
Fax +41 61 306 12 34
E-Mail karger@karger.ch
www.karger.com

 Regular Article 

 Psychother Psychosom 2008;77:158–166 
 DOI: 10.1159/000116609 

 Effectiveness of Distant Healing for Patients 
with Chronic Fatigue Syndrome: A Randomised 
Controlled Partially Blinded Trial (EUHEALS) 

 Harald Walach    a, d     Holger Bösch    d     George Lewith    b     Johannes Naumann    d     

Barbara Schwarzer    d     Sonja Falk    d     Niko Kohls    a     Erlendur Haraldsson    f     

Harald Wiesendanger    e     Alain Nordmann    h     Helgi Tomasson    g     Phil Prescott    c     

Heiner C. Bucher    h   

  a    Samueli Institute, European Office, School of Social Sciences, University of Northampton,  Northampton , 
Departments of  b    General Practice, and  c    Statistics, University of Southampton,  Southampton , UK; 
 d    CAM Outpatients Department, University Hospital Freiburg, Institute of Environmental Medicine and
Hospital Epidemiology,  Freiburg ,  e    Private Practice,  Schönbrunn , Germany;  f    Department of Social Sciences,
and  g    Faculty of Economics and Business Administration, University of Iceland,  Reykjavik , Iceland;
 h    Basel Institute for Clinical Epidemiology, University Hospital Basel,  Basel , Switzerland
 

was the primary outcome and Physical Health Component 
Summary score (PHCS) the secondary outcome.  Results:  
This trial population had very low quality of life and symp-
tom scores at entry. There were no differences over 6 months 
in post-treatment MHCS scores between the treated and un-
treated groups. There was a non-significant outcome (p = 
0.11) for healing with PHCS (1.11; 95% CI –0.255 to 2.473 at 6 
months) and a significant effect (p = 0.027) for blinding; pa-
tients who were unblinded became worse during the trial 
(–1.544; 95% CI –2.913 to –0.176). We found no relevant inter-
action for blinding among treated patients in MHCS and 
PHCS. Expectation of treatment and duration of CFS added 
significantly to the model.  Conclusions:  In patients with CFS, 
distant healing appears to have no statistically significant ef-
fect on mental and physical health but the expectation of 
improvement did improve outcome. 

 Copyright © 2008 S. Karger AG, Basel 
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 Abstract 

  Background:  Distant healing, a form of spiritual healing, is 
widely used for many conditions but little is known about its 
effectiveness.  Methods:  In order to evaluate distant healing 
in patients with a stable chronic condition, we randomised 
409 patients with chronic fatigue syndrome (CFS) from 14 
private practices for environmental medicine in Germany 
and Austria in a two by two factorial design to immediate 
versus deferred (waiting for 6 months) distant healing. Half 
the patients were blinded and half knew their treatment al-
location. Patients were treated for 6 months and allocated to 
groups of 3 healers from a pool of 462 healers in 21 Euro-
pean countries with different healing traditions. Change in 
Mental Health Component Summary (MHCS) score (SF-36) 
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 Introduction 

 The use of complementary and alternative medicine 
(CAM) is increasing and is strongly associated with belief 
in the effectiveness of mental and spiritual factors  [1, 2] . 
In a US survey, 7% of individuals had tried spiritual heal-
ing  [1] . Spiritual healing is a ‘broad’ therapy and may be 
defined as an intentional therapeutic influence of one or 
more persons upon another individual without utilizing 
known physical means of interventions  [3] . It encompass-
es prayer and healing, either by touch or distantly  [4–11]  
and plays an important role in the traditional healing sys-
tems of Northern Europe, Africa and Asia. Despite its 
widespread use evidence for efficacy is scarce. In system-
atic reviews of randomised controlled trials comparing 
distant healing versus placebo or control treatment the 
results from individual trials were extremely heteroge-
neous. Methodological limitations of included trials pre-
cluded any firm conclusion about the efficacy of distant 
healing and there is clearly a need for more rigorous trials 
 [12, 13] . Since the publication of these systematic reviews, 
three randomized controlled double-blind trials of re-
mote group prayer in intensive coronary care unit patients 
have been published. One trial found an improvement in 
intensive care scores  [14] . The other two, looking at well-
defined clinical endpoints, found no clinical effect  [15, 
16] . A recent study of distant healing in AIDS  [17]  was un-
able to reproduce previous positive pilot results  [18] .

  We intentionally chose patients with chronic fatigue 
syndrome (CFS) because available treatment options for 
patients with CFS, such as cognitive behaviour therapy 
 [19]  or graded exercise therapy  [20] , are not generally ef-
fective  [21, 22] , or widely available and only used by some 
CFS patients because of their own individual attribution-
al theories about this illness  [23] . As patients with CFS are 
regularly seeking alternative treatments and may fre-
quent healers, this would appear to be a reasonable inter-
vention to evaluate.

  Our goal was to evaluate the effectiveness of distant 
healing for patients with CFS. We also wished to assess 
the effects of expectation without using deception and 
hence provided the healing intervention both with and 
without the patients’ knowledge. As a control condition, 
patients had to wait for the healing intervention, both 
with and without knowing their group assignment. We 
were therefore able to assess the effect of expectation in 
this 2  !  2 factorial design as it involved two factors: 
‘treatment’ (immediate or deferred treatment) and the 
participants’ ‘knowledge’, i.e. whether they were informed 
about their treatment or not.

  Method 

 Details of the study design have been published elsewhere  [24] . 
The trial was investigator-initiated, conducted according to Good 
Clinical Practice rules and approved by the ethics committee of 
the University Hospital Freiburg (Approval No. 60/2001) .  We re-
port the trial results following the Consolidated Standards of Re-
porting Trials guidelines  [25] .

  Patients 
 Patients included into the trial had to be 18 years of age or 

older and fulfil the Fukuda criteria for chronic fatigue or the Ox-
ford criteria for severe idiopathic CFS  [26] . Patients with other 
chronic conditions or co-morbidity that typically rules out a di-
agnosis of CFS (e.g. cancer, hepatitis, or depression) were exclud-
ed as was pregnancy and patients with a serious or acute illness or 
hospital admission in the 3 months prior to entry. Clinical assess-
ments were conducted by the recruiting physicians, based on their 
clinical evaluation and appropriate laboratory data. Patients were 
recruited between October 2001 and May 2003 from 14 private 
practices in Germany and Austria by doctors that specialised in 
the treatment of CFS and who normally use an environmental 
medical approach for this diagnosis which includes the prescrip-
tion of nutritional supplements and other complementary thera-
pies such as homeopathy and herbal medicine. We recruited the 
majority of patients through an information campaign and cover-
age in national newspapers, radio and TV. We directed patients to 
the trial coordination centre (H.B.) in Freiburg. The trial coordi-
nation centre ascertained potential eligibility by phone and sent 
patients for final check of eligibility and inclusion to one of the 14 
recruitment centres. The informed consent, a case report form 
and the baseline questionnaires were sent to the trial coordination 
centre. Three portrait photographs were taken, sent to the healer 
coordinator (H.Wi.) and following treatment allocation, forward-
ed to the healers. The trial coordination centre forwarded the pa-
tient identification number for randomisation to the trial auditor 
(G.L.) in the UK.

  Interventions 
 The trial followed a two by two factorial design with the fac-

tors ‘blinded versus un-blinded treatment’ and ‘immediate versus 
deferred treatment’. Of the two groups randomised to immediate 
treatment, one group was informed that they were being healed, 
while the other was not. Two further groups were allocated to the 
deferred treatment with distant healing, one of these groups was 
informed that they would have to wait 6 months for treatment, the 
other was not.

  Following randomisation by the trial auditor the identifica-
tion number, the first name, and the portrait pictures of patients 
assigned to distant healing were forwarded to the healer coordi-
nator. Based on a random assignment code, the healer coordina-
tor assigned 3 healers to each incoming patient and forwarded the 
surname and the pictures to the healers. Healers were replaced if 
they lived within 100 km of the patient’s residence to minimise 
the chance of incidental contact. Each patient was treated by 3 
healers to guarantee minimal coverage in case of dropout or inef-
fective distant healing. Patients and treating physicians were free 
to use any additional concomitant treatment during the entire 
trial period.
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  Healers were self-referred or recommended through national 
healing organisations to the healer coordinator. Healers were 
from many different healing traditions and practiced distant 
healing individually or in groups by either prayer or by imagining 
the transmission of ‘healing energy’, ‘light’ or ‘healing power’ to 
patients. They were free to adopt any scheme of healing intensity 
and frequency in accordance with their normal practice.

  Healers had to complete a weekly healing report for the heal-
ing coordinator to document the time, duration and type of dis-
tant healing for each patient. If the report was not sent back in 
time, the healer was contacted by the healer coordinator and non-
compliant healers were replaced. The monitoring centre (A.N.) 
contacted a random sample of 20% of healers by phone and 
checked whether they had complied with the study protocol.

  Our pragmatic selection criteria for healers were: healers had 
to have experience with distant healing and declare that they be-
lieved in its clinical effects. Healers had to confirm to the inves-
tigators that during their other healing practice they did not in-
terfere with conventional medical treatment, did not diagnose 
patients or accept advance payments from patients or encourage 
or indulge in sexual relationships with patients. All healers were 
informed about the nature of the trial and patient inclusion crite-
ria. They were happy to have a patient’s name, picture and diag-
nosis, a procedure in line with their normal healing practice. We 
collected basic sociodemographic data from each healer as well as 
details of their type of healing practice.

  Outcome Measures 
 The predefined primary endpoint of the trial was self-reported 

mental health as measured with the Mental Health Component 
Summary (MHCS) score of the validated German version of the 
general health questionnaire (SF-36)  [27] . The secondary end-
point was self-reported physical health based on the Physical 
Health Component Summary (PHCS) score (SF-36). We used this 
generic quality of life instrument based on our pilot work with 
CFS, although we now know that this questionnaire may have 
limited sensitivity to detect clinical change in this condition  [28] . 
However, it is widely used for assessing generic outcomes in both 
CFS as well as many other chronic conditions  [29] .

  At baseline, we recorded the patients’ demographic character-
istics. We measured depression with the German version of the 
Centre of the Epidemiologic Study of Depression Scale (Allge-
meine Depressions-Skala)  [30] , fatigue with the Fatigue Severity 
Scale  [31] , health beliefs with the Holistic Complementary and 
Alternative Medicine Questionnaire, a questionnaire specifically 
designed to assess beliefs in CAM  [32] , treatment credibility and 
expectations with the Treatment Credibility and Expectancy 
Scale  [33] . This is a validated scale used to assess treatment expec-
tations and credibility in the context of many types of psycho-
logical intervention. We also measured religious beliefs and prac-
tices with single items. The SF-36 was completed at entry into the 
study and 6 months after recruitment. All measures were com-
pleted before randomisation and at the second time point, before 
patients were unblinded, if applicable.

  Randomisation 
 Allocation of patients to the 4 groups was concealed by a com-

puter algorithm generated at the remote randomisation site in 
Iceland (H.T.). The randomisation code was forwarded to the tri-
al auditor in the UK. With the use of a second single randomisa-

tion procedure, this code was converted by the assistant of the 
trial auditor (G.L.) to guarantee the complete blinding of all in-
vestigators. This assistant had no contact with patients or inves-
tigators and was the only person with access to the second code. 
The assistant sent three different standard letters to the patients, 
in accordance with their allocation, containing the level of infor-
mation predefined in the trial protocol and a pre-stamped post-
card with the request to the patient to send it to the monitoring 
centre. The trial auditor notified the monitoring centre about 
each newly recruited patient. The monitoring centre then verified 
that all randomised patients had been notified about their inclu-
sion. If a patient did not report back 2 weeks following the ran-
domisation, the monitoring centre phoned the patient to verify 
that the patient had been included and received the information. 
Two written reminders and a final telephone reminder ensured a 
high return rate of the post-treatment SF-36. Patients allocated to 
blinded distant healing or blinded waiting, the physicians respon-
sible for their care, the healers, and all the investigators, including 
the biostatistician involved in the final analysis, were blind to 
treatment allocation prior to completion of the analysis.

  Data Handling and Monitoring 
 The trial coordination centre was responsible for data verifica-

tion and entry. Staff involved in data handling and entry was blind 
to the treatment allocation of patients. All data were entered via 
content capturing software (Teleform 7.0, Electric Paper, Cardiff, 
UK). All scanned data were double checked visually. At trial com-
pletion, the integrity of the final database was checked by the tri-
al monitor.

  Sample Size 
 In a previous pilot study of distant healing in patients with dif-

ferent chronic conditions  [34] , we found a 10-point difference in 
the SF-36. This difference corresponds to a standardized mean 
difference of d = 0.66 in the sum scale for distant healing against 
a waiting list control. We assumed the effect size in patients with 
CFS would be smaller because of the chronicity and severity of the 
condition, the more rigorous trial design and because we allowed 
for absolutely no contact between healers and patients. Therefore, 
we estimated an effect size of d = 0.40 in the MHCS (SF-36) as our 
primary outcome and an effect size in MHCS of d = 0.20 as sig-
nificant in predicting an interaction for blinded versus unblinded 
treatment. We consider an effect size of d = 0.20 as clinically rel-
evant. Assuming a power of 80% and a dropout rate of 20%, 100 
patients in each arm (400 in total) were needed to detect the pres-
ence of an effect or interaction of d = 0.20  [35] .

  Statistics 
 Data were analysed using intention to treat. MHCS and PHCS 

scores were calculated according to the SF-36 manual. Missing 
data were interpolated according to the SF-36 manual with pre-
treatment measurements being interpolated by grand means and 
by last-value-carried-forward algorithms for missing post-treat-
ment measurements. Differences in post-treatment score values 
between groups were calculated using analyses of covariance fit-
ted by a general linear model with pre-treatment values being in-
cluded as baseline co-variates, as defined in the protocol. Addi-
tional co-variates to enter the model were specified at an investi-
gators meeting after reviewing the analysis of the main group 
effect and prior to breaking the code of the blinded analysis. Apart 
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from the main effects e.g. treatment and patient blinding for the 
intervention, age, gender, treatment credibility and expectations 
of patients, duration and severity of CFS were entered into the 
model. Predictors not contributing to the model with a p value 
 ! 0.05 were then deleted in the final model. All statistical analyses 
were done using MINITAB version 14.

  Post hoc Analysis and Follow-Up 
 Before telling blinded patients which group they had been al-

located to, we asked them whether they thought they had received 
healing during the study. In addition, we sent out a third SF-36 
questionnaire 6 months after the last patients had completed the 
study to evaluate long-term outcome. This meant that for the pa-
tients recruited into the study right at the beginning the follow-up 
time was 18 months. On average, however, follow-up time was 
similar for patients of all groups.

  Results 

 Recruitment of Healers, the Intervention and 
Participant Flow 
 Distant healing was provided by 462 healers from 21 

European countries. Healers had a mean healing experi-
ence of 9.7 years (SD = 7.9), a mean age of 51 (SD = 10.9) 
and were predominantly female (63%). Commonly used 
techniques for healers in their normal practice were lay-
ing-on of hand (73%), healing prayer (52%), healing med-
itation (40%), Reiki (33%) and chakra therapy (32%). The 
majority of healers practiced part-time (48%), 31% prac-
ticed full time, while 21% practiced occasionally. The 
mean duration of distant healing sessions reported in the 
healers’ diaries was 20.14 min (SD = 13.1). Thirty-four 

Non-expert screening
(n > 1,400)

Expert screening
(n = 875)

Randomized
(n = 411)

Excluded (n > 500)
major exclusion criteria

Excluded (n = 464)
Unable to travel (n = 22)
No recruitment centre
close (n = 17)
Not eligible (n = 424)
Consent withdrawn (n = 1)

Allocated to
knowing and no healing

(n = 109)

Allocated to
knowing and healing

(n = 102)

Allocated to
not knowing and no healing

(n = 95)

Allocated to
not knowing and healing

(n = 105)

Lost to
follow-up (n = 2)
No explanation (n = 2)

Lost to
follow-up (n = 6)
Consent
withdrawn (n = 1)
No explanation (n = 5)

Excluded (n = 1)
Inclusion criteria
not fulfilled (n = 1)
Lost to
follow-up (n = 2)
Consent
withdrawn (n = 1)
No explanation (n = 1)

Excluded (n = 1)
Inclusion criteria
not fulfilled (n = 1)
Lost to
follow-up (n = 3)
Consent
withdrawn (n = 2)
No explanation (n = 1)

Analyzed
(n = 105)

Analyzed
(n = 102)

Analyzed
(n = 94)

Analyzed
(n = 108)

  Fig. 1.  Study flow with outcome assessment in the EUHEALS trial of distant healing in patients with CFS. 

D
ow

nl
oa

de
d 

by
: 

U
ni

ve
rs

itä
ts

bi
bl

io
th

ek
 M

ed
iz

in
 B

as
el

   
   

   
   

   
   

 
13

1.
15

2.
21

1.
61

 -
 1

0/
25

/2
01

7 
8:

05
:2

8 
A

M



 Walach    et al.
 

Psychother Psychosom 2008;77:158–166162

healers had to be substituted due to non-adherence to the 
protocol and 31 healers dropped out during the trial be-
cause they withdrew consent, could no longer be reached 
or discontinued their healing practice.

  Over 1,400 patients were screened for inclusion crite-
ria by the study centre and 875 patients were screened at 
the 14 recruiting practices ( fig. 1 ). Of these, 424 individu-
als did not fulfil the inclusion criteria, 22 were unable to 
travel, for 17 patients no recruitment centre was close 
enough, 1 patient withdrew consent shortly after inclu-
sion, and 411 patients were invited and agreed to partici-
pate. Following randomisation, 2 patients did not fulfil 
inclusion criteria leaving 409 patients for evaluation. Of 
these, 13 withdrew from the study or were lost to follow-
up. Two patients did not receive the treatment they ini-
tially were allocated to. We analysed the full intention-to-
treat sample of 409 patients recruited to this trial.

  Primary Outcome 
 All groups were well balanced for relevant baseline 

characteristics ( table 1 ).  Table 2  shows that for each of the 
four groups there were small differences in the post-treat-
ment – pre-treatment MHCS but substantial variation. 
Negative score values indicate higher MHCS before treat-
ment. The analysis of covariance showed no differences 

in post-treatment MHCS between the groups ( table 3 ). 
There was no relevant interaction between those being 
treated and being blinded and those being treated and not 
being blinded for the intervention. The only significant 
predictor was the pre-treatment MHCS which explained 
most of the overall variance of the model (R 2 : 33.7%).

  Secondary Outcome 
 PHCS demonstrated some changes in three of the four 

groups with somewhat less variation than MHCS. Those 
not being treated, and knowing it, showed virtually no 
difference in the PHCS at completion. In the analysis of 
covariance of post-treatment PHCS there was a small and 
non-significant effect from distant healing (1.11; 95% CI 
–0.255 to 2.473; p value = 0.11). There was no interaction 
effect for treatment and blinding (p value = 0.32), but we 
found a mean difference of –1.544 (–2.913 to –0.176) in 
PHCS between the unblinded and blinded groups, indi-
cating that those knowing they were not being treated 
experienced a slightly worse outcome (p value = 0.03) 
compared with all others.  Figure 2  indicates that there is 
little difference in PHCS for the immediately treated 
groups and the groups who were blinded to the fact that 
they were not treated initially. Those who knew that they 
were not being treated scored on average 2.8 units lower 

Table 1. Baseline characteristics of trial participants

Blinded and
distant healing
(n = 105)

Not blinded and
distant healing
(n = 102)

Blinded and no
distant healing
(n = 94)

Not blinded
and no healing
(n = 108)

Age, years 47.5810.7 48.1810.0 46.2810.9 50.4812.8
Female, % 74.3 76.5 76.6 75.0
Education, % with ≥13 years 48 36 55 42
Unemployment, months 36.3838.2 34.8849.6 27.7822.3 28.7827.4
Duration of CFS, years 11.389.4 9.686.7 9.688.6 11.989.9
Severe idiopathic CFS, % 7.6 2.9 4.3 3.7
Fatigue severity scorea 6.280.9 6.180.9 6.181.1 6.081.1
Credibility of distant healing , z-score –0.2282.65 0.0682.60 –0.3383.01 0.4382.53
Expectancy of distant healing, z-score –0.2082.97 0.1982.74 –0.3082.93 0.2782.77
Belief in CAM, subscale belief b 13.984.6 14.385.0 13.484.5 13.484.5
Belief in CAM subscale holistic medicinec 12.683.2 12.883.8 12.383.6 12.583.6
Never visits church, % 34.6 24.7 24.4 23.3
Considers him/herself unreligious, % 12.2 14.4 11.3 16.8
Considers religion as very important, % 20.1 11.8 17.0 20.0

Values are expressed as mean 8 SD unless otherwise indicated.
a Range of fatigue severity score: 1 (low) to 7 (high). 
b Holistic Complementary and Alternative Medicine Questionnaire: range of subscale Belief in CAM 5 (low) to 30 (high). 
c Holistic Complementary and Alternative Medicine Questionnaire: range of subscale Holistic Health Beliefs 6 (low) to 36 (high).
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on PHCS. Besides blinding, the only covariates contrib-
uting significantly to the model and being positively cor-
related to PHCS were pre-treatment PHCS, duration of 
CFS (the longer the disease duration the lower the PHCS) 
and expectancy of benefit from the treatment (the higher 
the expectation the larger the benefit). This model ex-
plained 50.6% of overall variability of PHCS. An analysis 
of variance without covariates yields essentially the same 
results ( fig. 2 ).

  Post hoc Analysis and Follow-Up 
 The analysis of improvement during the trial of blind-

ed patients according to their beliefs on treatment status 
yielded interesting additional insights: improvement in 
the secondary outcome, PHCS, in blinded and treated pa-
tients was d = 0.72 for patients who believed they were 
treated (n = 19), and d = 0.30 for patients who believed 

A
d

ju
st

ed
 m

ea
n

s

35.5

35.0

34.5

34.0

33.5

33.0

No knowledge Knowledge

Healing

No healing

Table 2. Unadjusted mean (8SD) component summary scores for mental and physical health (SF-36) according to treatment status 
and blinding in patients with CFS (n = 409)

MHCS scores (SF-36) PHCS scores (SF-36)

pre-treatment post-treatment change scores pre-treatment post-treatment change scores

Blinded and distant healing 36.67811.45 36.37811.98 –0.2989.54 31.0288.09 34.6989.77 3.6686.83
Not blinded and distant healing 34.88810.46 36.61810.75 1.74810.25 31.7587.94 34.79810.41 3.0487.38
Blinded and no distant healing 37.28810.27 38.44812.01 1.16811.07 31.7888.83 35.08810.01 3.2987.28
Not blinded and no distant healing 35.16811.56 35.97811.56 0.81810.45 32.7189.81 33.4689.68 0.7587.85

Component scores are normalised to a T distribution with a mean of 50.

Table 3. Analysis of covariance for MHCS and PHCS scores in patients with CFS

Coefficient F p value Effect (SE) 95% CI

MHCS (SF-36)
Distant healing –0.22 0.22  0.64 –0.44 (0.93) –4.04 to 3.16
Blinding for treatment 0.04 0.01  0.93 0.08 (0.94) –3.52 to 3.68
Interaction of distant healing and blinding for treatment 0.63 1.81  0.18 1.25 (0.94) 2.35 to 4.86
Covariates
SF-36 MHCS scores at baseline 0.615 207.2  <0.001

PHCS (SF-36)
Distant healing 0.55 2.56 0.111 1.11 (0.69) –0.26 to 2.47
Blinding for treatment –0.77 4.92 0.027 –1.54 (0.70) –2.91 to –0.18
Interaction of distant healing and blinding for treatment 0.35 1.01 0.316 0.70 (0.70) –0.65 to 2.05
Covariates
SF-36 PHCS scores at baseline 0.800 398.2 <0.001
Time since onset of CFS –0.142 12.05 0.001
Expectancy of benefit from distant healing 0.365 8.75 0.003

  Fig. 2.  Adjusted PHCS mean scores (SF-36) for patients with im-
mediate versus deferred healing (healing and no healing) and for 
patients with blinding and no blinding for treatment status (no 
knowledge and knowledge) after 6 months. 
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they had not been treated (n = 80). Improvement in PHSC 
in blinded and untreated patients who believed they were 
treated was d = 0.95 (n = 16), and was d = 0.2 (n = 74) for 
patients who believed they had not been treated. For the 
primary outcome, in MHSC we found similar though less 
pronounced trends: improvement in MHSC in blinded 
and treated patients who believed to be treated was d = 
0.34, and in those who believed that they were not treated 
it was d = –0.1. In blinded and untreated patients who 
believed they were treated the improvement in MHCS 
was d = 0.71, and in those who did not believe to be treat-
ed the MHCS deteriorated (d = –0.04).

  Seventy-five percent of all patients responded to the 
follow-up SF-36 questionnaire. In general, physical health 
continued to improve over the follow-up period and was 
a further 2–3 points for PHCS in all groups. MHCS 
showed a more complex pattern and deteriorated 1 point 
in the group that had not been treated and did not know 
this; this group had received their treatment in the fol-
low-up period. The group that was treated without their 
knowledge during the trial reported a further 4 points of 
improvement in the follow-up period. The group that 
went untreated and knew this improved 4 points after the 
trial, when they knew they were being treated. And those 
who had received their treatment knowingly during the 
trial had not much further improvement in the follow-up 
period.

  Discussion 

 Distant healing itself appears to have no significant ef-
fect on mental or physical health in this patient group. 
However, the improvement seen in both treated groups 
and in those blinded and waiting for treatment, of ap-
proximately a third of a standard deviation in PHCS, is 
clinically important when considering the severity and 
chronicity of this illness. The group that knew they were 
waiting for treatment reported no change in their PHCS. 
The change in the two treated and one of the control 
groups appears to be the effect of expectation; all of these 
individuals were either receiving treatment or thought 
that they might. The only group with a stable outcome 
was the one that knew they would not receive immediate 
treatment. This interpretation is supported by our post 
hoc data which show that the 22 patients who believed 
that they had been treated improved considerably. The 
improvement was more than a standard deviation com-
pared to patients who thought they had not been treated 
(measured 12–18 months after initiation of the treat-

ment). This is also consistent with a recent meta-analysis 
of placebo effects in CFS which reports an effect size of 
19.7% improvement from placebo in this condition  [23] . 
However, since these data and the information about 
treatment beliefs are post hoc it is difficult to assess 
whether the individual’s belief was a result of the im-
provement or the cause for it. It is interesting to see that 
the expectation of outcome was evenly distributed across 
groups before the trial ( table 1 ), hence the effect is not due 
to initial bias. Taken together, this suggests that expecta-
tion and belief are powerful factors in improving the clin-
ical status of people with CFS  [36] .

  This study provides no evidence for the clinical effec-
tiveness of distant healing in itself. This observation 
could have a number of explanations. Generic quality of 
life measures could be less responsive to subtle changes 
in quality of life in this population  [37, 38] , and it is a 
shortcoming that no additional outcome measures are 
available. The inclusion of a heterogeneous group of heal-
ers could have diluted a specific treatment effect from a 
small group of effective healers but we found no evidence 
for such an effect in our data. Some authors have sug-
gested that blinding may destroy effects of healing by 
generating uncertainty in patients and healers  [39] . We 
did not find any interaction between blinding and treat-
ment that would support this hypothesis.

  We calculated that we had an 80% power to detect a 
standardized mean difference of d = 0.28 when allowing 
for interaction so we do not believe that our trial was un-
derpowered. We identified MHCS as the primary out-
come, based on our initial pilot study. In retrospect, it 
appears that patients may be more likely to record im-
provement in physical health because of their attribu-
tions of CFS to physical causes. It has been suggested that 
the sceptical beliefs of trial participants and investigators 
might contribute to unsuccessful outcomes in distant 
healing. Scores of health beliefs measured with the Holis-
tic Complementary and Alternative Medicine Question-
naire were in the average range and pre-treatment expec-
tancies measured with the Treatment Credibility and Ex-
pectancy Scale were centred on zero in our patient 
population, suggesting patient equipoise in relation to 
healing. The study investigators’ attitudes towards dis-
tant healing were also recorded and were similarly bal-
anced. We recruited patients with CFS in Germany and 
Austria through a media campaign and specialized clin-
ics. Our sample is therefore likely to be representative of 
people with severe CFS. Healers practised according to 
various traditions and came from all European countries. 
The findings from this trial therefore may be generalis-

D
ow

nl
oa

de
d 

by
: 

U
ni

ve
rs

itä
ts

bi
bl

io
th

ek
 M

ed
iz

in
 B

as
el

   
   

   
   

   
   

 
13

1.
15

2.
21

1.
61

 -
 1

0/
25

/2
01

7 
8:

05
:2

8 
A

M



 Effectiveness of Distant Healing for 
Patients with Chronic Fatigue Syndrome  

Psychother Psychosom 2008;77:158–166 165

able to patients with CFS in the context of European heal-
ing traditions.

  The negative findings from this trial do not imply that 
a therapeutic relationship and positive therapeutic intent 
do not have beneficial effects for individual patients. We 
suggest that future studies on spiritual healing particu-
larly focus on the healer-patient relationship and the im-
portance of belief as well as investigating the specific 
therapeutic effects using different methodological ap-
proaches such as qualitative research and N-of-1 trials.

  This rigorously designed, randomized controlled and 
partially blinded trial in patients with CFS showed no 
significant effect for distant healing in MHCS (SF36) and 
a small effect in PHCS (SF36) which might be due to pa-
tient expectation. In addition, we found little evidence for 
a blinding/treatment interaction, although those who 
knew they were not being treated recorded poorer out-
comes for the PHCS scores. Our post hoc analysis sug-
gests that the most important clinical effects of distant 
healing may be related to patients’ beliefs about whether 
they received treatment.
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