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Abstract
To explore the feasibility of a Reiki therapy-training program for the caregivers of pediatric
medical or oncology inpatients, at a large pediatric hospital, a series of Reiki training classes were
offered by a Reiki Master. At completion of the training, an interview was conducted to elicit
participant’s feedback regarding the effectiveness and feasibility of the training program.
Seventeen of the 18 families agreed to participate. Most families (65%) attended three Reiki
training sessions, reporting that Reiki benefitted their child by improving their comfort (76%),
providing relaxation (88%), and pain relief (41%). All caregivers identified becoming an active
participant in their child’s care as a major gain from participation in the Reiki training. A hospital-
based Reiki training program for caregivers of hospitalized pediatric patients is feasible and can
positively impact patients and their families. More rigorous research regarding the benefits of
Reiki in the pediatric population is needed.
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1. Introduction
The hospitalization of a child is a stressful event for both the child and their family.1,2

Dealing with a chronic health condition requiring long-term or frequent hospitalization can
heighten the stress response, resulting in negative emotional and psychological
consequences for patients and families alike.3 An increase in pediatric hospitalization rates4

and the proportion of inpatient care associated with complex chronic conditions,5 has been
reported over the past 15 years. With this increase in acuity and subsequent stress on
families, clinical care providers seek new ways to address and support the multidisciplinary
needs of chronically ill children and their caregivers, with the goal of making the
hospitalization experience as positive as possible.

The use of complementary and alternative medicine (CAM) for overall health and wellbeing
has been gaining popularity. In a survey of CAM use by Americans conducted by the
National Institutes of Health in 2007, 38% of adults and 12% children indicated that they
had used at least one CAM modality in the past year.6 Reiki, a type of biofield therapy, was
amongst the reported energy healing modalities by more than 1.2 million (0.5%) of the U.S.
general adult population, in the previous year and 0.2% of children in the United States
during 2007.6 In another survey of pediatric patients and families, biofield therapies
including Reiki were amongst the reported CAM therapies sought by them after a diagnosis
of cancer.7

Reiki, derived from a Japanese word with two syllables “Rei” (universal energy, the energy
that permeates the entire universe), and “ki”, (the life energy of all living creatures), was
developed by Japanese master Dr Mikao Usui in the early 1900s. Usui passed the tradition
down by providing instructions to Dr Chujiro Hayashi, who then taught Hawayo Takato
who in turn introduced the practice of Reiki to Hawaii and mainland United States during
the 1940s.8 Reiki was introduced to Europe in the 1980s. The National Center for
Complementary and Alternative Medicine (NCCAM) describes Reiki as an energy-based
touch therapy that involves the direction of energy by the practitioner’s hands into the body,
thereby rebalancing natural energy flow and enhancing the body’s capacity to heal. The goal
is to improve health and wellbeing, and may be achieved by providing relaxation and stress
relief.9

Much of the published literature examining the use and impact of Reiki is limited to either
case studies describing its use for various diseases, or experimental studies with small
sample sizes examining the effects of Reiki on a particular symptom or population of
patients.10–19 This preliminary research supports Reiki as a CAM therapy that may be useful
in reducing the anxiety, stress response and promoting relaxation,17–20,24,39 perioperative
anxiety and pain,21–23 cancer and chronic pain24–26 as well as cancer related fatigue.27,28

Though there is variable evidence documenting the effects of Reiki on bio-physiological
measures of stress and anxiety, such as blood pressure, heart rate,26,29–32 salivary immune
globulin A, and salivary cortisol,33 but majority of the studies report a positive impact on
these parameters. A number of studies have found significant reductions in subjective
measures of psychological distress after Reiki treatment,18,19,24,25 with a significant
reduction in the levels of psychological anxiety from pre- to post-treatment. Reiki can also
be practiced as a self-care treatment by patients34,35 and amongst people working in health
or social services.8,36–38 This evidence tends to support the notion that Reiki may be a
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beneficial therapy to offer to chronic, hospitalized pediatric patients and their families, in
order to improve their psychosocial wellbeing and lessen the negative effects of
hospitalization.

A number of U.S. hospitals are offering Reiki therapy to patients as a complementary
component of care.39,40 As a non-invasive, inexpensive, technology-free modality that can
be performed in a variety of settings and, is offered to patients with cancer in hospitals and
hospices throughout the country.13,22,39–43 It is an easy intervention to learn44,45 and a
reasonable way for hospitals to incorporate CAM into standard medical care. Reiki-trained
nurses and physicians, and other hospital staff most often provide the therapy. Parents or
caregivers could be included in the provision of Reiki therapy, since they are integral figures
in their child’s medical care, and may benefit from participating. Researchers have
demonstrated that interventions designed to improve coping skills and empower caregivers
to participate in their child’s care can effectively lessen negative mood, depression, and
anxiety.46

The current study explores the feasibility of a hospital-based Reiki training program for
caregivers of pediatric inpatients at a major metropolitan children’s hospital. The Reiki
training program is designed to provide caregivers with a non-invasive comfort tool that can
positively impact their child’s and their own experiences in the hospital and at home. A
long-term goal of such a program is to empower the parents/caregivers by providing a tool
for active involvement in their child’s care.

2. Materials and methods
2.1. Design

A series of Reiki training classes taught by a Reiki Master was offered to participants with a
goal of training the caregivers in Reiki to feel confident in utilizing it for their children’s
care. After completion of the training, participants completed an informal interview
providing their feedback about the perceived benefits and feasibility of the Reiki training
program.

2.2. Sample
All interested caregivers of pediatric patients inpatient medical and oncology units at a
tertiary care children’s hospital were invited to participate. Participants were required to
attend at least one of the four 3-h Reiki training classes either held in a designated room in
the hospital, or in their child’s hospital room. They were required to be age 21 years or
older, closely involved in the care of the hospitalized child, and fluent in English or Spanish.
Since the hospital’s diverse ethnic patient population includes a large number of Hispanic
patients (13% of admissions), a Spanish interpreter was available during the training
sessions for the Spanish-speaking caregivers, and a Spanish translation of all written study
materials was provided to the caregivers. The target sample size was 20 participants with an
expectation of 80% recruitment rate.

2.3. Procedures
After obtaining approval from the institutional review board, the study staff communicated
with the pediatric pain service, social work, and chaplain staff in order to identify eligible
caregivers to approach for study participation. To respect the families’ privacy and to avoid
any feelings of coercion, the primary nurse, chaplain, or social worker introduced the study,
outlined its purpose and activities, and obtained verbal consent for a visit from study staff to
discuss participation. The study staff subsequently contacted the caregivers interested in
participation in Reiki training to assess their eligibility, obtain consent, and answer questions
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about the study. Demographic information about the participant caregiver and their child
was also obtained at this time.

A Reiki Master already employed by the children’s hospital as a chaplain taught all Reiki
classes. The Reiki Master was responsible for the content of the Reiki training, and for
following the code of ethics and standards of practice defined by the International Center for
Reiki Training.45 Four, 3-h long, Reiki training classes were held in a meeting room,
allowing a maximum of 8 participants in each class. However, to respect participants’
privacy and minimize stress of leaving their child for several hours at a time, Reiki training
was also made available in their child’s hospital room at a mutually convenient time for the
Reiki Master and the caregiver. Upon completion the training program by the caregiver or
upon their child’s discharge from the hospital, an interview with the caregiver to capture
perceived benefits of the Reiki training program and total number of training sessions
completed were recorded.

2.4. Measures
2.4.1. Demographics—Age, gender, race/ethnicity, primary language spoken at home,
relationship of the caregiver to the child, diagnosis, length of hospital stay at the time of
treatment, and anticipated total length of hospital admission were collected.

2.4.2. Caregiver’s Reiki experience—An informal interview with caregivers at
completion of the Reiki training program consisted of open-ended questions created to
assess the feasibility and perceived benefits of participation in the program. While interview
questions were not standardized, the questions asked from the caregivers to elicit their
feedback about the perceived benefits of the Reiki program are listed in Appendix 1.

During the interviews, the investigators’ record looked for common themes in the
participants’ feedback. For assessment of the participants’ feelings of competence and
confidence regarding their use of Reiki following the training 0–10 Likert-type scale (0 =
not at all competent/confident, and 10 = extremely competent/confident) was utilized.

2.5. Data analysis
No formal statistical measures were employed to analyze this data since this was a
descriptive pilot study. Data was analyzed using simple means and percentages.

3. Results
Seventeen of 18 approached caregivers agreed to participate in the Reiki trial, for a
recruitment rate of 94.4%. One family was very interested in Christian Laying on of Hands
(another comfort therapy) instead of learning Reiki. Of the participating 17 families, 9
families had Spanish as their primary language. Of the children whose families participated
in the study, 65% (11/17) were females, with an age range of 2–18 years. Most children
were admitted to the hospital for an average of 7–40 days. The diagnoses associated with
these admissions were mostly oncological (82%) or chronic life-limiting medical conditions
(18%). Most families (14/17 or 82%) preferred to receive Reiki training in their children’s
hospital room or on the same floor to maintain proximity to their children. A total of 37
Reiki sessions were offered for the 17 families. Most families (11/17, or 65%) attended 3
Reiki training sessions. Two families attended only one Reiki raining session (11.7%), and
five (23.5%) families attended 4 sessions.

While rating their feelings of competence and confidence with Reiki following the training,
participants indicated more confidence about using Reiki therapy for their children if they
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received 2 or more training sessions (70%, Likert scale score ≥6), if they themselves had
experienced Reiki therapy (52%, Likert scale ≥6), and when instructions were provided in
their primary language (100%, Likert scale ≥6).

Thirteen of the 17 (76%) participating caregivers reported that Reiki had benefitted their
child by improving their comfort, and providing relaxation (15/17 or 88%), and pain relief
(7/17 or 41%). One caregiver reported cessation of her child’s leg shaking. Most caregivers
(82%) reported their own use of a CAM therapy. Following this training, 10 caregivers
(59%) reported regular use of the Reiki therapy with their children. Six of these 10, were
directly observed providing therapy for their children, by the Reiki master. An interest in
further participation in Reiki training was expressed by the majority of caregivers (10/17),
including a specific request for an advanced level Reiki training by one.

All caregivers reported a feeling of becoming an active participant in their child’s care, after
this training. The presence of an interpreter providing instructions in their primary language
was reported as a strength of this training, allowing better understanding of the training.
Caregivers also reported the flexibility of the training sessions’ location as a major positive
for this training program. Other comments by the participating families included requests for
more information on CAM therapies available at the institution, and suggestion for the
therapy and training be offered to all caregivers and clinical providers.

4. Discussion
This pilot program was successful in providing Reiki training to caregivers of pediatric
inpatients at a tertiary care children’s hospital, thereby providing them with a non-invasive
comfort tool with the ability to positively impact their experiences in the hospital and at
home. Our experience demonstrates that such a program is feasible, in terms of planning,
recruitment, and execution. Our program also empowered caregivers to be active
participants in their child’s care.

4.1. Feasibility
Reiki is a noninvasive, relatively portable therapy that requires minimal equipment and can
be done in a variety of settings as demonstrated by our flexible training schedule and
locations. The ability of our Reiki master, to accommodate participants’ wishes to learn
Reiki in their child’s hospital room to maintain proximity to their child was a major factor in
participation. The training sessions put little strain on the hospital’s resources, and were easy
to incorporate into day-to-day hospital life. It could pose a challenge to maintain this degree
of individual participant attention if the program is implemented on a larger scale and may
require, an additional Reiki master to meet the needs of each participant in an efficient
manner.

4.2. Acceptability
Our recruitment methods were successful in acquiring a number of participants (17) close to
our original sample goal of 20, with a recruitment rate of 94.4%. Since hospital staff who
may have already been familiar with the families on the units did the identification of
potential participants, there may have been a selection bias toward families that were
thought to be receptive to CAM therapies. Since 82% of participating caregivers reported
use of some form of CAM themselves, this characteristic could have influenced their
receptivity to learning Reiki.47 Use of CAM therapies may vary based on geographic
location and patient population.48–51 The degree of interest, and the number of participants
in our program demonstrates a high rate. Our participants also demonstrated a 59% rate of
continued use of Reiki after completing training, and expressed an interest in further Reiki
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training. Further expansion of the program may yield a variable degree of interest, in which
case it might be prudent to take measures to increase awareness of the availability and
potential benefits of the program.

4.3. Participant feedback and perceived benefits
The most frequently reported perceived benefits were increases in the child’s comfort and
relaxation (76% and 88%, respectively). Our findings of these perceived benefits are
consistent with previous research findings on the benefits of Reiki.8–25 This is encouraging,
as it was one of our primary goals to provide an effective comfort tool for caregivers to use
with their children. The self-reports from caregivers about this program serving as a way for
them to actively participate in their child’s care is also an equally important finding.

Being a feasibility study, it lacks the rigorous design, randomization, controls, blinding or
quantitative data collection. However, the feedback from participants encourages us to
recognize a promising area for future research involving CAM and pediatrics, a population
with which little Reiki research has been done.

The participant feedback will also assist us in tailoring our program to better meet the needs
of future participants, as it is our hope that the established training program will become
permanently incorporated into the hospital’s teaching offerings. We also hope to extend the
training to clinicians and other hospital staff. Our program may serve as a prototype that can
be utilized in other institutions.

5. Conclusions
Based on the successful completion of this pilot program, we conclude that a hospital-based
Reiki training program for caregivers of hospitalized pediatric patients is feasible, and may
realistically be incorporated into a hospital’s teaching offerings. We also conclude that such
a program is able to positively impact and empower patients and their families. While
participants in our program subjectively reported perceived benefits, there is a need for more
rigorous trials to assess the benefits of Reiki in the pediatric population.
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Appendix

Appendix 1:
Questions administered to caregivers at completion of the Reiki training or at the time of
their child’s discharge from the hospital:

• Have you had any previous experience with other types of complementary or
alternative medicine (e.g. massage, acupuncture, etc.)?

• On a scale of 0–10 (0 = not at all, 10 = extremely), how competent and confident
do you feel using Reiki therapy with your child, having completed this training
program?

• Do you feel that learning and/or practicing Reiki has benefitted you or your child?
If your answer is yes, please describe the benefits you have noted.

• Have you used Reiki since completing the training? If yes, how frequently?
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• Do you have a desire to participate in further Reiki training?

• What did you like about the Reiki training program?

• What could have been done better, or differently?

• Are there any other comments or suggestions you’d like to share with us?

Abbreviations

CAM complementary and alternative medicine

NCCAM National Center for Complementary and Alternative Medicine
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