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Abstract 
With the current health policy of evidence-based medicine, efforts to introduce new the-
rapies in public health care are inevitably linked to the necessity of providing evidence 
for the therapies’ efficacy. By focusing on differences between patients’ viewpoints as to 
what counts as the effects of acupuncture and the outcomes measured by physicians in 
a study, I discuss the contested reality of effects in the context of an initiative aimed at 
the integration of acupuncture in a public hospital in Norway. In the analysis, I draw on 
ethnographic data from fieldwork at an acupuncture clinic where patients with rheumatoid 
arthritis (RA) were offered acupuncture as part of a pilot clinical study, which was the first 
step in an integration attempt. Applying Pierre Bourdieu’s concept of symbolic power, I 
discuss the power dimensions implicit in the evaluation of medical therapies and integration 
processes. To conclude, I suggest that for actors interested in the integration of acupuncture 
and other forms of alternative and complementary medicine, it seems a necessary step 
to recognise the need for better measures to counteract the illegitimate consequences of 
biomedical authority when plans for integration are designed.

KEYWORDS: acupuncture, alternative and complementary medicine (CAM), public health 
care, power relations, patients’ experiences, medical anthropology 

Introduction 
Acupuncture and other forms of complementary and alternative medicines (CAM)1 are to 
an increasing extent being established – or are considered being established – within public 
health-care systems. This trend towards integrated medical care is visible internationally 
(Baer 2004; Barrett 2003; Ruggie & Cohen 2005) and in Norway (Gamst, Haahr, Kristof-
fersen & Launso 2006; Salomonsen, Grimsgaard & Fønnebø 2003). In this article, I shall 
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1 This article complies with the definition of complementary and alternative medicine (CAM) used by WHO 
as a ‘broad set of health practices that are not part of the country’s own tradition and are not integrated into the 
dominant health care system’ (Bodeker, Ong, Grundy, Burford & Shein 2005: xii).
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discuss an initiative aimed at the integration of acupuncture in a public hospital ward in 
Norway. This analysis seeks to contribute to the understanding of why CAM therapies, 
such as acupuncture, are accepted or rejected as a result of integration attempts. To be more 
specific, I aim to demonstrate that a focus on differences between patients’ and biomedical 
physicians’ viewpoints on acupuncture effects and how these effects are constituted may 
be useful in elucidating important aspects of the integration process.

With the current health policy of evidence-based medicine (EMB), efforts to intro-
duce new therapies in public health care are inevitably linked to the necessity of providing 
evidence for the therapies’ effect (Det kongelige helsedepartement 2002–3; Lambert, Gor-
don & Bogdan-Lovis 2006; Sackett & Rosenberg 1995). As scholars have pointed out, the 
present emphasis on evidence gives reason to undertake a critical examination from social 
and cultural perspectives into the issue of how evidence is produced and thereafter applied 
in health care, and not only to produce new medical evidence (Barry 2006; Lambert et al. 
2006; Mizrachi & Shuval 2005). When biomedically accepted evidence of a specific therapy 
does not exist, efforts to evaluate the effects seem like a logical first step when aiming at the 
adoption of this CAM in public health. However, what should count as evidence is much 
contested in the case of several CAM therapies (Barry 2006; Jackson & Scambler 2007; 
Nahin & Straus 2002; Verhoef, Casebeer & Hilsden 2002; Shea 2006). CAM integration 
attempts thus raise questions as to what should count as legitimate treatment effects in 
the context of such initiatives. What do patients consider to be treatment effects? What 
do physicians see as relevant outcomes to be measured? When certain accounts of effects 
are privileged while others are silenced or softened, how does this influence the further 
progress of integration initiatives? 

To discuss the contested reality of treatment effects in the context of integration 
and evidence-based medicine, I shall draw on ethnographic data from fieldwork at an 
acupuncture clinic where patients with rheumatoid arthritis (RA)2 were offered acupunc-
ture as part of a pilot clinical study.3 Specifically, an acupuncturist at the clinic treated a 
group of patients who were participating in the pilot study; whereas physicians working 
at a rheumatology ward at a hospital in the same district were in charge of measuring 
the potential effects of the acupuncture. This pilot study was planned as the first step in 
a process aimed at determining whether or not acupuncture should be included among 

2 Rheumatoid arthritis is biomedically defined as a chronic, autoimmune disorder that primarily affects the 
joints, but that might also attack internal organs and other tissues of the body. The RA diagnosis is normally 
established by a set of criteria described by the American Rheumatism Association (Arnett, Edworthy, Bloch, 
McShan, Fries, Cooper et al. 1988).
3 The data I draw on in this discussion come from a wider research project (‘New Strategies of Coping: A Quali-
tative Study of Strategies of Coping and Patients’ Experiences of Alternative Medicine’) in which experiences 
from participation in Chinese health practices in Norway were the prime focus of the investigation. This larger 
project was a multi-sited ethnographic enquiry, and fieldwork was conducted in public health institutions as well 
as in private clinics and other arenas outside public health. The project was approved by the Regional Ethical 
Committee for Medical Research Ethics (REK) and by the Norwegian Social Science Data Services (NSD). 
The project was financed by the Norwegian Health and Rehabilitation Foundation, funding applied for through 
Norwegian Rheumatism Association.
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the therapies at the ward where the physicians work.4 My material from this acupuncture 
clinic, therefore, is particularly relevant in order to gain insights into various aspects of 
an integration attempt.

As part of the fieldwork, I observed acupuncture treatment sessions, interviewed 
patients and engaged in conversations with the acupuncturist and occasionally with the 
physicians. In addition, I gathered relevant documents, and the research protocol for the 
pilot study and documents concerning the test instrument used by the physicians (such as 
questionnaires and laboratory tests), constitute part of my material.

As I will explain in the following, there were important differences in what kinds 
of effects patients with RA described as relevant when interviewed by me and the outcomes 
that were measured by the physicians. To understand how such differences in viewpoints 
influence the further progress of acupuncture integration, I shall argue that we need to 
address the uneven distribution of power between the different health agents. I suggest 
that Pierre Bourdieu’s analysis of symbolic power may usefully be applied to shed light 
on this situation (Bourdieu 1977; 1993). 

In sum, this article attempts to weave together two closely inter-connected lines 
of inquiries. First, while the vast majority of research in the field of acupuncture consists of 
studies applying biomedical parameters to either establish or disprove the clinical efficacy 
of acupuncture (Ernst, Pittler, Wider & Boddy 2007), I aim to contribute to the small, but 
growing, body of literature exploring acupuncture effects as seen from the patients’ per-
spectives (e.g. Alraek & Baerheim 2001; Cassidy 1998a,b; Gould & MacPherson 2001; 
Paterson 2006; 2007; Paterson & Britten 2003). More specifically, this article adds to the 
very limited number of studies focusing on the experiences of patients with RA who are 
receiving acupuncture (Hughes 2008).

A central conclusion from former qualitative studies on patients’ experiences 
of acupuncture is that the outcome measures employed in clinical trials of acupuncture 
tend to be too narrow (e.g. Hughes 2008; Hughes, Goldbart, Fairhurst & Knowles 2007). 
As a second trait, I seek to extend the relevance of this conclusion from the problem of 
methodology in clinical trials to the issue of the dynamics of integration initiatives in the 
context of evidence-based medicine. Attempts to integrate CAM in public health have 
proved to be difficult (Gamst et al. 2006; Coulter 2004; Mulkins, Eng & Verhoef 2005; 
Ruggie & Cohen 2005; Shuval, Mizrachi & Smetannikov 2002). I wish to contribute to the 
understanding of why it is so by focusing on the power dimension implicit in evaluations 
of medical therapies. Thus, this presentation adds to the literature in medical anthropology 
that examines the inter-connectedness between the dominant biomedicine and forms of 
CAM therapies (Adler 2002; Badone 2008; Barnes 2005; Cant & Sharma 1999; Nisula 
2006). This article demonstrates certain particularities of how biomedical power is played 

4 The physicians played the dominant role in deciding on the questionnaires and the other test instruments that 
were adopted in order to measure the effects of acupuncture. However, some other researchers were also involved 
in the designing of the pilot study. For clarity of discussion, I refer to ‘the physicians’ only. In addition to the 
measuring of effects, the pilot study aimed at clarifying the practical barriers to the establishing of an acupuncture 
clinic at the hospital. The issue of practical hindrances will not be discussed within the limits of this article.
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out in a specific context where it has not been studied before: a CAM integration initiative 
in Norway at a moment when evidence-based medicine is flourishing in public health. 

The case: An acupuncture integration initiative in the con-
text of evidence-based medicine
The direct occasion that caused the physicians to consider the introduction of acupuncture 
at the rheumatology ward in Norway was a visit to China, as part of a program for collabo-
ration in the field of health between the People’s Republic of China (PRC) and Norway.5 In 
China, the visiting physicians observed acupuncture being offered to persons with arthritis 
in public hospitals. As is well known, acupuncture is one of the treatment methods that 
have been promoted as part of modern traditional Chinese medicine (TCM) and have been 
integrated into the public health-care system in China (e.g. Hsu 1999; Scheid 2002).

In Norway, in contrast, acupuncture is generally not available in the public health 
services, neither in rheumatology wards nor in other hospital departments. Although some 
hospitals – most notably pain clinics and maternity wards – recently have adopted the use 
of acupuncture (Salomonsen et al. 2003), these are exceptions rather than the rule. The 
majority of acupuncture clients receive the treatment in the private sector, which is very 
small in comparison the public sector in Norway.6 

Despite this situation, many factors motivate the idea of introducing acupuncture 
to the hospital. In Norway, as internationally, acupuncture is increasingly popular among 
a large proportion of the population (Eisenberg, Davis, Ettner, Appel, Wilkey et al. 1998; 
Fønnebø and Launsø 2007; Opinion 2006; Tindle, Davis, Phillips & Eisenberg 2005). 
Moreover, studies indicate that patients with chronic diseases, in particular persons with 
musculoskeletal complaints such as arthritis, are particularly frequent users of acupuncture 
(Cassidy 1998a; 1998b; Ernst 1998; Fønnebø & Launsø 2007; Hughes 2008; MacPher-
son, Sinclair-Lian & Thomas 2006). There are also some studies showing that patients 
with arthritis, including RA, feel that they benefit from acupuncture (for an overview, see 
Hughes 2008: 68). The World Health Organisation (WHO) describes acupuncture as a 
useful treatment for persons with RA; moreover, it recommends that countries worldwide 
integrate acupuncture into their health-care systems (WHO 2002a,b). 

However, the fact that a recent summary from the prestigious authority of eviden-
ce-based medicine, the Cochrane Database, had concluded that there was little evidence 
of acupuncture relieving RA symptoms, discouraged any plan of integration (Casimiro, 

5 The physicians’ visit to China was part of a co-operation between the Ministries of Health in Norway and the 
PRC. It was the Norwegian coordinators of the China-Norway collaboration who initially suggested the idea of 
establishing acupuncture at the hospital to the physicians. 
6 For an introduction to the health care system and the welfare state in Norway, see Johnsen 2006; Kildal & 
Kuhnle 2005. As a general principle, Norwegian law does not prohibit other than authorized health personnel to 
treat patients. A new law (Act No. 64 of 27 June 2003 Relating to the Alternative Treatment of Disease, Illness, 
etc) has been in effect since January 2004 (CAM therapies, including acupuncture, are referred to as ‘alternative 
treatment’ in Norwegian legislation). A new voluntary registration scheme for practitioners of alternative treat-
ment (anchored in the same new Act) was also established in 2004. Members of associations which have been 
accepted by the health authorities can register (Det Kongelige Helsedepartement 2002–3).
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Barnsley, Brosseau, Milne, Robinson & Tugwell et al. 2005). According to this powerful 
source, acupuncture was not to be recommended for patients with RA. 

This conclusion from the Cochrane Database was noted in the research protocol 
for the pilot study. The Norwegian physicians, however, also noticed that acupuncture 
research applying individualised approaches according to traditional Chinese medicine had 
not been included in the Cochrane conclusion. This finding was considered significant, as 
they knew examples of acupuncture research that had incorporated the characteristics of 
TCM acupuncture in its design and which had proved to document better results for some 
groups of patients (e.g. Alraek & Baerheim 2003). It was therefore decided to take the 
integration plan one step further, in spite of the Cochrane conclusion. Hence, a study was 
planned in which the potential effects of being treated by an acupuncturist who was prac-
tising according to the principles of traditional Chinese medicine would be measured. 

In the context of evidence-based medicine, this was an important feature of the 
Norwegian acupuncture pilot. Much of the discussion concerning EBM related to CAM 
has focused on how evidence is produced and rated within this paradigm. Evidence drawn 
from randomised clinical trials (RCT) is the gold standard within the evidence hierarchy of 
EBM (Sacket & Rosenberg 1995). As has frequently been pointed out, the RCT research 
design – originally designed for the testing of pharmaceutical drugs – does not go well 
together with complex, individualised forms of CAM modalities (Barry 2006; Jackson & 
Scambler 2007; Verhoef et al. 2002). To the extent that CAM has been tested in RCTs, it 
has primarily been in simplified forms, greatly changed from how they are normally used 
in clinical practice.7 Hence, when the physicians in Norway chose to study the effect of 
being treated by a traditional acupuncturist and not by standardised needling, they addressed 
some of the most common critiques raised against EBM with relation to CAM. However, 
in the contexts of the topic discussed here, the question of how this strategy influenced the 
progress of the pilot study and the gration attempt remains to be further explored. 

The acupuncture treatment in the pilot study
A local acupuncturist was engaged to conduct the treatments. The acupuncture was carried 
out in the clinic where the acupuncturist usually works. The RA patients were offered a 
series of ten acupuncture treatments. In contrast to most clinical studies, the acupuncturist 
was not instructed to adjust the treatments to any other study criteria. 

From observations of treatment sessions and interviews, I learned that the tre-
atments varied quite significantly in content. Initially in the first consultations, the acu-
puncturist engaged the patients in a detailed interview concerning status of their health, 
including symptoms and pains, treatments and medication, temperament and constitution, 
sleep and reactions to seasonal and temperature changes, work and hobbies, food, drink 
and other lifestyle habits, as well as other important circumstances in their lives, in the 

7 Recently advocated methodology (referred to as ‘whole systems research’ or ‘pragmatic trials’) better reflects 
acupuncture as it is used in real life situations (MacPherson, Nahin, Paterson, Cassidy, Lewith & Hammerschlag 
2008.
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present and in the past. The acupuncturist also undertook a physical examination, inclu-
ding examination of the tongue and pulse. On the basis of her examinations, she arrived 
at six different acupuncture diagnoses.8 Correspondingly, each of the diagnoses had to be 
followed up by specific treatment strategies. In addition, the acupuncturist adjusted the 
needling from session to session to address the patients’ specific needs or problems of the 
day. The acupuncturist explained that in her treatment strategy she addressed all kind of 
problems and not only those intrinsic to RA. 

The acupuncturist employed other treatment tools in addition to the needles. 
Moxibustion (dried Chinese mugwort) was the supplementary method she used most often.9 
Furthermore, the acupuncturist commonly complemented the treatments she applied in the 
clinic with recommendations concerning lifestyle changes or other measures she thought 
would be useful to the patient. Her advice covered a wide scope of domains; for example from 
advice relating to activities of everyday life (to buy more suitable shoes, to make changes in 
diet, to alter modes of exercise) to suggestions concerning other health-care services (to have 
blood tested, encouraging a patient to have a tumour examined by x-ray experts).

In sum, the acupuncture conducted by the acupuncturist in the Norwegian pilot 
study was beyond doubt different from the standardised needling strategies included in the 
Cochrane review (Casimiro et al. 2005). The treatment approach employed by this acupunc-
turist was truly complex and varied in content. By being so, the description of the treatments 
she provided complies with the characterisation of acupuncture described in other studies of 
traditional Chinese acupuncture, in China as well as in Western contexts (Hsu 1999; Scheid 
2002; Hughes 2008; MacPherson & Thomas 2008). This raises questions as to whether this 
had any impact on what kinds of effects the physicians’ measured, what kinds of effects the 
patients talked about, and importantly, on the conclusion of the integration attempt.

A diversity of acupuncture effects
The outcomes measured by the physicians
What kinds of effects did the patients with RA consider to be relevant acupuncture effects? 
To what extent were these effects part of the range of outcomes measured by the physi-
cians? The following enquiry into these questions is based on both data from interviews 
with participating RA patients and observations from acupuncture sessions as well as on 
information about the test instruments used by the physicians. 

The pilot study was designed to be of small scale. Only thirteen patients partici-
pated. I observed acupuncture sessions and interviewed six of the thirteen.10 The group of 

 
8 The six diagnoses were: Boney Bi, cold Bi, Wind Bi, Heat Bi, Spleen-Damp related, and Invasion of Cold. For 
an introduction to Bi syndromes, see e.g. Maciocia (1994). 
9 In China needling (zhen) and moxibustion (jiu) is normally coupled into one concept acumoxa (zhenjiu) (e.g. 
Hsu 1999; Scheid 2002).
10 In compliance with the sampling strategy for the larger research project the fieldwork at this acupuncture 
clinic was part of, only six patients were selected for interviewing. I applied a strategy for sampling aiming at 
maximum variation within the group of interviewees. The patients were interviewed twice; first in the course of 
the series of treatments and a second time, approximately half a year later. All the interviewees gave permission 
to tape record the dialogues.
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six, although small, was highly diverse and their reflections on acupuncture and experiences 
from receiving this treatment, when seen together, showed considerable complexity. I regard 
this experienced complexity as sufficient background for a discussion of the outcomes used 
to measure effects by the hospital physicians.

To measure the effect of being treated with acupuncture, the physicians employed labo-
ratory blood tests, examination of blood pressure and a set of questionnaires. The set of question-
naires encompassed questions concerning activities of daily living (using the so-called Modified 
Health Assessment Questionnaire MHAQ11), length of morning stiffness, degree of pain, general 
assessment of disease activity, number of swollen joints and number of painful joints, degree of 
fatigue, questions concerning their general sense of how active the disease is and its influence in 
their lives, and finally a part about use of medication and medical events. The patients were asked 
to select options or indicate on a scale the answer they felt matched their condition. 

The specific questionnaires had been chosen because they were from the repertoire 
of test instruments that are standard in rheumatology wards in hospitals in Norway. They 
were all validated, and they are normally used to test measures of all kinds with regard to 
their helpfulness for persons with rheumatoid arthritis.12 Importantly for the discussion 
here, this also implies that neither the particularities of traditional Chinese acupuncture nor 
the individual patients were the starting point for the choice of research instruments.

Patients’ accounts of acupuncture’s effect
Among the six patients (whom I engaged in interviews and whose acupuncture sessions I 
observed), only two had ever tried acupuncture before.13 Responding to the question of why 
they chose to participate in the acupuncture study, a common answer was that they wished that 
acupuncture would prove to be beneficial for patients with RA, so it could be part of public 
services provided for these patients. In their perception, acupuncture was certain to be a har-
mless, safe treatment. In contrast, they argued, the treatments normally offered to RA patients by 
conventional ‘school medicine’ (which is the term commonly used for biomedicine in Norway), 
are potentially harmful medication or surgery, often intrusive and sometimes risky.14 

 

11 See Uhlig, Haavardshold and Kvien (2006) for information on MHAQ.
12 The questionnaires were (partly) from a study in which five Norwegian centres of rheumatology collabo-
rate (the so-called NOR-DMARD register, see Kvien, Heiberg, Lie, Kaufmann, Mikkelsen & Nordvag et 
al. (2005). The questionnaires are available on the internet: http://www.nrrk.no/modules/module_123/proxy.
asp?D=2&C=634&I=2478 Accessed on the 31 December 2009.
13 The six were selected on the basis of being different with regard to sex (two men and four women), age (25-65), 
and being with or without previous experience of acupuncture (two with some experience and four with none) 
(Patton, 2002; Pope & Mays 2006). All but one of the six had received their RA diagnosis more than ten years 
ago. They were all seriously affected. Yet in spite of their problems and with some modifications with regard to 
their environments, all but one was capable of full participation in studies or working life. Three had undergone 
surgery as part of a regime to counteract RA symptoms. At the time of the study, half of them were regular users 
of anti-inflammatory medication. Among the other three, two avoided medication because they were very reluc-
tant to risk the intake of potentially harmful medicine, whereas one had earlier experienced serious side-effects 
and for this reason tried to avoid it.
14 These RA patients’ viewpoints comply with research on safety issues in acupuncture practice (e.g. MacPherson, 
Thomas, Walters & Fitter 2001).
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In addition to seeing their participation in the pilot study in a wide perspective as 
an act with potentially beneficial consequences for RA patients as a group, the patients (as 
expected) also spoke of expectations and hopes of help from the acupuncture for their own 
individual problems. Many of the topics that the patients described in my interviews as 
important to them were included in the physicians’ questionnaires. However, I also learned 
that there were important differences between the patients’ viewpoints on what constitutes 
acupuncture effects and those represented in the questionnaires. 

As a start of a discussion concerning differences in viewpoints, I will recall parts 
of the account of one of the patients. I have chosen Ann’s story as it is very rich in content. 
Her story articulates a broad range of experienced effects. Many of the categories of effects 
talked about by one or more of the other patients are exemplified in Ann’s account.15

Ann had lived many years with the diagnosis of rheumatoid arthritis. The acu-
puncture provided as part of the hospital’s study was Ann’s first experience with this form 
of treatment, although to see an acupuncturist had been on her agenda for some time.

In the period before she was invited to participate in the acupuncture study, she 
had felt that her condition was gradually worsening. She was on her way into a bad period, 
or into an ‘evil cycle as she put it. She had begun to feel ‘aches and pain all over’ and ‘then 
it was stiffness and pain in the mornings’. She mentioned a whole series of body sensations 
that she recognised as bad signs. The deterioration of her condition gradually influenced 
many areas of her life, such as work, leisure activities, and family. 

To her satisfaction, this ‘evil circle’ was broken after the first couple of acupunc-
ture sessions. Ann had, however, greater expectations as to what she would achieve from 
receiving acupuncture. She expected a more general healing process to be generated. She 
explained that she had expected acupuncture would help her to have less pain and feelings 
of stiffness, to gain more flexibility, and that she would feel less tired and more energetic. 
She also hoped the acupuncturist would address her problems with her stomach and di-
gestion, as well as her menstrual problems. In addition, she also wished that acupuncture 
would give her more self-confidence, improve her ability to take care of herself and help 
her to relate better with friends, family and her partner. 

Ann was primarily treated with acupuncture needling, but on some days the acu-
puncturist also used moxibustion. Ann also received lifestyle advice. She was, for example, 
advised to make changes in her diet and to begin taking a nourishing tonic. In the end, 
when the study’s ten treatments were completed, Ann had experienced positive changes 
with regard to most of the problems she had presented to the acupuncturist. She felt she 
was in a good process. She had less pain and felt more flexible in her joints. She was able 
to grasp objects that had been out of reach for her. She felt more energetic and generally 
‘more alive’. Her severe menstrual problems were completely gone and her digestion 
problems had also improved significantly. She did not feel completely exhausted after 
work anymore and she even had the energy to join a fitness class. Moreover, she felt more 
confident in the sense that she had the vigour to take care of herself. She also regarded her 
relationships with other people as more balanced.

15 The name of the interviewee has been altered to ensure confidentiality.
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One experience Ann drew my attention to, was that of aches and pains occurring 
in joints where she had not suffered such distress for a long time. Ann was not sure how 
to interpret this. The acupuncturist had in most of the cases managed to remove the new 
complaint immediately and Ann still felt she was in a generally good process. She found 
it most likely that the new pain was the sign of a healing process underway. She knew 
from other forms of alternative medicine that symptoms often become worse before the 
total condition turns better. She explained that as the disease is withdrawing, imbalances 
that have been masked by disease symptoms may become evident and that it is common 
to experience symptoms turning up in sequences that are a reversal of how they appeared 
in the first place.

Themes from the patients’ accounts in the light of the outcomes me-
asured by the physicians
As is obvious from Ann’s account, there were many differences between what kinds of 
effects the patients talked about and those measured by the physicians. The following 
differences are striking:  

1) A broader repertoire of effects: The first point I will focus on is that the patients 
considered a much broader repertoire of effects than the outcomes measured by the physi-
cians. While the themes included in their test instruments were confined to those regarded 
as relevant in the context of rheumatoid arthritis, the patients as well as the acupuncturist 
considered a variety of problems and not only those associated with the diagnosis of RA. 
Ann mentioned problems related to menstruation and digestion. Other patients talked about 
headaches, poor appetite, poor sleep, common colds, lack of energy and stress. 

Moreover, the effects of acupuncture they experienced, were not only somatic and 
mental, effects in social domains were also mentioned. Ann reported that she felt more self-
confident and had achieved a more harmonious relationship with her family and colleagues. 
Other patients also mentioned effects related to their strength and motivation to nourish 
social relationships: seeing friends, children and grandchildren, as well as participation in 
other activities, taking up hobbies and carrying out more physical exercise. 

In this context, it is interesting to note that previous studies focusing on patients’ 
perspectives on the effects of being treated with acupuncture – although few in numbers 
– have also found that the patients reported a broader range of effects than those outcomes 
registered in commonly used questionnaires (Alraek & Baerheim 2001; Cassidy 1998a,b; 
Gould & MacPherson 2001; Paterson & Britten 2003). More specifically, a study focusing 
on patients with RA shows that RA patients reported effects on the physical, mental and 
social levels, and not merely the effects conventionally associated with RA diagnosis 
(Hughes 2008; Hughes et al. 2007). 

2) Different frameworks of understanding: The next point I want to emphasise, 
is that in some cases patients interpreted their symptoms differently, sometimes in clear 
opposition to current biomedical interpretations. Ann, for example, tended to see the 
occurrence of new pains as a sign of that the arthritis was withdrawing. Although Ann was 
aware that a biomedical doctor probably would see the new pain as a negative sign or as 
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normal fluctuation of disease symptoms, she experienced that she was in a generally good 
process and that in this context the biomedical interpretation did not make sense.

Although the patients varied greatly in how much they knew about acupuncture 
treatment and acupuncture philosophy, the other patients tended to share with Ann the 
viewpoint that acupuncture is working according to principles different from those of 
school medicine. Correspondingly, they were ready to search for meanings to interpret 
symptoms that did not immediately make sense to them, which were different from those 
given by biomedicine. 

Concerning this point, it is relevant to remember that much literature in medical 
anthropology has demonstrated how patients tend to interpret, and thus evaluate, symptoms 
differently from the logic of biomedical evaluations (e.g. Good 1994; Kleinman 1980).

3) Complex, fluctuating processes rather than fixed outcomes: The third point I 
will emphasise is that patients often talked in terms of processes, good and bad cycles, 
rather than the kind of definite results that they were asked to register in the questionnaires. 
Being in bad circles gradually limited their scope of actions, while good circles opened 
up new initiatives and new actions. The patients mentioned examples such as doing more 
exercises, reducing their intake of painkillers, taking up a hobby, seeing friends and other 
activities that they experienced as health enhancing. Some also mentioned that they had the 
energy to take up activities or duties that they perceived as bad for their health condition but 
important in their life for other than health reasons (for example, as one patient mentioned 
initiating a process aimed at a clarification of status regarding disability pension). 

Similar to what has been demonstrated in this article, other studies have also 
illustrated how the experiences and perceptions of CAM are variable over time and space 
(Broom and Tovey 2008; Paterson & Britten 2004). Gould and MacPherson (2001) found 
that over time, many of the patients (42 percent) changed their primary reason for atten-
ding an acupuncturist; many from their initial physical concern to a new focus of general 
health and well-being. 

4) Between zero and zero: While the patients were asked to respond in terms of exact 
numbers when answering the questionnaires or in ways that could easily be converted to num-
bers, the patients’ narratives and my own observations showed very clearly that pains, aches 
and other problems were flowing, unstable phenomena, not easy to grasp in numbers. 

In Ann’s as well as in other patients’ cases, it happened that symptoms not being 
experienced when the acupuncture series started turned up during the period of receiving 
acupuncture. This means that to the extent these problems were addressed by the acupunc-
turist, she treated problems that were not there when the acupuncture series started, whereas 
in cases when these were successfully treated, the problems were not there at the end of 
the series. As the patients were tested by the physicians once shortly before the start of the 
series with acupuncture treatments and twice afterwards, these problems were therefore 
not registered by their research instruments. In such cases, the number registered for the 
symptom would be zero, while the patients had experienced successful healing events in 
the period between zero and zero. In fact, incidents of the immediate effect of acupuncture 
(e.g. headaches that disappeared or pains in muscles and joints that were considerably re-
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duced while the needles were inserted) experienced during or shortly after the acupuncture 
treatment were often mentioned by the patients to illustrate the basis for their trust in the 
treatment, also when these effects proved to be only temporary. This last point has, as far 
as I know, not been discussed in previous studies on acupuncture effects. 

In summation, as the examples show, the patients considered a wider repertoire 
of effects from acupuncture than the selection of outcomes measured by the physicians’ 
research instruments. Moreover, the patients’ accounts show the effects of acupuncture 
increasing or reducing in magnitude as they were woven into the complexity of life-events 
and diversities in frameworks of interpretations. These findings obviously supply reasons 
to raise important questions concerning the methodology, in particular the range of out-
comes, in acupuncture clinical research. Correspondingly, methodological conclusions 
are underscored in many of the studies just mentioned (Cassidy 1998a; 1998b; Gould & 
MacPherson 2001; Hughes 2008; Hughes et al. 2007; Paterson & Britten 2003).

Power Relations in the Context of the Integration Initiative
For the discussion in this article, however, it is the consequence of the pilot study seen in 
the context of the integration initiative, which is of prime interest. What is the role of the 
research instruments applied by the physicians in the process that, in the end, will result 
in the rejection or acceptance of acupuncture in a hospital ward? To be able to take the 
acupuncture integration initiative one step further, evidence of the effects of this treatment 
is needed. Yet the physicians have chosen research instruments that lack the capacity to 
grasp the nuances and the full range of patients’ experiences of therapeutic effects. The 
physicians are therefore risking underestimating the value of acupuncture as experienced 
by the patients. This result may reduce the chances of introducing acupuncture. 

However, the laboratory tests and the questionnaires test the outcomes that the 
biomedical community sees as relevant, concerning patients with rheumatoid arthritis. 
Since the set of questionnaires used in the acupuncture study is standard in hospitals in 
Norway, the results are likely to be considered credible, and they are easy to communicate 
back to the biomedical community in rheumatology wards in other hospitals. In contrast, 
the underlying logic of healing and disease processes according to the philosophy of 
traditional acupuncture often contradicts biomedical assumptions (Hsu 1999; Sagli 2003; 
Scheid 2002). Knowledge from acupuncture perspectives is therefore less likely to be 
found convincing by physicians. Similarly, patients’ subjective accounts of effects are not 
infrequently refused recognition by the biomedical community.

Importantly, in the argumentation above I implicitly take for granted that the 
various accounts of acupuncture effects from the perspectives of the patients, the acupunc-
turist and the physicians are assigned different statuses. When these accounts are presented 
within public health care, they are judged as more or less credible descriptions of reality. 
They imply different knowledge claims, brought forth by actors occupying widely diver-
gent positions of power. In order to understand the course of the further progress of the 
acupuncture initiative, it is therefore necessary to bring the issue of power more explicitly 
into the discussion. 

Gry Sagli: The contested reality of acupuncture effects: measurement, meaning and relations of power in the context of an integration initiative in Norway
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The power to ‘construct reality’, what Pierre Bourdieu called ‘symbolic power’ 
(Bourdieu 1977; 1993), is a very relevant form of power to consider in this context. Accor-
ding to Bourdieus’s analysis, the power to define the reality that is taken for granted – the 
reality that is doxic – is a particularly efficient form of power (Bourdieu 1977: 159–197). 
Bourdieu did not study health care, but (arguably) public health care in Norway is in some 
aspects a field that would fit the characterisation of being doxic in Bourdieu’s terminology. 
The system of public health care is doxic, for instance, in the sense that biomedical disease 
categories, such as rheumatoid arthritis, are seen as neutral descriptions of processes of the 
body, not as knowledge constructed from specific, biomedical perspectives. 

This has consequences for the design of the acupuncture pilot study and the 
integrations initiative. The physicians’ research instruments (laboratory tests and questi-
onnaires) have outcomes produced on the background of a biomedical understanding of 
RA. These instruments captured only those patients’ experiences that had been reduced to, 
or transformed into, what could be measured in biomedically acceptable terms, while the 
acupuncturists and the participating patients considered a wide scope of problems. In this 
sense, one may claim that the research tools made the physicians incapable of grasping 
some of the experiences that were valued by the patients. 

Bourdieu’s perspectives are helpful in order to recognise more clearly that this 
problem is not simply a matter of neutral methodological technicalities as former research 
has concluded. Another way of looking at the research instruments used by the physicians 
is to acknowledge that they carry the capacity to keep experiences and knowledge that is 
not in accordance with biomedical assumptions outside the institutions of public health. 
They serve as instruments to maintain biomedical dominance and to suppress alternative, 
competing accounts of acupuncture effects. 

At this point, it should be emphasised that the physicians who were responsible 
for the acupuncture pilot study expressed positive interest in acupuncture. Their interest 
was also evident through their engagement in the acupuncture integration initiative. In this 
case, it may therefore be even more necessary to include notions of power in the analysis, 
because the exercising of power in this case was not obvious. Symbolic power, as elucida-
ted by Bourdieu, is hidden, structural and impersonal. Therefore it is not recognised as an 
exercise of power (ct. Bourdieu 1977) Thus, I argue, the actors involved in the integration 
initiative, regardless of their personal viewpoints on and interest in acupuncture, seem to 
be caught into a vehicle of production and re-production of biomedical dominance. 

Concluding remarks 
In this article, I have discussed the contested reality of acupuncture effects in the context 
of an acupuncture study, which was a first step in an integration initiative. As for the quan-
titative data produced by the research tools applied by the hospital physicians, these have 
not yet been thoroughly analysed. However, the initial reading of the results of the study 
did not seem to legitimise a new larger trial as a next step in the initiative.

Establishing integrated care in public health has, for a variety of reasons, proved to 
be complicated (Gamst et al. 2006; Coulter 2004; Mulkins et al. 2005; Ruggie and Cohen 
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2005; Shuval, Mizrachi and Smetannikov 2002). I have attempted to demonstrate that a 
focus on differences between the views of RA patients and biomedical physicians on what 
constitutes legitimate acupuncture effects can be fruitful in shedding light on some aspects 
of the question of why forms of CAM, such as acupuncture, have become accepted or 
rejected as a consequence of such initiatives. The analysis presented here has underscored 
that the uneven relations of power prevailing in health care in Norway cannot be ignored 
when we attempt to understand the processes of rejection or acceptance.

The acupuncture initiative in Norway is an example of a new trend seen in Nor-
way and internationally, where the establishment of forms of CAM in public health care 
is being considered. Yet, in a historical and global perspective, there is of course nothing 
new in therapies originating in different medical traditions being combined and mixed 
in new ways. Various forms of interaction between a dominant biomedicine and various 
forms of CAM are well documented in the literature of medical anthropology (Adler 2002; 
Badone 2008; Barnes 2005; Cant & Sharma 1999; Leslie 1980; Nisula 2006; Shuval et 
al. 2002). The issue of how the efficacy of traditional, non-biomedical medicine should 
be accounted for has been a central concern in this research (Quah 2003; Waldram 2000). 
However, the current health policy of evidence-based medicine (EMB) forms new, stron-
gly influential contextual premises for recent attempts to integrate acupuncture and other 
forms of traditional therapies. 

While it is entirely reasonable and reassuring that physicians in a public hospital 
initiate measures to establish or disprove that a certain therapy works for the group of pa-
tients for whose medical care they are responsible, evidence – as my research contributes 
to with new examples of – is never neutral. Thus, what will count as legitimate treatment 
effects in the context of CAM integration initiatives stands out as a core issue. Rejection 
or acceptance of new therapies in public health seems to be closely associated with the 
answer to this question. 

On the basis of the analysis of the integration initiative in Norway, it can be 
concluded that for actors interested in the integration of CAM in public health it seems 
a necessary step to recognise the existence of uneven power relations when plans for 
integration are developed. It is, of course, not uncommon in social science research to 
acknowledge power dimensions between actors in public health care. However, in debates 
among health professionals there is, as some observers have noted (e.g. Grimen 2009), a 
strange lack of discussions about power. My analysis suggests that when integration plans 
are discussed, power is an issue that needs to be explicitly addressed.

To the extent results of uneven power relations are recognisable, measures to 
counteract illegitimate consequences need to be developed. In this Norwegian study, an 
acupuncturist who practices according to traditional Chinese medicine was engaged to 
conduct the treatments. Apparently, this would serve to work against biomedical authority. 
However, as my analysis has shown, such a step was not sufficient to counteract biomedical 
dominance. New initiatives will, as a minimum, have to include measures that ensure that 
patients’ voices and perspectives are granted more weight and value. 

Gry Sagli: The contested reality of acupuncture effects: measurement, meaning and relations of power in the context of an integration initiative in Norway



52

Anthropological Notebooks, XVI/2, 2010

References
Adler, Shelley R. 2002. Integrative medicine and culture: Toward an anthropology of CAM. Medical Anthro-

pology Quarterly 16 (4): 412–414.
Alraek, Terje and Anders Baerheim. 2001. ‘An empty and happy feeling in the bladder…’: Health changes 

experienced by women after acupuncture for recurrent cystitis. Complementary Therapies in Medicine 9 
(4): 219–223.

Alraek, Terje and Anders Baerheim. 2003. The effect of prophylactic acupuncture treatment in women with 
recurrent cystitis: kidney patients fare better. Journal of Alternative and Complementary Medicine 9(5): 
651–658

Arnett, Frank C., Steven M. Edworthy, Daniel A. Bloch, Dennis J. McShane, James F. Fries, Norman S. Cooper, 
et al. 1988. The American Rheumatism Association 1987 revised criteria for the classification of rheumatoid 
arthritis. Arthritis and Rheumatism 31 (3): 315–324.

Badone, Ellen. 2008. Illness, biomedicine, and alternative healing in Brittany, France. Medical Anthropology 
27 (2): 190–218.

Baer, Hans A. 2004. Toward an Integrative Medicine: Merging Alternative Therapies with Biomedicine. Walnut 
Creek, CA: AltaMira Press.

Barnes, Linda L. 2005. American acupuncture and efficacy: Meanings and their points of insertion. Medical 
Anthropology Quarterly 19 (3): 239–266.

Barrett, Bruce. 2003. Alternative, complementary, and conventional medicine: Is integration upon us? Journal 
of Alternative and Complementary Medicine 9 (3): 417–427.

Barry, Christine A. 2006. The role of evidence in alternative medicine: contrasting biomedical and anthropological 
approaches. Social Science & Medicine 62 (11): 2646–2657.

Bodeker, Gerard, Chi-Keong Ong, Chris Grundy, Gemma Burford and Kin Shein. 2005. WHO Global Atlas of 
Traditional, Complementary and Alternative Medicine. Kobe: World Health Organization.

Bourdieu, Pierre 1977. Outline of a Theory of Practice. Cambridge: Cambridge University Press. 
Bourdieu, Pierre. 1993. Language and Symbolic Power. Harvard: Harvard University Press. 
Broom, Alex and Phillip Tovey. 2008. Exploring the temporal dimension in cancer patients’ experiences of 

Nonbiomedical Therapeutics. Qualitative Health Research 18 (12): 1650–1661.
Cant, Sarah and Ursula Sharma. 1999. A New Medical Pluralism? Alternative Medicine, Doctors, Patients, and 

the State. London: UCL Press. 
Casimiro, Lynn, Les Barnsley, Lucie Brosseau, Sarah Milne, Vivian Welch, Peter Tugwell and George A.Wells. 

2005. Acupuncture and electroacupuncture for the treatment of rheumatoid arthritis. Cochrane Database 
Systematic Review (4): CD003788.

Cassidy, Claire M. 1998a. Chinese medicine users in the United States. Part I: Utilization, satisfaction, medical 
plurality. Journal of Alternative and Complementary Medicine 4 (1): 17–27.

Cassidy, Claire M. 1998b. Chinese medicine users in the United States. Part II: Preferred aspects of care. Journal 
of Alternative and Complementary Medicine, 4 (2): 189–202.

Coulter, Ian D. 2004. Integration and paradigm clash: the practical difficulties of integrative medicine. In: Peter 
Tovey, Gary Easthope and Jon Adams (eds.), The Mainstreaming of Complementary and Alternative Medi-
cine. London: Routledge Taylor and Francis Group, pp.103–122.

Det kongelige helsedepartement (The Royal Ministry of Health) 2002–3 Ot.prp.nr. 27 Om lov om alternativ 
behandling av sykdom mv (Proposition no 27. On the Act relating to the alternative treatment of disease, 
illness etc.). Oslo: Government Administration Services.

Eisenberg, David M., Roger B. Davis, Susan L. Ettner, Scott Appel, Sonja Wilkey, Maria van Rompay and Ronald 
C. Kessler. 1998. Trends in alternative medicine use in the United States, 1990–1997: results of a follow-up 
national survey. JAMA, 280 (18): 1569–1575.

Ernst, Edzard. 1998. Usage of complementary therapies in rheumatology: a systematic review. Clinical Rheu-
matology 17 (4): 301–305.

Ernst, Edzard, Max H. Pittler, Barbara Wider and Kate Boddy. 2007. Acupuncture: its evidence-base is changing. 
American Journal of Chinese Medicine 35 (1): 21–25.

Fønnebø, Vinjar and Laila Launsø. 2007. Bruk av alternativ behandling i Norge [Use of alternative medicine 
in Norway]. Tromsø: Nifab (National Information Center for Alternative Treatment). http://www.nifab.no/
nyheter/nyheter_fra_nifab/femdoblet_bruken. Accessed on the 30 December 2009, pp.1–12.



53

Gamst, Are, Niels Haahr, Agnete E. Kristoffersen and Laila Launsø. 2006. Integrative care and bridge building 
among health care providers in Norway and Denmark. Journal of Alternative and Complementary Medicine 
12 (2): 141–146.

Good, Byron J. 1994. Medicine, Rationality, and Experience: An Anthropological Perspective. Cambridge: 
Cambridge University Press.

Gould, Alison and Hugh MacPherson. 2001. Patient perspectives on outcomes after treatment with acupuncture. 
Journal of Alternative and Complementary Medicine 7 (3): 261–268.

Grimen, Harald. 2009. Some reflections on an absent issue. Medical Anthropology Quarterly 23, 16–33.
Hsu, Elisabeth. 1999. The Transmission of Chinese Medicine. Cambridge: Cambridge University Press.
Hughes, John G., Juliet Goldbart, Eileen Fairhurst and Kara Knowles. 2007. Exploring acupuncturists’ perceptions 

of treating patients with rheumatoid arthritis. Complementary Therapies in Medicine, 15 (2): 101–108.
Hughes, John G. 2008. Acupuncture for rheumatoid arthritis and the impact of acupuncturist affiliation to a 

traditional or western theoretical framework: exploring the perceptions of acupuncturists and patients. 
Unpublished doctoral thesis. Manchester: Manchester Metropolitan University.

Jackson, Sue and Graham Scambler. 2007. Perceptions of evidence-based medicine: traditional acupuncturi-
sts in the UK and resistance to biomedical modes of evaluation. Sociology of Health and Illness 29 (3): 
412–429.

Johnsen, Jan R. 2006. Health systems in transition, Norway. Copenhagen: World Health Organization Regional 
Office for Europe.

Kildal, Nanna and Stein Kuhnle. 2005. Normative foundations of the welfare state: the Nordic experience. 
London: Routledge.

Kleinman, Arthur. 1980. Patients and Healers in the Context of Culture: an Exploration of the Borderland between 
Anthropology, Medicine, and Psychiatry. Berkeley: University of California Press. 

Kvien, Tore K., Marte Heiberg, Elisabeth Lie, Cecilie Kaufmann, Knut Mikkelsen, Bjørn-Yngvar Nordvåg and 
Erik Rødevand. 2005. A Norwegian DMARD register: prescriptions of DMARDs and biological agents to 
patients with inflammatory rheumatic diseases. Clinical and Experimental Rheumatology 23 (Suppl 39): 
188–194.

Lambert, Helen, Elisa J. GordonElizabeth A. Bogdan-Lovis. 2006. Introduction: Gift horse or Trojan horse? Social 
science perspectives on evidence-based health care. Social Science & Medicine 62 (11): 2613–2620.

Leslie, Charles. 1980. Medical pluralism in world perspective [1]. Social Science & Medicine. Part B: Medical 
Anthropology, 14: 191–195.

Maciocia, Giovanni. (1994). The Practice of Chinese Medicine. Edinburgh: Churchill Livingstone.
MacPherson, Hugh, Richard Nahin, Charlotte Paterson, Claire M. Cassidy, George T. Lewith and Richard Ham-

merschlag. 2008. Developments in acupuncture research: big-picture perspectives from the leading edge. 
Journal of Alternative and Complementary Medicine 14 (7): 883–887.

MacPherson, Hugh, Nityamo Sinclair-Lian and Kate Thomas. 2006. Patients seeking care from acupuncture 
practitioners in the UK: a national survey. Complementary Therapies in Medicine 14 (1): 20–30.

MacPherson, Hugh and Kate Thomas. 2008. Self-help advice as a process integral to traditional acupuncture 
care: implications for trial design. Complementary Therapies in Medicine 16 (2): 101–106.

MacPherson, Hugh, Kate Thomas, Stephen Walters and Mike Fitter. 2001. A prospective survey of adverse events 
and treatment reactions following 34,000 consultations with professional acupuncturists. Acupuncture in 
Medicine 19 (2): 93–102.

Mizrachi, Nissim and Judith T. Shuval. 2005. Between formal and enacted policy: changing the contours of 
boundaries. Social Science & Medicine 60 (7): 1649–1660.

Mulkins, Andrea L., Joanna Eng and Marja J. Verhoef. 2005. Working towards a model of integrative health care: 
Critical elements for an effective team. Complementary Therapies in Medicine 13 (2): 115–122.

Nahin, Richard L. and Stephen E. Straus. 2001. Research into complementary and alternative medicine: problems 
and potential. British Medical Journal 322 (7279): 161–164.

Nisula, Tapio. 2006. In the presence of biomedicine: Ayurveda, medical integration and health seeking in Mysore, 
South India. Anthropology & Medicine 13(3): 207–224.

Opinion 2006. Befolkningsundersøkelse om akupunktur [Population survey on the use of acupuncture],Oslo. 
http://www.akupunktur.no/media/NAFO%20Rapport%20be8230nders%C3%B8kelse.pdf. Accessed on the 
30 December 2009.

Gry Sagli: The contested reality of acupuncture effects: measurement, meaning and relations of power in the context of an integration initiative in Norway



54

Anthropological Notebooks, XVI/2, 2010

Paterson, Charlotte. 2006. Measuring changes in self-concept: a qualitative evaluation of outcome questionnai-
res in people having acupuncture for their chronic health problems. BMC Complementary and Alternative 
Medicine, 6(1): 7.

Paterson, Charlotte. 2007. Patients’ experiences of Western-style acupuncture: the influence of acupuncture 
‘dose’, self-care strategies and integration. Journal of Health Services Research and Policy, 12 Supplement: 
1–45.

Paterson, Charlotte and Nicky Britten. 2003. Acupuncture for people with chronic illness: combining quali-
tative and quantitative outcome assessment. Journal of Alternative and Complementary Medicine 9 (5): 
671–681.

Paterson, Charlotte and Nicky Britten. 2004. Acupuncture as a complex intervention: a holistic model. Journal 
of Alternative and Complementary Medicine 10 (5): 791–801.

Quah, Stella R. 2003. Traditional healing systems and the ethos of science. Social Science & Medicine 57 (10): 
1997–2012.

Ruggie, Mary and Michael H. Cohen. 2005. Integrative Medicine Centers: Moving Health Care in a New Di-
rection. Seminars in Integrative Medicine 3 (1): 9–16.

Sackett, David L. and Rosenberg, William M. 1995. On the need for evidence-based medicine. Journal of Public 
Health Medicine 17 (3): 330-334.

Sagli, Gry. 2003. Acupuncture Recontextualized: the Reception of Chinese Medical Concepts among Practitioners 
of Acupuncture in Norway.Unpublished doctoral thesis. Oslo: Faculty of Arts, University of Oslo.

Salomonsen, Laila, Sameline Grimsgaard and Vinjar Fønnebø. 2003. Bruk av alternativmedisinsk behandling 
ved norske sykehus [Use of alternative medicine in Norwegian hospitals]. Tidsskrift for Den norske lege-
forening  5 (123): 631–633.

Scheid, Volker. 2002. Chinese Medicine in Contemporary China: Plurality and Synthesis. Durham, NC: Duke 
University Press.

Shea, Jeanne L. 2006. Applying evidence-based medicine to traditional Chinese medicine: debate and strategy. 
Journal of Alternative and Complementary Medicine 12 (3): 255–263.

Shuval, Judith T., Nissin Mizrachi and Emma Smetannikov. 2002. Entering the well-guarded fortress: alternative 
practitioners in hospital settings. Social Science & Medicine, 55 (10): 1745–1755.

Tindle, Hilary A., Roger B. Davis, Robert S. Phillips and David M. Eisenberg. 2005. Trends in use of comple-
mentary and alternative medicine by US adults: 1997–2002. Alternative Therapies in Health and Medicine 
(11): 2–49.

Uhlig, Till, Espen A. Haavardsholm and Tore K. Kvien. 2006. Comparison of the Health Assessment Question-
naire (HAQ) and the modified HAQ (MHAQ) in patients with rheumatoid arthritis. Rheumatology (Oxford) 
45 (4): 454–458.

Verhoef, Marja J., Ann L. Casebeer and Robert J. Hilsden. 2002. Assessing efficacy of complementary medicine: 
adding qualitative research methods to the ‘Gold Standard’. Journal of Alternative and Complementary 
Medicine, 8 (3): 275–281.

Waldram, James B. 2000. The efficacy of traditional medicine: Current theoretical and methodological issues. 
Medical Anthropology Quarterly 14 (4): 603–625.

World Health Organization 2002a. WHO Traditional Medicine Strategy 2002–2005. Geneva: World Health 
Organization.

World Health Organization 2002b. Acupuncture: Review and Analysis of Reports on Controlled Clinical Trial. 
Geneva: World Health Organization (WHO), pp.1–87.



55

POVZETEK
Trenutna zdravstvena politika, ki temelji na medicinskih dokazih zahteva, da se ob uvajanju 
novih terapij v javni zdravstveni oskrbi dokaže učinkovitosti zdravljenja s temi terapijami. 
V kontekstu iniciative, ki se je borila za vključitev akupunkture v javno bolnišnico na 
Norveškem, se ukvarjam s spornimi resničnostmi učinkov tako, da se osredotočam na 
razlike med pogledi pacientov, kaj so učinki akupunkture in učinki, ki jih z raziskavami 
merijo zdravniki. V analizi se naslanjam na etnografske podatke terenskega dela na 
kliniki za akupunkturo, v kateri so bolnikom z revmatoidnim artritisom (RA) ponudili 
akupunkturo v okviru pilotne klinične študije, ki je bila prvi korak v poskusu vključevanje 
akupunkture. Z uporabo koncepta simbolne moči Pierrea Bourdieuja, se osredotočam na 
dimenzije moči, ki jih vsebujejo tovrstna vrednotenja medicinskih terapij in integracijski 
procesi. V zaključku vsem, ki želijo integrirati akupunkturo ali druge oblike alternative 
in komplementarne medicine, predlagam, da spoznajo potrebo po ustreznem merjenju 
učinkov, s pomočjo katerega se lahko zoperstavijo nelegitimnim posledicam odločitev 
biomedicinskih organov pri načrtovanju integracije.

KLJu^NE BESEDE: akupunktura, alternativna in komplementarna medicina (CAM), javno 
zdravstvo, razmerja moči, izkušnje bolnikov, medicinska antropologija
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