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Introduction
Reiki

Reiki is a Japanese form of hands-on energy healing 
in which a certified practitioner places his or her hands 
on or near the head, throat, chest, abdomen, knees, and 
feet of an individual to redistribute stagnant energy.1 We 
see Reiki as a narrative therapy that minimizes verbal 
dialogue in favor of energetic and/or analog conversa-
tion. Stories unfold nonverbally through the interaction 
of giver and receiver that can be put into words in the 
post-session discussions that ensue.

Contemplative practices such as Reiki and meditation 
have been reported to be helpful to decrease burnout 

and stress-related health problems.2 Self-care practices 
such as Reiki studied in hospital settings with nurses 
have been reported to serve as a way for nurses to 
avoid stress and burnout, cope with increasingly busy 
and hectic acute-care settings, nurture themselves, and 
provide a caring, supportive environment for patients.1,3

Brathovde3 studied 10 nurses and nursing students who 
attended a 1.5-hour educational Reiki session and reported 
that they felt “more present” with patients and “more 
connected” with others after learning about Reiki. Cohen-
Katz et al4 published similar results with 25 nurses, who 
reported feeling more present and available to patients.

Reiki has immediate physiologic benefits.5 Thirty 
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Abstract
Introduction:	Reiki	is	a	Japanese	form	of	energy	healing	that	has	become	popular	in	the	US.	Reiki	training	involves	

three	stages—levels	I,	II,	and	III—to	a	master	practitioner	level	and	requires	both	giving	and	receiving	Reiki.	We	set	
out	to	implement	a	program	to	train	clients	of	a	supported	residence	in	Brooklyn,	NY.	They	were	all	older	than	age	
50	years	and	had	HIV/AIDS	and	substance-abuse	and/or	mental-health	disorders.

Methods:	A	qualitative,	narrative-inquiry	study	was	conducted.	The	Reiki	master	kept	a	journal	of	her	3	years	
of	providing	90	minutes	of	Reiki	treatment	and/or	training	once	weekly	at	the	residence.	Forty-five	of	50	potential	
participants	attended	these	sessions	with	various	frequencies.	Stories	were	collected	from	35	participants	regarding	
their	experience	of	Reiki	training.	We	posited	success	as	continued	involvement	in	the	program.

Results:	All	35	participants	reported	receiving	benefit	from	participation	in	Reiki.	Participants	first	took	part	in	
training	because	of	the	offered	subway	tokens;	however,	40	continued	their	involvement	despite	a	lack	of	com-
pensation.	When	asked	why	they	continued,	participants	reported	life-changing	experiences,	including	a	greater	
ability	to	cope	with	addictions,	a	greater	ability	to	manage	counseling,	healing	of	wounds,	improvement	of	T-cell	
counts,	and	improved	skills	of	daily	living.

Conclusion:	Reiki	training	can	be	successfully	implemented	in	a	supported	housing	facility	with	people	with	
HIV/AIDS	and	comorbid	disorders.	Some	people	in	our	study	population	reported	areas	of	improvement	and	life-
changing	experiences.	Our	study	did	not	establish	the	efficacy	of	Reiki,	but	our	findings	support	the	effect	of	the	
entire	gestalt	of	implementing	a	program	related	to	spirituality	and	healing	and	supports	the	goal	of	implementing	
a	larger	randomized,	controlled	trial	in	this	setting	to	establish	the	efficacy	of	Reiki.
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minutes of Reiki produced a statistically significant re-
duction in anxiety, increase in salivary immunoglobulin 
A levels, and decrease in systolic blood pressure but 
did not change salivary cortisol levels. Skin temperature 
increased and muscle tension, measured by electromy-
elography, decreased while participants received Reiki, 
but differences before and after the performance of 
Reiki were not significant.6

Reiki also statistically significantly decreased cancer-
related fatigue, pain, and anxiety when compared with 
rest in a randomized, cross-over trial.7 Another study, 
however, found no effect of Reiki healing on fibromyal-
gia pain when 100 study participants were randomized 
to treatment given by either a Reiki Master or an actor.8 
For pain and anxiety, one randomized, controlled trial 
(RCT) showed intergroup differences compared with 
a sham control. For stress and hopelessness, another 
RCT showed beneficial effects of Reiki and distant Reiki 
compared with a distant sham control.9

A number of qualitative studies have shown some 
benefit from Reiki. Gallob10 reported benefits in anec-
dotes, case studies, and exploratory research for Reiki 
for relaxation, pain relief, physical healing, reducing 
emotional distress, and deepening participants’ aware-
ness of spiritual connections. Bossi et al11 reported that 
Reiki helped cancer patients to feel more peaceful and 
experience less pain. Burden et al12 report stories of 
Reiki’s benefit in the palliative care setting, including 
its use for the reduction of anxiety, stress, and pain 
perception and for its promotion of a sense of well-
being, particularly psychospiritual well-being.

In this report, we describe a pilot project of Reiki 
use in a unique population of clients in whom HIV/
AIDS had been diagnosed who lived in a group resi-
dence in Brooklyn, NY managed by Housing Works, a 
New York City not-for-profit  agency providing shelter, 
housing or housing assistance, and medical treatment 
to impoverished, HIV positive, not otherwise housed 
and marginalized patients. We wanted to determine 
whether residents would accept Reiki training and 
would engage in its practice, and we also wanted to 
test the feasibility of a larger clinical trial. We report 
the results of our Reiki master’s (NR) experience (as 
chronicled in her journal) and the results of qualitative 
assessment, through narrative inquiry, of the experi-
ences of participants.

Narrative Inquiry
Narrative inquiry is an approach to understanding 

and researching the way people make meaning of their 
lives as stories.13 Feminist scholars have found narrative 

analysis useful for data collection of perspectives that 
have been traditionally marginalized, such as those of 
the people whom we studied.

Connelly and Clandinin14 defined narrative inquiry as 
the study of experience of story, first and foremost as 
a way of thinking about experience. It is based on the 
idea that people lead storied lives, shaping their daily 
lives by stories of who they and others are, and how 
they interpret their past in terms of these stories. Story 
is a portal through which a person enters the world 
and by which the person’s experience of the world is 
interpreted and made personally meaningful. Narrative 
is the phenomenon studied in inquiry. Connelly and 
Clandinin identified three commonplaces of narrative 
inquiry—temporality, sociality, and place, all of which 
specify the dimensions of an inquiry space or places to 
direct one’s attention in conducting a narrative inquiry, 
and all of which must be addressed simultaneously.

Within this model, events and people always have a 
past, present, and future. It is important to understand 
people, places, and events as in process, as always in 
transition. Narrative inquirers are concerned with the 
feelings, hopes, desires, aesthetic reactions, and moral 
dispositions of the inquirer and study participants.14 They 
draw attention to the existential conditions, the envi-
ronment, surrounding factors and forces—people and 
other presences—that form each individual’s context. 
The specificity of location is crucial. Narrative inquirers 
think through the impact of each place on experience. 
Narrative beginnings speak to the researcher’s relation-
ship to and interest in the inquiry. In this case, NR felt 
challenged to do all she could for this population and 
wondered how best to do that. She believed that Reiki 
was effective and would help, but she did not know 
whether people would be attracted to learning how to 
give it or would accept and incorporate it. The larger 
social context of this, for her, was the typical limitation of 
Reiki training to people of higher socioeconomic status 
who can afford it. NR wondered how a lower socioeco-
nomic group would accept being trained to offer Reiki.

Thus, the study of narrative is the study of the ways 
humans experience the world. This general concept is 
refined to the view that research is the construction and 
reconstruction of personal and social stories.

Methods
Design

Naturalistic or narrative inquiry methods were used 
from a standpoint of the methodology of constructiv-
ist inquiry15,16 to collect stories from participants about 
their interaction with Reiki. We wanted to know their 
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perceptions of the experience of receiving and some-
times giving Reiki and also their explanations for why 
they continued to go to treatment for so long (three 
years), which typically was much longer than the usual 
duration of treatment attendance.

This type of qualitative research uses participant 
stories, or testimony, to explore the complexity of 
responses to a phenomenon such as introducing Reiki 
into the milieu of a supported-living residence for 
people older than age 50 years with HIV/AIDS.17–21 
We wanted to compare the perspectives of receivers, 
givers, and observing staff. In addition, we wanted to 
understand what it meant to these different constituen-
cies for a Reiki program to be implemented and how 
people who participated experienced it, as clients and 
as practitioners. The collection of story was an interac-
tive, iterative process that took place over weeks and 
months as the Reiki master and the participants and 
then the other 2 coauthors spoke together about the 
stories that had been told, working discursively with 
the participants and with one another to achieve a 
consensus about what the Reiki experience meant to 
the participants.

Participants
Forty participants chose to participate in weekly 

Reiki sessions; 5 were lost to follow-up monitoring. 
All participants were older than age 50 years, had 
HIV/AIDS, needed supportive housing, and almost 
always had comorbid substance abuse and/or mental 
health conditions and chemical dependence in addi-
tion to histories of homelessness, incarceration, and 
domestic violence that other organizations deemed 
“too challenging to serve.” All received supported-
living services at Housing Works’ East New York 
(Brooklyn) facility, offering a program of “health, 
housing, AIDS prevention, legal, and case manage-
ment services” to “help our clients empower them-
selves and actively manage their HIV.” Eighty-five 
percent were men (Table 1).

Program
In May 2007, NR joined the Housing Works program 

staff to offer Reiki for 1.5 hours 1 day per week. Hous-
ing Works also provided yoga, meditation, massage, 
and acupuncture in addition to conventional medical 
services. The program provided its clients with a 2-fare 
Metro Card for public transportation as an incentive 
each time they availed themselves of an alternative or 
conventional service. The Reiki program began with 
five 10-minute sessions. During the 3-year period that 

the Over-Fifty Program continued, the group com-
prised some 40 people who attended Reiki sessions. 
Thirty-five continued to attend over the course of 3 
years, with as many as 20 people being seen in any 
given month, of whom 10 were regulars, meaning 
an average attendance of more than once a month. 
(Clients were not allowed to attend twice in succes-
sion.) Thirty-five people were available in the final 
quarter of 2009 to tell their stories about participation 
in the project.

Data Collection
The Reiki master collected stories from participants 

during and between sessions at the residence. Struc-
tured, specific questions were not asked. Rather, the 
focus was to stimulate a conversation about the par-
ticipants’ experience of receiving Reiki and learning 
to give Reiki. Before each session, clients would be 
asked how they were doing in general, about their 
specific conditions in particular, and on what they 
wanted to focus during that session. Everyone was 
asked about 1) what their experience of the session 
was like; 2) if they were ongoing clients, what their 
ongoing experience was, including whether they 
believed that attending Reiki sessions was helping 
their ongoing condition; 3) about any other therapies 
that they believed were helping; 4) about any other 
life changes; and 5) about their personal practice of 
Reiki and whether they use it on themselves and/
or others. This was done in a conversational manner, 

Table	1.	Summary	of	population	demographics	
and	results
Demographic Value
Number	of	people	eligible	to	participate 45
Number	who	chose	to	participate 40
Number	lost	to	follow-up	monitoring 5
Number	participating	in	narrative	
interviews

35

Number	who	were	HIV	positive 45
Number	with	“high	stress” 45
Number	with	pain-related	disorders 23
Number	with	HIV	complications 45
Number	with	drug	abuse 39
Number	with	a	mental-illness	diagnosis 43
Number	who	reported	improvement 35	(100%)
Number	attending	once	or	more	per	
month	for	three	years

10	(25%)

Number	attending	at	least	once	every	
other	month	for	three	years

19	(47.5%)

Number	trained	to	give	Reiki 23	(57.5%)
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sometimes in Spanish. This is consistent with methods 
of ethnography advocated by others.17,18 Many people 
spontaneously told stories in a desire to “testify” about 
the impact of Reiki upon them. The Reiki master re-
corded stories in her journal. She also kept a journal 

of her own experiences in the program. As 
recommended by Mills et al22 to achieve 
equal sharing of power, interviews were 
done when the participants found it conve-
nient—before or after their Reiki sessions, 
as they were waiting for other activities 
or treatments, at lunchtime, and at other 
times. Given their sensitivity to hierarchi-
cal interviews by people with power over 
their lives, we felt it important to adopt a 
more flexible and unstructured approach to 
questioning, giving participants power over 
the direction of the conversation and sharing 
the interviewer’s understanding of the key 
issues arising. She used an open stance that 

included sharing of personal details and answering 
questions.23 Not only was this ethically important to us 
but it was also the case that some participants would 
not have spoken had any other stance been taken.

In keeping with our constructivist approach to 
qualitative methodology, including grounded theory, 
we did not construct an independent panel of external 
raters as is often done; instead, we took the stories 
back to the people who told them for comment, 
refinement, and evaluation as to the accuracy of our 
version compared with what they meant. In later 
work, the originators moved toward acknowledging 
the coconstruction of meaning between researcher 
and participant as implicit in the interview process. 
Constructivists believe that the data that will emerge 
from the inquiry arises precisely through the interac-
tion of the interviewer and the study participant.24

Results
Stories were collected from clients about their experi-

ences of giving and receiving Reiki. Some of these stories 
were phenomenal and may represent the role of Reiki 
in activating what Benson has called the self-healing 
response.25 As primary data, 12 people’s stories, taken 
from the journal of the Reiki master (NR), are presented 
as representative of all 35 participants. The other two 
authors (BM and LMM) visited with 22 of the participants 
and confirmed that these stories represented accurate 
portrayals of their experience. All participants confirmed 
the accuracy and sometimes added more details. Their 
names have been changed, of course.

Effects on Individuals
What was intriguing about this population was its 

consistency in attending Reiki sessions for the 3 years 
that the Over-Fifty Program lasted, with only 5 people 
dropping out. We wondered why; we wondered what 
made the difference for them. All 35 participants told 
positive stories about their participation in Reiki, with 
all reporting some level of benefit immediately after 
the session. All reported consistently experiencing 
benefit over time. Because these are not people who 
typically want to please, we wondered what story they 
would tell about the benefit and why they kept com-
ing. Table 1 summarizes our population and our results.

Nick reported a large open wound on one leg that 
would not heal for more than 10 years; it was always 
bandaged and smelled. NR made frequent entries in 
her journal about Nick telling her that his wound was 
healing and that he was certain that it was because of 
Reiki. (He learned Reiki in the first class.) Nick told 
her that at one point, maggots grew in the wound. 
In November 2008, he announced that it had healed 
completely, and he rolled back his pants leg to show 
NR. Indeed, there was no open sore. He proudly at-
tributed its healing to Reiki, though he was reluctant 
to believe that his doing Reiki on himself from time to 
time had helped much. He insisted that the sessions he 
had received from NR had healed his wound. Descrip-
tions of Nick in the journal showed that in general, he 
moved from being very pessimistic and angry to being 
someone who solved his daily-living problems as they 
came up, felt grateful, and said he wanted to be a “bet-
ter person.” Nick described what he felt after sessions 
by saying, “I feel the energy going from [various places 
in his body], down through my legs and out”; “I feel 
things leaving my body through my feet”; “I feel as if 
a hand is massaging my muscles deeply.” (He said this 
often even when not being actually physically touched.) 
He reported his T-cell count rising from 19 cells/mm3 
when he first started the Reiki, to more than 200 cells/
mm3 by February 2010. In LMM’s interview with him, 
he also said that after the Reiki sessions, he was able 
to think more clearly and he made more progress in 
his counseling sessions.

After the second class, one of the clients, Batiste, 
who had received level 2 attunement, came forward to 
speak. (There are three levels of attunement. Level 1 
enables people to work on themselves and on friends 
and family. Level 2 adds symbols drawn on the palm 
of the hand so that the person can actively use those 
symbols when he or she works. The person is given a 
paper with the three symbols to take home and study. 
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Level 2 also adds the capacity to do distance healing. 
The three symbols connect to the physical level, the 
mental–emotional level, and the spiritual level. Level 
3 is the master level, in which people learn to teach to 
others.) Batiste spoke emphatically about how much 
the self-Reiki had helped him, especially emphasizing 
his being able to do it on himself. He said it had taken 
away the severe stomach problems he had had. He 
also said Reiki had taken away his severe depression 
and that for the first time in a long time, he actually felt 
hopeful. He added that Reiki had given him a purpose 
in life. NR learned that he had been a nurse’s aide 
in his country for 32 years. He asked NR how much 
money he would have to pull together to learn how to 
teach Reiki to others, saying that he thought he could 
get some money from his brother for this, and he of-
fered to pay NR for training at the master level. She 
said that she would teach him as part of the program. 
She wanted to start a large program for teaching the 
poor and homeless; he was very excited and said that 
he wanted to be part of it. At the same time, he began 
volunteering at Housing Works, including packaging 
and distributing condoms at subway stops.

With his level-2 Reiki, he voluntarily began offering 
Reiki to members of the staff at Housing Works and to 
clients who were not part of the Over-Fifty Program. 
He told NR that the lead physician asked him at times 
to help incoming clients who were having a hard time 
(with drugs and detoxification), by giving them Reiki 
sessions. He reported that he did this with “great suc-
cess.” In a meeting that Batiste set up, the physician 
said to NR that he knew that the Reiki worked and that 
he would like NR to offer it at three other sites.

Batiste also got permission to schedule regular Reiki 
sessions as part of the creative arts program for clients 
and staff. He began a campaign of voluntary work to 
help staff file items away and put their offices in order. 
He cleaned up the Reiki room before sessions and set 
up the Reiki table for NR. Before he began doing this, 
NR had had to spend time between sessions looking for 
the next client on the list, which wasted time.

NR wrote in her journal that she noticed that the 
energy in the shelter was changing and becoming more 
relaxed. Batiste proudly told her how he spent time 
doing Reiki in different rooms every day to change the 
energy. He was proud that the atmosphere felt differ-
ent. The Director of Creative Arts confirmed how much 
the Reiki program helped, carrying over to the general 
situation: She agreed that the energy of the residence 
was indeed changing.

Batiste began bringing a CD player and music (Gre-

gorian chants, Beethoven, etc) for the sessions and 
purchased a lace table mat and incense, which clients 
loved. Several times, when his name was on the list, 
he asked NR to give his session to someone else who 
needed it more than he did. He also brought staff to 
experience Reiki sessions to understand the benefits, 
saying that this would help to change the energy of 
stress in the residence. Some of the staff began to ask 
him for Reiki sessions.

In her journal, NR noted an increase in interest in 
Reiki by all her clients after the second round of classes.

Tomas, who had received level-2 attunement, and 
had said from the beginning that Reiki helped him, 
explicitly said that Reiki made a difference in his life. 
He did Reiki on himself regularly (sometimes daily), 
decreasing the arthritis pain in his knees. NR saw 
that his knees were less bent when he walked. He 
spent a few days in jail at one point in early 2009, 
and he told NR that the Reiki helped when he was 
“sleeping on concrete.” He also said that he had done 
Reiki on his children, and they were amazed at the 
heat in his hands.

Helen had a bad leg, which was shorter than the 
other one, because of a hip lesion, and she walked with 
a cane. She began attending Reiki sessions in early 2009 
and would frequently report the high levels of pain 
that she felt. She came only to the second part of the 
class for Reiki 1 in 2009 and therefore had only two of 
the four level-1 attunements. Nevertheless, she began 
saying that normally when she got up every morning, 
there was terrible pain in her leg, but since she had 
been doing Reiki on it, the pain would go away for 
the rest of the day. In addition, she had surprised her 
family by doing some dance steps.

Helen also said she began doing Reiki on her daugh-
ter, who had regular asthma attacks and needed to use 
an inhaler several times a week. At first, her daughter 
had been skeptical, said Helen, but over the summer 
her daughter had had to use the inhaler only once.

An older man, Ernesto, came at the beginning 
of the program. He was confused and told NR that 
he had Alzheimer disease and terrible arthritis pain 
throughout his body. After the first Reiki class, he 
stopped coming to the sessions. Because he seemed 
so confused, NR did not expect him to keep up the 
Reiki. When asked why he no longer came for Reiki 
sessions, he said that he had dropped out of the 
Over-Fifty Program. In the summer of 2009, NR en-
countered him on the street. She noticed that he no 
longer seemed confused. When asked to come to Reiki 
sessions sometime, he smiled, and, motioning to his 
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hands, said, “That heat—it really helps the pain.” He 
did Reiki on himself at least once a week, whenever 
he lay down and “remembered.” “It helps a lot,” he 
said. NR noticed that he walked better.

Nick, during the first year and a half of the program, 
attended sessions infrequently. When he did come, 
he was very angry and agitated, saying that he was 
“stressed out.” He would wear earphones and listen 
to rap music during the sessions. He said he came be-
cause during the sessions, he went to “bye-bye land,” 
and it reduced his stress. During the summer of 2009, 
he attended more often because of a bad pain on the 
back of his thigh (which he thought was due to past 
shingles) and beginning neuropathy in his foot, also 
very painful. He soon stopped wearing earphones dur-
ing the Reiki sessions and became visibly more relaxed, 
even energetic. At first, the pain in his thigh would 
come back, he said, about an hour after each session, 
but it gradually took longer to come back, until it was 
completely gone. His foot pain was also reduced to 
almost nothing most of the time.

Since Donald had undergone surgery for cancer on 
his leg, he had felt much pain on walking. Over the 
months, the pain was relieved during the sessions, and 
it came back less and less until it was nearly gone. 
He then walked much better. He did Reiki on himself 
regularly (sometimes every day), and even though he 
was not a verbal person, he said that it helped him. 
Eventually, he no longer mentioned his leg and just 
requested an overall body session because his leg 
didn’t need treatment.

Bradley went through a period of dealing with 
kidney stones and terrible pain. He would come for 
Reiki to alleviate the pain, and he continued attending 
sessions after he had an operation. He said that he did 
Reiki on himself regularly. He never said much, but NR 
overheard him explaining to someone what Reiki is, 
and he said, “She puts her hands on you, and it takes 
the negative energy out.”

Olivia came for Reiki only a few times during the 
Over-Fifty Program. She said so little that NR could not 
tell what she thought of the Reiki. NR figured that Olivia 
was only there for the Metro Cards. At one class, she 
received the Reiki level-1 attunements and instruction, 
but NR did not expect her to practice. NR was surprised 
when, much later, she asked Olivia what she thought 
of Reiki. Olivia replied that she did it on herself about 
once a week, and it helped.

Ned was blind and attended sessions infrequently. 
When he did, he said that Reiki relieved the stress in 
his eyes.

George began attending sessions regularly dur-
ing the last year of the program. He was depressed 
because he had prostate cancer. He asked for Reiki 
to relieve the pain, often in his lower back. Slowly, 
NR watched his mood change. Toward the end of 
the program, he said that the cancer was contained 
and that he really wanted to live, because he was 
“beginning to enjoy life again.” He said that he was 
doing Reiki on himself regularly, sometimes every 
day. He wanted to work on other people more. When 
NR had him work on someone one day, she noted 
that he was good at giving Reiki.

Most of the remaining stories were about people 
feeling that the Reiki was relieving their stress and/
or pain. These people were even less verbal than the 
others, though all expressed that their stress and/or 
pain was reduced after the sessions. NR reported in 
her journal that people left sessions with a different 
expression on their faces than they had had when 
they arrived.

As recently as March 2010, when NR came to lead 
sessions, Oscar said to her, “I want to thank you so 
much for the Reiki. I am here today because of the 
Reiki.” He explained that he had been having a very 
hard time and had decided to just give up. He had got-
ten on the subway with the intention of never going 
back to Housing Works, but then he remembered NR 
saying to just breathe in the light through his crown 
and out through his hands, placing them somewhere 
on his body, even if he thought it wasn’t working. He 
said that when he tried it, it did indeed work. Soon he 
felt okay again, so he turned around and went back 
to Housing Works. He insisted that he would not have 
returned if not for Reiki.

Oscar then said he wanted to begin filming the ses-
sions, and he brought out his video camera and a TV 
set, because his camera’s monitor did not work, so he 
attached short wires to the TV monitor to use it. Oscar 
recorded the sessions on video, with Batiste and Edu-
ardo performing Reiki on a staff member and another 
client and on each other. They looked like professionals 
and were extremely happy about it. They all hugged 
NR and thanked her.

Effects on the Reiki Master
In the beginning, NR noted in her journal that many 

of the clients barely spoke. She described some as being 
grouchy or sullen when asked a question. Only one 
was initially enthusiastic about Reiki, and only another 
two or three were friendly. Slowly, however, her journal 
entries showed that the clients began to be open to 
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participating, saying that they looked forward to the 
sessions and to learning Reiki. Initially NR believed 
that the clients were more interested in the Metro Card 
they received for attending Reiki treatments than in 
the treatments themselves. NR found it difficult to fill 
her five sessions in the beginning, but during the first 
six months, this changed. Participants began regularly 
asking for Reiki, and they continued to attend sessions 
after the offer of free Metro Cards was stopped. They 
gave her testimonials of how Reiki helped them. NR 
noted in her journal that in the first year of the program, 
a few clients would occasionally and spontaneously 
help her set up or put things away after the sessions. 
This encouraged her.

NR wrote that she had seen a marked difference in 
the attitudes of her clients since she started working 
with them. When they first came to sessions, they 
were mostly all complainers, and she described them 
as having a “victim attitude.” Within a year, however, 
she wrote that this attitude was gone. She described 
them as relating to her like ordinary people who had 
stopped by for a session. Even though they told her 
that everything was good, it took several questions 
to learn that they indeed felt pain somewhere or had 
something to work on.

After the level-1 class, and especially after the level-2 
class, NR noted that the overall mood among her cli-
ents was noticeably better, even among those who did 
not take the class. She wrote that this came from the 
clients such as Batiste, who said that he was working 
to bring about changes in “the energy of the place.” 
He repeatedly stated, “We are changing the energy of 
this place. There was a lot of negative energy, and we 
are changing that with the Reiki.” Also, NR described a 
degree of pride in Batiste that he was doing something 
important that the staff were not able to do and that he 
could even offer Reiki to some staff.

As the program progressed, NR reported that even 
the Housing Works staff became friendlier. The head 
of the Department of Creative Arts Therapy came to 
her and said, “What you are doing is really helping 
these people. This program changed Batiste’s life.” She 
thanked NR profusely.

Discussion
Most importantly, we demonstrated that a program 

of Reiki training can be implemented in a supported 
residential setting for people with HIV/AIDS. This 
program was implemented by one practitioner who 
provided weekly 90-minute Reiki treatment and training 
sessions for 3 years. Funding was available through a 

New York City program for residents older than age 
50 years who had AIDS, so Metro Cards for public 
transportation were provided to those who came for 
Reiki for the first 2.5 years of the program. When that 
program’s funding stopped, Reiki continued and clients 
continued to participate. It is doubtful that this popula-
tion would continue something without benefit—in the 
form of either Metro Cards or symptom relief.

This study was not designed to demonstrate efficacy 
of Reiki but rather to qualitatively describe the imple-
mentation of a Reiki training program. The beneficial 
changes observed could be because of time and at-
tention, to the spirituality that is intimately related to 
Reiki, or to other factors beyond our understanding. 
The synergy of a Reiki program and the residence’s 
other programming cannot be discounted. We believe 
that it is feasible to provide Reiki and garner a posi-
tive response from Reiki participants. Further studies 
should explore the efficacy of Reiki itself apart from 
time and attention.

People living in shelters and supported-living 
residences have significant stress. It is clearly to their 
advantage to decrease their stress and improve their 
ability to solve problems and capacity to focus. 
The increased self-agency and self-efficacy of 
people who learned how to offer Reiki ses-
sions to others appeared to generalize to a 
positive sense of ability to move in the world, 
leading several of our participants to become 
employed. The financial investment necessary 
to offer self-care options such as Reiki at first 
seem unjustifiable to administrators, given the 
considerable needs of homeless people. How-
ever, the long-term benefit could be large. The 
savings achieved through shelter residents be-
coming employable could easily justify paying 
a Reiki master. Hidden savings to the health 
care system may result from decreased stress 
and greater self-agency. Unfortunately, the 
savings are born by different cost sectors than 
the shelter or residence itself, which has the same costs 
whether residents become employed and move out or 
instead remain in the residence; the residence does not 
share in the savings in health care costs. Nevertheless, 
the benefit of the Reiki program in elevating the mood 
of the residence or shelter and the morale of staff was 
noticeable and could translate into reduced burnout 
and reduced staff turnover. Offering Reiki classes may 
prove to be profitable if these classes affect attendance, 
increase employment, and promote healthy behaviors 
or attitudes among those who participate.

The increased 
self-agency and 
self-efficacy of 

people who 
learned how to 

offer Reiki sessions 
to others appeared 
to generalize to a 
positive sense of 
ability to move in 
the world, leading 

several of our 
participants to 

become employed. 
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Our pilot study supports the feasibility of a rigorous 
clinical trial in the setting of a supported residential 
program for people with HIV/AIDS, mental-health 
problems, and substance-abuse problems for the ef-
ficacy and effectiveness of Reiki. Participants accepted 
the program and kept Reiki session appointments even 
after their Metro Card incentive ended. Participants 
provided positive testimonials and spontaneously gave 
other residents and staff Reiki treatments outside of the 
sessions supervised by the Reiki master. Participants 
reported stories that indicated a beneficial effect of 
Reiki in their recovery, including reduction of substance 
abuse; increased ability to use other services, especially 
psychotherapy and group therapy; and decreased medi-
cal problems that had previously resisted successful 
treatment. This pilot study was not designed to define 
the contribution of attention apart from the contribu-
tion of Reiki. The focus was to demonstrate that Reiki 
(sometimes associated with middle-class or upper-class 
clients and with New Age or alternative lifestyles) would 
be acceptable to people who have been homeless, lived 
on the streets, engaged in drug abuse, been incarcer-
ated, and definitely not among those often associated 
with using Reiki. This population enthusiastically em-
braced Reiki and reported benefits, setting the stage for 
a rigorous RCT that we plan to mount. v

Disclosure Statement
The author(s) have no conflicts of interest to disclose.

Acknowledgment
Katharine O’Moore-Klopf, ELS, of KOK Edit provided editorial 

assistance.

References
 1. Raingruber B, Robinson C. The effectiveness of Tai Chi, 

yoga, meditation, and Reiki healing sessions in promoting 
health and enhancing problem solving abilities of registered 
nurses. Issues Ment Health Nurs 2007 Oct;28(10):1141–55.

 2. Whelan K, Wishnia GS. Reiki therapy: the benefits 
to a nurse/Reiki master. Holist Nurs Pract 2003 Jul–
Aug;17(4):209–17.

 3. Brathovde A. A pilot study: Reiki for self-care of nurses 
and healthcare providers. Holist Nurs Pract 2006 Mar–
Apr;20(2):95–101.

 4. Cohen-Katz J, Wiley S, Capuano T, Baker DM, Deitrick L, 
Shapiro S. The effects of mindfulness-based stress reduction 
on nurse stress and burnout: a qualitative and quantitative 
study, part III. Holist Nurs Pract 2005 Mar–Apr;19(2):78–86.

 5. Seabourne T. Taking clients to the next level of concentra-
tion. IDEA Health & Fitness Source [serial on the Internet] 
2001 Sep;19(8):38–44 [about 5 pages]. Available from: 
www.ideafit.com/files/pdf/fitness-library/taking-clients-next-
level-concentration.

 6. Wardell DW, Engebretson J. Biological correlates of Reiki 
Touchsm healing. J Adv Nur 2001 Feb;33(4):439–45.

 7. Tsang KL, Carlson LE, Olson K. Pilot crossover trial of Reiki 
versus rest for treating cancer-related fatigue. Integr Cancer 
Ther 2007 Mar;6(1):25–35.

 8. Assefi N, Bogart A, Goldberg J, Buchwald D. Reiki for the 
treatment of fibromyalgia: a randomized controlled trial. J 
Altern Complement Med 2008 Nov;14(9):1115–22.

 9. Lee MS, Pittler MH, Ernst E. Effects of Reiki in clinical prac-
tice: a systematic review of randomised clinical trials. Int J 
Clin Pract 2008 Jun;62(6):947–54.

 10. Gallob R. Reiki: a supportive therapy in nursing practice and 
self-care for nurses. J N Y State Nurses Assoc 2003 Spring–
Summer;34(1):9–13.

 11. Bossi LM, Ott MJ, DeCristofaro S. Reiki as a clinical interven-
tion in oncology nursing practice. Clin J Oncol Nurs 2008 
Jun;12(3):489–94.

 12. Burden B, Herron-Marx S, Clifford C. The increasing use 
of Reiki as a complementary therapy in specialist palliative 
care. Int J Palliat Nurs 2005 May;11(5):248–53.

13. Clandinin DJ, Connelly FM. Narrative inquiry: experience 
and story in qualitative research. San Francisco: Jossey-Bass; 
2000. p 3.

 14. Connelly FM, Clandinin DJ. Narrative inquiry. In: Green JL, 
Camilli G, Elmore P, editors. Handbook of complementary 
methods in education research. 3rd ed. Mahwah, NJ: Law-
rence Erlbaum; 2006. p 477–87.

 15. Lincoln YS, Guba EG. Naturalistic inquiry. Beverly Hills, CA: 
Sage; 1985.

 16. Lincoln YS, Guba EG. Paradigmatic controversies, contradic-
tions, and emerging confluences. In: Denzin NK, Lincoln 
YS. Handbook of qualitative research. 2nd ed. Thousand 
Oaks, CA: Sage; 2000. p 163–88.

 17. Gale LA. The refugee “family”: child fostering and 
mobility among Sierra Leonean refugees. Int J Sociol Fam 
2006;32(2):273–87.

 18. Sideris T. War, gender and culture: Mozambican women 
refugees. Soc Sci Med 2003 Feb;56(4):713–24.

 19. Weine S, Laub D. Narrative constructions of historical reali-
ties in testimony with Bosnian survivors of “ethnic cleans-
ing.” Psychiatry 1995 Aug;58(3):246–60.

 20. Zarowsky C. Writing trauma: emotion, ethnography, and 
the politics of suffering among Somali returnees in Ethiopia. 
Cult Med Psychiatry 2004 Jun;28(2):189–209.

 21. Robertson CL, Duckett L. Mothering during war and post-
war in Bosnia. J Fam Nurs 2007 Nov;13(4):461–83.

 22. Mills J, Bonner A, Francis K. Adopting a constructivist 
approach to grounded theory: implications for research 
design. Int J Nurs Pract 2006 Feb;12(1):8–13. Erratum in: Int 
J Nurs Pract 2006 Apr;12(2):119.

 23. O’Connor D. Journeying the quagmire: exploring the dis-
courses that shape the qualitative research process. Affilia 
2001 Summer;16(2):138–58.

 24. Guba E, Lincoln Y. Fourth generation evaluation. Newbury 
Park, CA: Sage; 1989.

 25. Benson H. Timeless healing: power and biology of belief. 
New York: Simon and Schuster, 1997.




