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Home-Based Reiki by Informal Caregivers

A Mixed-Methods Pilot Study
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This pilot study explored whether Reiki delivered by family caregivers to cancer patients in a home setting was
feasible in reducing cancer symptoms and enhancing health-related outcomes. An explanatory sequential
mixed-methods study design was applied using pre-/post-Reiki questionnaires and post-Reiki interviews. Six
patient-caregiver dyads from an outpatient clinic and cancer support facilities in northeast America performed daily
Reiki at home for 3 weeks. Differences with symptoms, mental well-being, health-related quality of life, and
satisfaction with at-home Reiki as well as qualitative content analyses were evaluated. Positive feedback was
reported after at-home Reiki practice. Large statistical effects were identified for improving fatigue, memory, mood,
nausea, and emotional well-being (P < .10, r= 0.51-0.59). All participants were satisfied and 83.3% of them would
recommend self-practice home Reiki. High involvement and adherence to the intervention protocol illustrated
intervention fidelity. The qualitative data revealed 2 major categories, perceived benefits and barriers. Overall Reiki
benefits outweighed barriers in relation to time commitment and place distractions/positioning. Our preliminary
findings support that the at-home Reiki protocol had potential benefits and was feasible and acceptable by both
community-dwelling patients and their family caregivers in promoting cancer-related outcomes. Further studies with
larger samples are warranted to examine the effectiveness of home-based Reiki for a patient-centered cancer care
modality. KEY WORDS: cancer symptoms, family caregivers, health-related quality of life, home-based Reiki,
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INTRODUCTION

Cancer burden is a persistent public health issue
worldwide. Cancer-induced burden is not alleviated in
parallel with advances in contemporary cancer
control. Over the past 2 decades, significant
developments in cancer treatment and care have been
reflected in recent US epidemiology statistics trending
toward attaining cancer-related goals and objectives
specified in Healthy People 2020."-* National cancer
mortality has been steadily declining, particularly for
the most common cancers, including lung, colorectal,
breast, and prostate.”* The decrease in incidence and
death rates are accompanied by increased cancer
survival due to advancements in treatment modalities
for early detection and prevention.?> According to the
American Cancer Society,* for all cancers combined
and all races in the United States, 5-year relative
survival rates improved by 20% from 1975 to 2014.
The projected estimate of cancer survivors is predicted
to increase from 15.5 million in 2016 to 20.3 million
cases by 2026.2 Although trends in cancer survival are
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optimistic, they are not without untoward
consequences for patients and their family caregivers.

High symptom burden remains challenging, as
patients battle the disease and side effects of cancer
treatment therapies. Additionally, cancer-free
survivors may experience or suffer from risk of cancer
recurrence.®!! Van Lancker and colleagues'’
investigated symptoms in hospitalized elderly patients
receiving palliative cancer care and reported each
participant averaged 14 symptoms. Psychological
symptoms were the most intense, such as
psychological pain and fatigue, lack of energy, and
depression.'” Higher emotional burden was also
evidenced among cancer survivors in comparison with
general populations, particularly with symptoms of
depression and anxiety.'>!* As cancer treatments
evolve, patients and family caregivers have shifted
their focus from patient survival to an increased
emphasis on survival with symptom control and
quality of life. This change in the manner in which the
illness trajectory is viewed and treated exposes a
greater need to support patients and their family
caregivers, as they journey through cancer diagnosis,
illness, treatment and post-disease survival.57-!!
Further, family caregivers are impacted by the patient
illness journey and may experience deterioration of
physical and mental health while caring for their loved
ones. Effective symptom management, therefore, is
essential and critical for current oncology care to
promote a higher quality of long-term cancer
survivorship.®>13

Conventional care alone in a real-life oncology
journey does not sufficiently address the many stages
and types of cancer diseases or the psychological
sequela. In recent decades, complementary health care
has become a favorable approach in conjunction with
conventional treatment worldwide. This approach is
used more frequently in the United States than in
other countries and is more likely to be implemented
to address symptom management, general disease
prevention, immune enhancement, lower satisfaction
with physicians, and perception of disease
severity.'®!? Using 3-year National Health Interview
Survey data, Clarke?® reported that over one-third
of American cancer patients (35.3%) used
complementary health approaches within the previous
year. Among the users of complementary modalities
for newly diagnosed cancers, breast cancer patients
(43.6%) most frequently used a complementary health
approach, followed by those with lung cancer.?’
Besides being popularly adapted by individuals with
the most common cancer diagnoses, other reasons to

use complementary health approaches vary. A range
of modalities focuses on the prevention of untoward
symptoms and promotion of relaxation. Often
complementary health care is incorporated into
palliative and/or hospice care as an integrative care
method to manage unpleasant symptoms and enhance
health-related quality of life (HRQoL).2!">* Improving
HRQoL and well-being after using a complementary
alternative therapy, therefore, is significantly linked
with benefits to the patient and family.?3-2

Reiki healing practice is considered an effective
complementary health choice to ease the burden of
psychological symptoms. It has been used
increasingly in western societies, including the United
States. Reiki is a noninvasive (no risks and no side
effects), nonpharmacological (no harm), and
energy-based modality. The practitioner’s hands are
lightly placed on or above a recipient with the purpose
of transferring universal energy to facilitate the
recipients’ own healing response.?”-?® Simply
described, Reiki facilitates exchanging positive energy
for negative or low energy to maintain a whole body,
mind, and spirit in gentle equilibrium, thereby
forming a healing process.?”-?° Reiki is a
philosophical belief, not a type of religion or medical
treatment. It can change, enlighten, and integrate one’s
attitude and behavior into harmonious alignment with
life in health, well-being, and individual wholeness.?’
Reiki can be practiced by anyone who is open-minded
and interested in learning and accepting this way of
healing. Conversely, the effects of Reiki will be
limited and not recommended for those who are
reluctant or who are unwilling to receive a biofield
energy treatment, such as Reiki.?

Reiki is often offered by certified Reiki masters in
hospital and clinical settings for cancer patients as a
complementary therapy for releasing stress, managing
symptoms, and improving patient outcomes.?>-3%-34
Nevertheless, its positive effects on patient outcomes
remain inconclusive. Therapeutic benefits vary due to
lack of rigorous scientific research designs with
standardized interventions. Variations of Reiki
intensity and practice duration, clear protocols for the
training courses, and individual practitioners’
qualifications to deliver Reiki can significantly affect
the outcomes.?*27:33:35-37 A clinical Reiki is usually
provided by institution-affiliated practitioners,
therapeutic practice may be provided based on
hospital and facility regulations or accessibility, which
may or may not meet individuals’ needs in seeking
effective alternatives. For instance, a short treatment
form, 30 minutes or less, is usually performed with



appointments restricted due to limited availability of
the master/practitioner, room space, and physician
referral. Departing from the practitioner-patient form
of the practice, a few studies have involved Reiki
self-practice by and for nurses to better understand
caring behaviors and reduce work stress. However, the
results were not conclusive.*#? In a recent study with
81 patient-caregiver dyads, evidence indicated that the
physical health of cancer patients was significantly
associated with improved emotional well-being

and communication behaviors of their spouse, in
particular, female caregivers.*! As symptom burden
continues inhibiting long-term cancer survival and
relationship/interaction between cancer survivors and
their social support, Reiki practice by patients or
family members as a self-care skill may have a
potential effect but has not been studied. To date, scant
empirical evidence supports whether Reiki therapy
can be successfully implemented at home as a
patient-centered, alternative strategy for cancer
self-care. In light of this, Reiki effectiveness outside
hospitals or in residential communities is unknown.
Specifically, studies are needed to investigate the
inclusion of family caregivers in providing regular and
daily Reiki therapy for their ill/symptomatic loved
ones with cancer; and the extent to which home-based
Reiki is effective for symptom remissions.

This pilot study investigated whether a protocol for
delivering Reiki through training family caregivers to
use with patients in their homes was feasible and
beneficial in reducing cancer symptoms and enhancing
overall well-being and HRQoL. Intervention fidelity
and patient and family caregiver perceptions of
at-home Reiki were also explored. Research questions
included: (1) Were there differences in patient cancer
symptoms after at-home Reiki?; (2) How did patients
perceive the efficacy of at-home Reiki in relation to
diminished cancer symptoms?; and (3) What were the
experiences of family caregivers administering Reiki
to patients at home?

METHODS
Design

This pilot study used a mixed-methods explanatory
sequential design to determine the feasibility and
intervention fidelity of at-home Reiki provided by
family caregivers for patients with cancer symptoms.
The study applied a quantitative design methodology
followed by a secondary qualitative approach.*> A
quasi-experimental method was employed to ascertain
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differences before and after the intervention in a group
of patient-caregiver dyads. Qualitative procedures
using purposive sampling explored experiences and
perspectives among patients and their caregivers who
practiced Reiki at home. The total number of
qualitative samples obtained from participants
represented a range of positive and negative outcomes.

Theoretical research framework

Symptom management theory (SMT) was adapted to
illustrate and broaden our understanding of individual
experiences following at-home Reiki therapy and the
possible impact (adhesive effect) on cancer health
outcomes. SMT includes 3 major concepts: symptom
experience, symptom management strategies, and
outcomes.*** Our study focused on using at-home
Reiki therapy, a symptom management strategy, and
assessing the impact on the symptom status of cancer
patients. Study outcomes pre- and post-Reiki
intervention included cancer symptoms, HRQoL, and
well-being, as well as experience, perception, and
satisfaction with Reiki therapy. We tailored the
integrative care approach to the study model by
engaging family caregivers as an important
component in delivering the intervention protocol to
cancer patients. We also evaluated whether or not
family caregivers’ efforts could influence the
relationship between symptom experience and
outcomes. Data design included collecting self-reports
of individual experiences and perceptions with
at-home Reiki to alleviate patients’ symptoms, along
with self-response to changes in symptom frequency,
severity, or clusters or related distress. When
symptoms occur progressively, symptom status is
negatively affected.*>**® However, unpleasant
symptoms and outcomes can be improved if effective
strategies for symptom management are undertaken.

Setting and participants

Study enrollment took place at an outpatient clinic and
cancer support facilities in northeast Ohio. Patients at
each recruiting site were screened and approached for
study participation if they met the eligibility criteria.
Eligibility criteria for study enrollment included:

(1) 18 years or older; (2) cancer survivor with active,
cancer-related symptoms post-treatment; (3) agreed to
follow the study protocol to receive the Reiki
intervention at home during the study period; (4) had
an available adult caregiver 18 years or older willing
to attend the training and administer the Reiki
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intervention; and (5) understood and communicated in
English. Patients were excluded from this pilot if they
were: (1) unable to understand or answer the
questionnaires; or (2) recipients of hospice care
(excluded because of their anticipated high attrition
for outcome measures)*’; and (3) actively involved
with another cancer-related research intervention
project (to avoid contamination of the study
intervention effect). Institutional review board
approval by all involved institutions was obtained and
maintained throughout the study.

Study recruitment is depicted in the Figure. A total
of 91 potential patients were initially screened for the
study. The majority (n = 74) were not approached due
to patients’ critical condition or the oncologists’
disqualifying them for other reasons. Of the remaining
17 patients approached, 9 were ineligible or not
interested and 8 consented. The study eventually
included 6 dyads of participants (N = 12) who
completed the study protocol. The other 2 dyads
withdrew from the study early due to personal and
health-related issues.

Variable measurement

Baseline demographics for patients and family
members were obtained using the Personal Profile

Form created by the investigator. The outcome
measures of 4 study variables included cancer-related
symptoms, mental well-being, HRQoL, and
satisfaction with Reiki. Cancer-related symptoms
were evaluated using the M. D. Anderson Symptom
Inventory (MDASI).*8-4° A mean score for each of the
subset core symptoms (the common 9 of 13
symptoms) of the MDASI was calculated. Established
validity, high internal consistency, and treatment
sensitivity have been reported (o« = 0.82-0.89 for the
symptoms measured).*®4° Patients’ mental well-being
was assessed using the Emotional Well-Being (EWB)
and Distress Thermometer (DT) scales. The EWB, a
subscale of Functional Assessment of Cancer Therapy
General Scale (FACT-G) with good validity and
reliability,’® and the DT (NCCN Guidelines version
2.2013)3! were used to screen patients’ degree of
perceived distress during the past week. The DT
displays a numerical thermometer (0-10) and patients
circle a number closest to their levels of distress. The
FACT-G7, a rapid index with 7 items from the
FACT-G, was used to measure HRQoL. The internal
reliability, convergent validity, and known-groups
validity were supported.>>3? Single items from the
Functional Assessment of Chronic Illness
Therapy-Treatment Satisfaction-General
(FACIT-TS-G) scale>* were administered to evaluate

Patients Referred and
Screened (N=91)

— T~

Hospital oncology

Community facilities

outpatient clinic (N=83) (N=8)"
Not eligible Approached Not Consents Not eligible
and obtained approached® obtained or refused
(N=6) consents
(N=3) (N=74) (N=5) (N=3)
s Withdrawal® Analysis

A]]Naiyzms N=1 N=i Wit};:irf.;wal"

_ One dyad Four dyads &
_(Two dyads) ( yad) ( yads) (One dyad)

FIGURE. Study participant recruitment flowchart.

a0f the eight patients referred from community facilities, four were from a private physician office and four from a non-profit

cancer support facility.

PNot approached due to patients’ critical condition or oncologists’ disqualification.
¢Two dyads withdrew from the study early due to personal and health issues.



levels of patient/caregiver satisfaction with Reiki by
percentage. All instruments are brief and easily
self-administered with supported psychometric
properties.*8-54

At-home Reiki intervention

The intervention protocol focused on a Reiki practice
administered by family members at home for patients
with cancer. The premise of the protocol design was to
empower patients and caregivers to assist in symptom
management using a complementary therapy.
Introductory Reiki training sessions were
implemented for 3 cohorts of family caregivers based
on the availability of each participant and the Reiki
educator. Each training session was led by an
experienced Reiki educator certified as a level 111
Reiki master who regularly practiced in an outpatient
clinic. Training consisted of a total of 8 hours of
practice in two 4-hour sessions with a week in
between. The first session focused on performing
Reiki on themselves followed by a week of practice at
home. The second training session included time for
asking questions, providing comments, and sharing
their practice journeys, and practicing Reiki on others.
The session design was meant to promote an
individual caregiver’s skill, confidence, and
experience prior to administering Reiki to the patient.
Upon completing the training sessions, each caregiver
became a level I Reiki practitioner, earned the First
Reiki Degree certificate, and provided daily Reiki for
their loved one at home for the next 3 weeks to build
efficacy. This 21-day “purification period” enabled
Reiki beginners to more deeply connect their own
body with universal energy and strengthen their skills
through daily practice.?” Complying with the
traditional instructions of full body treatment,?’+ our
study intervention requested Reiki practice at least
once per day for 60 minutes, using 12 basic hand
placements from head to foot. The required 1-hour
practice was flexible and could be broken down to 2 to
3 times a day as individuals’ time allowed. Daily
Reiki performance (frequency/duration) was recorded
on a diary sheet; meanwhile, the study’s Reiki
educator conducted follow-up calls once per week for
3 weeks during the home intervention as a strategy to
track the status, respond to questions, and ensure the
consistency of home Reiki delivery, performance, and
adherence to the protocol. The intervention protocol
was adapted from the 5 fidelity elements of design,
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training, delivery, receipt, and enactment to ensure and
evaluate the intervention fidelity.>

Enrollment and data collection procedures

Potential patients were identified and approached by
the research nurse and/or facilitator at the outpatient
clinic and cancer support facilities. After the study
was introduced, written informed consents were
obtained for both patients and their caregivers.
Patients and caregivers completed study
questionnaires pre- and post-intervention, along with a
Reiki satisfaction survey. The home Reiki intervention
was provided by caregivers to the study patients
immediately after the training courses. At the end of
the 3-week intervention, face-to-face interviews were
conducted at patient and caregiver homes in the
community to gather their feedback and perceived
experience regarding the study measures and
intervention. Each interview lasted 30 to 60 minutes,
depending on the patient’s stamina. Interviews were
digitally recorded and transcribed verbatim.

Data analyses

Quantitative data were analyzed using the Statistical
Package of the Social Sciences (SPSS), version 24.0.
Descriptive statistics (median, interquartile range, and
frequency/percentage) were used to present
participants’ baseline and study variables. Data
screening uncovered that statistical normality was not
met due to the small sample; thus, Reiki efficacy was
calculated by the Wilcoxon signed rank test for
detecting paired measurement differences before and
after Reiki. Effect sizes (correlation ratio; r = z//N)°
were reported for each study variable and interpreted
using Cohen’s criteria.’” In addition, their Reiki’s dose
(recorded on the diary sheet) was descriptively
summarized and compared by subgroup analysis. The
statistical significance level was set at <.10 applied to
align with the purpose of exploring and gaining
preliminary evidence in this pilot feasibility study. For
qualitative data, transcripts were organized and
examined using content analysis. During the analytic
process, written scripts were coded, categorized, and
quantified.’® Three study researchers analyzed the
data individually and jointly until consensus was
reached. Additionally, descriptive analysis was
performed to summarize daily practice data recorded
on each participant’s diary sheet.
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TABLE 1. Demographic and Clinical Characteristics of Study Participants

Characteristics

Age, mean + SD (range), y
Gender: male
Ethnicity

Caucasian

African American
Education, mean + SD (range), y
Relationship to patients

Spouse

Significant other

Relative
Employment

Employed

Not employed

Retired
Cancer type

Lung cancer (stage 1V)

Breast cancer (stage Il)
Health insurance: Medicare
Previous use of complementary therapies: yes

Patient Caregiver
(n=6) (n=6)
71 + 12 (57-87) 67 £ 9.7 (57-83)
4 (66.7%) 2 (33.0%)
3 (50.0%) 3 (50.0%)
3 (50.0%) 3 (50.0%)
12.4 + 3.4 (8-18) 13.7 £ 2.3 (12-17)
4 (66.7%)
1 (16.0%)
1 (16.0%)
0 2 (33.3%)
2 (33.3%) 1 (16.7%)
4 (66.7%) 3 (50.0%)
5 (83.0%)
1 (17.0%)
5 (83.0%)
2 (33.3%) 3 (50.0%)

RESULTS
Sample characteristics

Baseline demographics for the 12 participants

(6 dyads) are summarized in Table 1. Most study
dyads (83%) were married couples or partners, except
one dyad consisting of a nephew caregiver and uncle
patient. Compared to their family caregivers, study
patients (n = 6) were older males (66.7% vs 33%;
mean age: 71 vs 67 years) with a high school
education (mean 12.4 vs 13.7 years), and not
employed/retired (100% vs 66.7%). All study patients
had a diagnosis of cancer, including 5 (83%) with
advanced lung cancer and 1 with breast cancer. The
interval from the first cancer diagnosis varied from 9
to 60 months. All patients had recently completed or
were enrolled in ongoing cancer treatments; 66.7%
received at least 2 or more types of cancer therapies.
Over one-third of study participants (41.7%; 2 patients
and 3 caregivers) had used complementary therapies
in their lives previously, including tai chi, massage,
and Reiki.

Cancer symptoms and other health-related
outcomes

Patients perceived decreased cancer symptoms after
the 3-week Reiki intervention (pre-/post-MDASI
score [median]: 3.8 vs 1.9, respectively) with the

exception of dyspnea (median score: 2.5, see Table 2).
Among the core symptoms evaluated in the study, the
most commonly reported symptoms were fatigue
(50%-83.3%), drowsiness (50%), pain and lack of
appetite (33.3%-50%), dyspnea, and sleep disturbance
(33.3%). Significant symptoms that improved with a
large effect included fatigue, nausea, being upset, and
remembering things (r = 0.51-0.59, P = .04-.08).
Three symptoms demonstrated moderate improvement
in pain, disturbed sleep, and drowsiness (»r = 0.31-
0.37). Accordingly, the remaining symptoms, dyspnea
and lack of appetite, showed a small effect after the
intervention (r = 0.12-0.15). However, symptoms with
moderate and small effects did not reach a statistical
significance (P > .10). Although no change was seen
on the median score before and after the intervention,
the post-Reiki dyspnea range was narrower than that
in pre-Reiki (interquartile range = 8.50 vs 4.75,
respectively). Descriptive data indicated that all study
patients reported less or no dyspnea post-Reiki in
comparison with 66.7% pre-Reiki. The overall

subset MDASI core symptoms improved with a
medium effect size (r = 0.45) after Reiki but did not
reach statistical significance (z = —1.57, P = .12;
Table 2).

The study outcome variable of emotional
well-being (EWB) significantly improved over time
(median score: 19 vs 21.5; z = —2.032, P = .04, r =
0.59) after Reiki at-home practice. Distress level and
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TABLE 2. Comparisons of Study Variable Measures Before and After At-Home Reiki

Pre-Reiki Post-Reiki Effect Size
ltems (Median/IQR) (Median/IQR) (r) z2/P Value
Cancer symptoms® 3.8/2.48 1.9/3.17 0.45 —1.57/.12
Pain 4.5/3.25 3.0/5.25 0.37 —1.29/.20
Nausea 2.5/2.50 0.0/1.25 0.51 —1.76/.08°
Fatigue 7.0/3.00 4.5/4.25 0.59 —2.03/.04°
Disturbed sleep 2.5/7.50 0.0/6.25 0.33 —1.16/.25
Being upset 2.5/3.50 0.0/3.00 0.53 —1.83/.07°¢
Shortness of breath 2.5/8.50 2.5/4.75 0.15 —0.53/.60
Remembering things 2.0/1.75 0.5/1.50 0.54 —1.86/.06°
Lack of appetite 2.5/6.50 2.0/4.75 0.12 —0.41/.68
Drowsy 3.5/7.25 3.0/6.00 0.31 —1.07/.29
Emotional well-being 19.0/6.75 21.5/6.75 0.59 —2.03/.04¢
HRQoL 15.0/7.25 16.0/8.00 0.34 —1.17/.24
Distress thermometer 1.5/8.25 3.0/4.00 0.24 —0.82/.41

Abbreviations: HRQoL, health-related quality of life; IQR, interquartile range; r, correlation ratio.

aWilcoxon signed ranks test.

bCancer symptoms were calculated based on the mean score of the 9 core symptoms in the M.D. Anderson Symptom Inventory. The median value for the

present study is provided in this table.
CStatistical significance: P < .10.

HRQoL were also enhanced but not supported
statistically (P > .10). A higher median score for
distress level was reported post-Reiki versus pre-Reiki
(Table 2). However, we have observed that study
patients had relatively low distress scores (100% rated
in a score range: 0-4) after Reiki in comparison with
the baseline (66.7% rated less than the score of 5;
range: 0-9; data not provided). Of the FACIT-TS-G
evaluation items, participants rated at-home Reiki as
effective (67%), satisfactory (100%), and the right
treatment for them (100%). Collectively, their overall
responses to Reiki practice were positive and reported
as good, very good, or excellent by 75% of
participants along with strong recommendation for
future use (83.3%).

Study intervention fidelity

Intervention fidelity was demonstrated by the
summary of the Reiki practice diary logs reflecting
daily Reiki practice intensity. There were 110 episodes
of daily Reiki practice at home (87.3%; 110/126) over
the 3-week study period. Of these practice episodes,
72% (79/110) were performed for at least 45 minutes
or more per day (range: 45-105 minutes), as required
by the study; and 28% (31/110) were completed for
less than 30 minutes a day. Preferred practice patterns
included performing Reiki lying down (81.8% vs
18.2% sitting) and implementing Reiki during the
afternoon (61% vs 28% AM vs 11% mixed AM/PM).

Patients’ experiences after at-home Reiki
therapy

Perceived benefits and barriers emerged from the
qualitative data describing at-home Reiki.
Participating in Reiki generally yielded positive
outcomes for both patients and their family caregivers.
Content analysis further specified perceived benefits
into 4 subcategories—psychological, spiritual,
physical, and social. Despite these perceived benefits,
time and place were 2 extrinsic factors identified as
minor barriers to performing Reiki.

Perceived benefits

After 3 weeks of daily Reiki practice, the primary
benefits cancer patients perceived were associated
with psychological and physical symptoms and
functioning, followed by spiritual restoration/
promotion and social support (36.8% vs 29.0% vs
23.7% vs 10.5%, respectively; Table 3). The most
common psychological benefit was stress and tension
relief. All participants reported at-home Reiki as an
effective stress reduction technique. For example, a
60-year-old male patient shared, “for someone like me
who knows they are going to die, it relaxes me, you
know? We got a lot of tension. I got a lot of tension
because of what I’'m putting her through.” Patients
also described a reduction in several negative
emotions, including anxiety, depression, and fear. One
patient theorized about the relationship between his
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TABLE 3. Summary of Major and Subcategories of

Participants’ Experiences With At-Home Reiki
Practice (N = 12)

Participant, n (%)

Major Total,
Category Subcategory n (%) Patient Caregiver
Perceived Psychological®? 15 (39.5) 10(41.7) 5(35.7)
benefits Spiritual® 10 (26.3) 6(25.0) 4 (28.6)
Physical® 9(23.7) 7(29.2) 2(14.2)
Social® 4(10.5) 1(4.1) 3(214)
Perceived Time 4 (571) 3(75.0) 1(33.3)
barriers Place® 3(42.9) 1(25.00 2 (66.6)

aPsychological benefits included relief of stress/tension, anxiety,
depression, and fear.

bSpiritual benefits included feelings of peace, love, and hope.
°Physical benefits included released pain and improved sleep, nausea
discomfort, and walking.

dSocial benefits included family support.

¢Perceived barriers in place included environmental distractions and
positioning.

negative psychological symptoms and Reiki as a type
of energy exchange, stating, “Because ... anxiety and
depression are energies and Reiki would release that
and then there would be positive feelings there.” He
viewed Reiki therapy as capable of eliminating
negative energy, which in turn made room for positive
feelings.

The most frequently perceived physical benefit was
pain relief, followed by enhanced quality of sleep,
decreased nausea discomfort, and improved mobility
in walking. A 60-year-old male patient explained, “I
might have had a little pain before she started, but
after she was done, I was more relaxed. It eased the
pain somewhat.” An unforeseen additional reward was
experienced by an 87-year-old male, making him
believe Reiki was helpful. He reported, ““You know
that [knee] pain bothered me ... But you know it’s
just hurting, and I walk a bit now. But, there wasn’t
anything I could walk before.” For others, sleep and
nausea were improved. A 73-year-old woman
admitted that ““. .. sometimes, I go into a deep sleep
when it’s over.” Another female patient indicated that
“... SoIdidn’t have the symptoms so much that I
had in chemo, which was the nausea [after receiving
Reiki].” Spiritual benefits were most commonly
reported as feelings of peace, followed by hope and
love. For example, an 82-year-old patient who
experienced peace following Reiki practice shared, “I
felt that I was releasing peace because that’s what I
had in my mind.” With respect to feelings of hope, a
57-year-old patient said, “Being hopeful is extremely
important when you’re going through this. Because if

you’re not hopeful, things can really spiral out of
control quickly. So, it helped to release those energies
in you and put positive energies in there. I was much
more optimistic going through this.” One patient
appreciated the social benefit he gained from
participating in Reiki. He said, “I think it makes
people closer. You know, this is very important. ...
When you’re a caregiver, it’s hard.”

Perceived barriers

Some patients reported time commitment
challenges as a barrier to daily practice of Reiki at
home. They described finding time to practice Reiki as
problematic because, in addition to patient
commitment, “the person that does it has to want to do
it ... it’s time consuming.” To manage this barrier, a
57-year-old patient suggested, “Set a specific time
every day .. .you really do have to plan ahead ....It’s
a commitment to your health [overall commitment to
the time, life, health and Reiki].” The other minor
barrier a patient perceived was his position while
receiving Reiki. He described, “I can’t sit up and do it.
... Itried to concentrate, but I can’t because I'm
sitting up with no chance to move. ... ‘Cause I feel if
you lay down, at least you can relax and take the Reiki
pretty good.”

Experiences of family caregivers after at-home
Reiki practice

Perceived benefits

Caregivers described physical, psychological,
spiritual, and social benefits from delivering Reiki.
Psychological benefits were most frequently described
(35.7%), consistent with patient experience.
Psychological benefits included caregiver reports of
“feeling good,” “feeling calm,” “enjoying it [Reiki],”
“enjoying giving it,” and “relaxing and helpful.” An
87-year-old woman who provided Reiki to her
husband for bone pain described how she herself
benefitted from Reiki as a provider:

Yes, I ... Ienjoy giving it, and ... the way he was
receiving it encouraged me, you know, to keep going.

If I can get myself in a comfortable position, I feel the
same as he does. The relaxation, the warmth ... I
don’t know how to explain it. But there’s a feeling
that goes with it. I don’t know if it’s because you’re
meditating while you’re doing it, or what does that for
us, but it’s a good feeling.



Caregivers described the Reiki spiritual benefits
(28.6%) as “a good tool of healing myself” to increase
levels of peace, love, and hope. The spiritual benefit
was best exemplified by a 74-year-old woman who
described her Reiki process noted, “A lot of times I
say prayers to myself to envision the source for all that
is love, all that is good, all that is whole shining on
me—shining on us. It’s a gentle but all-powerful light
bringing healing, comfort, hope, and wellness
experiencing the magnificent, powerful God.”
Another female caregiver shared her thoughts with the
study’s Reiki educator, saying that “if the only thing it
accomplishes at all is to give someone a moment’s
peace, and a moment’s comfort, how can you say it’s
not worth it.” Furthermore, social support was
perceived as a benefit (21.4%). A 65-year-old woman
appreciated that she could help her loved one in a
hopeless situation: “You know it was a plus for me.
He’s sick and I can’t do anything for him. I’m just
here twiddling my thumbs. But at least it gave me the
option, a chance to do something special for him. You
know, I felt like I was accomplishing something.”
Finally, physical benefits were described by one
64-year-old woman who used Reiki techniques on
herself to manage a debilitating headache which she
attributed to living with her husband’s cancer
diagnosis. She described his cancer as “no walk in the
park” for either of them. After applying the Reiki
practice, she said, “I just quietly sat there ... and it
[Reiki] took care of it [pain]. Took the tension, relaxed
me, and it helped so much!”

Perceived barriers

Perceived caregiver barriers included place
(environmental distractions and positioning) and time
commitment. Environmental distractions were most
problematic during hospitalizations. A 64-year-old
female caregiver said, “Trying to do Reiki in the
hospital is a pain in the hiney.” Another female
caregiver (aged 83) believed that the sitting position
was uncomfortable for her husband during Reiki
practice, so she suggested conducting Reiki with
patients lying down. Time commitment challenges
were also identified as a barrier to regular Reiki
practice, especially for patients with advanced disease,
because “by the time it gets gone that far, Reiki just
becomes one more pain in the butt.”

Both patient and caregiver participants commented
favorably on the use of at-home Reiki and indicated
their support for the procedure. In addition to
describing the benefits, one caregiver reported that her
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experience with Reiki “made a believer out of me.”
Patients’ remarks mirrored those of caregivers with
comments that Reiki was “highly beneficial,”
provided “more than expected” results, and “is a part
of my lifestyle now.”

DISCUSSION

Using a mixed-methods approach, this pilot study
aimed to explore and evaluate the feasibility and
fidelity of at-home Reiki practice to gain insight on
how the intervention protocol could be performed by a
family caregiver for their ill loved one. Consistent
with the study’s quantitative results, experiences and
inputs related to daily Reiki benefits and practical
barriers were illuminated by the qualitative responses
of home-based cancer patients and their family
caregivers. Our study substantiated that Reiki
provided by newly trained family caregivers in a home
setting had similar effects to the treatment performed
by other Reiki practitioners in various clinical and
community facilities. Family caregivers demonstrated
their capability and acceptance to practice Reiki at
home with their loved ones. High involvement and
adherence to Reiki training and the intervention
protocol have therefore illustrated intervention fidelity.

As low energy levels are usually identified in
cancer patients, our results support the belief that
Reiki is an energy restoration-based therapy that helps
increase patient energy as a natural cure. Favorable
patterns were noticed in the improvement of the study
variables with mostly moderate-to-large intervention
effects, although not all were significant. Patients were
more likely to perceive diminished cancer symptoms,
enhanced well-being, and HRQoL after 3 weeks of
at-home Reiki. The greatest effect of Reiki was
significantly observed in promoting less fatigue,
remembering things, being less upset, improving
nausea, and emotional well-being for those suffering
from cancer-related symptoms. The promising effect
of symptom improvement for cancer patient
participants is congruent with other research in which
the Reiki intervention was performed by a Reiki
master/practitioner. Nevertheless, the effect magnitude
has been reported to fluctuate due to variations in the
intervention protocols and recipient populations being
studied.?3-36-5

Our study findings are consistent with previous
work. According to Tsang et al’® in a study using a
crossover trial design, Reiki significantly improved
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cancer fatigue with moderate effect (d = 0.56); also,
tiredness, anxiety, and pain were reduced after
providing a 45-minute therapy for 5 days in an
oncology clinic compared to resting alone. Using
non-clinical, non-oncology-focused participants, a
recent study conducted in a multisite, real-world
practice (99 practitioners and 1411 service sessions)
reported robust Reiki effects on symptom reduction
and improvement of positive and negative affect, with
symptoms of tiredness having the largest effect

(d =1.01), followed by anxiety, pain, and negative
affect (d = 0.86-1.00).%¢ Vergo and colleagues™*
retrospectively compared symptom relief by routine
hospital healing care with Reiki versus massage
therapy among hospitalized cancer and noncancer
patients. In this study, Reiki demonstrated a greater
improvement in fatigue and anxiety than massage for
hospitalized inpatient adults (pre-/posttherapy net
changes—fatigue: —40.3% by Reiki vs —31.9% by
massage; anxiety: —59.8% by Reiki vs —53.9% by
massage, P < .001). Conner and Anandarajah?' also
confirmed the most common self-report symptom
overcome after Reiki therapy was anxiety, following
by pain, nausea, agitation, and sleeplessness, using a
qualitative methodology. Generally speaking, Reiki
effects on cancer symptom reduction have been
favorably demonstrated in the literature but remained
discordant in common single symptoms.3%-32-3* With
the current study, we have gained an understanding
that newly trained family caregivers are able to deliver
Reiki to others with cumulative therapeutic effect as
uniformly demonstrated by an experienced Reiki
practitioner/master.

This pilot study did not find significant changes in
pain, shortness of breath/dyspnea, drowsiness, and
poor appetite. This may be due to the small sample
size, lack of a control comparison, and confounding
variables in individual home environments, including
amount of time to administer daily Reiki. Qualitative
data revealed perceived barriers on adherence to
perform Reiki such as time constrains and distractions
during practice. Moreover, the intervention was
delivered by new Reiki practitioners, who may be less
confident in performing the study procedure. Even
though overall completion of daily at-home Reiki
practice (3 weeks) was satisfactory with 87.3% of
sessions completed, instances of incomplete
adherence to the intervention protocol might have had
an impact on its effectiveness and effect sizes.>*
Collectively, these factors may have contributed to the
reporting of small or nonsignificant results on

outcome variables, which should be considered in
planning future interventions.

In addition to perceived barriers, qualitative data
were congruent with quantitative symptom results.
Clinical efficacy was illustrated by individual
experience and perception, as both Reiki recipients
and providers articulated a reduction in stress, anxiety,
depression, and pain and reported good sleep. For
example, Reiki has been authenticated as a
hallmark indicator to alleviate pain, stress, and
discomfort.?!:23:34:36 In our study, pain reduction, as
well as distress/stress relief, had nonsignificant,
small/moderate effects. In addition to physical and
psychological benefits, patient and caregiver
participants perceived higher levels of spiritual
benefits represented by their feelings of peace, love,
and hope. The enhanced spiritual dimensions support
Reiki as a spiritual technique that optimizes the ability
to balance one’s body, mind, and spirit, reduce
cancer-related stress, and support wellness. Reiki
contributes to transferring universal life force energy
into healing the entire body system when
possible.?®2%-37 Transference of this kind of energy
restores and realigns balance to the whole body in a
deeply relaxing state and calms negative body
reactions.

Well-being was the only patient health outcome in
addition to cancer symptoms to improve significantly
in our study. Consistent with previous
studies,30-33:34:36 positive Reiki effects support
well-being in oncology patients. It also corresponds to
the proposition offered by Miles?’ that Reiki as
spiritual healing can be used to improve well-being
through achieving balance in the entire human system
of body, mind, and spirit. Although not significant in
this study, there was a higher score for HRQoL
post-Reiki compared to pre-Reiki. Likewise, other
studies have linked Reiki with increased QoL or
cancer HRQoL.?>% Study results supported the main
assumption of SMT that symptom experience and
health status outcomes, including effective symptom
management strategies like Reiki, were used to
improve HRQoL. Furthermore, the positive effects of
caregivers performing Reiki on cancer patients have
exceeded the aforementioned benefits for their cancer
patients. Qualitative data confirmed that Reiki
delivered by caregivers may produce reciprocal
benefits for cancer patients and caregivers. That is,
daily practice of home Reiki not only generates
immediate responses (eg, stress reduction and
relaxation) but also leads to meaningful encounters,



which evolve into a cumulative treatment effect.
Family caregivers reported observed improvement in
alleviation of distress and back pain and reported
increased levels of hope, activity, and perceived
informal support. Also, the extent to which caregivers
experienced the indirect benefit of “healing myself”
via performing Reiki everyday led to an increase in
their own well-being, rather than engendering extra
physical burden. By understanding the therapeutic
mechanisms of Reiki and observed outcomes, the
reciprocal responses post-Reiki reflected cumulative
benefits on both patients and their family caregivers in
our study. Clinical nursing practice should consider
at-home Reiki, between patients and their family
caregivers, as a holistic self-care modality to manage
cancer symptoms and treatment side effects. This
could be accomplished through referral to resources
for Reiki practice. Involving family caregivers
strengthens the connections between patients and
family members, provides positive outcomes for both,
and serves as a beneficial cancer continuum of care in
the community.

Lesson learned

One lesson learned during sample identification and
recruitment included access to patients. Many
potential patients met our eligibility criteria, but their
participation was declined by the primary care
oncologists and/or the community cancer support
facility. Providers inhibited access due to
consideration of the highly distressed and fragile
status of patients and their family members. Thus, to
gain access to patient/family members, it is important
to establish a trust relationship with clinicians. It may
be necessary to provide a succinct introduction to the
intervention procedure and Reiki benefits, particularly
in clinical sites where energy modalities are not
offered.

Limitations and future implications

Although several symptoms with large effects were
identified in this pilot study, our primary focus was on
exploring and comprehending treatment feasibility
and fidelity; thus, estimate of statistical power was not
deemed to be a major concern.®® An increased
significance level of « equal to or less than .10 with
small sample size was desirable for the purpose of
pilot research. Our study sought to integrate family
caregivers as part of the intervention to evaluate
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patient outcomes. In fact, family members played an
informal caregiver role as surrogate therapists to
deliver Reiki techniques at home to their loved ones.
Evaluation of at-home Reiki effects on caregivers
themselves was limited in the current study. Future
research should be designed with the participation of
family caregivers in developing protocol measures to
provide holistic health care as well as further
understand associated interventional benefits and
effects (eg, coupled or accrued effect when Reiki is
given by a wife to a husband or vice versa and
caregiver resilience with delivery of Reiki therapy).
Also, study outcome measures were collected and
interpreted through self-reported, subjective data.
Adding objective measures (eg, physiologic reactions,
medication use for pain and depression, and acute care
utilization) in future research would validate the
at-home Reiki effects and advance scientific evidence
among patient recipients and caregiver providers.

To our knowledge, this study generates the first
evidence supporting at-home self-delivery of Reiki
practice outside of hospitals and facilities by family
caregivers to cancer patients. Additional research is
needed to further test the at-home protocol to
maximize Reiki implementation and effect for
practitioners and cancer recipients. Additionally, a
power-estimated sample size with a more rigorous
intervention protocol is warranted.

CONCLUSION

Given the overall positive study outcomes and notable
patient/family caregiver satisfaction with at-home
Reiki, our preliminary data support the research
feasibility. The at-home Reiki protocol delivered by
family members was perceived as beneficial and
feasible for assuaging physical and psychological
cancer symptoms and improving emotional well-being
among community-dwelling patients. Although daily
practice was identified as a barrier for a few study
participants, on the whole, Reiki benefits outweighed
burden in relation to time commitment and
positioning for practice. Future studies with larger
samples are warranted to validate and maximize the
effectiveness of home-based Reiki for an
individualized, patient-centered practice toward
establishing an optimal protocol for incorporation into
holistic practice standards. Additionally, including
family members in energy-based complementary,
supportive care becomes relevant and exceptionally
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important in promoting holistic nursing and cancer
care in mainstream, real-world practice.
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