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Purpose/Objectives: To explore the experience of being 
touched in people diagnosed with cancer and undergoing 
IV chemotherapy.

Research Approach: Qualitative, phenomenologic.

Setting: Central New York and northern Pennsylvania, both 
in the northeastern United States. 

Participants: 11 Caucasian, English-speaking adults.

Methodologic Approach: Individual interviews used 
open-ended questions to explore the meaning of be-
ing touched to each participant. Meanings of significant 
statements, which pertained to the phenomenon under 
investigation, were formulated hermeneutically. Themes 
were derived from immersion in the data and extraction 
of similar and divergent concepts among all interviews, 
yielding a multidimensional understanding of the meaning 
of being touched in this sample of participants. 

Findings: Participants verbalized awareness of and sensitiv-
ity to the regard of others who were touching them, includ-
ing healthcare providers, family, and friends. Patients do not 
classify a provider’s touch as either task or comfort oriented. 
Meanings evolved in the context of three primary themes: 
building rapport within the healthcare setting, adjusting to 
changing patterns of touch with family and friends, and 
intentionally incorporating the therapeutic use of touch.

Conclusions: The experience of being touched encom-
passes the quality of presence of providers, family, or 
friends. For touch to be regarded as positive, patients must 
be regarded as inherently whole and equal. The quality of 
how touch is received is secondary to and flows from the 
relationship established between patient and provider. 

Interpretation: This study adds to the literature in its find-
ing that the fundamental quality of the relationship between 
patient and provider establishes the perceived quality of 
touch. Previous studies have primarily divided touch into 
two categories: touch that is intended to provide comfort 
and touch that is incidental to providing care. This distinc-
tion was not substantiated by the perceptions of patients in 
the current study. Participants identified that being viewed 
as a whole and vital individual in the context of relation-
ships with others, including providers, was fundamental to 
perceiving any form of touch to be positive, rather than 
invasive or uncomfortable. 
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Journal Club Article

The Meaning of Touch  
to Patients Undergoing Chemotherapy

Katherine E. Leonard, RN, MS, FNP-BC, and Melanie A. Kalman, RN, PhD

P 
eople diagnosed with cancer face myriad 

life-changing experiences. For many, these 

experiences consist of physical discomfort, 

a bewildering array of medical procedures, 

dependency on the skill and knowledge 

of others, and uncertainty regarding the outcome of 

their illness. The stress of diagnosis and treatment can 

heighten patients’ awareness of many aspects of daily 

interactions, including being touched. Touch is a natural 

impulse as a means to communicate caring and reassur-

ance. This is particularly true in nursing, a field in which 

touch is a foundation of care. Chang (2001) stated that 

“touching is approached as a form of communication” 

and that “physical touch is an essential and universal 

component of nursing care,” as well as that “nurses 

touch within the caring perspective” (p. 820).  

Touch has the power to close interpersonal space and 

create relief from suffering or, conversely, to exacerbate 

suffering through increased isolation and vulnerability. 

In addition, touch is a more compelling form of contact 

than sight or hearing because it signifies vulnerability 

(Gadow, 1984). Touch communicates powerfully and 

viscerally. Author, activist, and lecturer Helen Keller, 

who was blind and deaf, can be considered as one of 

the quintessential observers of the quality of touch. 

The hands of those I meet are dumbly eloquent to 

me. The touch of some hands is an impertinence. 

I have met people so empty of joy, that when I 

clasped their frosty finger-tips, it seemed as if I 

were shaking hands with a northeast storm. Others 

there are whose hands have sunbeams in them, so 

that their grasp warms my heart. It may be only 

the clinging touch of a child’s hand; but there is 

as much potential sunshine in it for me as there is 

in a loving glance for others. (Keller, 2004, p. 105)

Consequently, understanding the meaning of touch to 

patients is critical and requires patients to become the 

informants. The stories of patients’ lived experience 

of touch are largely missing from nursing literature. 

Routasalo (1999) observed that touch may be “so 
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integral . . . that the need for serious research is not 
recognized,” but that “more research, and qualitative 
research in particular, is needed to better understand 
the effects and meaning of touch” (p. 849).

Nursing theory and research regarding touch have 
primarily focused on categorizing the types of touch 
that nurses provide in the context of carrying out tasks 
and providing comfort. In a literature review of physi-
cal touch in nursing studies, Routasalo (1999) tabulated 
27 categories of physical touch defined by 22 individu-
als or groups of nurse researchers. Chang (2001), in 
an observational study of the conceptual structure of 
physical touch, determined five additional types of 
touch that were defined as touch “operating in caring 
situations” (p. 825). However, Routasalo (1999) stated 
that “the use of multiple categories in research increases 
the risk of misinterpretation” (p. 848). By categorizing 
touch associated with tasks into many different groups, 
a lack of awareness persists regarding the fundamental 
way in which any touch is an expression of interperson-
al regard; as such, the presence or absence of this regard 
is easily perceived by the patient, regardless of task. 

The nursing literature has a surprisingly small num-
ber of studies that focus directly on patients’ experi-
ences that could clarify the meaning of touch. O’Lynn 
and Krautscheid (2011) conducted structured group 
interviews about patients’ attitudes toward intimate 
personal care. Interview themes selected by the re-
searchers focused on communication, choices, gender, 
and professional touch. The most thorough discussion 
among participants involved “their desire for rapport 
with the nurse if care involved intimate touch,” with 
one participant wanting to “make a human connection” 
(O’Lynn & Krautscheid, 2011, p. 27). 

Sundin and Jansson (2003) note that a nurse’s touch 
can create a feeling of connection for a patient, as well 
as affirmation of his or her intrinsic value as a person. 
Similar results were noted by Bottorff (1993) who, using 
the technique of qualitative ethology, examined video 
recordings of nurses caring for patients. Bottorff (1993) 
determined that when a nurse is so moved to use gen-
tleness and concern as part of his or her response to a 
patient, particularly when doing personal care requiring 
touch, the patient perceived the interaction in a positive 
manner. In a phenomenologic study of patients’ ac-
counts of illness, Morse, Bottorff, and Hutchinson (1994) 
stated that the “performance of routine interventions” 
itself did not enhance a patient’s comfort; instead, “the 
interventions were being done for the patient and with 
the patient and not simply to the patient” (p. 191). 

Within a cultural context, patient perceptions of being 
touched include a deep level of interpersonal commu-
nication and wholeness. An ethnographic study by Mo-
rales (1994) found that hospitalized Puerto Ricans with 
cancer viewed a nurse’s touch as enhancing their cop-

ing abilities and conveying “acceptance of the patient 
as person, both of which lead to patient confidence” 
(p. 468). Chang (2001), in a study of Korean healthcare 
professionals and patients, noted that the “concept of 
physical touch emerged as a complex phenomenon 
having meanings on several different dimensions and 
structures” (p. 823). In addition, Chang (2001) observed 
that the “physical touch in caring as a behavioural pro-
cess of skin-to-skin contact between people is based on 
commitment to humanism . . . through which physical 
and emotional comfort is promoted and spirituality is 
shared” (p. 824).

The current article describes a phenomenologic 
study exploring the meaning of touch to patients who 
were diagnosed with cancer and actively undergoing 
treatment with IV chemotherapy. The study focused 
on the patients’ perceptions of being touched follow-
ing diagnosis and during treatment. Statements of the 
participants clearly articulate their perception that the 
quality of touch is not limited to situations in which 
comfort is being offered. Their perceptions of being 
touched transcend the situation in which touch is being 
given; the ability to convey positive regard and caring 
depends largely on the healthcare provider.

Methods
Design

Phenomenology, particularly the perspective devel-
oped by Merleau-Ponty (1962), has been used in the 
current study as the philosophic mode of inquiry. It is 
also “the study of human experiences” (Sokolowski, 
2000, p. 2) and the way these experiences influence 
perceptions of being in the world. Emphasis is placed 
on the essential nature of human experience being situ-
ated within a unique body (Wilde, 1999b). The lens of 
Merleau-Ponty (1962) focuses clearly on the importance 
of embodied existence (Wilde, 1999b) and is a perfect fit 
for the study of lived, or embodied, meaning of touch 
in people diagnosed with cancer.

Phenomenologic methods incorporate open-ended 
questions during individual interviews to elicit the 
essential experience of a phenomenon to the partici-
pant without predetermined parameters. This allows 
participants to define what they consider essential to 
the topic of exploration. Because Merleau-Ponty (1962) 
does not specify a detailed method of data interpreta-
tion in his work, the methods used in the current study 
followed the linear steps in conducting phenome-
nologic research described by Colaizzi (1978) and the 
content analysis described by van Manen (1990). van 
Manen’s (1990) approach to hermeneutic phenom-
enology was used as a guide to deepen the process of 
understanding the experience and eliciting meanings 
of the experience (Wilde, 1999a).
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Setting and Sample

Following approval from the institutional review 
board of the State University of New York Upstate 
Medical University in Syracuse, patients who indicated 
a willingness to participate were referred to the primary 

author by providers in central New York and northern 

Pennsylvania, both in the northeastern United States. 

The study included 11 adults (8 women and 3 men) who 

met the eligibility criteria of being aged 18 years or older, 

having been diagnosed with cancer, and undergoing 

active treatment with IV chemotherapy at the time that 

consent for participation in this study was obtained. All 

Building Rapport

“The varieties [of touch] I would say . . . were from fabulously com-
passionate and . . . great to . . . just very detached and just doing 
their j-o-b job—not participating in you.”
—Female patient in late 50s with colorectal cancer

“What it means to be touched is . . . to me, it’s a need, an emo-
tional need from deep inside . . . that comes from a thought that 
goes to your heart, and when you receive that feeling, that touch, 
that hug, there’s that spiritual transference to yourself that you get. 
It just makes you feel good, you know?”
—Male patient in early 60s with recurrent non-Hodgkin lymphoma

“I always try to take care of [my patients] like they were [my fam-
ily]. . . . It makes the touch or anything they’re doing to you more 
accepting and safe, and it changes the whole situation.”
—Female patient in mid-30s with breast cancer

Demonstrating Gentleness and Caring 

“Just a gentle touch on your hand when you’re having a tough time 
or when, you know, tearing up or trying to talk. . . . It made me feel 
more comfortable. It definitely helped me.”

“I got hugs and kisses. . . . [It made me feel] wonderful, very well 
loved, very cared about. . . . I was very fortunate. . . . I knew the 
people. I knew how competent they were, how well trained, and 
you know, just how they cared about me so much. . . . I got kisses 
and touches. . . . I got a lot of hugs and a lot of kisses, and before I 
went into the room, and there [was] . . . not a dry eye in the place. 
Yeah, I found it very comforting. . . . I found it very comforting.”
—Female patient in mid-40s with breast cancer

“[The physician doing the colonoscopy] had to do a little exam, and 
he asked permission . . . told me what he was doing . . . what was 
going on. . . . His hands were very soft, very gentle, [and] nothing hurt. 
. . . He’s . . . very kind, very dedicated. . . . He was very respectful.”

“This one fellow . . . who took out the drain was very sweet. . . . 
[He had] the softest little hands and [was] just gentle: ‘And now I’m 
going to do this; take a breath out, and that will help.’”
—Female patient in late 40s with ovarian cancer

“It was a nurse practitioner [who found the cancer]. . . . My primary 
care never gave me an exam. [The nurse practitioner] would do 
the touching, and she’s very gentle, very kind, very considerate.”
—Female patient in mid-60s with non-Hodgkin lymphoma

“He cared, but he was very determined and focused on making sure 
that that needle didn’t come out until . . . he got this dye into me.”
—Female patient in late 50s with colorectal cancer

Demonstrating Participation and Control

“[When my surgeon performed] the pelvic exam, . . . [there was] no 
asking permission, but . . . she was very matter-of-fact. She was very 
gentle. . . . When it hurt, she got it, and she responded.”

“I’m a completely compliant, good patient [who does] . . . whatever 
you tell me to do, but inside I’m like a rubber band, too tight, and 
so I think that’s how I was. . . . What really helped was them saying 
to me, ‘Okay, this is going to feel like this. This is what this is.’ . . .  

I’m curious, and the more you know, the more control you think 
you have.”
—Female patient in late 40s with ovarian cancer

Being Genuine

“I could always read people pretty good. . . . You either liked them 
or you didn’t. . . . It does make a difference. Rather than coming at 
you all fast and in a hurry . . . it’s a soft, very caring touch.”
—Female patient in mid-30s with breast cancer

“Sometimes they just pat me on the shoulder and say, ‘You’re get-
ting blood today, honey,’ and they’d rub my arm like that. . . . That 
made it feel better. . . . It was reassuring. . . . [Or] when they were 
hauling me down to take me in to the [scanner or other procedure] 
. . . they grabbed my hand and stuff like that, and . . . it made me 
mentally feel better, you know, like someone’s thinking about me.”
—Male patient in late 20s with recurrent testicular cancer

“They . . . just said, ‘We will take care of you’ . . . and there was 
a silent smile but . . . a silent touch of authoritativeness: ‘We . . . 
have this under control, and though you are floundering—mentally 
you feel you’re floundering, physically you’re floundering—we are 
here.’ . . . This is an authoritative touch.”
—Female patient in late 30s with breast cancer

“I think they’re . . . conscious of trying not to hurt you when they 
do things. . . . Even putting IVs in for surgery . . . I had veins where 
it was difficult . . . two or three attempts, but they . . . a lot of times, 
they try to put novocaine in your hand first, and things like that. . . .  
In the past, they just used to . . . you just bite down and bear it. . . .  
They are much more conscious of your dignity.”
—Female patient in late 40s with recurrent breast cancer

Being Disingenuous

“They’ll touch you and say, you know, ‘I’m sorry about this, and 
you’ll get through it.’ And that touch is supposed to be reassuring, 
I think. But it’s, to me, it’s more like, I wasn’t offended, but it was 
token. . . . It was all part of the medical procedure. . . . It wasn’t like 
a personal touch. Their brains aren’t even involved in the touch.”
—Female patient in late 50s with colorectal cancer

“[Getting prepared for surgery] was . . . cold, just cut-and-dry to 
me. . . . It wasn’t . . . personal. . . . It was just uncomfortable. Just 
because, you know, they’re washing you with the Hibiclens®, and 
you’re just exposed, and it was just, you know, ‘Put your gown on.’ 
‘Take your clothes off.’ ‘Go to the [operating room].’”
—Female patient in mid-30s with breast cancer

“[It] was the day my doctor came in and took my drains out. . . . 
All of a sudden she comes barreling in there. . . . She’s [going to] 
pull my drains. . . . I said, ‘What . . . are you doing?’ and she goes, 
‘I’m pulling the drains out,’ and I said, ‘What about the pain meds?’ 
‘Oh yeah,’ and she hits the button, yells to the nurse [and] tells her 
to bring . . . a Darvocet or something. . . . And barely got them in  
. . . my mouth, and she yanked the suckers, and it hurt. . . . I swear 
it felt like she was ripping my chest right off from me. . . . It wasn’t 
the greatest touch, I can tell you that.”
—Female patient in mid-40s with breast cancer

Figure 1. Participant Quotations Regarding Aspects of Touch in the Healthcare Setting
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participants were also required to be fluent in English, 
fully alert and oriented, able to hear and speak, and able to 
comprehend and sign informed consent for participation. 

Data Collection and Analysis

Participants were each interviewed for about one 
hour in a place and at a time of their choosing. Pseud-
onyms were used for confidentiality. Interviews con-
sisted of broad, open-ended questions and were audio 
recorded. To establish rapport and build a foundation 
for more detailed questions, initial questions centered 
on each participant’s discovery of cancer, diagnosis, 
treatment experiences, and social and personal con-
sequences of the lived experience. Exploration of the 
initial diagnosis was important because of the life-
changing nature of the diagnosis and the accompany-
ing feeling of shock that many people experience at the 
moment of receiving the diagnosis (American Cancer 
Society, 2014). Then, the course of treatment was ex-
plored, with particular attention paid to situations and 
experiences involving touch. 

Participant interviews were transcribed into Mi-
crosoft® Word. Immersion in the data required the 
primary author to read and listen to each interview 

simultaneously. This step ensured the correct tran-
scription of the interview and reinforced the primary 
author’s understanding of the linguistic sense of all 
portions of the interviews through awareness of the 
auditory cues. 

To identify themes from the individual interviews, 
each transcript was read by the primary author mul-
tiple times to allow further immersion into the partici-
pant’s text (Colaizzi, 1978). Significant statements that 
pertained to the phenomenon under investigation were 
selected, and the meanings of these statements were 
formulated hermeneutically by the primary author fol-
lowing the procedures of van Manen (1990). 

The primary author then contacted each participant 
and furnished copies of their transcripts and the signifi-
cant concepts contained within. Participants were given 
the opportunity to take part in a follow-up interview 
to add any new information or correct interpretations 
of the initial interview; two participants elected to do 
so. The concepts were then grouped and organized into 
major themes and subordinate concepts.

Auditability is the practice of providing documents 
for examination by an independent examiner. The first 
10 transcriptions and recordings were reviewed by an 

Sexuality

“[My husband] was amazing through the whole thing. [He] hugged 
me. Here I am, only one boob, and now I’m bald. . . . My husband 
uses the power of touch very, very well. . . . This is part of your sexu-
ality. . . . He’s not . . . hesitated one bit to touch me through all this.”
—Female patient in mid-40s with breast cancer

“Does this affect your sex life? Yes! . . . The chemo just has so many 
. . . weird . . . things that it does to you. . . . I’m not saying that I 
don’t have sex, but . . . everything is different. . . . You have tissue 
sensitivity; you have all kinds of problems like that.”
—Female patient in late 40s with recurrent breast cancer

“It just takes way too much energy. . . . We used to talk about it a 
lot when . . . I was first diagnosed. . . . We . . . did things more. . . . 
I still had that energy. And then . . . it . . . got used up. . . . Our love 
life just went . . . to nothing. . . . I don’t want the cancer just to take 
over everything. It’s already taken over that.” 
—Female patient in mid-30s with recurrent metastatic breast cancer

Need for the Tangible, the Familiar, and Protection

“Knowing that there was somebody there that [I felt safe with] . . .  
I calmed down some and, actually, I took my mind off the pain.”

“It’s been hard from that standpoint, not having [my mother be close] 
. . . [because], you know, everyone wants their mother when they’re 
sick, in a way, and my mom really hasn’t been there at all for me.”

“I started crying because they were poking. My boyfriend was with 
me. . . . He held my hand. . . . I did feel better. . . . It helped my 
anxiety . . . just to touch somebody that you trust.” 
—Female patient in mid-30s with breast cancer

“My mom would always want . . . [to] touch me like, ‘You’re doing all 
right,’ and [I felt like I wanted her to] get away. It made me feel better, 
but . . . I didn’t really want anyone touching me. . . . I just don’t like 
people feeling bad for me. . . . It was weird for me, like, ‘You don’t 

ever do this at home or nothing,’ so . . . I know they’re just trying 
to make me feel better. . . . It was more comforting than anything.” 
—Male patient in late 20s with recurrent testicular cancer

Support and Family Patterns

“[My daughter] much more often will come and say, ‘I love you,’ 
and just come for a hug, [saying], ‘You’re really great, Mom,’ and 
reach out and touch me, and there’s a lot of love there, and I realize 
she needs some reassuring.” 

“My daughter . . . maybe it’s being 15, but . . . she was always very 
lovey and touchy and . . . she’s been very standoffish and just, you 
know, like nothing’s wrong, but maybe that’s her way of dealing 
with it too. . . . If my daughter would even sit on the couch with me, 
I would feel better, but I don’t want to force her to.”
—Female patient in mid-30s with breast cancer

“I think [friends, family, and particularly fellow parishioners] . . . hug 
you more. They’re always happy to see you and give you a hug and 
very . . . thankful you’re there.”
—Female patient in mid-30s with recurrent metastatic breast cancer

“I noticed there was a lot more crying and stuff [than during my first 
bout with cancer]. . . . I could tell that [my family was] . . . holding 
it back a lot. . . . I think they were afraid to [reach out and touch 
me] more than anything.”
—Male patient in late 20s with recurrent testicular cancer

“[Women] just gently pat you on the back, and I don’t know 
whether they feel like they’re going to feel the same pain or they’re 
going to hurt you. . . . Women are still exceptionally reserved . . . 
and men are just like, ‘Ah, c’mon give me a hug!’ . . . Women are 
still standoffish. . . . I think it’s because they think that . . . they could 
be the ones in the position [of having breast cancer] . . . and men 
are . . . it’s like you always were.”  
—Female patient in late 30s with breast cancer

Figure 2. Participant Quotations Regarding Aspects of Touch From Family and Friends
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independent assistant who audited and confirmed or 
corrected the transcribed text. The two follow-up inter-
views and the 11th primary interview were transcribed 
by an independent transcriptionist, and the content was 
verified by the primary author. In addition, although 
all interviews were conducted by the primary author, 
the 11th interview was conducted by both authors to 
provide additional auditability and depth to the process 
of peer debriefing employed to ensure trustworthiness 
of the data.

Findings
Feeling Whole and Being Touched

Feeling whole and being touched, the overarching, 
uniting concept of the interviews conducted for the 
current study, can be expressed by the following state-
ment: Patients want to be regarded by others as them-
selves—as complete, vibrant individuals—and not as 
invalids. Being touched has an inextricable relationship 
with an individual’s sense of being. All 11 participants 
expressed how various aspects of being touched related 
to feeling whole and being regarded as such by others. 

Three major themes emerged from the participant 
interviews. The first, building rapport, evolved from 
touch in the healthcare setting and how it affects the 
relationship between provider and patient. The second, 
embracing change, focused on the context of chang-
ing patterns of touch by family and friends pre- and 
postdiagnosis. The third, intentionally therapeutic use 
of touch, explored situations in which participants 
received touch intended to be relaxing and provide 
comfort (e.g., massage therapy, assistance with personal 

care). Participant quotations regarding aspects of touch 
in the healthcare setting, aspects of touch from family 
and friends, and the intentionally therapeutic use of 
touch can be found in Figures 1, 2, and 3, respectively. 

Building Rapport

For each participant, being touched by providers 
was related to building rapport and enhancing the 
depth of the patient-provider relationship. The essen-
tial desire to be seen as a whole individual on the part 
of the participant gave each an acute sensitivity to the 
intention of the provider. The participant’s depth of 
comfort or discomfort with each touch was influenced 
by the degree that the provider was able to establish 
a personal relationship that demonstrated a positive 
regard and full attention. Without building a rapport 
that transcends the roles of expert and invalid, touch 
only serves to create distance and disengagement. 
A female participant in her late 50s with colorectal 
cancer mentioned the phrase “participating in you” in 
relation to touch, which strikes to the heart of the inter-
relationship between two people and has a poignant 
applicability within the healthcare setting. 

A genuine rapport builds a solid foundation for touch, 
which enhances the patient-provider relationship.  
Being genuine requires providers to engage deeply 
with their patients and, in turn, gives patients a sense of 
true participation and control. Even within the invasive 
process of IV access, provider approaches and uses of 
touch were perceived in many instances to be gentle 
or caring. Other attributes of provider interaction that 
positively influenced the experience of being touched 
included showing gentleness, respect, caring, concern, 

“I think [the massage] does make you feel good. . . . Before, I have a 
lot of . . . pain . . . and after it’s over with, I don’t have it. . . . [Mas-
sage has] been a savior. . . . On one occasion . . . I just could not 
get up off the chair. . . . Every muscle in my body was frozen. . . .  
My daughter . . . gave me massage therapy. . . . In about an hour, 
I was able to move.”
—Female patient in mid-60s with non-Hodgkin lymphoma

“[Professional massages] make me feel good for a day. . . . I think it 
uplifts your spirit. . . . [When I get a massage], I think more about, 
. . . ‘Oh, this feels so good. . . . I could lay here forever. Oh, I never 
want this to end.’”
—Female patient in mid-30s with recurrent metastatic breast cancer

“[My nurse’s backrub] just made the pain more tolerable . . . made me 
more comfortable. . . . Maybe it just made me feel better all around.”

“[My husband’s backrubs] are . . . warm and comforting . . . and 
[make me feel] more cared for.”
—Female patient in late 40s with recurrent breast cancer

“[When an aide washed my hair] the touch part . . . was comfort-
ing. It was warm. It was almost loving. . . . It was something you 
were missing at that point in your life . . . and it just felt good. . . .  

I would look forward to her being there because she . . . cared.”
—Female patient in late 50s with colorectal cancer

“[My nurse] gave me a nice old backrub both nights . . . and it was 
very relaxing and very comforting . . . and it was very calming. . . . 
It just really helped me sleep.”

“I love having massages [from one particular massage therapist]. . . .  
[I am] very comfortable with them . . . and I just need someone to 
drive me home because I feel like Jell-O.”

“[The massage therapist] was an older lady, and I did not care for 
her technique at all. . . . She actually got up on my back—she was 
a small lady—[and] . . . straddled my butt with her legs and kind of 
rubbed my back. . . . After that, I actually felt sick to my stomach.”

“This one little nurse [assisted me with bathing]. . . . She made me 
feel clean afterward. . . . That’s a power of touch too: Make me feel 
clean. I’ve been laying in this bed for 24 hours.”

“The first couple [of] days [after the mastectomy], I couldn’t really 
wipe myself, and [the aide] would wipe me and clean me. . . . You 
feel embarrassed about that, but she didn’t make me [feel embar-
rassed]. . . . She made me feel afterward like I was clean.”
—Female patient in mid-40s with breast cancer  

Figure 3. Participant Quotations Regarding the Intentionally Therapeutic Use of Touch
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and sensitivity to patient comfort level; giving warning 

before touching in invasive examinations; and allowing 

the patient to feel a sense of control by taking time for 

examinations and procedures.

Conversely, experiences with providers that created 

patient anxiety or were perceived as traumatic were 

commonly experienced in situations in which patients 

did not feel fully regarded; procedures and tasks took 

precedence over the relationship between patient and 

provider. For example, the power of being gentle and 

asking permission to touch was striking in the recep-

tivity to examinations of a female patient in her late 

40s with ovarian cancer. The patient had a history of 

childhood sexual abuse and said she was hypervigi-

lant regarding any form of being touched. She found 

examinations performed by her gastroenterologist and 

surgeon relatively easy to tolerate because they were 

gentle and “got it” when she was uncomfortable or 

asked permission before touching, giving her a sense of 

control and agency in her own care, which profoundly 

eased her discomfort.

When the provider is focused on a task and excludes 

the patient as a coparticipant, interactions are often 

alienating. Fear and anxiety occur in situations that 

create a sense of isolation and uncertainty (e.g., under-

going scans or radiation therapy treatments, suffering 

from severe side effects of treatment). A female patient 

in her late 50s with colorectal cancer recalled the inser-

tion of a nasogastric tube in the emergency department, 

an experience that was traumatic primarily because of 

the absence of allowing the patient any sense of agency 

or control in the process. 

[I was alone and had fallen asleep when the physi-

cian] just started, even before I was even awake, 

. . . ramming a tube down my nose. . . . It was like a 

nightmare. . . . She didn’t even explain what why or 

what this was. . . . I asked her to stop; she ignored 

me. . . . I felt almost stripped naked. . . . No respect 

for me. . . . [I] felt isolated. . . . It was almost like 

being raped.  

Touch of Family and Friends 

Each participant’s response to touch from family and 

friends reflected the unique expression of vulnerability  

inherent in their relationships. All participants ex-

pressed the desire for normality and wholeness during 

periods of deep suffering. Being touched was, for most, 

a tangible form of support. For one female participant 

in her mid-40s with breast cancer, the support from her 

husband regarding her sexuality and physical changes 

after surgery and during chemotherapy brought them 

much closer. Sexuality encompasses intimate physical 

and emotional contact. Three participants chose to 

discuss how undergoing surgery and chemotherapy 

affected their sexual relationships. Their experiences il-
lustrate the complex interdependency of sexuality with 
multiple aspects of being in an intimate relationship. 
Two participants said they continued to have sexual 
relations with their partners. However, one female 
participant in her mid-30s with recurrent metastatic 
breast cancer found that she was just too tired and that 
her level of fatigue was affecting her relationship with 
her husband. 

For many, the comfort of a mother’s touch is primal. 
Profound desire for a mother to provide shelter was of-
ten expressed by participants, particularly by younger 
participants whose mothers were still present in their 
lives. However, the desire for normalcy sometimes 
conflicts with this desire. The youngest participant 
in the current study, a man in his late 20s with recur-
rent testicular cancer, discussed being caught between 
wanting comfort and wanting to be normal. Although 
his mother’s touch felt good to him and he craved her 
touch, he would not let her touch him when he was 
seriously ill in the hospital; it was a different way for 
her to behave, and this made him feel more vulnerable. 

The patterns of family and friends varied, but many 
tended to offer more physical support to participants af-
ter the diagnosis of cancer. Some participants expressed 
a strong desire for a form of touch that would evoke 
feelings of security and protection. One exception was 
a male participant in his late 30s with colorectal cancer 
whose family pattern was not physically demonstrative. 
Instead, support was shown by helping him. This par-
ticipant said, “I got six brothers, and we never . . . touch 
each other in any way. . . . [After my diagnosis,] I think 
everybody changed. . . . All my guy friends . . . they’re 
not touchy-feely; they mow my lawn.” However, he said 
the women he knew hugged him much more than before 
he was diagnosed.  

A female participant in her late 30s with breast can-
cer said women hugged her more lightly than men. 
She also noticed that women were more reluctant to 
engage her in conversation in waiting rooms or other 
public places when they observed her scarf and bald 
head; she attributed this to their sense of vulnerability 
when faced with the reality of breast cancer in another 
woman. 

Physical expressions of support included varying 
degrees of closeness. A female participant in her mid-
40s with breast cancer said her family offered enormous 
physical and emotional support from the earliest news 
of her diagnosis. Others found that certain family 
members withdrew from them. A female participant in 
her mid-30s with breast cancer noted that her daughter 
and her mother withdrew. She added that her mother’s 
withdrawal was particularly difficult; the desire for 
one’s mother when ill is tied intimately to the desire 
for deep security.
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Intentionally Therapeutic Use of Touch

Massages, backrubs, and the delivery of personal care 

(e.g., assistance with bathing) are all forms of touch that 

involve the explicit intention to help another person feel 

better. Several participants said they had generally posi-

tive experiences with family or professional massage 

therapists regarding the intentionally therapeutic use of 

touch. A female participant in her mid-30s with recurrent 

metastatic breast cancer received professional massages 

after surgery and during chemotherapy, which provided 

relaxation and a general sense of being comfortable in 

her body, as well as respite from being ill; she explained 

that the massages uplifted her spirit. Massages given to 

a female participant in her mid-60s with non-Hodgkin 

lymphoma by her daughter gave her enormous relief 

from the deep bone pain that would paralyze her fol-

lowing a pegfilgrastim (Neulasta®) injection.  

The intention to provide a caring touch is not suffi-

cient to make a person feel that the touch is beneficial. 

Having full regard of the wholeness and agency of the 

patient is key to this type of touch. A female participant 

in her mid-40s with breast cancer said she receives reg-

ular massages from a particular therapist with whom 

she has developed an excellent professional relation-

ship. However, the participant had previously worked 

with two other massage therapists who did not listen 

to what she wanted or used techniques that violated 

professional boundaries. 

For patients, receiving assistance with the most basic 

and intimate personal care has the potential to create a 

sense of normality and maintain dignity. Providing this 

type of touch with caring and integrity is particularly im-

portant in the hospital setting. Touch during assistance 

with bathing or toileting can provide acknowledgement 

of basic human dignity. Receiving personal care that was 

gentle and thorough allowed a female participant in her 

late 50s with colorectal cancer to feel clean and receive 

care that had been missing at that point in her life. 

Discussion

In the current study, the patients’ statements and sto-

ries underscore the importance of acknowledging their 

personhood, independent of provider, venue, or task. 

Their receptivity to the quality of touch is directly relat-

ed to the quality of regard on the part of the provider. 

In contrast to earlier studies, the current study found 

that patients do not separate the perception of being 

touched into procedure-oriented touch versus touch in-

tended to provide caring and comfort. In addition, the 

current study adds to the present body of knowledge 

by having patients themselves articulate the essential 

importance of being regarded as a whole and integral 

human being, independent of their diagnoses. 

Many individuals diagnosed with cancer experi-
ence great suffering that arises from feelings of loss of 
independence and being separated from others (Bill-
hult & Dahlberg, 2001; Ferrell & Coyle, 2008). Ferrell 
and Coyle (2008) explained this suffering as being an 
intensely personal experience that creates a separation 
between the patient and the rest of the world. Those 
diagnosed with cancer “may express intense loneliness 
and yearn for connection with others while feeling 
intense distress about dependency on others” (Ferrell 
& Coyle, 2008, p. 108). Although touch can provide a 
means to dissolve this isolation and provide comfort 
and affirmation, it can also reinforce isolation and de-
pendence according to the perceived intention of the 
patient’s provider, family, or friend.

Human intention cuts through the constructed 
boundaries of task-oriented touch versus caring touch. 
Stein (1989) wrote of understanding the communication 
behind another’s outward expression and postulated 
about the meaning of phenomenologic intersubjectivity 
and empathy. The category of “empathetic touch” as 
described by Gadow (1984)—one in which the mutual 
interaction is between two people who are “whole and 
valid”— is at the core of this desire for rapport and 
for making a human connection (p. 68). According to 
Gadow (1984), touch provided in the context of “inter-
subjectivity, affirming in patients the dignity and worth 
that morally distinguishes persons from objects,” (p. 
63) has the power to transform, even if only for a short 
time, the sense of suffering in another.

This concept reinforces the idea of nursing as a dis-
cipline that fully recognizes and embraces the benefits 
of maintaining focus on patients as people during 
routine tasks that require touch. Smith (2014) discussed 
the need for nurses to interact more consciously with 
patients instead of with the technology or the task, but 
did not clearly expand on the use of patient-centered 
touch while accomplishing routine tasks (e.g., blood 
pressure measurement). In all tasks, creating an essen-
tial caring relationship helps patients to rebuild and 
maintain their integral sense of wholeness in the face 
of coping with a diagnosis of cancer and its attendant 
treatments. Almerud, Alapack, Fridlund, and Ekebergh 
(2008) remarked on the invisibility of patients within 
a high-tech setting, such as the intensive care unit. In 
such a setting, “the patient ends up [as] the object of ob-
servation,” and nurses “divide technique from human 
touch” (Almerud et al., 2008, p. 136). Other providers 
also experience this split when working in highly tech-
nical settings and situations (e.g., imaging procedures, 
radiation therapy, surgical venues). However, treating 
all patients, regardless of their level of consciousness 
or functionality, as full, participating human beings is 
likely to be more critical to their overall well-being than 
is as of yet acknowledged by the nursing profession. To 
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participate in another person is to fully interact with 
one’s entire attention as an individual and with total re-
gard for the personhood and individuality of the other. 

Limitations 

The sample for the current study consisted of a Cau-
casian, middle-class population from the northeastern 
United States. Greater understanding of the meaning 
of touch to all patients would be promoted by conduct-
ing additional phenomenologic research with a more 
diverse set of participants from a broader sample of 
ethnic and cultural groups, age ranges, geographies, 
and gender and sexuality, including people in different 
phases of treatment or who are living with different ill-
nesses. Although the conclusions of studies involving 
more varied participants generally agreed with many 
of the current study’s findings, an even greater cultural 
diversity is needed to enhance understanding of the 
phenomenon of being touched. 

One significant characteristic of the current study 
participants was their ability and willingness to com-
municate their experiences. Volunteering to be inter-
viewed selects for a subset of people who are open and 
articulate. The meaning of being touched expressed by 
people who are less comfortable speaking with others 
would enable a much deeper comprehension of the 
nature of their personal suffering and the manner in 
which that suffering could be alleviated during the 
course of treatment.

Implications for Practice

The ability to provide a conscious caring presence 
is essential for nurses in all settings. It requires a 
level of self-examination and maturity, particularly for 
younger nurses faced with the demands of the modern 
healthcare setting. If nurses do not approach each inter-
action with their patients in a manner that fully affirms 
each person’s essential integrity, they will fail to em-
body the quality that is precious and integral to nurs-
ing as a profession. Benner (2004) noted that touch “is 
invisible, rarely charted, and almost never suggested in 
a nursing care plan,” as well as that “comforting touch, 
solace, and presencing (i.e., being present and available 
to the patient) are left in the region of the art of nursing 
practice” (p. 346). Genuine engagement with, as well as 
attention and responsiveness to, the unique qualities of 
each person who also happens to be a patient is key to 
the provider being perceived as offering excellent care. 
The power of intersubjective relationship while carry-
ing out task-oriented touch was related by a female 
participant in her late 50s with colorectal cancer when 
she recalled that in the midst of a difficult IV insertion, 
she felt caring come through the hands of the man who 
was doing the procedure.

In their study of hope and healing in patients with 
lung cancer, Eustache, Jibb, and Grossman (2014) 
discussed mindfulness on the part of providers, not-
ing that they must be “mindful of the whole person, 
not simply his or her fragmented parts, by helping to 
navigate the clinical context, assisting in the search for 
meaning and the rebuilding of hope, and being com-
panions at each step of the healing journey” (p. 506).

The forging of a relationship based on an essential 
equality between patient and provider permits deeper 
healing, particularly when touch is incorporated into 
the ongoing journey. In many cases, hospital nurses 
are not able to consistently care for a particular patient. 
However, based on themes taken from interviews with 
the study participants, even small interactions in which 
nurses or other providers engage patients as complete 
and equal human beings have deep meaning and are 
viewed positively by patients.  

Qualitative, phenomenologic research methods de-
signed to use open-ended questions have the power 
to elicit profound expressions of personal experience 
regarding particular areas of interest. In the healthcare 
setting, increased use of qualitative research can help 
to better define variables to be used with increasingly 
more specific research designs. Research concerning the 
provision of massage therapy to people living with a di-
agnosis of cancer shows widely varying results (Ahles 
et al., 1999; Lawvere, 2002; Rexilius, Mundt, Erickson 
Megel, & Agrawal, 2002; Smith, Kemp, Hemphill, & 
Vojir, 2002; Sturgeon, Wetta-Hall, Hart, Good, & Da-
khil, 2009; Toth et al., 2013). Based on findings from the 
current study, such incorporation of patient-perceived 
quality of relationship with the massage therapist may 
add depth and control to similar studies. 

Conclusion

Intersubjectivity is clearly perceived by patients in 
all situations, whether they are undergoing high-tech 
or invasive procedures, being treated in an examination 
room, receiving a massage, or being bathed. None of 

Knowledge Translation 

Patients do not classify a healthcare provider’s touch as being 
either task oriented or comfort oriented. 

With touch of any type, patients clearly perceive providers’ in-
tentions; patients are more receptive to nurses who forge a full, 
equal, person-to-person relationship.

Nurses must understand that touch has the power to close inter-
personal space and create relief from suffering or, conversely, to 
exacerbate suffering through increased senses of isolation and 
vulnerability; the difference depends on a nurse’s willingness to 
make a caring connection with each patient.
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the participants in the current study cited a situation in 
which disconnected or impersonal care was positively 
received. Neither the care venue nor the associated 
tasks were perceived to be separate from the patient’s 
understanding of how he or she was regarded by a 
provider. 

The phrase “participating in you” underscores 
the significance of being touched while undergoing 
medical and nursing procedures to such a degree that 
no separation exists between positive rapport and a 
positive experience of being touched during routine 
care or procedures. The current study yielded the un-
derstanding that touch has a much larger meaning to 
patients than just the physical act. In addition, touch is 
inextricably related to the quality of relationship with 

the person touching the patient, particularly in the 
healthcare setting, as well as among family and friends. 
As such, those in healthcare settings must augment 
their roles as providers of tasks by experiencing and 
affirming the human beingness of self and the other. 
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