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ABSTRACT 

The purpose of this study was to examine the decision-making process of 

individuals who use alternative healing modalities, in particular the energy healing 

modalities of homeopathy, reflexology, acupuncture, and Jin Shin Jyutsu. A qualitative 

design was selected because the personal nature of decision-making was best accessed 

through self account. Content analysis was used to examine the data because it both 

describes aiKl quantifies phenomena. The study sample comprised nine volunteers who 

met study requirements. Data provided limited initial support of the motivating factors 

suggested in Astin's (1998) study. However, after consideration of all qualitative data, 

the original categorical definitions of dissatisfaction with conventional medicine, desire 

for personal control, and philosophical congruence were amplified or clarified. 

Additional motivating factors were also described and defined in this study. Therefore, 

this study identified healing system attributes, outcome, pleasure, timing, and 

recommendation as factors influencing the decision to use alternatives. Findings also 

suggested that health care decisions were better understood using a consunier decision

making process because consumer emotions influenced decision outcomes. The logical 

and rational processes characterized in general decision-making are discarded since 

they do not accurately reflect the descriptions in this sample. Nurses can assist in this 

decision-making process by making thorough assessment of individual beliefs, 

supporting consumer values, providing information resources, catalyzing moments of 
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understanding, and illuminating the meanings that health care and healing have to the 

individual. 
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CHAPTER ONE 

INTRODUCTION 

The last decade of the twentieth century has been witness to the transition in 

health care from the use of one predominant biomedical system to the exploration, 

validation, and use of healing systems grounded in many perspectives and world views. 

Although use of Western biomedicine has maintained a dominant position in the lives of 

those in the United States, schools of healing and health such as chiropracty and 

homeopathy have shared a less prominent but undeniable coexistence (Boozang, 1998; 

Engebretson & WardeU, 1993). In addition to these more institutionalized systems, 

healing beUefs that include herbalism (Fleming, 1990; Mabey, Mclntyre, Michael, DuflF, 

& Stevens, 1988; Ody, 1993) and folk medicine (Jarvis, 1958) have been maintained 

through an oral tradition of knowledge, development, and dissemination. 

Before their popularization in the United States, the healing practices of 

massage, acupuncture, yoga, reflexology, meditation, and other healing systems that 

acknowledge life energy had been used for centuries in ancient Greece, Persia, Egypt, 

India, China, and Japan (Dougans, 1992; Lidel, Thomas, Cooke, & Porter, 1984; 

Mann, 1973; Reid, 1993). Complex tribal healing ^stems that are based on similar 

beliefs have been practiced throughout time in the United States (Mehl-Madrona, 

1999). Additionally, in the late 1800s in the United States, 22 homeopathic medical 

schools and more than 100 homeopathic hospitals were viable and supported 
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institutions in the East and Midwest, while one out of five physicians was a homeopath 

(Panos & Heimleich, 1980). The United States has historically supported a variety of 

healing systems. 

Today, the coexistence of healing modalities with mainstream biomedicine has 

helped to create both furor and debate about the many healing nK)dalities and choices 

available to the United States health care consumer. For professionals in the health care 

system, it has been a time where challenges to the philosophy and delivery of 

conventional health care have provoked widespread discussion. Nurses as well as 

physicians are called upon to support, advocate, and advise consumers who are 

choosing alternative healing systems simultaneously with traditional biomedical 

approaches. This has resulted in the reevaluation of the services, ethics, finances, and 

responsibilities of the health care industry (Davidoflf, 1998). 

Background 

The presence and the prevalence of the use of healing alternatives in the United 

States have begun to be quantitatively evaluated. A national survey indicated that 34% 

of individuals contacted about use of healing modalities alternative to biomedical 

options reported using at least one non-Western biomedical therapy during 1993. The 

majority of those interviewed identified using modalities for chronic rather than life 

threatening conditions. Alternative therapies fueled an estimated 425 million provider 

visits per year compared to the 388 million visits attributable to conventional medical 
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practices. The survey also found that approximately $10.3 billion of the $12.8 billion 

spent on alternative medicine was being paid out-of-pocket. Physician providers were 

only informed of their patient's use of alternatives 28% of the time (Eisenberg, Kessler, 

Foster, Norlock, Calkins, & Delbanco, 1993). 

Between 1990 and 1997, the use of healing modalities increased in the United 

States by 8.1% (Eisenberg, Davis, Ettner, Appel, Wilkey, Van Rompay, & Kessler, 

1998). By 1997, indivkluals paid $12.2 billion out-of-pocket for these healing 

modalities (Eisenberg et al.). The number of visits to alternative medicine practitioners 

increased to 629 million, with 15 million individuals identifying the concurrent use of 

conventional pharmaceuticals with alternative remedies. Use ofherbal medicine, 

massage, megavitamin dosing, folk remedies, energy healing, and homeopathy were 

some of the more frequently used modalities indicated (Eisenberg et al.). The increases 

in use of alternative therapies seen in the United States are similar to trends of the use 

of alternative therapies in Europe, Asia, and Russia (Goldbeck-Wood, Dorozynski, Lie, 

Yaumachi, Zinn, Josefson, & Ingram, 1996). 

Choosing Alternative Healing Modalities 

The motivating Actors for the individuals who use alternative healing systems 

are individualized and diverse. Additionally, the expectations of the outcome vary with 

the individual. The National Institute of Health's (NIH) Commission for 

Complementary and Alternative Medicine (CCAM) recognizes that individuals and 
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practitioners may isolate modalities from various healing systems without embracing 

the belief or values of the system (O'Connor et al., 1997). For example, acupuncture 

can be approached either from the biomedical belief system of neurotransmitters, 

biochemicals, and receptors or from a belief in energy systems, stagnation, imbalance, 

and flow between the individual and the cosmos. Similarly, herbs may be used with the 

intention of alleviating symptoms and reaching a cure or because of a recognition of a 

complex biologic energy system in which plant and animal energies coparticipate in 

universal energetic balancing and harmony. 

During the late 1980s, health care literature commonly proposed that socially 

disempowered individuals with incurable conditions or those who lacked access to 

biomedical resources use alternative healing modalities (Engebretson & Wardell, 1993). 

It is not clear how these assumptions were derived or if they were validated by 

consumers of those modalities at the time of report. Literature that examines the 

motivation of those using healing modalities appears to be primarily professional 

opinion or anecdotal discussions or research with small sample sizes and questionable 

generalizability. 

Health care professionals often speculate about the rationale for using 

alternative healing modalities. There is discussion that western medicine may be lacking 

something that individuals then seek elsewhere (Davidoff, 1998). Alternatively, the use 

of healing modalities may provide experiences from which one may accept control and 
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responsibility for one's health or creates feelings of renewal and personal connection 

with intuitive and unseen forces (Boozang, 1998; Kaptchuk & Eisenberg, 1998). 

Donley (1998) suggests healing modalities are chosen because of fear of intrusion and 

harm by the biomedical system, easier access to alternatives, perception of lower cost 

of alternatives, and a desire to use more natural means. The increased use of healing 

systems may also be related to: patient disillusionment of the practice, approach, and 

philosophy of western medicine; low economic status of the user; and use by non-

Caucasian individuals (Panos & Heimlich, 1980). 

Recently, Astin (1998) identified characteristics that were predictive of 

alternative medicine use. He concluded that the majority of alternative healing users 

tended to be more educated with poorer health than nonusers. He found that their 

motivation to use alternative healing was not related to dissatisfaction with the 

biomedical system but to the congruence of alternative healing with their own values 

and philosophical perspectives toward life and health (Astin). While the sample size of 

this study was adequate, it is but one study. Further, Astin studied predictors of 

behaviors and did not study perception of motivation. Additionally, the predictors 

tested were developed based on a review of professional literature and were not 

necessarily based on belief of the consumers of these modalities. 

The current literature reflects speculation in both the mainstream and alternative 

health care industries that has not been confirmed by the consumers of these modalities. 
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Clearly additional information about the motivation behind alternative healing use is 

needed to fully understand the health care consumer of today. Therefore, a study using 

the methods of naturalistic inquiry that focus on eliciting reasons for the use of 

energetic healing modalities from the consumer is needed. 

Nursing and Alternative Healing Svstems 

In mainstream health sciences, nurses pioneered the investigation of alternative 

healing three decades ago, specifically through work with energetic healing and the 

human energy field. The ideas of creating an environment that is conducive to 

wholeness, stimulating the physiologic relaxation response in individuals, and creating 

energy patterns in which nature is able to heal is well grounded in the holistic nursing 

movement (Mandle et al., 1996; MuUoney & Wells-Federman, 1996). Many nurses 

have studied the idea that human healing takes place because people are energy who 

create the energy patterns of health and healing. Nursing research involving meditation, 

relaxation, guided imagery, therapeutic touch, music therapy and massage supports this 

premise (Dossey, 1997; Guzetta, 1998; Mandel, Jacobs, Arcari, & Domar, 1996; Quinn 

1988, 1989; Thompson & Coppens, 1994). 

The holistic philosophical perspective is a way of viewing the world as patterns 

and processes of the whole, not as fragmented pieces (Dossey, 1997). The holistic 

perspective impacts nursing by redirecting priorities in nursing research as well as 

redefining methods of scientific inquiry (Dossey, Keegan, Guzzetta, & Kolkmeier, 
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1988). Nursing accepts and uses the ideas of holism (American Nurses Association, 

1995). Caring, healing, synchronicity, spirituality, and expanded consciousness have 

become tools that shape nursing's delivery of care (Guzetta, 1998). The nursing 

profession, therefore, recognizes the ever-changing, multifactorial nature of 

environments and people and can embrace alternative healing and energetic healing 

modalities specifically as meaningful interventions in health care. 

The creation of the Holistic Nurses Association in 1986 validates nursing's 

commitment to holism. In the United States, conferences and seminars in holistic 

methodology and perspectives are commonplace. Ground breaking nursing energy 

healing modalities such as therapeutic touch, that were introduced and taught by Kunz 

and Krieger in the 1970s, have now been taught in national and international nursing 

academic programs for almost three decades (Dossey, 1997). National and private 

funding for research in therapeutic touch and other modalities have helped to increase 

awareness of energetic healing modalities (Mandle et al., 1996; Schroeder & Neil, 

1992; Quinn, 1989 ). The Denver Center for Caring, School of Nursing, University of 

Colorado used multiple modalities of healing, including energetic interventions, in the 

care of persons living with HIV/AIDS. The effects of these alternative therapy 

programs have been well documented (Schroeder & Astorino, 1996). 

Since the 1970s, nursing has been interested in energy theory as applied to 

humans and health. Theorist Martha Rogers introduced the idea that healing within the 
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individual is related to energy and energy flow. She identified that people are energy. 

She identified energetic patterns and systems of energy transaction. Furthermore, she 

recognized that health is a maniiestation or a resultant energy from these patterns 

(Lutjens, 1991). For more than 15 years, studies grounded in these beliefs have tested 

energetic interventions and their efifects on health, anxiety, depression, and physiologic 

functioning (Heidt, 1981; Krieger; 1975, 1979; Quinn; 1984, 1989). Delores Krieger, 

Janet Quinn and others built an extensive body of literature and research about 

therapeutic touch, the energetic exchange of healing energies between two people. 

Nursing has established the theoretical basis for energetic healing modalities and 

tested the effects of these types of interventions. However, there is no nursing literature 

that explores and discusses the motivation which leads someone to seek out or accept 

the use of alternative healing or energy healing modalities. Although often assumed, 

user motivation is unexpk)red. It is a topic of research that will assist health care 

providers in understanding the nationwide consumer generated search for energetic 

healing systems. 

Selection of Energv Healing Modalities for Studv 

The energy modalities selected for this study were determined by examining 

local/regional history and circumstances. In Arizona, spiritual exploration and energy 

awareness are sought in a climate where Anglo, Hispanic, tribal, and Eastern beliefs 

meet and are practiced. The very environment is one of energy awareness and energetic 



21 

landmarks through which people recognize the many options and perspectives for 

exploring the energy self. Sedona is recognized worldwide as an energy landmark. 

Phoenix, Arizona is the k)cus of the teaching and practice of Jin Shin Jyutsu brought in 

the 1950s by Mary Burmeister from Japan. Tucson, Arizona once had strong 

foundations in homeopathy and supported an exclusively homeopathic hospital, Tucson 

General Hospital. Additionally, there is a community of reflexologists in the Tucson 

area with a number of education and training programs. Therefore, this study will 

examine why people use the specific energy healing modalities of homeopathy, Jin Shin 

Jyutsu, acupuncture, or reflexology. 

Statement of Problem 

Although ahemative healing modalities are increasing in the United States, this 

use has not historically been advocated in many health institutions nor by many 

traditional health care providers. WhUe there is a great deal of literature and 

professional activity around alternative healing systems concerning efficacy, 

philosophy, nature, the manner of function, and cause for success or failure, there has 

been no nursing research that addresses why individuals use alternative energy healing 

systems. Medical literature is nearly equally devoid. There is little if anything known 

about the individual's decision-making processes. While reasons for use are assumed 

and implied, no nursing research exists that addresses this process. 
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Significance of Study 

Today, it is imperative to understand why the consiimer chooses to use 

alternatives. While few health care plans or managed care corporations reimburse 

alternatives, the appeal of alternatives remains with consumers spending enormous 

amounts of money out-of-pocket (Eisenberg et al., 1993; 1998). The managed care 

phenomenon has forced health care providers to look at coordinating the most 

appropriate care for the appropriate individual while controlling costs (Bodenheimer & 

Grumbach, 1998; P. Etheridge classroom communication 3/12/99). In many cases, the 

advanced practice nurse case manager has become the in-the-trenches coordinator of 

these services. In this (x>sition, the nurse case manager selects the appropriate services 

that are least expensive and most effective (Yates, 1996). While alternative healing 

modalities may have been included as part of health care in certain programs with great 

success, this certainly has been the exception (Schroeder & Astorino, 1996). 

Nursing seeks to provide and facilitate health care delivery, including alternative 

healing interventions. The failure to do this occurs when understanding of the consumer 

lacks accuracy. That the efficacy and cost of alternatives are hardly explored 

scientifically cannot remove the use of alternatives fi-om this formula. Indeed, the 

consumer is the driving determinant of cost and eflBcacy regardless of professional or 

scientific support. Thus, it is to the advantage of nursing case managers and the nursing 

profession to continue to explore alternative healing and the motivating factors behind 
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its use. 

Purpose of Study 

The purpose of this study is to describe the decision-making process when 

choosing modalities of energy healing. The study will examine individuals' motivations 

in using the energy healing modalities of homeopathy, Jin Shin Jyutsu, acupunctiire, or 

reflexology. Qualitative methodology has been selected for this research because 

information related to the individual's nnotivation is best accessed through unstructured 

interviews and the examination of personal accounts of the decision-making process. 

The qualitative approach provides the individual using energetic healing systems an 

opportunity for reflection, revelation, and response about their beliefs and practices of 

these modalities. 

Summary 

This chapter provided an overview of the background for the study. It included 

discussion of historic influences on present day use of alternatives. While there is one 

quantitative study about the predictors of alternative healing use present in the 

literature, exploration into this aspect of alternatives has only recently begun. 

Speculation primarily fuels current understanding about personal reasons behind the use 

of alternatives. The purpose of the study is to examine what motivates the consumer to 

decide to use alternative energy modalities. The specific question that will be asked is: 

why do individuals use energy healing modalities? 
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CHAPTER TWO 

REVIEW OF LITERATURE AND CONCEPTUAL FRAMEWORK 

Introduction 

In this chapter, alternative healing modalities, energy healing and energy 

modalities will be discussed. The decision-making process will also be reviewed. Lastly, 

discussion of Martha Roger's Science of Unitary Human Beings, will complete the 

theory basis of energy research, nursing, and personal choice regarding health care 

decisions. 

Healing Systems and Alternatives 

Inconsistent use of terminology has helped to foster the imprecise comparisons 

among alternative modalities in the health care industry. Terminology will therefore be 

defined for this study so that the phenomena investigated are clearly understood and 

this researcher's perspective is clearly stated. 

Alternative healing systems encompass all healing perspectives, modalities, and 

systems with their accompanying theories and belief. Alternative healing systems are 

healing systems other than that of the dominant health care system of a particular 

culture or society in a given historical period. They include practices and beliefs that are 

self defined by the user for preventing or healing illness or encouraging health and well-

being (O'Connor, Calabrese, Cardena, Eisenberg, Fincher, Hufiford, Jonas, Kaptchuk, 

Martin, Scott, & Zhang, 1997). 
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Glittenberg (personal communication, April 1, 1999) describes healing systems 

as: 

"the organized belief about worldviews, artifacts, rituals, and roles of 

people leading to caring behaviors directed at explaining and treating illness and 

sickness states and/or maintaining states of wellness of individual people, 

families, and communities." 

This definition differs from the definition proposed by Eisenberg et al., (1993) who 

stated that healing systems are identified as unconventional therapies that are (a) not in 

conformity with the medical standards of the community; (b) not taught widely at 

schools of medicine in the United States; and (c) not readily available in hospitals in the 

United States. 

Unlike the definitions of healing systems of the past which were overly focused 

on the biomedical view (Eisenberg et al, 1993; Eskinazi, 1998), Glittenberg's definition 

encompasses a more flexible and global perspective of health and healing. It recognizes 

dynamic states, allows for change and transition in studying and understanding healmg 

systems, and permits continued exploration of healing systems without having to 

redefine terms. 

Howe (1997) states NIH CCAM currently identifies six categories of healing 

modalities and systems that categorizes 300 difierent alternative approaches including: 

(a) nutrition and lifestyles, (b) traditional and ethnomedicine, (c) bioelectric 
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applications, (d) mind and body controls, (e) structural and energy therapies, and 

(g) pharmacologic and biological treatments (Table 1). 

This structural system is not without its critics. While the NIH CCAM is widely 

accepted by providers within the dominant health care system, the classification and 

description of modalities vary among ahemative health care providers. Krieger (1981) 

recognized that many holistic healing practices used similar techm'ques but were named 

differently because of their different ethnic origins, thus challenging the NIH CCAM's 

taxonomic structure. Acupressure (Chinese) and shiatsu (Japanese) are very similar 

modalities, yet Howe's (1997) abbreviated taxonomy identifies only acupressure 

without acknowledgment of shiatsu. Healing system modalities continue to be indexed 

into the NIH CCAM as they are identified. 

While categorical reductionism is found among the energy therapies in the NIH 

taxonomy, many of these modalities cross these artificially named boundaries. This 

becomes particularly evident when modalities are obscure and less mainstream. An 

illustration of another taxonomy system is in Table 2. 

Energetic Healing Svstems 

Energy healing system practitioners accept the belief that energy flows within 

every living and nonliving thing. Called by various names in different Eastern mystic 

traditions, Prana in Sanskrit, Chi in China, Ki in Japan, human life force energy is 

descnbed in a variety of ways but through similar metaphors (Krypananda, 1989). The 
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Table 1. Taxonomy of Alternative Healing Systems 

Diet, Nutrition 
and Lifestyles 

Macrobiotics, megavitamins, nutritional supplements, 
and such changes in lifestyle as exercise and breathing 
patterns. 

Traditional aiKl 

Ethnomedicine 
Acupuncture, homeopathy, Chinese Medicine, Native 
American Medicine, natural products, Ayurveda, Tibetan 
Medicine, herbal medicine, past-life therapy. Shamanism. 

Bioelectromagnetic 
Applications 

Electromagnetic fields, Neuromagnetic stimulation. 
Electro-stimulation, blue light treatment, and Magneto-
resonance Spectroscopy. 

Mind/Body Control Art Therapy and relaxation, biofeedback, sound/music 
therapy, counseling, prayer. Guided Imagery, 
Hypnotherapy, Yoga, meditation. Humor Therapy. 

Structural and Energetic 
Therapies 

Acupressure, Chiropractic Medicine, Rolfing, Alexander 
technique. Massage Therapy, Reflexology, Therapeutic 
Touch, Aromatherapy. 

Pharmacological and 
Biological treatments 

Anti-Oxidizing Agents, Cell Treatment, Naturopathy, 
Oxidizing Agents, metabolic and chelation therapies. 

Note. From "An Overview of Alternative-Complementary Medicine," by L. Howe, 

1997. [on-line] http://wellweb.comaltem/overview.htm. Reprinted with permission. 

http://wellweb.comaltem/overview.htm


28 

Table 2. Krieger's Taxonomy of Healing Systems 

Methods of Rebalancing Energy Acupuncture, Acupressure, Aikido, Chiropracty, 
Homeopathy. 

Naturopathic Medicine or the 
use of natural agents, forces, 
processes, and products to 
maintain natural physiology 
and normal biochemistry of 
the body. 

Polarity Therapy, Psychic Healing, Reflexology, 
Therapeutic Touch. 

Relationships of Body Structure 
Environmental Forces 

Alexander Technique, Dance Therapy, 
Feldenkrais Method, Lomi Bodywork, Rolfing, 
Stress reduction. Therapeutic Massage. 

Awareness of Self Art and Drama Therapies, Gestalt Therapy, 
Humanistic Psychology, Jungian Psychology, 
psychosynthesis, Transpersonal Psychology. 

Note. From Foundations for Holistic Health Nursing Practices: The Renaissance Nurse 

by D. Krieger, 1981, Philadelphia, PA: J.B. Lippincott Co. Modified with permission. 

most predominant characteristics of human energy patterns are the descriptions of their 

being in many different states of motion. 

Energy flows as lines, lattices, vortices, spinning wheels or chakras, brilliant 
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paths or nadis, rising spirit-waves or Shakti, and also as waves or auric sheaths whose 

subtle flow is representative of the physical form (Figures 1 and 2) (Brennan, 1987; 

Krypananda, 1990; Myss, 1996; Tiller, 1997). Energy is described by its patterns, 

sounds, colors, shapes, motions, and locations to the body (Brennan; Myss). For 

centuries, energy has been described by the many secular and tribal spirit traditions of 

the world. 

The exploration and guarding of the nature of human energy systems over the 

ages have been given to those few individuals of the mystic, spiritual, and religious 

traditions (Krypananda, 1990; Myss, 1996). Knowledge that was gained was held in 

sacred secrecy. A lifetime of devotion to those energy or spirit paths was one manner 

the individual could leam about them. Discussion was veiled in symbolic language 

(Krypananda, 1990). Today, biophysical scientific inquiry of energy healing has brought 

the scientific community closer to the ancient teachings of the subtle energy realms than 

it has ever come. 

Energy is the "capacity of matter to do work" (Hein, Best, & Pattison, 1988, 

p. 54). Energy also addresses the question of how things nrK>ve in space (Schwartz & 

Russek, 1997). It is a concept that is defined by the work, or force that can be 

measured fi'om its presence, as well as by motion. Energy is further defined as: 

"...the capacity to do work or perform vigorous activity. Energy may occur in 

the form of heat, light, movement, sound, or radiation. Human energy is usually 
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Figure I. Patterns and Placement of Energy Vortices (Tiller, 1997) 

Nptg. From Science and Hiiman Transfnmriationr Subtle Energies. Intentionalitv. and 

Consciousness (p. 126) by W. Tiller, 1997, Walnut Creek, Ca: Pavier Publishing. 

Copyright 1997 >Knilian Tiller Ph.D. Reprinted with pennission. 



31 

( ! \ \  

Figure 2. Patterns and Placement of Auric Sheaths Surrounding the Physical Body 

Note. From Science and Human Transformation; Subtle Energies. Intentionalitv. and 

ron«M;ioii!qiess (p.l29) by W. Tiller, 1997, Walnut Creek, CA: Pavier Publishing. 

Copyright 1997 by William Tiller Ph.D. Reprinted with permission. 
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expressed as muscle contractions and heat production, made possible by the 

metabolism of food that originally acquired the energy from sunlight. Chemical 

energy refers to the energy released as a result of a chemical reaction, as in the 

metabolism of food...." (Mosby, 1990, p. 428). 

Matter can have both potential or kinetic energy which exists commonly as forms of 

mechanical, chemical, electrical, nuclear, heat, radiant, or light energy (Hein et al., 

1988; Pert, 1997; Schwartz & Russek). 

It is suggested that the conceptualization of energy held by physicists be 

integrated with the conceptualization of energy in dynamic biologic systems because 

biologic systems are vibrant, vigorous, and interactive between the parts and the whole 

of the systems (Schwartz & Russek, 1997). The dynamical energy systems approach 

assumes that energy is always fluctuating and that all energy-generating systems are 

continuously open systems interacting with other energy-generating systems to varying 

degrees over time (Schwartz & Russek). In other words, energy is continually in 

motion, becoming and shaping patterns, and being shaped by patterns and fluctuations 

within itself. Human energy systems are merely part of the entirety of energy dynamics. 

Understanding the energy relationship to health and healing is the basis for energy 

systems healing. 

Energy Rg|atipffi?hip tg Hgaling 

In many traditional healing ^sterns, explanations regarding the physical 
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manifestation of distress or disease are based on the alteration in flow of the vital force 

energy of the individual (Eskinazi, 1998). The energy of the mind and body are 

inseparable. The energy of thoughts, hopes, fears, prejudices, and belief^ are so 

powerful that the human system living with these energies is physically shaped or 

reshaped by them, creating them into physical reality (Talbot, 1991). 

The human entity is a complex energy system. Braden (1995, 1996) states that 

fear is a lower frequency vibration, while love and happiness resonate at higher 

energetic vibrations. Living at the lower frequencies of fear, anger, or hatred may 

hasten the physical manifestation of diseases (Braden; Talbot, 1991). Those who 

approach illness with a more positive, hopeful perspective help to create a higher 

vibrational state which opens the spirit and hence, the body, to innumerable possibilities 

and outcomes beyond that which the low energy thoughts create. The pulses of higher 

vibrational energies resonate most closely with the true, healthy form of the individual 

allowing the person to achieve higher energy healing (Braden). The use of energy 

healing modalities allows ill individuals to intentionally disconnect the negative energy. 

It offers a redirection of action and thought away from illness-as-punishment to illness-

as-personal-metamorphosis. The potential is life-changing. 

Energetic healing modalities involve coparticipation in energy balancing, 

conscious recognition of energy flow and patterns, and hannonizing with one's 

energetic native. Dififerent modalities assist the individual to connect with different 
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aspects of their personal situations. Some modalities reduce the physiologic stress 

response and encourage activation of the relaxation response, while others (unction 

directly with body energy realignment. Reflexology, homeopathy, Jin Shin Jyutsu, 

acupuncture, crystal work, meditation, Tai chi, and chi gong are several modalities used 

to process toward this state of being. 

Healing Oneself /Healing Others 

Energy system exploration has lead to beliefs that individuals can create and 

ease their own suffering. A return to well-being or health is created by one's 

willingness and intention to modify the dynamic patterns of emotion, thought, and body 

for the purpose of creating balances in energetic patterns. These activities are within 

the potential of the individual (Krieger, 1981; Talbot, 1991). The belief that the real 

power of healing comes from within the individual is one shared by many healing 

systems (Engebretson & Wardell, 1993; Tiller, 1997). 

Brennan (1987) demonstrates that for one to heal another is a two-way street. 

The intention and motivation of both patient and provider are important aspects that 

influence the healing outcome. When one accepts treatments from practitioners of 

energetic healing, energy reshapings on many levels and awarenesses may be involved. 

The practitioner aids the individual through their talents and energy clarity by either 

infusing energies into or accessing the pathways of the seeker's body through which 

higher energy expressions can clear, remove, reshape, awaken, or balance patterns that 
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are manifesting out of harmony. If the individual is not willing to alter their thoughts or 

behaviors, often the benefits of the energetic session will be lost as the individual 

returns to the previous energetic state of being. Willing health requires effort and 

direction (Brennan). It is not a passive process for most, although in theory, if one were 

in a state of openness of being and in synchronicity with universal energies, they may 

accept and maintain a lasting healing energy within themselves. 

Dynamic Energv Modalities 

For this study, the use of the energetic healing modalities of acupuncture, 

homeopathy, Jin Shin Jyutsu, and reflexology will be explored. Both Howe (1997) and 

Krieger (1981) categorized these modalities in energetic classifications. 

The principles governing homeopathy were originally described by Hippocrates 

in 400 B.C., and introduced to the western world in the 1800s by Samuel Hahnemann 

(Panos & Heimleich, 1980). Homeopathy is the science in which substances that 

produce the symptoms of illness in the well person, when applied to the ill person 

evidencing those symptoms, will create the cure (Panos & Heimleich). The single most 

important attribute of the homeopathic substance is in its preparation through dilution 

and vibrational stages which imprints the energy of the original substance into the 

medium. In homeopathy, the energy nature and not the chemical nature of the 

substance is the curative force. (Bellokossy, 1966, 1967; Boozang, 1998; Panos & 

Heimleich; Vithoulkas, 1980). 
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Lasting efifects are realized when energy of the substance is available in the 

electromagnetic and etheric energy realms to the individual (Tiller, 1997; Vithoulkas, 

1980). Thus, homeopathy is more than the taking of a pill. The vibration or energy of a 

substance is captured in the medium which is taken by the person who lacks that 

particular vibration. The specific lacking are recognizable by the manifestations of signs 

and symptoms in the person that are subtle and specific, providing clues as to which 

substance's energies are needed to balance the person energetically (Panos & 

Heimleich, 1980; Tiller; Vithoulkas). 

Jin Shin Jyutsu is an energy modality in which the knowledgeable placement of 

fingertips at energy hubs of the body stimulate, calm, or clear energy paths, balance 

flows, and remove blockages, which allows the individual's flow of energy to connect 

with universal rhythm (Burmeister, M., 1985). Jin Shin Jyutsu is more than strategic 

touch. In Jin Shin, it is believed that the five attitudes of worry, fear, anger, sadness, 

and pretense are energy patterns that cause obstructions leading to physical, mental, 

and emotional dysfiuictions (Burmeister, A., 1997; Burmeister, M.). Placement of 

finger tips on energy points transmits a flow of energy into the person that balances the 

individual's flow with the healthier expressions of their energy bodies. Touch fi-om the 

hands is significant because each hand is a conductor of energy that either draws energy 

flows to or pulls them from the body (Burmeister, A.; Burmeister, M.; Tiller, 1997). 

Acupuncture involves more than the mere use of needles. Acupuncture is the 
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ancient Chinese art of balancing body energies through the use of thin needles inserted 

into the skin at points along energy paths. It is believed that unseen energy channels 

through which Chi or life energy flows called meridians branch and relx^nch in the 

energy system of the body. These are different from those found in the art of Jin Shin 

Jyutsu. One energetic aspect, the electromagnetic aspect, of the body is accessible 

through acupuncture (Tiller, 1997). Each meridian both collects energy at the skin 

surface and carries energy to body organs and systems (Tiller). Insertion, twirling, or 

stasis of the needles can be used to increase or decrease Chi as is needed for the 

appropriate balancing of the individual's life force energy (Mann, 1973; Tiller). Thus, 

insertion of needles into specific meridians accesses the organ flows of the energetic 

body and can remedy the over or under abundance of Chi which affects health. 

Reflexology is an art that also recognizes the Chinese system of meridians, 

points, and flows. In reflexology, the body's energy is believed to flow though all body 

organs and systems as well as the hands and feet. It also recognizes that the whole of 

the person can be found in the microcosm and the microcosm reflects the whole 

(Dougans, 1992). By working the reflexes in the feet, the systems of the body become 

more balanced. The entire foot is worked because the entire body lives in harmony and 

disharmony to itself. One system is never worked in isolation because systems do not 

function in isolation. Thus, the condition of the person may be understood by applying 

the knowledge of reflexology to what is revealed at the person's reflex points and 
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regions and can be changed through the application of pressure, stroking, rhythmic 

pinch or tapping, sliding, and other techniques applied to these areas. Chi or subtle life 

energy can be both increased or decreased by the strokes (Mochizuki, 1999). 

Reflexology is a holistic energy art that touches all the systems of the body and its 

potential is that of more than merely being a foot rub (Dougans). 

Decision Making in Health Care 

It is necessary to understand the complex process involved with decision

making, including the factors that influence and stimulate action, the consumer 

decision-making process, and how decisions are believed to be made relative to health 

care. 

Introduction to the Theory of Decision-Making 

There are many theories that describe the decision-making process. Decision

making can be viewed as a dynamic, complex, and cyclical three-stage process with 

interactive factors (Kozier & Erb, 1987). During decision-making, the individual is 

constantly in a state of information intake and evaluation of what to retain and, 

perhaps, to apply to any given situation. Choosing a particular action that is optimal to 

the present situatk>n is the desired goal of this process (Kozier, Erb, & Blais, 1992). 

In general, the three phases of the decision-making process are deliberation, 

judgement, and determination (Kozier, Erb, & Blais, 1992). The deliberation phase is 

one in which the individual, after obtaining information from any available route or 
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source, evaluates and refines the options that are most optimal for the situation. The 

evaluation of information gaps, inconsistencies, or conflicts occurs as well. Once 

options are refined, their presumed consequences, and outcomes, positive and negative, 

are also deliberated (Kozier & Erb, 1987). In the judgement phase, each option is 

evaluated in terms of effectiveness, efiiciency, and practicality of use in relation to the 

goal (Kozier & Erb). This phase includes the evaluation of the risk factors that each 

option introduces to the situation. The third step in the decision-making process is 

determination. It describes the phase in which the concrete selection of the option and 

its characteristics are made (Kozier et al.). Discrimination involves the ability to 

discern, distinguish, and select the best option fi-om the potentials in order to be appUed 

(Kozier & Erb). The best action is that which most appropriately meets the desired 

goal. Choosing the option is not the end point of this cyclical process. It is a means for 

action along a particular path until the situation changes and decision-making begins 

again. 

The Commoditv Perspective 

Studies quantified the out-of-pocket cost of the use of alternatives for the 

consumer at $12.2 billion in 1997 (Eisenberg et al., 1998). Additionally, the estimate 

that consumer use of alternatives and consultation with providers of alternatives vastly 

exceeded that of visits to conventional medicine practitioners makes it obvious that the 

use of alternative medicines and therapies have become an enormous economic 



40 

competitor with the current heahh care system. Since health care is viewed as a 

commodity that vies for financial security in the marketplace, evaluation of the 

decision-making process relative to the use of alternative healing systems is most 

accurately and thoroughly explored from the perspective of consumer sciences and 

decision-making in the marketplace. Therefore, general decision-making theory does 

not provide a complete foundation from which to explain or describe why alternative 

healing systems are selected. A more focused discussion of consumer decision-making 

may be helpful when examining the decision to use and pay for energy therapeutics. 

Consumer Decision-Making 

Consumer decision>making is one type of process through which consumers 

maneuver. Consumers select clothes, colleges, neighborhoods in which to live, 

restaurants, places to vacation, health insurance, HMOs, and alternative healing 

modalities of which energy therapeutics are but one category. While the vocabulary and 

focus of the general decision-making process may be different from consimier decision

making, the underlying process is similar. While the three phases found in general 

decision-making grossly parallel the five steps of the consumer decision-making 

process; (a) problem recognition, (b) search, (c) evaluation of alternatives, 

(d) consumer choice, and (e) post purchase evaluation, they offer a less in-depth 

explanation of the process (Kozier & Erb, 1987; Mo wen, 1987). 

Consumer decision-making begins with problem recognition wherein the 
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individual perceives a difference between their actual and desired state of being 

(Mowen, 1987). As the gap between the actual and desired state widens, problem 

recognition is more likely to cognitively occur (Mowen). The individual must be 

intolerably dissatisfied with the present condition or desirous to attain another state to 

be motivated into action (Jung, 1978; Mowen). In the health care environment, success 

is described by the ability of the health care system or provider to perform in a manner 

consistent with and satisfactory to the individuals' expectations. When satisfactory 

performance is not maintained, this dissatisfied state becomes the context fi'om which 

the individual will move. 

In step two, the consumer begins to search for information about services and 

products that may alleviate the problem. Both internal and external informational 

source searches are conducted (Mowen, 1987). Internal searches involve the long-term 

memory recall for information that can eliminate the problem (Mowen). For example, 

one may remember the name of a reliable towing company that goes out of its way to 

assist the stranded motorist when he is broken down at the side of the road. External 

information is solicited from outside sources such as friends, reports, advertisements 

and information sites (Mowen). External information is demonstrated when one asks 

colleagues or accesses the entertainment section of the newspaper for the finest dining 

establishments when planning for a special occasion. 

During information gathering, the individual forms and explores attitudes about 



42 

the options and about themselves (Mowen, 1987). The consumer's preferences are 

malleable and sensitive to the way information is presented (Hibbard, Slovic, & Jewett, 

1999). This is especially true when options are complex and unfamiliar, such as choices 

in health care. Individuals may not have fixed beliefs or preferences when presented 

either biomedical or alternative strategies for treatment may create their beliefs during 

the decision-making and information gathering processes. This information challenges 

beliefs that consumer preferences are fixed and that selection is predictable or even 

logical, particularly in health care (Hibbard et al.). Thus, the individual can be swayed. 

Hence, the manner in which the options are presented or advertised may be as 

influential to decision-making as one's values or needs (Hibbard et al.). For example, an 

individual accessing a trusted primary care provider for information about insomnia or 

musculoskeletal pain relief may be more amenable to experimentation with acupuncture 

or reflexology when the provider encourages modality exploration, in contrast to the 

provider who speaks in warning of non-medical therapies. Likewise, a consumer might 

place greater confidence in a fiiend's evaluation of chemotherapy than in a stack of 

educational pamphlets. 

Once choices are identified, the individual evaluates the optk>ns. Maynes (1976) 

suggests that consiuner decisions are guided by the rules of minimax and maximax. 

Thus, the individual will either maximize the best perceived options or minimize the 

worst perceived options, based on a complex set of personal values. He emphasizes 
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that every choice is perceived as having a value which is not exclusively focused on a 

financial outcome. Decisions are then made by comparison of the value one has placed 

on each option and the circumstances around which decisions are being made 

(Maynes). 

Evaluation of the options involves the notion of consiuner surplus, which is also 

based on what is important or worthy to the consumer. Consumer surplus can be 

illustrated by the difference between what a consumer pays for an acupuncture 

treatment and what they would have been willing to pay for it (Slavia, 1999). Thus, 

when consumers make a purchase, they take with them a surplus of satisfaction. If 

there were not some level of surplus satisfaction attained, then the transaction would 

not take place (Slavin). Indeed, the consimier's abih'ty to identify the worth of a service 

may be a reliable determiner as to which system or service is selected. 

During the evaluation of alternatives, the consumer clarifies option potentials by 

focusing on the intended goal, refining information, weighing the pros and cons of the 

options, and narrowing the options toward the finalization of choice. Since there has 

been an unprecedented appeal of alternative healing systems in the past decade, this 

step requires the individual to compare very different types of service options than have 

ever before been available to the public sector. By ntentally stimulating a vision about 

the service, the consumer gains clarity of the attributes of the decision and imagining its 

consequences (Phillips, Olson, & Baumgartner, 1995). This mental and emotional 
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trying-on of intangible services allows the individual to imagine a personal fit and 

satisfaction of services. This is important because the ability to create vivid, complex 

visual images afiects the outcome of the decision-making process (PhiUips et al.). 

Finalization of choice is the fourth step in this process. It occurs either through 

a compensatory or noncompensatory model of selection (Mowen, 1987). The 

compensatory model involves a lengthy evaluation process where the positive and 

negative factors are weighed in relation to the entire situation for an optimal outcome. 

Here the options that provide the most consistent and universally satisfactory outcomes 

are chosen, whereas with noncompensatory selection, evaluation is less encompassing 

because the magnitude of the outcome is less significant. Usually complex and involved 

decisions require compensatory models, and ordinary decisions are made using 

noncompensatory methods. Compensatory models might be used when a parent 

decides their response to the discovery that their teenage son was arrested for drinking 

and driving. Alternatively, the noncompensatory models are used to make more routine 

decisions where satisfactory, but not necessarily optimal outcomes are sought, such as 

deciding the right flavor of ice cream to bring to the potluck at work. 

Additionally, Mowen suggests that two types of choices are made: brand 

selection and store selection. Brand selection involves consimier selection on the basis 

of the brand name, while store selection involves consumer product selection based on 

store preference or loyalty. In health care, brand selection may be compared to 
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choosing a full-price massage treatment from the local health resort rather than the 

half-priced massage treatment from a student at the alternative healing institution or 

clinic. Store selection may be likened to accessing one's HMO for analgesics with pain 

control for a low back injury or going to one's chiropractor for an adjustment. Lastly, 

in this step, cognitive selection is translated into physical action and the purchase is 

made. 

The consumer decision-making process continues beyond the moment of 

choice selection. During post purchase evaluation, the consumer evaluates the impact 

of the product or service in satisfying the problem (Mowen, 1987). It is here that the 

individual develops new attitudes about the selected product or service, evaluates 

satisfaction or dissatisfaction with the choice, and finally decides how the choice will or 

will not be useful in the future (Mowen). This moves the consumer to another level of 

product awareness and opinion formation that can af!ect future decisions. Whether one 

selects the western biomedical or non biomedical alternatives, decision-making from a 

consumer model should be considered. 

Influencing Factors in Consumer Decision-Makint^ 

There are many factors that continuously influence the outcome of each phase 

of the decision-making process. Decision-making depends on: (a) personal 

environment, which includes the individual's commitment to their personal agenda, 

perceptions, which includes beliefs, values, and self-esteem, and motivation; 



46 

(b) environmental or external Actors, such as &mily/culture and religious/spiritual 

afiBliation; (c) scholastic or technical influences such as education and media; and 

(d) resource availability and the structure of the policy-politics-plan of the system to be 

accessed (Bodenheimer & Grumbach, 1998; Mowen, 1987; UNICEF/WHO, 1981). 

Agenda, perceptions, and motivation. Decision-making in health care requires a 

clear understanding of the consumer's agenda, perceptions, and motivations. While 

agenda is "a series of things to be done" (Complete Oxford, 1990, p. 22), the 

individual's personal agenda is a crucial but subtle aspect of motivation. Individuals 

may want to seek to create a state of wellness or they may seek access to healing 

systems and health care to validate their suffering and illness. The intentions supporting 

these actions stem from personal agendas, lead to different choices, and have vastly 

different outcomes. The current assumption in health care is that people want to get 

better. This requires greater exploration before it is assumed. 

Perception is an important means by which individuals gain information about 

themselves, their needs and their environment (Kozier & Erb, 1987). It is a process of 

selectively attending to the information that the person feels is meaningful and 

important; organizing the information into categories, topics, or theories, for 

understanding and evaluation; and creating relationships about information that can be 

interpreted into a meaningful whole (Kozier & Erb). Since it is reliant on the 

interpretations of previous decisions, experiences, and understandings, perceptions are 
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highly individualistic. The three main &ctors that influence perceptual fields are: (a) the 

person's needs, (b) the person's values or beliefs, and (c) the person's self concept 

(Kozier & Erb). 

Over the years, needs have been identified fi'om many encompassing theoretical 

perspectives such as Maslow's (1%3) Hierarchy of Needs. Maslow categorized human 

needs in ascending order fi'om those required to be met for basic biological survival to 

those recognizing philosophical or spiritual attainment. He identified the different needs 

as physiologic, safety, love and belonging, esteem, cognitive understanding, aesthetic, 

and self-actualization needs (Maslow). Change in perceived personal needs affects the 

individual's motivations and thus, each decision. As such, decisions and motivation are 

fluid and one should not assume that today's motivation will remain stable over time. 

Although individuals are initially motivated to fulfill the survival need, and 

choices are made that move them into a better "fit" with their environment, this does 

not minimize the influence of emotional or spiritual motivators (Maslow, 1963; 

Omstein, 1991, p. 25). Individuals are motivated to satisfy whatever is perceived to be 

the most pressing need. Himiorously, this may be illustrated by the individual who may 

purchase a new Jaguar automobile, whether affordable or not, when he moves to an 

exclusive and affluent neighborhood because he wants to fit his new environment. 

Needs fulfillment intertwines with motivation because the existence of needs creates an 

inner drive which leads to goal-directed behaviors that satisfy that need (Mowen, 
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1987). 

Beliefs provide some of the strongest catalysts in any decision-making process. 

'Tundamental belief that a person adopts are categorized to distinguish basic 

differences, to make judgements, and to choose actions" (Young, 1987, p. 234). If an 

individual believes that the body knows how to heal itself, they would be more likely to 

choose a type of healing modality which supports the body's innate healing processes, 

such as meditation or guided imagery. They would be less likely to select interventions 

such as biomedical therapies and invasive treatments as first line modalities. Similarly, 

the individual with the beUef that use of alternatives provides spiritual treatment, in 

addition to mental or physical care, would be more likely to find alternatives more 

appealing. 

Values are "personal beliefs about the worth of a given idea or behavior" 

(Mosby, 1990, p. 1222). They are internalization that are delineated by culture to 

describe what is good, important, right, or wrong and help to guide the individual in 

different circumstances (Mowen, 1987). Himianitarianism, freedom, and individualism 

are examples of American values. An individual makes decisions that are consistent 

with a particular set of values. However, values are also subject to evaluation and 

evolution. The debate concerning the legal use of marijuana for medicinal purposes 

provides a contemporary example . 

Self concept is '^the synthesis of ideas, feelings, and attitudes that the individual 
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has about his or her own identity, worth, capabilities, and limitations" (Mosby, 1990, 

p. 1066). An individual's self concept is multiiaceted, incorporating the actual, ideal, 

social, ideal-social, expected, and situational self (Mowen, 1987). The self-concept 

from which one chooses to operate may have drastically different values, agendas, and 

outcome behaviors. For instance, a person may consider themselves weak, that their 

opinions or ideas are not worthwhile. This person will often collect voluminous data 

before making even the most inconsequential decision. 

Motivation is another aspect of personal decision-making. Simplistically 

described, motivation is an "activated state within a person that leads to goal-directed 

behaviors," such as making a complaint, buying a good or service, or seeking 

information (Mowen, 1987, p. 61). Additionally, Zukav (1989) suggests that the 

source of one's motivation may be from conscious understanding of themselves. Since, 

health care choices are intentional choices, the individual's motivation rests in the 

intention to create one's own reality (Zukav). Thus, a person's choice to use energy 

modalities for self help or healing is a reflection of their intention toward expanding 

energy consciousness on some level. The motivations of energy consciousness can lead 

to different choices of health care modalities. 

Environment. The influences of family/culture and spiritual/reb'gious affiliation 

affect decision-making and the individual's interest in exploring healing alternatives. In 

the most concrete of terms, the family is "a group of people that is related by heredity" 
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(Mosby, 1990, p. 461). The family is an open system of patterns and interactions that 

continually interact and evolve (Newman, 1994). The femily possesses basic teachings, 

values, and belief, and members of that unit reflect these in their decisions and actions. 

Culture refers to learned, shared, and transmitted norms, belief, values, and life 

practices of a particular group that guides thinking, decisions, and practice in particular 

ways and includes family, society, region, race, and nation (Leininger, 1988). The 

influences of family and culture are important in making decisions to use alternatives 

because what is learned from these sources reside unchallenged with the individual until 

there is cause to reevaluate. 

Changing cultural norms are illustrated by the cyclical influence of homeopathy 

in the United States. In the 1800s and early 1900s, homeopathy was a well-known 

healing system particularly for lay and common persons (Panos & Heimleich, 1980). 

Homeopathy received great public support as a gentler discipline in the days when 

blood letting and ingestion of mercury were standard treatments of the medical 

profession (Panos & Heimleich). While homeopathy reached near extinction in the 

United States in the 1940s and 1950s when schools for conventional medicine received 

federal funding for operation and homeopathic institutions did not, homeopathy is 

presently gaining popularity and support (Panos & Heimleich). 

Religious or spiritual affiliation may be another factor why alternatives are 

chosen because religion influences the mores, norms, and behaviors that are expected 
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of individuals. In health care, those who practiced healing modalities that were external 

to the religious majority lost their homes, property, or lives. Religious fear, judgement, 

and intolerance of spirit belief in Christianity have taken many forms, including social 

exclusion and labeling, any of which can be persuasive lessons not to deviate from the 

dictates of the religion (Quinn, 1996). Today, literature that addresses religious 

influences on the use of alternative healing systems is sparse. Even religions with basic 

tenets related to health care such as the Jehovah Witnesses and Christian Scientists 

demonstrate flexibility depending on the circumstances (Hanson, 1998). While one may 

hear that some religions are opposed to energy healing modalities, in general, the wide 

spread fear and fanaticism of religious influence on decisions appear less obvious. 

Perhaps this is due to tolerance for differences, or because the criticism of science and 

history have eroded the orthodox explanations of the world (Hanson). 

Perhaps, greater exposure to the belief and practices of others has resulted in 

greater acceptance of various healing modalities (Hanson, 1998). However, religions 

and cultural influeiKes in making health care decisions are still present. For example, 

native peoples continue to use shamans as primary care providers and smudging as a 

way to decrease exposure to unhealthy influences of all types, while biomedicine is 

accessed as a secondary resource (Sun Bear & Wabun, 1980). 

Publicity and media. Decision-making is further impacted by education and 

media which stresses consumer awareness and preparedness (Stehlin, 1999). For 
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decision-making in health care, individuals are encouraged to be informed consumers 

particularly regarding modalities that are not supported by the conventional health 

system (Bellenir, 1999; Stehlin, 1999). Additionally, media has greatly increased 

national exposure to alternatives. The support, research, and publicity concerning 

alternatives generated by Dr. Andrew Weil at the University of Arizona have generated 

millions of dollars in best seller revenues and has brought this perspective into the 

homes of interested individuals. The bestsellers and infbmercials associated with 

Deepak Chopra and Ayurvedic healing have also created an environment of curiosity 

fueled by media presentations, satellite conferences, and seminar education sessions. 

Lastly, without a doubt, the Internet has single-handedly made access, retrieval, and 

sharing of alternative healing therapies available at the touch of the fingertip. This 

knowledge has also created a consumer population that is, in some cases, better 

informed than practitioners. 

System availabilitv and infi^tructure. Decision-making is influenced by 

resource availability, system or institution structure/hierarchy, and philosophy of the 

particular system that is to be accessed. Each health care model is a micro culture of its 

own and is directed by the system's philosophies and goals. Since both the biomedical 

model and the professional model are valued in conventional medicine, the processes 

for delivering care, interactions with the individual, expectations of the consumer-

practitioner relationship, belief regarding cause and cure of illness, treatment rendered. 
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time spent in the appointment, and even outcome reflect the values of these models 

(Bodenheimer & Gnunbach, 1998; Yates, 1996). Should the individual not value the 

philosophy or structure of the health care system they are accessing, that person may 

seek another system that is more compatible with their expectations. An example of 

institution inaccessibility, values incongruence, and rule directed behaviors is illustrated 

by the individual who walks into the four star restaurant without shirt, shoes, or money 

and seats himself for service. The infrastructure that values a particular ambiance, 

clientele, and timely reimbursement may serve to remove him from the premises. 

Discussion of the consumer decision-making process and the many interwoven 

and complicating factors that influence each step is beneficial, in general, for 

understanding why consumers are motivated to buy, and specifically, for understanding 

why people use energy healing modalities. The myriad of factors involved in making 

decisions and the potential malleability of the consumer's preferences creates a state in 

which predictability of consumer choice, whether at the auto dealership or regarding 

selection of health services, may be less obvious than presumed. Understanding why 

individuals choose healing modalities requires that health care providers and healing 

system practitioners evaluate what is important to the individual. 

Rvaluatinp E)ecision-Making and Healing Modalities: Review of Relevant Research 

Quantitative methodologies have been used to examine if, how much, and why 

individuals use healing modalities (Astin, 1998; Eisenberg et al., 1993; Eisenberg et al.. 
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1998). In addition, two authors provide explanations as to why people might use 

alternatives or find them appealing. For decades the study of the use of alternatives in 

the United States had been virtually untouched. The first Eisenberg et al's (1993) study 

provided exploratory baseline information, not only validating the presence of use of 

alternative healing systems but identifying widespread use and reliance on systems that 

had not been viewed seriously by the biomedical profession. 

The objective of the study was to determine prevalence, cost, and patterns of 

use of alternatives using a telephone survey from which future hypotheses could be 

identified and tested (Eisenberg et al., 1993). The survey used open-ended questions 

and allowed for short answer responses, with additional questions for clarification as 

needed. The sample was selected by random-digit dialing. Eligibility was limited to 

English-speaking users who were 18 years of age and older and without cognitive or 

physical impairment that prevented survey completion. A target population size of 1500 

individuals was selected to produce estimated prevalence rates with 95% confidence 

intervals of 2-3%. Of the eligible candidates, 67% or 1539 adults completed the 

interview. 

The telephone survey lasted approximately 25 minutes in length. Data were 

collected in a non-leading manner. Survey choices were read from available lists of 

options for the individual to select. Participants were also allowed to clarify or 

elaborate on responses. The scoring mechanism was not revealed. The study identified 
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sampling bias with under representation of those who reported poor health, were 

without telephone access, were under age, and non-English speaking (Eisenberg et al., 

1993). 

One third of the participants in the study did not use alternatives for their main 

health problems. They were nmst frequently used for back problems, anxiety, and 

chronic pain. In 1990, chiropractic, massage, and relaxation techniques were the most 

frequently used alternatives (Eisenberg et al., 1993). They are used along with 

mainstream allopathic medicine. Consumers paid out-of-pocket for 70% of the costs. 

Additionally, 72% of those using alternatives did not inform medical care givers of 

simultaneous use of alternatives. 

The second study by the same researcher was conducted as a follow-up survey 

to the first study (Eisenberg et al., 1998). The purpose was to identify trends in the use 

of alternatives between 1990 and 1997. Data collection, weighting of the demographic 

sample, statistical analysis were similar to that of the previous study. The objective of 

the second study was to identify trends in use, costs, and disclosure of use to physicians 

of alternative healing modalities by a broad representative sample of people. The 

sample was again randomly selected. As with studies involving self report, speculation 

concerning accuracy of response, nwtivation, and intention of the responder was 

discussed (Eisenberg et al., 1998). Unknown bias was also identified since the 

participants of the second survey received financial incentive while the original study 
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participants did not. 

The study found that use of ahernatives had increased from 33.8% to 42.1% of 

the sample surveyed. The most commonly used alternatives identified in the 1998 were 

herbals, megavitamins, massage, self help groups, homeopathy, energy healing, and folk 

remedies. While there was no significant change in the disclosure rate of users to 

medical practitioners, users continued to pay out of pocket for alternatives and more 

pjeople were seeking alternatives (Eisenberg et al., 1998). Neither of these studies 

questioned the motivating factors behind the use of alternatives. 

Literature notes that the factors influencing consumer decisions also impacts the 

decision to use alternatives. Kaptchuk & Eisenberg (1998) list characteristics of 

alternatives that are potentially appealing to users. They state that for many users, the 

belief that a medicine is natural and assumed to be benign has tremendous appeal. 

Secondly, users are drawn to a mystical perspective that recognizes the existence of the 

vital essence of both the individual and the treatment. Thirdly, they discuss that 

alternatives requiring years of study for mastery increase credibility to users. 

Additionally, when practitioners practice person-friendly nwdalities and validate the 

unity, holism, and individuality of human experiences this, likewise, is appealing 

(Kaptchuk & Eisenberg). Lastly, alternatives may also be appealing because they offer 

more than mental and physical health care; they ofifer a spiritual treatment (Krieger, 

1981). For many, the quest for health has become a sacred journey and a personal 
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understanding of one's self aided by the alternative modalities of healing (Kaptchuk & 

Eisenberg). 

Additionally, Bodenheinier & Grumbach (1998) suggest that factors such as 

cost, accessibility, treatment, and technology have influenced consumer's health care 

decisions. There is also the potential that alternatives use is increasing because 

consumers today are willing to try anything, do not want to be told what they can and 

cannot have, and want to use something they feel is of use and interest to them 

(DeBack & Cohen, 1996). 

Astin's (1998) study about the predictors of use of alternative healing systems 

followed the completion of Eisenberg's studies. He maintained consistency in 

population sampling, selection, and data analysis with the previous studies. Of the 1035 

individuals randomly selected, 69% completed the study. Astin conducted a written 

survey, rather than telephonic interview. Building on Eisenberg's previous research, 

Astin (1998) used multiple angles of questioning to evaluate three hypothesized 

predictors, dissatisfaction with conventional treatments, need for personal control, and 

philosophic congruence. Using logistic regression analysis, he concluded with a 95% 

confidence interval that users of alternatives were individuals with poorer health status 

(Odds Ratio [OR] 1.3) and higher education (OR 1.2). Use of alternatives was 

congruent to the belief, personal values, and philosophic orientations of the 

participants (OR 2.0) and did not reflect dissatisfaction with conventional treatments. 
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Only 4.4% of individuals participating in the study used alternatives solely. 

These three quantitative studies have been ground breaking sources of 

information concerning the depth and scope of the use of ahemative healing modalities 

in the United States. Although there are questions as to the accuracy of extrapolating 

data from a relatively small sample to the millions of residents and nonresidents of this 

country, these studies provide beginning information about alternatives and attitudes 

towards alternatives in current society. The research provides solid information from 

which to continue and diversify future study and exploration of alternatives. 

Conceptual Framework 

The conceptual basis of energy healing and of the selection of healing choices 

can be understood by exploring Martha Roger's nursing theory. The Science of Unitary 

Human Beings is supportive of the beliefs inherent in energetic healing systems because 

of its tenets of holism and defining attributes of person, environment, and healing. 

The Science of Unitary Human Beings has developed substantially over the past 

30 years. The five underlying assumptions of her model were created from literature in 

physics, mathematics, humanities and behavioral sciences. The five assumptions are: 

(a) man is a unified whole possessing his own integrity and manifesting characteristics 

that are more than and different from the sum of his parts; (b) man and environment are 

continuously changing matter and energy with one another; (c) the life process evolves 

irreversibly and unidirectionally along the space-time continuum; (d) pattern and 
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organization identify man and reflect his innovative wholeness; and (e) man is 

characterized by the capacity for abstraction and imagery, language and thought, 

sensation and emotion. Rogers ofifers a dynamic energy model, wherein persons are 

sentient energetic beings in resonating existence with all other energetic beings 

throughout the environment both near and far, and are able to make choices (Quillin, 

1996). 

Roger's theory substantiates the dynamics, complexities, and timelessness of 

energy systems, validates human systems patterning, and recognizes the nature of 

choice and the power of intentfonality. It is consistent with the developing 

understanding of energy physics and the energetic universe proposed by Quinn and 

Krieger and provides a framework within which nursing can explore energetic healing 

and human intentionality as it relates to health care decision-making. 

Rogers defines person as "an irreducible, indivisible, pandimentional energy 

field identified by pattern and manifesting characteristics that are specific to the whole 

and which cannot be predicted from knowledge of the parts" (Lutjens, 1991, p. 22; 

Meleis, 1997, p. 321). Humans not only have energy fields, they are energy fields that 

are open to exchange and extend infinitely (Meleis). 

Health is described as an ambiguous term that is culturally weighted with 

implication (Lutjens, 1991). Health and illness are part of the same continuum of being. 

They are inseparable from the process of living and cannot be evaluated as opposites of 
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another. It is a concept described as '^characteristics and behaviors emerging out of the 

mutual, simultaneous interaction of the human and environmental energy fields" 

(Meleis, 1997, p. 321). This is not unlike the description of health by Margaret 

Newman (1994, p. xx) as "a pattern of evolving, expanding consciousness regardless 

of the form or direction it takes." The process of the evolution of consciousness adds 

depth to Roger's conceptualization. It continues to support that health and disease are 

patterns of the whole and not fiagments of different experiences or phenomenon 

(Quillin, 1996). 

Rogers defines environment as an irreducible, irreversible, pandimentional 

energy field identified by pattern and manifesting characteristics that are different fi-om 

but a part of the human energy field (Meleis, 1997, p. 321). This definition is congruent 

with the discussion of energetic healing and quantum physics. For example, energy of 

each individual resonates in ways unique to that person and this energy manifests into 

the physical creation of that person. At the same time the human energy body is amass 

of energies in complex arrays and layers of flow which project both near and far. 

Everything external to that entity is part of the environment and it too flows with the 

same complex arrays and layers of energy that projects both near and far as well. It is 

this connectedness, interconnectedness, and continual interaction that makes all 

existences very much part of others (Tiller, 1997). 

Rogers' theory effectively encompasses complex aspects of humanity including 
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energetic healing with a global, encompassing world view perspective. The Rogerian 

theory is characterized by energy fields, open systems, pandimentionality, and patterns 

(Krieger, 1981; Lutjens, 1991). The three principles ofhomeodynamics that were 

generated from the theory, integrality, resonancy, and heliacy, are not dissimilar to 

systems, patterns, and manifestations of various levels in the previous discussion of the 

physics of energy systems. Additionally, they are not only descriptive, but are 

supportive of energetic healing modalities such as homeopathy, acupuncture, 

reflexology, and Jin Shin Jyutsu and their relevance to nursing. 

Rogerian science provides a nursing framework within which to understand 

energy healing. Since the homeopathic remedy increases the etheric energy counterpart 

to the physical region of that substance which is out of balance, balance is restored. The 

manifestation of imbalance is negated (Tiller, 1997). Jin Shin Jyutsu is an energy art of 

human harmonization. It engages the expansion of the energy person in an energy 

world of energy manifesting in patterns and flows with touch. While the dynamics of 

the energy of the hands is yet to be thoroughly studied, energy imbalances created by 

stress, emotions, and living in the physical body can be relieved when placing them on 

specific regions of the body (Burmeister, A., 1997; Burmeiser, M., 1985; Tiller, 1997). 

Reflexology accesses the inner energy of the person and works to balance reflections of 

the body energies and systems in regions such as the feet. Touch of the feet influeiKes 

the corresponding organ or system without direct but effective healing (Dougans, 
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1992). Acupuncture is founded on the acceptance of the body as manifesting energy 

meridians and flows not only within the individual but also in the universe (Mann, 

1973). Each energetic modalities is a system that is founded on the belief and function 

of energetic anatomy. 

Rogers indicates that nursing is both the science and the art of the energetic 

human being whose professional mandate is the creative and imaginative use of this 

energetic knowledge in the service of humankind (Quillin, 1996). Furthermore, the goal 

of the Rogers' nurse is to encourage the grand scheme interaction between the 

individual and their environment through the process of conscious participation and 

change (Quillin). Homeopathy, reflexology, acupuncture, and Jin Shin Jyutsu are 

merely few of the dynamic energy healing systems modalities of which the nurse is to 

be aware in order to assist the individual to intentionally redirect their personal energy 

patterns extensively inward, as well as to connect themselves outwardly throughout the 

cosmos. 

Summary 

This chapter provides discussion of the constructs of alternative healing, energy 

anatomy, and human systems. Four factors affecting health care decision making and 

the nature of choices were also discussed. Financial, cultural, and motivational aspects 

affecting decision making were also identified. Three quantitative research studies that 

explore current use of alternatives in the United States were reviewed as a basis for the 
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current research question. Finally, Martha Roger's Science of Unitary Human Beings 

was reviewed as a nursing framework that is useful to providers and researchers who 

explore energetic healing. 
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CHAPTER THREE 

METHODOLOGY 

Introduction 

In chapter three, the design, sample, data collection methods, data analysis plan, 

trustworthiness of the research and the protection of human subjects will be presented. 

The chapter includes a review of content analysis methodology. 

Design 

Content analysis was the methodology used to address the purpose of the study. 

Content analysis is a research method that provides systematic and objective means of 

making valid inferences from written, visual, or verbal data (Weber, 1990). While the 

qualitative research approach offered an opportunity to explore the unique stories of 

individuals engaged in energetic healing and to capture the holistic, personal nature of 

this use, content analysis was used to clarify textual material and reduce it to 

manageable pieces of data (Polit & Hungler, 1995; Sandelowski, 1994; Weber). The 

purpose of content analysis is to both describe and quantify specific phenomena that 

appear in text (Downe-Wamboldt, 1992; Weber). This is particularly suited for the 

study of decision- making relative to the use of energy system modalities. 

Weber (1990) identifies eight steps in classic content analysis. These steps are: 

(a) defining the unit of analysis or recording unit, (b) creating and defining the 

categories, (c) test coding the category definitions and rules, (d) assessing reliability 
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and validity, (e) revising coding ruJes if necessary, (i) test coding the revised category 

scheme, (g) coding all the data, and (h) reassessing reliability and validity. They are 

appropriate for a study which is both exploratory and descriptive. 

These steps reflect a cyclical methodolo^ that incorporates both inductive and 

deductive thinking. In this study, steps (a) and (b) were viewed as preparatory work, 

completed prior to initial data collection and first round data analysis. This initial phase 

used deductive reasoning to derive units of analysis and a categorization format from 

current literature. Steps (c), (d), (e), and (f) comprised the second phase that pilot 

tested the data analysis process. During this phase, both inductive and deductive 

reasoning were used to test the feasibility and revise the data analysis plan. Once pilot 

testing was completed, the sample was selected, the data were collected, and steps 

(g) and (h) were completed in order to address the research question. 

Content Analysis Procedure 

Pha.se One: Preparatory Phase 

Weber (1990) suggests that when interactive and rich text are anticipated, the 

most appropriate unit of analysis will be word phrases, sentences, and paragraphs. 

Typically, content analysis proceeds from simple to complex textual representations 

that are dependent on the fullness of descriptions that represent the phenomenon. 

Initially in this study, units of analysis were words, word phrases, and sentences, but 
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word units seemed to fragment the data and diminished meaning. Therefore, the units 

of analyses for this study were word phrases and sentences. 

The second step in content analysis is to select and define categories from the 

existent literature that are mutually exclusive and with clear and concise definitions that 

avoid confusion (Weber, 1990). For this study, categories were selected and defined 

from Astin's (1998) study. The three predictors of alternative therapy use that Astin 

tested were: (a) dissatisfaction with conventional treatments; (b) need for personal 

control, (c) and philosophic congruence associated with use of alternatives. While 

Astin's results only supported categories (b) and (c), the first category, as originally 

proposed by Astin, was used in this study to examine his original conceptualization of 

the phenomenon. A fourth category designated as "Other" was added to capture data 

that were not consistent with Astin's described predictors. Data units that were coded 

into the other category were explored during phase three to refine categories and 

definitions. 

Categories were originally defined as: 

(1) Dissatisfaction - Disillusionment with conventional medicine because: (a) it 

has been ineflfective; (b) it has produced adverse efiects; (c) it was viewed as too 

impersonal or too technologically oriented; or (d) it was too costly (Astin, 1998). 

(2) Need for personal control - Desire for autonomy and self-determination in 

choosing health care options which were (a) less authoritarian and (b) more 
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empowering (Astin, 1998). 

(3) Philosophical congruence - Perceived compatibility between patient's 

values, world view, spiritual or religious philosophy, or beliefs about the nature and 

meaning of health and illness and the phUosophical perspective underpinning energetic 

healing modalities (Astin, 1998). 

(4) Other - Data that failed to meet the previously defined categories were 

placed here. Morgan (1993) suggested that when using pre-existing coding systems, a 

category must be created which would cdlow new categories, previously undetected, to 

emerge. 

Phase Two: Pilot Testing 

Typically in content analysis, a formal pilot testing phase is implemented to test 

the definition of the categories. However, in this study, formal pilot testing was not 

used. Instead, two preliminary informal interviews were conducted to test the data 

collection method, coding categories, category definitions, and to teach and refine the 

researcher's interview and coding skills. 

The informal interviews were conducted with personal fi-iends and peers of the 

researcher who used the energy healing modalities of Jin Shin Jyutsu and herbs. 

Individuals verbally agreed to participate in the interviews to help the researcher 

sharpen interview techniques, revise interview questions, and gain both confidence in 

the interview process and a better perspective of qualitative research designs and 



content analysis methodology. After the first interview, questions were re-evaluated, 

rewritten, and reordered by the researcher and thesis chairperson for clarity, due to 

problems with ambiguity and confusion. These new questions were then tested during 

the second interview. This process improved the focus of responses, improved the 

flow of the interview, and led to fewer questions for verification of the question 

meaning. After the second interview, interview skills and methodological strategies 

were explored, including how to extract elusive content, invite information 

volunteerism, illuminate implied meanings, and refbcus the interview when needed. 

Data fi'om these two interviews were coded by the researcher and the thesis 

chairperson into the four identified categories. Preliminary findings indicated that coder 

expertise needed to be improved. Findings also indicated that while category 

descriptions were grossly adequate, strict adherence to category descriptions was 

essential in order to maintain adequate exclusivity and conciseness. 

During the pilot phase, initial reliability was tested. Reliability in content 

analysis refers to the consistency in classifying the data into categories (Weber, 1990). 

In this study, it was assessed through inter-rater reh'ability or percent agreement 

between two coders. The predetermined level of acceptable agreement between the 

coders for the preliminary interviews was 80% (Nunnally, 1978). Initial reliability 

testing found that there was 37.6% agreement between the two coders for interview 

one and 30.2% agreement for interview two. This was unacceptable agreement 
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denoting the need for refinement in coding, understanding of coding definitions, 

selection of coding units, and interpretation of code data that lead to coding placement. 

This initial reliability testing aided in the refinement of category definitions and the 

coding method. 

Therefore, categorical descriptions were revised. Categories had to be explicit 

and definitions had to be clearly stated not only for the researcher coder, but for the 

naive coder in order to achieve a level of reliability in the findings. This was 

accomplished during several communications between the thesis chair and the 

researcher. The revisions of the original category definitions merely added to and 

clarified those described by Astin in 1998. The revised categorical definitions were: 

(1) Dissatisfaction - Disillusionment with conventional medicine because: (a) it 

has been ineffective; (b) it has produced adverse effects; (c) it was viewed as too 

impersonal or too technologically oriented; or (d) it was too costly (Astin, 1998). This 

category accepted data that were specific to aspects stated in the definition 

relating to the Western biomedical health system. 

(2) Need for personal control - Desire for (a) autonomy and (b)self-

determination in choosing health care options which were less authoritarian and more 

empowering (Astin, 1998). This category specifically describes actions taken upon 

one's self, independence of action or intention regarding the use of energy 

alternatives. 
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(3) Philosophical congruence - Perceived compatibility between patient's 

values, world view, spiritual or religious philosophy, or beliefs about the nature and 

meaning of health and illness and the philosophical perspective underpinning energetic 

healing modalities (Astin, 1998). 

(4) Other - Data that failed to meet the previously defined categories was 

placed here. This included data that did not soundly fit into the described 

categories. 

The final step in this phase was to re-code data from the two pilot interviews to 

the revised categories. Recalculation of the inter-rater reliability yielded 45.8% 

agreement for interview one and 45.6% agreement for interview two, an increase of 

8.2% and 15.4% respectively in overall inter-rater reliability. Although the coding 

reliability of the recalculated interview remained unacceptable, it was determined that 

understanding of the coding process had been greatly improved and strengthened 

during this phase of the project. Following the recalculation for inter-rater reliability, 

inconsistencies were again addressed between the thesis chair and the researcher via 

discussion, informal cross-evaluation, and oral challenge. This process helped to refine 

the researcher's interpretation and placement of data and understanding of the coding 

process. 

After the pilot phase, verification of interview strategies and the importance of 

focused data coding were reiterated. To remedy the researcher's misunderstandings of 
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data and skewed coding, precise attention to the data as gathered from the participant 

was paid, whereby implied meanings for data were not acceptable for coding. 

Immersion and repetition of the coding process also greatly assisted with gaining 

coding expertise. Additionally, the researcher became more seeking and probing during 

the interview process in order to focus and redirect questions, to increase clarification, 

and to reduce data lost to ambiguity and implication. Also during this process, the 

researcher refined coding units from smaller measures, such as words, to larger units, 

such as phrases and paragraphs in order to keep intended meaning units intact. 

Phase Three: Active Study Phase 

The third phase addressed the actual research question. It involved sampling, in-

depth interviewing, data coding, reliability testing, and revision of category definitions 

and names as dictated by the data generated. 

Study sample. The study sample for phase three consisted of individuals who 

use Jin Shin, homeopathy, acupuncture, or reflexology. A convenience sample was 

used. Volunteers from Desert Rose in Tucson, Arizona were solicited for the 

homeopathic user group. Individuals from The Inner Connection in Tucson, Arizona 

provided the Jin Shin sample, and volunteers who responded to public advertisements 

at Wild Oats, Speedway Boulevard; Antigones Bookstore, 4th Avenue; Rainbow 

Moods Bookstore on Grant Road; St. FraiKis of the Foothills Assembly, River Road; 

Arizona School of Acupuncture and Oriental Medicine, East Ft. Lowell Road; and 
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Nature's Way Food Stores on Speedway and Broadway Boulevards provided further 

sample needs. Participants acquired were also recruited by network sampling through 

the Touch Intuit reflexology o£Bce in Tucson, Arizona. 

Volimteers were self-identified, based on response to advertisement placed in 

the identified ofiBces and businesses (Appendix A). Network sampling allowed 

participants to enter the study that were otherwise excluded through self selection 

(Polit & Hungler, 1995). Of the nine participants used in the study, four were recruited 

through advertisement, while five were recruited through network sampling. 

All participants; (a) were able to speak, read, and understand English; (b) were 

18 years or older; (c) resided in Tucson; (d) were available and willing to be 

interviewed; (e) were able to participate in a 45 minute interview; (f) verbalized 

understanding of the disclaimer; (g) verbally consented to interview on tape; and 

(h) were active users of homeopathy, Jin Shin Jyutsu, reflexology, and/or acupuncture. 

Participant privacy was assured and the study met requirements of the Human Subjects 

Review Board at the University of Arizona. 

The study sought nine to sixteen participants. When the study appeared to be 

endangered for lack of qualified partKipants, network sampling was also employed. 

Eventually, eighteen participants were identified; four did not meet study qualifications; 

three were too busy at the time of interview; one did not keep the interview 

appointment; and one was in recovery from an auto accident. Nine participants 



73 

represented the final sample with three participants representing Jin Shin Jyutsu, two 

representing homeopathy, one representing acupuncture, aixl three representing 

reflexology. The final sample was adequate for content analysis and qualitative research 

description (Sandelowski, 1986). Data seemed to be redundant after nine interviews 

and data collection ceased. 

Data collection method. Semi-structured, qualitative interviews were used to 

eh'cit information and increase understanding as to why people choose to use the 

energy healing modalities. Nine structured study questions were asked during this 

interview. They were: (a) how long have you been using Jin Shin Jyutsu/homeopathy/ 

acupuncture/reflexology; (b) describe the first time you used it; (c) why did you explore 

it; (d) why did it appeal to you; (e) why is it important for you to use it; (f) why do you 

continue to use it; (g) what do you like about using it and why; (h) what do you dislike 

about using it and why; and (i) what other modalities have you tried? 

The first two questions of the study were broad-scale questions. They were 

designed to provide the volunteer with the opportunity to increase the frame of 

experiences to be drawn upon during the interview and in several interviews elicited 

lengthy and fiiU responses which were explored in depth. The remaining questions 

addressed decision-making, personal history, and the meaning that using alternative 

modalities had for the individual fi-om which inquiry into motivation proceeded. They 

were designed to inquire into the decision-making processes of those who use these 
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energy system modalities. 

Interview questions were asked to ascertain how and why patterns in question 

came into being (Morgan, 1993). These questions allowed the participants to share 

descriptions and interpretations of their decision-making processes (Lincoln & Cuba, 

1985). Research questions elicited information about decision-making related to 

energetic healing modality use that other users could identify as similar to their own 

(Lincoln & Guba). 

Additionally, the researcher used interview techniques of talk-turning, reflective 

questioning, and summarization to clarify, confirm, and cause the informant to reflect 

on the textual content of the interview. For example, a question of clarification may be, 

"You said you tried everything else before you tried homeopathy, what other options 

did you try?" To cause confirmation of a response, the interviewer may ask, "You seem 

to be saying ...., is that how you see it?" A question of reflection may be, '\vhat is it 

you are trying to tell me when you say you hate hospitals, but were in the hospital two 

times in two weeks and expressed relief that they were there?" or "could you make my 

summarization accurate and true to you?" To use the technique of talk turning, a 

participant who mentioned, "people who use these modalities because they are different 

than what normal people use," might have been asked, "do you use homeopathy 

because it is different than the health system norm" and could also have been asked, 

"do you use energy modalities because you feel that you are different than other 



75 

people?" 

Data collection procedure. Data collection proceeded systematically. Study 

volunteers were recruited using poster advertisements placed with permission and at 

the discretion of the owners/managers at the two prearranged facilities and the 

previously mentioned destinations on public buOetin boards (Refer to Appendices A, B, 

& C). Permission was received from all businesses prior to the placement of every 

advertisement display two to four weeks prior to the commencement of interviews. 

Participants of the network population were contacted first by the contact professional 

and owner of Touch Intuit, who stated an interest in assisting the study. When potential 

candidates expressed willingness to pursue study information, phone numbers were 

forwarded to the researcher for contact. 

Individuals interested in participating in the study and who requested more 

information phoned the number available on the advertisements and registered by 

telephone with the researcher. The network acquired participants were contacted by the 

researcher. At the time of the initial call, the researcher described the study purpose and 

design; interview questions; interview time, place, format, and length. Consent for 

participation was discussed, as was potential benefits and expenses of participation. 

The interview structure and questions were discussed. A time and place that was 

mutually agreeable to both participant and researcher was scheduled. In order to 

maintain information consistency and equity, the researcher developed a checklist of 
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information that was applied and recorded for each participant (see Appendix D). 

Upon arrival for the interview session, the volunteers received a written 

explanation and disclaimer of the study which reiterated purpose, design, consent for 

participation, and interview questions and format. Participants were asked to respond 

completely and thoroughly to the questions. They were reminded that personal 

information could be revealed and if there was discomfort, the session could be 

discontinued at any time. They were asked to verbally record a consent for interview 

and received a participant disclaimer (Appendix E). 

The interviews were audiotaped, and the researcher took notes on a data 

collection worksheet (Appendix F). The purpose of this worksheet was to focus the 

researcher on the questions and identify communications that carried important 

nonverbal intention and reference information that needed to be questioned more fully 

for clarification. In addition, this worksheet assisted in establishing auditability and 

credibility of this work (Lincoln & Guba, 1985; Sandelowski, 1986). At the completion 

of the interview, participants were provided the opportunity to add anything they felt 

was important. While sessions were anticipated to last approximately 45 minutes, they 

lasted from 30 minutes to over one and a half hours depending upon the participant. 

Alter the interview, a demographic questionnaire was administered to the 

participant and returned to the researcher by all but one participant prior to session 

completion (Appendix G). This last questionnaire was received by the researcher in the 



77 

mail. The purpose of the demographic questionnaire was to describe the sample 

population. This information was used to analyze the characteristics of the sample and 

identify the nature of sampling biases. 

Participants were thanked for sharing personal information and for participating 

in the interview process. Participants were also asked if they were interested in 

participating in member check interviews following data analysis. Method of contact, 

time, type, and location for contact was discussed with interested participants and 

recorded on the participant checklist form (Appendix D). 

Plan for data analysis. In order to prepare the data for analysis, taped sessions 

were transcribed to disk using a word processor. The researcher read each transcribed 

interview and reviewed field notes while listening to the audio taped interviews to get 

an impression of inherent tneanings and the words used to describe the phenomenon. 

Text was formatted; single-spaced for dialogue, double-spaced between speakers. 

Researcher text was capitalized while participant remained in lower case to in order to 

not confuse the source of the data. Text was further formatted to one inch margins on 

all sides except on the right margin, which was three inches allowing space for notes 

and inital coding by hand. Text lines and spaces were numbered as were each page. 

All textual data were coded into the pre-established four categories. Text from 

the interviews were read and reread with evaluation of the coding units and then were 

placed within the appropriate categories. After the first round of data analysis, text and 
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categories were reread to be (a) certain of fit and (b) ensure that data were not lost, 

thus insuring correct categorization of statetnent and intent. Data that did not fit 

categories and were descriptive of the decision-making process itself rather than the 

reasons for the decision, were placed in a "Dontlose" file for researcher access at a later 

date. Additionally, the thesis chair independently coded one interview to assure that 

coding accuracy was maintained. Furthermore, data evaluation and category placement 

was repeated four more times within a narrow time margin, until data were thoroughly 

refined and placed specifically according to category definitions. Three hundred and 

eight coding units were finally extracted fi*om the nine interviews. 

Inter-rater reliability was then determined. For this study, the researcher 

randomly selected approximately 20%, or 68 of the coding units for independent 

coding by the thesis chairperson and a thesis committee member. Each coder was 

provided: (a) a list of the coding units, (b) a list of the categories and definitions, and 

(c) directions for coding. Interrater reliability was established by calculating percent 

agreement with the researcher. 

The other category was then examined for salient recurrent themes. The theme 

patterns in this category were used to refine and revise the three predetermined 

categories, as well as to delineate and describe additional reasons why people use 

alternative healing modalities. It was during this final phase, while using inductive 

reasoning, that the personal tales of the participants came alive, infusing meaning and 
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relevance into the description of the decision-making process. 

Member checks were conducted with four participants to test the refined 

descriptions of decision making and the use of alternatives. This supported the validity 

of the final description (Downe-Wamboldt, 1992; Weber, 1990). No fiirther revision 

was needed based upon recommendation of the members and evaluation of their 

comments in light of all remaining data. However, data collected fi-om these 

participants during the member checks were recorded and used in the final formulation 

of themes and coding structures. 

Demographic questionnaires were also coded and entered into an SPSS data 

base. Descriptive statistics were calculated for the demographic information and used 

for the sample description. 

T rustworthiness 

Lincoln & Cuba (1985) summarize the techniques for establishing 

trustworthiness in qualitative work as; credibility, transferability, dependability, and 

confirmability. Trustworthiness was maintained in this study by use of these four 

criteria. 

[n qualitative research, credibility is equivalent to internal validity. Credibility 

refers to the confidence in the truth of one's data; that reality has been accurately 

portrayed in the outcomes of the study (Ronan & Koithan, 1996). Qualitative data are 

"credible when other people can recognize the experience" in the data findings 
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(Sandelowski, 1986, p. 35). Credibility was established by conducting the study in a 

systematic, consistent manner and by maintaining consistent procedures for data 

collection and analysis (Lincoln & Guba, 1985). Credibility was enhanced through 

member checks of the final results. 

Identification of researcher bias is also important to the credibility of qualitative 

research. Bracketing is one method the researcher can use to decrease bias and work 

toward a pure description of participant information. There was a potential for 

researcher bias in this study because the researcher vecame immersed in the philosophy 

and use of these healing modalities. The importance for the researcher to detach from 

personal beliefs regarding these modalities and personal knowledge of the volunteers 

cannot be overstated. Extensive discussions with the thesis chairperson, preliminary 

work to identify potential areas that require bracketing, and redirection of focus to 

maintain the scientific process were used to address this potential weakness. 

With qualitative methodology, external validity is not measured, but is assessed 

by virtue of the study's transferability (Sandelowski, 1986). Transferability is the extent 

to which data can be applied to other settings or groups (Polit & Hungler, 1995). 

Transferability is best assessed by the consumer of the research. The consumer 

determines the applicability of the findings to their settings and populations (Ronan & 

Koithan, 1996). 

Transferability is improved when the descriptions are complete and rich in 
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a manner that is distinct and meaningful to the population (Sandelowski, 1986). 

Addition of the fourth category and inductive exploration into the coding units placed 

there added to the fullness of description. In addition, the use of network sampling 

increased the potential of transferability of findings. When the volunteer sample did not 

adequately represent a particular user segment, network sampling corrected this bias. 

The three users of reflexology, the one user of acupuncture, and one of the users of Jin 

Shin Jyutsu were made available to the study by this manner. 

Dependability equates to consistency or reliability and refers to the stability of 

data over time and over conditions (Polit & Hungler, 1995). Consistency lies within the 

researcher performing data collection and analysis (Ronan & Koithan, 1996). 

Dependability is determined when another researcher can clearly follow the audit trail 

of the investigator. Word themes, sentences, and phrases were numbered for ease of 

tracking to original text. Data content, category definition, and process of 

categorization were tracked, thoroughly recorded, and reviewed by the thesis chair. 

Inter-rater reliability was established adding to the dependability of the study. 

Confimiability refers to objectivity and neutrality (Polit & Hungler, 1995). It is 

the extent the research process and study are free from bias (Ronan & Koithan, 1996). 

Guba & Lincoln (1981) suggest confirmability is achieved once dependability, 

credibility, and transferability have been established, which have already been discussed. 

Thus in this study, confirmability was established by consistency in approach of each 
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participant, adherence to interview format and questions, establishment of inter-rater 

reliability, consistency in data coding, and finally through the use of member checks 

following data analysis. 

Protection of Human Subjects 

Permission to conduct research with human subjects was sought from the 

Human Subjects Review Committee of The University of Arizona College of Nursing 

and the Human Subjects Committee of the University of Arizona (Appendix H). Formal 

approval from the institutions providing study participants was obtained. Letters of 

cooperation have been provided (Appendices B & C). 

Verbal and written explanations of the study and data collection process were 

also given to the participant prior to the interview process. Additionally, the researcher 

asked the participant to read the disclaimer while verbal consent was recorded prior to 

the interview session. During the interview, the voluntary nature of the study was 

stressed, comfort checks were made on the participant, and breaks or session pauses 

were encouraged on an as-needed basis. Participants were given the opportimity to 

withdraw from the study at any time. 

There were no known risks or costs to the participants. There were no known 

direct benefits for participation, however the potential of a more informed nursing and 

health care work force was present because of information provided by this study. 

Confidentiality and anonymity were maintained by use of numeric coding of 
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participant questionnaires, taped sessions, and transcribed disks. Disclaimers were 

issued to each participant. There was no identifying marks on tapes, transcripts, or 

demographic questionnaires. Pseudonyms were used when describing large portions of 

text in the finding. Disks and file copies will be kept in a secure file with the researcher 

for three years after the study. All hard disks, computer copies and tapes were 

destroyed. 

Summary 

In this chapter, study design, informal preliminary testing, sample population, 

protection of human subjects, data collection methods, data collection procedures, and 

trustworthiness have been addressed. The study used a descriptive qualitative design 

and Weber's (1990) content analysis methodology to address the research purpose. A 

non-random, convenient sample was used. Nine questions were asked that pertained to 

how individuals decided to use the energy healing modalities of Jin Shin Jyutsu, 

acupuncture, reflexology, or homeopathy. 
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CHAPTER FOUR 

DATA ANALYSIS 

In this chapter, a description of the sample is presented. The results of data 

analysis in relation to the research question are examined. Additionally, a description of 

data coded as category four is provided. 

Description of Sample 

Of the 18 originally identified participants for the study, a total of nine 

participants qualified and completed the interview process. Demographic data collected 

for this sample were: age, gender, ethnicity/cultural background, marital status, 

religion/spirituality, income level, occupation, education, types of healing modalities 

used, and health diagnoses (Tables 3, 4, 5, and 6). 

In this sample, 78% (n = 7) were female. Sixty-seven percent (n = 6) were 

single or divorced. Only two men participated in the study; both were married. 

Seventy-eight percent (n = 7) claimed European or Caucasian ethnicity. Ages ranged 

from 31 years to 59 years (M = 50.6). Fifty-six percent (n = 5) identified their religious 

affiliation as an esoteric spiritual tradition, identified by the words Hindu, new age, self 

realization, unified spiritualism, or Siddah Yoga. Twenty-two percent (n = 2) identified 

themselves strictly as Catholic or Protestant, while the remaining two participants did 

not respond. Participant income ranged fi-om < $5,000/year to $70,000/year 

(M = $38,7l4/year). 



85 

Table 3. Demographic Data of Sample (N=9) 

Age 
Mean 50.6 years 
Median 56 years 
Range 31 -59 years 

Gender 
Male 222% (2) 
Female 77.8% (7) 

Marital Status 
Single 44.4% (4) 
Divorced 22.2% (2) 
Married 33.3% (3) 

Ethnicity 
Caucasian 77. 8% (7) 
Hispanic I 1.1% (I) 
Native American 11.1 % (I) 

Religion/Spirituality 
New Age/Esoteric 55.0% (5) 
Protestant I1.1%(1) 
Catholic 11.1% (I) 
Unsure 11.1%(1) 
Not Answered 11.1 % (I) 

Occupation 
Teacher/Tutor 22.2% (2) 
Altem. Mod. Practitioner 33.3% (3) 
Self Employed (Business Owner/Artist) 22.2% (2) 
Not Employed (Retired/Student) 22.2% (2) 

Education (highest degree completed) 
High School 22.2% (2) 
College 

Baccalaureate 22.2% (2) 
Masters/Post-Graduate 44.4% (4) 
Ph.D. 11.1%(1) 



Table 4. Demographic Date by Participant 

Participant Qeoder Age Marital 
Status 

Race Religion Income 
per Year 

Occupation Education 

11 M 44 D C New Age 
ChrisUin 

<$5,000 Tutor MS/MA 

12 F 57 D C Jewish 
Siddah-Yoga 

$50,000 Student Post* 
GnKhiate 
Certificate 

A3 F 47 M C SelfRealizMion 
Fellowship 

$70,000 Reflexologist MS/MA 

C5 F 38 S H CHholk SSI Hertelist HS 

06 F 47 D C unsure $60,000 Business 
Owner 

BA/BS 

E7 F 56 S NA Christian 
Hindu 

$35,000 Jin Shin 
Jyutsu 

Pia^bner 

HS 

HIO F 59 S C Protestant $35,000 Retired Post-
Graduate 

Certificate 

I I I  M 57 M C not answered not 
answered 

Professor Ph.D. 

J12 F 31 M C Unified 
Spiritualism 

$16,000 Artist BA/BS 



Tabk5. Healing Methods Used Participants 

Western 
Medicine 

Energy 
Medicine 

Touch Therapy Nutrition 
Tlienipy 

Mind Therapy Yoga 

n X X 

12 X 

A3 X X X X 

C5 X X 

D6 X X 

E7 X X X 

HIO X X 

III X 

J12 X X 

00 
•>1 



Table 6. Self Reported Health Complaints by Participants 

Muscle 
Skelletal 

Joint 

Emotion Mental 
Health 

Cardiac 
Pulmon 

GU 
GI 

Allergy 
Auto

immune 

Head
ache 

Migraine 

Chronic 
Pain 

None 
Healthy 

11 X X 

12 X X X X X 

A3 X X 

C5 X X X 

D6 X X 

E7 X 

H I O  X X X X 

I I I  X 

J 1 2  X X X 

oc 
w 
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Of the nine participants, three were practitioners of the healing arts, two were 

employed in education services, while the remaining four participants were either self 

employed or unemployed. Seventy-eight percent (n = 7) of the participants had a 

college education completing a baccalaureate degree or higher, while 22% (n = 2) 

completed a high school education. One hundred percent of the participants identified 

using a variety of healing modalities. This included using in combination, energy healing 

modalities with conventional biomedicine; touch therapy, such as massage. Reiki, and 

cranio-sacral manipulation; nutrition therapy, such as solar nutrition and vegetarianism; 

mind therapy, such as meditation or hypnosis; or yoga. 

Eighty-nine percent (n = 8) of the participants identified personal diagnoses 

ranging from physiologic pains and diseases to fervent emotional displays and 

psychiatric disorders. Of these eight individuals, 100% identified experiencing 

intermittent exacerbations of constant chronic conditions. Two Caucasian females, ages 

57 and 59 years, reported a total of 40% (n = 9) of the ailments of the entire sample, 

identifying four and five health complaints respectively. No trends appeared among the 

30 to 49 year old participants (n = 4) or among non Caucasians (n = 2). All of the 

participants above the age of 50 years (n = 4) with health complaints identified 

musculoskeletal/joint disorders. 

Two female participants used 38%, a total of seven, of the healing methods 

identified. Additionally, they identified themselves as users and practitioners of energy 
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healing modalities and reported only two health complaints in the entire sample. One 57 

year old male used one healing method and reported only one body system complaint. 

One 56 year old female identified herself as healthy and without discomfort and used 

three energy healing methods. 

Outcomes 

Content analysis using Weber's (1990) method was used to address the 

research question; why do individuals use energy healing modalities. The three 

categories: disillusionment/disappointment with conventional medicine, user desire for 

self-determination and autonomy in health care choices, and philosophic 

congruence/beliefs of healing/illness, as well as the fourth category, other, were used to 

code data relative to the research question. Over a six week period, an iterative process 

of data sweeping, category cleaning, and refinement of coding data reduced the initial 

587 coding units to the final 308 coding units used in this study. Six coding units 

(1.9%) fit the disillusionment category, 31 coding units (10.1%) fit the empowerment 

category, and 77 coding units (25.0%) of the coding units fit the philosophy category. 

More than half (n = 194; 63.0%) of the coding units did not concisely fit any category 

and, therefore, were placed into the category defined as other, that was then used to 

fiirther refine categories and fiuther describe the reasons people use energy healing 

modalities. Table 7 provides a description of participants' responses after coding. 
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Data Categories 

Only 37.0%, a total of 114 data units were coded into the categories suggested 

in Astin's (1998) original study. Each category will be discussed relative to statements 

given by the study participants that support these as reasons why people choose 

energetic healing methods. 

Table 7. Data Separation by Category and by Participant 

Participant 11 12 A3 C5 D6 E7 HID 111 J12 Total 

Category 

I. Disillusion 0 3 0 0 0 2 I 0 0 6 

II. Autonomy 2 7 2 1 2 7 4 0 6 31 

in. Philosophy 20 12 8 8 3 9 3 0 13 77 

IV. Other 23 28 14 25 23 22 15 20 24 194 

Total Data Bits= 308 

Disillusionment with conventional medicine. Only three participants (33.3%) 

identified that they sought alternatives because they were disillusioned by conventional 
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biomedicine. A total of six data hits, 1.9% of the total coding units were ascribed to 

this category, indicating little support for this category as defined by Astin. When 

participants spoke about decisions driven by disillusionment or disappointment in 

conventional medicine, they stated, "I thought I was going in a circle and all I was 

doing was talking about the same stuff over and over"..." I'd done it so much...I was 

getting disillusioned with the whole [system] (Participant E7, Lines 599-603, 

Lines 603-4). "When I stop...[taking the pills], the pain comes right back" (Participant 

HIO, Lines 347-8). Participants identified a dissatisfaction that conventional medicine 

was unable to achieve their expected level of health and that results were not lasting. 

They identified that repetition of biomedical therapies was not successfiil and the lack 

of their progression toward health was unsatisfying. In this category, participants 

identified the 'what' or specific instances when using conventional medicine that 

created disillusionment with using the system. Curiously, there appeared to be an 

expectation that medicine would be capable of solving their health problems and that 

the perceived failure of doing so belonged to that system Thus, disillusionment was 

created through failed exp)ectations. 

Self determination or autonomv with health care choices. Eight of the nine 

participants (88.9%) discussed autonomy or self determination as one of the motivatig 

factors behind their decision to use alternatives. A total of 31 (10.1%) data units were 

ascribed to this category, indicating very modest support for this factor. When 
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participants spoke about using ahemative healing nxxlalities because they wanted 

personal control in making health care decisions, they stated, "I think (T do 

homeopathy] because I wanted to be in control of what facts I knew about it" 

(Participant J12, Lines 805-7). '1 just wanted to...know as much about it [homeopathy] 

and be able to administer [it] in any way that [I feh was necessary]" (Participant JI2, 

Lines 817-9). It was also stated, "It [reflexology] was another way for me to explore 

myself and to explore healing nwdalities" (Participant A3, Lines 156-7). Participants 

revealed their desire to have control over how they accessed, received, and applied 

healing therapies. They implied that they are not provided that opportunity when using 

the biomedical health care system. Moreover, the belief that traditional biomedical 

information may be censored or biased may have stimulated the desire for other 

perspectives and information sources. Thus, participants felt that self exploration in 

health matters may be more positive outside the traditional biomedical system. 

Compatibility with philosophy. Eight of nine participants (88.9%) indicated that 

they use alternative modalities because of a perceived compatibility of the modality 

with their world view or philosophical beliefs. Seventy-seven (25.0%) coding units 

were placed within this third category, indicating support for this motivator. Support 

for this category was more inclusive perhaps due to the extensiveness of the category 

definition or because this may have been the the reason that best resonated in this 

particular sample. One participant who decided to use energy healing modalities 
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because of his beliefs of healing said, "My job is to listen to that [energy language] and 

[to know]...its my spirit that is feeling pressured, wounded, suppressed, controlled or 

something like that, and it needs to break free and get loose. That is what happens with 

homeopathy" (Participant 11, Lines 240-3). Another participant decided to reflexology 

because...I like anything that takes me back...to that place of realizing, that self 

realization...of that part of my nature that I'm not the body, I'm not the mind, and that 

there is something beyond all that (Participant A3, Lines 291-8). Energy modalities 

were also selected because of their congruence with holistic worldview. One participant 

stated, "...after 20 years of Maalox [I] start[ed] to get the idea that maybe this is not 

what God's plan for me on the planet [was]" (Participant 11, Lines 27-30). While the 

participants identified with the belief systems congruent with energy systems, their 

individual perception and understanding of the human energy existence varied. For 

some, it was expressed as worldview; for others, terminology was used in conjunction 

with spiritual beliefs, or beliefs of healing and nature. 

There was limited support for the categories derived from the literature 

(n = 114; 37.0%). A majority of the participants did not appear to choose alternatives 

because of disillusionment with conventional medicine. Only three identified this as one 

of the reasons they turned to energetic healing. There was greater, although still 

modest support, for the notion that people use alternatives because of a need for 

control and autonomy. Participants' data most strongly supported the third category. 
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the consistency of belief with nxxlality use, as a motivating factor in their decisions. 

However, it must be noted that these responses only acounted for 37.0% of the coding 

units identified in the data. Participants also identified other reasons energetic healing 

modalities were chosen. Thus, these were the coding units that were not specifically 

described by the category definitions in relation to the study question and were placed 

in category four. 

Refinement and Extension of Data Categories 

Coding units that had been placed in the other category were examined for 

commonalities, reread in the context of the original interview, and discussed with the 

thesis advisor. During this inductive process, coding units that used similar wording 

and language, identified similar intent and meaning as found within the context of the 

interviews, and had similar goals/purposes of action were grouped together as themes 

(Refer to Table 8). Each of these represented additional reasons that people used 

energy healing systems and help to fiirther clarify and amplify the original categories, as 

well as to add to reported reasons that people use energetic healing systems. 

Undesirable systems issues. The theme, undesirable systems issues of 

conventional medicine, involved a divergence between expectations of the user and the 

provisions of the biomedical system concerning physical and financial access, system 

methodology for processing clients, assessment of illness/solution, physical 

environment, prescriptions, or cost/benefit (n = 6). The cost/benefit aspect was coded 
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Table 8. Themes Generated from Category Four 

Theme Coding Units 

Undesirable Systems Issues in Conventional Medicine 6(1.9%) 

Undesirable Interpersonal Issues in Conventional Medicine 5(1.6%) 

Undesirable Treatment Issues in Conventional Medicine 16(5.2%) 

Consistency with Self Definition 15(4.9%) 

Openness/C uriosity/Interest 26 (8.4%) 

Sense of Fit/Rightness 17(5.5%) 

Positive Outcomes 38(12.3%) 

Healing System Attributes 17(5.5%) 

Personal Pleasure 17(5.5%) 

Timing/Don't Know 23 (7.5%) 

Trusted Recommendation 14(4.5%) 

here because it specifically identifies an expected relative gain compared to cost paid 

when choosing among the various treatment options. This theme includes an 

incongruence of biomedical philosophy with that of the participant, medical inability to 

address health concerns from perspectives other than that of the biomedical paradigm. 
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user dislike of the tools or practices of the medical care system, and the user sense that 

the investment of time and money into the system provided a poor return (Table 9). 

Participants stated, '^vestem medicine [philosophy] is the big 'no' and does not support 

the big 'yes'" (Participant II, Line 129-30); "They [medical doctors] don't understand 

that the stress of being in an environment that totally ignores and neglects all of these 

emotional, spiritual, and psychological aspects of what I need to do to be well is 

devastating for my body as well as being devastating for every other part of me" 

(Participant 12, Line 634-8); "First of all, I don't like to take med[ication]s" 

(Participant 12, Line 555); "My impression of going to a [medical doctor] for it [the 

complaint] was they'd run a bunch of tests. I'd be out two or three thousand dollars 

and they'd say 'take these pills.'...No, that didn't appeal to me" (Participant HIO, 

Lines 340-7). 

Table 9. Undesirable Systems Issues (n = 6) 

Incongruent Philosophy 

Perspective of Medical Paradigm Only 

User Dislike of System Components 

Poor Investment 
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Undesirable interpersonal issues. Participants also identified that they used 

energetic healing modalitites because of undesirable interpersonal issues in conventional 

medicine. This can be defined as a failure to conununicate effectively or a lack of 

understanding between the practitioner and the participant and described participant 

dissatisfaction with the results of communication dynamics (n = 5). Specifically, 

participants felt that conventional biomedical physicians did not consider their requests 

concerning health care preferences and decisions. "[They kept] irritating me, that they 

[physicians in the hospital] were sticking me with needles of Cortisone and not telling 

me what it was" (Participant C5, Lines 17-20). They also cited a lack of individual 

care. "So there was difficulty [for the prescribing provider] in understanding what [I] 

needed uniquely as a person and the space that [I was] in" (Participant J12, 

Lines 924-38). Further, one participant felt that a lack of compassion or understanding 

of pain within the biomedical community lead them to look for alternative treatments. 

Lastly, one participant identified her distrust of the health care relationship and the 

accuracy of the health care information given by her biomedical provider. "[After 

consultation of medical treatment options] I didn't believe it, basically" (Participant 

J12, Line 230). Table 10 identifies the coding units for theme two. 

Undesirable treatment issues. The theme undesirable treatment issues in 

conventional medicine is defined as disapproval of the treatment options that were 

communicated by the biomedical provider (n = 16). Participants perceived that 
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Table 10. Undesirable Interpersonal Issues (n = 5) 

Users Not Included in Decision-Making 

Lack of Individual Care 

Perceived Lack of Compassion/Understanding 

Interactions Leading to Distrust 

biomedical practitioners were unable to provide an acceptable explanation of their 

illness, that the medical treatment suggested was unacceptable because it was either too 

excessive or completely disregarded the complaint, or that physicians seemed unable to 

identify biomedical options and did not know what to do. This was a complex theme 

because of the range of supporting data. Examples that support the theme are; "They 

[physicians] couldn't answer the questions why things were going uncomfortable on 

me" and "also they couldn't tell me about what it might be about my system that would 

cause these things to come up" (Participant J12, Lines 1200-2, 1202-4). "There were 

two things that didn't satisfy me at all with the [biomedical] approach. One was there is 

no cure except to let it get really bad and in 40 years we'll replace your knees..." 

(Participant J12, Lines 195-7). "My doctor had been treating me for 10 years and was 

at his wits end....he simply did not know what to do with me" (Participant 12, 
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Lines 25-7, Lines 59-60). "He was running out of ideas and didn't know what to do" 

(Participant 12, Lines 675-6). 

Participants identified biomedicine's inability to provide options they felt were 

appropriate for their conditk>ns, lacked an understanding or explanation of the problem, 

or had reached the limits of medical science. This apparent 'dead ending' was very 

dissatisfying to participants who were actively engaged in seeking answers and options. 

Equally unsatisfactory to participants was the implication that if medicine could not 

provide the treatment, then the participant had to endure the problem. Neither living in 

pain nor living in discomfort was an accepted condition. Supportive data are displayed 

in Table 11. The remainder of the themes provided new insights into reasons that 

individuals choose energy healing modalities. 

Table 11. Undesirable Treatment Issues (n = 16) 

Unacceptable/Ineflfective Plan or Options 

Provider Did Not Know What to Do 

Provider Lacking Answer/Information to Discuss Illness 

Consistencv with definition of self. Participants often stated that energetic 

modalities were chosen because they were consistent not with a participant's 
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worldview, as defined in category three, but with their perception/belief of self or how 

they self identify (n = 15). Statements supporting this theme were an expression of how 

the participants defined themselves or thought of themselves in relation to their beliefs 

of their involvement with the modality (Table 12). Participants stated, "I'm a foot 

person" (C5, Line 191). "Astrologically, I have Pisces in my chart and that's the feet. 

Yeah. I think that may have something to do with it [my preference for foot 

reflexology]" (Participant C5, Lines 88-9). Jin Shin Jyutsu "was something that was 

[my] destiny" (E7, Line 249). "...If I devoted myself to this modality [Jin Shin Jyutsu] 

and I was willing to get treatment on a regular basis, and to study and work on my own 

body, I would somehow unravel all this pain I was carrying inside of me" (Participant 

E7, Lines 591-4). 

Table 12. Consistency with Self Definition (n = 15) 

Perception of Self 

Perception of Self Related to Modality Use 

Openness. This theme described the personality traits of the participant. 

Participants described a flexibility in thinking that influenced their choices by allowing 

consideration of a greater variety of options in health care (n = 26). The data indicated 
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that participants were receptive to new ideas, curious about the unknown, or interested 

in experiencing new events (Table 13). "...I had always been interested in different 

kinds of healing things, but I had not experienced [reflexology] before and thought it 

would be really interesting to try" (Participant A3, Lines 144-7) and "basically, I'm 

always open to anything that I think could possibly help me or improve me in some 

way....I was curious. Just curious. It was no biggie" (Participant D6, Lines 15-6, 334). 

Participants also described an intuitive or emotional openness that began for them 

before cognition. It was expressed as daring, adventure, experimentation, or willingness 

to take a chance. For example, one participant stated, "I went to [the acupuncturist] 

with the intention of'let's see if this works'" (Participant HIO, Line 145). 

Table 13. Openness (n = 26) 

Curiosity/Intellectual Seeking 

Adventuresome/Daring 

Sense of fit/rightness. The theme, sense of rightness or fit was described as both 

intuitive and cognitive (n = 17) (Table 14). Intuitive sense of fit was defined by the 

participants' unshakable feeling of certainty or knowing that the modality was 

compatible with them. It was described as believing a 'rightness' about their selection. 
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Intuitive sense of fit was described by participants as a way they felt about themselves 

in relation to the modality. Participants described this with, "[Homeopathy] was right 

for me" (Participant II, Line 820), "...to me reflexology is closer to my heart or 

something" (Participant C5, Lines 558-9), "...I went back to it [homeopathy], because 

it resounds with me" (Participant J12, Line 948), and "...Jin Shin and I match. I think 

it's the one my body recognizes" (Participant 12, Lines 1143-4). It was also described 

in terms of faith. "I'm just having faith that [Jin Shin Jyutsu] is what I need to do' (12, 

Lines 1149-50). 

Table 14. Sense of Fit/Rightness (n = 17) 

Cognitive/Intellectual 

Intuitive 

Cognitive sense of rightness was described as a logical or intellectual conclusion 

that led to an acceptance of the use of energy healing systems. For example, 

"Intellectually ...it [reflexology] makes a lot of sense, that...if one looks at the human 

being and the fact that blood...flows into the legs and into the frot—and when people 

have all certain types of illness an edema builds up in the legs, that means there is 

something wrong with whatever is functioning in the body..." (Participant 111, 
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Lines 249-53). The sense of rightness or fit of using the modality occurred when the 

participant recognized the agreement of use with their own needs, comforts, and 

patterns. 

Positive outcomes. Many participants made the decision to use or continue to 

use energetic healing modalities because of the perceived outcomes, resolution of 

problem or effectiveness of modality. Resolution of the problem was described as a 

reduction of features or manifestations, resolution of all symptoms, and perceived 

positive changes. In addition, participants reported a perception that the healing 

modality was effective (Table 15). They said, "1 can go in there with a headache and 

leave without a headache. You know, those kinds of things" (Participant D6, 

Lines 70-3); "they [homeopathic remedies] just make my stomach feel better" 

(Participant 11, Lines 669-71); and "...1 really feel like changes are really happening in 

my body while I'm receiving the treatment and after 1 am receiving the treatment. 1 

continue to feel like changes are happening in my body that are good, that are healing" 

(Participant A3, Lines 23-32). Participants were able to effectively compare pre and 

post treatment conditions. Additionally, they described the sensation of change in their 

state of being. 

Furthermore, participants drew conclusions regarding modality effectiveness 

when they stated, "Homeopathy seems to work for me" (Participant 11, Line 394). "It 

[reflexology] hasn't let me down. It hasn't disappointed me" (Participant A3, 
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Lines 396-7). "[I go to reflexology because] I don't like to spend money on things that 

don't show" (Participant HIO, Lines 257-8). "You can feel it [reflexology] working 

and its more effective [than other treatments]" (Participants C5, Line 504). Data 

illustrated that participants accepted energy modalities because, according to their 

evaluations, they worked. 

Table 15. Positive Outcomes (n = 38) 

Problem Resolution 

Effectiveness 

Healing system attributes. This theme was derived from descriptions of the 

"mechanics"© f energy modalities. They identified system attributes such as 

environment, provider traits, economics, and convenience or accessibility. Refer to 

Table 16. They stated, "...I just felt for the first time in...a(n office) setting that I was 

safe..." (Participant 12, Lines 690-1). "...The main reason I stuck with Jin Shin is more 

for [provider's name]. [Provider's name] and Jin Shin are a combination that go well 

together. I don't think I would have stuck with Jin Shin if it were another person" 

(Participant D6, Lines 178-81). "They [homeopathic remedies] only cost $2.99...so 

what do you have to lose" (Participant II, Lines 172-3). "...Being in the healing arts 
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you meet a lot of people who...[barter] and I've done a lot of bartering. I work on them 

and they work on me" (Participant C5, Lines 341-2). Participants identified in 

pragmatic and specific text how the components of healing systems were instituted 

which were compatible with their preferences, clientele finendly, and sustainable of their 

patronage. 

Table 16. Healing System Attributes (n = 17) 

Convenience/ Accessibility 

Economic 

Provider Traits 

Environment 

Personal pleasure. Participants also used energy alternatives for personal 

pleasure. This can be defined as a feeling of satisfaction or joy. It was also descnbed by 

several participants as emotional or physical enjoyment or by relaxation. Data coded in 

this theme described ways in which participants expressed happiness. Relaxation was 

one outcome of modality use. This produced an efifect that was desirable, joyfliL, 

pleasurable and not separated fi-om the experience of enjoyment (Table 17). 

Participants strongly identified an emotional component of personal pleasure. 
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They stated, "I just love the way [reflexology feels]...it feels good" (Participant C5, 

Lines 559-60). "Well, for one, it's [using Jin Shin Jyutsu] a pampering hour and a half. 

It's time for me" (Participant D6, Lines 436-9). " It's...a sensation of just having...the 

muscles in the feet massaged and that is just a pleasurable sensation, there, specifically. 

So there is that I keep gravitating back towards [reflexotogy]" (Participant 111, 

Lines 631-4). 

Table 17. Personal Pleasure (n = 17) 

Enjoyment 

Relaxation 

Timing/don't know. Decision-making relative to energetic healing was 

described as being motivated by (a) a vague idea to go along with use or (b) because of 

user readiness to accept the modality without understanding or rationale. Refer to 

Table 18. A passive level of trust without eSbrt for further exploration was described in 

this theme. Individuals also identified elements where felt they were guided in some 

inexplicable manner. They said, "...and then I found I was being lead intuitively by...a 

presence larger than myself^ in healthy ways of being, living, taking care of myself and 

healing..." (Participants II, Lines 71-3) and "...it [the decision to use Jin Shin Jyutsu] 
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was made through me... (Participants 12, Lines 359-63). They also described 

experiences where emotional steadiness or calm was felt before, during, and after the 

decision. It seemed that many participants were saying that the decision to use energy 

healing was a matter of right timing, moving "with the flow" of things. They said, "...I 

continued to have a lot of stomach trouble., .so I was ready to try something. I needed 

some th in g "  ( P a r t i c i pan t  I I ,  L ine s  795 -9 ) .  " I  needed  he lp .  I  was  r eady"  (Pa r t i c i pan t  I I ,  

Line 803). "I didn't really know what reflexotogy was at all and...I just went..." 

(Participant A3, Lines 105-8). 

Table 18. Timing/don't know (n = 23) 

Don't Know/Flow 

Readiness 

This theme can be illustrated by the participants' descriptions of their 

suspension of thinking and their ensuing permissive behavior regarding energy modality 

use. This theme most notably identified an accepting ease or comfort with their 

decisions. Participants described a readiness to accept the unknown energy healing 

without cognitive understanding or ratk>nale. 



109 

Trusted recominendation. Many participants decided to use healing alternatives 

based on the recommendations of trusted friends, spouses, and significant others. There 

were recommendations from other sources, such as from associations or 

advertisements. Participants stated, "...the major reason I went into homeopathy...was 

from...nty friend describing to me his experience of homeopathy through his girlfriend" 

(J12, Lines 1206-8). "...I did it because my wife sort of suggested it and I did it sort of 

reluctantly..." (IIK Lines 331-7). "[Name] mentioned [practitioner name]...and thought 

very highly of her... Actually, I knew [practitioner name] slightly...and that is why I 

started doing Jin Shin" (12, Lines 116-122). "I was at the health club and there was a 

notice on the board from...a reflexologist, and I thought I would give it a try" (HIO, 

Lines 12-14). 

Table 19. Trusted Recommendation (n = 14) 

Advertisement 

Friend 

Spouse/Significant Other 

Synthesis of Data Categories and Generated Themes 

Examination of these data has led to the identification of commonalities 
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between themes and original categories. It appears that the themes: undesirable systems 

issues in conventional medicine, undesirable interpersonal issues in conventional 

medicine, and undesirable treatment issues in conventional medicine may be used to 

strengthen and expand the definition of disillusionment with conventional medicine. 

Data coded into these themes identified that system mechanics, interpersonal dynamics, 

and expectations about health information were important issues to health care 

consumers. As such, disillusionment with biomedicine is better described as are the 

causes of that disillusionment. The addition of these themes to the disillusionment 

category strengthens this category. As it is revised, a total of 33 coding units (10.7%) 

are accounted for by the disillusionment category data representation. 

No data supported the definition expansion of the category described by the 

desire for autonomy and self determination in health care choices. Thus this category 

represents 31 coding units or 10.1% of the data. 

The themes describing use of energy modalities for reasons of consistency 

with user self definition, openness/flexibility, and sense of rigbtness or fit are supportive 

of an expanded description of the category originally described as congruence of use of 

alternatives with user beliefs and philosophy. Data coded into these themes described 

the users' self concept within the context of their spiritual beliefs and worldviews. 

Addition of these themes to the original category three strengthens this motivational 

factor now accounting for 13S coding units or 43.8% of the data. 
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The themes energy system attributes and modality outcomes may be combined 

into a new category describing the characteristics of energy healing modalities that 

attract and sustain a user population. This new metatheme is supported by 55 coding 

units or 17.9% of the data. The remainder of the data, 54 coding units or 17.5%, 

supported themes describing, pleasure, timing, and referral or recommendation. Table 

20 summarizes these synthesized findings. 

T rustworthiness 

Trustworthiness has been assured by the mechanisms described in chapter three. 

Dependability was determined through inter-rater reliability and audit trails. 

Approximately 20% of the coding units (68) were randomly selected and given to the 

thesis chairperson and a committee member for independent categorization (see 

Appendix I for data categorization). The inter-rater reliability for this study was 97.0%. 

Member checks were conducted after theme formation. Of the five participants 

who had indicated interest in participating with member checks at the time of interview, 

four were available. The four participants verified the thematic categories. One 

participant suggested that specific evaluation of the meanings that energy modality use 

have to users be considered for further study. Member check participants identified that 

they appreciated the maintenance of a rich description to support themes. 

An audit trail was completed for data analysis. Appendix I provides a small 

example of the audit trail that was kept and reviewed continuously by the thesis 
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Table 20. Data Synthesis 

# coding units 

Disillusionment with Conventional Medicine 33 (10.7%) 

Undesirable Systems Issues 

Undesirable Interpersonal Issues 

Undesirable Treatment Issues 

Seif Determination/Autonomy with Health Care Choices 31 (10.1 %) 

No Change 

Compatibility with Philosophy 135 (43.8%) 

Consistency with Self Definition 

Openness 

Sense of Fit/Rightness 

Satisfaction with Energy Treatments/Outcomes 55 (17.9%) 

Energy System Attributes 

Positive Outcomes 

Personal Pleasure 17(5.5%) 

No Change 

Timing/Don't Know 23 (7.5%) 

No Change 

Trusted Recommendation 14 (4.5%) 

No Change 
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chairperson. Additionally, the thesis chair reviewed the transcription, coding, and data 

refinement process for the interview identified as E7. 

Summary 

In this chapter, a demographic summary of the sample was presented and 

discussed. Data obtained in the interview process were categorized into the three 

predetermined categories. Additionally, data supporting category four were described 

as thematic units. The outcomes of data synthesis, using both deductive and inductive 

analysis process, were described within the context of the original and emerging 

motivational factors. 
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CHAPTER nVE 

DISCUSSION 

In this chapter, the research findings are discussed in relation to conceptual 

orientation and literature reviewed. Additionally, study limitations and implications for 

nursing are discussed. Lastly, recommendations for further research are suggested. 

Discussion of Findings 

Study data provided limited support for Astin's (1998) original study about why 

people use alternative modalities. Astin found that people use alternatives because they 

are consistent with their personal belief and values. He also found that use of 

alternative therapies did not indicate a dissatisfaction with conventional medicine 

(Astin). The information provided by consumers of energy healing modalities suggested 

that these findings were viable while providing additional reasons for participant 

selection of healing modalities. Rich, personal communications obtained through the 

use of qualitative methodology and interactive interviews provided a database that 

reaffirms the personal nature of health, the importance of the healing system dynamic 

and exchange, and the importance of professional understanding of the context from 

which the individual relates. 

Study data supported an expanded understanding of dissatisfaction, 

autonomy, and philosophic congruence as reasons people choose alternative healing. 

Following data synthesis, the four categories or themes that received the most data 
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support were: (a) user philosophical congruence (43.8%), (b) satisfaction with energy 

treatments/outcomes (17.9%), (c) dissatisfaction with conventional medicine (10.7%), 

and (d) self determination/autonomy (10.1%). The qualitative data provided by the 

participants helped to clariiy the nature of their dissatisfaction with biomedicine beyond 

Astin's limited definition of the &ctor, thus allowing support for his original notion. In 

addition, responses clarified and amplified interpretation of philosophic congruence. 

Participants clarified the specifics about their discontent or disillusionment with 

conventional medicine that were not reported by Astin. They stated that undesirable 

systems issues, the mechanics of the medical system; undesirable interpersonal issues, 

the interactive, intimate, or emotional aspects of communicating with biomedical 

practitioners; and undesirable treatment issues, the options, availability, efficacy of 

medicine were all issues that they have with conventional biomedicine that led them to 

alternative therapies. Thus, disillusionment with medicine may be more richly and 

globally described as: consumer disappointment regarding treatment, approach, 

outcome or expectation with the conventional medical system philosophy, mechanics, 

dynamics, and information. Study participants identified that dissatisfaction with 

conventional medicine did not occur merely at the physical, technologic, or financial 

level, nor did it occur in isolation. The explanation benefits fi-om the expanded 

definition because not only did participants identify what they felt was dissatisfactory 

with biomedicine, but described how this dissatisfaction occurred and why this had 
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particular meaning to them. 

Category three, philosophic congruence, was also expanded considerably. 

Originally, the category was defined as: the perceived compatibility between patient's 

values, world view, spiritual or religious philosophy, or beliefs about the nature and 

meaning of health and illness and the philosophical perspective underpinning energetic 

healing modalities. Following data analysis, it was found that people also choose to use 

energetic healing because they found modality use was consistent with their beliefs 

about themselves; congruent with the ways by which they defined themselves; and 

personality traits, such as flexibility, openness to exploration, curiosity; and a sense of 

rightness or fit. The expanded definition describes how the consumer defines 

themselves in relation to their philosophy, worldview, and beliefs of dynamic energy 

interaction. The qualitative data strengthens this category considerably further 

validating the importance of belief systems with consumer selection of energy 

modalities. 

Additionally, new categories were formed as a result of data analysis. Customer 

satisfaction with energetic treatments and outcomes is similar to customer 

dissatisfaction with the biomedical system because many of the factors that users 

identified were dissatisfying in the biomedical system provided satisfaction in this 

system. The category describes characteristics of energy healing systems that attract 

and sustain user patronage and loyalty. Participants identified selection of modalities 
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based upon energy healing system attributes, outcomes, and efifectiveness. Consumers 

chose to use energy system modalities because of the characteristics of the treatment, 

approach, outcome, and healing system philosophy. System mechanics, efBcacy, 

personal and interpersonal dynamics, provider/user expectation, and teaching/education 

regarding energy healing paradigms were all identified. Most study participants 

identified a level of satisfaction with many aspects of energy healing systems and did 

not base the decision to use on one predominant system characteristic or outcome. 

The remaining 54 data units (17.5%) identified that the reasons they chose to 

use energy modalities were: pleasure/relaxation, because it feels good or creates a 

feeling of relaxation; the result of recommendation or referral, because one's trusted 

fiiend, spouse or acquaintance suggested it; or because they fell in with the flow of the 

modality, going along with it and trying it out. The theme that identifies use of healing 

systems for pleasure provides an interesting perspective about the motivators for 

alternative healing use. Rather than seeking healing modalities for specific physiological 

changes or prevention of disease, participants chose the modality because of an element 

of pleasure and even play. This may be essential for healing with individuals. Maslow 

(1963) identified that when one felt better emotionally or mentally, there was an 

improvement in health status. Thus, the sensation or expectation of pleasure may, in 

some way, contribute to health and healing in the minds of energetic healing 

consumers. However, the hedonistic nature of this theme should be explored in future 
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study to reveal inibnnatk)n about the use of energy alternatives. 

Consiuners also identified that decisions were made because these alternatives 

were suggested by someone they trusted. Most fi-equently, the trusted other was a 

family member or spouse, or a service worker such as a hair dresser. In one interview 

only was the suggestion to try alternatives made by the health care provider. This 

points to the consumer nature of health care decisions, alternative or otherwise. It can 

also be noted that health care consumers make decisions for personal and emotional 

reasons and not necessarily because of professional advice. 

Users also identified 'going along with' using alternatives while not being able 

to identify why. This theme very subtlety addresses the importance of right timing and 

personal readiness when choosing to use energy modalities. It highlights the acceptance 

of results without having to rationalize behavior to oneself. Thus, study participants 

chose to use energy alternatives for less than conscious reasons. Talbot (1991, p. 80) 

describes this as synchronicity, the phenomenon of which in a moment, the mind allows 

"the immense and unitary order underlying all" of our nature to reveal the true order of 

ourselves. Once this is glimpsed, we are moved to understand it because it is a striking, 

though brief, event. Synchronicity, then, involves an inarguably intuitive trust regarding 

right behavior without logical rationale and can be described by the fi-ank immobility of 

thought with the admission of not knowing why but, nevertheless, in proceeding along 

a course of action. Moments of synchronicity are moments where we glimpse the subtle 
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connection of the thinking self to the whole of consciousness of which we are a part, 

but often unaware. It is a memorable moment because it puts us in mind of truths we 

have suspected about ourselves and nature but have not explored (Talbot). 

Relationship of Findings to Conceptual Orientation 

Martha Roger's nursing theory, the Science of Unitary Human Beings, provided 

the foundation to describe the study constructs of health, energy, and the process of 

creating health with an established and systematic understanding of energy. Rogers 

purported a theory in which everything is energy, was energy, becomes energy, and 

continues as energy, through the cyclical patterning of the physical form including the 

human body, in thoughts, with decision-making, and in the helical return to evaluate the 

outcome of the chosen behaviors and hoped for results. Participants supported these 

tenets by identifying their awareness of their continually changing health conditions, 

beliefs/understanding of sel^ and personal values. 'I'm not even the same person I was 

when we interviewed. I've moved on" (personal communication. Participant E7, 

3/26/00 member check). Participants identified a continued experience of connecting 

with the "true self' and a sense of journeying/process in creating the people they are to 

become (personal communication. Participants 12, E7, J12, 3/26/00, member check). 

Additionally, complex patterns of the human condition and health behaviors 

were revealed in the study's final three categories and four themes. These patterns not 

only revealed participant acceptance about: the importance of the holistic environment 
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from which to absorb and learn; conscious energetic re-creation of oneself into an 

emotional, physical, and intangible pattern of being with less pain, less stress, comfort, 

curiosity, interest to seek and explore; and calm acknowledgement of the unknown 

without cognitive rationale, but are congruent with Rogers' energetic vocabulary. 

Furthermore, while users chose energy healing systems to attain a different place of 

health, they described a process of selection that was contextually situated. This 

context was inilised with personal meaning to the user and influenced their decisions 

and their perceived healing outcomes. 

Rogers' basic principles of energetic humans in relation with an energetic 

context was supported by the participants' experiences and outcomes. Participants did 

not so much as discuss ill health or lack of efficacy of conventional medicine. Rather, 

interviews were characterized by discussion of individual energetic direction via a 

pattern the participant could not predict. Participants identified that through exposure, 

use, and exploration of energy healing systems, they were becoming aware of a 

different way to think, and found that the language they desired to use to describe their 

energetic perceptions and understandings was either not in existence or perhaps, was 

not known to the speaker (12, E7, J12). Rogers (1970) often spoke about the need for 

a new language to describe energetic humans. 

FinaUy, study data supported Rogers' definition of health as a manifestation of 

human-environment energetic patterning that is open to human judgement and 
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interpretation. Participants identified health patterns by describing physical 

nianifestations of dis-ease, emotional unrest that surfaced as excessive anger or 

sadness, or spiritual unrest that compelled them to search for explanations about 

themselves and the universe in more encompassing ways. They acknowledged the fluid 

nature of these patterns and their need to address them and understand them. 

Relation of Research Findings to Literature Reviewed 

Studies conducted by Astin (1998) and Eisenberg et al. (1993, 1998) provided 

the basis for this research study. As previously stated, this study provides support for 

Astin's initial predictors of disillusionment with conventional medicine, desire for 

autonomy with health care choices and congruence of philosophy with use of 

alternatives by expanding the description of motivational factors in consumer decision

making relative to energy alternatives. Additionally, it expands Astin's original 

understanding and provides a basis for exploration. While Astin did not provide a 

comprehensive model of decision-making to describe the increased use of alternatives 

in today's society, the current study offers data that increases our understanding of the 

way consumers make health care decisions. 

Consumer Decision-Making and Studv Results 

Consumer decision-making literature suggests that in circumstances where 

products or services are purchased for fun, fantasy, or to achieve feelings, consumers 

do not buy rationally (Mowen; Philips et al., 1995). This was supported by the 
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outcomes of this study. Participants described hearing about the mystical and emotional 

experiences that coworkers had when using Jin Shin Jyutsu or homeopathy. They 

imagined that something like that could be experienced by them, sought out the 

modality in the marketplace, and tried it (Participants D6,111, J12). As such, this 

suggests that basic motivating factors central to heahh care decision-making are 

personal and private and largely overlooked in health care literature. 

Study data also supported the consumer decision-making process as discussed 

in the literature. Each of the five steps in consumer decision-making; problem 

recognition, search, evaluation, choice or selection, and post purchase evaluation were 

identified in the interview data. Problem recognition, the difference between the 

consumers actual state of being and where they wanted to be was described by 

participants when they said they were unhappy with their lives and were looking for 

exf>eriences that could have meaning for them; wanted to find other perspectives of 

viewing their health experience, but could not find the philosophy that would support a 

holistic view; or stated they did not want to experience health care in the ways that they 

had in the past and identified the standing fi'om which they wanted change. 

Data indicated that both internal and external searches were used to guide 

choices. An internal search rekindled one participant's interest in homeopathy 10 years 

after hearing about it (Participant II). However, most of the data supported that 

external information searches were used to make selections. Primary external 
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information sources included trusted others, spouses, friends, or other significant 

individuals (Participants II, D6, E7, HIO, II1, & J12). Only once was the external 

information source the biomedical practitioner (Participant 12). Interestingly, while 

internal searches did help to bring the memory of the modality to use, perhaps it was 

the trust the consumer had in the personal referral that aided in motivating choice 

selection. 

The data also supported the process of evaluating choices. The literature 

proposed that evaluation is based on complex sets of personal values, as well as 

perception that satisfaction with the services exceeded the cost. While participants did 

not directly address or explore costs and benefits of modality use in financial terms, 

they impiled it. One participant said "...I don't like to spend money on things that don't 

show" (HIO). Interestingly, participants did mention non-financial barriers or costs that 

dissuaded them from further exploration into other energy modalities. "I had some 

acupuncture years ago. I hated it. It hurt just terribly.-.needles are not my thing. No 

matter how gently and wonderfiilly they are done" (Participant 12). Thus participants 

identified costs as they perceived them and discussed how they chose to proceed with 

making decisions. 

Also during evaluation, some participants appeared to transfer their decision to 

the trusted referral source. Perhaps reinforcement from outside sources provides 

assurance about the rightness of the decision to use the modality when evaluating 
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choices. This was especially noted when consumers did not have energetic exi)erietKes 

or opinions about the healing option (Participants E7, 111). 

When consumers finalized their choices, they did so from various places of 

confidence and cognition. While the consumer decision-making theory suggests that the 

more complex decisions are made using the compensatory nx>del and the less important 

decisions are selected using the noncompensatory model, it is difficult to separate the 

models used by consumers because when choosing energy alternatives, consumers 

often had little idea of the outcome, meaning, or impact that modality use would have 

on them. Most often decisions were made because the participant did not resist going 

along with use. In one sense, it is not that consumers actively selected the modality, but 

that they actively did not decline it. Data supporting the theme of synchronicity most 

suitably describes this phenomenon. 

Interestingly, study data supports brand selection of energy practitioners by the 

study participants. In other words, users specifially sought out the energy healing 

experience from particular individuals and, in some cases, identified their disinterest in 

receiving the same treatment from any other practitioner (Participants 12, D6, E7, HIO, 

111). These individuals were primarily users of Jin Shin Jyutsu and acupuncture. Users 

of reflexology who used a reflexologist were less selective of the individual to treat 

them (Participants A3, C5). Users of homeopathy treated themselves and did not seek 

specific practitioners for treatment. However, participant J12 sought homeopathic 
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teaching and guidance from her favored homeopathic advisor when experiencing 

difiBculty in treating herself. 

Lastly, study data supported that consumers participated in a post purchase 

evaluation process that significantly aflected futiue modality use. During post purchase 

evaluation, the consumer evaluates the impact the service has in satisfying the problem 

and develops new attitudes about the modality. Initially while consumers may have 

tried energetic healing modalities for more casual reasons, such as 'going with the flow' 

or referral, the reasons for their continued use were specific, such as the modalities 

were personally fitting, effective, or congruent with their belief system for self healing. 

Thus, the most profound personal changes occured during this step when consumers 

evolved from inexperienced consumers to exF>erienced users of energetic healing 

modalities. 

One of the more significant outcomes is the confidence with which they defend 

and describe their modality selection. For example, several participants identified that 

their chosen modality was "closer" to them (Participant C5), that they felt a certainty 

that other healing modality exploration was unnecessary (Participant 12), or that their 

decision to use energy modalities was a matter of knowing that their involvement with 

the modality was not completed (Participants II, 12, A3, E7, & 111). Oftentimes, 

outcomes attributed to modality use reinforced user confidence in the modality because 

cons iune r s  i den t i f i ed  w i th  t he  mean ings  t he  e xpe r i e nc e s  had  t o  t hem (Pa r t i c i pan t s  I I ,  
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12, A3, & E7). 

In summary, the study supports that decisions nnade about energetic healing are 

consumer decisions based often on emotional responses, a synchrony with the modality, 

and the recommendations of a trusted other. It may be then, that consumer decisions 

about other types of healing, including biomedicine, may be similar. A study examining 

these issues would be interesting. 

Implications for Nursing 

Nursing as a profession continues to reside in a position of tremendous 

potential and influence. Nurses have the ability to co-create quality living with the 

patient, themselves, and the institutions in which they work by daring to be cutting 

edge professionals. Additionally, nurses must continue to focus on the meaning the 

person brings to and bestows upon their situation (Parse, 1996). This study focuses on 

the meaning basis inherent in decision-making and the process by which people decide 

to use a variety of energetic healing methods. Nurses need to be aware of the emotional 

aspects of health care decisions and the importance of recommendation by trusted 

individuals. 

The decision-making process used to select energy healing systems is consistent 

with the way by which personal interactions are encouraged by nurses. Nurses can 

create experiences that illuminate meaning, synchronize rhythms, and mobilize 

transcendence by clarifying communication and understanding through languaging. 
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dwelling with the moment, and moving beyond as people consider their health care 

choices (Parse, 1992, 1996). Nurses witness the change of values, the testing of beliefe, 

and the evaluation of outcomes in the populations they serve. Nurses are in the position 

to identify the aspects that are meaniul or define quality of life for the individual and 

can bring this personal aspect to the forefront within professional-personal interaction 

creating a safe place in which to make intuitive choices to pursue energy healing. 

Professionally, nursing recognizes the hands-on experiences of people who use 

alternatives and can leam from them and with them when assessing the meaning or 

value given to healing systems. Nurses can support the consumer who is faced with 

health care decisions to create an accepting environment, advocate for multiple 

p>erspectives of health-illness-wellness, invite conversation and self-exploration, validate 

and seek certification in alternatives, study the many available healing systems, and 

initiate research with alternatives within the healing institutions (Parse, 1992, 1996). 

Data provided by this study can be used to influence nursing behaviors and 

practice. Nurses assess, approach, and support the consiuner. During assessment, the 

nurse identifies and documents consimier healing beliefs, health needs, and worldview 

and assesses patient readiness for information. Asking and clarifying consimier beliefs, 

identifying consumer resources, both available and desired, and identifying health 

system expectations establishes the baseline from which the consumer will respond. The 

initial assessment should include information that this study has shown is important to 
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decisions in health care options. 

Nurses approach the consumer to discuss health care concerns, identify the 

consumer perspective, understand consumer circumstances, motivate consumer 

thinking, and remind consumers of the interactive and mutually involving process 

needed when working through the meanings that new data and situations bring during 

hospitalization. Nurses must be aware of changes in consumer willingness or interest to 

discuss concerns. Nurses must also be receptive to the content and subjects the 

consumer identifies as important and wants to explore. 

Nurses should provide the supportive environment that allows for discussion 

and exploration of possibilities during the decision-making process. The nurse 

continues to support and nurture creativity during these interactions. Consumers should 

be encouraged to talk about what they think their options might be, where they think 

they can go with the ideas, how they see their situations at present, how they see 

having been able to change that, and how they see doing so in the future, in other 

words, to verbalize their health care decision-making process. Thus the nurse acts as a 

sounding board for ideas, information resource, creative thinking catalyst, promotor of 

choice selection in relation to consumer preference, and possibly, a trusted other from 

whom information and exploration may be more accepted. 
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Study Limitations 

Limitations recognized in the study were (a) convenience sampling, no random 

sampling was feasible, (b) small study size, (c) homogeneity of sample and the potential 

bias of the sample, (d) the reductionist characteristics of the content analysis method 

selected, and (e) and the researcher's culture/orientation values as a cultural creative. 

Convenience sampling may have compromised the study. This is the weakest 

form of sampling and risks the bias of population misrepresentation. Although it is most 

frequently used when data is sought to understand unknown phenomenon, this 

limitation must be acknowledged and results must be approached with caution (Polit & 

Hungler, 1995). Additionally, the sample size (n = 9) was small, although large 

volumes of data were generated. Sandelowski suggests that small sample sizes may 

compromise the study if the nature of the collected data is not appropriate or well 

described. For the most part, this was not problematic in this study. However, the 

homogeneity of this sample does endanger representativeness of research results and 

decreases applicability of the results to the larger population. For example, while Astin 

reported that only 4.4% were "cultural creatives" in his larger study (n = 1035), 67% of 

this sample were comprised of cultural creatives. 

Ray (1997) described cultural creatives as a sub culture stemming from the 

1960s that have a commitment to globalism, environmental sustainability, civil rights, 

equal rights, and love of the foreign or exotic. Additionally, cultural creatives are 
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oriented to a spirituality based on self-actualization and the attainment of spiritual life. 

They are identified as informed consumers on the leading edge of of cultural change 

and innovation. They appreciate the quality and authenticity of products and invest in 

the experiences of living rather than in the products of consumption (Astin, 1998; Ray). 

Interestingly, eight of the nine study participants were bom between the years 1940 and 

1955 and lived in the United States prior to and during the Cultural Revolution 

influences of the 1960s. They may be considered part of this cultural creative 

subpopulation. 

Furthermore, this sample was more highly educated, mostly caucasian, mostly 

female, and reported yearly incomes of greater than $30,000. This further jeopardizes 

the representativeness of the data generated by these participants. 

The study may have been lacking in consistency with the original research. The 

questionnaire and the original definitions from the Astin (1998) study were unavailable. 

Astin's interpretation and definition of the motivator category were derived from the 

article published to describe his results. It was not possible to evaluate how or if his 

survey questions measured what he claimed to have measured. The present study 

could have been strengthened by evaluation of the original data collection, data tool, 

and a more thorough evaluation of the original interpretation of that study. 

The content analysis method selected also created limitations. By choosing the 

more deductive approach to content analysis, data were lost when reducing the 
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information to coding units and categories. The context of the data was often isolated 

from the coding units and therefore the holistic nature of the decision-making process 

was somewhat clouded. In addition, there was a great deal of data generated by the 

interview process that was unable to be coded or categorized because it did not clearly 

address the research question. As such, the full nature of the decision-making/choosing 

process may have been lost to codes or categories. A more fluid, naturalistic approach 

may have been a more satisfying and enriching methodology. 

Lastly, the researcher perspective is similar to Ray's (1997) cultural creatives. 

This may have limited or influenced the study, because the identification of process, 

description of context or environment, and meaning participants placed on experiences 

were important aspects of data collection to the researcher. Therefore bias may have 

been introduced into the research process at several levels: data collection, data 

interpretation, and findings interpretation. At each level the researcher tried to control 

for these biases. In data collection, the interview routine was discussed with the thesis 

chairperson. Adherence to the study questions and focus on the speaker's content were 

methodologically practiced with the participants. In data interpretation, the iterative 

process of data evaluation into mutually exclusive categories and the consistency of 

data coding helped to assure a minimum of bias. During the interpretation of findings, 

numerous meetings with the thesis chairperson helped to refine understanding of data 

context, content, and intent. Additionally, member checks confirmed the researcher's 
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understanding of data. Throughout the study, strict adherence to the content analysis 

process was used to reduce bias. 

Recommendations for Further Research 

There are several recommendations for further research. In order to gain a 

better understanding of consumer populations, other qualitative studies about why 

people use alternative healing therapies such as touch therapies, mind therapies, 

nutritional therapies, and motion/structural therapies may be undertaken. Additionally, 

during the the interviews, a pattern of modality use preference appeared. Users 

commonly expressed modality compatibility that seemed to motivate ongoing use and 

loyalty. For example, an individual who embraced reflexology might try Jin Shin Jyutsu, 

but still prefer reflexology as their healing modality of choice. This was a repeated 

pattern with all but one participant, who swore by the use of two concurrent energy 

modalities. Therefore exploration into the conditions that create loyalty toward the use 

of specific energy modalities may be interesting. 

Exploring the lived experience of energy modality use and the perceived 

outcome experience on participant selection behavior would also be interesting. Much 

of the data that was unusable for the study described what the participants felt; what 

they thought; how they responded, emotionally and physically to alternatives; and what 

they contemplated regarding these experiences. The descriptions of personally 

tranforming experiences, during which energy beliefs were internalized, and of lived 
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experiences would provide fascinating study. Comparative studies involving the lived 

experiences of the use of conventional medicine with the use of alternative therapies 

would offer insight into consumer experiences, preferences, and expectations. 

It would be interesting to perform qualitative/quantitative study about why 

people use alternative healing modalities from the economic, consimier, or 

anthropologic sciences perspectives. Most literature concerning why individuals uses 

healing modalities originates from the health care professions. There remains the 

potential bias to perceive data results in the most supportive light of one's profession. 

Therefore, a study to explore why people use alternative healing systems external to 

healing and health care may add information that has yet to be revealed. 

It would be helpful to replicate the present study using a larger sample size to 

verify themes and continue to add to information about the selection process. 

Sp)ecifically, a sample that included more male and minority participants is needed. In 

addition, a study that compared perception and value differences among divergent 

subjects is suggested. 

Summary 

This chapter included discussion of study themes and how the results related to 

the conceptual orientation and available literature. While data minimally supported 

Astin's original findings about the use of alternatives, data from this study was used to 

expand the original definitions of disillusioiunent, autonomy, and congruence of 
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philosophy into categories that were more richly descriptive of how and why people 

choose alternatives. Additionally, the themes pleasure, timing/don't know, 

recommendation, and satisfaction with energy healing systems/outcomes were 

discussed as they expanded our understanding of consumer motivations in energy 

healing, suggesting ways that all health care decisions may be made. Data generated by 

this study provides greater contextual understanding of the decision-making process. 

Nursing implications, limitations of the study, and recommendations for further 

research were proposed as well. 
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RECRUITMENT POSTER 
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YOU ARE NEEDED TO 

SHARE YOUR EXPERIENCES 
USING THE ENERGY MODALITIES OF : 

Homeopathy Jin Shin Jyutsu 
Acupuncture Reflexology 

rw THE THESIS RESEARCH ENTITLED; 

WHY DO PEOPLE USE ENERGY 
HEALING MODALITIES? 

Interviews conducted October 1999 

FOR MORE INFORMATION AND 
INTERVIEW REGISTRATION 

CALL JULIE AT 326-3694 
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LETTER OF COOPERATION I 
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M4y 21, 19P9 

Julie ShcnmM 
1901 N. ClowcriMid Av 
Tucson, Az. tS712 

Dear Julie. 

t tmvcfy wiliiB(ioeoMbenMwiihynit»yaurprapa«<i«HRlipraiMiabiiul whyindividuah 
use the energy hctiiK qrMHM of Jh SMm JjfNlM and hoMOpaiky. 

f hsvcbcen pvacticiagJiBSkiBfbrlktgMl It y«mMd liwiippRMaMialy 20MMdualt on a 
woekly bom. Over tfM y«n 1 hM wilMMri thi MMtaiMlioM ofMaqr indrndMb on the 
phyacal. OMiioML Md ipiriMi Mi. P*opl» MMrilr iMk M JiB SWa whan ikeir iv« wc 
fieelrag out of belwB in eee er il efdWB *•••••.*• SMb w* io *e IJniiod Suiaa 
(hMi Japan by May BunMHMr. I hove ba«i ftHlMHit lo ban iUe to raeeivc weekly 

ahenMbvcmedieiaaaRpaBdaaBdbaeanaaapanflfaMy paopla'aiwL I htvralwaaan the 
^yowin^at^^p^•llmofhM^mlm•lchai JiiiSyn.>ooplaijaaadaagav»ay tobwngthanmlvM 
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LETTER OF COOPERATION 11 
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nmSif mi UtUjs 
K* '»A tooA an# £. 3ml J[ t̂ KJ. 
 ̂ 5L«» asm 

Julie r 
1901 N. Ckyvwtand Ave. j fm/» 
Tucson. A* i57I2  ̂  ̂

Deer Ms. 

I MBbcpleseedtohripyMiBMywaylcearepprileB yow raeswcfe iboui ««fey people i 
Homeopeiky. IbdiwethaiitieiBpertMBferpeeplBtohasweAitopiMMeveeviMbleiotheRi 

esUbS Aed meficel Hrfd. It i» so iapomei to raadi out with die weaderfU heeini infiinnaiion 1 
bdicve in tcadMg people to thanselvw whsB tkejr CM «d HooMopatiiy is perfect fcr ties. 
Homoopsahy is I 

I hevebeco 
for 
Ouriegniy ITyeen 
system. ScvenlyeersasB, IcMKto 
advisor. 1 coaoik about 30&400 

system. Many 

your study 

with anatural 

It would be a piaeaura to 
must be evahiaaed by the 
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PARTICIPANT PROCESS CHECKLIST 
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PROJECT TITLE 
Why individuab use cnefgy hedini mniiililiri' A qualililive cxploiaikNi of the deciiion lo use 

dynamic eneriy akcnMlivcs. 

PURPOSE AND OBJECTIVES 
The puqwaeoftlasstMdyii to dscriheiwfcy people decide lo It tarrgif heaint medrihki. Tlie 

objectives are: 
1. lo investifaie individuaTs views ami feawna for nnking these choices. 
2. to r|inniifj( ml ih • liw i iMHifiwall iif ilw irtnn mrirint —I 
3. to devetop IB uwdetnandiat about tlK awtivslioiilo use cacip healing all*iiliwi 

BRIEF RATIONALE AND BACKOROUND 
To date there are BO studies thai addmsB dediinn nafciniamitheuseofalmiiiui. Studies 

involving aitctwativc medicine are new, few, md nuantitalhif. A quaftaiive cxplontiM of 
decisjon-msii^ and akonatiwea hsa mN been perfiMmed. It is intportaM to umkrstand iMs 
phenomenon in li|ht of the sufge in use ami out-offodwt paymeals made fsr altctnatives. For 
the heakh can provider, this wil aid in understtndiaf cituU' nocivalioaB ami needs. 

Oata collection wiH proceed in this order 
{a) poster ads to recrait stmljr vohaaaers 
(b) interested peisons to caB number on poster Ibr infennation of research 

qiialificstionafiir participatioiifAdulteaarremly uiiBf theenerfy awdaiitiri of 
homeopathy. Jin Shin Jyiitsu. ampunctare. or icflewlBgy.'Aduka It yn and older. EagSsh-
speakkng. living ai Tucaon. Arieeea, w*ng aad able lo partiqpale and giwe eoeaeailo psrticipaic 
in the study). 

(d) pre- interview 

intfrvirw aiaiio taped (cionaiM nntape)niprox45 iiwiMfi 

(0 request/ identHy uwnbei checit ¥ohmiwis. J.Shennan 
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PARTICIPANT DISCLAIMER 
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UNIVERSITY OF ARIZONA HEALTH SCIENCE CENTER 
SUBJECT'S DISCLAIMER FORM 

Why individual UM tifgy healing modaMlaa: A qualWaMwa axploratien of fha 
decision to us« dynamic anatgy aHamaMvas 

You are t>«in9 asked to voluntarily participats in a study exploring why people uee 
energy healing modalWea. By responding lo questions in an interview, you win t>e 
giving your consent to participale in ttie study. 

The interview will take place in a location convenient for you and will last approximately 
45 minutes With your permission, a tape lecocder win be uaed. Your identity will 
not be revealed and your confidentiality «wll be maintained in all reports of this protect. 
The audlotapee and tranecfflpfts win be lodwd in a cabinel in a secure place. 

You may choose not to ansvMr some or all of the questions. Any questions you have 
will be answered and you may withdraw f̂ om the study at any time with no 
consequences whatsoever. There are no known risi(s involved in your participation, 
except that information of a peieonal nature may be revealed. 

The overall aim of this study is to help nurses gain an underBtanding of the 
motivation to use eneryy healing medailliaa. 

I can obtain further information from JuHe Shemian at 326-3694. If I have questions 
concerning my rights as a research subfect, I may call ttie Human Subjects Committee 
office at 626-6721. 

Thank you. 

Julie Sherman 
Investigator Date 

Telephone Numtter 
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DAIS; 

QUBSnON# 
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APPENDIX G 

DEMOGRAPHIC QUESTIONNAIRE 
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OEMCXlRAPIilC QUESnONAlRE 

Name CoUe 

Age ____ManUl Sutus_ 

F.thnichy/ Cultural Background_ 

Gender ReiiiDO/Siiiiilualily 

Income Level Occupation 

Education 

Types ofHealing Methods Used and I>mion ofUse (list): 
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HUMAN SUBJECTS COMMITTEE APPROVAL 
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iMMNwrroi 

'  ifcrii>c< ARIZONA. 
ro  i«si» 

22 Scpccraber 1999 

.'uiie ShcmiM, BSN 
zJq Mary Koilhan, PhD 
College of Nursing 
PO BOX 210203 

RE: WHY monODUALS USB CPfBBGY BKALntC MODAUtlBS: A QUAUTATIVC 
EXPLORATION OF TBC DECISION TO USE DYNAMIC ENERGY 
ALTERNATIVES 

OcvMsShcnua; 

We received Jufwi— eaaocraiag your ibov* citad pnjccL RcgulttiaM publialMd by the U.S 
Department ofHeatih awd Hy>a«i Servic— (4$ CFK 46.101 (b) (2)) u—pi tfiia type of fwearch 
from re%-iew by our Comminec. IUwi«<n • Ptrwini— ta pM( rccnnlHM«t flyera Mtitt be 
obtained freiii apprepriaiE awtberitio tmr all rwcfit—i Mtea prtar ta paMiag. 

Thank you lor iofcnaiBCui of your «MMt. If you iHwc aay qwsiiant ooaBeroing Ac above, please 
oomaci this oAice 

Sincerely, 

Divi 
Chairman 
Human Subjectt Conuainaa 

DGJ/js 
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INDEPENDENT CODING CATEGORIES 
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Pi iMfiiftf tkw wMi 
CooveHhoml 
•vMCW 

NaadfcrP^noMl Otter 

E7U99^3 1 
thoHtht thail wM 
••lag iB a davlK 
(wfan in thmpy) wd 
•fllwMdoinciMi 
uJkaag about the 
same Muffowr Md 
over and aa a nancr 
offtctnmiofthB 
PSJ^CIMDKS uBI 1 
vMia to would cBd 
puRiqg me in cbaife 
of tha groupabaeaaae 
I knew how to do it 
so well 

E7L77-fl would 
woffcoaaqnrifiB 

E7LI39^2h(JSD 
haa.Ibeie«e.hc|pad 

tiuapowurof Jia 
ShiatohMe 
aipaiirwnadit 

inwilZbitM  ̂

E7L26-9 Iwnaa 

tHdaoanwiklr' 
would B^ne to 

moat, to would I 

E7L7t-9 IMdi 
the books and 1 would 
do al the flowa oa n». 

E7 L19t 1 tfdidL I WM 

J12LI46-t Iicaiy 
wauMd to ndy it oB 
uyowB. SoIdUa 
Btte iiiiin Iwot 
to (hn—niyi 
ad«iBor)aadwcdUa 
flMacfe leat on whtt 
dontBtobokataad 
AeMowvp. 

£7 L479-t2 WHAT 
I*M HEARING IS 
THAT YOU 
BASICALLY 
JUMPED IN (TO 
JSJ) WITH YOUR 
EYES CLOSED.... 
Yen.. 
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E7tj6tS.I7TI» 
NHMlOitVWMto 
taaklBtokMlavMV 
•idlOkB0W«Mte 

iUe 19 he  ̂othM 

JI2L2M>-7 ..̂ YOU 
HAD A BELIEF 
THAT PEOPLE'S 
DBEASeSOR 
ILLNESS 
SHOWED IN 
PATIERNSAND 
IN WAYS THAT 
WEDDUrr 
NECESSARILY 
UNDERSTAND 
BUT THAT YOU 
WANTED TO 
KNOW7Ya  ̂
Ymk, You pfcrtIII 
ilaoikiKitiiwqr 

Jl2L37S-e(*ww 
low^ckooae 

Mn4iCwo«klId 

fl̂ . 

II2LM5-71lkU 3121397-9.. J jm JI2LI2064 Sol 
(takoMopa )̂ ikBiWfttii ihfc* ilr imifn 
bnuHlwMMdiehc (hameopieliy) wm twaoni wantiMo 
inootfrolofwtat leeSy-Jeid a ledhr 
ftcttlkaewabooii. oomplBie view ofthr fta ptaee wm from... 

to •• Ub a^crimee 

Uwgh Im 
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il2L1021-«ibift 
(hnniplfcl)̂  
ow«rtkw¥ncr 

wvavMdlAi* 
tlMferaB.rs 

JI2 Lt213  ̂..wky 1 
cornkammltmi 

thttlwTjHiMldiv 

•M BQf COBBKnOB 
•othtpMiUobof 

haBwdaariy. it 
QM—i|n*1 )̂awde 

n2L1214.S.. 1 
••m list BBSII w 
wMMlioaMiiDue 
aiplMii«ii. 

E7Lf7-fil(JSD«M 

Mafly iHiag to bHi 
nyr*lfeedheî  
myuV. 

J12L9S9  ̂ WkKl 
wMiAcr(orlookMt 
ferX««(tfae>fccfint 
HwtbadbrfMc 
(whcaiiiiiithDaMfk. 
««kidi«H)fedii« 
food... DOES THAT 
HAVE ANYTHING 
TO DO WITH WHY 
YOU USE 
HOMEOPATHY? 
(MivaoodkM) 
lurylihgOdB 

kowopaihy). 
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111 L96-101 My 
wife WM foint to • 
lair dicjKi.... «id 
t̂edswoiMn 

there wIid wu 
comiBt in once or 
twice • week doii« 

goudttyll. Iwent 
over there and tried it 

III LI44-7TELL 
ME WHY YOU 
WENT BACK (tried 
icflesiologjr •(»). 
Baeaaee of that flnt 
•e—tloBCof 
Hoatini)—Aad  ̂a 

111 L33I-7 WeDdK 
fint tine, ̂ in.1 did 
it, nqr gueee it, 
UHBL.givcB nqr 

not a paitieulM-
advcntiBOUi 
type...My gHev it 
tlHtlM ilbeeaaae 

OMtMledilaHil 
did H prehably 
iihictaatly. 
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111 Ut»-90(aMwcr 
to why continues lo 
UK) —thefe is a great 
deal of tactile 
pleaaure in having nqr 
feet massaged. 

Ill L397-1 AadtlM 
is if I hawe this sense 
thai H is geneialy 
fdaxiBS tut 
unHB.̂ thatiB 
mocivacion enough fo 
keep going back 

111 LS2t(response 
to why ooni to use) 
Uanm...it 
(reflexology) has 
never let me down 

111 L621-2 Agsai. 1 
don't search these 
ioBds of things out 
bMaqr wife said 1 
shanld trjr it so 1 
triad it. 
(Reflexology) 

111 L63I-4 (user's 
sumnarywhyuse)... 
it's... a ssnsatisa of 
juat having-.the 
muacies in the feet 
nnsBBged and that is 
just a pisaanfaMe 
•eaaartna there 
ipscKlra^y. So 
there is that 1 keep 
giawltating back 
towards 
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D6 L12-S Wd 1 

pnctkiQMr) —Md 

tum  ̂wDckO#) 
tiM alow* the «acf|]r 

thafct—liiMiti/ 
Md I dtcidad to tiy 
fe. 

D6U3WcflrmjMt 
wryopcaiodiflcrcnl 

l>6U2-4....IteppCB 
lotawvtketiBeaad 
teiMwyattlKiime 
Hm I ibBivkt 1*4 
gi««k(m)Atry. 

D6L70-3(MBWcrto 
whgriwtWi 
•nMby?)... 1 
eould fB a thcR (to 

hndKbe. Youknow 
those Uadii of thiofiL 

D6L636-9SOIN 
rrSOWNWAYIT 
(oriagMis 
EMPOWEXDiOdo) 
YOU... Yci. 

D61436-9 (wwer 
iowkyM»JSDOIi 

il'® ft kouf 
•ndahrit It'ttime 
ferae. 
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DC L110 1 
ANSWER TO WHY 

t jm —Irn — ftd 

QlAOi ...mdaem 
ofkdnBdiGal 
wunmtkm)y>>m 
belpftiL . 

HlOLIIMtlww 
italhidttiCMM 
OBflDsmCtmi 
•rrniUMQw îfil 
(ihibMk)MMIio 
kMapaljMi 
rnmadtmaftmdiam 

CS LI99-209 YOU 
ALSO SAID THAT 
IN 
BEFLEXDLOGY 
WHEN YOU 
TOUCH THE 
rOOTYOIIR*SB 
TOUCmNGTHE 
•nxorTHi 
•ODV 
sraancALLY... 
YOU BELIEVED 
mY«A 

2LIM-9 (awl 

— iobwuiilB—1 

wftjr 1 tlutatf tfaiag 
JliSklB. 

CSL2S3-61 Yoa 
kavw if you fei a 

nL4IOI WidtMva 
••ttiMV 

fsodbniii'iaoc 

dipoiiisairsBol 
W OK 

aomot Aid it 
• • IHBl mpV 0f DM 

ya«i*MaBi,yM 

topliZSfiiyi 
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12 L974...becauae 
inflow) 

12 L973-4^JUid ifl'm 
ootftdBBtiidial 
1^1 pick aoaeiiiii« 
&c the sUrt of the 
MORiKh How... and I 
do thai 

CSL20-26 I found 
UBBB...* icfleaobgiaL 
JUST OUT OF THE 
BLUETOutofthe 
bhie. I didn't know 

leflexology or 
Mqfthint. 

C5L71 1 went to 

ivfwndloaM. 

H10L62-SThefe 
we... neurological 
palhiiDtlie 
body...'niere are 
oertaBpoims, poiou 
that UBBL.wfaea 
picaaed or treated 
wock on other poiois 
in the body. It's 
baMaflyvoysiBdv 
to acupuncture oohr 
it's done with the 
hands (fcfleaologjr) 
and aot with pins. 

CSLltl-7AND 
YET YOU FELL IN 
WITH 
REFLEXOLOGY. 
YOU SAID THAT 
YOU SPOKE WITH 
SOMEBODY WHO 
TOLD YOU 
ABOUT 
REFLEXOLOGY. 
WHAT IN THAT 
CONVERSATION 
SWAYED YOU TO 
TRY IT? Just the 
idea ofhawng my 
feel worked on. 

CSL49I(aMwerto 
why COM to use)l 
jiaL..I OK it. I like 
tfaewayitfceh.Ill(e 
to have my feet 
worked on. Oh it just 
feels so good. 



c <c 

ifll h , 
dliilli 

'Pi" 

ilflliliilltilifill 
1 [ilHltli lilifiiHill 



161 

A3L70-31feund 
«Mt about) it 
bMMM:.. aqr fnl 

ivflnoloiy... 1 

In 

A3LI0S-S I4Mb'C 

«wtMdiheM«BC 
IK oo • towie clHir 

madwoildBgon 

A3L144C)irioiiiy. 1 

WHMd to opcrienee 
tte (raflBMolosr)... 
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A3 L1S6-7 U IlUMteM A3U44-7...airfI 
(nflnolDgy) 1MB moiwtkint bed ahMyi been 
MudM iwq> fcr—lo iboai koanffl̂  • feHMMled ia 
flaqploM t̂ rnVMi •» telftMMldlO MhnatkMeof 
o l̂otviHliB •ctawMliBttB 
iBodiltieft. ipirii of wbD we MB tedBMc^pciMBod 

•idniAii (lelwlDgy) befcie 
iVUnal jmi kBDw 
imiittHtwBae wooUbsicaljr 

Bfcfc—«fc—n<Mi 
laeHOBllBC to try. 

HWv lî B WlPia 
face ad we CM fei 
hecktsaiawMlM 

tovcadheeftkand 

hSSflllyie  ̂
•̂ilM wewnget 

IlU34.7.̂ .Ite«« A3L240-2 
toknowtlHtrma (ANSWER TO WHY 
i|Mi flnl tlHl I'm DIDYOUCX3NT 
tUi CBHfic pMMHe TOUSE)lllMkil 
hMoatfttplHet 
adloeadiotaks MMuni OCMIUBIIM 

UmIMl Itfckvcfy 

people to •••••....Stou know 
eoe t̂ ikot or aM or « A UK J

 

1
 

]
 wtecortheAiD. 
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IlL240>a My job 
• tofMcaiothai 

Md (to kiiow)...ii*s 
oay ipiril thai ii 

and it needi to break 
five and (CI loose. 
TtaiawiM 
happaaa with the 
homBOfiadiy. 

A3Utt-9SOK. 
WHY DO YOU 
CONTINUE TO 
USE 

1 tat the NaaMa that 
Iwaatfraai H 
raartaaaarfj ... and 
I «iB continue after 
aDtheaeycan. It's 
been IS yon. After 
aHtheae years. 

11 L79(M I icaOy 
reaaoaaced mifa the 
LawofSanin. I 
REALLY liwdlhaL 

That unan....tfaat 
the body baa 
ewciytlim M aeedf 

the body aad that 
hooBopatlqrdoes 
aotfitkt̂ MMttfae 

the body to heal 
iuelf: IicaBylfted 
that anaoach to 
teaa. Yeah 

11 U2-S my 
gattiuaJ at that time 
iadakii«idiaBa..I 
was having a real 
serious bout with ny 
stomach at one point 
and die said. •Hey. 
let's try some of 
theae thmes." 

11 Li 72-9 They only 
cost S2.99 for the 
wmriisfies so what 
do you have to lose? 
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11 LI74-S...HHII 
triad it (hniMuiwihy) 
•idrii»tOT«yii 

II L79S-9 ...msnad 
•DTMMMI 111990 

hawB a lot ofMooadi 

mi Ilk, ao—ch min 
wlwMfway 
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