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Abstract 

The Parse research method of phenomenology was used to explore the 

universal lived experience of Spiritual Healing Touch in older women with Chronic Pain. 

Three individuals with chronic non-malignant pain naive to touch modalities received 

one treatment and participated in audio-taped dialogical engagement. The taped 

discussions were analyzed using Parse's procedure of extraction-synthesis. Three core 

concepts emerged to formulate a structure of the lived experience of Spiritual Healing 

Touch. The core concepts identified were: 1) Transcendence of body, mind and spirit 

emerges with relaxation while pain intensifies-dissipates in the presence of integrated 

wholeness; 2) Co-transcending the physical boundaries of energy emerges into the unique 

experience of beneficial comfort in the presence of transformational uncertainty; and 

3) Energy is experienced and meaning and value is placed on it throughout the treatment 

process. The structure was linked to the Human Becoming Theory and beyond through a 

process of heuristic interpretation. The findings from the study produced new knowledge 

and understanding regarding the human experience of Spiritual Healing Touch. 
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Chapter 1 

Statement of the Problem 

The most frequent cause of disability in the United States is chronic pain. Fifty 

million Americans are significantly impaired at an estimated annual cost of 40 billion 

dollars (Berman & Swyers, 1997; Bowman, 1994; Slater & Good, 1991). Chronic pain is 

the nation's third greatest health care problem with costs to the economy in lost 

productivity, hospitalization, outpatient treatment, medication, surgical costs, disability 

payments and litigation settlements (Berman & Swyers, 1997). Pain is also problematic 

for adults over the age of 65. Pai.n in older adults is often under reported, and has the 

most effect on the ability to live life independently (Berman & Swyers, 1997; Bowman, 

1994; Luggen, 1998; Slater & Good, 1991). 

Therapeutic touch (TT) and healing touch (HT) have demonstrated effectiveness 

as healing interventions for persons with chronic pain (Connell-Meehan, 1985; Keller & 

Bzdek, 1986; Meehan, 1993). There has been minimal published research about spiritual 

healing touch (SHT) as a healing modality for chronic pain. SHT is an important healing 

modality because the practitioner is deeply connected to Spirit and the intention to heal 

(Smith, 1998). SHT may be an appropriate intervention for chronic pain that is a 

multidimensional phenomenon, since it includes the spiritual essence of human beings. 

Research about the experience of SHT will enhance the knowledge and understanding of 

the experience of SHT. 

Chronic pain is a significant problem for many older adults, which has a negative 

impact on well being and quality of life. Healing modalities are needed that enhance well 
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being and decrease negative symptoms in chronically ill older adults. Although there is 

limited published research about SHT in the treatment of chronic pain, it is an area that 

warrants study. 

Purpose of the Study 

The purpose of this study was to describe the lived experience of spiritual healing 

touch in older women experiencing chronic pain. SHT is a healing modality that is based 

upon therapeutic touch, which focuses on the spiritual nature and self-healing abilities of 

the practitioner and healee. 

Touch Therapies 

Touch is an important component and intervention in basic nursing care (Easter, 

1997). The therapeutic use of touch has been used since ancient times and is an effective 

communication tool of healing (Gaut & Boykin, 1994 ). Laying-on of hands, although not 

typically associated with contemporary nursing, is an ancient form of therapeutic touch 

used by nurses to facilitate healing (Hover-Kramer, 1996; Mackereth & Wright, 1997; 

Macrae, 1988; Smith, 1998). Laying-on of hands is most commonly ascribed to the life 

and teaching of Jesus Christ (Sayre-Adams & Wright, 1995). Contact therapeutics and 

healing touch also involve this process, which incorporates a spiritual perspective. 

Therapeutic touch is the most frequent! y used form of "touch therapy" used by nurses and 

differs from HT and SHT. Therapeutic touch most often involves no contact between the 

practitioner and the healee and does not include a spiritual perspective. However HT and 

SHT involve contact touch, and SHT incorporates the spiritual intention of the 

practitioner to facilitate healing. These healing modalities have become important 
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aspects of some nurses' daily practice. It is estimated that 100,000 nurses have been 

trained in TT (Fish, 1996) and 35,000 nurses have been trained in HT (Smith, 1998). 

SHT, a newer modality for nurses, has an estimated 2500 practitioners (Smith, 1998). 

According to Bogusalawski (1979), there are several assumptions underlying all 

types of touch therapy. The first assumption is that the energy field is the fundamental 

unit of every living system, and each living system is co-extensive with the environment, 

which is also an energy field. The second assumption is that human beings are 

multidimensional energy fields integral with their environmental fields. The nurse, an 

energy field, is in mutual process with patients to facilitate well being. During touch 

therapies there is an interaction and connection between the practitioner's energy field 

and the client's energy field, in which changes occur during the mutual process of healing 

(Stouffer, 1999). Touch therapies are energy-based healing modalities in which nurses 

assist individuals to experience new patterns of health and well being. 

The purpose of TT is to enhance well being. However, there is no intentional 

spiritual or religious component to this form of touch therapy, as there is with SHT 

(Krieger, 1979, Ramsey, 1997; Samarel, 1992). Developed in the 1970's (Krieger, Peper 

& Ancoli, 1979; Mulloney & Wells-Federman, 1996; Quinn, 1988; Samarel, 1992; 

Spence & Olson, 1997), TT has demonstrated effectiveness as a healing modality in 

several ways: pain reduction (Connell-Meehan, 1985; Keller &Bzdek, 1986; Meehan, 

1993), anxiety reduction (Heidt, 1990; Quinn, 1982; Parkes, 1985; Simington & Laing, 

1993), stress reduction (Fedoruk, 1984; Randolph, 1984, Olson, Sneed, Bonadonna, 

Ratliff & Dias, 1992) and improvement of the physiological, mental and spiritual lives of 
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those who have experienced therapeutic touch (Samarel, 1992; Upland, 1981 ). 

According to Krieger ( 1979), TT is the purposeful guidance of life energy from the healer 

to the healee; a healing meditation, consciously sending the healers excess energy to the 

healee to re-pattern the healee' s energy. 

HT, derived from TT, is defined as; "An energy based therapeutic approach to 

healing which addresses the physical, emotional, mental and spiritual dimensions" 

(Smith, 1998 p. 5). The goal of HT is to restore harmony and balance in a person's 

energy system that enables that person to heal. Healing touch is a modality incorporating 

basic TT techniques. 

Therapeutic touch may involve physical contact between the practitioner and 

healee but usually physical contact is not done, whereas physical contact (laying-on of 

hands) is encouraged in HT. Some of the other differences are in the treatment phase or 

modulation, re-patterning, or redirection of the energy field. Therapeutic touch focuses 

on the redirection, re-patterning or modulation of the energy field by movement of the 

hands in what is described as unruffling (Kunz, 1995). Techniques used in HT and SHT 

depend on the findings of the practitioner. There are several techniques used in HT. 

Many of the techniques are based on the belief that each human energy field has 

seven major chakras: root, sacral, solar plexus, heart, throat, brow and crown. The chakra 

system is based on Hindu and Sanskrit texts. They are also recognized as part of 

Aruvedic medicine in India. Chakras are energy vortexes, or energy centers, that are in 

different areas of our body, and are agents for transforming the universal energy 
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(Brennan, 1987; Bruyere & Farrens, 1996; Hover-Kramer, 1996; Joy, 1979; Krieger, 

1979). 

Some of the techniques used in HT and SHT include the following: Chakra 

Connection, Spiral Meditation, Chakra Spread, Laser Technique, Ultrasound, Lymphatic 

Drain, Pain Drain, and Hopi Back Technique. The different techniques are done for 

different problems. The Chakra Connection is used when there is a chronic disease 

process affecting the whole body and the energy field needs to be balanced. This 

technique involves placing the hands on adjacent joint areas of the body, which are 

considered minor chakras. Placing the hands on the major chakras and connecting them 

energetically completes the technique. 

Spiral Meditation is used to open the energy field at the beginning of the healing 

treatment. This starts with the practitioner's hand held at the heart chakra for one minute, 

then each of the major and minor chakras are touched and held using a clockwise pattern 

(Joy, 1979; Hover & Kramer, 1996). Ultrasound is a technique which is used for pain 

associated with conditions such as arthritis, internal bleeding, fractures and joint injuries, 

because it reaches deep into the tissues. The technique is performed by holding the 

thumb, first and second fingers together, energy is then directed from the palm chakra out 

through the fingers, while moving the hand in a circular motion for three to five minutes. 

The Laser technique is effective for deep tissue work where spot healing is 

needed, and is administered like ultrasound. However, but the focus is on the pulsation 

of energies coming through the fingers. Magnetic Pain Drain is used to help remove 

acute pain, and is completed by holding the left hand over the painful area while the right 
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hand is held downward allowing the energy associated with pain to move out through the 

practitioner. After the healee feels relief of pain, the practitioner places the right hand on 

the painful area and the left hand is held up to bring in the Universal Healing Energy. 

Hopi Back technique is used to release congestion and pain associated with 

vertebral problems. It is performed by placing three fingers of each hand on each side of 

the blocked vertebral area, allowing the energy from the fingers to flow downward. 

Similar to the Laser technique, this procedure is maintained until the practitioner detects a 

smooth energy flow. The thumbs of both hands are then placed next to each other on one 

side of the spine and the fingers of both hands are placed on the opposite side, creating an 

energy ring around the spine. While the hands are circling the spine, both the healee and 

practitioner breathe deeply until the energy flow is balanced. Then the hands are rapidly 

pulled up and through the various energy fields. Finally, the painful vertebral area is 

resealed by quickly placing.both hands in contact with the affected area (Hover-Kramer, 

1996). 

Spiritual Healing Touch 

The touch modalities are grounded in the concept of the intent to heal. Spiritual 

healing touch is a mutual process of human connectedness. SHT was developed in 1993 

by Linda Smith to "enhance and focus on the spiritual experience that occurs between the 

nurse healer and the recipient of healing touch" (Smith, personal communication, 

February 12, 1998). SHT is a form of healing touch with a Christian-based perspective, 

because of the emphasis on laying-on of hands. The intent is to facilitate the recipient's 

inner healing process. However, Smith (1998) states that other religious perspectives 
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may be used with the intent to heal, depending on the beliefs of the practitioner and 

healee. The Christian practitioner of SHT is modeling Christ's mission of healing with 

love. The healer is using the intent to heal as a conduit of the divine God energy that 

dwells in each person. Although the practitioner is Christian, the healee does not need to 

profess Christianity to receive benefits from the experience. 

When the SHT practitioner reaches out and touches with love, the client's own 

divine God energy is modulated to achieve the highest good for that person. The highest 

good is an opportunity for clients to employ their innate healing abilities for physical, 

spiritual or mental healing (Goldsmith, 1959). 

Spiritual healing touch is a basic energy therapy derived from many sources: 

Barbara Brennan's School of Healing Science (Brennan, 1987), Rosalyn Bruyere's 

Crucible Program (Bruyere, & Farrens, 1989), Brugh Joy's Chakra Connection ( 1987), 

and Krieger's Therapeutic Touch ( 1979). All energy-healing techniques are based on the 

belief that every person is an energy field and has inner healing capacity. 

According to Janet Mentgen, (personal communication, January 16, 1999), SHT 

became a separate healing modality from HT because some practitioners and participants 

of SHT believe that Jesus Christ is the master healer. This perspective is differentiated 

from the broader perspective of a Universal Life Energy Force which provides the energy 

for healing (Janet Mentgen, personal communication, January 16, 1999). SHT reflects 

the potential for healing and the lifting up of the human spirit as practiced by Jesus 

(Thomas, 1994 ). Spiritual healing touch is the combination of ancient healing rituals and 
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sacred scriptures based upon laying-on of hands, integrated with modem practices of TT 

and HT (Smith, 1998). 

There are four steps to SHT, namely centering, assessment, unruffling and 

modulation. The first step is centering in which the practitioner turns inward and 

physically and psychologically prepares to find an inner reference (Kunz, 1995). 

Centering may be described as the Universal Energy Flow (Hover-Kramer, 1996), 

turning to the Christ within (Smith, 1998) or assuming a meditative state (Samarel, 1992). 

Centering is considered the most important step because intention for the highest good 

and well being is set for the client in the act of unconditional love and compassion (Fish, 

1996; Quinn & Strelkauskas, 1993; Smith, 1998). 

The second step is assessment. The energy field of the client is assessed by 

scanning the body with the hands held three to six inches from the client and feeling for 

differences in warmth and variations in the quality of the energy field (Daley, 1997; 

Hover-Kramer, 1996; Kunz, 1995). 

The third step is unruffling or smoothing the field. This is accomplished by using 

smooth, even movements of the hands one to six inches away from the body. This 

process involves moving the hands above areas of imbalance, and promoting the flow of 

the energy field (Hover-Kramer, 1996; Krieger, 1995). 

The fourth and final step is modulating or redirecting the energy field. Since the 

practitioner's energy field is integral with the healee' s, touch is the specific method in 

which the rhythm of energy is modulated. This mutual process of energy modulation can 

be done by directing the energy of the healer to the healee, or by directing energy from 
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one part of the healee's body to another part (Kreiger, 1995, Hover-Kramer, 1996). 

There are several healing techniques used to redirect the energy of the healee. Healing 

techniques, such as the Hopi Back technique, Spiral Meditation and Chakra Connection, 

are used because they incorporate spiritual intent. 

Conceptual Orientation 

Parse' s Human Becoming Theory is the conceptual orientation for this research 

project (Parse, 1995). The first assumption of Parse's theory is that human beings are in 

mutual process with the universe, thereby co-creating reality (Parse, 1995). This is the 

simultaneous and continual movement of energy within and among the universe and the 

person, which are not separate entities. Parse ( 1996) also describes human and universe 

as a mutual process of relating to each other multidimensionally with neither having 

power over the other. The process of SHT is one in which the nurse and healee engage in 

a mutual process of relating. Moreover, this process may not be observed, but is best 

described as it is experienced by the healee and practitioner. Thus, SHT, a subjective 

phenomena, reflects the human becoming of the individual in mutual process of healing 

with the practitioner. Co-transcendence is defined as constant change between the 

consistent and familiar beliefs, ideas and habits, and the growth and transformation that 

occurs when there are activities in which limits are stretched (Parse, 1994 ). The 

experience of SHT facilitates co-transcendence for practitioner and healee, as both are 

changed by the experience, inwardly and outwardly through the expansion of self

boundaries. The practitioner engaging in SHT is connected with the energy of the higher 
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force, or God, and is open to evolving as a person related to the transformation of the 

healee. 

One's lived experiences incarnate quality oflife, that is to say that past, present, 

and future experiences create one's quality of life (Parse, 1994). Changing patterns occur 

in the paradox of shifting perspectives which are manifested in a variety of life 

experiences (Parse, 1994). The experience of pain is one pattern of health that manifests 

in many chronically ill older women. SHT as experienced by these women may initiate a 

paradoxical shift in perspective about the experience of chronic pain. Chronic pain, as it 

often extends throughout years of life, is incarnate with life experiences. The mutual 

process of healing within the context of chronic pain, is a rhythmical exchange between 

practitioner and healee. 

Conceptualization of Chronic Pain 

According to Parse (1995), human becoming is uniquely lived by the individual 

as conscious or unconscious choices are made in relation to other persons and the 

environment. The manifestation of human becoming is health. The manifestations of 

chronic pain may represent conscious or unconscious decisions. The healing of pain, 

especially chronic pain, has implications in how the person evolves as a human 

becoming, how the person relates to the environment, and how the chronic pain is 

manifested in the person's health. Chronic pain can only be described by the individual's 

human becoming as it is uniquely lived. 

There are three principles in Human Becoming Theory: 1) Structuring meaning 

multidimensionally is co-creating reality through the language of valuing and imaging, 
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2) Co-creating rhythmical patterns of relating is living the paradoxical unity of revealing

concealing and enabling-limiting, while connecting-separating and 3) Co-transcendence 

with the possibilities is powering unique ways of originating in the process of 

transforming (Parse, 1995). Structuring meaning multidimensionally has many 

paradoxes. Through human becoming the paradox of living are incarnate with human 

experience. It is knowing what is clear and spoken versus what is intuitive or reasoned 

(Parse, 1994). The meaning of the situation is the human's reality and is demonstrated by 

confirming-not confirming cherished beliefs while speaking-being silent and moving

being still (Parse, 1996). The paradoxes of knowing-not knowing are part of the 

evolution of human becoming. Pain may be described by the languaging of the 

experiences' paradoxes as limiting-freeing, knowledge-fear, or growth-stagnation. Pain, 

chronic or acute, is only given meaning by the one experiencing it. 

Co-creating rhythmical patterns of relating are also paradoxical. Accept the pain

fight the pain, avoidance of activities-strengthening abilities, isolation-socialization, and 

lack of control-taking control of pain, are examples of the transformative experience of 

pain. 

Seeking new opportunities and being fearful of finding new limitations is another 

paradox of human becoming (Parse, 1994 ). It is possible that the primary paradox of co

transcending with the possibilities of creating transformation is the loss of control 

experienced in chronic pain in contrast with the need to be in control of one's life. 
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Conceptualization of SHT 

Spiritual healing touch is commensurate within the concept of the Human 

Becoming Theory. The multidimensional structure of meaning, which is a co-created 

reality, occurs through languaging of images and values. This meaning is seen within 

SHT as the description of the experience of the healee, which is described in words, 

pictures and images. SHT is the co-creation of energy or rhythmical patterns of living the 

experience of the treatment. Both the practitioner and healee co-create the patterns. Co

transcendence occurs with the mutual exchange of energy and the transformation that 

occurs for both the practitioner and healee. There is also openness to new ways of 

healing that is transformative for both the practitioner and healee. 

Understanding the experience of SHT as a healing modality for chronic pain is 

important to nursing knowledge. Through research, discovering the unique and shared 

meaning of the SHT experience and the rhythmical patterns exchanged during treatment 

advances nursing knowledge. The increased knowledge may provide nurses with new 

therapeutic modalities that assist patients experiencing chronic pain. 

Research Question 

What is the incarnation of the lived experience of SHT in older women with 

chronic pain? 

Definitions 

Spiritual Healing Touch 

An energy-based modality that incorporates the healer's and healee' s beliefs in 

God or Universal Energy to facilitate healing through touch. 
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Chronic pain 

Chronic pain is a pattern of human health in which the person experiences 

recurring discomfort for more than six months (Berman & Swyers, 1997; Luggen, 1998). 

Incarnation of Lived Experience 

The incarnation oflived experience is "The indivisible human's view on living 

moment to moment as the changing patterns of shifting perspective weave the fabric of 

life through human-universe connectedness" (Parse, 1994 p. 17). 
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Chronic Pain 

Chapter 2 

Literature Review 

Chronic pain is a multidimensional phenomenon experienced physically, 

psychologically, spiritually and socially in human beings (Bogulawski, 1990). It is a 

pattern of human health in which the person experiences recurring pain for more than six 

months (Luggen, 1998). Chronic pain has a significant negative impact on well being 

and quality of life. 

Much of the research on chronic pain has focused on the costs and disability 

associated with chronic pain (Berman & Swyers, 1997; Bowman, 1994; Clark & 

Kaufman, 1987; Davis, 1989; Hitchcock, Ferrell & McCaffery, 1994; Hochberg, Kasper, 

Williamson, Skinner & Fried, 1995; Luggen, 1988; Roberto, 1997; Slater & Good, 1991; 

Tamler & Meerschaert, 1996). There is also considerable research on various theories of 

how pain occurs and appropriate treatment (Caudill, Holman & Turk, 1996; Clark & 

Kaufman, 1987; Davis, 1996; Librach, 1993; Miller & Jay, 1985; Tamler & Meerschaert, 

1996). Other research delineates the relationship between pain, demographics and 

psychological variables (Bowman, 1994; Clark & Kaufman, 1987; Schaefer, 1995; 

Tamler & Meerschaert, 1996; McPhillips-Tangum, Cherkin, Rhodes & Markham, 1998). 

Conceptualizations of chronic pain and research about the effect of chronic pain in older 

women are the foci of this literature review. 

Slater & Good (1991) explored five conceptual areas for understanding chronic 

pam. The first conceptual area is realizing the complex nature of chronic pain and the 
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need for multidimensional treatment programs. The second conceptual area is the 

inconsistencies in existing pain problems and the need for a multidisciplinary treatment 

approach. The third conceptual area is rehabilitation and restoration of function. The 

fourth conceptual area is focusing on management of chronic symptoms and not treating 

chronic pain as an acute disease. The acute disease focus has led to unrealistic 

expectations e.g., every medical condition has a single cause and powerful diagnostic and 

treatment options that can diagnose or cure the problem. The fifth and final conceptual 

area is comprehensive management of chronic pain syndromes. To understand and 

successfully manage chronic pain requires an understanding of the patient's ability to 

adapt to chronic pain and the impact it has on behavior, learning, social interactions, 

environment and emotions. The authors suggest that this requires the clinician to 

understand that all treatments occur within a behavioral context, and the behavioral 

factors are critical to the outcome of long term self-management (Slater & Good, 1991). 

Chronic pain has been found to have a significant impact on quality of life (QOL). 

Hitchcock, Ferrell & McCaffery ( 1994) explored QOL multidimensional concepts 

including; physical, psychological, spiritual and social well being. Two hundred 

members of a five hundred member National Chronic Pain Outreach Association were 

studied using a questionnaire. The questionnaire used two 5-point Likert scales with zero 

being a negative response and five as a positive response. The questionnaire examined 

the intensity of pain, the demographics of types of pain, medications most often used, 

self-medications and QOL. Forty-seven percent of the participants complained of back 

pain, the most common complaint. Twenty-eight percent used mild opiates, 34% used 
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tranquilizers for self-medication, and 33% used medications prescribed for other 

purposes. The results indicated that 87% reported pain interfered significantly with 

normal activities ( e.g. gardening, reading and travel). Seventy-one percent stated it 

affected their personal relationships but 57% rated their quality of life as good. Fifty-five 

percent felt in control of their lives but 69% felt hopeless about the pain problem. And 

finally, 50% admitted to feeling so hopeless that they felt suicidal. The worst three 

problems identified were: 1) not being able to work at a job or do household chores, 

2) limitations on activities and hobbies, and 3) depression, fatigue, difficulty in fulfilling 

one's role as a spouse, uncertainty about the future, and decreased socialization. 

Bowman (1994) explored the lived experience of chronic pain in 15 subjects 

recruited from two pain management centers in the southern United States. Nine males 

and six females with ages ranging from 27 to 70 with a complaint of chronic low back 

pain comprised the study sample. The subjects discussed the experience of the chronic 

pain phenomenon starting with the initial injury. They also discussed seeking medical 

treatment to alleviate pain, the prescribed medical and surgical treatment, and the lack of 

relief. During the patients' exploration for causes of pain and ineffective relief measures, 

the core experience was Uncertainty. The major themes revealed from the study were; 

Seeking Non-Medical Relief, Seeking a Cause, Seeking Medical Help, Using 

Medications (including self-medication), and Accepting the Pain and Living with the 

Pain. The study validates the perspective that chronic pain is not a single phenomenon 

but a complex experience that affects all areas of life. Moreover, pain is experienced in 

many chronic illnesses. 
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Schaefer ( 1995), in a phenomenological study, explored loss and discovery in 

chronic illness and illustrates the impact of pain on the lives of women. The six 

participants were persons diagnosed with multiple sclerosis, fibromyalgia, systemic lupus 

erythematosus and osteoarthritis, resulting in chronic pain. There was no information on 

how the six participants were found. The main themes generated from the study were; 

Losses and Fear, Loss of Health, Discovering, and Discovering Self. 

The themes of fear and discovering were also found in another phenomenological 

study which examined the experiences of the chronically ill (Lindsey, 1996). Eight 

participants ranged in age from 24 to 4 7, each suffering from a different medical 

condition which resulted in disability and chronic health problems. The author examined 

non-traditional health care activities and methods participants used to care for 

themselves. It was noted that people who experience chronic illness frequently feel their 

illness is denied, misunderstood or invalidated by the health care professionals. 

Findings from the study revealed feelings and changes that occurred with the 

participants as they became actively involved in their care and became part of the healing 

process. The themes articulated by the participants included; Taking Control, Seeking 

Knowledge, Assessing Alternate Healing Modalities, and Altered Relationships with 

Health Care Professionals. An important finding of the study was that participants found 

the greatest relief and healing through involvement in alternative healing modalities. 

However, specific modalities were not mentioned. Additionally, participants verbalized 

fear in discussing alternative healing with health care professionals because of fear of 

altering the relationships with their primary health care providers (Lindsey, 1997). 
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Conclusions of the research suggest that the caring for self was an important part of 

healing and taking control could be an important part of a person's sense of well being. 

McCraken ( 1998) studied acceptance, well being and chronic pain in 160 patients 

seeking treatment at a university pain management center. Sixty-six percent of the 

subjects were women with a mean age of 46 years. The participants experienced pain 

anywhere from three months to 372 months with a median of 36 months, and the most 

frequent site of pain was the low back at 60%. The data was collected from self-report 

measures. The tools used were the Visual Analog Scale (VAS), Chronic Pain 

Acceptance Questionnaire (CPAQ), Beck depression inventory (BDI), pain anxiety 

symptoms scale (PASS) and the sickness impact profile (SIP). As would be expected, 

and was predicted, there was a greater acceptance of pain in those subjects who reported 

less pain intensity (100mm VAS, r= -0.28, p < 0.001), less pain-related anxiety (r= -0.66, 

p < 0.001), avoidance (r= -0.55, p < 0.001), less depression (r= -0.58, p <0.001), physical 

(r= -0.46, p, 0.001) and psychosocial disability (r= -0.54, p<0.001), and more daily 

'uptime' (r= 0.46, p<0.001). Individuals with the least pain had greater acceptance and 

less depression. 

Seers & Friedli ( 1996) explored patients' experiences with chronic pain. The 

focus of the study was to evaluate the effects of relaxation training in 75 subjects with 

chronic pain. Convenience samples were chosen from a pain clinic or outpatient clinic, 

were at least 18 years of age, had pain for more than three months, had a non-malignant 

cause for the pain and had no surgical intervention. All subjects participated in a 90 

minute interview in which they described their pain, the cause, education received, their 
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own pain relief strategies and the impact pain has had on their lives. The subjects were 

randomly divided into three groups: 1) an experimental group who received relaxation 

training, 2) an attention control group who was visited by a researcher but not taught 

relaxation and 3) subjects on a waiting list who received relaxation training after a four 

week waiting period. The relaxation training consisted of a 30 minute session once a 

week for four weeks, supplemented with homework practice. The experimental and 

control groups were reassessed at the end of teaching and at one and four months post 

initial training. The waiting group was reassessed at five months. 

The outcomes were evaluated using the McGill Pain Questionnaire, a numerical 

rating scale to assess pain, the Sickness Impact Profile to assess quality of life, the 

Coping Strategies Questionnaire to assess coping, and the Hospital Anxiety and 

Depression Scales to assess anxiety and depression. They also obtained qualitative data 

at the time of the interview. The findings of the study demonstrated that subjects at the 

baseline interview had higher levels of pain, which were associated with increased 

disability (r= 0.36, p<0.01) anxiety (r= 0.23, p<0.05) and depression (r= 0.30, p<0.01). 

Following the interviews, there was a decrease in pain (r= -2.78, p<0.01), anxiety (r= -

3.08, p<0.01) and quality of life (r= -3.67, p<0.001). At the end of one month, there was 

continued pain relief (r= -2.62, p<0.01), decreased anxiety (r= -2.94, p<0.01) and 

improved quality of life (r= 3.41, p<0.001). At the end of four months, pain 

improvement continued (r= -2.11, p<0.05), anxiety decreased, (r= -2.67, p<0.01) and 

quality of life was enhanced (r= -2.54, p<0.001). The differences between the attention 

group and waiting list group were not reported. Qualitative findings identified common 
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themes related to the pain experience: Experience of Health Care, Psychological State, 

Physical Health State, Relationship with Family and Friends, Social Aactivities and 

Employment/Finance. Other themes include; Believing the Pain, Treating Chronic Pain 

as if it Were Acute, Desperation of the Doctors, Blame and Communication Difficulties. 

This study showed there was a positive relationship between receiving relaxation therapy 

and decreased pain. The qualitative study themes represented the importance of 

communication and belief in the pain. Because there were no results given for the other 

groups, it is hard to determine whether the relaxation training was the most effective 

treatment. 

Henriksson (1995) researched how 20 women living in the USA and 20 women 

living in Sweden with fibromyalgia perceive and describe their situation. There was no 

information about the specific methodology used nor the conceptual orientation. The 

qualitative study was part cf another unpublished study. The theme categories 

extrapolated were: 1) Encounters and 2) Consequences and Strategies. The themes of 

Encounters were: Reception by the Health Care System and Reactions from Others. The 

sub-themes of Reception by the Health Care System were: Anxiety, Disbelief and Relief. 

The sub-themes of Reactions from Others were: Conflict between Appearance and 

Ability, Distrust and Doubt, Understanding and Support, Family Relations and 

Disidentification. The themes related to Consequences were: Limitation in Motor 

Performance, Physical Effort Increases the Pain, Loss of Abilities, Lack of Fitness-Loss 

of Youth, Time-use, and Loss of Future. These theme clusters, themes and sub-themes 

show how the pain affects the women's abilities and negatively impacts their lives. The 
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limitations of the study were found in the questions asked, since no cultural differences 

were found (Henriksson, 1995). 

Therapeutic Touch 

Spiritual healing touch is derived from TT, however research about SHT is very 

limited. Therefore, the research about TT is reviewed. The effectiveness of TT has been 

researched in many health-related phenomena, including anxiety (Gagne & Toyne, 1994; 

Heidt, 1980; Olson & Sneed, 1995; Parkes, 1985; Quinn, 1988), immunological function 

(Olson, Sneed, La Via, Virelia, Bonadonna & Michel, 1997, Quinn & Strelkauskas, 

1993), wound healing (Wirth, 1990) and stress (Fredoruk, 1984, Kramer, 1990; Olson & 

Sneed, 1995). In several studies, the effectiveness of TT as a therapeutic intervention has 

been described. 

In one study, the effects of TT on tension headaches was explored (Keller & 

Bzdek, 1986). It was hypothesized that TT reduces anxiety, an important etiology of 

tension headaches. An experimental study was used with a pretest-posttest design. There 

were 60 male and female subjects randomly assigned to a TT or a mimic TT group. All 

subjects were suffering from a tension headache. The TT practitioner 1) asked the 

subject to sit quietly and relax, taking deep breaths, 2) centered themselves into a quiet 

meditative state and consciously focused on the intent to heal, 3) passed the hand four to 

six inches over the body from head to toe assessing the energy field of the subject, 4) 

redirected energy to areas of tension through movement of the hands over the body, 5) 

rested the hands over areas of the body where energy fluctuations were felt for the 

purpose of redirecting life energy. 
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The subjects were given the McGill Melzack Pain Questionnaire (MMPQ) prior 

to, five minutes and four hours after completion of either the TT or the mimic TT 

treatment. Data analysis revealed a significant decrease in pain scores of those treated 

with TT. Pain scores decreased 70% in the TT group compared to 37% of the control 

group at five minutes after and four hours after. There was a significant reduction in 

headache pain, p<0.0001; and that reduction remained significant after four hours p<0.01. 

The limitations of the study are that relaxation breathing was included during the 

treatment, which could also be a factor in the reduction of pain. Also, the practitioners 

had varied levels of experience with TT. 

Meehan (1993) conceptualized TT within a Rogerian. framework using a single

trial, single-blind; three-group design. The experimental group received TT, the control 

group received mimic therapeutic touch (MTT), and the third group received analgesic 

medication, as needed (PRN). The participants (N=108) were recruited from a major 

North American urban medical center. All participants had received major elective 

abdominal or pelvic surgery. The subjects were primarily Caucasian, 74 females and 34 

males aged 23 to 79 years. The subjects were divided into three equal groups of 36 each 

(TT, MIT and PRN analgesia). The experimental intervention consisted of TT in a 

standardized five-minute procedure of centering, assessment, unruffling and redirecting 

of energy. TT interventions were administered by three female registered nurses that had 

been practicing TT for at least two years. The PRN analgesia served as a standard 

control intervention of known effectiveness. Pain was measured using a pain visual 

analog scale. The PRN analgesia group received significant pain relief, as would be 
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expected. Participants in the MTT or TT could request pain injections at any time if the 

TT intervention was not effective. ANOVA indicated there was no significant difference 

in the effects of the TT intervention [F(2,32)=1.63, p=.21] and MTT 

[F(6,28)=0.27,p=.95]. Although the initial analysis indicated TT was not significantly 

more effective than a placebo, the TT group waited longer than the control group before 

asking for a narcotic, p<0.05 (Meehan, 1993). 

Other research examined the effectiveness of TT in people with chronic pain from 

degenerative arthritis (Eckes-Peck, 1997). The study was a two-group longitudinal 

design, using repeated treatments and measures. The independent variables were TT, 

progressive muscle relaxation (PMR) and routine care. The dependent variable was pain. 

The subjects were recruited from senior housing complexes, a senior citizens center, 

senior meal site, as well as local churches from an upper-Midwestern city with a 

population of approximately 60,000, including the rural farming community. The 

participants were 55 years old or older, were non-institutionalized, had confirmed 

medical diagnosis of degenerative arthritis that is beyond the stage of acute inflammation, 

had chronic pain for at least six months, were able to read and speak English, and were 

able to understand and complete the measurement instruments (Eckes-Peck, 1997). 

Eighty-two subjects completed all six treatments. Forty-five received TT and 37 receive 

PMR. There were 66 females and 16 males. The instruments used were two visual 

analog scales (VAS): one which measured pain and the other distress levels. Each VAS 

was administered twice during the baseline period and before and after each treatment. 

There were five practitioners of TT who had more than two years of experience and 
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completed the Subjective Experiences of Therapeutic Touch Scale (SETTS) to validate 

their level of experience. Seven nurses trained to administer SETTS for the study 

administered PMR. Each participant received a total of six treatments of either TT or 

PMR. 

The results for VAS measurement for pain in the TT group showed statistically 

significant differences between the first and sixth pretreatment (t(46) = 4.07, p ~<0.001), 

and statistically significant differences between the first and sixth post treatment [t(44) = 

5.20, p<0.001]. Pain was considerably different pre- to post first treatment [t(44) = 5.20, 

p<0.001]. Distress was also explored and showed similar statistically significant results: 

differences between first and sixth pretreatment [t(46) = 3.61, p=0.001], between first and 

sixth post-treatment [t(44)=7.08, p<0.001] and between pre- to post first treatment 

[t(44)=6.5, p<0.001]. These results demonstrated a decrease in both pain and distress 

from baseline to between treatments with a reduction in pain and distress with each 

subsequent treatment. Although PMR was more effective in relieving pain and distress, 

both were effective. Limitations of the study include sample size and lack of a control 

group for comparison. 

Heidt (1990) explored nurses' and patients' experiences of TT. There were seven 

nurse-patient participant dyads. The seven nurse subjects had all practiced TT for at least 

three years and were between the ages of 38 and 45. There is no mention of gender of the 

nurses or subjects. The nurse subjects chose a person willing to be interviewed and 

observed during treatment with no attempt to select people with particular symptoms. 

The patient subjects had received from 10 to 100 prior TT treatments and chose treatment 
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because of various reasons, including labor and delivery, muscle tears during delivery, 

quadriplegia, trauma-induced pain, mastectomy incisional pain, arthritis, tenosynovitis, 

metastatic breast cancer, malignant bladder tumor and severe asthma (Heidt, 1990). 

Using coded data abstraction, there were eight categories of mutual TT 

experiences found: Affirming, Attuning, Intending, Quieting, Unblocking, Engaging, 

Planning and Enlivening. The eight categories were then grouped into Opening Intent, 

Opening Sensitivity and Opening Communication to emphasize that changes occurred 

over TT treatment time. Bracketing was used to assure neutrality of terms for all 

participants. The subjects defined opening as the intent to move the universal life force 

and mutual sharing of the healing, which moves the energy. Opening intent consisted of 

three interconnected experiences, namely Affirming, Quieting and Intending. Opening 

sensitivity consisted of attuning and planning. Opening communication's interrelated 

terms were unblocking, engaging and enlivening (Heidt, 1990). These terms, which were 

the experiences of the participants, reflected the process of TT. One limitation was that 

participants had received TT treatments, but it was unclear if the same person gave them 

all the treatments. This could influence the nurse-patient dyad. 

A phenomenological study used a convenience sample of participants attending a 

conference focusing on TT (Sameral, 1992). The 20 subjects were eight males and 12 

females, 18 years or older, able to read English, who had received TT treatments in the 

past, and who were able to physically withstand the interview process. The varied health 

related problems of the subjects included depression, osteoarthritis, multiple sclerosis, 

cancer and HIV disease. 
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The lived experience described prior to TT treatment included the memory of 

unmet physical, mental/emotional and spiritual needs (Sameral, 1992). The important 

themes to the subjects were Self-awareness of the Physiological and Mental/Emotional 

responses that occurred during treatment. Another awareness was the change in the role 

and relationship between the practitioner and the client. They all believed that TT was a 

dynamic multidimensional process of increasing mindfulness and a sense of deep 

personal change that was manifested as a heightened awareness of the inner self 

(Samarel, 1992). Some of the limitations of the study include: 1) participants received 

TT in a variety of uncontrolled settings by a variety of unknown TT practitioners, 

2) participants sought out TT, which may make them biased in reporting their 

descriptions of the experience and 3) random sampling was flawed because the 

participants were attending a conference of TT practitioners and patients. 

Rosa, Rosa, Sarner & Barrett ( 1998) completed a study utilizing 21 TT 

practitioners from northeastern Colorado. The practitioners included nine nurses, seven 

certified massage therapists, two laypersons, one chiropractor, one medical assistant and 

one phlebotomist. All but two of the practitioners were women. There were two series 

of tests. The first series of tests was conducted by a nine-year old child for a fourth grade 

science fair. The second series was videotaped by a public broadcasting station. During 

both series of tests, the practitioners rested their hands on a flat surf ace, palms up and 

approximately 25-30 cm apart. 

The investigator's hands were hidden from view by an opaque screen with 

armholes. Each series consisted of a set of ten trials. The practitioner was allowed time 
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to make any mental preparations, such as centering. A coin was flipped to determine 

which of the practitioner's hands would be the target. The investigator would hold their 

right hand eight to ten cm above the practitioner's target hand. The object of the 

experiment was for the practitioner to determine which hand was under the investigator's 

hand. The time utilized ranged from 7 to 19 minutes per set of trials. In the initial trials, 

the practitioners were able to detect the correct hand location in 70 (47%) of 150 tries. 

During the second set of tests, which were videotaped, the test results were similar to 

those of the first. The subjects correct! y identified the hand 53 ( 41 % ) of 130 tries. The 

correct hand identification occurred in the same proportion as would occur by chance. 

There were several limitations of this study. The first limitation was the study 

design. Isolating the investigator's hand behind a visual shield violated the assumption of 

TT as a mutual process. Another limitation was the variety of the TT practitioners' 

experience and backgrounc;L Although the authors concluded that TT is ineffective, the 

small sample size, lack of scientific preparation and potential bias of the principle 

investigator (a nine-year old) and poor sampling techniques limit the generalizability of 

the research. 

In summary, there has been limited research investigations of TT, as a healing 

modality. Moreover, there are conflicting results in the studies reviewed. 

Healing Touch 

There is limited published research about the effectiveness of HT. The published 

research that is available includes wound infection following Cesarean birth (Wetzel, 

1993) and the use of touch in adolescent psychiatric patients (Hughes, Grochowski & 
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Harris, 1996). Other research about HT consists of masters theses and doctoral 

dissertations (Darbonne & Fontenot, 1997; DuBrey, 1997; Holbrook, 1998; Leb, 1997; 

Slater, 1995). 

Holbrook ( 1998) used Colaizzi' s phenomenological method to examine the 

healing experience of HT. The four study participants were recruited through referrals 

from HT practitioners and defined themselves as having had a prior healing experience. 

The interviews of the participants were analyzed for theme categories, theme clusters and 

themes. 

There were six theme categories as well as numerous theme clusters and 

subthemes. "There are Many Paths to Healing" was the major theme category that 

identified the power of HT to healing (Holbrook, 1998 p. 76). The major theme 

categories identifying the lived experience of healing were: Life Before Healing, 

Reforming Self, Healing is a Process, A Long Slow Process, A Whole Process, There are 

Many Paths to Healing, Healing is Becoming, Accepting, Being Comfortable with Self as 

One in the Process and A Prescription for Healing. 

According to Holbrook ( 1998), the most important theme category related to 

healing touch was the category of Many Paths of Healing. The theme clusters for the 

theme of Healing Paths were: Consistent and Sufficient Exercise, the Power of Healing 

Touch, Caring for Self and Others, Relaxation Therapies, Conventional Medicine, the 

Right Nutrition and Spirituality by any Name. The theme clusters explored the self-care 

activities the participants utilized to expand the healing process and the self

transcendence that occurred during the exploration of developing self-healing. In the 
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discussion of the power of HT, the participants believed that HT was important to the 

healing process or progress, and helped them raise their body awareness and body/mind 

connection. 

Another major theme cluster was Spirituality by Any Other Name, which 

contained the following themes: Difficulty with Spirituality, Open to Spirituality and 

Pray for What is Needed. In the discussion by the participants, the description of the 

experience of spirituality, the importance of being open to the spirit and the knowledge 

that spirit was essential to healing made the theme category and themes important. 

Healing is Becoming, another theme cluster, included Accepting and Being 

Comfortable With Self as One In Process. Participants revealed that illness was a gift 

that created the opportunity for growth and self-discovery. 

A Prescription for Healing was a third theme cluster. The participants described 

this experience by noting the importance of being actively involved in the healing 

process, creating the proper mindset and seeking out healing opportunities 

(Holbrook, 1998). 

A limitation of the study was the focus on participants who received alternative 

healing techniques. A group of participants who had received a variety of treatments 

may have had additional understanding of the experience of healing. The use of only 

women may have provided different results, because men's perspectives of the healing 

experience may be different (Holbrook,1998). 

Hughes, Grochowski & Harris ( 1996) conducted a qualitative study describing the 

experience of healing touch as experienced by adolescent psychiatric patients. Although 
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the study author stated therapeutic touch as the treatment modality in the abstract, upon 

further reading, the description of the process is really more consistent with HT. Healing 

Touch International provided the education received by the practitioners. In this study, 

the terms HT and TT were used interchangeably. 

Seven participants received a total of 31 treatments. Each session last one hour, 

which included 15 minutes for pre-treatment and verbal assessment, 30 minutes for 

treatment and 15 minutes for processing the treatment and documenting on the provided 

form. The participants were interviewed within one day of the first and last treatment 

using partially formulated open-ended questions. 

Findings from this phenomenological study of the lived experience of HT 

indicated that participants experienced a Therapeutic Relationship and Body/Mind 

Connection. Within the theme of Therapeutic Relationship, the adolescents described 

their feelings about the nurse therapist and made value judgements about the HT 

experience. The sub-themes within the nurse therapeutic valuation included Prior 

Relationship, Trust, Receptivity to Treatment, Safety and Communication. The sub

themes of patient therapeutic valuation include Quantity of Treatment, Quality of 

Treatment, Global Evaluation and Global Recommendations. The Body/Mind 

Connection grouping demonstrated intervention of the adolescent's physical, mental and 

emotional responses to HT. Moreover, Body/Mind Connections included Relaxation, 

Increased Body Awareness and Changes in Mood and Behavior. Two important 

experiences described by the participants were the improved relationship and 

communication with the nurse. The adolescents also described how they became more 
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relaxed, less anxious, more relieved of physical complaints and more aware of their body 

responses to the experience. Some of the study limitations were lack of generalizability 

due to small sample size, lack of random selection of participants, and variability of 

utilization of HT techniques (Hughes, Grochowski & Harris, 1996). 

An anecdotal case study described the experience of HT in a 24 year old Hispanic 

woman who was status post cesarean section (Wetzel, 1993). The patient received HT 

for a wound infection beginning on the eighth postoperative day and completed on the 

31st day with almost complete wound healing. The wound was completely healed on day 

47. In addition to healing touch, the patient received irrigation and packing of the wound 

by her husband and the HT practitioner. The author described a noticeable difference in 

the energy she felt while unruffling, modulating and redirecting the energy from the first 

day to the last day of treatment. The author also compared the wound healing of five 

other patients in the practice who did not receive HT. They all received the same medical 

care. The time for complete wound healing of the non-HT patients ranged from 9 to 16 

weeks post-operatively. This anecdotal study is informative, however the generalizability 

of findings is limited. 

Darbonne & Fontenot (1997) used a quasi-experimental design to examine the 

effectiveness of HT in adults experiencing chronic pain in an outpatient clinic setting. 

Two instruments, the Visual Analog Scale (VAS) for pain and the Chronic Pain 

Experience Instrument (CPEI) were used to measure the efficacy of HT. All nineteen 

subjects received four HT treatments and the scores of the VAS were measured before 

and after each session. The CPEI score compared self-reported chronic pain prior to and 

38 



at the end of each HT session. The VAS scores after each or all treatments were 

significantly different (p <0 .005) than pre-treatment scores. The CPEI results after all 

treatments indicated a significant change in the chronic pain experience (p <0.01). The 

subjects also reported feeling more relaxed and had a more positive outlook on life. 

Findings from the study would be strengthened if it were replicated with a larger sample. 

A better description of the specific HT technique is needed. 

DuBrey (Healing Touch International, 1998) explored the perceived effectiveness 

of HT treatments of healees. Twenty-five participants with unknown medical conditions 

responded to a survey that examined the effectiveness of HT in relationship to three 

indicators: pain reduction, stress reduction and emotional well being. The study used an 

effectiveness scale of one-to-ten, with one being least and ten being greatest. The lasting 

effectiveness of HT was also examined. The findings indicated that 92% of participants 

felt a decrease in stress. Sixty-eight percent of the subjects had pain relief after HT, 

although 28% indicated pain was not a factor in seeking HT. Emotional well being 

increased in 88% of participants following treatment, while 12% experienced no change 

in their well being. This study was a survey and is not generalizable because there is no 

information on the subject's health challenges for which they were receiving HT. 

Moreover, demographics were not reported in the study. As with other HT studies, the 

specific HT technique used ( e. g., Chakra spread, laser techniques) were not described. 

Leb ( 1997) reported the effects of HT on depression, (Healing Touch 

International, 1998). A double-blind experimental design was used. Two groups of 

fifteen subjects were recruited at a psychotherapist's office. They were moderately to 
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severely depressed as tested by Beck's Depression Inventory. The subjects were divided 

into two groups, one group received no HT, and the other received a prescribed HT 

treatment regimen twice a week for three weeks. At the completion of the study, both 

groups ' level of depression was measured and compared. The treatment group reported 

considerably less depression. However, no statistics were provided. Three weeks later 

both groups were again assessed for depression and the treatment group continued to be 

less depressed (Leb, 1997). 

An experimental study explored the safety, elements, and effects of HT in 23 

participants recovering from abdominal surgery (Slater, 1995). The participants had 

varying levels of experience with pain ranging from acute post-operative pain to chronic 

pain of nine years duration. Each participant received three different treatments given on 

separate days in a random order. HT was given both by an experienced practitioner and 

by someone not trained in the process. The treatments given by both the HT practitioner 

and the na:ive provider were identical and included magnetic unruffling and wound 

sealing. The changes in pain perception were measured by the McGill-Melzack Pain 

Questionnaire (MPQ) and by the recipients ' described experiences of pain. No statistical 

analyses were provided, but the author concluded that there was no significant difference 

in changes in pain relief after HT and naYve treatments. However, the na:ive treatments 

were preferred (Slater, 1995). Interpretation of study findings is impossible due to the 

lack of statistical analyses. 

In conclusion, the existing literature provides limited evidence about the 

effectiveness of touch therapies as a healing modality for pain. Some anecdotal evidence 
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supports HT or TT as effective treatment modalities because of the relaxation response 

elicited during treatment (Schwartz, 1998). There is no published research supporting the 

efficacy of SHT in the healing of chronic pain. 

Spirituality 

Spirituality is an integral part of being human and is in the pattern of health 

(Burkhardt, 1994). A person's sense of well being, wholeness and wellness is impacted 

by the sense of spirit (Ross, 1995; Waldfogel, 1997). Spirituality is not dependent on any 

formal religion but human spirit is influential in healing (Dossey, Keegan, Guzetta & 

Kolkmeier, 1995; & Mackereth & Wright, 1997). According to Goldsmith (1959), when 

people reach out for help and receive it from a practitioner, there is mutual understanding 

that they have sought and connected with the God-consciousness of all, and this shared 

consciousness is spirit. Any healing technique used is the modulation of the God-energy 

and healing is the experienc~ of the love of God rushing in and filling the emptiness and 

pain (Kunz, 1995). There has been much research examining the relationship between 

spirituality and well being. However, spiritual healing and spiritual healing touch in 

particular, have not been well studied. 

Many authors assigned various definitions to spirituality and discussed the need 

for nurses to include spiritual support while providing nursing care. Several researchers 

have studied spirituality in relationship to the health of women (Burkhardt, 1994; 

Coward, 1990; Coward, 1991; Mickley, Soeken, & Belcher, 1992; Miller, 1985; Reed, 

1991a, 1991b; Reed, 1992; Ross, 1995; Schorr, Farnham & Ervin, 1991). 

41 



Face to face interviews were conducted in 12 adult women living in southern 

West Virginia about the experiences of spirituality (Burkhardt, 1994). All the 

participants lived in the Appalachians, eight lived there all their lives and the other four 

lived there between 15 and 32 years. Data were extensively analyzed, using a 

comparison process for themes and categories, and then verified with the participants. In 

the initial description of spirituality, the themes identified were: Connectedness, 

Relationship with God, Dependency on God, Reliable Guide, and Doing the Right Thing. 

As participants expanded on these themes, they told stories of journeys of awareness and 

things that have changed or given meaning to their life. This supported the core concept 

of spirituality as Unity or Wholeness that penetrates all areas of life and is manifested 

through Growth and Connection. Other major sub-themes under Unity or Wholeness 

included: Becoming, Being, Knowing, Doing, Strength, Meaning and Journeying. The 

next major theme was Connecting. The sub-themes were: Connecting with Ultimate 

Other, Connecting with Nature and Connecting with Others. These themes and sub

themes come together to synthesize a definition of spirituality as, "a unifying force that 

gives shape and pattern of one's self becoming" (Burkhardt, 1994, p.19). 

Living with chronic illness or disability has an impact on the person's perspective 

of spirituality. Lindsey ( 1996) explored the concept of health within illness and it was 

noted that spirituality was an important aspect of dealing with chronic illness. Eight 

subjects who had a variety of chronic illnesses or disabilities comprised the study sample. 

Using the interpretive phenomenological method, all subjects were interviewed three 

times. 
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During the first interview, information on the experience of spirituality was 

described. From this, six themes were identified: Honoring the Self, Seeking and 

Connecting with Others, Creating Opportunities, Celebrating Life, Transcending the Self 

and Acquiring a State of Grace (Lindsey, 1996). The sub-themes were many and were 

described as attributes. The attributes for Honoring the Self were: Self-nurturing, Self

defining, Self-awareness, Self-respect, Empowerment, Making Choices and Caring and 

Loving the Self. The attributes for Seeking and Connecting with Others were: Relating 

to Others with Depth and Authenticity, Reciprocity of Caring and Commitment to 

Helping Others. The attributes for Creating Opportunities were: Challenge, Seeking, 

Curiosity, Creativity, Taking Tasks, Tenacity, a Vision, and a Mission. The attributes for 

Celebrating Life were: Vitality, Passion, Energy, Hope, Humor, Playfulness, Joy, and 

Gratitude. The attributes for Transcending the Self were; Expanding Beyond the Physical 

Realm, Escapism, Freedom, Fantasy, Day Dreaming, and Visualization. The attributes for 

Acquiring a State of Grace were: Wholeness, Connectedness, Spirituality, Peacefulness, 

Harmony, Ease and Expanded Consciousness. Three important themes related to 

spirituality were identified: Celebrating Life, Transcending the Self and Acquiring a State 

of Grace. The most direct expression of spirituality as described and sited by the subjects 

was the theme of Acquiring a State of Grace. 

Schorr, Farnham & Ervin (1991) studied 60 female volunteers over the age 65 to 

understand the impact of chronic illness in three areas: attitudes toward death, temporal 

orientation and hope in the experience of powerlessness. Powerlessness, perceived 

impact of chronic illness, attitude toward death, frame of temporal reference, and 
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hope/hopelessness were the focus of the study. The instruments used were: 1) the 

Sickness Impact Profile (SIP), a behaviorally-based measure to assess the impact of 

sickness on the performance of daily activities; 2) Death Anxiety Scale (DAS), a measure 

of attitudes toward death; 3) Time Reference Inventory (TRI), a measure of the subjects' 

temporal orientation; 4) Generalized Expectancies Scale (GES), a measure of hope; and 

5) Situation Control of Daily Activities (SCDA), a measure of the subjects ' perceived 

control or powerlessness over their daily activities. The results were: SCDA scores were 

above midpoint, indicating that most of the women considered themselves to be in 

control of their daily activities; GES measure of hopelessness was also low (M = 3.4; 

range= 0-20); TRI showed a majority were oriented in the past (n=43) and the majority 

(n=28) selected negative events; SIP scores were low, which indicates a high level of 

function, but there was no differences between the 65% of the group who admitted to 

having a chronic illness and the remaining subjects; and the DAS showed a low level of 

anxiety toward death (M = 6; range= 0-15). In general, this study shows that even 

though the women's lives changed, they still perceived themselves as hopeful about the 

future, having authority in their lives and feeling slightly anxious about death (Schorr, 

Farnham & Ervin, 1991). 

The study was confusing because it seemed to assert that powerlessness was 

associated with chronic illness, but the results did not support that theory. Newman's 

theory was the theoretical basis of the study explaining the women' s incorporation of 

chronic illness into their lives, and how they expanded their consciousness beyond their 
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illness. The authors suggest that this expansion of consciousness may be considered an 

aspect of spirituality (Schorr, Farnham & Ervin, 1991). 

Culver and Kell (1995) used the case study methodology to describe spiritual 

interventions for two persons with chronic pain. Each patient entering the pain program 

had a complete physical and completed a battery of psychological tests administered by a 

psychologist and psychiatrist. There was a structured religiospiritual interview which 

assessed for three concepts: the person's belief of God, pain as punishment from God or 

the pain is related to something beyond God. The interview explored the patient's 

understanding of the body, mind and spirit triad in their overall health. 

The first case study was a 40 year-old male who had reflex sympathetic 

dystrophy, confirmed by testing, after an industrial accident. He received a variety of 

treatments that were ineffective in controlling his pain. After the religiospiritual 

interviews, it was noted that there were underlying spiritual problems resulting from 

ingrained feelings of emotional guilt, low self-esteem and repressed anger. After 

working with the patient on these feelings from a spiritual perspective, he learned to 

accept his illness and its limitations, as well as understand that the health challenge was 

not punishment from God. Through time, his pain and use of medications decreased. 

The second case study was that of a 69 year-old female who had a history of 

burning pain and paraesthesia from folding diapers. As a result of chronic pain, the 

patient suffered from disuse syndrome and had activities of daily living decreased 

considerably. Her psychological testing was normal but she demonstrated an overly 

dependent relationship with her husband and also had periods of depression. It was 
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discovered during the many interviews that the patient had unresolved feelings around 

her abuse as a child by her father as well as her dependence and possessiveness of her 

husband. The patient's lack of self-esteem, fear and insecurity manifested as the inability 

to complete everyday tasks, such as folding clothes. This further supported her self

beliefs and resulted in the chronic pain problem. The psychospiritual counseling was 

geared toward improving her self worth. As the feelings of self worth improved, so did 

her pain and depression. 

These studies demonstrate that illness and pain have an impact on the 

multidimensional person's concept of spirituality. Over time, chronic pain can decrease 

the sense of well being, as well as a person's sense of self. For many, spirituality is 

important in providing support and resources to the person experiencing chronic pain or 

illness. Pain may help individuals find meaning in illness through self-transcendence, 

which is defined as the extension of individuals' theoretical limits internally through 

contemplation, outwardly through concerns for others and temporally by synthesizing 

perceptions of past and future. (Reed, 1991a). Some have conceptualized self

transcendence as a dimension of spirituality (Belcher, Dettmore, & Holzemer; 1989; 

McGaffic, 1995) 

The role of religiousness and well being in ambulatory terminally ill adults was 

studied by Reed (1986). Fifty-seven terminally ill adults and 57 healthy adults were 

recruited based on the four variables that influence religiousness: age, gender, education 

and religious affiliation. The terminally ill outpatients were a convenience sample 

selected through referrals from oncologists and the local Visiting Nurse Association. The 
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healthy participants were volunteers from the local area community organizations and 

neighborhood groups. Both group demographics were similar. Study participant ages 

ranged from 19-86 with the mean age for the terminally ill group of 54.7 and 53.8 for the 

healthy group. There were forty women and seventeen men in each group. The research 

hypothesis was that terminally ill adults report greater religiousness than healthy adults 

(Reed, 1986). The study also explored: well being among terminally ill adults; the 

difference in well being between healthy and terminally ill adults; and the relationship 

between religiousness and a sense of well being. 

Instruments used were the Religious Perspective Scale (RPS) and the Index of 

Well-Being (IWB). The RPS, using a six-point Likert-like scale, with six indicating a 

high religious perspective, measures the scope of the person's religious beliefs and 

amount of religious interaction with God and others. The IWB measures life satisfaction 

as it is currently experienced using a six-point rating scale with one indicating complete 

dissatisfaction and six indicating complete satisfaction. 

The terminally ill participants rated their health status as poorer compared to the 

healthy group [t(l 12) = 5.203, p<0.001]. The terminally ill were also aware of a shorter 

life span [x2(4) = 30.08, p<0.001]. There was a significant relationship between the RPS 

scores and gender (female) in the terminally ill [r = .47, p<0.001] while the healthy group 

did not show the same relationship. Being terminally ill and female contributed to 

greater religiousness. Religiousness was significantly higher in the terminally ill group, 

as hypothesized. 
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Women demonstrated greater religiousness in this study, which may have 

implications for women who are facing critical life events. For some, the life event may 

be chronic pain. Another important finding in this study was the lack of a relationship 

between well being and health as defined by medical diagnosis. In this study, well being 

refers to the terminally ill person's ability to engage in life-giving activities, which 

enhances the sense of well being (Reed, 1986). 

Reed ( 1987) explored the relationship between spirituality and well being in 

terminally ill hospitalized patients by studying 300 adults to extend the research and 

understanding of spirituality in a larger, more acutely ill group. The participants were 

divided into three groups of 100 each, with the first group hospitalized for terminal 

cancer, the second group terminally ill but temporarily hospitalized for a non-life 

threatening event and the third group healthy and living in the community. Two 

hypotheses were examined:. 1) terminally ill hospitalized patients have a significantly 

greater spiritual dimension than the terminally ill outpatient or healthy non-hospitalized 

adults, and 2) there is a relationship between spiritual outlook and well being for 

terminally ill hospitalized adults. Previous studies have demonstrated a relationship 

between terminal illness and gender (Devine, 1980). Participants were matched for the 

variables that affect spiritual perspective; age, gender, years of education and religious 

background. 

The instruments used were the Spiritual Perspective Scale (SPS) and the Index of 

Well-Being (IBW). The hypothesis stating that the terminally ill experience a greater 

spiritual perspective than the other two groups was supported. The second hypothesis 
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supported the positive relationship between spiritual perspective and well being in the 

hospitalized terminally ill group (r = .22, p<0.02). The terminally ill hospitalized group 

commented that their illness has positively affected their attitudes toward spirituality. 

Coward ( 1991) explored the relationship among self-transcendence, emotional 

well being and illness distress in a sample of 107 women diagnosed with breast cancer 

using a cross-sectional correlational design. The study variables were: Self

Transcendence, Emotional Well Being and Illness Distress. Self-transcendence directly 

affected emotional well being (beta= -0.69). As predicted, no relationship was found 

between age, self-transcendence or emotional well being. 

Miller ( 1985) compared spiritual well being and loneliness between healthy adults 

and chronically ill adults with rheumatoid arthritis. The sample consisted of two groups 

of 64 adults each. The chronically ill group was a convenience sample from a 

rheumatoid arthritis clinic with a mean age of 51 years, in which 75% were women. The 

healthy group consisted of university non-nursing faculty members with a mean age of 40 

years, in which 20% were women. The instruments used were Abbreviated Loneliness 

Scale (ABLS) and the Spiritual Well-Being Scale (SWB). Because of the possible 

influence of pain on loneliness, the ill group was also evaluated for pain in three areas: 

pain state using a five-point Likert-like scale, pain most of the time and current pain state. 

The subjects reported a mean pain state score of 2.68, with three subjects reporting no 

pain. Seventeen reported no current pain, with a mean of 2.18 reported for the ill group. 

Pain was not a factor for loneliness in the ill group. 
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In the healthy group, the correlation of SWB to loneliness was r = -.387 

(p<0.001), EWB to loneliness was r = -.566 (p<0.001) and RWB to loneliness was 

r = -.208 (p<0.05). The correlation of SWB to loneliness in the ill group was r = -.267 

(p<.016), EWB to loneliness was r = -.3884 (p<.001) and RWB to lofieliness was 

r = -.089 (not significant). The reported mean loneliness score was 12.44 for the ill group 

and 11.86 for the healthy group. The mean SWB scores were 94.25 for the ill group and 

83.72 for the healthy group (p<0.01). The mean EWB score was 48.11 for the ill group 

and 45.48 for the healthy group. The RWB score was 47.98 for the ill group and 38.22 

for the healthy group. Some limitations of the study include differences in age and 

gender between the ill and healthy groups and the lack of the multidimensional aspects of 

the ABLS. 

McBride, Arthur, Brooks & Pilkington ( 1998) studied the relationship between 

health experiences and spirituality. Using random sampling in a suburban family practice 

residency clinic, 442 subjects over the age of 18 completed the survey. Sixty-three 

percent were female and 37% were male. One of the survey tools used was the 

Dartmouth Primary Care Cooperative Information Project (COOP) to measure the health, 

overall well being and pain of the participants. The other tool was INSPIRIT, a spiritual 

assessment tool that focuses on experiences the patient interprets as spiritual. 

Overall health was related significantly to spirituality (r = .18, p<0.001), but pain 

was not significantly related to spirituality (r = .09, p = 0.08). Significant differences 

were found in overall health across the three levels of spirituality (F[2.396] = 5.61, 
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p = 0.004) and across genders (F[l.396] = 5.70, p = 0.017). Significant differences were 

found in pain across the three levels of spirituality (F[2.391] = 4.25, p = 0.015). 

The relationship between spirituality and health was examined among community 

dwellers, aging adults and dying persons living in the community (McGaffic, 1995). In 

the aging group of 35 participants, seven were men and 28 were women. The study used 

a descriptive correlational cross-sectional design to explore the relationships among 

seven patterns, five variables of health (power, death awareness, positively and 

negatively perceived symptoms in transition and well being) and three variables of 

spirituality (self-transcendence, spiritual perspective and purpose in life). 

The power and spirituality variables related positively with personal death 

awareness and spirituality variables. Indicators of spirituality (spiritual perspective and 

self-transcendence) were significantly related to purpose in life and well being. Women 

had a significantly greater spiritual perspective than men. 

Age was examined in relationship to spiritual well being, religiousness and hope 

in women with breast cancer (Mickely, Soeken & Belcher, 1992). The subjects were a 

convenience sample of 175 women with mean age of 59 years. The three instruments 

were Spiritual Well Being scale (SWB), Feagin' s Intrinsic/Extrinsic Religiousness scale 

and the Nowotny Hope scale. Age was significantly related to the study variables. Older 

women had significantly lower hope and SWB scores (r = .253, p<0.001 and r = .131, 

p<0.05, respectively). It was also noted that increased age had a relationship with lower 

Existential Well Being (EWB) and RWB scores. The study also determined, using a 

paired t-test, that women categorized as intrinsically religious had higher RWB scores 
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than EWB scores (t = 4.49, df = 40, p<0.001). The women who are intrinsically religious 

had a higher spiritual well being. The hope scores for women who were extrinsically 

religious were higher (t = 1.94, p<0.05) than for women who were intrinsically religious. 

In general, women who had a higher spiritual relationship had a greater sense of well 

being. 

Clinical Experience 

Clinical experience of the author supports the use of SHT to facilitate pain relief 

and well being. This author will present three case studies of the use of SHT in the 

clinical setting. 

The first case study was an 83 year-old female patient who had a long history of 

congestive heart failure and diabetes with associated neuropathy in the legs, resulting in 

chronic pain. She presented to the emergency department with pulmonary edema. The 

patient had a durable medical power of attorney specifying no intubation. She was in 

acute respiratory distress and was actively dying, despite many emergency medical 

interventions. The patient also appeared to be in severe pain demonstrated by frequent 

moaning and restlessness. This author performed a pain drain by placing the left hand on 

the patient's heart chakra area and extending the right hand downwards to allow the pain 

to drain out. When the author perceived that the pain had diminished and the patient 

appeared more comfortable, the right hand moved to the heart chakra area and the left 

hand was held upwards to allow the energy to flow into the patient. While performing 

the pain drain, the blood pressure, respirations and pulse stabilized initially. Then the 

heart slowed to a rhythm requiring emergency medical intervention. The family decided 
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at this time to stop all interventions. The patient's face and body appeared more relaxed. 

This author stayed at the bedside and held the patient's hand with one hand and kept the 

other hand on the patient's heart chakra area while continuing to acknowledge the 

patient's highest good. The patient appeared peaceful and died within a few minutes. 

The second case study was a 47 year-old male who had a recent shoulder injury of 

unknown cause that was causing flare-ups of acute pain, which "brought him to his knees 

in tears". Another nurse started his intravenous line while this author used SHT and 

performed a pain drain as described previously. The patient required only ten milligrams 

(mg) of morphine and 30 mg of Keterolac for pain relief. During the previous emergency 

room visit, the patient did not receive any SHT and required 30mg of Morphine Sulfate, 

100mg of Meperidine, 30mg of Keterolac, and 10mg of Diazepam before experiencing 

pain relief. It appeared that SHT reduced the need for pain medication. 

The third case study was a 45 year-old male who had a severe back injury and 

was given SHT. This patient was well known to the emergency department and had 

required injections of 100mg of Meperidine with Phenergan. The Meperidine injection 

usually had to be repeated one hour later to obtain pain relief. The patient's need for 

large doses of medication was questioned by the emergency department health care 

professionals as "drug-seeking behavior". On the case study visit, the patient was given 

5mg of droperidol intramuscularly and one Oxycodone by mouth. After administering 

the medications, this author performed a pain drain. The patient fell asleep within five 

minutes and woke up on his own an hour later, stating he was free of pain and ready for 

discharge. 
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Summary 

Several phenomenological studies explored the impact of chronic pain in 

individuals, specifically in women's lives. When studies are compared, there are some 

commonalties that arise, such as self-transcendence in relation to pain and illness, well 

being, quality of life, fear and control over pain. 

Therapeutic touch was found to have mixed results in the reduction of pain, 

anxiety and stress, but also showed an improvement in the physiological, mental and 

spiritual lives of the subjects. Healing touch was found to be important to the healing 

experience (Holbrook, 1998). Healing touch was found to reduce pain (Darbonne, M. M. 

& Fontenot, 1997; Slater, V., 1995), enhance body/mind connection (Hughes, 

Grochowski & Harris, 1996), accelerate wound healing (Wetzel, 1993) and improve 

emotional well being (Holbrook, 1998). 

In these studies, the concepts of self-transcendence and positive well being were 

found to be especially meaningful to women and older adults. In addition, the studies 

show individuals can view chronic pain and illness in relationship to spirituality in 

different ways, which can affect their ability to cope with their pain or illness. 
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Chapter 3 

Methodology 

The research study examined the lived experiences of healing touch in women 

with chronic pain. Three participants were recruited at a Unity Church in the 

Southwestern United States with approximately 1,000 members. The three participants 

were 65 years or older and had a condition that resulted in chronic non-malignant pain. 

The study was conducted during March of 1999. 

Parse's phenomenological method (Parse, 1995, 1985, 1996, 1987a, 1987b) was 

used to answer the research question: "What is the incarnation of the lived experience of 

SHT in older women who experience chronic pain? The goal of the study was to 

describe the experience of healing touch in women with chronic pain. The Parse method 

is a method for exploring and creating a greater understanding of the lived experiences as 

they occurred, in the lives o( the persons encountering them (Parse, 1997a). The aim of 

the Parse method is to describe life as it is experienced, illustrating the meaning of life 

through the person' s words, drawings, metaphors, photographs, music, movement, or 

other media (Parse, 1997). The Parse method of phenomenological research furthers the 

development of nursing knowledge by understanding the lived experience and honoring 

the descriptions of the person living the experience of health (Parse, 1996). 
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Sample and Setting 

When using the Parse research method, the suggested sample size is two to ten 

participants in order to produce redundancy (Parse, 1995). Redundancy is an acceptable 

indicator of sample size sufficiency in qualitative research (Parse, 1996). The 

participants were asked to volunteer to participate by the author during a health talk at 

Unity of Tucson on the topic of Healing Touch. 

Protection of Human Subjects 

The University of Arizona Human Subjects Review Committee approved the 

study. Copies of the approval letter can be found in Appendix A. In addition, the use of 

Unity of Tucson as a facility and the recruitment of subjects was approved by the 

minister. A Participant Consent Form was given to all participants in the study 

(Appendix B). A signature by the participant indicated informed consent and willingness 

to participate in the study. The option of withdrawing from the study at any time was 

made clear to all participants. Pseudonym names were assigned to the participants for 

data analysis to ensure confidentiality. 

Procedures 

The investigator contacted the participants and agreed upon a mutually convenient 

time between one p.m. and three p.m. for treatment and interview. The treatment and 

interview were conducted in a quiet, private prayer room at the church. After obtaining 

informed consent, the investigator obtained demographic information, explained what 

areas of the body would be touched, gave a brief written and verbal explanation of the 

techniques: Spiral Meditation, Chakra Connection, Pain Drain, and Hopi Back 
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Technique. The reason for lying in the supine position on the massage table was 

explained to participants (i.e., to facilitate treatment). The investigator provided SHT 

treatment during a one-hour session. Music (Gibson, 1998) was played during the 

treatment process. The investigator taped a dialogical engagement with the participants 

sitting in a chair in the treatment room. 

The healing treatments were performed in the following order for each 

participant: Assessment of the Energy Field, Unruffling, Spiral Meditation, Chakra 

Connection, Pain Drain and Hopi Back Technique. During the assessment phase, the 

practitioner found a change in rhythmical patterns manifesting as areas of coldness and 

congestion that related to areas of chronic pain in the participants. The HT practitioner 

was aware of the areas of chronic pain prior to the assessment. The next step was 

unruffling of the congestion and altered rhythmical patterns which was accomplished by 

moving the hands approximately four to six inches above the healee's body until the 

rhythmical pattern was smooth, congestion was relieved, and the field was evenly warm. 

Spiral Meditation was used to open the energy field at the beginning of the healing 

treatment. Beginning with the heart chakra area and continuing with a clockwise pattern, 

each of the major and minor chakras were touched and held for one minute (Joy, 1979; 

Hover & Kramer, 1996). The next technique, the Chakra Connection, was completed by 

placing the hands on the major chakras and different joint areas of the body (knees, 

ankles, hips, shoulders, wrists, and elbows) known as minor chakras, thus connecting 

them energetically. 
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The Pain Drain was used to help remove acute pain and is accomplished by 

holding the left hand over the painful area while the right hand is held downward 

allowing the pain to drain through the practitioner and out into the Universe. After the 

healee acknowledged a difference in the pain level in that area, the practitioner placed the 

right hand on the painful area and the left hand is held up to bring in the Universal 

healing energy. 

Hopi Back Technique was used to release congestion and pain associated with 

possible vertebral problems and was performed by placing three fingers of each hand on 

each side of the blockage area. This resulted in energy flowing from the fingers 

downward into the healee' s back until the energy flow was smooth. Then the practitioner 

completed the technique by placing the thumbs of both hands next to each other on one 

side of the spine, with the fingers of both hands on the opposite side, creating an energy 

ring around the spine. While the hands are circling the spine energetically, the healee and 

the practitioner breathe deeply until the energy flow is even. Then the hands are pulled 

rapidly up and through the various energy fields, then quickly returned to reseal the area 

(Hover-Kramer, 1996). 

Following treatment, the participants engaged in dialog with the practitioner while 

being recorded using audiotape. The participants were asked, "What was your 

experience of spiritual healing touch?" and "Please describe the experience as fully as 

you can, including your thoughts, feelings and actions." According to Parse (1995), 

dialogical engagement is a discussion about the phenomena involved, which in this case 

was SHT. 
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The healee sat in a chair next to the investigator in the same room in which the 

SHT treatment occurred. The music (Gibson, 1998) was played softly in the background 

during the interview. The interview process was one of mutual sharing and active 

listening by the investigator. 

The audio tape recording was transcribed by a single transcriptionist. The 

investigator reviewed the tapes to gain familiarity with the descriptions of the experience 

and to ensure accuracy of the transcribed material. Since the investigator completed the 

interviews in person, there was added insight into the data collection process and 

experience descriptions. Once familiar with the data collected, it was analyzed using the 

steps of Parse' s research method. 

Data Analyses 

There were four processes used in the analyses of data (Parse, 1995; 1996). 

Selection of the participants was the first process. The participants were members of 

Unity Church, experiencing chronic pain and willing to describe the phenomena 

experienced through words. Dialogical engagement, the second process, was the audio 

taped discussion (not an interview) between the subject and the researcher. This focused 

on the lived experience of SHT. 

Extraction-synthesis, which involves dwelling in deep contemplation with the 

participants' description of the phenomena, was the third process in the method. During 

this process the researcher listened to the taped discussion and elicited meaning of the 

experience and moved it from levels of abstraction to the level of science. The research 

question was answered in the resulting structure. The steps of extraction-synthesis, 
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according to Parse (1995), included: 1) extraction and synthesis of essences from 

transcribed and recorded descriptions (participants language), 2) synthesis and extraction 

of essences (researcher' s language), 3) formulation of a proposition from each 

participant's essences, 4) extraction and synthesis of core concepts from the formulation 

of propositions of all participants, and 5) synthesis of a structure of the lived experience 

from the core concepts. The researcher also validated the extraction-synthesis with the 

thesis advisor, who also reviewed the extracted essences. 

The final step is heuristic interpretation, which is the weaving of the structure into 

the human becoming theory and beyond to expand nursing knowledge. Two steps of 

heuristic interpretation included in the data analyses were: 1) structural integration, which 

is connecting the proposition and the emergent structure to the theory of human 

becoming and 2) conceptual interpretation, which is using the concepts of human 

becoming to specify the structure of the lived experience, thereby developing a specific 

theoretical structure from the principles (Parse, 1995). 

Trustworthiness and Credibility 

Trustworthiness establishes validity and reliability of qualitative research. 

Qualitative research is trustworthy when it accurately represents the experience of the 

study participants (Streubert & Carpenter, 1995). Credibility is established when 

participants verify the reported research findings as their own experiences. 

There were four procedures utilized to ensure the trustworthiness and credibility 

of the findings. The first procedure was for the investigator to listen to the audio tape to 

ensure accuracy between the transcription and the audio taped discussion. The second 
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process created an audit trail by keeping accurate records of all raw data generated, 

methods of generation, sources of data, data analyses, and the emerging research. 

According to Guba and Lincoln ( 1989), trustworthiness and credibility also 

include a series of member checks and debriefings with peers. The investigator debriefed 

the data with the thesis advisor to satisfy the condition of peer check. Verifying the 

meanings of the experience with the participants was another way to support 

trustworthiness and credibility. This was done by conducting a second interview with 

one of the healees to confirm the extracted essences. 

Summary 

The qualitative research approach of phenomenology enhances the understanding 

of human experiences. The Parse research method helps nurses to listen to the depth of 

the messages of others. In so doing, nurses can begin to understand how to be with 

others in a way that honors not only their joys and gifts, but their lingering illnesses and 

suffering as well (Daly, Mitchell & Jones-Simpson, 1996). In this study, understanding 

and honoring was accomplished through the dialogical engagement between the 

investigator and healee. Trustworthiness of the data analyses was assured. 

61 



Chapter 4 

Analysis of Data and Presentation of Findings 

Dialogical Engagement 

Three Caucasian women agreed to participate in a dialogical engagement. Maria 

was 73 years old, Dolores was 65 years old and Hope was 74 years old. Two of the 

participants were married and the other was divorced. All three participants were well 

educated, 12, 16 and 18 years. All participants were active in the church and either had 

part-time jobs or volunteered many hours to the church. Maria and Hope had chronic 

pain problems relating to osteoarthritis. Dolores had chronic pain related to plantar 

fascitis. 

During the dialogical engagement the researcher spent approximately one hour 

with each participant exchanging the feelings and impressions that the participant 

experienced during the SH)' treatment. This dialogue is important to understand the 

phenomena in the words of the participant. 

Dolores: waves of something in the atmosphere close to me. A good 
senses of well-being was established right away ... a sense of lack of 
anything during the whole session ... Wonderfully relaxed and great sense 
of peacefulness and serenity ... Warm th and literally a feeling of 
energy ... Floating out in the air with perhaps with a breeze, a wann breeze 
·coming by once in a while or the feeling of sunlight on me ... A connection 
with you and the universe ... During pain drain, a feeling of discomfort was 
literally being lifted and floating away .... When bringing the energy in ... a 
sense of wannth coming in.just warm and gentle and comforting ... A good 
feeling of being in the moment 

Hope: Felt very good and calming ... The warmth of your hands on me and 
touching the place that bothered me ... the warmth seemed to stay there. 

Maria: I could feel the pain oozing out of my hands until they didn't feel 
at all... I felt very relaxed, and then cared for and surrounded in love and 

62 



the Holy Spirit as a baby is cared for sitting in its mother's lap ... I was just 
floating on whipped cream ... Comforting experience emotionally and 
physically and a very healing experience, a very good experience ... 

The structure was then linked to Parse' s Human Becoming Theory through 

explanation of the structural integration and conceptual interpretation. Anonymity was 

maintained for the participants who are referred to in this study by pseudonyms assigned 

to them. Illustrative quotes are used to enhance understanding of emergent structure. 

Knowledge of Maria's and Dolores ' chronic pain problem came about during 

discussions of healing in the author's role as parish nurse. Maria and the author have 

traveled together and she related her surgical experiences to control arthritis pain during 

that time. Dolores also works at the church and has related during many casual 

discussions the problems she has in finding and buying comfortable shoes because of the 

plantar fascitis. Hope worked in the bookstore while the author was at the church 

providing HT treatments to others and she began asking questions. The author 

approached each participant about being part of the study. 

Process and Procedure 

During the SHT session, peaceful music was played using a CD player. The title 

of the selected music was Angels in the Mist, ( 1998) and was chosen for its peaceful and 

quieting nature. The music had nature sounds that included running water and birds 

singing, with background music of quiet harps and violins. 

During the treatment, all participants received the same SHT techniques. The 

practitioner began by setting the intent to heal and by centering on achieving the greatest 

good for each participant. This was completed using a hara meditation in which the 
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practitioner closed the eyes and visualized a straight line going through the practitioner's 

body. The visualized line projecting above the head is the connection with the Holy 

Spirit, and the line extending below the feet connects with the earth. The practitioner 

then visualized a light in the center of the body, around the heart, and spreading outward 

until the whole body is enveloped in the light. This light is believed to be the connection 

with the Holy Spirit (Brennan, 1987). 

Each participant received approximately forty-five minutes of SHT assessment 

and treatment. The first step in the treatment process was to conduct the assessment. The 

practitioner then moved the hands four to six inches above the body with palms down, 

starting at the crown of the head and moving down toward tl)e feet. During Maria's 

assessment, it was noted that she had areas of cold in the wrist and hand area. Both 

Hope's and Dolores' assessments revealed that the knees and lower legs had a cold 

feeling. The cold feeling was experienced by the practitioner as a difference in the 

temperature from the rest of the body and could be described as having warm hands and 

then putting them in front of the refrigerator and feeling the cold air flowing into the 

palms of the hands. The cold feeling may indicate a blockage or congestion of the energy 

of that area of the body. Both the wrists and knees are minor chak:ras. The cold may 

indicate the chakra is closed or the tum of the chak:ra is not in the right direction. The 

disrupted flow of the chakra, or a closed chakra, can be indicative of illness or injury in 

that general area of the body. 

Unruffling was the next phase of treatment. During unruffling, energy was 

modulated by the practitioner holding the hands four to six inches above the body in the 
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area of cold; and by moving the hands across the body until the practitioner felt 

smoothness of the energy field. Smoothness is a tingling sensation in the hands that 

remains constant when the hands are moved across all areas of the body. All three 

participants described areas of coldness and congestion in relationship to their chronic 

pain areas. 

Two techniques were used to further enhance the evenness of the energy field and 

to open the person's energy field. This enhanced evenness and opening of the energy 

fields occurs because these techniques open the chakras and the energy flow between the 

chakras, so healees are more aware of their own innate healing abilities. The first 

technique was the Spiral Meditation, which focused on starting at the heart center and 

worked outwards to prepare the consciousness for transformation (Joy, 1979). It is done 

by placing the hand at the heart chakra, which is held for one minute, and then using a 

clockwise pattern, each of the major and minor chakras are touched and held (Joy, 1979; 

Hover & Kramer, 1996). 

The Chakra Connection was the next technique. It opens the pathways of energy 

within the body and connects each chakra to the others to further balance the energy 

within the body. This technique is completed by putting the hands on different joint 

areas: the knees, ankles, hips, shoulders, wrists and elbows. These joint areas of the body 

are known as minor chakras. Then the major and minor chakras are connected 

energetically. 

The next two techniques focused on removing pain, congestion or blockage of a 

particular area. The Pain Drain is used to help remove acute pain, and is completed by 
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holding the left hand over the painful area, while the right hand is held downward to 

allow the pain to drain out of the body through the energetic opening created by the 

practitioners' hand. After the healee acknowledges a difference in the feeling in the 

painful area (it does not necessarily have to be relief of pain), the practitioner then places 

the right hand on the painful area, while the left hand is held up to bring in the Universal 

healing energy. For all the participants, there was a feeling of warmth and tingling or 

relaxation of a tense area. For Dolores, the area of pain was both feet. For Maria, her 

painful area was her wrists and left foot. And for Hope, the painful areas were her knees. 

The last technique utilized was the Hopi Back Technique. The Hopi Back 

Technique was used to release congestion and pain associated with vertebral problems. It 

was performed by placing three fingers of each hand on each side of the blockage area, 

allowing the energy from the fingers to flow downward until the energy flow became 

smooth. The hands were then placed with the thumbs of both hands next to each other on 

one side of the spine, while the fingers were placed on the opposite side, creating an 

energy ring around the spine. While the hands are circling the spine, the healee breathes 

deeply and the practitioner joins this process until the energy flow is even. Then the 

hands are pulled rapidly up and through the various energy fields and are quickly 

replaced over the pain area, thereby resealing it (Hover-Kramer, 1996). Although all 

participants had some minor back pain, it did not affect their lives in any way. The 

technique was a predetermined intervention of the research protocol. During the Hopi 

Back Technique, there was no difference before treatment or after, but all three 

participants stated it felt good during the treatment. 
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Dialogical Engagement: Maria 

Maria was a 73 year old divorced female who had a Masters Degree in Secondary 

Education. Her pain experience was related to arthritis in the wrist joints, for which she 

had artificial joints placed in both thumbs to increase and improve movement. She took 

no pain medication of any type. Maria also took vitamins and herbs. For her arthritis, 

she had infrequent massages and practiced meditation to reduce stress and pain. At 

bedtime, she slides her hands under her body to keep them warm because warmth seems 

to help the pain. Maria is actively involved in the church by volunteering as well as 

being a part-time employee as manager of the bookstore. 

During the interview, Maria expanded upon her other experiences with alternative 

healing, namely, acupuncture for her dog. She expressed that the treatment was 

acceptable for her dog, but she would not explore it for her own pain control. Maria also 

verbalized her comfort with the author in experiencing healing touch and the 

connectedness she felt. 

Extraction-Synthesis: Maria 

Nine extracted and synthesized essences were derived from the data for Maria. 

These and the propositions are presented in Table 1. 
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Table 1 Extracted essences. synthesized essences and proposition for Maria 

Extracted Essences (Participant's Language) 

1. The participant experienced a feeling of gradual relaxation and progression 
towards almost sleeping. 

2. The participant experienced a feeling of warmth and tingling in the hands and 
feet. 

3. The participant experienced a painful sensation that oozed out of her hands until 
there was a great sensation of no feeling. 

4. The participant experienced a great tingling of electric needles sensation, which 
went away. 

5. The participant experienced a feeling of being relaxed and cared for, surrounded 
by love and the Holy Spirit. 

6. The participant experienced a feeling of floating in the air like in whipped cream. 
7. The participant experienced a feeling of peaceful feeling of letting go of thoughts, 

which became non-remembrances. 
8. The participant experienced a feeling of physical and emotional comfort, as well 

as healing which was described as good. 
9. · The participant experienced relaxation, which included an inner and outer peace 

resulting in a letting go of negative feelings. 

Synthesized Essences ( Researchers Language) 
1. Dwelling with relaxation emerges changes of consciousness. 
2. Energetic sensations reveal comfort in painful areas. 
3. Pain releases through body transcendence. 
4. Energetic vibrations intensify-dissipates sensations. 
5. Sacred caring and unconditional love emerge with relaxation. 
6. Body transcendence emanates ethereal sensations. 
7. Body, mind relaxation releases conscious awareness. 
8. Integrated wholeness emerges as beneficial comfort. 
9. Release of negative feelings enhances coherence with the Universe. 

Proposition 
Dwelling with relaxation emerges changes of consciousness while energetic sensations 
reveal comfort in painful areas. Pain releases through body transcendence in the midst of 
energetic vibrations intensify-dissipates sensations. Sacred caring and unconditional love 
emerges with relaxation while body transcendence emanates ethereal sensations. Body, 
mind relaxation releases conscious awareness of the integrated wholeness that emerges as 
beneficial comfort. There is release of negative feelings, which enhances coherence with 
the Universe. 
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Dialogical Engagement: Hope 
Hope is a 7 4 year old married female with a high school education. Her 

experience with chronic pain is related to osteoarthritis in both knees, which has limited 

her ability to walk and makes it necessary for her to get up slowly and hold onto 

something for a few minutes to assure her knees will support her. She verbalized concern 

for her safety because after sitting for any period of time, she has to get up slowly and 

hold on to something due to concern over her knees not being able to support her. She 

also has pain in the lower back, related to osteoarthritis, which only causes pain problems 

in the morning upon awakening. She takes an occasional aspirin for the pain, and 

estrogen to reduce her risk of osteoporosis. Hope expressed open-mindedness to any 

healing technique. She also expressed a willingness to try anything that will eliminate 

her pain. Hope has tried hypnotism to explore her control over the mind and body. 

During the dialogical engagement, she verbalized some mention of what could be 
. . 

interpreted as verbal abuse in her home. After the tape was turned off, the abuse issue 

was explored more thoroughly and she reassured the interviewer there was no abuse and 

she was not in physical or emotional harm. She would not expand upon the idea even 

when not being tape-recorded. Information was given to her on domestic violence with 

her assurance that none was occurring. 

Hope is an active volunteer in the church. She works between four and eight 

hours a week in the bookstore, and helps frequently with many small projects, as needed, 

by the church office. 



Extracted-Synthesis: Hope 

Nine extracted and synthesized essences were derived from the data for Hope. 

These and the proposition are presented in Table 2. 

Table 2 Extracted essences, synthesized essences and proposition for Hope 

Extracted Essences (Participant 's Language) 
1. The participant experienced a warm feeling that lingered even after the hands had 

left that area. 
2. The participant experienced a sense of calm in relaxation as was possible for the 

participant in the presence of tension. 
3. The participant experienced an effort to try her best as was possible to feel when 

the practitioner's hands weren't touching her. 
4. The participant experienced a feeling of pleasure during SHT. 
5. The participant experienced warmth of the hands touching the bothersome areas. 
6. The participant expressed concentration on what was being done, rather than 

relaxing and feeling. 
7. The participant experienced a feeling of relaxation and in an up and down cycle as 

she dialoged with herself. 
8. The participant experienced that it was a delightful experience that made her feel 

good. 
9. The participant experienced a lack of knowledge about how long that good 

feelings of the treatment would last because of her long experience of pain in her 
knees. 

Synthesized Essences (Researcher 's Language) 
1. Awareness of energy lingering beyond the physical boundaries. 
2. Calm potentialities are reached in the presence of relaxation-tension. 
3. Achieving feeling potential requires timeless energy. 
4. Beneficial comfort emerges. 
5. Energy was experienced with physical comfort. 
6. Focus on treatment disengages relaxation. 
7. Self-awareness enhances energetic waves of relaxation. 
8. Joy emerges beneficial comfort. 
9. Beneficial comfort reflects uncertainty in past-future pain experiences. 
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Table 2 continues 

Proposition 
Awareness of energy lingering beyond the physical boundaries while calm potentialities 
are reached in the presence of relaxation-tension. Achieving feeling potential requires 
timeless energy amidst the emergence of beneficial comfort. Energy was experienced 
with physical comfort, while the focus on treatment disengages relaxation. Self
awareness enhances energetic waves of relaxation and joy emerges beneficial comfort. 
Beneficial comfort reflects uncertainty in past-future pain experiences. 

Dialogical Engagement: Dolores 

Dolores is a 65 year old married female with a Bachelors degree in English and 

continuing education for certification to teach school. Her chronic pain experience is 

related to plantar fascitis that interferes with her ability to walk for any distance. This has 

made it difficult for her to take walks, which she used to enjoy a lot. She experiences a 

lot of discomfort in her feet after being on them a lot during the day. She has lower back 

pain, but it does not interfere with her activities. She takes no pain medication for her 

feet, but takes natural herbs and vitamins. Meditation has been important in her life to 

control symptoms and problems associated with Crohn' s disease, as well as for pain 

control. She has not taken any medication for Crohn' s disease for several years. Dolores 

has tried Yoga only once for her feet and expressed uncertainty of its effectiveness. 

Dolores is employed part-time at the church as volunteer coordinator and in the 

church office. She helps publish the Sunday bulletin and the monthly newsletter. She 

has a history of Crohn' s disease that is well controlled with diet and meditation at this 

time. 
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Extraction-Synthesis: Dolores 

There were seventeen extracted and synthesized essences derived from the data 

from Dolores' first dialogical engagement. These and the proposition are presented in 

Table 3. The nine extracted and synthesized essences that were derived from the data 

from Dolores' second dialogical engagement, along with the proposition, are presented in 

Table 4. 

Table 3 Extraction-essences, synthesized essences and proposition for Dolores ( First 
Dialogical Engagement) 

Extracted Essences (Participant's Language) 
1. The participant experienced an immediate wave of something in the atmosphere 

close to her. 
2. The participant experienced an immediate good sense of well being. 
3. The participant experienced a lack of anything when her eyes were closed 

throughout the whole session, that was interesting to her. 
4. The participant experienced intermittent waves at the same time as a sensation of 

energy flowing. 
5. The participant experienced a wonderful relaxation, peacefulness and serenity. 
6. The participant experienced an imagination of the chakras during the treatment 

without paying much attention. 
7. The participant experienced warmth and energy like a magnetic pull in the heart 

and solar plexus chakras. 
8. The participant experienced a desire to sink into the feelings of warmth and 

energy. 
9. The participant experienced oneness, like with meditation. 
10. The participant experienced a feeling of floating sense with a warm breeze and 

once in awhile it felt like sunshine. 
11. The participant experienced a release of tension and sense of being in the 

moment. 
12. The participant experienced a great sense of well being during the pain drain and 

at the same time discomfort on the soles of her feet, which eventually was lifted 
and floated away. 

13. The participant experienced an energy flow that manifested as a connectedness 
with the practitioner and the rest of the universe. 

14. The participant experienced thoughts of the practitioner bringing energy in and 
uncertainty followed by a sensation of gentle, comforting warmness. 

15. The participant experienced feelings of love for the process of HT, that provided a 
wonderful sense of well being. 
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Table 3 continues 

16. The participant experienced the possibility of nothing from the experience except 
always feeling a releasing of tension for the moment that is a good step towards 
health. 

17. The participant experienced feelings of joy that she hoped would continue to 
relieve her foot pain. 

Extracted Synthesis (Researcher's Language) 
1. Energetic rhythms transcend boundaries. 
2. Beneficial comfort emerges immediate wellness. 
3. Nothingness emerges interested awareness. 
4. Rhythmical energetic waves co-occur with flowing sensation of energy. 
5. Relaxation co-experienced with peace and serenity. 
6. Unawareness emerges chakra consciousness. 
7. Energetic vibrations resonate the emotional care of being. 
8. Seeking immersion into the desired through energetic vibrations. 
9. Integrated awareness emerges with oneness. 
10. Body transcendence emanates energetic rhythms. 
11. Transcending pressure into openness. 
12. Release of tension enhances awareness ofrelative present. 
13. A great sense of beneficial comfort-discomfort with treatments dissipates with 

time. 
14. Transformation of energy into the consciousness of the practitioner and the 

universe occur simultaneously. 
15. Enhanced awareness of the practitioner facilitates energetic and beneficial 

vibrations. 
16. Unconditional love enhances well being. 
17. Potential of no expectations enhances possibilities of continued release of tension 

and future health. 
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Table 3 continues 

Proposition 
Energetic rhythms transcend boundaries, while beneficial comfort emerges immediate 
wellness. Nothingness emerges interested awareness in the midst of rhythmical energetic 
waves co-occurs with flowing sensation of energy. Relaxation co-experienced with 
peace and serenity with unawareness emerges chakra consciousness. Energetic 
vibrations resonate the emotional care of being while seeking immersion into the desired 
through energetic vibrations. Integrated awareness emerges with oneness. Body 
transcendence emanates energetic rhythms with the release of tension, which enhances 
awareness of relative present while there was a great sense of beneficial comfort
discomfort with treatments which dissipates with time. Transformation of energy into the 
consciousness of the practitioner and the universe simultaneously, as well as enhanced 
awareness of the practitioner facilitates energetic and beneficial vibrations. 
Unconditional love enhances well being. And the potential of no expectations enhances 
possibilities of continued release of tension and future health. 

Table 4 Extraction-essences, synthesized essences and proposition for Dolores (Second 
dialogical Engagement) 

Extracted Synthesis (Participant 's Language) 
1. When feeling at ease there is a sense of oneness which is obtained during 

meditation. 
2. Energy of oneness in the room. 
3. Well-being and lifting up and floating away. 
4. Pain is associated with tension and cold while warmth is the opposite. 
5. Being in the moment and a feeling of peace coming in with recognition that things 

are okay at the moment. 
6. Healing touch is a really unobtrusive way of relaxing. 
7. Not much physical touch but something occurs in the energy field. 
8. Oneness and being in the moment are spiritual openings. 
9. Positive feeling about the practitioner and healing touch being an effective 

alternative method for pain control. 

Extracted Essences (Researcher's Language) 
1. Peacefulness was integrated with awareness while emerging with oneness. 
2. There was integration of energy within boundaries. 
3. Feeling of integration with body transcendence 
4. A sense of discomfort associated with tension. 
5. A feeling of transcending into peace and well being. 
6. The process of HT emerges into relaxation. 
7. Even with minimal physical contact energy emerges. 
8. There was a feeling of transcending through the process into the spirit. 
9. Emotions emerged through positive connectedness into the relief of pain. 
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Table 4 continues 

Proposition 
Peacefulness is integrated with awareness emerging with oneness with an integration of 
energy within boundaries with an integration of body transcendence. Discomfort 
associated with tension occurs with transcending into peace and well being. The process 
of HT emerges into relaxation, while energy emerges with minimal physical contact. 
Transcending through the process into the spirit while emotions emerge through 
connectedness positively into relief of pain. 

Core Concepts 

The structure of the lived experience of SHT signifies the unitary essence of the 

phenomenon of changing rhythmical patterns of life. Each participant expressed it in 

unique, yet similar ways, meanings that can be linked to three core concepts. The core 

concepts are; 1) transcendence of body, mind and spirit emerges with relaxation while 

pain intensifies-dissipates in the presence of integrated wholeness, 2) co-transcending the 

physical boundaries of energy while emerging into the unique experience of beneficial 

comfort in the presence of transformational uncertainty and 3) energy is experienced and 

meaning and value is placed on it throughout the treatment process .. The core concepts 

will be explored in relation to the experience of SHT. 

Transcendence of body, mind and spirit emerges with relaxation while pain intensifies-

dissipates in the presence of integrated wholeness 

The first core concept demonstrates the importance of experiencing the body 

transcendence in the midst of the paradox of pain intensification-dissipation. While, in 

the end pain is reduced, there is an actual increase before the relief. During that transition 

between the increased pain and relief, there is an increase energy flow associated with 

SHT and then a release that is described by the participants as relaxation. This feeling of 
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rhythmical flow and intensification-dissipation is a reflection of Parse's second principle 

of co-creating rhythmical patterns of relating is living the paradoxical unity of revealing-

concealing and enabling-limiting while connecting separating (Parse, 1996). Hope 

experienced the energy flow through the feeling of both tension and relaxation. Maria 

experienced a tingle like electric needles that she described as a great deal of feeling and 

then leaving slowly. Dolores experienced the energy flow through the presence of the 

energy flow-absence of energy associated with being in the moment. 

Maria: Could feel tingling, warmth ... and what had been painful before, I 
could feel the pain just oozing out of my hands till they didn't feel at all 
felt the same thing on my feet, especially my left one I could feel that 
same tingle, tingle, tingle, almost like electric needles going in, not 
painful, but being feeling, a great deal of feelings and then it went slowly 
away until I couldn't even feel my foot. 

Dolores: Almost immediately, a sense of maybe waves of something in the 
atmosphere close to me .... .it was actually the sense of the "lack" of 
anything. It was very interesting. I guess, actually throughout the whole 
session, I COl;lld just get sort of waves every once in a while of a sense of 
energy flowing ..... I was feeling that I had some things to take care of and 
need to get on with it and .... that all got set aside and there was just a good 
feeling of being in the moment. 

Hope: I am always tense all the time ... .it felt so good, but I am still 
tensing up constantly .. But like I mentioned before, your hands are so 
warm they felt good even after you stopped touching me. I could still feel 
your hands there. 

At the next level of abstraction, the paradoxical nature of energy flow was 

experienced as an initial increase in pain followed by release, relief and sometimes 

absence of feeling represents the paradoxical nature of the experience. The structural 

integration is rhythms of intensification-dissipation evolving into self-transcendence. The 
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conceptual interpretation that evolves from that is linked to the concept Connecting

Separating in Parse' s theory. 

Connecting-Separating is from the second principle of the Human Becoming 

Theory. The second principle is related to the concept that all human beings live in the 

universe rhythmically within patterns of relating. These patterns are paradoxical in 

nature, apparent opposites, but still having dimensions of one phenomenon. The 

participants expressed experiences of an increase in pain followed by a decrease till 

absence of pain or absence of feeling. The increase of pain followed by absence is the 

paradoxical nature of the experience. Initially as the participants described the feeling of 

the energy, they felt an increase of pain, which is the connection with the experience of 

pam. This was followed by the experience of absence of pain that is separating from the 

pam. 

Co-transcending the physical boundaries of energy while emerging into the 

unique experience of beneficial comfort in presence of transformational uncertainty. The 

second core concept which evolved from the extraction-synthesis process is the 

integration of going beyond the boundaries of the pain experience with beneficial comfort 

while growing beyond the certainty of pain. All participants reflected upon the concept 

of release and growth that makes their life what it was during the dialogical engagement. 

Maria expressed the feeling of being relaxed while feeling loved. Hope expressed 

the idea as being the important concept because she recognized the need to relax while 

still feeling tense. Dolores described a sense of well being from the release of the tension 
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during the SHT experience. This is further described in the transcripts from the 

dialogical engagement. 

Maria: Emotionally, I felt very relaxed, and then cared for and surrounded 
in love and the Holy Spirit as a baby is cared for sitting in its mother's 
lap . ... .It was more nearly a time of "non-remembrances". It was just 
letting my body relax and my mind relax ..... Nothing but peaceful, easy, 
relaxed, letting go kinds of thoughts. 

Hope: It felt very good and calming, as calm as I can be with being always 
tense anyway ...... I was trying to relax, feeling myself tense, then come 
down, tense up and come down, keep talking to myself, like that. 

Dolores: It gives me a wonderful sense of well being ... there's a releasing 
of the tension of the moment.. .when I'm aware of being tense, I know I am 
... resisting something 

When advanced to the second level of abstraction, th~ second core concept of 

going beyond the boundaries of the pain experience or tension with beneficial comfort or 

relaxation while growing beyond the certainty of pain is represented as transformation. 

The transformation is moving beyond the present realities of tension to the new reality of 

relaxation and letting go which is also experienced by the practitioner. The concept of 

transformation is related to the concept of co-transcendence from Parse's theory. 

Co-transcending has been described in the theory as forging forward in unique 

paths and varying the outlook of the familiar. Creating new patterns of accomplishing 

and new ways to measure the accomplishment. The new emergent pattern evolves into 

new meaning and contributes to each new experience. 

Energy is experienced and meaning and value is placed on it throughout the 

treatment process. The third core concept is_energy is experienced and meaning and 

value is placed on it throughout the treatment process relates to Parse' s third principle of 
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structuring meaning multidimensionally. The participant's structured meaning to energy 

multidimensionally by describing the experience in many different ways and each giving 

it a different value. Maria spoke of the experience as feeling universal love. Hope 

described the experience as calming. Dolores described it as well being, peaceful and 

serene. 

Maria: I felt very relaxed, and then very cared for and surrounded by love. 

Dolores: A good sense of well being was established right away .... sense 
of lack of anything. 

Hope: Felt good despite tensing up all the time .... Felt very good and 
calming. 

Each of the participants also brought meaning to the experience with descriptions 

that were full of images and stories. Some descriptions were more articulate, but it 

described what value the energy experience had for them. 

Maria: Cared for ... Holy Spirit as a baby is cared for sitting in its mother's 
lap .... Floating. There is some children's poem about floating on whipped 
cream. And that was really what came to my mind that I was just floating 
on whipped cream. 

Hope: Felt like I was in a forest. 

Dolores: Sense of lack of anything .... Envision the chakras ... sense 
something around the heart and the solar plexus ..... magnetic pull.. wanted 
to sink down into it. .... Floating out in air with perhaps with a breeze 
coming by once in a while or the feeling of sunlight on me .... Connection 
with you and the rest of the Universe ... Felt the discomfort was literally 
being lifted and flowing away... · 

At the level of structural integration, energy is experienced and meaning and 

value is placed on it throughout the treatment process was energy has meaning and 
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value. This concept of energy has meaning and value is linked to the concept of valuing 

in Parse' s theory. 

Valuing is Parse' s first principle. The first principle refers to structuring meaning 

in many varied ways and depths and evolving a new reality through the languaging of 

valuing and imaging (Parse, 1996). The value is placed on the experience of SHT and the 

flow of energy varied for each person such that each individual's reality is different and 

unique, yet shares similar attributes. These unique new images and values illuminate 

understanding of the experience of SHT. 

Heuristic Interpretation 

The central finding of the study is the structure, and answers the research 

question: What is the incarnation of the lived experience of SHT in older women with 

chronic pain? The structure is: 

Transcendence of body, mind and spirit emerges with relaxation as pain intensifies
dissipates in the presence of integrated wholeness; Co-transcending the physical 
boundaries of energy, emerges the unique experience of beneficial comfort in the 
presence of transformational uncertainty; and energy is experienced with meaning and 
value throughout Spiritual Healing Touch. 

Once identified, the three core concepts, as described previously, were linked to 

Parse's Human Becoming Theory through heuristic interpretation. Heuristic 

interpretation is a process of the taking the results of the study and progress it through the 

varied levels of abstraction, from the participant's language to the language of the human 

becoming theory and beyond (Daly, 1995). The core concept, structural integration and 

conceptual integration linking data to all levels of theory are found in Table 5. 
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Structural integration 

The first level of abstraction is structural integration, where the structure is linked 

to Parse's theory. The emergent structural interpretation is: 

Rhythms of intensification-dissipation evolving into self-transcendence going beyond the 
boundaries of the pain experience or tension occurs with experiencing the beneficial 
comfort while growing beyond the certainty of pain while the experience of energy has 
meaning and value. 

Conceptual Interpretation 

The next level of abstraction connects the structure to selected concepts of the 

human becoming theory. In this study, Parse's concepts of Connecting-Separating, Co-

transcendence and valuing were link to the data. The conceptual interpretation that 

emerges from the structure is: Connecting-Separating with pain merges with Co-

transcendence and Valuing energy. 

The data further supports and is linked to theory by the highest level of 

abstraction: Valuing is Connecting-Separating through Co-transcendence. 
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Table 5: Heuristic Interpretation 

CORE CONCEPT 

Transcendence of body mind 
and spirit emerges with 
relaxation while pain 
intensifies-dissipates in the 
presence of integrated 
wholeness. 

Transcendence of body, mind 
and spirit occurs with co
transcendence of the physical 
boundaries of energy with 
emergence of beneficial 
comfort in the presence of 
transformational uncertainty. 

Energy is experienced with 
meaning and value being 
placed on it throughout the 
treatment process. 

STRUCTURAL 
INTEGRATION 
Rhythms of intensification
dissipation evolving into 
self-transcendence going 
beyond the boundaries of 
the pain experience or 
tension 

Experiencing beneficial 
comfort or relaxation while 
growing beyond the 
certainty of pain. 

Energy has meaning and 
value. 

CONCEPTUAL 
INTERPRETATION 
Connecting-Separating 

Co-transcendence 

Valuing 

82 



Chapter 5 

Conclusions and Implications 

This investigation of the lived experience of SHT in women with chronic pain 

adds to the body of scientific knowledge and provides a basis for further research. The 

findings from this study have potential implications for nurses in helping patients heal 

their chronic pain. Generation of nursing knowledge as well as a comparison of findings 

to the literature, methodological implications, and implications for future research are 

discussed. 

Nursing Knowledge 

The findings from this study enhance current understanding about chronic pain 

and SHT. Moreover, links to existing research provide insights for further study. 

Transcendence 

There have been seyeral studies identifying transcendence as a key variable 

related to well-being in adults with a variety of health limiting experiences (Cowards, 

1990; Coward, 1994; Coward & Lewis, 1993; McGaffic, 1995; Reed, 1991). The 

findings from this study support the definitions of transcendence as expansion of self

boundaries inwardly, outwardly and transpersonally (Reed, 1991). 

In this study, participants were able to transcend and expand the boundaries of 

physical pain through relaxation and SHT to achieve a state of being which reflects an 

integrated wholeness. This integrated wholeness a well being has been identified as a 

key phenomenon of the experience of HT (Holbrook, 1998; Sameral, 1992). Relaxation, 

as a healing component of touch modalities has been previously described in research in 
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persons with psychological disorders (Gagne, 1994; Hughes, Grochowski & Harris, 

1996), and pain (Eckes-Peck, 1997; Keller & Bzdek, 1986; Meehan, 1993; Sameral, 

1992; Wright, 1987). 

A new finding of this research is that transcendence of pain occurs through a 

process of intensification-dissipation. This finding is important as it suggests that 

persons with chronic pain may experience increased intensity before it dissipates. 

Additionally, SHT is a modality that facilitates transcendence. The paradox of 

intensification-dissipation supports central tenets of Parse' s theory of human becoming. 

That is, individuals integral to their environment transcend its boundaries of time, 

environment and space to become more fully human. Within the context of chronic pain, 

SHT facilitates this process of human becoming 

Co-transcendence 

The process of co-transcendence supports the theoretical perspective that human 

health is a mutual process of patterning that occurs with practitioner-healee interacting 

(Malinski, 1986). There are limited empirical studies describing co-transcendence. In 

one controversial study (Rosa, Rosa, Samer & Barrett, 1998) the findings support rather 

than refute the key idea that mutuality is important to healing. In this study, the 

practitioners were unable to connect with participants who were blinded using a cloth to 

block the view of the practitioner. The practitioner placed their hand over the 

participant's hand and tried to determine if it was the right or left hand. Each practitioner 

completed a set of ten trials and was allowed time to make any mental preparations such 

as centering. The experimenter flipped a coin to determine which of the subject's hand 
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would be the target and then would hover over the right hand .eight to ten cm above that 

target. The object was for the subject to determine which hand was nearest the 

experimenter's hand and they were allowed as much time as necessary. The practitioners 

were able to detect the correct hand location in 70 (47%) of 150 tries. In a repeat of the 

original study, the test results were similar to those of the first. The subjects correctly 

identified the hand 53 ( 41 % ) of 130 tries. The correct hand identification occurred in the 

same proportion as would occur by chance. 

This study violated an important part of the experience of TT, which allows for 

the practitioner to connect with the healee to assess the energy field. The experience of 

the author supports the importance of the connection betwee.n the practitioner and healee. 

All three participants experienced feeling beyond the self as demonstrated above. 

Dolores: Almost immediately, a sense of may be waves of something in 
the atmosphere close to me ... I might sense something in a general area 
around the chakra of the heart and the solar plexus ... some warmth and 
literally a feeling of energy ... It felt to me like a magnetic pull. Kind of 
like floating out in air with perhaps a breeze .... A connection with you and 
the rest of the universe ... A real sense of that energy flow and out 
connectedness in that way ... Felt the discomfort literally being lifted and 
flowing away ... a sense of warmth coming in. 

Marie:.Could feel the pain just oozing out of my hands till I didn't feel at 
all...Ijust float on the air. .. Floating ... what came to my mind that I was 
just floating on whipped cream 

Hope:. Trying to relax, feeling myself tense, then come down, tense up and 
come down. 
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Energy is experienced with meaning and value being placed on it throughout the 

treatment process 

Recent publications have identified the value of energetic healing to those 

receiving touch therapies (Dossey, Keegan, Guzzetta & Kolkmeier, 1995; Wright, 1991). 

Participants in Holbrook's study (1998) acknowledge that energy was important to 

healing and pain relief. The value that was placed on the energy experience was its role 

in healing. The energy experience helped the study participants become more self-aware 

which was felt to be instrumental in the healing process. One of the participants in 

Holbrook's study ( 1998) developed the ability to feel energy in her arthritic joints which 

was important to her healing because it validated life and the potential for healing in 

those areas. 

Samarel ( 1991) found that the energy flow was valuable in opening up the body, 

mind, and spiritual connection. This connection within the participants also increased 

self-awareness. 

Hughes, Grochowski & Harris, ( 1996) found that participants found the energy 

flow important to relief of their general emotional and physical complaints but also 

expressed the value and meaning to the concept of connectedness with the researcher and 

themselves. Generally, all participants in the phenomenological studies experienced 

energy, and thus were important to their growth through a process of increased self

awareness. The participants of this study did not necessarily mention increased self-

awareness. 

86 



Energy fields as described by the participants were a feeling of energy that had 

rhythmical patterns that exchanged with the universe. This coincides with Parse's second 

principle of the theory that recognizes co-creating rhythmical patterns of relating with the 

universe. The connection between energy fields of the practitioner and healee could also 

be a communication tool because of the interactions of the energy fields (Heidt, 1990). 

The connection and communication between energy fields is an example of Pars·e' s third 

principle of co-transcending with the possibilities and creating unique ways of originating 

while transforming (Parse, 1995). 

A significant finding of this and other research is that energy can be sensed 

through emotion and tactile sources in both participants and practitioners. This finding is 

important as this may be an indicator of the effects of energetic touch modalities. 

It is important for nurses to become aware of their own energy nature and to be 

open to learning about healing with energy. Many times nurses have seen people and 

sense that something within them is not healthy physically or mentally and this is 

confirmed during conversations. That intuition is sensing the rhythms of energy or 

absence of the same. Nurses need to learn to listen to that sense of energy and develop 

skills, such as SHT, HT and TT to assist the patient in opening their flow of energy. 

Nurses' ability to sense energy was identified in this study. Both Maria and 

Dolores had fairly smooth energy fields, while Hope' s had many cool areas and areas of 

congestion. Hope also had a smaller energy field, which could correlates with her 

articulation of constant tension, which would cause a drain, or diminishment, of the 

energy field over time. Maria and Dolores both had very large energy fields, which were 
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smoothed easily, and the energy flow during the Chakra Connection was easy to feel. 

Hope's energy flow was slow to open up which may be related to the constant tension. 

Implications for Practice 

Reflecting upon the study of the lived experience of healing touch in older women 

with chronic pain raises a question in this researcher's mind. Does the focus of 

spirituality really change the outcomes of the experience? It seems the emphasis on the 

spiritual nature of HT is more for the benefit of the practitioner than for the healee. SHT 

was developed because of practitioners need to recognize Christ as the facilitator of 

healing. 

Answers to the role of spirituality in SHT may be found in further development of 

SHT and more quantitative and qualitative research into the experience. The touch 

modalities do seem to be a viable option that nurses can be involved to help their 

patients' in many areas including; stress reduction, anxiety, chronic pain, and improved 

relaxation .. Touch is an activity that is easy to do with patients, when talking with them 

or while providing care. If the nurse's touch with intent to connect with universal spirit 

and open the energy field while touching in a casual way. This touch is an exchange of 

energy fields and co-transcendence of rhythmical patterns which is SHT. 

Nursing can improve the experience of SHT by recognizing it as a healing 

modality. Nursing can also recognize the importance of energy flow as a means to 

understand what the patient is experiencing. Listening to their conversation can do this. 

Frequently nurses hear their patients say comments such as "I'm drained, and I'm beside 
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myself'. These are clues as to the patient's understanding of the importance of energy 

flow in their life and also how it affects their life. 

SHT should be studied in different populations to understand and expand the 

knowledge base and understanding of the phenomenon. Studying SHT in a varied 

population may shed light and document further the benefits of the treatment in other 

conditions such as malignant pain, tension, anxiety, migraine headaches, surgical pain. 

Further research could be done on the individual concepts identified in the structure. 

Finally, further experiences of the universal lived experiences using Parse's methodology 

will enhance understanding of the complexity of the lived experiences in exceptional 

ways, and illustrate the notion that health is co-created with the universe. 

Theoretical Implications 

SHT is based on energy healing and recognition that everyone has an energy field. 

When illness occurs the energy field patterns may be altered in some way that limits the 

exchange of energy (Hover-Kramer, 1996). The role of SHT is to open the energy field 

so that there is an even continuos flow of energy which coincides with health (Smith, 

1998). The concept of energy flow furthers Parse' s assumption of being a human 

becoming is rhythmically co-constituting between the human and the universe as a 

process (Parse, 1995). 

One of the roles of the practitioner in SHT is sensing the energy field and helping 

the healee to open the flow. The role of the practitioner also supports the human 

becoming assumptions that the human transcends multidimensionally with possibilities 
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and that humans co-exist while co-constituting rhythmical patterns with the universe 

(Parse, 1995). 

The role of the different techniques utilized in SHT also can be found in the 

assumption of the Human Becoming Theory. The Chakra Connection would be a good 

example. Since the chakras are vortexes of energy and freely exchange energy with the 

universe, illness can alter these patterns of exchange. In using the technique of 

connection, the practitioner is attempting to change the rhythmical patterns for 

enhancement of health. The healing technique is experienced as a human becoming in 

the process of transcending the possibilities of changing the rhythmical patterns of the 

chakras and the living unity co-constituting patterns of relating (Parse, 1995). 

In general the assumptions that SHT is based on is easily understood within the 

concepts of the Human Becoming Theory. Both recognize the importance of the human 

having an energy field that qave rhythmical patterns that can be recognized, possibly 

altered in illness, and exchange with other humans or co-transcend. 

Research Implications 

The phenomenological approach using Parse's research method proved beneficial 

for the study of SHT in older women with chronic pain. A structure for understanding 

the lived experience of SHT was generated. This study also contributes to the expansion 

of the Human Becoming Theory by disclosing a new structure representing the lived 

experience of health. The goal of the Human Becoming Theory is to understand the lived 

experience as perceived by the person who is experiencing it, so therefor it is an 

appropriate method of study. The use of phenomenology helps define limits of the 
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possible, not the limits of the actual (Malinski, 1986). The uniqueness of the experience 

of SHT reinforces the complex, multidimensional nature of SHT. The experience of SHT 

may be different in those who have received it on an ongoing basis versus those who are 

naive to the treatment. 

Limitations of the study as with all phenomenological research, include the 

inability to generalize. However, the findings demonstrate that although each persons' 

pain experience is unique, shared patterns exist which enhance understanding of the lived 

expenence. 

Further research is needed to include diverse individuals of different ethnic, 

religious and socioeconomic backgrounds. This study provides the beginning 

understanding of chronic pain and the effectiveness of SHT as a lived experience of older 

women. 

Conclusion 

The incarnation of the lived experience of SHT in older women with chronic pain 

is a complex phenomenon. It creates a new development into the experience of valuing, 

connecting-separating and transcendence. Nurses can assist patients' who experience 

chronic pain to mobilize the rhythm of energy, release of tension, and living life fully. 

They can also help patients' to become aware of their energy to assist themselves to 

transcend the experience of pain. 
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HUMAN SUBJECTS APPROVAL 



Human Subjects Commiuee 

16 March 1999 

Mary Kelley, R.N.,B . S. 
College of Nursing 
PO BOX 210203 

THE UNIVERSITY OF 

ARIZONA® 
HEALTH SCIENCES CENrER 

1622 E. Mabel St. 
P.O. Box 245137 
Tucson, Arizona 85724-5137 
(520) 626-6721 

RE: HSC A99.24 THE LIVED EXPERIENCE OF SPIRITUAL HEALING TOUCH IN 
OLDER WOMEN EXPERIENCING CHRONIC PAIN 

Dear Ms. Kelley: 

We received your above cited research proposal. The procedures to 
be followed in this study pose no more than minimal risk to 
participating subjects . Regulations issued by the U.S. Department 
of Health and Human Services [45 CFR Part 46 .110 (b)] authorize 
approval of this type project through the expedited review 
procedures, with the condition(s) that subjects' anonymity be 
maintained. Although full Committee review is not required, a brief 
summary of the project procedures is submitted to the Committee for 
their endorsement and/or comment, if any, after administrative 
approval is granted. This project is approved effective 16 March 
1999 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent form(s) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Dap.::.:.::"t'.r:ent H~ad er:- CC":.;p:.rable a:1~hority. This will assure 
their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for 
some reason. 

Si~ncer ly 'b.ucP~ 

Jo D. Palmer, Ph.D.,M.D. 
Ch man 
Human Subjects Committee 

JDP:rs 
cc: Departmental/College Review Committee 
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UNIVERSITY OF ARIZONA HEALTH SCIENCE CENTER 
SUBJECTS CONSENT FORM 

The Lived Experience of Spiritual Healing Touch in Older Women with Chronic Pain 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF 
HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO, SIGNING THIS 
FORM WILL INDICATE THAT I HAVE BEEN SO INFORMED AND THAT I GIVE 
MY CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO 
THAT I CAN KNOW THE NATURE OF THE RISKS OF MY PARTICIPATION AND 
CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE OR 
INFORMED MANNER. 

PURPOSE 

I am being invited to voluntarily participate in the above-titled research project. The 
purpose of this project is to get a better understanding of minimally research experience 
of spiritual healing touch in older women with chronic pain. 

SELECTION CRITERIA 
I am being invited to participate in this study because I am over the age of 65, am a 
women, can read and write English, a member of Unity of Tucson, and experience 
Chronic pain from nonmalignant source. 

ST AND ARD TREATMENTS 
The standard treatment for chronic are varied and may include; pain medications, TENS 
units, surgery if applicable, decrease activity, and specific exercises. 

PROCEDURE 
If I agree to participate, I will be asked to consent to the following: Spiritual healing 
touch will be provided during one-hour sessions. There will be calming background 
music played. You will receive one treatment. You will be asked to lay on a massage 
table during the treatment. The healing treatment will begin by assessing the pain 
experience and energy field which includes holding the hands 4-6 inches off the body. 
You will be touched various parts of the body which include; mid-chest about the level of 
the heart, upper stomach area, upper chest, mid-stomach area, under or over the neck, the 
brow, the knees, the forehead, ankles, top of head, feet, shoulders, wrists, anywhere on 
the back where pain is felt, and elbows. The treatments provided will include; Spiral 
Meditation to open up the energy, Chakra connection to further balance the energy field, 
Magnetic Pain Drain to help remove acute pain, and the Hopi Back Technique to release 
congestion and pain associated with vertebral problems. If there is any discomfort or 
you are feeling the need to stop the session, you may at anytime by telling the 
investigator to stop. 
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RISKS 
The risks associated with this study is none. 

BENEFITS 
The benefits associated with this study are; possibly reduce pain, increase a sense of well 
being, and possibly increase spiritual awareness. 

COFIDENTIALITY 
All information associated with this study will be held in confidence and only Mary 
Kelley, principle investigator, and Dr. Cheryl McGaffic, thesis advisor, will have access 
to the information. Each subject will be assigned a number, and that number will be on 
all documents rather than her name. Only Mary Kelley will know the identity of the 
subject. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 
There will be no cost for me to participate in this study. I understand that I will not be 
compensated for my participation. The time involved will be approximately two hours 
which includes treatment and interview only, it does include transportation time to the 
church. 

LIABILITY 
I understand that side effects or harm are possible in any research program despite the use 
of high standards of care and could occur through no fault of mine or the investigator 
involved. Known side effects have been described in this consent form. However, 
unforeseeable harm may also occur and require care. I do not give up any of my legal 
rights by signing this form. In the event that I require or am bill for medical care that I 
feel has been caused by the research, I should contact the principal investigator Mary G. 
Kelley, BSN at 722-2851. If I have any questions concerning my rights as a research 
subject, I may call the Human Subjects Committee Office at (520) 626-6721. 
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AUTHORIZATION 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS , AND BENEFITS HA VE BEEN EXPLAINED TO ME 
AND MY QUESTIONS HA VE BEEN ANSWERED. I UNDERSTAND THAT I MAY 
ASK QUESTIONS AT ANY TIME WITHOUT CAUSING BAD FEELINGS OR 
AFFECTING MY MEDICAL CARE. MY PARTICIPATION IN THIS PROJECT 
MAY BE ENDED BY THE INVESTIGATOR OR BY THE SPONSOR FOR 
REASONS THAT WOULD BE EXPLAINED. NEW INFORMATION DEVELOPED 
DURING THE COURSE OF THIS STUDY WHICH MAY AFFECT MY 
WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN 
TO ME AS IT BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT 
FORM WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS 
COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPLE 
INVESTIGATOR, MARY KELLEY, OR AUTHORIZED REPRESENTATIVES OF 
THE COLLEGE OF NURSING. I UNDERSTAND THAT I DO NOT GIVE UP ANY 
OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF THIS SIGNED 
CONSENT FORM WILL BE GIVEN TO ME. 

Subject' s Signature Date 

Parent/Legal Guardian Signature (if necessary) Date 

Witness (if necessary) Date 

INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject the nature of the above project. I hereby certify 
that to the best of my knowledge the person who is signing this consent form understands 
clearly the nature, demands, benefits, and risks involved in her participation and her 
signature is legally valid. A medical problem or language or educational barrier has not 
precluded this understanding. 

Signature of Investigator Date 
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LETTER OF CONSENT 

UNITY OF TUCSON, INC. 



January 26, 1999 

To Whom It May Concern: 

Unity of Tucson 
3617 North Camino Blanco 

Tucson, AZ 85718.7239 

Mary Kelley has the full approval and promise of support as she uses her experience 
within this ministry as the director of our Ministry of Health toward the completion of her 
thesis on Spiritual Healing Touch. It is understood that all statistics and further 
information gleaned by Mary through this process will be sensitive to the needs for 
anonymity of participating individuals. 

Larry A. and Mary Ellen Swartz, Ministers Fax: 577.3721 
PrayerM.inistry: 577.1460 http://www.unitytucson.com 

e-mail: unitytus@primenet.com 

Administrative Offices: 520.577 .3300 
Dial-A-Prayer: 577.1664 

Affl.liated with Unity School or Christianity, Unity Village, Missouri 64065.0001 
Member: Associatior. or Uni Churches • Intematior.al New Thou ht Alliance · Southwest Uni Re on Mici.sters' and Teachers' Conference 
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