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HORIZONS

Information Leaflet on Touch 

This paper has been written to help clarify the advice from Horizons around touch. 

Touch is a normal, healthy part of parent –child interactions. There is a growing body of literature demonstrating the positive impact of healthy physical contact on people of all ages. There is also an equal body of literature identifying the very damaging effects of deprivation of touch and touch violations on social and emotional development. For detail of some of the research pertaining to the importance of touch for bonding, the effects of deprivation of touch /touch violations and the healing benefits of touch see appendix 1.

Touch has been described as our first language. Long before we can see an image, smell an odor, taste a flavour, or hear a sound, we experience others and ourselves through touch, our only reciprocal sense. We cannot touch another without being touched and it is in this sense that there is great positive potential in forming a strong emotional bond with another. It is a vehicle for healing injuries created by early touch violations or lack of necessary touch.

Whilst it is clear that touch is both beneficial and necessary to healthy social and emotional development, it is not always clear what kind of touch is appropriate for different children at different ages. Whilst it is not possible to be prescriptive, this paper aims to highlight areas to be considered when making decisions about the appropriateness of touch or displays of affection. In all cases when carers are deciding on what type of touch is appropriate for any particular child, they will be advised to discuss these issues with the supervising social worker or residential home manager.  We would recommend decisions regarding touch to be clearly documented in the child’s safe care plan, along with the rationale for the decision.

It is widely accepted that many children who have suffered inadequate early care, will not have experienced positive, sensitive and attuned physical interaction. For these children, they may have developed distorted perceptions about physical interaction with others. They may have developed beliefs that other people will not be sensitive to their needs, that their bodies are for the pleasure of other people, or that they are not loveable and that others would not want to touch them. 

When working with carers/parents/residential workers, Horizons staff will often talk about strategies for building sensitive, nurturing care and physical affection into the relationship with the child, in order to enhance the child’s sense of self, build a more positive relationship between the child and carer and help the child regulate difficult feelings or emotions. Horizons may offer specific Theraplay sessions with the child and carer or may suggest activities that carers can use at home with children in their care.  These activities will often involve sensitive, playful, nurturing touch.

Touch or physical affection should always be for the benefit of the child and should always be attuned to the child’s emotional state and be sensitive to the child’s responses.  Often if children have not had positive experiences of touch or nurture, they may either seek this out excessively and/or indiscriminately or they may avoid or reject displays of physical affection altogether. Some children may simply not feel comfortable with physical affection, not knowing what to do or how to do it. For others it may raise anxiety about what the touch may lead to.   

Evidence suggests that none of the above are reasons for carers to avoid physical affection with children in foster or residential care.  However, the type of touch and amount of physical affection will need to be adapted based on the child’s current tolerance to physical affection, the child’s age, gender, and previous experiences. 

Children need to learn how to receive and show physical affection, they need to receive messages that they are loveable and enjoyable to touch and they need to learn that others can respect and be responsive to their feelings and needs. 

What do we mean by physical affection? 

When we are talking about physical affection we are talking about the usual displays of affection between family members.  This may include touch that is :

· Socially accepted gestures for greeting and departure, such as handshake, greeting or departing embrace, a peck on the cheek, tap on the back and other socially accepted gesture.

· Conversational markers: a form of touch that takes place during a conversation which is intended to convey understanding, empathy, warmth, affection, reassurance, and attention. This might be a light touch on the arm, hand, back of the shoulder. 

· Playful touch: this might involve activities such as those used in Theraplay, e.g. thumb-wrestling, hand-stacking, weather report. 

· Nurturing touch, carrying out daily care tasks, feeding, washing, cleaning, massaging, brushing hair. 

· Corrective experience: touch in order to provide deep empathy or reassurance at times of strong emotions of fear, sadness and distress. This might include touching a child’s hand or arm, putting an arm around a child’s shoulders, holding a child, or rocking them.  

· Instructional touch, where a carer touches a child to gently guide them in an activity or direct them, ie. Physically showing a child how to hit a tennis ball.  
· Containing touch: where a young child is having an emotional outburst, carers may hold or contain the child by putting their arms around them and talking to them calmly and gently in order to bring the child’s arousal down. These strategies are only appropriate if the child is of an age/size where carers can do this safely and where carers are able to remain calm and emotionally regulated themselves.  Other ways of “holding” the child that do not involve touch can be used where the act of physically containing a child increases the child’s arousal, or where the carer is unable to do so safely. This might involve the carer talking calmly and reassuring the child and use of positive eye contact. Talking with child about what you would like to be able to do. “ I can see how upset you are now and I would like to be able to put my arms around you and give you a hug.”
· Touch aimed at preventing a child hurting themselves or others. This type of touch occurs without the child’s consent and may have a coercive element. This form of touch should only be used where there is no non touch alternative. Where these instances are occurring frequently Horizons staff will direct carers to Supervising Social Workers, Residential Managers for appropriate advice and training such as SCIP. 

Age
The type of touch that is appropriate will very much depend on the child’s age. What may be appropriate for a toddler, may not be appropriate for a primary age child or teenager, even though they may emotionally have similar needs. 


· Younger children will benefit from opportunities to replicate early care experiences such as being fed, snuggling up to their carer and having a warm drink, opportunities for lap game, singing nursery rhymes together, reading stories, being wrapped in a warm towel after a bath etc. There are also many opportunities through messy play activities to demonstrate nurturing care in the physical cleaning up of hands, feet, faces etc. We may discuss with carers holding or physically containing a small child during an emotional outburst if the carer can do this safely, and can remaining calm and emotionally regulated themselves.  Children of this age may need more physical prompting and instructional touch. 

· Primary age children – For this age group some of the early care routines become less appropriate but the child can still be encouraged to snuggle up next to their carer with a blanket and warm drink to read a book or watching a favourite tv programme. Hand games such as thumb wrestling, hand stacking, cotton wool hockey are other ways of encouraging touch during this age group, particularly for children who may find more obvious displays of affection difficult.  Nurturing routines are still important for many children in this age group, such as washing hair, attending to cuts/bruises, applying creams or lotions and simple gestures such as stroking or ruffling hair. 
· Teenagers –Physical touch starts to become less well tolerated. Simple touches on arm, shoulder or pat on back to emphasise that you are listening or to acknowledge emotion are still important.   Other ways to build touch and nurture through care routines, such as brushing/putting up hair, putting on nail varnish, hand massage. 

Gender

The child and carers gender will also play a part in deciding what level and amount of physical affection is appropriate.  Children who have had experienced sexual abuse in the past are likely to be particularly wary of carers of the same gender as their original abuser.  Even children who have not been sexually abused may be wary as to the intention of carers of the opposite gender offering physical affection.  Ways to make this feel safer include offering physical affection in more public areas of the house and at times when other people are present in the room. Lower key methods of physical affection such as touch on the arm or shoulder, rather than an arm around the child’s shoulders etc. Gender issues will become more prominent as children become older.  

Previous history

Children who have experienced trauma, sexual or physical abuse in the past may well find touch and physical contact more difficult.  Offering physical affection may also be difficult for carers when they know a child has experienced sexual abuse for fear of allegations.  Children can also present with sexualised behaviour towards carers and this can often make carers very wary of acting in a way that may be misconstrued or may lead to further sexualised behaviour.  In cases such as this moving forward with touch and nurture will need to be done much more slowly.  Carers will need to be sensitive and attuned to the responses of the child, slowing down further if the child shows signs of becoming anxious or if the touch appears to be triggering traumatic memories or causing the child to dissociate. 
If this does occur, carers need to gently remind the child of where they are and reassure them that they are safe.  Carers will need to acknowledge the response of the child and help the child make sense of where the memory came from.  “It’s really hard for you when I touch you, I wonder if it made you think about  times that were very scary for you when you were living with mummy Jane. You are safe now, nobody here is going to hurt you.”   Carers will then need to progress with touch more slowly, verbalising out loud what they are going to do.  “You look like you’re upset and need a hug. I’m just going to put my arm around you until you feel a bit better”.
The child’s tolerance to affection.

Some children appear to crave attention/physical affection or seek affection indiscriminately. This can often cause carers to withdraw from the child in fear of making the child more dependent.  Often though, the more carers withdraw, the more the young person will seek affection or use more manipulative ways of attempting to obtain it; setting up a vicious cycle.  Children and young people who crave affection need to know that sensitive, attune, nurturing care will be forthcoming without them having to actively seek it or engineer situations to achieve it. Only once they become more confident in the reliability of carers emotional availability will they be able to begin to let go of their high level of demand. 


Children who crave affection will benefit from knowing that carers are holding the child in mind even when the child is not present.  Highlighting ways in which the carer is thinking about the child/doing things for the child, even when the child is not there. For example, talking about things that carers bought because they knew the child liked it, leaving notes in lunch box, texts when on respite, acknowledging that carers would like to be spending time with child when they are needing to do other jobs etc.  

Other children can appear to go to lengths to avoid of affection or intimacy. When children struggle so much with physical contact it is common for carers feel that they should wait for the child to initiate touch. Sadly many children never do. Instead they grow up with distorted beliefs about their loveability, or self-worth. Simple touch such as ruffling of a child’s hair, or more playful means of increasing touch can help. Once the child can begin to tolerate simple touch this can then gradually be built up. 

What if my child gets it wrong?

Children who have not had good models of appropriate care and affection may find it hard to show affection appropriately themselves. If children are getting it wrong (touching carers in ways that make them feel uncomfortable) carers can help by gently suggesting “That doesn’t feel comfortable, this is the way we give hugs”.  The child will then need to be shown more appropriate ways of showing affection. Carers will be advised to report such incidents to the Supervising Social Worker and to record incidents in the child’s daily log. 

APPENDIX 1
Listed below is some of the research pertaining to the value of touch in healthy child-carer relationships, the impact of touch deprivation, the healing power of massage and research relating to the use of Theraplay. This is not an exhaustive list but highlights some of the key findings.
Touch and bonding
It was not until the 1950’s that the psychological community began to understand and appreciate the vital link between parent-child touch and attachment. Prior to this time bonding was thought to take place because the caregiver met the child’s primary drive for food.  Following world war II, psychologists John Bowlby and Mary Ainsworth conducted the first scientific study of love by exploring children’s responses to separation and how parenting styles affect the quality of attachment. In his book “Attachment, separation and loss” (1969) Bowlby concluded that bonding occurred not only as the result of the mother meeting the child’s primary drives, but also due to what he refers to as “primary object clinging”, a need for intimate contact.

Harlow expanded on this work by conducting research on the importance of touch in neonates and infant primates (Harlow, 1958). He chose rhesus macaque monkeys as they share ninety-four percent of their genetic heritage with humans. The monkeys were offered two surrogate mothers; a “soft” terrycloth mother that was warmed by a light bulb that provided tactile experience, and a wire mother with a bottle attached to it for feeding. Harlow found that infants spent only the time necessary to feed with the wire mother and when left alone with her would cower in the corner.  When given the choice of mothers they would cling to the soft mother for up to 22 hours per day. In contrast to the wire mother when left alone with the soft mother they would be secure enough to explore a strange object on their own.  He concluded that “contact comfort” is of overwhelming importance in the development of affection, and that it is touch and not feeding that binds infants to their carergivers.  

What are the effects of deprivation of touch and touch violations

A second important finding however, was that even with the soft terrycloth mother, these monkeys did not develop appropriate social behaviour in adulthood and demonstrated many dysfunctional behaviours including; anxious/neurotic, asocial, rocking , self-stimulating, self-mutilating and sexually inept behaviour. 

What has become apparent through Harlow’s study and subsequent studies is that interactive touch is vital for healthy social and emotional development.  Lamb et al., 1985 found that the largest percentage of insecurely attached infants are found in cultures that value and require the earliest self-reliance, whilst those that value interdependence have the highest percentage of securely attached infants.  Ainsfield (1990) tested this theory by distributing snuglies  (soft body baby carriers) to financially deprived American mothers whose infants were at high risk for insecure attachment. The control group were given plastic infant carriers.  Eighty three percent of the snugli infants were rated as securely attached at 1 yr compared to thirty eight percent of babies carried in the plastic carriers. 

Abused neglected or touch deprived children learn not to trust touch. They tend to have great difficulty feeling of value, feeling truly powerful or forming reciprocally supportive relationships as adults. They are injured by lack of touch or by abusive touch (Heller, 1997). 

James Prescott (1975) a neuroscientist reviewed fourty-nine societies and concluded that a lack of bodily pleasure derived from touching and stroking during the formative periods of life was the primary cause of violent behaviour in adults. A growing body of literature has linked aggressive, violent and antisocial behaviours to early childhood touch deprivation (Mitchell, 1979; Older, 1982). In one study, the staff on an adolescent treatment program incorporated physical contact as an acceptable aspect of the care. They found that the adolescents demonstrated a marked decrease in violent and sexual behaviours (Dunne, Breggen, & O’ Brien, 1982).

Research indicates that we are hardwired to need touch in the earliest developmental stages (Field, 1995). Loving touch triggers the release of oxytocin, referred to as the “bonding hormone” (Field et al., 1997).  Studies in bonding show that babies who are held often and touched frequently in their earliest stages of development have higher scores on physical, emotional and interpersonal scales (Klaus and Kennell, 1976). The opposite is true of abusive touch or lack of touch.  

In addition to the impact of absence of loving touch on social development, the absence of loving touch has also been documented to have a profound impact on the will to live. During the 1930’s Bellevue hospital in New York challenged the prevailing norms and authorised staff to incorporate physical contact into their care protocols. In the subsequent months mortality rates dropped on that unit from 30% to 10% (Cohen, 1987).
Research on the benefits of touch using massage therapy

Recent research done by the Touch Research Institute has demonstrated that touch triggers a cascade of chemical responses, including a decrease in stress hormones and increase in serotonin and dopamine levels. The shift in these bio-chemicals has been proven to decrease depression (Field, 1998, 2003). It also enhances the immune system by increasing natural killer cells and killer cell activity (Field 1998). 

Ironson et al 1996 found that daily massage therapy increased immune functioning, decreased cortisol levels and decreased reported anxiety levels in a group of gay men.  Field found similar results in a group of sexually or physically abused women (Field 1997). In addition he found that the massage therapy reduced the women’s aversion to touch and reported levels of depression. 

Research into the effects of massage on children have reported similar effects. In a study of children with Attention Deficit Hyperactivity Disorder, Field reported touch sensitivity, attention to sounds and off-task classroom behaviour decreased and relatedness to teachers increased after massage therapy (Field et al1997). Following five 30-minute massages, children/adolescents had better sleep patterns, lower levels of depression and anxiety and lower stress hormone levels (Field et al 1992). 

The effects of massage on premature infants has also been documented; with those receiving massage having decreased stress hormones, better temperature regulation, heart stability, sleep/alert cycles and breathing regularity than non-massaged infants (Field 1998, 2003). 

Research on use of Theraplay

Theraplay is modelled on the normal interaction between parent and small child. It uses appropriate touch to help enhance the child’s self-esteem, trust in others and joyful engagement and stress regulation. A Study using Theraplay with foster children in a Finnish SOS Children’s Village found that children benefited significantly both post therapy and at 12 months follow up. The authors concluded that at the end of therapy the foster parents saw the child in a new and more positive light. 
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