Guidelines for Use of Touch

By Robert E. Longo
The following guidelines are designed to help staff and patients work with touch while maintaining healthy and safe boundaries. They are subdivided into key issues regarding the use of touch with patients.

These guidelines are not applicable to the use of restraint with patients. When a patient behaves in a fashion in which he/she poses a threat or harm to him/her self or others, program policy regarding management of aggressive behaviors and use of restraint are to be followed.

I.  Touch is not for every patient.
The use of touch and one’s individual comfort level with touch are determined by a variety of factors. Age, culture, and family values, and life experiences play a role in one’s level of comfort regarding touch.

Given individual differences and other factors it is important that you know the patient well before you discuss touch and then engage in the use of touch with a particular patient. You can turn to a variety of materials to assess touch comfort. Previous assessments can help determine a patient’s comfort with being touched or potential problems if touch is used. It is important, however, to recognize that previous evaluations may not always be accurate.

Staff observation is one of the best resources to determine a patient’s comfort level regarding touch. After a patient is admitted to a program the issue of touch can be discussed with the patient and self-report can be used to see if staff observations and previous evaluations are accurate. 

When there is uncertainty about the use of touch with a particular patient then treatment team review can be utilized to make determinations regarding the use of touch. 

Line staff need guidance from therapists regarding not only the use of touch, but how and when touch should be used with particular patients. To best understand these principles it is highly recommended that all staff have some basic training in boundaries and boundary issues before engaging in touch with patients. 

One critical piece of information about using touch is making sure patients understand that they can feel comfortable saying “no” to touch. Often patients have a hard time saying no to other issues that happen in treatment programs. With touch we want to make sure they understand that it is their bodies and they can say no to anyone, including staff, they do not want touching them. They may feel peer pressure or staff pressure as a result of the power differential regarding touch.  Patient education/training about touch/boundaries should be conducted. Staff must be able to discuss touch issues with patients.

Touch is fluid. A staff or patient may feel comfortable with touch one moment and not the next. Feelings about touch can and will vary.

II. Touch is contraindicated for some patients.
Our patients come from a variety of backgrounds and experiences.  Unfortunately, most of our patients have experienced childhood abuse and neglect and in many cases the abuse was physical and/or sexual. Children who have had traumatic experiences may be uncomfortable, afraid of, and even act violently as a result of being touched in any way. 

Some patients may have behavioral issues that warrant we not use touch with them during periods they are in treatment. Some behavioral problems that would preclude the safe use of touch are boundary problems, sexual acting out, aggression issues, and sexualized behavior in response to being touched. Cultural and/or family values may also be reasons to not engage the use of touch with a particular patient. 

When there is a concern about using touch with a particular patient, treatment team discussion and review during the course of treatment should be done on a routine basis. Always refer to previous clinical reports, psycho-social assessments, and other documents as a potential resource for this type of information on patients.

III. Touch is not for every staff person.
Staff must also be comfortable with the use of touch. Based on cultural, family and other influences, some staff may not believe in or engage in touch with patients which is perfectly fine and natural. One critical point, however, is that staff should not differentiate between patients regarding the use of touch. All patients should be treated equally as touching one patient and not another can indicate favorites and giving certain patients special attention (i.e., as a general rule staff should not hug one patient and deny a hug to the next based upon personal likes or dislikes). Such behavior on the part of staff is often more damaging then helpful. 

Not every staff person will be comfortable engaging in touch with patients. We must also teach staff to feel comfortable saying “no” to touch and other requests made by patients when they may feel program pressure or other pressures to participate in treatment activities, etc. Touch is a personal choice. Again, there may be family and/or cultural issues that come into play when staff make decisions about the use of touch. 

Staff education on touch is necessary. Staff need to understand boundary issues, impact issues related to unwanted touch, and education to address how they can respond in a healthy way when learning about and seeing touch. See Figure#1, Continuum of Touch.

IV. Touch is an individual choice for both parties, (patient and staff/ patient and patient).
When people engage in touch, regardless of type, it should always be a two-way agreement. We have all had the experience of a simple gesture of extending one’s hand for a handshake only to be met with a rather meek quick shake or no reciprocation from the other party. As staff, we can’t assume that by simply giving a patient the choice that the patient understands the implications. We must clarify with the patient that his/her choice is one’s own and not the result of power differentials or pressure from others.  If a patient does not choose to engage in touch or activities or experiential exercises that involve touch, there should never be any consequences for the patient. 

V. Touch involves an understanding and agreement between both parties
Our patients come to US with different needs, and varied disabilities. In some cases age, developmental stage, and learning disabilities can effect whether a patient is confident and comfortable in agreeing to treatment matters and issues. We cannot assume that a patient can understand and agree to touch. We  must clarify with the patient his/her understanding about touch, touch guidelines, saying no and so forth.  We must also remember that touch is fluid and a patient or staff person’s decision to engage in touch may change from one moment to the next. 

VI. Types of touch (peer to peer  & staff to patient)
There are various types or levels of touch. The first type of touch is general greetings (formal and informal) that include professional greetings, i.e., hand shakes and friendship greetings, i.e., high 5, dap, etc. General greetings, how they are done, and when they are done can vary among both staff and patients. We need to be sensitive to cultural differences, gender differences, individual differences and individual comfort level, while using both common sense and sound professional judgment.  Hugs are not to be considered as a general greeting for all persons.

The next type/level of touch is normalized/socialized touch. This type of touch is normal in most social settings, relationships, and social contacts. This type of touch includes pats on the back, hugs, side hugs, and other forms of healthy social skills that one finds within families, between friends, etc., and sports activities that require physical contact.  Touch with patients should always be done in a professional manner taking into account a variety of issues including the patient’s age and what would constitute developmentally appropriate touch. This type of touch should always be done in the presence of one or more staff.

Touch used during therapeutic activities, i.e., in treatment groups, in experiential exercises, milieu activities, etc., is the third level or type of touch (i.e., group hug). This type of touch is always done in the presence of clinical staff and by clinical staff. This type of touch is always done with a specific and therapeutic purpose in mind, i.e., it is a part of a group activity, experiential exercise, or role-play. Touch to be used is explained to the patient.

The following serves as a continuum of touch within programs and/or facilities.

Figure #1 Continuum of Touch with Patients
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VII. When touch is appropriate.
Touch is fluid and therefore it is not possible to determine when all types or levels of touch are deemed appropriate. These guidelines help staff better assess the use and appropriateness of touch. 

Peer to peer touch should occur using the following guidelines:

First, there should always be one or more staff persons present, even when using general greeting. This helps avoid false accusations regarding patient-to-patient contact.

Normalized touch should always occur in front of one or more staff persons. This type or level of touch should be reviewed by the Therapist/Case Manager and/or treatment team when necessary. There should always be a therapeutic reason for this type of touch to occur, whether between two patients or patient and staff person. 

Touch in therapy should always occur in the presence of one or more clinical staff. This type of touch is activity-based. This type or level of touch should be reviewed by the Therapist/Case Manager and/or treatment team when necessary. There should always be a therapeutic reason for this type of touch to occur, whether between two patients or patient and staff person. 

VIII. Always in the presence of another staff person.
With the exception of general greetings, all types of touch should be done in the presence of one or more staff persons. Peer to peer touch should not occur unless there is a staff person present. Staff to patient touch should always occur in the presence of one or more staff persons. Therapeutic touch should always be done in the presence of one or more clinical staff.

IX. Boundaries.
There are several issues that need to be addressed when determining whether to engage in touch with a patient and if a particular patient will benefit from engaging in touch. Personal boundaries is a critical part of using touch.

Each individual has a set of personal boundaries that govern his/her life. Patients are often lacking in healthy boundaries which may result from environmental and familial influences.

When we look at people who are likely to invade personal boundaries of others or display poor boundaries with others, they are people who may suffer from chronic anger problems (and may deliberately exploit others), poor social skills development, or lacking in healthy values and beliefs about how one treats other people. 

For example, people who are passive in nature (who do not exercise personal power) often have no boundaries and allow people to use them or take advantage of them. People who are aggressive (who try to control and over power others) overstep the boundaries of others. For example, people who are passive in nature (who do not exercise personal power) often have no boundaries and allow people to use them or take advantage of them. People who are aggressive (who try to control and over power others) overstep the boundaries of others. 

People who are appropriately assertive (who see themselves and others equally and are just concerned about power over themselves and exercise self-control) know how to appropriately set boundaries.  People who are appropriately assertive (who see themselves and others equally and are just concerned about power over themselves and exercise self-control) know how to appropriately set boundaries. 

Boundary styles are often described as a) non-existent, b) walled, and c) healthy. For people who are passive, they usually do not recognize boundaries for themselves or for others. People who are angry and aggressive are often walled. They do not let others in and are protective of the self.  People with healthy boundaries respect themselves and respect others. They get their needs met through appropriate assertiveness and self-expression, and do not use, exploit, or take advantage of others.

When we consider the use of touch in programming, we must take into account boundaries for one’s self as well as boundaries we observe in others. People’s boundaries are different based upon their culture, upbringing, and personal values and beliefs systems. Individual boundaries must be respected while at the same time addressed when they work in a clinical setting. 

In some cases, one’s boundaries may need to be worked with when they fall outside of the boundaries a program sets regarding work with the patients. If personal boundaries are too loose, there is a potential for problems to arise within a clinical setting. If one’s boundaries are too rigid, the efficacy of treatment may be impacted.  At the very least we must recognize others’ boundaries, their differences, and be respectful toward them. 

One important issue related to boundaries is the relationship between patient and staff. It is difficult sometimes to keep boundaries when working with children; the temptation is to parent them. Staff must be vigilant about keeping the relationship as a friendly professional one and not one of professional friendship.

Transference and counter transference are other areas in which staff must be trained and educated. Understanding these important therapeutic elements will help staff keep professional boundaries.

When touch is used, staff should take time to talk with patients about touch, the types of touch, the use of touch in programming, and teach them appropriate ways of both expressing their feelings regarding touch as well as what types of touch are appropriate between patients and between staff and patients.

Patients should be oriented to all program rules and policies including the use of touch. Each patient should be assessed to determine if the patient is okay with touch or whether there are clinical and or personal reasons why a particular patient should not engage in touch between staff and patient or patient to patient. Reasons may include but are not limited to: 1) previous trauma/abuse, 2) aggression problems; and 3) the patient has a history of engaging in sexual touch with other patients and/or staff.

X. Developmental issues and touch.
Levels one and two touch (general greetings and normal/socialized touch) are important clinical aspects regarding children with attachment disorders. An increasing amount of literature is now speaking to the value of using touch in facilitating attachment.  

As children grow older and enter the teen years, their need/desire for touch can become more fluid. Some will want hugs while others may not. Age issues need to be addressed when engaging patients in touch.

Gender differences must also be addressed in regard to the use of touch. Differences between male and female patients and how they view and/or use touch must be noted and respected. Issues related to touch by male staff and female patients and female staff and male patients may also be apparent. Patients with gender identity problems may be more sensitive to touch by same sex staff or patients. A patient who is homophobic may perceive touch by a same sexed person as threatening. Patients who are exploring homosexual (gay/lesbian) lifestyles may perceive touch by a same sexed person as a come on or sexual, regardless of the nature of the touch. 

Some patients may have identified problems regarding their beliefs about touch. Some  may see touch solely as a way of being sexual. Others may be retraumatized (i.e., a female patient who was sexually abused by an adult male). Others may have no problems being touched by women, but may experience traumatic feelings if touched by a male staff person. 

The patient’s level of functioning can also play a role in how they perceive touch. Normal functioning patients may experience a variety of problems regarding touch between patients or between staff and patients. Lower functioning patients may experience more problems with touch. Lower functioning clients are more likely to experience touch differently than it was intended, i.e., interpreting a hug as a sexual come-on, interpreting any level or type of touch as sexual when in fact it is not. 

XI. General education on touch for staff.
When programs develop guidelines and/or policies regarding the use of touch in clinical settings, staff education is important.  As noted above the use of touch is a complex issue and there are many related areas that must be addressed. In order to assure the appropriate use of touch within programs, programs should provide training in the following areas:

( Child development

( Attachment theory

( Values clarification

( Professional boundaries and the therapeutic relationship

( Use of touch in clinical programming

XII General education on touch for patients.
In addition to staff, patients need similar education on touch and education on related subjects such as values clarification, boundaries, and healthy non-sexual relationships. Education on touch should be done in both a group format with follow-up and in an individual counseling session.

XIII. Alternatives to touch.
When touch is contraindicated for certain patients or when staff persons do not feel comfortable engaging in any level of touch, there are limited alternatives for certain types of touch.

For level one - generalized greetings, a simple wave or thumbs up gesture can signal a “hello” or greeting. Patients can make up verbal greeting “flash cards” that say hello, good morning, etc. and use those in lieu of a handshake or high five.

For level two - normalized/socialized touch there are few substitutes.

For level three - touch in therapy, there are some substitutes for experiential exercises that may work. For example, instead of holding hands, patients may both take the end of a bandana that signifies holding hands. 

Generally speaking, however, there are few substitutes for touch. When one has restriction or concerns regarding touch they must be honored. Creative ways of working in group, congratulating others, and greeting others that show warmth, caring, and concern, should be explored and used whenever possible. 

XIV. Cultural issues.
As noted above, patients and staff both come from a variety of cultures and regions throughout the United States, and in some cases abroad. Each of us, both patients and staff come with our own set of values and beliefs that reflect our families, cultures and diverse backgrounds. 

As staff it is our job to help educate others and teach respect and tolerance to those whose values and beliefs differ from ours. We must be willing to accept cultural and family differences in values and not push patients or staff to engage in touch when they are not comfortable doing so. 

When we find patients with unhealthy boundaries and/or with problems related to touch, we must always think of what is best for that person therapeutically. We do not want to push our values and beliefs on others. We must uphold program policy, procedure, rules and regulations without infringing on the beliefs of others in ways that are not therapeutic.

