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ABSTRACT

Purpose: This study aimed to determine the effect of energy therapy on saphenous vein incision pain after coronary
artery bypass grafting [CABG].

Methods: Forty patients after CABG were randomly assigned to Reiki and Sham Reiki groups. The intensity and
sensory as well as affective qualities of pain were measured before and after the interventions. The patients
underwent Reiki healing energy and sham Reiki for 9 minutes. The short and modified version of the McGill pain

questionnaire and the Visual Analog Scale was used for pain measurement.

Results: There was a significant difference between the Reiki and sham Reiki groups in the mean scores of pain
sensory quality in the legs. However, no statistically significant difference was found between the two groups in the

mean scores of pains severity and affective quality of pain in the legs [P>0.05].

Conclusion: Reiki could be used as a simple and cost-effective nursing intervention for managing sensory

dimension of pain quality in the patients’ after CABG.
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BACKGROUND

Patients experience moderate to severe pain after coronary artery bypass grafting [CABG] despite receiving routine
analgesics [1]. Non-narcotic medications do not completely relieve pain, and narcotic drugs can cause respiratory
depression. Epidural anaesthesia reduces blood pressure and results in itching, nausea, vomiting, and urinary
retention. The side effects of analgesics limit the prolonged prescription of them [2]. In addition, unrelieved pain
stimulates sympathetic system, which affects the circulatory and respiratory systems. Blood pressure, pulse and
respiration rates increase, which subsequently enhance oxygen needs of the body and heart muscle, particularly; all
these states are dangerous for patients after heart surgery [3,4]. Unrelieved pain also leads to prolonged hospital

stay, increased treatment costs, and strained patient-healthcare providers' relationships [5].

Although medicines are the most convenient method to reduce pain, non-pharmacological complementary
approaches are even useful after cardiac surgery [6,7]. Treatment with complementary medicine becomes
increasingly more acceptable [8, 9]. Reiki energy healing is one of the methods adopted by the National Center for
Complementary and Alternative Medicine [NCCAM] [10-13] and gained growing global popularity [14]. Given the
lack of research in the field of application of Reiki energy therapy for relief of pain in CABG patients, this study
aimed to examine the effectiveness of Reiki for reducing the pain of saphenous incision site in the patients after

CABG.

METHODS

Design

This experimental study was a parallel clinical trial with two groups, Reiki and sham Reiki, which aimed at
determining the effect of Reiki energy healing on the intensity and sensory and affective dimensions of pain in chest

and leg after CABG.
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Participants

The study population included patients undergoing CABG admitted to the cardiac surgery unit [CCU-B] in Ali Ibn
Abi- Talib Hospital in Zahedan, Iran. Samples were selected from patients who were conscious, and on prescription
of Gabapantine 200 mg every 12 hours or Acetaminophen codeine 300/10 mg PRN, orally. Exclusion criteria were
previous experience with Reiki therapy, history of chronic pain due to musculoskeletal and connective tissue, and

presence of visual and hearing impairment.

Sampling

The sample size was estimated based on the finding of a similar study [13], which was 40 patients in two groups,
control and intervention. The systematic random sampling method was done. The samples were randomized in
terms of CCU beds. There were four beds for the patients who underwent CABG. The control and intervention

groups were also matched based on gender and age.
Outcome measurement

The data were collected using the short-form McGill pain questionnaire [27,28]. Validity and reliability of the
modified McGill questionnaire have also been confirmed in several studies [29]. The short-form McGill pain
questionnaire contains 11 items, which measures pain quality in both sensory [eight items] and affective [three
items] dimensions. Each item is scored based on a four-point scale from zero to three. The visual analog scale
[VAS] also was used for measuring the intensity of pain, which is graded from 0 to 10 indicating no pain and very
severe pain, respectively, similar to a horizontal ruler. In addition to its validity and reliability, the VAS is the

simplest and most widely used pain assessment tool [30].

Intervention

The patients received information about Reiki healing procedure and how-to receive it before intervention. Verbal
and written consent were obtained. The patients underwent Reiki therapy or sham Reiki for 9 minutes. A Reiki
master performed healing sessions for the intervention group and a trained nurse pretended Reiki sessions for the
control group without transferring energy therapy. The intensity and qualities of pain were measured immediately

before sessions. The patients took a supine position and closed their eyes, then, the master of Reiki transferred
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energy on their aura from a distance of about 2 feet for 6 minutes, and on the root chakra, located in the perineum,

for 3 minutes. The pain was reassessed after 10 minutes of energy therapy.
Statistical analysis

The data were analysed using SPSS-22. The demographic and baseline clinical data of the two groups were
compared with the chi-square test for categorical variables and the independent t-test for numerical variables. The
analysis of covariance [ANCOVA] and repeated measures analysis of variance [RM-ANOVA] and Bonferroni post

hoc test was used for the data analysis. The significance level was considered at 0.05.
RESULTS
Baseline data

In the current study, 40 CABG patients were recruited randomly. The mean age of the control and intervention
groups were 59.05+6.16 and 61.55+7.01 years, respectively. The mean length of stay in the ICU was 3.50 in the
control group and 3 days in the intervention group. On average, energy therapy was conducted in the fourth day after
the operation in the intervention and control groups. Sixty percent of patients in both the intervention and control
groups were male. Most patients were illiterate or had a primary school education level and all were married. There
was no statistically significant difference in the demographic data between the two groups [p>0.05]. The results also
showed no significant difference in both groups in the history of diabetes, hypertension, addiction, smoking, and

hyperlipidemia [p>0.05] table 1.

Outcome measures

Table 2 shows the pre- and post-intervention without controlling for covariates as well as adjusted means after
controlling for covariate variables. The results of ANCOVA showed a significant difference in the mean scores of
sensory quality of pain in the legs [1.31 vs. 2.13; P= 0.019] between the intervention and control group after
controlling confounding variables, which were age, gender, length of stay in ICU, days between surgery and energy
therapy, history of diabetes, hypertension, hyperlipidemia, addiction, and smoking. However, no statistically
significant difference was found between the two groups in the mean scores of pain severity and the affective quality
of pain in the patients’ legs [P>0.05].
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Table-1: Distribution of demographic and baseline clinical characteristics of patients

0,
Demographic characteristics and n [%]
basic clinical P Value
Sham Reiki Reiki
Female 8[40%] 8[40%]
Gender 1.00
Man 12[60%)] 12[60%)]
- 9 [45%]
illiterate 6 [30%]
. . 9 [45%]
Primary education 8 [40%]
Education Diploma 2 [10%] 041
P 5 [25%]
0,
Undergraduate and 0 [0%]
1[5%]
above
Yes
0, 0,
History of 140%[8 140%[8 1.00
diabetes NO 12[60%] 12[60%]
Yes
0, 0,
History of 160%[12 155%[11 Lo
hypertension NO 8[40%)] o[45%)
Yes
0, 0,
History of 130%[6 155%[11 020
hyperlipidemia | 14[70%] 9[45%]
Yes
15%[1 115%[3
Smoking 0.60
19[95%] 17[85%]
NO
Yes
0, 0,
History of 135%[7 135%[7 1.00
addiction 13[65%] 13[65%]
NO
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DISCUSSION

The current study discusses the effect of Reiki on the intensity and sensory and affective qualities of pain in the
saphenous vein incision after CABG.

Table 2: The mean scores of intensity, sensory and affective qualities of pain in saphenous vein incision pain before and after CABG in

Reiki and sham Reiki groups

Groups Post intervention Adjusted
Baseline Post intervention | Mean [95%CI]
Mean [SD] | Mean [SD]
Reiki 131
3.50[2.21] 1.65[1.27]
[0.88-1.74]
Sham Reiki 213
2.10[1.21] 1.80[1.00]
Sensory quality [1.70- 2.56]
P Value F[1, 28]=6.17
[t-independent] | 0.019 0.251 P=0.019
0.181
Reiki 1.67
2.40[1.09] 1.20[0.89]
[1.16- 2.18]
Saphenous
Sham Reiki 2.02
vein incision pain | Affective quality 2.00[1.08] 1.80[1.06]
[1.52-2.53]
P Value F [1,29]=0.86
0.681 0.060
[t-independent] P =0.359
Reiki 4.63
5.29[3.08] 4.00[2.96]
[3.28-5.97]
Sham Reiki 4.37
Intensity 4.60[2.52] 4.10[2.55]
[3.02- 5.71]
P Value F[1,29] =0.07
0.443 0.909
[t-independent] 0.797
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CABG patients. National Center for Complementary and Alternative Medicine [NCCAM)] classify Reiki as an

ancient Japanese manual healing method for pain reduction [10-13], which is supported by the finding of the current

study. The findings are in line with many laboratory and clinical studies that highlight the impact of Reiki on pain
management. The findings of various studies indicate Reiki decreases pain in acute coronary syndrome [38], oral

surgery [39] and fibromyalgia [40].

Although studies support pain reduction using Reiki energy healing, the exact mechanism has not been determined.
Chung [41,42] signifies Ki theory as a mechanism of Reiki effects. According to the theory, blockage of energy flow
paths and/or lack of circulation and energy imbalance in organs cause pain and disease. Through unblocking, Reiki
facilitates energy flow, reduces pain and discomfort, and enhance vitality in individuals [43]. Other mechanisms
include increasing the activity of the parasympathetic nervous system [38], reducing the need for opiates likely
through stimulating the release of endorphins and enkephalins [43], reducing stress, and enhancing pain threshold.
However, these mechanisms might be applicable for the patients in whom Reiki heals last 2-3 days [37]. Besides,
pain reduction through a slight touch of Reiki healing can be explained by the Gate control theory [44]; however,
no-touch and even distance methods of Reiki healing and most of its immediate effects are unknown mechanisms,

which should be examined by scientists, especially, neurologists and biochemists.

The results, however, showed no statistically significant difference between the Reiki and Sham Reiki groups in
pain severity and scores of the affective quality of pain in the patients’ legs. This might indicate that patients were
more focused on painful areas such as chest pain compared to the legs in the current study. Besides, the mean of leg
pain intensity was relatively modest and the patients did not perform any physical activity using lower limbs before

and after energy therapy, thus, changes in intensity and affective quality of pain might be neglected by the patients.

As the patients’ perception of pain intensity might be affected by environmental factors such as noise [37], one of
the limitation of the study was no private room for conducting Reiki energy healings and interference of nursing and
medical care. Besides, the patients were ethnically diverse, thus, cultural heterogeneity of the subjects might affect

the results as a limitation.
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CONCLUSION

Reiki reduces sensory quality pain in the patients after CABG. Therefore, Reiki energy healing could be used as a

non-pharmacological and noninvasive method with no known complications for relieving sensory quality of pain in

CABG patients.
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