident worldview [was] firmly 
established…’ (Baronov 2008: 236). During this time, biomedicine was 
considered the dominant form of medicine (Moore and McLean 2010; 
Baronov 2008) and the benchmark by which all other forms of medicine 
were to be evaluated (see Khan 2006; Baer 2004).
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Biomedicine, with its profit-making potential, and focus on micro-
scopic pathogens as the cause of disease, aligned well with capitalism, as 
it exonerated socio-economic disparities as a health determinant (Baer 
2004; Gordon 1988; Martin 2001). Brian McKenna even suggests ‘that 
in the drama of [bio]medicine, the doctor helps perform the hard work 
of a neoliberal culture by reproducing the conditions for “wage slavery” 
of the worker/citizen…’ (2012: 98). Health itself tends to be measured 
in terms of productivity; symptoms of poverty and hunger may be recon-
ceptualised as medical conditions and treated with biomedicine, rather 
than shifting the distribution of wealth and access to resources (Scheper-
Hughes 1992).

Biomedicine’s association with science, or what is referred to by some 
scholars as science under capitalism, or even pseudoscience (McKenna 
2010; Leys 2009; Nanda 2001; Navarro 1976, 2007), limits ‘the onto-
logical world of health and healing to observable and measurable physical 
phenomena’ (Baronov 2008: 241). Highlighting this aspect of biomedi-
cine holds important implications for the content of TCAM as it is inte-
grated into health systems and biomedical education. For example, how 
might humoral systems of medicine, with their focus on human balance 
with nature, food intake, and social relations having primary impact on 
health (Horden and Hsu 2013; Nayak 2012), retain their holistic focus 
within biomedicine’s reductionist framework for understanding dysfunc-
tion and disease, without being profoundly reinterpreted?

Sax and Nair (2014) call biomedicine the most successful Western export 
in the world, even more successful than capitalism. Yet often missing from 
these types of discussions is that biomedicine itself is a form of ‘traditional’ 
medicine in the modern Western context (see Leslie and Young 1992). 
Further, these discussions obscure the various forms of other ‘traditional’ 
medicines that have been incorporated into biomedicine over time 
(Boomgaard 2003; Adams et al. 2013; Harris 2010; Horden and Hsu 2013; 
Nabipour et al. 2009; Siraisi 1987; Zargaran et al. 2013) and how they have 
influenced biomedicine (Fournier 2016). As such, perhaps ‘traditional’ 
forms of medicine could be considered biomedicine’s most successful 
import. Currently, TCAM tends to be presumed irrational and superstitious 
in relation to biomedicine (Adams 2002; Arnold 1988; Moore and McLean 
2010; Zhang 2007; Zhan 2001), while biomedicine is often essentialised 
as purely Western, rational, scientific, and universalistic. Biomedicine is 
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viewed as entrenched within a Eurocentric science that is valued as the 
ultimate and only science (Harding 1998, 2011; Hollenberg and Muzzin 
2010). Vincanne Adams (2002), in her study examining the nature of 
postcolonial science, argues that scientific knowledge, including medi-
cal knowledge, is embedded in market capitalism and serves to produce 
a globalised ‘medical truth’. Biomedicine and TCAM share many quali-
ties that are often overlooked, such as empiricism, and dynamic evolu-
tion (Aikenhead and Ogawa 2007), yet tend to be characterised as 
radically different.

�Methodology

This study engaged with the ontological content of the integration of 
TCAM into public health systems by contextualising and ‘studying 
through’ (Wedel et al. 2005) TCAM policy-related documents, memos, 
and reports from the World Bank, the WHO, and Health Canada. 
‘Studying through’ can bring into focus how overarching, dominant 
global institutions, such as the WHO and World Bank, and national 
governing institutions, such as Health Canada, influence the everyday 
world (Wedel et al. 2005), in this case, the nature of TCAM’s integration 
into biomedical education. As Wedel et al. (2005) note:

[a]nthropology offers a social organizational approach that illuminates the 
structures and processes that ground, order, and give direction to policies. 
An ethnographer explores how individuals, organizations, and institutions 
are interconnected and asks how policy discourses help to sustain those 
connections even if the actors involved are never in face-to-face (or even 
direct) contact. ‘Studying through’—the process of following the source of 
a policy—its discourses, prescriptions, and programs—through to those 
affected by the policies does just that. (p. 39)

Policies have the capability to impose conditions on micro and macro-
processes, and can thus be understood as a form of governance—a form of 
power that ‘acts on and through the agency and subjectivity of individuals 
as ethically free and rational subjects’ (Shore and Wright 2003:  6). 
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As  such, investigating the language employed by the World Bank, the 
WHO, and Health Canada allowed us to suggest their hegemonic role in 
influencing health policy and initiatives related to TCAM, and biomedical 
education (Khan 2006; Nichter and Lock 2002), while exploring the why 
and how questions. The WHO, World Bank, and Health Canada sites 
were chosen because these are all governing institutions that exert tremen-
dous influence on health policy, and how health and healthcare systems 
are run both covertly and overtly (Attaran et al. 2006; Brown and Bell 
2008; Ruger 2005, 2007; Bodecker and Kronenberg 2002).

Following Krippendorff (2013), a qualitative, text-based content analy-
sis was employed to analyse sample documents selected from the WHO, 
World Bank, and Health Canada websites. We relied on a deductive 
approach to coding (Krippendorff 2013; Berg 2009; Bernard 2006), and 
used a thematic scheme informed by our theoretical perspective to explore 
our research questions, and we developed analytical/theoretical codes based 
on preliminary readings of these web-based documents (Krippendorff 
2013; Berg 2009; Bernard 2006). We ensured that the research design 
remained flexible enough for new ideas and themes to emerge on their own 
as we analysed the materials (Krippendorff 2013). To ensure rigour, we did 
an initial count of key words and phrases of the sample documents to help 
ground our readings and thematic codes (Krippendorff 2013).

We examined 120 web-based documents in total. The criteria for 
inclusion were documents such as memos, reports, and policy-related 
documents found on the organisation’s website that included the terms 
‘complementary and alternative medicine’, ‘complementary and alterna-
tive healthcare’, ‘traditional medicine’, ‘indigenous medicine’, ‘traditional 
and complementary and alternative medicine’, and ‘integrative medi-
cine’. Our inquiries focused on thematic continuities and differences 
between the powerful governing institutions of the World Bank, WHO, 
and Health Canada in terms of their constructions of how TCAM and 
biomedicine should be integrated. This chapter addresses the question of 
what is stripped away in the framing or conceptualisation of TCAM in 
these policy documents, what vocabulary and terms are used, and what 
worldview is represented.
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Thematic codes were created deductively after numerous readings of 
each document, using manual coding and Excel charts of terms that were 
repeated multiple times. Some of the codes included regulation, categori-
sation, surveillance, science/scientific proof, evidence-based medicine, 
standardisation, surveillance and public safety, gatekeeping, and science 
versus charlatanism. An overarching theme that emerged from the data 
(see Berg 2009) was the naturalisation of biomedicine as the valid bench-
mark to assess all other forms of medicine and a prevalent devaluation of 
all forms of TCAM. Another set of themes involved a preoccupation with 
standardisation to exert control over the forms of TCAM that would 
become part of the public healthcare system and also to control or con-
tort them in ways that corresponded with biomedicine.

�Limitations

There are limitations to this study. We explored an evolving phenomenon 
through an analysis of web-based policy-related documents, memos, and 
reports. As such, the materials we examined were limited to those pub-
licly accessible on websites. These documents are not static. New docu-
ments may be added, and links became inactive or archived during the 
course of the study. For example, during the course of this study, 
2013–2016, TCAM-related documents from both the WHO and Health 
Canada were archived and are no longer available without special request.

�Analysis of the Documents

�TCAM and the World Bank: Surveillance, 
Standardisation, Commodification, and Scientific Proof

The World Bank supports a global institutionalisation of TCAM, and 
in 1996, it created a ‘knowledge bank’ and branded itself as the pro-
tector cum mediator between ideas and financial resources in relation 
to an array of traditional/indigenous knowledges on a global level. 
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The World Bank, as well as the WHO, groups TCAM as indigenous 
forms of medicine, many of which derive from local, traditional, or 
indigenous knowledges (Massey and Kirk 2015), particularly in refer-
ence to low-income countries.

The World Bank has consequently undertaken the ‘challenge to learn 
from the practices of communities so as to leverage the best in global and 
local knowledge systems’ to improve global health (World Bank 2004c), 
and in response initiated the Indigenous Knowledge for Development 
Program (IKDP), a series of papers related to managing and, we argue, 
potentially exploiting indigenous knowledge for profit by industries such 
as Big Pharma (see Adams 2002). While challenging Eurocentrism and 
neocolonial ontologies, Linda Tuhiwai Smith (1999) and others (see 
Robbins and Dewar 2011; Kincheloe 2006; Shiva 2000) argue that initia-
tives such as these are a form of neocolonialism and knowledge appropria-
tion disguised as acts of humanitarianism (also see Ruger 2005; King 
2002). The World Bank IKDP claims to empower ‘poor people’, by help-
ing them ‘capitalise’ on the profit-making potential of indigenous 
knowledge(s), and traditional medicine (World Bank 2004c). The docu-
ments reviewed deploy moralised phrases such as ‘empowering’ indigenous 
communities towards their own ‘development’ in the context of globalisa-
tion and ‘helping countries capitalise’ on indigenous knowledge. The ref-
erence to the term ‘capitalise’ suggests a push to commodify indigenous 
knowledge (King 2002; Baer et al. 2003). Further, Mehta (2001) calls the 
World Bank and its IKDP an ‘emerging knowledge empire’, implying that 
instead of knowledge circulation flowing equally in both directions, more 
‘legitimate’ Eurocentric forms of knowledge are transferred from those 
who ‘know’ to those that ‘don’t know’ (Mehta 2001: 190).

The sample documents from the World Bank, which included policy 
documents, memos, and reports, thematically construct TCAM practi-
tioners as having poor or untrustworthy biomedical knowledge, leading 
to dangerous practices (World Bank 2004a, 2013b). They claim that the 
main reason TCAM is excluded from ‘modern’ national health systems is 
the lack of documentation of ‘scientific’ proof of safety, a claim which 
denies any political or economic motivation for its marginalisation and 
exclusion (Adams 2002). It also erases the textual record of medical man-
uscripts by well-known practitioners in China, India, and the Middle 
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East, such as the well-known Yellow Emperors Classic of Internal Medicine, 
one of the most important ancient Chinese medicine texts written 
between 475  BC and 221  BC and during the Han dynasty period, 
206 BCE–220 CE (see also Horden and Hsu 2013; Adams et al. 2013; 
Hsu and Harris 2010; Quah 2003).

Within the World Bank materials we examined, there was a focus on 
the profit-making potential of indigenous knowledge through the ‘dis-
covery’ of active ingredients in medicinal plants that have been around 
and used for thousands of years. Some scholars have argued that integrat-
ing traditional medicine into biomedicine can facilitate this profit motive, 
thus increasing concerns over knowledge appropriation (Martin-Hill 
2003; Timmerman 2003). These so-called discoveries are then being used 
for new pharmaceuticals (World Bank 2004b). As such, these ‘discover-
ies’ become the property of the major industries involved, mainly phar-
maceutical companies framed as a humanitarian push to find new drugs 
(Sundar Rajan 2007; Gautam et al. 2003: King 2002).

Although the World Bank has declared that TCAM knowledge is a 
viable and valuable avenue for ‘development’, and there are World Bank–
supported efforts for the adoption of policies for the protection of indig-
enous knowledges, the policy related to public health and the ‘health for 
all’ campaigns enables the appropriation of indigenous knowledges for 
the benefit of any member states of the World Trade Organization (World 
Bank 2004c). To illustrate:

…to encourage the discovery of new drugs derived from Indigenous 
Knowledge and to reward its custodians, the [Alma Ata] Declaration 
pledged a commitment from industrial countries to provide incentives to 
their enterprises and institutions to promote and encourage technology 
transfer to least developed countries. This could help build up the research 
and development (R&D) capacity of national drug laboratories to under-
take clinical trials on herbal treatments derived from Indigenous 
Knowledge. A partnership could develop between the local healers and 
scientists to share their knowledge of medicinal plants and the subsequent 
economic gains derived from the end-products. (World Bank 2004a: 3)
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The World Bank claims to be promoting the development of partner-
ships between powerful industry, scientists, and local healers, promising 
that it would benefit everyone involved but because of the unequal rela-
tionship between lower- and higher-income countries, largely due to 
colonisation, there are concerns that these partnerships may not benefit 
poorer countries (Adams 2002; Biehl and Petryna 2013; Mgbeoji 2006).

The discourses in the World Bank sample documents employ a lan-
guage of inclusion and regard for TCAM in some places but then contra-
dict this position in others. For example, they state that TCAM is a 
valuable resource, yet then say that it must use modern Western medi-
cine’s means of diagnosis, such as laboratory testing and MRIs in order to 
improve safety and efficacy (World Bank 2004b). Yet an MRI or other 
modern laboratory tests do not diagnose social factors, such as poverty or 
oppression, as the cause of illness, nor are they equipped to show a block-
age of qi, supernatural powers, or the disharmony between humans and 
nature as a diagnosis or having impact on health. These are fundamental 
ways of understanding disease in many TCAM practices, such as tradi-
tional Chinese medicine, Ayurveda (Patwardhan et al. 2005), and indig-
enous healing practices in Canada (Maar and Shawande 2010; 
Manitowabe and Shawande 2013).

The terms ‘consumer’, ‘regulation’, and ‘standardisation’ are also fre-
quently used to discuss how the World Bank is endeavouring to teach 
TCAM practitioners what to do as per the privatisation processes ongo-
ing in Canada, and North America as a whole, with a preoccupation on 
profits and markets (see King 2002; Navarro and Shi 2001). On close 
examination, the language used in many of the discussions illuminates 
how biomedicine is naturalised as the most advanced form of medicine 
from which TCAM should be measured. To illustrate:

At all levels, modern medicine is an evolving medicine that is open to 
knowledge and progress through continuous research…. In contrast to this 
dynamic Cartesian medicine [biomedicine], one must admit that from its 
nature, traditional medicine does not aim at progress. It is not open to 
innovation, renewal and the progressive modifications of its principles, 
means, and methods. Tradition keeps it static and inward looking, subjected 
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to the passivity of empiricism set rigidly by the elders and followed faith-
fully by apprentices. (World Bank 2004a: 3)

It has also been suggested that:

In order for traditional medicine to integrate and work with globalisation, 
traditional medicine must reassess and open itself to the requirements of 
scientific rationality, convert itself in its diagnostic and therapeutic 
approach methods as well as in its deontology. It will thus ensure its influ-
ence, productivity, and progress as well as enhance its therapeutic efficiency 
and competitiveness. (World Bank 2004a: 4)

These statements highlight presumptions made about TCAM on a 
fundamental level, that they are stuck in the past, never changing, and 
about the naturalisation of biomedicine as the only ‘real scientific medi-
cine’. Furthermore, the statements illustrate how regulation and stan-
dardisation of TCAM will require a form of biomedicalisation of TCAM 
practices.

�The WHO and TCAM: Surveillance, Standardisation, 
and Scientific Proof

The WHO has declared the need to establish its role in a global TCAM 
strategy to address the increased use of TCAM.  Identifying ‘an urgent 
need’ for national and international policies for the regulation and stan-
dardisation of TCAM, as well as the establishment of surveillance systems 
to help control adverse events related to TCAM use, the WHO states that 
developing national and international policy is a ‘sound basis for defining 
the role of TCAM’ (WHO 2004, 2013a).

The WHO plays a key role in establishing these national and interna-
tional standards (Prah and Yach 2009). The WHO is also a key player in 
managing TCAM-related information and promoting evidence-based 
TCAM use (Xue 2008). It has also identified what it sees as a lack of 
training for TCAM providers, as well as a lack of training about TCAM 
for biomedical healthcare providers (WHO 2002, 2013b). WHO 
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documents also discuss what they call a lack of communication and col-
laboration between TCAM and biomedical healthcare practitioners 
(WHO 2002, 2013b). As such, one of the WHO’s goals for 2002–2005, 
and again for 2014–2025, is for biomedical practitioners to have basic 
training in TCAM. While the WHO publicly acknowledges the poten-
tial value of TCAM in addressing health issues, especially chronic disease, 
locally and around the globe, the underlying theme of control, standardi-
sation, and categorisation, informed by the biomedical paradigm, and 
market interests, surfaces in their TCAM policy documents. This is con-
sistent with themes that emerged in the World Bank sample documents. 
Further, although both the World Bank and the WHO admit to the 
tension between finding ‘scientific’ proof of efficacy in TCAM, and the 
hundreds of years (actually thousands of years in some cases) of so-called 
mere ‘anecdotal evidence’, these discussions, while promising, are fleet-
ing. Additionally, the fact that indigenous knowledges have contributed 
or been the basis of many modern scientific discoveries (Patwardhan et al. 
2004) is largely neglected.

Another WHO-purported goal is to get member states to cooperate in 
the promotion of traditional medicine for healthcare (WHO 2013a, b). 
The collaboration aims to:

support and integrate traditional medicine into national health systems in 
combination with national policy and regulation for products, practices 
and providers to ensure safety and quality; ensure the use of safe, effective 
and quality products and practices, based on available evidence; acknowl-
edge traditional medicine as part of primary health care, to increase access 
to care and preserve knowledge and resources; and ensure patient safety by 
upgrading the skills and knowledge of traditional medicine providers. 
(WHO 2013a: 2)

While efforts to upgrade and standardise TCAM education to foster 
increased collaboration between TCAM practitioners and biomedical 
practitioners may be beneficial, it alludes to health systems based on 
equality, and underlying power relations remain unacknowledged, which 
may impact the very integrity of TCAM practices as they are ‘integrated’ 
into national health systems (Tsing 2000).
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The WHO also endorses a ‘policy and action checklist’ approach to 
follow in order to foster informed and ‘proper’ use of TCAM, to make 
sure that TCAM practitioners are following a set of guidelines under-
pinned by the biomedical paradigm. This checklist approach follows 
regulatory frameworks for biomedical practitioners. For example, the 
WHO endorses a checklist which includes establishing registration and 
licensing of providers; identifying safe and effective therapies and prod-
ucts; developing training guidelines for the most commonly used thera-
pies; strengthening and increasing organisation of TCAM providers; and 
strengthening cooperation between TCAM providers and other health-
care providers (WHO 2004).

Both the World Bank and the WHO are also interested in developing 
TCAM typologies, classifying TCAM into subdivisions used in biomedi-
cine, such as ‘generalists’ and ‘specialists’ (WHO 2010). They propose 
‘benchmarks’ for training such as a hierarchical categorisation of training 
into Type I, II, and III depending on where the practitioners have been 
trained (WHO 2010). While preventing misuse and misrepresentation 
by TCAM practitioners as to potentially unfounded claims for curing 
illnesses is important, the concern is that these benchmarks put in place 
to safeguard against improper practicing and use of TCAM will be prob-
lematic if their main impact is simply to legitimise a Eurocentric bio-
medical model of knowledge and practice (Barry 2006; Evans 2008; 
Martin-Hill 2003; Smith 1999).

�Health Canada and TCAM: Public Safety 
and Surveillance

Health Canada has also turned its attention towards developing policies 
that will ensure the ‘safe and effective use of [T]CAM therapies’ and is 
concerned with defining an ‘acceptable level of evidence’ to ensure this 
(Health Canada 2003a). Similar to the World Bank and the WHO, it is 
focused on defining, standardising, and categorising TCAM therapies in 
order to facilitate this process. It is pushing to establish and enforce a 
uniform terminology within TCAM practices, a terminology derived 
from biomedically informed categories. For example, it has come up with 
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nine categories of TCAM products and practices: (1) Natural Health 
Products, (2) Traditional Chinese Medicine, (3) Naturopathic Medicine, 
(4) Chiropractic, (5) Homeopathy, (6) Therapeutic Bodywork, (7) Mind-
Body Practices, (8) Expressive Therapies, and (9) Energy Therapies. These 
nine categories reduce and reinterpret or contort TCAM therapies into 
tidy compartments dividing mind/body and energy and also exclude a 
whole range of other non-biomedical practices (e.g., Ayurveda, indige-
nous medicines, massage), which may be a combination of more than 
one or even all of these categories.

One of Health Canada’s main concerns is about ‘consumers’ using bio-
medicine and TCAM at the same time, and the potential adverse interac-
tions between the two approaches, especially plant-based medicine and 
pharmaceuticals (Health Canada 2003a). It envisages a crucial role for 
government in developing regulation of TCAM practices in order to 
ensure consumer safety. This includes government input into implement-
ing and standardising TCAM in biomedical curricula, and to this end, 
Health Canada has worked in collaboration with a Canadian university 
to create a ‘curriculum-related research initiative to facilitate the physi-
cian’s role with respect to complementary and alternative medicine’ 
(Health Canada 2003a). This initiative was part of the complementary 
and alternative medicine in undergraduate medical education (CAM in 
UME) project which aimed to facilitate integration and standardise how 
TCAM is taught in biomedical education.

In another Health Canada web-based document, it states that the 
increased visibility and public use of TCAM is posing a challenge to 
biomedical dominance and the social authority that has been afforded to 
physicians and that physicians should oversee TCAM (Health Canada 
2003b). Many TCAM practices are unregulated in Canada, and Health 
Canada views this lack of regulation as an ethical issue. From this per-
spective, the regulation and inclusion of TCAM in biomedical educa-
tion may be interpreted as a way to control this challenge to biomedicine’s 
social authority, as well as a means of constraining TCAM practices 
themselves (Coburn et al. 1983). However, Health Canada does go on 
to state that:
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[t]he history of osteopathy and chiropractic reveals that the process of rec-
ognising and regulating an alternative practice can be highly charged polit-
ically. The process does not leave the alternative practice unchanged… 
(Health Canada 2003a: 11)

This quote illustrates the subtle, and not so subtle, forces at play in the 
reinterpretation and perhaps even eventual erasure of non-biomedically 
rooted healthcare practices and knowledges that may occur with increased 
regulation and integration. Health Canada has stated that the co-option 
of TCAM by biomedicine could:

stifle the evolution and knowledge acquisition of an alternative health care 
system that may eventually prove more robust and effective than the pres-
ent conventional medical system, which limits itself to the philosophy of 
biological reductionism. (Health Canada 2003a: 12)

However, Health Canada’s own emphasis on the categorisation, stan-
dardisation, and regulation of TCAM using a biomedical model remains.

�Summary and Discussion

The World Bank, WHO, and Health Canada are governing institutions 
that exercise power through policy recommendations and policymaking 
(Prah and Yach 2009). As illustrated in the previous sections, central 
themes and keywords emerging from the World Bank, WHO, and 
Health Canada sample documents suggest a biomedicalisation of non-
biomedically oriented health beliefs and practices, and the further 
entrenchment of biomedical hegemony, which may be further facili-
tated through the integration of TCAM in biomedical education. 
Analysing World Bank, WHO, and Health Canada TCAM-related doc-
uments for language, central themes, and keywords helped contextualise 
the nature of TCAM’s integration into public health systems and its 
existence in biomedical education. It is also suggestive of the level of 
influence these institutions have on the ‘everyday world’ (Wedel et al. 
2005) in Canada ‘through’ these institutions (Wedel et al. 2005), thus 
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connecting questions about differing medical belief systems within a 
broader context that includes issues of dominance and biomedical hege-
mony (see Khan 2006; Nichter and Lock 2002).

The main difference between these three institutions involves their 
scope and jurisdiction. In 1978, the World Bank endorsed selective pri-
mary healthcare, which focuses on low-cost technical health interven-
tions rather than addressing global social inequities (Cueto 2004), and 
the WHO followed suit soon after (Banerji 1984; Rifkin and Walt 1986; 
Stuckler and Segal 2011; Yalamala 2013). Likewise, Health Canada tends 
to be caught between maintaining a public system and privatisation as 
per other economically liberal nations, such as the US (Armstrong and 
Armstrong 2009). As Navarro and Shi have argued (2001), unlike the 
social democratic Western nations, in Canada and the US, the ‘market 
reigns supreme’ (p.  19), and this paradigm fits very well with the 
approaches of the World Bank and the WHO, with their profit motive in 
mind (Armada et al. 2001).

A key thematic continuity between the World Bank, WHO, and 
Health Canada is the focus on safety through surveillance to the exclu-
sion of other important concerns. The materials we reviewed from Health 
Canada in particular repeatedly refer back to the importance of including 
TCAM in biomedical education so that doctors can oversee patient 
TCAM use. They also emphasise how doctors need to learn how to advise 
their patients on the safe and effective use of TCAM. In a preliminary 
examination of some TCAM-related curriculum documents taken from 
the CAM in UME project, for example, the website includes a 
‘Quackwatch’ screening guide (CAM in UME project, 2013), which 
divides up TCAM practitioner behaviour into ‘Red Flag’ and ‘Yellow 
Flag’ categories. These categories cite specific behaviours physicians 
should be on the lookout for so they can advise patients against these 
therapies. Neglected in these discussions are many possible behaviours 
and practices that may be ethically questionable for any health practitio-
ner, such as accepting gifts from pharmaceutical companies, overpre-
scribing medication (Haque et  al. 2013), the many adverse medical 
events that occur each day in healthcare (Illich 1976; Wazana 2000), 
financial benefit from industry (Barnes 2017), and ghostwriting 
(Sismondo 2009). Instead, the focus is only on TCAM practitioners as 
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potential charlatans. Physicians are portrayed as somehow above unethi-
cal behaviour, implying that public safety is ensured against charlatanism 
by modern science (Haque et  al. 2013). Interestingly, a more recent 
search for the CAM in UME project turned up empty. The only informa-
tion we could find about it was located on a new association website 
called the Canadian Integrative Medicine Association (CIMA). On the 
CIMA website they state that the CAM in UME project ‘is a wealth of 
knowledge and resources regarding CAM and integrative medicine’, yet 
when you click on the link it is empty. CIMA’s focus is on postgraduate 
medical training and fellowships related to TCAM and integrative medi-
cine, most of which are in the US. CIMA membership and access to the 
various resources is only open to medical doctors.

Our analysis reveals thematic continuities between the World Bank, 
the WHO, and Health Canada. This is suggestive of how these institu-
tions may be influencing why and how TCAM is being integrated into 
healthcare and biomedical education in Canada. Our analysis suggests 
that efforts to standardise, regulate, and biomedicalise TCAM, which 
may be further facilitated through its integration into biomedical educa-
tion, are reflective of the pervasive nature of biomedical hegemony. While 
it has been argued that biomedical dominance is not forever assured 
(Moore and McLean 2010), we suggest that the easy adaptability of bio-
medicine to market interests makes it hard to resist, and relatedly, knowl-
edge that doesn’t conform or measure up to biomedical benchmarks is at 
risk of being reinterpreted and lost. In light of this, it is important to 
continue to investigate the ways that TCAM is ‘integrated’ into public 
healthcare, who decides what is included, what is left behind, and what is 
lost in this process.

Similar to processes that occurred during the colonial era, the ‘integra-
tion’ of TCAM practices into biomedical settings, such as medical curri-
cula, may be viewed as part of an entrenched pattern of indigenous 
knowledge and worldview expropriation, homogenisation, and in some 
cases even erasure. From this perspective, ‘integration’ may actually lead 
to the contortion of practices towards a logic that places profit and the 
expanding neoliberal market (Navarro 2007; McKenna 2010, 2012) 
above people and health. Further, it circumscribes and constrains other 
ways of understanding health and healing from actually being ‘integrated’ 
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into medicine. Medicine is about more than it is being reduced to by 
biomedicine (McKenna 2010). Allowing biomedical hegemony to 
become further entrenched takes with it any chance of an expanded 
health system or systems and the possibility of non-biomedical health 
practices and knowledges maintaining their differing strengths, strengths 
that could instead serve to improve healthcare in areas where biomedi-
cine is weak (such as chronic diseases and subclinical illness).

Tsing (2000) suggests that the circulation of knowledge and culture, 
and their artifacts, such as healthcare practices, are components of glo-
balisation; however, she also highlights how merely focusing on their cir-
culation and contact doesn’t take into account the ways that agency, and 
power, influence the direction of movement and quality of circulation, 
and we would add the outcome of that circulation. The networks of 
knowledge(s) between TCAM and biomedicine that may occur through 
integration are influenced by factors internal and external, internally 
through the actual structures of knowledge themselves, and externally 
through capitalism, hegemony, power, agency, and their impact on the 
day-to-day knowledge transmission in this context.

In closing, we would like to draw the reader’s attention to Fournier’s 
experiences when working as a massage therapist. Throughout this study 
she was teaching at a massage therapy school in Canada. Perhaps because 
of being so immersed in this study and critically analysing biomedicine, 
each time she taught she came face to face with the ways that massage 
therapy is becoming contorted through its increased regulation and sur-
veillance. Touch, palpation, and intuition are forms of knowledge that 
are integral to massage but also forms of knowledge that are increasingly 
being viewed as illegitimate and overlooked in favour of so-called hard or 
real science in contemporary Canadian massage therapy curricula. For 
example, many biomedical forms of measuring and assessing have over-
shadowed other ways of understanding and approaching treatment, such 
as simple touch and palpation. Teaching massage therapy within the con-
text of a formal institution, Fournier was constrained in her approach by 
the push to emphasise the visible and measurable components of prac-
tice. She was constrained by a curriculum contorted by biomedical 
hegemony.
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The implications of the integration of TCAM with biomedicine 
include both the influence on TCAM practices and the potential for 
improvements in healthcare. Latour’s argument that we tend to conceive 
of hybrids, such as knowledge and practices in medicine, as deriving from 
two ‘pure forms’ and that we tend to try and ‘split mixtures apart’ 
(1993: 78) that are actually more fluid is crucial here. If differing forms 
of medicine are involved in processes of contact and exchange, given that 
biomedicine is already an assemblage or mixture of knowledge(s), then 
perhaps the process of contact and exchange with TCAM might lead to 
knowledge assemblages and innovations that are even harder to gauge 
and predict. What may be more traceable are the socio-economic and 
political factors at play in their contact and why and how powerful gov-
erning institutions such as the World Bank and WHO, and national gov-
erning institutions such as Health Canada, are integrating TCAM into 
the public healthcare system, including how doctors are trained. This has 
significant implications for the very survival of the practices in question 
and the potential for improvements in public healthcare.

Notes

1.	 The terms CAM and TCAM are used interchangeably at times. The 
WHO and World Bank use TCAM or T&CM while in medical educa-
tion the term CAM is more common.

2.	 We use the Constitutional language with the ‘s’ at the end of the word. 
Adding the ‘s’ to the word was fought for to resist assimilating the concept 
of a singular ‘Aboriginal people’ in Canada and to recognise diversity.
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Epistemic Hybridity: TCM’s Knowledge 

Production in Canadian Contexts

Ana Ning

�Introduction

Recent scholarly analyses of complementary and alternative medicine’s 
(CAM) global developments have interrogated taken-for-granted dichot-
omies between CAM and biomedicine as distinct health modalities, with 
separate ideological and pragmatic underpinnings. Rather than viewing 
CAM as a monolithic ‘Other’ versus a hegemonic biomedicine, many 
point to their significant overlap in the ways they legitimate, standardise, 
integrate, and globalise their knowledges and practices in diverse settings 
(Fries 2008; Gale 2014; Givati and Hatton 2015; Hampshire and Owusu 
2013; Ning 2013). Ideologies such as holism, vitalism, naturalism, 
humanism, and spiritualism, long perceived to be unique features of 
CAM, in contrast to biomedicine’s dualism, reductionism, materialism, 
scientism, and individualism, have been problematised as Western binary 
oppositions (Givati 2015; Fries 2013; Ning 2013; Zhan 2014).

The consequences of the interaction between CAM and biomedicine 
in Western industrialised societies have been the subject of intense 
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scholarly debate around the issues of integrative medicine, integrative 
health care1, and CAM co-optation by biomedicine (Baer 2008; Baer and 
Coulter 2008; Coulter et al. 2008; Boon et al. 2004; Hollenberg 2006; 
Hollenberg and Muzzin 2010; Tataryn and Verhoef 2001). Increasingly, 
scholars argue that CAM and biomedicine are co-constituted in a com-
plex nexus of negotiated power enabled by transnational cultural flows 
(Coulter et  al. 2008; Fries 2008; Gale 2014; Hampshire and Owusu 
2013; Quah 2008). Given the extent of engagement between diverse 
healing modalities at both informal and formal levels2 worldwide, 
‘hybridity’ becomes a more spatially informed analysis of the co-
constitution between CAM and biomedicine (Coulter et al. 2008; Fries 
2008; Gale 2014; Hampshire and Owusu 2013). ‘Hybridity’ (Appadurai 
1996) helps illuminate the myriad ways in which CAM and biomedical 
knowledges and practices flow from original settings to new locations, 
facilitated by globalisation.

Although ‘hybridity’ has been used in CAM analyses to critically 
examine the integration of CAM and biomedicine in different regions 
(Fries 2008; Gale 2014; Khan 2006; Obadia 2007), I will use epistemic 
hybridity as a heuristic tool to show how the knowledge production of a 
particular type of CAM—Traditional Chinese Medicine (TCM)—takes 
shape and shifts in very complex and sometimes contradictory ways 
within local contexts. By focusing on TCM as encompassing incompati-
bilities and intersections with Western science, my chapter endeavours to 
move beyond a larger theoretical debate that situates TCM’s increasing 
global appeal within the structure/agency binary: either as a broader social 
phenomenon consistent with a global move towards ‘scientific evidence’ 
(Baer 2008; Coulter 2004; Fries 2008, 2013; Iedema and Veljanova 
2013) or as a counter-hegemonic movement that reveals TCM propo-
nents’ conscious efforts to actively legitimise a unique tradition within 
biomedically dominant arenas (Barnes 2005; Dew et al. 2008; Saks 2003; 
Kelner and Wellman 1997, 2014).

Drawing upon ethnographic field research3 with TCM practitioners in 
British Columbia (BC) and Ontario, Canada, regarding constructions of 
TCM evidence of safety and effectiveness, I aim to demonstrate how 
TCM evidence is produced and applied in context, thus suggesting pos-
sible ways to address Gale’s (2014) ‘big question’—how and whether 
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CAM therapies work. The TCM practitioners’ narratives that appear later 
in this chapter will uncover highly hybridised TCM knowledges and 
practices in which ‘epistemic disunity’ (Knorr Cetina 1999), that is, dif-
ferent theoretical and methodological approaches, occurs within TCM 
itself and not only in relation to other health practices. In so doing, my 
chapter contributes to a larger social science debate about identifying 
multiple legitimate ‘evidence bases’ to evaluate different health modalities 
that include diverse ways of knowing and doing, rather than the current 
emphasis on a single biomedical epistemology.

�Rethinking Therapeutic Evidence

The question of appropriate evidence bases, in which bio-scientific stan-
dards to evaluate the safety and efficacy of any therapeutic modality are 
privileged, is a major controversy in the integration of CAM practices 
into the public healthcare domain (Barry 2006; Daly 2005; De Bruyn 
2001; Dean 2004; Denny 1999; Rappolt 1997; Villanueva-Russell 
2005). The concept of evidence itself is highly contested: different stake-
holders define and interpret evidence differently for their own purposes 
of recognising, legitimising, and regulating health professions. To date, 
limited ethnographic research has been conducted that clarifies what 
constitutes ‘sufficient evidence’ to assess complex, multifactorial, syner-
gistic, and interactive health systems such as TCM in order to support its 
integration, although significant qualitative research addresses TCM 
effectiveness in transnational encounters (Barnes 2005; Baer 2008; 
Farquhar 1994; Kelner and Wellman 2014; Zhan 2009, 2014).

In this chapter, I explore contemporary constructions of TCM evidence 
as a complex undertaking in which practitioners, knowledge, experiences, 
and science intersect in interesting and sometimes contradictory ways. To 
understand how TCM evidence is produced and used in context against 
rigid boundaries, I draw upon an emerging social science literature (Barry 
2006; Broom and Tovey 2007; Brosnan 2016; Gale 2011, 2014; Ziguras 
2004; Zhan 2009, 2014) that considers the relevance of multiple epistemic 
frameworks to evaluate diverse therapeutic outcomes. This analytical 
approach sheds light on broader definitions of ‘evidence’ in which 

  Epistemic Hybridity: TCM’s Knowledge Production in Canadian… 



250 

bioscience and traditional knowledge can coexist within a knowledge-
making culture such as TCM.  In particular, Brosnan (2016) and Zhan 
(2014) highlight the importance of both areas of knowledge in shaping 
TCM as a ‘living tradition’ (Scheid and Lei 2014), whereby the tension 
between aligning with the biomedical approach to produce mainstream 
forms of evidence and being committed to traditional healing principles to 
emphasise its unique systemic logic renders its knowledge-making process 
fluid—neither strictly ‘experiential’ nor ‘scientific’. Taking this theoretical 
orientation as a point of departure, my chapter seeks to rethink another 
unexamined dichotomy underlying contemporary representations of 
TCM’s knowledge production that situate TCM’s increasing global move 
towards either scientific evidence to achieve legitimacy alongside biomedi-
cine or to actively carve out a space within biomedically dominant arenas 
as a unique systemic tradition premised upon distinct principles.

Historically, TCM’s cited experiential basis revolves around its theory, 
philosophy, and approach to illness. TCM is known for emphasising the 
unique constitution of each individual, the integration of body, mind, 
and spirit, the flow of energy or vital force (qi) as a source of healing, and 
disease as having multiple dimensions beyond the purely biological 
(Scheid 2002; Unschuld 1992). Central to the concept of vital force is 
the idea that the human body has the ability to self-heal and the task of 
TCM practitioners is to assist this process, a perspective that is seen as 
fundamentally different from biomedicine (Vincent et al. 1998). TCM is 
usually viewed within a paradigm with a holistic theory of disease known 
as a ‘whole medical system’. A fundamental aspect of TCM’s understand-
ing of bodily dysfunctions and source of disease is the idea of a general 
imbalance whereby qi energy becomes blocked within one’s body system 
and it must be ‘unblocked’ to restore the flow of energy, thus ensuring a 
healthy body system.

Currently, to maintain the integrity of this type of systemic logic which 
is also apparent in other CAM systems, many leading CAM researchers 
in Canada are pursuing ‘whole-systems’ research as a new mode of 
research inquiry (Verhoef et al. 2005; Ijaz et al. 2016; Torri and Hornosty 
2017). Their ultimate goal through ‘whole-systems’ research is to chal-
lenge biomedical dominance by actively seeking to validate unique CAM 
methods to evaluate therapeutic evidence.
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Further, many scholars have found that TCM has undergone a process 
of biomedicalisation, whereby its practitioners have adopted the biomedi-
cal model and rejected the more holistic aspects of traditional practice. 
This biomedicalisation of TCM is a result of pressure to gain recognition, 
legitimacy, and regulation in  local and global contexts where the ‘gold 
standard’ for establishing scientific evidence of therapeutic efficacy and 
safety is mainly randomised controlled clinical trials (RCTs) (Barry 2006; 
Brosnan 2016; Ernst 2000; McClean 2003; Ning 2008; Saks 1992).

Rather than viewing the knowledge-making of TCM as a stable or 
dichotomous endeavour, oscillating between ‘traditional’ and ‘scientific’ 
paradigms, I believe it is more fruitful to situate the often ambiguous 
processes of TCM knowledge production and translation in terms of epis-
temic hybridity. My theorising of epistemic hybridity adds to Brosnan’s 
(2016) and Zhan’s (2009, 2014) research by showing that the empirical 
bases of TCM evidence—experiential, historical, observational, oral—
inform TCM practitioners’ identities and practices, yet they also negoti-
ate the dominant biomedical evidence.

In particular, I want to call attention to more encompassing types of 
evidence that TCM practitioners rely upon in TCM interventions that 
facilitate a complex synergy between patients, healers, and their shared 
healing experiences. These intersubjective experiences constitute suffi-
cient ‘evidence’ for TCM practitioners to continue undertaking person-
ally meaningful practices that are often discounted by biomedical 
practitioners due to limited ‘scientific’ bases. Here, I want to emphasise 
that to better understand TCM’s therapeutic effects, we must take into 
consideration broader factors beyond individual bodies’ functioning. As 
such, TCM practitioners’ reliance upon multiple evidence frameworks 
strictly mirrors neither a sense of historical continuity with ‘traditional’ 
Chinese medical knowledge nor concerted efforts to fit TCM within cur-
rently dominant bio-scientific lenses. Rather, by denoting incompatibili-
ties and intersections between TCM and Western science in the 
production of therapeutic evidence, I am highlighting the coexistence of 
diverse ‘sciences’ that are equally valid, thus questioning the presumed 
naturalness and primacy of Western science as the most acceptable 
method of knowledge production. As Knorr Cetina (1999) already noted, 
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even the body of knowledge that characterises ‘Western science’ is not 
homogeneous but is comprised of separate knowledge-making cultures.

This chapter aims to explore the following research questions:

	1.	 What constitutes legitimate types of TCM evidence of therapeutic 
effectiveness and safety?

	2.	 How do TCM practitioners integrate experiential and scientific evi-
dence in their regular practices?

	3.	 What constitutes ‘sufficient evidence’ to validate successful treatments 
in the absence of scientific evidence?

�Methodology

This chapter is based on ethnographic field research with TCM practitio-
ners in BC and Ontario, Canada, regarding constructions of TCM evi-
dence of safety and effectiveness. Given ethical concerns raised by the 
Research Ethics Review Committee (RERC) at my university about poten-
tial conflicts of interest associated with eliciting permission from TCM 
practitioners’ patients to observe actual clinical interactions, I received eth-
ics approval to only conduct field research with TCM practitioners. The 
RERC was concerned that patients could feel compelled to give consent to 
participate in my research once they knew their health providers were part 
of it. Thus, upon informed consent, my ethnographic data collection began 
with participant observation and field note taking of initial conversations 
with five TCM practitioners at their offices across Ontario. During these 
meetings, they showed me how acupuncture worked as a TCM treatment 
by targeting specific body meridians outlined on medical mannequins. I 
also had the opportunity to observe and discuss with them about the vari-
ous TCM herbal remedies that were packaged in pill form within sealed 
bottles resembling pharmaceuticals, and which were sold in their offices.

Additionally, I conducted in-depth, open-ended interviews with a 
total of 15 TCM practitioners in each province, who were recruited from 
personal and professional connections as well as via snowball sampling. 
Prior to meeting and interviewing the practitioners individually in their 
homes, offices, or public venues (restaurants, coffee shops), I sent them a 
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detailed copy of my research protocol, including its ethical clearance 
from my university, as well as a tentative list of research questions in three 
main areas: background training and experience, individual descriptions 
and meanings of ‘evidence’, and types of scientific and non-scientific evi-
dence used in TCM practices.

All of the practitioners in my research were ethnically Chinese, ranged 
in age from early 40s to late 50s, were originally trained in mainland China 
and had been in Canada between 10 and 25 years. They were selected for 
their extensive knowledge of and experience in TCM so that they could 
address complex questions about TCM evidence. Such questions may not 
have been possible to elicit from locally trained TCM practitioners whose 
training remains more limited in both scope and practice in comparison to 
those trained overseas. In Canada, TCM training is limited to private, 
non-degree, and non-university accredited institutions, offering two-, 
three-, or four-year diplomas in acupuncture or TCM, although some acu-
puncture courses are taught as elective courses at the university level. The 
first Canadian and the only publicly funded TCM training programme in 
an accredited community college was implemented in Toronto, Ontario, 
in the fall of 2016, offering a three-year diploma in TCM.

Because some of the participants are very well known in their respec-
tive TCM communities, their names have been changed to protect their 
identity. The stories that follow are mainly compiled from information 
gathered over several recorded interviews lasting one to several hours. The 
latter were transcribed verbatim and analysed for thematic content using 
NVivo, a qualitative software programme.

�Engaging with Narratives of TCM 
Practitioners’ Lived Experiences: Stories 
of Triumph and Ambivalence About TCM 
Evidence

All 30 participants interviewed were clinically trained in both TCM and 
biomedicine, being qualified to practise both modalities in mainland 
China prior to immigrating to Canada. In countries like China and 
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India, indigenous healing systems have long co-existed with biomedicine, 
sharing legitimacy and popularity. In China, TCM still provides signifi-
cant healthcare for much of the population, especially in rural areas.

In their homeland, 17 of my participants had exclusively practised 
TCM, and the remaining 13 had primarily practised biomedicine as their 
main specialisations. In Canada, they can only practise TCM as they 
could not obtain medical licensing as foreign-trained physicians due to 
language and accreditation barriers. This situation has presented both 
opportunities as well as challenges. For example, Martha is a TCM prac-
titioner with nearly 30 years of experience practising TCM in both her 
home and host countries. After graduating from a five-year programme 
in TCM, she found employment in a prestigious department of internal 
medicine at a local TCM university where she held teaching, research, 
and clinical responsibilities for four years prior to immigrating to Canada 
in the mid-1980s. In Canada, she furthered her studies in reproductive 
biology, earning a master’s in science which enabled her to work as a 
researcher on gene therapy. She later left this position to develop her own 
school of TCM in Toronto, offering the first comprehensive TCM pro-
gramme of its kind in Ontario. Despite many successful patient testimo-
nials about her TCM treatments, she doesn’t feel her skills are recognised 
in Canada because TCM is perceived as an alternative treatment rather 
than being fully integrated into the public healthcare system. She claims 
to have faced much criticism, scepticism, and disrespect about her work 
from biomedical practitioners who questioned the legitimacy of her treat-
ment outcomes due to the absence of appropriate evidence bases. In the 
following section, she expresses candidly her second-class treatment as a 
TCM practitioner in Canada for being unable to demonstrate scientific 
evidence in her successful fertility treatments:

Last week I gave a talk at a fertility clinic in downtown Toronto. I shared 
many successful stories of patient testimonials about their TCM treatments 
for fertility issues. I have several patients who got pregnant after many years 
of trying conventional methods, and they were more surprised when they 
found out they got pregnant the second time! They didn’t think they could 
get pregnant so fast the second time! The fertility specialists however, were 
very sceptical about TCM.  They kept asking me, ‘Where’s your proof? 
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Where are your articles? Where’s your hard evidence? Where are your clini-
cal trials?’ Regardless of patient testimonials, and detailed philosophical 
explanations of yin/yang, they still dismissed me by claiming that my results 
were a mere coincidence, they were individual cases, and basically their 
question was ‘where are your evidence bases?’ I know there’s some proof 
regarding acupuncture for fertility, which has been published in some arti-
cles, but I didn’t want to argue with them … Everything is evidence based, 
double-blinded clinical trials; you can’t change people’s mentality. I have a 
lot of patient testimonials—why not consider this as evidence? Even in 
biomedical journals, there are single case reports, why not TCM? It’s unfair, 
these double standards, we’re treated as second class.

Similar to many CAM studies (Coulter 2004; Hare 1993; Kelner and 
Wellman 1997; Siapush 1999; Thorpe 2008; Zhan 2009), my research 
has found that TCM practitioners working in Canadian settings are usu-
ally the last resort for treating challenging, chronic conditions unsuccess-
fully treated by biomedicine. Zhan (2009) has noted that TCM 
practitioners in North America are often sought out as ‘miracle-making’, 
which can backfire on them as shown in Martha’s example, being dis-
missed by biomedical counterparts for merely providing coincidental 
results that cannot be substantiated by ‘scientific evidence’. However, 
since TCM in Canada is not covered by public or most private health 
insurance plans, the TCM practitioners’ credibility and economic sur-
vival in  local settings mainly depend on word of mouth referrals from 
successfully treated patients.

Sam and Teresa are a husband and wife team of TCM practitioners 
who run their own TCM clinic in downtown Vancouver, BC, which they 
opened after immigrating to Canada about 16  years ago. Both were 
trained as (biomedical) physicians and TCM practitioners in China, but 
they specialised in TCM. By the time they arrived in BC in the early 
2000s, TCM had become a regulated health profession, which meant 
that they were required to pass written and practical tests before practis-
ing TCM in that province. Both Sam and Teresa noted that being allowed 
to practise TCM only has proved beneficial because it enabled them to 
improve their skills, concentrating on one modality of care to treat mostly 
chronic cases. In their view, focusing on challenging health conditions 
has made it possible for them to develop a deeper appreciation for 
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TCM. As Teresa put it, ‘we saw how Chinese medicine is better than 
Western medicine … Chinese medicine has a perfect foundation’. They 
cite numerous success stories in their current practice, which earned them 
more patient referrals, increasing their sense of pride and confidence in 
their work as TCM practitioners. Here is Sam’s account of a major suc-
cess story:

We have a recent case, a 58-year-old woman with terminal lung cancer. She 
has a big tumor that spread to the liver, below the bronchial area, and 
spread to the bones. Western medicine doctors told her she had 2 or 3 
months to live. It was also terminal for us. We told her we can do some-
thing, but it’s not guaranteed. We gave her some herbs, acupuncture, and 
she’s doing much better. The tumor is shrinking, there’s no water in her 
lungs. She’s taking other lung cancer medication, but 4 other patients like 
her who were taking the same medication, have all died…

Echoing other TCM practitioners interviewed, Sam acknowledged 
that different foundational principles underlie TCM and biomedicine, 
resulting in different approaches to diagnosis and treatment:

Our theories have different foundations. TCM is more inductive. Before we 
have organs, there’s qi, which you can’t see. When it becomes a real problem, 
then we can see. Western medicine focuses mostly on what you see … For 
example, when your kidney functions are good, because 90% of functions 
are left, that’s considered okay, you have only 10% damage. From 90% to 
10%, it’s a long time, your kidneys may be good for 5 to 10 years, so let’s 
wait until it’s really bad. In Chinese medicine, before blood test says you 
have a problem, Chinese medicine can see it. We fix it before it’s too late. We 
can provide early detection and treatment before the problem appears…

As communicated earlier in this chapter, Sam suggests a major ‘epis-
temic disunity’ (Knorr Cetina 1999), that is, theoretical and method-
ological differences between TCM and biomedicine that lead to their 
respective use of different types of evidence to establish a clinical diagno-
sis and treatment programme. In his viewpoint, TCM has the preventa-
tive value of contributing to early detection of chronic health issues prior 
to biomedical standardised tests. The latter may detect conditions at an 
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advanced stage, which can constrain effective treatment. Later in this 
chapter, Wayne expands on these differences in terms of TCM’s capabil-
ity to detect and address early ‘functional’ disorders before they manifest 
into chronic, potentially untreatable ‘structural’ disorders.

Similar to Sam and Teresa, Wayne was primarily trained as a clinician 
in TCM in China, who also trained as a researcher in molecular biology 
and physiology. He came to Canada in the early 1990s to pursue a post-
doctoral fellowship in molecular biology and eventually settled in 
Toronto, working as a researcher at a Toronto public hospital. Unlike 
other TCM practitioners interviewed, Wayne combines both TCM and 
biomedicine in his research work that focuses on identifying active ingre-
dients in Chinese herbs to treat cystic fibrosis. Here, he shares observa-
tions gained in over 20  years of research in Toronto that reveals 
incompatibilities and intersections between biomedical and TCM types 
of evidence for evaluating therapeutic efficacy:

TCM is most effective as a prevention method … Structural disorders like 
cancer for example, always come after functional disorders. When the body 
goes wrong, the first reaction is your functional disorder. This cannot show 
in standardised tests like urine, blood, medical imaging, however it can be 
told by patients’ feelings, patients feeling uncomfortable, tired, frustrated, 
and doctors usually don’t pay enough attention to this unless they find 
something solid, or what they call hard evidence. I would say, medical data 
can be half soft data, something you can describe but cannot show such as 
through patients’ feelings, pulse diagnosis, looking at a person’s vitality, all 
these are very important. Hard data, you can see through the number of 
blood pressure, x-ray, etc. Soft data are very critical, they contain more 
information for TCM practice, but hard to standardise. You can tell how a 
functional disorder develops in an earlier stage, providing earlier detection 
than biomedicine. Take diabetes for example. It is diagnosed by biomedi-
cine only when the sugar level is high. TCM can make an earlier diagnosis 
based on someone’s taste, appetite, feeling of thirst, and can provide treat-
ment before the disease appears…

Wayne’s insights and familiarity with TCM and biomedicine demon-
strate his ability to comfortably navigate both medical worlds, appreciat-
ing what each approach can offer, unlike Sam and Teresa who are clearly 
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partial to TCM. Nonetheless, these three practitioners’ narratives imply 
that TCM’s higher effectiveness is based on its unique foundation.

My previous research (Ning 1997, 2008, 2013), which showed that 
many TCM practitioners assert the legitimacy of their TCM practices by 
biomedicalising their practices, has not fully held in my latest findings. In 
the current Canadian settings, my interviews with TCM practitioners 
reveal more nuanced narratives about the evidence bases of their regular 
practices. The TCM practitioners in Canada use multiple types of legiti-
mate evidence to justify their therapeutic practices in ways that often 
suggest the higher effectiveness of TCM over biomedicine. Brosnan 
(2016) has found similar ambivalences in her research with TCM aca-
demics in Australian universities. She describes how TCM academics fol-
low a biomedical approach of RCT research to sustain TCM as an 
academic discipline and to enhance its legitimacy by producing main-
stream forms of evidence. Yet, during their teaching activities, they engage 
with broader constructions of TCM evidence that includes both tradi-
tional knowledge and bioscience.

�Epistemic Hybridity: TCM Practitioners’ 
Constructions of Legitimate Types of TCM 
Evidence

In responses to my question—what constitutes appropriate TCM evi-
dence to validate effectiveness and safety of their therapeutic practices?—
many TCM practitioners resort to what Hobsbawm and Ranger (1983) 
have called the ‘invention’ of tradition. In particular, they emphasise the 
validity of unique experiential or ‘soft’ types of evidence that are inherent 
to the original philosophy of TCM and which they claim are equally 
compelling or even more reliable than the scientific or ‘hard’ evidence 
underlying biomedicine. In their perspective, TCM has its own episte-
mology, which may not befit the biomedical standards of evaluation 
based on RCTs. As Martha explains:
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You have to understand, TCM did not come from test tubes, labs, molecu-
lar biology, chemistry, cell research—it was empirical, experimental, based 
on daily lives. It was the way people found out about medicine when they 
were searching for food, finding ways to fight against natural disasters, 
finding ways to fight against diseases, then TCM was discovered. TCM is 
empirical—do you believe in that or not? When people searched for food, 
they came across food that gave diarrhoea, yet some thought it might stimu-
late bowel movement in others. When it was too cold, you could take spicy 
food. When you press in certain points, it alleviates headaches, toothache—
that’s how meridians were discovered.

By declaring TCM’s reliance on experiential, ‘soft’ evidence as a reflec-
tion of its unique philosophy and practice, some TCM practitioners spe-
cifically highlighted the positive attributes of what biomedical practitioners 
discount as ‘non-scientific’ evidence. One of them—Joanne, trained in 
both TCM and biomedicine in China—uses primarily acupuncture in 
her Vancouver-based practice. Acupuncture is compatible with most of 
her Canadian patients’ preference to avoid potential hazardous interac-
tions with biomedical interventions. It is generally believed to have no 
side effects if practised competently and is also one of the few TCM 
components that has successfully undergone RCTs for various conditions 
(Ernst 2000; Huang and Chen 2008; Isoyama et al. 2012; Rubin et al. 
2012). Hence, Western audiences seem more inclined to use it. As Joanne 
maintains,

Not everything can show—spirit, energy … [l]ike religion, you cannot 
show which one is good or better. But you can show that people are getting 
better. Isn’t this enough evidence? We cannot show how energy moves, but 
we can show more people coming to see a TCM doctor. Most people have 
to pay; if it wasn’t effective, they wouldn’t come back. Even if they don’t 
have any pain or other problems, many of my patients still want to do 
acupuncture once a month just to feel good.

The notion of what is visible/invisible is a recurring theme in the TCM 
practitioners’ constructions of TCM knowledge-making to affirm differ-
ences between TCM and biomedical conceptualisations of the empirical 
world. In Teresa’s words:
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Chinese medicine has a perfect foundation, diagnosis and perfect treat-
ment, but you can’t see the energy when you do pulse readings, or apply 
acupuncture needles, it is hard to learn to feel it [energy]. Authentic TCM 
knowledge can only be learned with a few masters who pass their knowl-
edge within certain families, and it’s not passed through academic institu-
tions. Today, only 30% of medical graduates in China practise TCM 
because their knowledge is incomplete…

By emphasising TCM’s focus on elusive energy, and what constitutes 
‘authentic’ knowledge-making, I contend that Teresa is asserting the 
validity of a ‘tradition’—the use of empiricism and the art of training 
with a master to legitimise a health profession with deeper historical roots 
than biomedicine. ‘Tradition’ creates a sense of authenticity and owner-
ship for TCM practitioners attempting to make ‘objective’ knowledge 
claims. Understanding tradition as (re)invented (Hobsbawm and Ranger 
1983) does not invalidate its authenticity or the right of a group or cul-
ture to claim it; rather it draws analytical attention to the processes of its 
production and use (MacDonald 2008). Indeed, Zhan (2014) has argued 
that the knowledge-making of TCM as ‘experiential’ served important 
political interests in China in the 1950s to produce a ‘TCM with two 
fists’, paired with biomedicine.

While the TCM practitioners in my research allude to differing notions 
of the empirical in TCM and biomedical knowledge-making, a closer 
examination of TCM’s and biomedicine’s foundations demonstrates that 
the boundaries between them are more fluid than commonly thought. 
Biomedicine and TCM are foundationally empirical. That is, they use 
observation to explain or predict nature’s phenomena. TCM uses experi-
ence to verify knowledge without constructing an ordered scientific sys-
tem (Scheid 2002; Unschuld 1985). Biomedicine tends to discount the 
‘invisible’ or elusive aspects of TCM that cannot be ‘objectively’ mea-
sured by scientific methods. However, Brown (1998), in studying the 
shamanic beliefs of indigenous groups in Northeast Peru offers a different 
insight into the intersecting worlds of traditional medicine and biomedi-
cine. His study demonstrates that the indigenous groups accept that only 
a shaman can see and remove ‘spirit darts’ as causes of disease during 
healing rituals and that a similar logic underlies the reality of biomedicine 
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and of our trust in it, since many of us believe in viruses or bacteria that 
cause diseases, even though we cannot see them through the naked eye.

Asked why TCM knowledge production is concentrated in the hands 
of a few masters who transmit it only within particular families rather 
than making it more publicly available, Teresa used an interesting anal-
ogy: ‘As people say it, 1% of the population controls 90% of the wealth 
in the world…’. Indeed, most of the TCM practitioners interviewed con-
firmed that they must attend frequent professional development work-
shops offered by reputable TCM masters in order to continually upgrade 
their skills. Access to such exclusive knowledge is very costly, not only in 
Canadian settings when invited masters from mainland China provide 
guest lectures and demonstrations but also when the TCM practitioners 
must frequently travel back to mainland China to attend equally expen-
sive workshops.

As can be seen through these ethnographic examples, ‘epistemic dis-
unity’ (Knorr Cetina 1999) occurs within TCM itself and not only in 
relation to other health modalities. The TCM practitioners themselves 
are (re)producing hierarchies between ‘authentic’ TCM knowledge that is 
monopolised by limited individual masters and incomplete TCM 
knowledge that is produced in formal university settings where they 
undertook their training in China. As such, they are positing a hierarchy 
of value between more comprehensive TCM knowledge that is produced 
and transmitted by experienced masters and partial TCM knowledge that 
is produced in academic institutions. Thus, ‘epistemic disunity’ manifests 
intra-professionally (within TCM) and not only inter-professionally 
(between TCM and other health professions like biomedicine), beyond 
the confines of scientific evidence.

Interestingly, TCM’s popularity in China is declining during the coun-
try’s twenty-first-century economic boom, as cosmopolitan consumers 
now interpret it as a ‘traditional’ practice, less desirable than the ‘modern’ 
Western biomedicine (Karchmer 2010). The latter’s association with the 
more prestigious symbols of science and technology is valorised over the 
traditional Chinese diagnostic practices, which rely strongly on sensorial 
experiences like touching, feeling, observing, smelling, and listening to 
patients’ bodies. The current Chinese government is adopting Western 
biomedical standards for evaluating the safety, efficacy, and educational 
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standards of all medical practice, thus overturning the long-standing 
prestigious place of TCM in Chinese history (Brosnan 2016; Karchmer 
2010; Qiu 2007).

In effect, James and Marilyn, another husband and wife TCM team, 
specialising in the treatment of fertility issues in their two private TCM 
clinics in Vancouver and Richmond, BC, are sceptical about TCM’s reli-
ance on ‘non-scientific’ evidence. Both were primarily trained in biomedi-
cine in China and subsequently obtained master’s degrees in clinical 
immunology and molecular biology overseas.4 Because they were unable 
to find research work in Canada due to language barriers and limited local 
experience, friends encouraged them to practise TCM without a licence, 
given that it was an unregulated profession in BC in the mid-1990s. James 
began refreshing his limited TCM training by working in a local Chinese 
herbal store and by observing his friends practising TCM. Meanwhile, 
Marilyn returned to China to sharpen her TCM skills and after four years 
in Canada, they opened their first TCM clinic in Vancouver. Despite their 
successful use of TCM in the treatment of male and female infertility in 
their Canadian clinics, James argues that the exclusive use of TCM in 
health care is insufficient because of its lack of ‘scientific’ evidence:

Purely Chinese medical diagnosis is insufficient because it’s not scientific. 
Sixty percent of my mind follows the Western medical model. When a 
patient comes with a problem, I still want to know the Western diagnosis. 
I ask them, did you see your family physician, what kind of lab work have 
you done? All this is very helpful. Even in purely TCM hospitals in China, 
they still use CT scans, ultrasounds, to diagnose problems. There’s a lot of 
intersection in China. There, TCM relies on Western diagnostic tools to 
establish the best diagnosis.

Asked what constitutes ‘enough evidence’ of effectiveness in their 
TCM practices in the absence of scientific evidence, Marilyn responded:

Patients’ feelings—for example, if pain has improved after two or three 
[TCM] treatments. In the case of infertility, it is easy to demonstrate how 
our treatments are effective. …We check if sexual activity has improved … 
let’s say, previously a patient only had sex once a week, but after treatments, 
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it increased to three times a week. We also do a pulse reading to check the 
qi rating, look at the colour of tongue, use acupuncture points to improve 
irregular menstrual periods.

Although James points to TCM’s lack of scientific validity in diagnosis 
and treatment, both he and Marilyn have successfully used TCM to treat 
fertility issues. Just as conventional biomedical practitioners’ scepticism 
of alternative health practices is shaped by the cultural lens of their bio-
scientific training (Helman 2002), as Canadian TCM practitioners, and 
Chinese biomedical physicians, James’ and Marilyn’s practice of TCM is 
also influenced by Western scientific discourse. This tension between 
legitimising health practices through Western science (‘hard evidence’) or 
traditional medicine (‘soft evidence’) is continually played out in many 
TCM practitioners’ interpretations of their work, especially as they 
engage with biomedically minded individuals who question their evi-
dence bases for the purposes of evaluating their legitimacy within the 
mainstream health care system. However, in their everyday practices, this 
tension does not necessarily undermine their own confidence in treating 
patients, as they are often sought out to address chronic conditions 
unsuccessfully treated by biomedicine.

�Beyond the Boundaries of Experiential 
and Scientific Evidence

While there appears to be justification for the biomedicalisation of con-
temporary TCM in local and global settings—namely, legal recognition 
and adherence to dominant scientific evidence bases (Brosnan 2016; Saks 
1992; Scheid 2002; Ning 2008, 2013)—the conversations in this chap-
ter paint a more complex picture. As these conversations illustrate, the 
reinterpretation of tradition to demonstrate TCM’s effectiveness is juxta-
posed with rejection and accommodation of biomedicine to explain the 
successful outcomes of TCM. Thus, epistemic hybridity more accurately 
describes the complex processes of TCM knowledge production and 
translation in which TCM practitioners negotiate the feasibility of mul-
tiple types of legitimate evidence.
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Despite the strong direction by the current Chinese government and 
TCM practitioners like James and Marilyn to fit TCM into biomedical 
standards to ensure a rigorous approach in medical care, most TCM prac-
titioners in my study agreed that a combination of experiential types of 
evidence that are inherent to the foundational knowledge of TCM and 
biomedical evidence bases provide the most compelling evidence to validate 
treatment outcomes. These findings confirm previous research that tradi-
tional knowledge and bioscience constitute TCM as a ‘living tradition’—
it retains a recognisable form, all the while adapting to advances in science 
(Brosnan 2016; Scheid and Lei 2014; Zhan 2014).

Martha, despite being a strong advocate of TCM’s unique philosophy 
and experiential basis, agrees that combining biomedicine and TCM pro-
vides the most reliable methods to achieve proper diagnosis and treat-
ment for any condition but especially for women’s health issues:

Western diagnosis is very important, especially through regular physicals, 
scans. TCM is essential not to diagnose diseases, but to differentiate syn-
dromes, to find the nature of the conditions, whether they are caused by 
heat, cold, dampness, dryness, and then which organ or meridian is 
obstructing the flow of energy … Differentiation is very important because 
individuals are different, constitutions are different, signs and symptoms 
are manifested differently … I wouldn’t say that certain conditions are bet-
ter treated by TCM alone, because people are different, there are many 
options, but some conditions can be better addressed with TCM because 
it’s natural, less invasive, and these can be menstrual problems, menopause 
and fertility issues.

In turn, Wayne, who is comfortable navigating between the TCM and 
biomedical worlds, acknowledges the strengths and limitations of bio-
medical evidence bases and shares how TCM can effectively address 
genetic conditions like cystic fibrosis:

Evidence exists at different levels…. For example, what works at a molecular 
level may not work at a cellular level. What works at a cellular level, may not 
repeat in an animal level. And what works at an animal level, may not work 
at a human level. From a TCM perspective, we look at disease from different 
angles … TCM can compensate for a defective gene like in cystic fibrosis, by 
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adjusting the body holistically. Western medicine discovered the defective 
gene in 1989, and after 25 years of research, there is still no cure … patients 
are only offered antibiotics and physio. We can compensate for the defective 
gene by using existing TCM treatments for asthma … By using acupunc-
ture, herbal treatments, we can improve symptoms, and patients become 
more comfortable, their asthma is not as severe, their life span is prolonged. 
The usual life span for a CF patient is 20 years, but now we have patients 
who are 50 and still alive. We can’t say we have the cure for the disease 
because of the defective gene, but we can help patients become a carrier of a 
mutant gene.5 This is very good evidence that TCM is effective.

In biomedical reports of unsuccessful acupuncture treatments for sev-
eral conditions like cardiovascular disease, chronic pain, infertility, among 
other issues, they often omit factors that extend beyond the singular 
applications of acupuncture prior to biomedical interventions (El-Toukhy 
and Khalaf 2009; Madaschi et al. 2010; Pastore et al. 2011). TCM, like 
many other CAM treatments, does not consider a therapeutic effect such 
as successful conception to rest on a single remedy (e.g., herb) or tech-
nique (e.g., acupuncture) but in an energetic system that comprises the 
patient, the prescribed treatment, the healer, and the treatment setting 
(Barry 2006: 2647). By engaging with synergistic evidence, observing, 
and adjusting to the entire healing situation, the TCM practitioners in 
this study account for broader factors beyond the physical body (e.g., 
lifestyle, vital energies, diet, environment) to address their patients’ ail-
ments. Since many also incorporate biomedical evidence bases into their 
regular practices, epistemic hybridity unveils their reliance upon more 
encompassing types of evidence, hence, illustrating the production and 
co-constitution of multiple sciences to validate treatment outcomes.

�Conclusion

In conclusion, TCM practitioners in Canadian contexts construct evidence 
of effectiveness and safety of their practices by what I call epistemic hybridity. 
That is, in describing how and why TCM works, they refer to multiple epis-
temic frameworks of evidence. On the one hand, by integrating experiential 
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and bio-scientific evidence as reliable sources of therapeutic effectiveness, 
TCM practitioners go beyond common boundaries that distinguish between 
TCM as experiential and biomedicine as scientific. Epistemic hybridity also 
sheds light on the production of TCM knowledge that entails incompatibili-
ties and intersections with Western science, thus challenging a commonly 
held assumption that TCM’s global expansion is essentially either driven by 
its production of scientific evidence or by active efforts to preserve its tradi-
tional knowledge.

On the other hand, the TCM practitioners’ narratives presented here 
illustrate that theoretical and methodological differences exist within 
TCM itself and not only in relation to other practices. By declaring that 
‘authentic’ TCM knowledge is mainly found among individual TCM 
masters rather than in academic settings, and by valorising broader defi-
nitions of evidence, the TCM practitioners also establish new hierarchies 
within TCM knowledge-making beyond the ‘experiential/science’ binary. 
In particular, a hierarchy of value is established between more compre-
hensive forms of knowledge that are concentrated in the hands of a few 
experienced masters and the partial knowledge that is allegedly produced 
in formal institutions. In addition to this, a hierarchy of value arises from 
privileging both traditional knowledge and bioscience as more appropri-
ate forms of evidence in their therapeutic practices, rather than following 
closely a traditional or scientific approach.

In light of the more encompassing types of evidence that TCM practi-
tioners count on to validate their treatment experiences beyond the con-
fines of bio-scientific evidence bases, this chapter illuminates the relevance 
of multiple types of evidence that co-constitute diverse, yet equally valid, 
sciences. In the accounts of TCM practitioners, TCM knowledge systems 
are equally valid with their own internal logic that makes sense to those 
who partake in them. As such, my chapter calls for a more expanded 
conceptual framework to evaluate the evidence bases of any health modal-
ity that includes diverse ways of knowing and doing, rather than the cur-
rent emphasis on a single biomedical epistemology.
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Notes

1.	 In Canada, ‘integrative healthcare’ is a more recent and increasingly pre-
ferred term to describe a non-hierarchical, collaborative interaction 
between CAM and biomedicine that respects each other’s unique episte-
mologies (theories and methods). In contrast, ‘integrative medicine’ pre-
supposes a hierarchical relationship between diverse health practices, in 
which biomedicine co-opts other modalities (Boon et al. 2004).

2.	 Informal integration of CAM and biomedicine is visible in the diversity of 
health beliefs and practices within and across different societies—as part 
of the cultural traditions of certain groups, personal choice, or affordabil-
ity—regardless of the dominant form of healthcare. At a formal level, 
different levels of integration of CAM modalities with biomedical care are 
also apparent worldwide. For example, Traditional Chinese Medicine 
(TCM) and East Indian Ayurvedic Medicine have long co-existed with 
biomedicine in the provision of mainstream health care, in their respective 
countries of origin. Even in Western countries like Italy, Germany, France, 
and England, where biomedicine is the dominant modality of health care, 
it is not ideologically bound against other health traditions such as humor-
alism and homeopathy (Hogle 1999; Payer 1990; Whitaker 2003).

3.	 My research entailed an initial 12 months of fieldwork in two distinct 
phases (August 2010–December 2011 and January–August 2012) with 
five TCM practitioners in British Columbia (BC) and five in Ontario 
(ON). Additionally, from June 2014 to August 2016, I engaged in field 
research with ten TCM practitioners in BC and ten in Ontario.

4.	 James received masters of science degrees in clinical immunology and 
molecular biology and Marilyn received her master’s degree in molecular 
biology.

5.	 According to biomedicine, cystic fibrosis (CF) is caused by two copies of 
a mutated gene that a patient has inherited from both parents. In princi-
ple, a CF carrier does not have the disease but can pass it on to their off-
spring, if their partner is also a CF carrier. By citing the benefits of TCM 
treatment for CF, Wayne is suggesting that CF patients can potentially 
live long enough to be carriers of the disease, although they may not be 
cured from it.
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11
Shaping of ‘Embodied Expertise’ 

in Alternative Medicine

Inge Kryger Pedersen and Charlotte Andreas Baarts

�Introduction

The most recent representative National Health Interview Survey in 
Denmark (2013) estimates that 53.2 per cent of respondents are current 
or previous users of alternative medicine; 27.0 per cent have used such 
services within the preceding year, compared with 10.0 per cent in 1987 
(Ekholm et al. 2015). Defined as treatment not usually offered within the 
ordinary health service and without public support or control, alternative 
medicine is offered on a fee-for-service basis by non-authorised practitio-
ners with varying training and certification and is widespread in the 
Scandinavian welfare states and elsewhere. The overall question we tackle 
here is how to explain the widespread use of alternative medicine. This is 
a puzzle that we and other scholars have tried to solve. Explanations for 
the popularity of alternative medicine typically fall into two camps: soci-
etal or user-oriented (c.f., Pedersen 2012; Baarts and Pedersen 2009; 
Ziguras 2004). Another explanation relates to the development of 
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diseases, in particular the increase in chronic diseases. Biomedical institu-
tions have not been able to solve the problems of chronically ill patients 
and this impasse might have stimulated an increasing interest in what the 
expertise of alternative practitioners may have to offer. Indeed, in most 
studies of alternative medicine, practitioners and users address chronic ill 
health (e.g., Lee-Treweek 2002; Connor 2004; Sointu 2013). In this 
chapter, we will bypass such explanations and focus on the arrangements 
and conditions available in the practitioner-user encounter that allow for 
individuals’ ailments to become the objects of alternative practitioners’ 
labour.

In the absence of a consensus among scientific or health professionals 
on the basis for decision-making in alternative treatments, the distinction 
between lay and expert is sometimes blurred (Johannessen 2007; Gale 
2011; Nissen 2013). The capacity of the therapies to stimulate collabora-
tion between practitioners and users has contributed to multifaceted 
treatments, and users have themselves become the ‘experts’ in heteroge-
neous, context-specific dimensions of knowledge (Cant and Sharma 
1999; Pedersen 2017). In a previous article we examined how users 
describe and construct practitioners’ expertise in alternative treatments 
(Pedersen and Baarts 2010). Whereas that chapter explored how users 
ascribed legitimacy to the therapies and practitioners, in this chapter we 
revisit the empirical material in order to address which features develop 
embodied expertise in clinical encounters between practitioners and 
users. As such, this chapter focuses neither on the practitioners nor the 
users as so-called experts in their own fields of knowledge. Instead, we 
acknowledge the analytical shift suggested by the American sociologist 
Gil Eyal (2013) from investigating experts to researching expertise.

While Eyal has studied expertise as ‘networks’ that ‘link together 
objects, actors, techniques, devices, and institutional and spatial arrange-
ments’ (Eyal 2013: 864), we aim to describe the relationships that com-
prise embodied expertise. Relationships include here what unites or 
differentiates human forces, such as client-practitioner encounters, as 
well as human and non-human forces, for example, practitioners and 
tools or spatial arrangements. Later we will demonstrate how ‘embodied 
expertise’ in alternative treatments is constructed. We first discuss the 
conceptual framework—the notion of embodied expertise and how it 
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relates to alternative treatments. The next section ‘Research material and 
methods’ presents methodological considerations and describes the pro-
duction of empirical material gathered from clinics of alternative medi-
cine. We have organised the analysis of embodied expertise through 
discussions of three dimensions that have evolved from the empirical 
material: skills, knowledge, and spatiality. Demonstrating these dimen-
sions by way of three relationships: (1) expert and lay, (2) experience and 
evidence-based knowledge, and (3) clinic and home, we show how 
embodied expertise of alternative medicine includes the practitioner’s 
skills in a broader sense than certified knowledge; it does so by including 
experience-based knowledge and practice, as well as other actors, indeed 
the users, and objects that might not fall under biomedical knowledge.

�Embodied Expertise

As Eyal has noted, ‘expertise’ derives from the Latin root experiri—that is, 
‘to try’ and means know-how (Eyal 2013: 869). ‘Profession’ derives from 
the word for the vows or ‘public declarations taken upon entering a reli-
gious order’; ‘experts’ make jurisdictional claims over a task ‘by “profess-
ing” their disinterest, skill, and credibility’, whereas ‘expertise’ covers ‘the 
sheer capacity to accomplish this task better and faster’ (Ibid.). Eyal argues 
that the latter definition of expertise, as presented by Collins and Evans 
(2002, 2007), for example, is ‘unsatisfactory’ because to evaluate skills 
and capacities involves the sociologist in playing the normative role when 
‘assigning differential worth to competing claims and performances’ (Eyal 
2013: 870). Therefore, he continues, it is not sufficient to focus on actors 
and their skills but necessary also to consider tools and devices, as well as 
their makers. Eyal also suggests that contributions by others, namely lay-
people and ‘the mechanisms by which their cooperation has been secured’, 
should be included in a ‘complex make-up of expertise’ (Ibid.: 871). 
Thus, instead of focusing on a group of experts, he considers a network 
of relations ‘that produces, reproduces, and disseminates expert state-
ments or performances’ (Ibid.: 875), which raises the question of what 
mechanisms secure the co-operation of the actors involved.
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Eyal argues for contrasting and replacing the sociology of professions 
with that of expertise. Although we are not convinced by his argument 
(see also Abbott 1988 and 2005 for an ecological approach to analyses of 
professions), Eyal’s notion of embodied expertise proves convenient for 
covering multifaceted practices within alternative medicine that are not 
solved or addressed by professions as such but open up contributions 
made by different actors for extending the capacity to solve or address 
tasks and problems. Eyal certainly distinguishes between understanding 
expertise and understanding treatment practices as a profession’s monop-
oly and highlights expertise as practices that are co-produced. The under-
standing of expertise is ‘extended via generosity and dialogue’ (Ibid.: 876) 
different from professions’ monopoly and autonomy, which may serve to 
weaken and prevent relations of expertise being extended.

According to Eyal (2013: 872) two important questions are central to 
an analysis of embodied expertise: (1) jurisdiction, that is, who has con-
trol and to what extent over a set of tasks and (2) expertise or what 
arrangements must be in place for a task to be accomplished. Through his 
work on the first question Abbott has contributed analyses and concep-
tual tools to allow insights into historical processes that show how juris-
dictions become available and are formed (1988, 2005). Eyal has included 
the second question in a ‘genealogy’ of the autism epidemic and historical 
tracing of how a form of expertise is made. Although this chapter draws 
on these two questions, we will not focus on the historical processes of 
developing jurisdiction or expertise within alternative medicine, which is 
a multifaceted field. Neither can we outline here the conditions and 
arrangements that have been necessary for the popularity of alternative 
medicine to evolve. However, we touch upon the latter question when we 
approach alternative treatments in the Danish welfare state at the begin-
ning of the twenty-first century.

In this chapter, we investigate how alternative treatments can be charac-
terised by relational connections between practitioners and other experts, 
users, tools, concepts, and institutional and spatial arrangements. We 
attend to the relationships among relevant actors within the field of alter-
native medicine, such as users, practitioners, and medical doctors. Other 
relational connections include variations in understandings of validity or 
legitimate knowledge, emerging from, for example, therapeutic processes 
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or evidence-based knowledge or from variations in spatial arrangements. 
The analytical object entails what constitutes formations of relational con-
nections, that is: (1) What are the roles of the practitioners and users? 
(2) Which kind of knowledge is developed and involved in the practitioner-
client encounter? (3) Which spatial arrangements are brought into play in 
clinics of alternative medicine? These empirical questions are addressed in 
the analysis and discussion section within three sets of relationships: 
(1) between expert and lay; (2) between experience and evidence-based 
knowledge; and (3) between clinic and home. In so doing, we will demon-
strate how embodied expertise is composed of actors and arrangements 
and involves the co-construction of validity in the relationships.

�Research Material and Methods

We refer to the science-based Western medical system as ‘biomedicine’, 
viewing biomedicine as ‘a comparable cultural system’ (Barry 2006: 
2646). Instead of complementary and alternative medicine—CAM—we 
prefer the term ‘alternative medicine’ to highlight the philosophies that 
often underpin these systems of medicine. As Barry has put it, ‘comple-
mentary’ is ‘often used in a relational sense to biomedicine and implies 
that the two systems are compatible’ (Ibid.). The definition of alternative 
medicine in our introduction was used both in Danish law and in the 
National Health Interview Surveys in Denmark while we were doing our 
empirical studies. We have drawn on this definition when selecting clin-
ics to be included in the study, and it allows for addressing alternative 
practitioners in a broader sense than as a ‘profession’ or as ‘experts’.

We followed 46 users of acupuncture, reflexology, or mindfulness 
meditation, conducted three in-depth interviews with each participant 
(138 interviews), and observed 92 of the interviewees’ treatment sessions. 
Our study was designed to reflect the wide variety in:

•	 the nature of the treatment (indirect touch [acupuncture], direct touch 
[reflexology], and cognitive techniques [mindfulness meditation]);

•	 the immediate reason for seeking alternative treatment (a broad spec-
trum of illnesses, ailments, problems, and challenges); and

•	 the age, gender, education, and employment of the participants.
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The study was conducted from 2006 to 2007  in Copenhagen and 
adjoining municipalities and was reported to and acknowledged by the 
Regional Committee on Health Research Ethics and The Danish Data 
Protection Agency. Users attending reflexology, acupuncture, or mindful-
ness meditation were individually followed over six treatments and inter-
viewed after the second, fourth, and sixth treatments. The interviews 
were supplemented by observations of the second and fourth treatments, 
aimed at gaining insight into the actual practice of the treatment, the 
users’ reactions as treatment was carried out, and the kinds of advice and 
guidance given. In addition, users and practitioners were asked to keep 
diaries between treatments, and during the second interview, the inter-
viewees filled in a questionnaire about their gender, age, family, educa-
tion, and employment, as well as reasons for seeking alternative treatment. 
These additional sources are only used as background information in this 
chapter, where we focus on practitioner-user interactions and therapeutic 
situations, drawing predominantly on the interview data.

Recruitment was carried out with the help of representatives from the 
three treatments, each of whom suggested four or five registered practitio-
ners within the Copenhagen area. Thus, the research team contacted 14 
practitioners with varying training and certification but no state authori-
sation, and all agreed to participate. To ensure that the selection of users 
was appropriate, the representatives and practitioners co-operated with 
our research group in identifying certain selection criteria, such as users 
should be Danish-speaking adults who had sought out treatment on their 
own initiative. One concern was to ensure sufficient variation in the study 
population by involving a minimum of 15 users from each treatment. 
Moreover, the users should not have consulted other alternative practitio-
ners within the last year, since as far as possible the experiences they 
reported should relate only to the particular treatment observed by the 
researchers during the study. At the first treatment, the reflexologists and 
acupuncturists each asked 15 users and the mindfulness meditation prac-
titioners 16 users—in sum 46—if they agreed to participate. The users 
selected paid for their own treatments and differed in their immediate 
reason for seeking alternative treatment (illnesses, problems, or chal-
lenges), as well as age, gender, education, and employment. Participants 
were between 22 and 81 years. Thirty-two of the 46 were women 
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(70 per cent). The participants’ age, gender, and education corresponded 
closely to those of participants in the Danish National Health Survey’s 
population (2005) who stated that they had used alternative medicine 
within the preceding year. Women, persons aged 25–64, and those with 
3–4 years of higher education predominated among the alternative medi-
cine users in the survey population (Ekholm and Kjøller 2007).

The observations and most of the interviews took place at the practitio-
ners’ clinics. The interviews were semi-structured and followed on our 
prior observation of the treatment sessions. In particular, we encouraged 
users to comment on their bodily reactions and practitioners’ handling of 
specific situations. All interviews were audio recorded, transcribed, and 
then coded in dimensions and categories with NVivo software. To protect 
privacy, we have not mentioned participant names. Insights from the stud-
ies were condensed based on ethnographic principles (Spradley 1979) and 
phenomenological analysis (Hycner 1999) to generate more generalised 
themes (Charmaz 2000). The accounts were analysed by both authors 
based on the agreed themes that emerged from the interviews. Interviewees’ 
accounts selected for this chapter illustrate the theme of ‘expertise’ primar-
ily mentioned by participants when asked about bodily experiences con-
nected with specific treatments. The analytical approach to the accounts 
followed Michael (1996: 108) by focusing on the users’ self-ascriptions of 
ignorance or lack of knowledge about the practice and ‘outcomes’ of alter-
native medicine. Through the selected accounts we aim to demonstrate 
how users articulate their experiences, justifications, and explanations.

�How Embodied Expertise Is Shaped in Clinics 
of Alternative Medicine

In this section, we examine different markers for alternative medicine 
that define a kind of territory for treatment practice. The analysis is based 
on data from clinical settings with a focus on the informal arena that is 
the ‘workplace’, shaped by action and practice (Abbott 1988: 66–68), 
rather than on formal arenas that are public and legal (see instead Mizrachi 
and Shuval 2005). As Mizrachi and Shuval have noted, the territory of 
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biomedicine is demarcated by its ‘scientific infrastructure: laboratory 
experiments, a list of scientific methods used to establish causal relations 
and predictive power, on-going research, and the scientific ethos of skep-
ticism’ (2005: 1652), whereas alternative medicine often is portrayed as 
based on anecdotal evidence (Ibid., see also Saks 2001; Wahlberg 2007). 
Alternative medicine is, as Mizrachi and Shuval put it, ‘placed outside the 
realm of diagnosis and treatment of “disease” (…) and focuses primarily 
on the patients’ experience of “illness”’ (2005: 1653). Yet session-based 
alternative medicine offers treatments by practitioners. In the first of 
three subsections that follows, Between expert and lay, we focus on which 
practitioner skills are appreciated by users in the alternative treatment 
process, also on tools, exchange, co-operation, dialogue, and concrete 
forms of reasoning. Between experience and evidence-based knowledge then 
addresses ambiguities observed among users when they evaluate their 
treatment course. Finally, Between clinic and home describes spatial 
arrangements that underline different ways of inviting users into clinics 
and shaping embodied expertise.

�Between Expert and Lay

As the editors of this book note in their Introduction, alternative medi-
cine is ‘a contested space where legitimate science and knowledge are 
negotiated and given meanings’ (p. 8). This is evident in our study where 
we observed and, together with practitioners and users, participated in 
different kinds of negotiations not only about legitimacy of knowledge 
and effects (cf. Baarts 2009) but also the meaning of attending alternative 
treatments. We understand these negotiations to reflect how construc-
tions of embodied expertise in the clinics emerge through encounters 
between practitioners and users, as well as in interviews with us research-
ers. Such negotiations are necessary to users and practitioners because 
alternative treatments are not officially approved and state subsidised in 
Denmark, calling for other ways of legitimising their validity.

The absence of official recognition and the fact that sensations are not 
considered valid outcomes of treatments raise a question about who can 
be acknowledged as the expert in alternative medicine. In this context the 
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practitioner who is trained in a specific treatment approach, and the user 
who is supposed to be actively involved in the treatment process and can 
describe bodily sensations as kinds of ‘effects’, may both be considered 
experts. Medical doctors and scholars may be the experts when assessing 
and testing the treatment effects, as may be politicians who refer to and 
decide on the basis of (lack of ) evidence-based knowledge about such 
effects. What differentiates these experts from one another is the platform 
on which they ground their expert knowledge.

Practitioners of alternative medicine are sometimes certified and for-
mally trained professionals and as such are not members of the lay public 
(Pedersen and Baarts 2010: 1072–1074; Brosnan 2015; Givati and 
Hatton 2015). A medical doctor who offers alternative therapies might 
formally be considered an expert when biomedicine is the high-status 
medical care and established form of treatment, as in Denmark and most 
Western countries. Despite the hegemony of biomedicine in the Danish 
healthcare system, formal training within the various fields of alternative 
medicine is also seen, at least within those fields and by some users, as a 
valid basis for constructing expertise. As one of the reflexology users says 
when suggesting formal training as the key to legitimacy: ‘they [the prac-
titioners] have a training in reflexology. Well, it should be brought 
together and organised in some way or another. And then there should be 
people in the approved system to approve it, right’.

In biomedical contexts, users of alternative medicine are sometimes 
reduced to ‘passive victims’ (Mizrachi and Shuval 2005: 1659; see also 
Beyerstein 2001). However, many social studies researchers describe users 
as active consumers. They attend alternative treatments on the ‘grey’ mar-
ket and, at least in Denmark, pay out of their own pockets, whereas 
biomedical treatments are officially subsidised. When choosing among 
the many non-authorised treatments in the private market, users draw on 
widely different media, connections, networks, and resources. Under 
these circumstances the practical skills and educational status of the prac-
titioner serve as signposts for users’ judgements and choices. A reflexol-
ogy user says: ‘But I’m also very accepting of authority, as I can remember 
I also said to you the first time, that … [laughs] … I wouldn’t have any 
doubts about it if one could get a referral from one’s doctor…’ An 
acupuncture user adds:
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it suits me very well, as I said, that I know [the acupuncturist] also has a 
background as a trained medical doctor. That really suits me. I’m com-
pletely sure I know what she’s doing and I feel I’m in competent profes-
sional hands. I feel really good about that. So that’s really fine for me. I also 
feel that earlier on I would have asked somewhat more about what the 
things do. I don’t have as many questions about things now. I have more 
faith that it works and can feel that it works. And that’s fine for me. So I 
have confidence that she knows what she’s up to in what she does.

In this sense users construct expertise not necessarily only as a form of 
‘doing’, but also as a form of ‘being’, based on the practitioner’s formal 
training or certification in a health-related field. Moreover, embodied exper-
tise is constructed on the grounds of what users feel when receiving treat-
ments. Users’ ascriptions of expertise to the practitioner in the treatment 
process, however, show their desire or appreciation for him or her to focus 
on their experience of illness or ailments, pain and suffering, their feelings, 
well-being, efforts to improve their body’s ‘self-healing’, as well as quality of 
life. In this study, particularly those users with chronic or terminal diseases 
approve of alternative medicine when seeking emotional support, whereas 
personal attention may not be offered to the same degree within conven-
tional medical care (see also Mizrachi and Shuval 2005: 1653). Thus, all 
users appreciate practitioners offering personal attention and giving more 
time per patient than is possible in the public healthcare system.

Most of the alternative treatments involve more talking and touching 
than is often typical of biomedical treatments. These seem to be reassuring 
processes and several users in our study precisely appreciate their practi-
tioner’s voice and hands. A woman with abdominal muscle pains says:

I’m slightly uneasy in the sense that I don’t know her [the reflexologist] that 
well—this is the second time I’ve been here. And [I’m] also a bit uneasy 
thinking: What’s actually going to happen today? What does she actually 
do? Can I take it? This chair starts creaking at the slightest provocation! 
Things like that. But you also get used to that! But it’s generally just certain 
small things. Your hearing is also incredibly vulnerable when you’re lying 
on one of these beds. And she has a fantastically good voice. It’s so firm and 
simple, and she also has fantastic hands, I mean, she’s so good at it! (…) 
What I meant to say really was that I find my body relaxes.
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Despite her uncertainty, the user still exclaims: ‘she’s so good at it!’ This 
construction of competence is grounded in the user’s judgement about 
the practitioner’s ‘fantastic hands’ and her ‘good voice’ (see also Pedersen 
and Baarts 2010: 1070). These ‘small things’ make the user relax and act 
confidently. Other studies (e.g., Ong and Banks 2003; Lee-Treweek 
2002) emphasise too the importance of practitioners’ communication 
skills—in particular listening rather than talking and taking part in con-
versation (Pedersen 2014), as well as giving time to users—as shaping 
embodied expertise in alternative treatments.

Interviewees in our study sometimes turned to alternative medicine 
owing to a reluctance to ingest pharmaceuticals or undergo surgeries. Yet 
many people use an alternative practitioner while still receiving care from 
a medical doctor (e.g., Druss and Rosenheck 1999; Cant and Sharma 
1999; Ni et al. 2002). In Denmark, The National Health Surveys indi-
cate that more users than non-users of alternative medicine use conven-
tional medicine (Ekholm and Kjøller 2007). Contrary to prevailing 
assumptions, the reasons for the growing interest in alternative medicine 
should not primarily be sought in a rejection of conventional medical 
treatment (e.g., Boon et  al. 1999; Fadlon 2004). Scholars (e.g., Boon 
et al. 1999; Foote-Ardah 2004) have emphasised that the use of alterna-
tive medicine represents a health strategy through which individuals 
struggle to gain control over their situation. Moreover, as we have argued 
elsewhere, users’ decisions to undergo alternative therapies also reflect 
new and more conscientious ways of living and imagining one’s life and 
oneself in the future, all of which can be considered ‘derivative benefits’ 
of alternative treatments (Baarts and Pedersen 2009).

Users may also acknowledge their own responsibility for a successful 
alternative treatment, as one user expresses about the reflexologist: ‘I have 
faith in what she’s doing, and what points she’s activating, that’s her [busi-
ness]. But I say to myself that the other thing [that’s my business]—
because there’s a fair bit of psychological work to do as well!’. In this sense 
embodied expertise not only is constructed on behalf of the practitioner’s 
competences and knowledge but also on the beliefs and attitudes of 
the user. To optimise treatment, users might also serve as their own 
experts, for example, by combining conventional and alternative medi-
cine. This suggests a blurred division between laypersons and experts in 
the development of embodied expertise in alternative treatments.
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�Between Experience and Evidence-Based Knowledge

The institutional framing wherein practitioners are not officially autho-
rised by the Danish healthcare system—and therefore ‘alternative’—
reflects the age-old gap between conventional and alternative medicine 
(Baarts 2009). Many trained alternative practitioners are organised in 
associations eager to be accorded the same legitimacy as established bio-
medical professions. However, at least formally, biomedical discourse has 
succeeded in securing its dominant position and has retained epistemo-
logical hegemony and institutional control. In the informal arena of the 
clinics, users seem interested in concrete outcomes rather than abstract 
knowledge and solutions. The users in our study did not incorporate 
scientific judgements when framing their experiences of treatments. 
They appreciated alternative practitioners not taking a ‘one-size-fits-all’ 
approach to care.

Some users were sceptical at the beginning of the course, and many 
wondered whether the treatments would work. After six treatment ses-
sions, all but one user said about their bodily experiences that ‘something’ 
was happening. As we have noted elsewhere (Baarts and Pedersen 2009; 
Pedersen and Baarts 2010: 1070), these users became convinced of 
positive benefits from alternative medicine, even when they were not 
relieved of their symptoms or ailments. One of the reflexology users 
explains:

I had hoped that it [the pain] would disappear. That’s why I came. But 
although it hasn’t, I’ve at least got something else out of it. I didn’t know it 
would be so nice. I would like to continue with reflexology once a month, 
but I don’t expect to get rid of the pain problem.

The users experienced a diverse array of bodily sensations when undergo-
ing treatments. A reflexology user says:

These [reflexology treatments] have given me what I came for. Because I 
wanted to find out what kinds of tensions I’m walking around with, [ten-
sions] that I’ve created in my body. I don’t want to have these any more. And 
I’ve obtained an enormous understanding of what kinds of tensions these are.
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A user participating in mindfulness meditation says: ‘When I pause 
[am mindful] during an argument, I calm down, so I can get control over 
the nervous bodily sensations such as palpitations, sweat, and cold fin-
gers’. The users consider such bodily sensations to be effects of the alter-
native treatments resulting in increased awareness and a sense of mastery. 
Although these sensations are real to the users, they originate in the 
encounters with the practitioners and alternative treatments. As such, 
these experiences develop from ongoing processes through which both 
users and practitioners construct embodied expertise based on their 
mutual encounters.

Regardless of the outcome, most users reported that they had achieved 
increased well-being through their treatment course. In interviews and 
diaries, they search for criteria other than evidence-based knowledge on 
which to build their belief in what they generally term ‘successful out-
comes’. The users were mainly pragmatic in their construction of practi-
tioners’ expertise, based on the commitments and predispositions 
available in the specific encounter, although most of those participating 
in our study valued formal training among the practitioners (Pedersen 
and Baarts 2010). For example, a woman suffering from cancer says: 
‘I definitely think it’s obvious that the combination of having a professional 
medical angle—I’m not saying necessarily only a doctor—but having the 
security that people [alternative practitioners] have a knowledge of the 
physical … I mean how the skeleton is constructed, all those things’.

Differences in understandings of validity and acknowledgement of dif-
ferent forms of knowledge also can be traced to users who seek out alter-
native medicine. The ambiguities among users in our study did not 
directly reflect political or scientific controversies such as paradigmatic 
differences about validity but rather doubts concerning personal beliefs 
or convictions, which were either challenged or supported in their 
encounters with the practitioner. From the perspective of alternative 
medicine, the critique of the biomedical model has included its very 
restrictive view on therapeutic processes and measurement of effective-
ness on reductionist notions (Broom and Tovey 2008: 30). Biomedicine 
has been viewed as strictly disease-centred, failing to acknowledge the 
implications of therapeutic processes on treatment and curing of patients. 
Although slogans such as ‘the patient in focus’ (patienten i centrum) have 
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been part of healthcare discourse for decades in the Danish system, the 
biomedical model has not succeeded in changing the increasing popular-
ity of alternative medicine. From a biomedical perspective, randomised 
controlled trials are often the most proper means of producing knowl-
edge about ‘effects’, and alternative medicine, which represents other 
forms of knowledge production and treatment practices, has succeeded 
little in becoming an established form of knowledge. However, alterna-
tive medicine seems to have succeeded in being user-centred.

�Between Clinic and Home

Alternative therapies’ sites of treatment include private clinics and homes. 
Pedersen et  al. have shown, by drawing on the present and two more 
studies, how the material setting is important in establishing trust in the 
practitioner-client encounter (2016: 51–52). Identifying with and valu-
ing certain kinds and styles of decorations, furnishing, remedies, posters, 
and environment might differ among practitioners and users. The 
contextual and material settings frame the therapeutic practices: ‘Clothing 
and interior decorations establish the practitioner in specific ways and 
draw on different sources of legitimacy, thereby “catering for” potentially 
different types of clients’ (Pedersen et al. 2016: 51). Many users live with 
different kinds of ailments, many in worlds of pain, and are sensitive to 
the layout of clinics. One of this chapter’s authors has in another paper 
described how users’ homes also sometimes frame alternative treatments 
(Pedersen 2014: 52–54), depending, for example, on the user’s condi-
tion. The feeling that space is populated with emotional experiences was 
noticed by some interviewees. Without being asked, some users described 
how they sensed the environs of the clinics, which made them relaxed 
and sure of the practitioner’s capacity. Later in the chapter, one of the 
interviewees also comments on how incense-burning practitioners do not 
convey ‘professionalism’ to her.

The clinics in our study represented a continuum. Some were in mod-
ern buildings with dentist-like white paint and sparsely decorated with 
anatomical drawings of the human body; here, the practitioner dressed in 
a white coat and white clogs and used electronic equipment. In contrast, 
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other clinics had colourful walls, seashells, flowery pictures, and medita-
tive music in the background, with the practitioner dressed in colourful 
loose clothing, signalling a different basis for authority than in conven-
tional medicine (Pedersen et al. 2016: 51).

Some users expressed a preference for clinics that were not ‘too alterna-
tive’ (see also Pedersen and Baarts 2010: 1072), including in their décor. 
For example, a user of reflexology emphasised that she felt comfortable 
and safe with a ‘biomedical clinic look’ that to her denoted efficiency and 
competence:

I like it when the practitioner isn’t the type that burns incense! In this 
clinic, it’s kind of businesslike. That’s what appeals to me (…) [The reflex-
ologist] doesn’t believe I need salvation, but acts professionally. And I 
appreciate professionalism. Here is a computer with a program designed 
for users. I like those kinds of things.

Some users however liked a more relaxed treatment setting, and another 
reflexology user found it relaxing and cosy if the clinic’s decor did not 
mimic a conventional medical clinic and was modelled on a ‘cosier’ (‘hyg-
gelig’) style with domestic touches. He said:

you are drawn out of your everyday life and you come to these pleasant 
rooms. There’s a pleasant atmosphere (…). A couch is in the middle of the 
room. You can see it’s a practitioner’s room. A poster is up there (…) with 
different kinds of breathings and so on, but it’s not very clinical. It also 
seems cosy, like a cosy courtyard here in [the city], such a relaxed atmo-
sphere, she’s good at cooling you down.

The diverse material objects in the clinics, such as ointments and 
potions, occasional music, decorative objects, and dress code of the prac-
titioners, were part and parcel of the therapeutic process itself. These 
material objects form an aspect of the treatment situation and reflect a 
kind of relational landscape, in this context an emotional and embodied 
one. The cultural geography perspective has indeed drawn attention to 
the material dimension of emotions (Davidson and Milligan 2004; Thrift 
2004). For example, Lupton has noted that emotions ‘take place within 
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and around the body as it moves through space and interacts with other 
bodies and with objects’ (2013: 639). We consider that the examples 
from our study illustrate research benefitting from an engagement with 
place and space to understand how the people-place relationship matters 
to attribution of ‘professional’ capacity.

Whereas evidence-based medicine seeks to ensure that clinical practice 
decisions are not contingent on practitioners’ personal opinion and indi-
vidual experience, alternative treatments are in general context-dependent 
and link knowledge to decision-making, mostly in collaboration with the 
user. Moreover, alternative practitioners and users seem to contend with 
how spatial surroundings shape bodies and vice versa. Scholars within the 
field of alternative medicine have suggested that more patient-centred 
and subjective understandings of validity should be recognised, including 
notions of well-being, healing, and achieving ‘balance’, thus, that patient 
needs may not easily be solved within the framework imposed by the 
biomedical model (Paterson et al. 2009). This field—and the sociological 
study of it—might be strengthened by eventually drawing on spatial tools 
of analysis currently being developed as spatial sociology emerges as a 
‘new field’ (e.g., see the monograph issue of Current Sociology, Patel 2017).

�Conclusion and Perspectives

Whereas evidence-based medicine and standardisation are crucial in 
helping to determine the effectiveness of caring and healing practice 
within biomedicine, alternative medicine is less rule-bound, non-
authorised, and with no standard system of control or training of practi-
tioners. Alternative medicine offers very limited scientific evidence but 
still acts as a popular health provider alongside the state in most coun-
tries. Based on qualitative research within three of the most popular 
forms of session-based alternative medicine in Denmark, this chapter has 
focused on dimensions of embodied expertise in alternative medicine and 
how these contribute to explaining its popularity.

Embodied expertise has been a neglected area in healthcare research of 
alternative medicine compared with, for example, studies of effects and 
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effectiveness or patients’ dissatisfaction with conventional healthcare. 
Drawing on a concept of expertise different from ‘expert’ and ‘profession’, 
the empirical findings in this chapter point to elements such as practitio-
ners’ and users’ involvement, including listening and using all senses in 
treatments. As such, embodied expertise draws not only on (therapeutic) 
conversation and knowledge of anatomical and physiological data but 
also on contextual issues in the encounter between the practitioner and 
the user in clinics. Thus, we have explored embodied expertise by bring-
ing into play various criteria other than the practitioner’s skills. Drawing 
on our empirical material, we have suggested three pairs of relationships 
as markers for constructing embodied expertise in session-based alterna-
tive medicine. These markers refer to skills, knowledge and spatiality, and 
respectively concern the relationships between: (1) lay and expert; 
(2) experience and evidence-based medicine; and (3) home and clinic:

	1.	 The boundaries between lay and expert are blurred. Co-operation 
between practitioner and user contributes to the construction of embod-
ied expertise. Users are involved as responsible participants in their own 
healing, pain relief, self-development, or any other treatment goal.

	2.	 Compared with the biomedical paradigm, alternative practitioners’ 
expertise remains weak. No evidence-based knowledge exists for the 
effectiveness of the treatments discussed here. Nevertheless, users still 
find support for their construction of embodied expertise by relying 
on elements from biomedicine, such as when the alternative practitio-
ner also holds a medical degree. Yet the success of alternative therapies 
is not due to their scientific or technical superiority but to social and 
bodily innovativeness.

	3.	 The material setting as a framework for the therapeutic practice has 
been illustrated by clinics’ décor, users’ reflections, and the wish to be 
treated in private homes. These elements also demonstrate how forms 
of embodied expertise are constructed in alternative treatment clinics 
through spatial arrangements.

Although alternative practitioners’ expertise cannot be legitimised when it 
comes to evidence-based knowledge and organisational power, their embod-
ied expertise is powerful in securing and facilitating users’ co-operation in 
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treatment approaches. Mechanisms that secure the co-operation of users are 
activated by assumptions such as that the user knows more about his or her 
own dysfunctions or ailments than the practitioner, and the user might also 
know better on what to do about it. When users become experts on their 
own health, the lack of legitimacy of the alternative practitioner is less 
important.

The analysis has indicated that users of alternative medicine need ‘care’ 
and assistance in making choices and are not ‘ordinary’ consumers. They 
might need experts other than those who provide purely professional, 
technological, or scientific answers to their problems. The users do not 
need a ‘cure’ if their condition is chronic, but they may need to be ‘capa-
ble’ at home, in the workplace, and with friends and family. Common to 
alternative treatments is that they individualise the user, tailoring a unique 
treatment course to each user’s deficits, strengths, and sensitivities. 
Different from the standard issue, the ‘one-size-fits-all’ mechanism, alter-
native medicine does not promote a common agenda for users. The goal 
of treatment is co-produced with the individual user, and the practitioners 
as users are taught to view themselves and their bodies as self-healing. 
This may facilitate hope for users that healing is possible, perhaps also 
contributing to the popularity of alternative medicine. Finally, the target 
of treatment is not so much the particular disease as the skills to be 
acquired and the concrete behaviours to be modified to provide pain 
relief, self-development, well-being, quality of life, or tools and practices 
for living with a chronic disease.

Surveys tell us that not only in Denmark but in many Western coun-
tries alternative medicine has become a mainstream health commodity 
since the 1970s. Its popularity, along with public health concerns about 
health promotion and prevention of chronic diseases, has led to political 
interest, albeit scattered, in alternative treatments as a medical system. 
Paradoxically, as health policy has encouraged patients to assume a more 
prominent role in care, many people have taken on this role by opting for 
alternative medicine. However, the burden of care does not seem to have 
shifted from the subsidised public healthcare system to active, self-
managing citizens. Users of alternative medicine do not necessarily por-
tray conventional treatment as something to be avoided. Rather, in 
exploring various expert systems and technologies for curing disease and 
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enhancing health, they are ‘hunting’ for different solutions to, and per-
haps also meaning in, a range of problems.

Although in recent decades anthropologists, sociologists, and scholars 
within cognate social sciences and humanities have contributed increasing 
studies of alternative medicine, we need more knowledge about how the 
growing power of patients as consumers, and people seeking care, is play-
ing a role in legitimising alternative medicine. Moreover, the effectiveness 
of alternative treatments and the role of alternative practitioners are issues 
of scientific complexity and conflicting interests. They are also issues of 
uncertainty, in which the risks perceived by various actors are affected by 
different claims about the truth of alternative treatments (e.g., Coward 
1989; Sered and Agigian 2008; Pedersen 2013). For these reasons we schol-
ars should be careful not to focus exclusively on the informal arena or the 
clinics—although we still need more systematical knowledge about this 
informal arena to study external linkages such as professional knowledge 
and networks and health policy(making). Here approaches such as Abbott’s 
(1988, 2005) and Eyal’s (2013) are important and should be developed, 
alongside the Science and Technology Studies-informed approaches to 
knowledge production included in this volume.
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Institutionalising the Medical Evaluation 

of CAM: Dietary and Herbal 
Supplements as a Peculiar Example 

of (Differential) Legitimisations of CAM 
in the USA

Geoffroy Carpier and Patrice Cohen

In our socio-anthropological research focusing on the federal institution-
alisation of Complementary and Alternative Medicine (CAM) in the 
USA, we found that ‘dietary and herbal supplements’ (D/HS)1 repre-
sented and still represent today a very relevant example of different and 
specific configurations of the medical evaluation of CAM. These prod-
ucts have benefitted from various processes of institutionalisation at the 
federal level since the 1990s and now face multiple scientific challenges 
in their evaluation.

In 1994, in order to ‘protect the right of access of consumers to safe 
dietary supplements’,2 the Congress enacted the Dietary Supplement Health 
and Education Act (DSHEA) legally defining dietary supplements as:

a product … intended to supplement the diet that bears or contains one or 
more of the following dietary ingredients: (A) a vitamin; (B) a mineral; 
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(C) an herb or other botanical; (D) an amino acid; (E) a dietary supple-
ment for use by man to supplement the diet by increasing the total dietary 
intake; or (F) a concentrate, metabolite, constituent, extract, or combina-
tion of any ingredient described in clause (A), (B), (C), (D), or (E). (sect. 3, 
DSHEA 1994)

Under this law, the Food and Drug Administration (FDA) regulates 
dietary supplements as ‘food’, exempting them a priori from the 
requirement of new drug approvals. Their medical evaluation has been 
the result of an original institutionalisation since the 1990s imple-
mented through the creation of three federal entities in charge of medi-
cal research on CAM as part of the Department of Health and Human 
Services: the Office of Dietary Supplements (ODS, since 1995), the 
National Center for Complementary and Integrative Health (NCCIH, 
formerly the Office of Alternative Medicine from 1992 to 1998, and 
then the National Center for Complementary and Alternative 
Medicine, NCCAM, from 1998 to 2014), and the Office of Cancer 
CAM (OCCAM, since 1998) at the National Cancer Institute (NCI), 
all part of the National Institutes of Health (NIH). In the early 2000s, 
in collaboration with ODS, the National Institute of Standards and 
Technology (NIST) from the Department of Commerce joined this 
institutionalisation (Fig. 12.1).

Subsequent to surveys since the 1990s revealing the prevalent use of 
such D/HS among American CAM users,3 these products have been part 
of the natural product branch of CAM as officially defined by these insti-
tutions in the USA.4 The definition and categorisation of D/HS as CAM 
by those federal entities brought with it specific configurations of medical 
research on those products.

Based on an ethnographic approach5 to studying this institutionalisa-
tion of CAM in the USA through these federal entities (2014–2017), 
this chapter explores various processes in the medical evaluation of D/
HS, oriented towards various diseases (including cancer). Because D/HS 
are categorised as CAM by them, we have considered the emic terminol-
ogy of CAM as many historical, social, and political characteristics of 
the legitimisations at stake (Jütte 2001). We focused our investigation 
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on both non-State and State institutions in medical research on CAM. 
We have studied how negotiations are built up among institutional and 
individual agents all together enshrined in specific time and space con-
texts. In fact, this mixed social space of medical research on CAM is 
occupied by a plurality of individual and institutional agents (and their 
network of interactions) that we met with during the course of our 
research, for the most part, including, federal institutions that we men-
tioned earlier, non-federal institutions (such as clinical centres, universi-
ties, research laboratories, patient associations), researchers from various 
medical disciplines (such as biochemistry, oncology, pharmacology, 
family medicine), patient advocates, medical practitioners, and CAM 
practitioners. A specific investigation on different sources6 is used here 
to make more explicit the context of ethnographic interviews and obser-
vations.7 For the sake of clarity, we will refer to archival and fieldwork 
sources ((s)) as follow in the endnotes: (name, date) (s).

Considering some specific cases of very well-known D/HS, it is 
mostly through specific scientific controversies that we will outline the 
construction of different medical evaluations of CAM efficacy, safety, 
standardisation, and integration. We will borrow analytical tools from 
different sociological traditions, between constructivism and interac-
tionism, such as the sociology of institutions (Offerlé and Lagroye 
2011; Fuselier and Marquis 2009; Dubet 2002) and the interactionist 
school (Strauss 1978; Baszanger 1986). Those negotiations about what 
are the most relevant protocols in addressing CAM efficacy and safety 
reveal competitions over the places assigned to CAM in the broader 
health system around terms such as ‘alternative’, ‘complementary’, and 
‘integrative’. Section 1 outlines how D/HS are defined by and caught 
in different institutional articulations between the FDA, NIH, and 
other institutions, around ideas of safety and efficacy, via analysis of 
controversies surrounding Ephedra. Through the specific case of a con-
troversial D/HS for cancer, Section 2 shows how D/HS represented 
challenges for CAM research concerning the definition of D/HS and 
for the structure within which research on D/HS is framed, and Section 
3 shows how both examples revolve around the development of new 
research standards.
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�Efficacy and Safety of Dietary and Herbal 
Supplements: The Controversial Case 
of Ephedra

The DSHEA (1994) establishes a particular legal status for D/HS. In con-
trast with the new conventional drugs, their constraining legislative mea-
sures framing market approvals are not built upon the same basis. The 
FDA requires conventional drugs to have proven both their efficacy and 
their safety before being released on the market, notably by implementing 
randomised control trials (RCTs) (Bothwell and Podolsky 2016; Meldrum 
2000).8 D/HS are governed by a hybrid regime sliding almost in between 
food and drugs (Chen 2009: 79–91). D/HS manufacturers are only 
required by the FDA to evaluate the identity, composition, and strength of 
their D/HS. Such requirements are not aimed at demonstrating D/HS 
efficacy and safety. In fact, like food, the proof of their efficacy is not 
required, and the proof of their safety is not produced a priori, as for con-
ventional drugs, but a posteriori, after their release on the market.9 Specific 
legal regulations provide a framework around what manufacturers can and 
cannot write on the label and on other advertising presenting their specific 
D/HS on the market. Thus, any therapeutic claim of a potential curative, 
preventive, or diagnostic benefit for a specific disease on the label will 
make a D/HS fall into conventional drug regulations, putting it at risk of 
being considered by the FDA as a non-approved drug.10 Manufacturers 
may provide general health information related to the D/HS they release 
on the market, such as addressing a nutrient deficiency, promoting or sup-
porting health, or a specific body function. This hybrid regime, as we will 
see further, sums up the regulatory ambiguity into which D/HS falls, and 
to which federal and non-federal agents answer.

Facing the lenient regulation of D/HS by the FDA, different agents 
from our studied social space came to fill the regulatory void left by the 
DSHEA, which was sometimes considered by them as unduly permis-
sive. The case of Ephedra11 as a D/HS provides an illustrative example of 
two major questions regarding D/HS: their safety and efficacy. It then 
allows an understanding of the institutional controversies on this scien-
tific debate—considered as a ‘war’, a ‘scandal’, or an ‘important issue’ by 
NIH agents and non-NIH researchers working on D/HS.
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�Chronology of the Ephedra Case: From Medical 
Concerns to the Ban of a D/HS

On 21 December 2000, in response to the enthusiasm towards the use of 
this plant or plant extracts by patients seeking weight loss, two medical 
doctors commissioned by the FDA and NIH analysed data collected by 
the FDA since 1999 and demonstrated that the use of Ephedra could be 
associated with risks of cardiovascular complications. Their publication 
in the New England Journal of Medicine12 sparked controversies regarding 
this D/HS.  In April 2001, the Office of Inspector General from the 
Department of Health and Human Services voiced criticism about the 
FDA’s inefficacy to regulate D/HS on the market; their agents published 
a report13 decrying the inexpediency of the FDA’s MedWatch Program 
concerning D/HS—a program allowing both practitioners and patients 
to report ‘adverse effects’ of medications. On 5 September 2001, the con-
troversy regarding D/HS regulation by the so-called Snake Oil Protection 
Act (DSHEA)14 translated to public health policy concerns. In response, 
the non-profit patient advocacy organisation, Public Citizens’ Health 
Research Group, initiated a petition calling for the FDA to ban D/HS 
containing ephedrine alkaloids.15 In February 2003, the polemic dramat-
ically hit the news when the Baltimore Orioles player, Steve Blecher, died 
during a baseball game. The cause of his death was partly attributed by 
the medical examiner to the use of Ephedra.16

The NCCAM’s Advisory Council archives indicate that on 17 March 
2003, at the request of the Department of Health and Human Services, 
two bodies of the NIH—NCCAM and ODS—had already begun tack-
ling the issue by funding a meta-analysis of available data at the time. 
During this meeting, NCCAM and ODS members as well as the attend-
ing audience, pondered over the necessity of conducting more research 
including ‘case-control studies’ and ‘clinical trials’. Implicitly reiterating 
the NCCAM’s public mission to inform patients and practitioners, the 
director stated:

The real question [about Ephedra] is whether the products people are tak-
ing are dangerous or not…. [The] bar to prove scientifically that something 
is unsafe is very high.17
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On 26 March 2003, an article in the Journal of the American Medical 
Association (JAMA) was then asking federal institutions for further regu-
lation of D/HS in the wake of the scandal aroused by Ephedra.18 Less 
than a month later (18 April), one of the Public Citizen founders, medi-
cal doctor, researcher, and patient advocate, Sydney Wolfe,19 renewed in 
the journal Science the call for banning the release of D/HS containing 
ephedrine alkaloids on the market. At the same time, he criticised the 
juridical gap left by the FDA regarding D/HS.

It was not until 2004 that the FDA definitively prohibited the sale of 
D/HS containing ephedrine-like alkaloids.20 The same year, the FDA 
Center for Drug Evaluation and Research published non-binding rec-
ommendations21 for manufacturers regarding a new drug category, those 
derived from botanicals, in order to ensure quality and safety processes. 
Nonetheless, the legal status of D/HS and the status of recommendations 
of those latter regulations still give a panoply of possibilities to D/HS 
manufacturers: either following the pre-market legal route for new drug 
approvals or, as they all do, stepping onto the less constraining frame-
work of D/HS.

�Filling the Void of the DSHEA and Addressing 
Controversies: Regulatory Versus Research Science

Keeping in mind the aforementioned facts, two logics are actually pitch-
ing against each other at the federal level. This controversy around 
Ephedra is well known by NIH agents, researchers, and clinicians work-
ing on D/HS. They often mention it when they explain the articulations 
between the drug regulatory institution and the work in medical research 
at NIH. Two scientific logics will then be at stake here, namely: the FDA 
rationale—an administrative and legal logic, the one from the denomi-
nated ‘regulatory science’, spearhead of the FDA (for more details about 
‘regulatory science’, see Jasanoff 1990)22 and the other defended by NIH 
agents as ‘research science’—informing both professionals and patients 
about the efficacy, use, and safety of CAM modalities and their mission 
of promoting and conducting research on CAM.
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Agents involved in a ‘research science’ paradigm criticise the role of the 
FDA as overly permissive where D/HS are concerned:

So Ephedra, you can still find that in Chinese pharmacies because Ephedra 
is still a drug that’s used in TCM [Traditional Chinese Medicine] practice, 
but the FDA turns a blind eye to that stuff. (A researcher in biochemistry 
specialised in botanicals who worked with NIH, February 2017)

They just use regulatory discretion. You won’t find that written down any-
where, but you can walk into a Chinese pharmacy, everywhere, and find 
products that we would consider toxic and that we would not like to see as 
an OTC [over-the-counter] product. (A researcher in pharmacognosy who 
previously worked for the FDA, January 2017)

The Ephedra scandal spurred NCCAM to position itself in relation to 
the drug regulatory institution, disarmed in the face of the DSHEA not 
allowing it to regulate D/HS in a stricter way.23 The NCCAM seized 
upon those questions of D/HS regulation evading the FDA’s control, 
namely the efficacy and safety of D/HS as public health concerns, apply-
ing the federal model of drug approvals in effect, although they were 
supposedly not required to do so:

Apart from the legalities, sellers of dietary supplements have no obligation 
to provide data on effectiveness and little obligation to pursue safety issues 
(although toxicities of which they become aware must be reported). 
[NCCAM Director said] that all NCCAM’s studies on natural products 
have met FDA standards for Investigational New Drug (IND) applications 
and that NCCAM uniformly encourages this. [FDA member] said that 
NIH studies are not required to have INDs.24

In the aftermath of its creation in 1994, NCCAM aimed at ‘speed[ing] 
the discovery, development, and validation of potent treatments that may 
be added to the complementary wheel of alternatives currently available 
to patients and practitioners’ and at giving a strong scientific basis to the 
‘foundation for the development of a whole new system of medicine’.25 
To those founding promises is articulated the necessity of evaluating  
D/HS according to the regime of proof applicable to conventional drugs. 
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Carving out its place and crafting its role in the legitimisation of CAM, 
by articulating research policies and public health policies, has been a 
major concern for the institution dedicated to researching CAM—
shaping D/HS as a CAM category which, even a posteriori, has to be 
accountable or amenable to conventional pharmaceutical drug models, 
adhering to dominant standards of proof-making on their efficacy and 
establishing evidence of their safety.

�In Conclusion: Reading Institutional Processes 
Through the Ephedra Case

Public health issues were at the core of the original mandate of CAM 
research in the early 1990s: studying CAM modalities as they relate to 
the management of chronic health conditions (allergies, cancer, pain, 
depression, hypertension, etc.).26 The federal institution dedicated to 
medical research on CAM justifies its missions through the construction 
of public health concerns, particularly the general public appeal of the 
use of a specific D/HS, such as Ephedra; but in the wake of controversies, 
NCCAM negotiated collaborations within NIH (with ODS) and within 
the Department of Health and Human Services (with the FDA) to fill the 
legal void regarding D/HS. Entering a ‘struggle for territory’ (Meimon 
2011) or an interactive institutional ‘bricolage’ (Castel and Friedberg 
2010), NCCAM had to transact and demarcate its own territory of com-
petence and action: controlling D/HS through ‘research science’ rather 
than ‘regulatory science’.

�Recent Evolutions in Research Policies: 
Contributions from the PC-SPES Investigations

In the wake of another controversy regarding research and what a 
journalist called the ‘gaps in regulation’ of D/HS,27 it was within the 
realm of cancer research that major reconfigurations of research condi-
tions emerged. Facing new challenges, federal institutions thus designed 
new programs, supposedly to give a framework to D/HS. Orientating 
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research on common bases was apparently at stake. A precise characteri-
sation of D/HS compounds, an overhaul of experimental protocols to 
implement, and the peculiar place granted to D/HS as CAM have been 
the major issues discussed in research policies. In this section, we will 
illustrate these new trends through the specific case of PC-SPES, a 
dietary supplement oriented towards Americans with hormone-refractory 
prostate cancers.

�The PC-SPES Case: A Turning Point of NCCAM Research 
Policies Concerning D/HS ‘Integrity’

As an NIH researcher interviewed in July 2016 explained, ‘PC stands for 
Prostate Cancer and SPES is Latin for hope’. With this suggestive name, 
this product became popular in the mid-1990s among individuals who 
were living with particular hormone-sensitive prostate cancers and could 
not find satisfying conventional therapeutic treatments. PC-SPES was a 
blend of eight herbs imported from Asia and manufactured by a 
Californian company, BotanicLab. According to the NCI, each herb has 
been reported by the manufacturer to have anti-inflammatory, antioxi-
dant, or anticarcinogenic properties. Regulated as a D/HS by the FDA, 
the packaging then indicated that PC-SPES was designed to improve 
‘prostate health’. According to an NCCAM Press Release, surveys reveal-
ing that the majority of patients undergoing treatment for cancer used 
CAM modalities, along with the popularity of PC-SPES, urged NCCAM 
to fund research projects on PC-SPES in the early 2000s.28

In February 2001, the NCCAM Advisory Council indicated that the 
Johns Hopkins University’s CAM Cancer Centre, which was funded by 
NIH, was recruiting 100 men affected by prostate cancer for a ‘double-
blind RCT’ comparing PC-SPES to Estradiol. Those studies on cancer 
CAM were still a research priority for NCCAM at the time, and in 2002, 
their budget validation before Congress confirmed the ongoing impor-
tance of cancer research, including research on PC-SPES.29 NCCAM was 
about to be confronted with a new dilemma. This new research funding 
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was strongly supported by previous research funded in part by NCI dem-
onstrating the anticarcinogenic potential of PC-SPES for certain types of 
prostate cancer.30 Nonetheless, in 2002, a research team from the State of 
California Department of Health, commissioned to analyse its composi-
tion, determined that PC-SPES contained not only plant extracts but 
was contaminated or adulterated with several conventional drugs such as 
Warfarin, Indometacin, Alprazolam, and also Diethylstilbestrol.

Subsequently, NCCAM initiated a change in research efforts in this 
field by addressing issues related to D/HS integrity, specifically a charac-
terisation and standardisation to fit within research settings. The issue 
raised by PC-SPES adulteration led NCCAM to grasp D/HS quality 
issues: its authenticity and its interactions with conventional drugs. In 
fact, in January 2004, the NCCAM Advisory Council’s observation had 
drastically shifted. Noticing the lack of standardised and well-characterised 
D/HS in clinical trials, NCCAM recalibrated its research efforts towards 
pre-clinical and early-phase clinical studies, setting aside RCTs. In the 
words of its Advisory Council (2004), this change revolved around the 
idea of producing sufficient standardisation of D/HS in order to ulti-
mately design better clinical trials. The PC-SPES issues were the starting 
point of this shift.31 Soon thereafter, NCCAM would put an end to all 
research on PC-SPES in order to halt what most agents called either a 
‘fiasco’, a ‘controversy’, or a ‘scandal’, despite the supposed therapeutic 
promises of this D/HS.32 Those adulterations of D/HS by conventional 
drugs became a focal point even though they were not newcomers on the 
D/HS marketplace (Foster 2011).33

In interviews, several federal and non-federal agents with chemistry, 
pharmacognosy, and biology research backgrounds argued that the addi-
tion of pharmaceutical compounds into the blend could have occurred at 
different moments in the production line in order to either enhance the 
therapeutic potential of PC-SPES or to alleviate undesirable side effects 
of the blend such as thrombosis. PC-SPES composition was highly 
inconsistent and variable from one batch to another. Those reasons led 
institutions and agents to negotiate research efforts on D/HS.
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�Restructuring Institutional Research Efforts on D/HS 
at NIH: Aims of a New Balanced Research Portfolio

These debates mobilised the scientific communities, leading NCCAM to 
position itself regarding new research policy on D/HS, around different 
points. The first one deals with the characterisation and regulation of the 
biological profile of the research object. PC-SPES led agents to elaborate 
solutions in pharmacognosy related to D/HS ‘integrity’ within research 
settings—that is, producing or getting access to D/HS that are not con-
taminated and that are sufficiently stable in their composition from one 
batch to another. It is illustrated by the new policies that NCCAM pre-
sented before Congress in 2003. Prior to new clinical studies, an unadulter-
ated version of PC-SPES had to be ‘fully characterised and standardised’.34

The second point relates to the place assigned to CAM modalities 
within the American health system. Research efforts on D/HS headed 
then towards the study of their interactions with the therapeutic ortho-
doxy, negotiating the manner by which to consider multimodal recourses 
to CAM as ‘complementary’ rather than ‘alternative’. Those research 
efforts focused on D/HS in interaction with conventional drugs, effec-
tively prioritising the therapeutic effects of conventional drugs and con-
sidering D/HS as products supposed to support the former:

Drugs and herbal products or other natural supplements … could have a 
broad array of interactions with conventional drugs. Herbals can enhance 
drug activity and evoke greater drug toxicity, or they can speed the metabo-
lism of drugs and diminish their therapeutic benefits.35

The third point focuses on protocols of D/HS evaluation. The after-
math of PC-SPES centred on the manner of producing scientific knowl-
edge regarding D/HS. It was about embracing ‘all levels of complexity’ 
related to D/HS,36 which, in the words of NCCAM, implied the neces-
sity of re-routing the chain of research from RCTs to more basic science 
research. Shifting from clinical settings to lab investigations on D/HS 
alone, thus setting aside human subjects and ethical concerns, knowledge 
production on these products at NCCAM started focusing on determin-
ing their biological mechanisms of action. To do so, this NIH centre 

  G. Carpier and P. Cohen



  307

decided to promote the use of cutting-edge approaches such as DNA 
microarray and proteomics to establish D/HS profiles at the molecular, 
cellular, and biochemical levels. To resume clinical trials in the future, 
basic research including mechanistic studies on D/HS as complementary 
to conventional drugs had to be done.37

�In Conclusion: What PC-SPES Has Provided 
to Institutional Research Policies

Through those reconfigurations of research policies, NCCAM sought its 
legitimate place among other NIH institutes. NCCAM first embraced 
the federal dominant model of proof-making, RCTs, described by Marks 
(1997) as a ‘negotiated order’. The decision of carrying out the gold stan-
dard in medicine to assess the efficacy and safety of CAM modalities—
randomised clinical trials—will be ‘as much a scientific as it is an economic 
and political one’ (Petryna 2009). But facing new research challenges, 
such as complex and non-standardised controversial research objects, this 
NIH centre played a major role in the field of medical research on CAM 
by reinventing its research policies while still aligning them with high 
evidence-based standards. It allowed this centre to defend and re-assert its 
legitimate place at NIH and more generally in the arena of medical 
research. NCCAM became a major institution in the field of medical 
research on CAM, stimulating and orienting research efforts, funding 
projects, and instituting D/HS as CAM and as complementary, rather 
than alternative, to conventional care.

�Crafting New Research Standards 
for the Evaluation of D/HS

Those evolutions in research policies on D/HS led to new research proto-
cols and new research standards, allowing researchers to better ‘character-
ise’ those products, to better include them within new protocols in the 
search for scientific evidence, and to administer their ‘integration’ within 
complementary strategies of care, notably where cancer is concerned.
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�Characterising and Proving: The Issues of Integrity, 
Standardisation, and Reproducibility

Both federal and non-federal researchers on D/HS indicate that, regard-
ing a lot of previous studies, protocols lacked scientific rigour for diverse 
reasons. The nature of these products (those on the market, with an 
unclear and highly variable composition), the large panel of different ana-
lytical methods used both by researchers and manufacturers, and the lack 
of recording and assessing of different steps within the experimental pro-
tocol (batch-to-batch consistency, temperature, storing conditions, 
reaction time, etc.) are reasons researchers give for the need for better 
articulations between research programs. The necessity of research repro-
ducibility represented an appeal to the production of a ‘common lan-
guage for talking about CAM’38: the making of shared, recognised, and 
validated practices by NIH cutting-edge research settings. The stakes of 
D/HS ‘integrity’, ‘authenticity’, and also ‘quality’ will translate through 
the elaboration of standard methods and standardised compounds. Their 
underlying mission will consist of reinventing the chain of D/HS supply 
for research, by an instituted federal standardisation of studied com-
pounds, thus making D/HS as a CAM ‘amenable’ to scientific research.39

In the early 2000s, several initiatives emerged at NIH to coordinate 
research on D/HS considering the risks of D/HS adulterations. In 2002, 
ODS created the Dietary Supplement Analytical Methods and Reference 
Materials (AMRM) Program on Congress’ demand to address and solve 
the problematic aforementioned issues regarding D/HS.  Under the 
auspices of this program, this NIH Office collaborated with the NIST 
to elaborate stable D/HS compounds for research, including reference 
material data banks determining their concentration for certain plants 
within the D/HS under study, echoing the galenic composition of con-
ventional drugs. Notably, Ephedra was one of the first D/HS to follow 
this process of compliance and standardisation. Around 2006, in the 
interests of aligning research policies on D/HS with the 2004 FDA rec-
ommendations,40 a working group was set up at NCCAM to ponder pro-
grammatic solutions. From this working group emerged the NCCAM’s 
Product Integrity Policy, which requires any research to produce proof 
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of non-adulteration and to indicate the precise composition of the stud-
ied D/HS. The history of the creation and articulation of those programs 
directly answers concerns raised by both Ephedra and PC-SPES, as a 
federal researcher in chemistry working on D/HS familiar with those 
programs told us (December 2016):

the original language said ‘primarily for botanicals’ because that seemed to 
be the issue. But it’s the reason of those programs, it’s to create standard 
methods of analysis and give researchers, manufacturers and regulators the 
tools giving you the right answer and techniques.

Characterising and standardising D/HS were the necessary steps for the 
construction of proof and for future clinical trials. In 2004, in an article 
published in the JAMA, the former director of NCCAM, Stephen Strauss, 
described the scientific research priorities of his institution as based upon 
the necessity of ‘randomized, placebo-controlled clinical trials for assessing 
the efficacy of CAM treatments whenever feasible and ethically justifi-
able’.41,42 Following these paradigms of evidence-based medicine (EBM), 
this policy is confronted by the fact that CAM does not necessarily fit within 
RCT settings. In an article published in 2015, the director of extramural 
research in charge of the NCCIH portfolio on D/HS takes stock of the 
research work from 2002 to 2012: regarding 17 research studies presented 
here, dealing with D/HS, proofs of efficacy are considered as weak or even 
not established.43 Subsequent to those programmatic solutions at NIH and 
NIST, both NIH and non-NIH researchers consider that D/HS represents 
challenges for research inasmuch as they are recognised as highly complex 
botanical entities, derived from plants, calling for various approaches. 
Taking into consideration the complexity of D/HS, particularly when they 
are labelled as ‘natural products’ and mixtures or ‘polyherb blends’,44 raises 
challenges for the identification of botanical mechanisms of action deter-
mining every polychemical element,45 as federal researchers explain:

Hyperferin is the known active compound of St John’s Wort but there are 
hundreds of compounds in St John’s Wort that are probably working together, 
and you know if you look at nutrition generally. (A researcher in pharmacol-
ogy working on D/HS and cancer, funded by NIH, November 2016)
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�Criticising the Conventional Models of Evaluation: 
Paths to Defend Specificities of CAM in Research 
Settings

Many researchers and clinicians working on CAM or integrative medi-
cine and/or cancer are critical of the FDA’s use of the pharmaceutical 
model of drug evaluation and development and the burdens this creates 
for D/HS research. In particular, critiques emerge from researchers work-
ing on D/HS associated with products used in Traditional Chinese 
Medicine (TCM). For example, a researcher in pharmacology specialis-
ing in pre-clinical cancer studies and focusing on a herbal blend from 
TCM describes the pharmacological model as incompatible with TCM 
paradigms:

The current paradigm of mainstream pharmaceutical discovery uses a 
reductionist approach…. Therefore, a new paradigm for future medicine is 
a multipletarget and polychemical medicine instead of a onechemical med-
icine with a systembiology approach in mind.46

This polychemical approach of D/HS derived from TCM revolves 
around an intention of ‘hybridation [hybridisation]’ (Micollier 2011) 
between biomedical and TCM paradigms within the scope of cancer. It is 
then—as another researcher in pharmacology working on D/HS from 
TCM told us in December 2016—a question of developing a new medi-
cine based on a regime of proof whereby ‘West meets East’ and ‘East 
meets West’, and it will consist of moving from a single-molecular model 
to a polychemical one, linked to D/HS as ‘polyherb blends’, within devel-
opmental avenues of new cancer therapies.

Other critiques around the current biomedical regime of proof were 
also frequently found in our research, usually made by agents with both 
medical practice backgrounds (such as family medicine, oncology, and 
integrative medicine) and research backgrounds (such as epidemiology 
and clinical research). These involve a critical reassessment of the proof 
hierarchy produced by EBM47 as putting too much emphasis on RCTs in 
the face of both clinical knowledge and clinical experiences, whereas 
research on CAM has, since the 1990s, accounted for the appeal of 
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therapeutic modalities to patients.48 Usually echoing classic critiques of 
RCTs as inadequate in accounting for CAM’s complexity (Hess 1999), 
they solicit a re-evaluation of EBM and its research protocols, understood 
as onerous, long, and difficult to set in place. Those critiques of EBM 
tend to invert the hierarchy of proof by focusing primarily on the various 
clinical practices of integrative medicine itself, usually defined by research-
ers and clinicians as ‘collaborative’ between the medical team and the 
patient, or ‘patient-centred’. In fact, new studies in integrative medicine 
are thus focusing on effectiveness—an efficacy defined by clinicians and 
researchers in integrative medicine as centred on clinical experiences and 
patient outcomes. In 2007, a large network of (mostly academic) clinical 
centres in integrative medicine (some members of which were inter-
viewed) organised the PRIMIER project: Patients Receiving Integrative 
Medicine Interventions Effectiveness Registry. In reaction to the margin-
alisation of clinical and patient experiences within the EBM hierarchy, 
this network of pioneer clinical institutions in integrative medicine is 
gathering data on different clinical practices through ‘Patient-Reported 
Outcomes’ which are ‘basically a patient’s feedback on their feelings or 
functions as they are dealing with chronic diseases or conditions […] 
such as the importance of fatigue to cancer’.49 One agent from a similar 
network, a director of one of the ten or so leading university clinical pro-
grams in integrative medicine in the USA, indicated that RCT and 
research mechanisms tending to reach a minimal bias threshold do not 
allow researchers and clinicians to evaluate multimodal approaches of 
integrative medicine, combining both conventional and CAM modali-
ties (including D/HS), which would better account for patient-centred 
clinical data:

[talking about impediments in gaining funding for research on D/HS 
within the scope of integrative medicine] This doesn’t get a chance to get 
funded, they said: ‘you have too many CAM modalities!’ (a clinician and 
researcher in integrative medicine, February 2017)

Depending on their professional specialisation and institutional affilia-
tions, agents are thus re-negotiating plural modalities of research on D/HS 
considered as more capable of rigorously reflecting the complexity of both 
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the use and the mechanisms of action of D/HS. They are contributing to 
the production of multiple definitions of CAM efficacy: a clinical evalua-
tion that is usually multimodal and patient-centred, a polychemical and 
synergistic approach towards D/HS within the development of new treat-
ments, a pluri-paradigmatic approach, and a mechanistic research approach 
by bioactive compounds on different modalities of D/HS action.

�Integrating? The Place of Disease and Treatment 
in CAM Research

Nowadays, NCCIH justifies its public health mission (protecting patients 
and informing them about CAM use) towards D/HS by the necessity of 
ensuring the safety of the products. Research on Ephedra and PC-SPES 
among others will also lead institutions to position themselves regarding 
the place of D/HS vis-à-vis conventional treatments. In 2015, the direc-
tor of extramural research and research policies on D/HS at NCCIH 
expressed that:

NCCIH would consider research focused on disease treatment a low 
priority…. Surveys consistently show that for those people who take 
dietary supplements, their primary reason for doing so is not for disease 
management but for general health promotion.50

This risk-management policy oriented towards conventional treat-
ments is also articulated with a less probabilistic discourse regarding con-
ventional drug-D/HS interactions than research results on CAM efficacy, 
as our analysis of NCCIH institutional archives tends to show. St John’s 
Wort (bot. Hypericum perforatum), one of the plants most commonly 
used as D/HS in the USA, is an emblematic example of it. When research 
on its efficacy for mental health conditions either failed or revealed incon-
sistencies or conflicts in research results, several studies published by NCI 
led to strict precautionary recommendations (contraindications). This  
D/HS is associated with modifications of the efficacy and absorption 
mechanisms of drugs prescribed for cancer (Irinotecan: antineoplastic 
medication to treat colon and rectal cancer) and HIV (Indinavir: proth-
ease inhibitor).51
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The uncertainties of research results on CAM efficacy have a different 
status to the more affirmative and clear-cut risks expressed for drug-CAM 
interactions. Those differential discourses are criticised by stakeholders 
that we interviewed and in documents we analysed as instituting CAM as 
hierarchically beneath conventional drugs and their ‘real’ efficacy. Some 
agents we interviewed are regretting the discourse of their colleagues not 
working on CAM, as a researcher in epidemiology and CAM reported to 
us (March 2016): ‘[According to them] “There is medicine that works 
and medicines that don’t work”’. She then explained that, for them, there 
is no such thing as ‘complementary’ or ‘alternative’ when it ‘works’, 
implying that conventional medicine works per se by virtue of the proof 
of its efficacy, such as conventional drugs according to the standards of 
EBM. Some agents, usually medical doctors, working in integrative set-
tings that we have interviewed (March 2017) criticise this difference of 
research result and the place it implies for CAM modalities within con-
ventional care settings. They consider that benefits of conventional medi-
cine and CAM therapies are ‘both real’, and they are ‘both central to the 
optimal health of somebody’ as a clinician and researcher in integrative 
medicine said. Critiques are formulated on how research results on D/HS 
are differentially used depending on the research scope (efficacy vs. drug-
CAM interactions), as illustrated by another researcher and clinician in 
integrative medicine (July 2016):

There are certainties spoken when it comes to any problem and then you 
can have 35 trials on that D/HS that ‘may provide’ [a therapeutic benefit] 
… And yet, people point to the negative ones.

The pejorative connotation of the term ‘alternative’ meets general con-
sensus among all agents. The renunciation of treatment as a D/HS 
research priority then echoes challenges, controversies, and discussions 
raised by PC-SPES and Ephedra on the mission of research on CAM 
efficacy and safety in articulation with research standards in conventional 
drug development. This is following a well-known and long history of 
‘alternative’ cancer treatments which have sometimes been discredited, 
such as Laetrile in the 1970s (Markle and Petersen 1980), the Gerson 
therapy since the 1930s (Hess 2002: 76–96), and the antineoplastons of 
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Stanislaw Burzinsky since the 1970s (Smith 1992).52 These are still vivid 
in the memory of these agents. These agents thus define what they con-
sider the ‘zone of comfort’ for CAM research: the management of symp-
toms rather than the treatment of a disease, and an approach considering 
CAM as adjuncts to conventional treatments. This is translated into a 
programmatic manner at NCCIH which henceforth focuses its research 
efforts on the non-pharmacological management of pain, investing opi-
oid use and over-prescription as a major public health issue in the USA. 
Both federal and non-federal researchers and clinicians, for instance, 
allude to the regime of CAM integration to which research should answer, 
that being CAM as complementary to conventional treatments. It will 
then be about observing a position of compromise or concession towards 
conventional medicine within research:

[Questioning the complementary and/or alternative aspects of CAM as 
symptom management instead of treatment in research settings] You’re not 
putting yourself in a confrontational position. (A researcher in pharmacol-
ogy and D/HS, December 2016)

[Talking about cancer and D/HS] You can’t use the word cancer ‘out loud’ 
in conjunction with the word DS because DS are not allowed to cure or 
treat or medicate a disease. (A researcher in biochemistry working on  
D/HS, November 2016)

Despite this dominant symptom-based approach, practical and discur-
sive negotiations about the research object at stake among some research-
ers working on D/HS seem to play around it by implicitly designating a 
specific disease by its related symptoms, and at the same time by acknowl-
edging that the frontier between disease treatment and symptom man-
agement is not strictly sharp:

[about research on D/HS] I cannot look at disease outcomes, I can look at 
symptom-management. If I’m gonna look at a disease outcome, I have to 
file this as an investigational new drug, even if it’s not a drug. I mean, we 
are actually investigating a herbal formula that has [herb A], [herb B], that 
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may help manage [cause of the disease], and I’d like to do it for [this dis-
ease] but I can’t because they would consider that a drug, because [this 
disease] is a disease, but for pre-[this disease] or symptoms of [this disease], 
and not mentioning the actual disease, I can … You know you’re always 
dancing this dance. (A clinician and researcher in integrative medicine 
working on D/HS, February 2017)53

�In Conclusion: Contrasting Institutional Research 
and Interactive Positioning of Agents

Those reconfigurations at different levels could then explain the making 
of obstacles to research done by an office of NCI devoted to the study of 
cancer CAM. The pioneer OCCAM-NCI program since 1998, the Best 
Case Series (BCS), has focused on clinical cases of alternative cancer 
treatments outside complementarity with conventional therapeutics. 
Those BCS are based upon data gathered in clinical settings by clinicians 
or researchers and provided by them to this office. They could be consid-
ered as research initiators, prior to RCT, within the EBM hierarchy. 
Clinicians or researchers can send to OCCAM-NCI a case report that 
will be examined by OCCAM members.54 They must prove that patients 
have been treated with one or more CAM modalities in the absence of 
conventional treatment, that those patients are affected by cancer, and 
that a decrease in the tumour size can be observed on radiography.55 But 
since the creation of OCCAM at NCI, no BCS has led to further inves-
tigation. Facing a mixed social space of CAM research tending to define 
CAM aside from nosology and as adjuncts validated by EBM standards 
and integrated within conventional care settings, impediments to further 
the BCS towards RCT will then answer to political and social reconfigu-
rations of CAM research rather than scientific and functional reasons.

While NCCAM/NCCIH stimulates research on D/HS aligned with 
high scientific evidence-based standards, by instituting a common lan-
guage to research CAM complexities, other agents in this space negoti-
ate the place assigned to CAM modalities alongside the research protocols 
to prove their efficacy. Different and sometimes competing and pluri-
paradigmatic approaches articulate with the federal standardisation of 
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what is a CAM modality amenable to scientific research. They question 
the EBM and pharmaceutical standards of proof by creating and imple-
menting research protocols amenable to a more rigorous understanding 
of CAM modalities within the American health system. Institutions play 
an important role in this balance of negotiations but ultimately agents 
take distance from them through critiques, compromises, and innova-
tions in the definition of the place assigned to CAM.

�Discussion

�Understanding the Transactional Shifts in the Making 
of Proof Around CAM: A Plurality of Agents 
and Networks

Our ongoing analysis in this chapter could be understood as socio-
historically evolving and at the intersection of different histories: the his-
tory of federal institutions, the history of CAM, the history of integrative 
medicine, the history of medical and CAM research, the history of phar-
macology and chemistry, the history of cancer, and the history of social 
movements in health, to name a few. Consideration of both Ephedra and 
PC-SPES as peculiar and structuring examples of CAM research recon-
figurations sheds light on the fact that this ongoing construction of legiti-
misations towards CAM relies on a plurality of individual and institutional 
agents (and a plurality of disciplines), such as federal institutions (from 
Congress to NIH), laboratories, universities and academic clinical cen-
tres, private clinics, patient associations, D/HS manufacturers, academic 
societies, and national and international consortia.

The study of those institutional constructions of legitimisations 
towards CAM in the USA allows us to identify at least two processes: the 
competition between different paradigms for the evaluation of CAM and 
the ever-changing distribution of both individual and institutional agents 
on different networks of interaction involved in these constructions, fos-
tering transactions, alliances, competition, disregard, and distinctions 
among them. They all compete at different levels on the regime of proof 
that should be assigned to the evaluation of CAM efficacy and safety. 
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They reveal sophisticated negotiations on research protocols, on the defi-
nition of the research object and on the translationality of CAM research, 
differentially distributed among agents.

Research policies on CAM from NIH institutions—illustrated by the 
focus on D/HS—are caught up in, and by, different institutional games 
and are answering to diverse societal stakes regarding health. And ulti-
mately, interactions between plural agents and the constitution of various 
social sub-spaces within CAM research are embodied by complex arrange-
ments and re-adjustments of CAM evaluation, translating into both 
practical and discursive reconfigurations revealing this co-construction of 
the place assigned to CAM within the American health system. Those 
manifold and entangled interactions occur at different levels, strategically 
and tactically, within the particularities of the medical arena and the 
larger scientific field.

Those analytical elements invite us to take into consideration the con-
stitution of various networks of interactions and knowledge production 
participating in legitimisations towards CAM within this mixed social 
space, also caught in an ongoing move towards the globalisation of inter-
actions, dissemination and conduct of research as evidenced by the recent 
proliferation of international congresses on CAM and integrative medi-
cine as well as international consortia since the early 2000s.
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Notes

1.	 We chose the term ‘dietary and herbal supplements’ from NCCIH to 
illustrate both the legal wording and use of most D/HS (sold as dietary 
supplements) and the focus on botanical-based dietary supplements 
in the following examples, thus questioning different distinctions 
between conventional and lab-synthesised drugs and plant-derived 
dietary supplements.

2.	 Congressional findings related to Dietary Supplements Health and 
Education Act of 1994, Pub. L. No. 103–417, § 2, 15 (A), 108 Stat. 
4325; 4326, October 25 1994 (s).
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3.	 For the most recent one, see: Clarke et al. 2015 (s).
4.	 As defined by the NCCIH: ‘a product that is intended to supplement the 

diet, contains one or more dietary ingredients (including vitamins, min-
erals, herbs, or other botanicals), a plant or part of a plant used for its 
flavor, scent, or potential therapeutic properties (includes flowers, leaves, 
bark, fruit, seeds, stems, and roots, amino acids, and certain other sub-
stances) or their constituents, is intended to be taken by mouth, in forms 
such as tablet, capsule, powder, softgel, gelcap, or liquid, and is labeled 
as being a dietary supplement’ (https://nccih.nih.gov/health/supple-
ments). Federal institutions such as NCCIH and NCI mention different 
CAM categories related to botanicals: ‘natural products’, ‘complex natu-
ral products’, ‘dietary supplements’, ‘nutritional therapeutics’, ‘botani-
cals’, ‘herbs’, ‘special diets’.

5.	 An inductive socio-anthropological ‘networked ethnography’ (Atlani-
Duault 2009; Olivier de Sardan 2008), or what we might call ‘starfish 
ethnography’, departing from the institutions and expanding back and 
forth from the investigation to their networks of interactions with other 
agents involved in this mixed social space of medical research on CAM 
and cancer CAM.

6.	 We compiled sources from the institutions we studied (‘institutional cor-
pus’), archives from newspapers, scientific journals, legal texts, online 
sources, and so on. See the ‘Sources’ section in bibliography.

7.	 We conducted about 60 formal and informal ethnographic interviews, 
many informal discussions, and observations between November 2014 
and June 2017.

8.	 See Bothwell and Podolsky 2016; Meldrum 2000.
9.	 Manufacturers only bear the responsibility of their safety before their 

release on the market, they do not need to report it to the FDA.
10.	 US Department of Health & Human Services Food and Drug 

Administration, Center for Drug Evaluation and Research (June 2004), 
‘Botanical Drug Products’ (s).

11.	 For a long-term history of Ephedra, see: Lee 2011.
12.	 Haller and Benowitz 2000 (s).
13.	 US Department of Health and Human Services, Office of Inspector 

General 2001 (s).
14.	 New York Times 1993 (s).
15.	 Public Citizen 2001 (s).
16.	 Bodley 2003 (s); Connolly 2008 (s).
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17.	 NCCIH, ‘Minutes’, March 2003 (s).
18.	 Fontanarosa et al. 2003 (s).
19.	 Wolfe 2003 (s).
20.	 FDA, 6 February 2004 (s).
21.	 FDA, June 2004 (s).
22.	 Regulatory science is defined by the FDA as ‘the science of developing 

new tools, standards and approaches to assess the safety, efficacy, qual-
ity, and performance of FDA-regulated products’ See: FDA, October 
2010. (s).

23.	 NCCAM, ‘Minutes’, November 2000 (s).
24.	 NCCAM, ‘Minutes’, October 2014 (s).
25.	 Berman and Larson 1995, x (s).
26.	 Ibid., ix. (s).
27.	 Burton 2002 (s).
28.	 NCCAM, ‘Press Release’, 5 October 2000 (s).
29.	 NCCAM, ‘Director Testimony’, November 2001 and ‘Congressional 

Justification’, 2002 (s).
30.	 Dipaola et al. 1998 (s).
31.	 NCCIH, ‘Minutes’, 2004 (s).
32.	 Burton 2000 (s).
33.	 Chan et al. 1993 (s); Cumberford 2012 (s).
34.	 NCCAM, ‘Congressional Justification’, 2003 (s).
35.	 NCCAM, ‘Congressional Justification’, 2004 (s).
36.	 NCCAM, ‘Strategic Plan’, 2004 (s).
37.	 NCCAM, ‘Strategic Plan’, 2004 (s).
38.	 Interview with a researcher working on D/HS, February 2017.
39.	 This term was employed by different researchers when the question of 

research protocols on CAM was raised.
40.	 FDA, June 2004 (s).
41.	 Miller et al. 2004 (s).
42.	 This first wave of CAM research initiated at NCCAM echoes the deci-

sion of extending RCT to every research domain in medicine. It also 
originates in the 1970s from a FDA recommendation to use such a 
regime of proof in new drug research and development (Bothwell and 
Podolsky 2016). Oncology has been the major field of expansion for 
RCTs, see: Bourret and Le Moigne 2014; Cambrosio and Keating 2008; 
and Cambrosio et al. 2014.

43.	 Hopp 2015 (s).
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44.	 This term was mentioned during a conference on integrative medicine 
held at a renowned centre for integrative medicine in the USA, in March 
2017.

45.	 Seifried et al. 2004 (s).
46.	 Cheng 2011 (s).
47.	 See, for example, the scholarly work of the former director of the Office 

of Alternative Medicine (previous name of NCCAM until 1998) who 
works on a reorganisation of proof production when CAM is concerned: 
Jonas 2005 (s).

48.	 Eisenberg et al. 1993 (s).
49.	 From a booklet given to us by a researcher in integrative medicine: 

Abrams et  al. (2015) ‘PRIMIER, A National Integrative Medicine 
Database’, The Bravewell Collaborative (s).

50.	 Hopp 2015 (s); Barnes et al. 2008 (s).
51.	 Wang and Arnold 2002 (s); Ron et  al. 2002 (s); Mansky and Strauss 

2002 (s).
52.	 In 2009, the FDA released a warning letter with ethical concerns about 

‘antineoplaston’ and the Burzinsky Research Institute investigating and 
providing this alternative therapy: FDA (5 October 2009), ‘Warning 
Letter, “Burzynski Research Institute/IRB”’, ref: 10-HFD-45-09-0 (s). 
This controversy is also present within the NCCAM unprocessed 
archives at the Office of NIH History (Cheung Series, Box 8, folder 3; 
Jonas Series, Box 24, folder 7; OAM series, Box 14, folder 8 & box 25, 
folder 8; etc.) (s).

53.	 We anonymised the disease to protect agents we met as they could be 
easily identified if we had mentioned the specific disease and herbs used 
in their research study.

54.	 Zia and White 2009 (s).
55.	 For an example, see: Banerji et al. 2008 (s).
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