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ABSTRACT 

Aim: The overall aim of this thesis was to acquire knowledge about whether 

tactile touch as a complementary method can (i) promote comfort and (ii) 

reduce stress reactions during care in an intensive care unit (ICU). 
 

Method: In Paper I, five nurses with a touch therapist training were inter-

viewed about their experiences of preparation before giving tactile touch in 

an ICU. To analyse the meaning of preparation as a phenomenon, Giorgi’s 

descriptive phenomenological approach was used. In Paper II and III a ran-

domised controlled trial was set up to investigate the effects of a five-day 

tactile touch intervention on patients’ oxytocin levels in arterial blood (II), 

on patients’ blood pressure, heart rate and blood glucose level, and on pa-

tients’ levels of anxiety, sedation and alertness (III). Forty-four patients were 

randomised to either an intervention group (n = 21) or a control group (n = 

23). Data were analysed with non-parametric statistics. In Paper IV, six pa-

tients who had received the tactile touch intervention were interviewed to il-

luminate the experience of receiving tactile touch during intensive care. To 

gain a deeper understanding of the phenomenon and to illuminate the mean-

ing, Ricoeur’s phenomenological hermeneutical method, developed by Lind-

seth and Norberg, was used. 
 

Findings: The nurses need four constituents (inner balance, unconditional re-

spect for the patients' integrity, a relationship with the patient characterized by 

reciprocal trust and a supportive environment) to be prepared and go through the 

transition from nurse to touch therapist (I). In the intervention study, no signifi-

cant differences were shown for oxytocin levels between intervention and con-

trol group over time or within each day (II). There were significantly lower lev-

els of anxiety for patients in the intervention group. There were no significant 

differences between the intervention and control groups for blood pressure, heart 

rate, the use of drugs, levels of sedation or blood glucose levels (III). The sig-

nificance of receiving tactile touch during intensive care was described as the 

creation of an imagined room along with the touch therapist. In this imagined 

room, the patients enjoyed tactile touch and gained hope for the future (IV). 
 

Conclusion: Nurses needed internal and external balance to be prepared for 

providing tactile touch. Patients did not notice the surroundings as much as 

the nurses did. Patients enjoyed the tactile touch and experienced comfort. 

The impact on stress parameters were limited, except for levels of anxiety 

which declined significantly. The results gave some evidence for the benefit 

of tactile touch given to patients in intensive care. 
 

Key words: Tactile touch, intensive care, stress, oxytocin, complementary 

method, nursing, preparation, randomised controlled trial, comfort, lifeworld re-

search, narratives. 
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INTRODUCTION 
Physical touch can give one of the deepest and most important experiences a hu-

man can have (Wooten, 1999) and life without touch could cause frustration and 

consequently stress reactions, according to Wigforss Percy (2006). Touch, which is 

promoted in a wish to do well, could mean an existential confirmation and could be 

comforting, caring and protecting, as well as provide feelings of trust, confidence 

and calmness (Vortherms, 1991, Adomat & Killingworth, 1994, Wigforss Percy, 

2006). Touch, experienced as comforting, stimulates the release of the “calm and 

rest hormone” oxytocin and can give an anti-stress effect (Uvnäs-Moberg, 1997, 

Uvnäs-Moberg, 2000). 

In nursing care, touch is an integral part, and nurses frequently use touch to 

provide comfort and reach their patients (Snyder, 1992, Benner, 2000, Field, 2000). 

In intensive care, nurses use touch when caring for the patients, and a hug or a pat 

on the cheek is experienced by the patients as expression of human warmth and 

consideration (Wåhlin et al., 2006). 

Touch as therapy is one of the oldest forms of treatment in the world, first de-

scribed in China during the second century BC (Field, 2000). As a complementary 

method, touch has been used in intensive care to relieve the patients’ feelings of 

distress and promote comfort (Field et al., 1998). However, tactile touch (referred 

to as effleurage) is not a routine part of the nursing care in intensive care unit (ICU) 

and is rarely studied so far. However, the treatment has been evaluated in other 

groups of patients, for example women with breast cancer who experienced re-

duced nausea (Billhult et al., 2007a), significantly lower systolic blood pressure 

and heart rate (Billhult et al., 2007b); women with diabetes whose levels of blood 

glucose decreased after tactile touch (Andersson et al., 2004) and patients with ano-

rexia nervosa who got a sense of relaxation and relief (Axelsson & Määttä, 2007). 

These studies did not report any negative effects of the treatments. 

Patients in ICU are exposed to various stress factors, related to the environment 

itself, the seriousness of their condition, as well as the nature of the procedure they 

undergo (Fredriksen & Ringsberg, 2007). Patients have described their feelings of 

receiving intensive care with words such as “frightening”, “frustrating”, “terrify-

ing”, “feeling like being in prison” and “being alone”. Patients also remember the 

environment as never being really quiet or peaceful (Löf et al., 2006, Magnus & 

Turkington, 2006, Corrigan et al., 2007). As early as 1997, Novaes emphasized the 

need for interventions that could promote an atmosphere in the ICU where rest was 
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possible (Novaes et al., 1997, Novaes et al., 1999). Interventions in intensive care 

are often technical, such as administrating medications for anxiety, pain or sleep. 

Such “ordered” and charted interventions remain expected and highly visible 

(Benner, 2004). They are beneficial for the patients, but could also have side-

effects such as hallucinations and nightmares. It would be of great benefit to de-

velop non-pharmacological alternatives in which patients remain alert and able to 

participate in nursing activities. Tactile touch is such a non-pharmacological 

method, used successfully in other contexts. 

The overall aim of this thesis was to investigate whether tactile touch as a com-

plementary method can (i) promote comfort and (ii) reduce stress reactions during 

care in an intensive care unit. The first task that was undertaken in this thesis was 

to describe the nurses’, trained as touch therapist, preparation before giving tactile 

touch in an ICU. The next step was to investigate the effects of a five-day tactile 

touch intervention on patients’ oxytocin levels, blood pressure, heart rate, blood 

glucose levels, use of medications, levels of sedation and anxiety. Finally, patients 

were interviewed to illuminate their experience of receiving tactile touch during in-

tensive care. 
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BACKGROUND 

To give and receive care in an intensive care unit 

In Sweden, the first intensive care unit was opened in the beginning of the 1960s. 

However, as early as 1852, Florence Nightingale said that it would be of great 

value to create a place where seriously ill patients could be closely attended to 

(Nightingale, 1936/1992). Today, there are about 80 regional, county and district 

hospitals in Sweden and all of them have intensive care units (ICUs). The number 

of beds in a Swedish ICU usually ranges from 8 to 10. Such a unit is a technically, 

cognitively and ethically intense environment. Equipment and procedures have de-

veloped tremendously during the past several decades and made the modern ICU 

the hospital’s most technologically advanced environment (Almerud et al., 2007b). 

Usually one registered nurse and one or two enrolled nurses are responsible for the 

care of two to four patients during the shift. The staff never leaves the patient alone 

(Bergbom, 2007, Wikström et al., 2007). According to the Swedish register of in-

tensive care (SIR), 27,697 patients received intensive care during the year of 2006. 

The same year the average time for care in a Swedish ICU was 52.8 hours (2.2 

days). The increased possibilities of advanced surgery, the development of ad-

vanced technical equipment and increased number of older patients with higher 

risk for complications, are some of the factors contributing to an increased need for 

intensive care (Nolin & Mårdh, 2006). 
 

Being a patient in intensive care 

When a patient faces life-threatening illness or injury and needs intensive care, the 

situation often demands life-support procedures, e.g. sedation and technological 

support of cardiac, pulmonary, or renal functions. Such procedures necessitate con-

stant monitoring, acute interventions, assessments and health-promoting activities 

around the clock (Crooks & Clochesy, 2001, Granberg Axéll, 2001, Van de Leur et 

al., 2004, Pattison, 2005). To maintain patient safety, comfort and relief of anxiety 

during mechanical ventilation, patients need sedative drugs in combination with 

analgesia (Jacobi et al., 2002). These drugs, and the technological support to 

breathe, may result in a marked alteration in cardiovascular function. Therefore, 

patients are receiving continuous infusion of noradrenalin to support blood pressure 

(Krachman et al., 1995). A combination of drugs, critical illness and the body’s 

stress response can give hyperglycaemia and insulin resistance even if the patient 
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has no previous history of diabetes (Van den Berghe et al., 2001, Van den Berghe 

et al., 2006a). 

Patients have both unpleasant and pleasant memories from their time in the 

ICU. Patients describe the technologically intense environment as “unfamiliar”, in-

comprehensible and sometimes frightening. The room in an ICU is described as 

sterile and bare as a cold garage, and the patients hear frightening loud sounds, and 

the caregivers’ shadowy movements in the room are unpleasant (Almerud et al., 

2007b). The sound level in the ICU has been noted at 60–80 dB (Kahn et al., 

1998), compared to the 55 dB in a home (Wikipedia, 2007). Patients exposed to 

these environmental stressors for long periods have a risk for sleep deprivation, 

which in turn can give nightmares and “unreal” experiences such as hallucinations 

(Daffurn et al., 1994, Granberg et al., 1998, Granberg et al., 1999, Crooks & 

Clochesy, 2001, Pattison, 2005). 

Feelings of loneliness, fear of death, anxiety and insecurity about concrete mat-

ters such as the technical equipment and the different alarms, are some experiences 

dominating the patients’ narratives (Gjengedal, 1994). In addition, patients in both 

Almerud et al. (2007b) and Karlsson and Forsberg’s (2008) studies described feel-

ings of being ignored, treated as an object and neither confirmed in their suffering 

nor cared for in a holistic manner. They were constantly monitored and Almerud et 

al. (2007b) emphasize that the patients and the apparatus melded into a unit, one 

single item to be regulated and read. 

A nurse who showed compassion and honesty and communicated with the pa-

tients characterized the patients’ pleasant memories of care in the ICU. Nurses who 

were able to convey some humour lightened the atmosphere and provided greater 

interpersonal connection. Furthermore, patients state that they were feeling secure 

when someone was present at their bedside (Pattison et al., 2007). The physical 

presence of another human being, a nurse who uses touch and gives a hug or a pat 

on the cheek, makes the patient experience human warmth and consideration 

(Wåhlin et al., 2006). Patients who have been cared for perioperatively, described 

that the nurses’ hands mediated warmth, love and trust, which came to be a meta-

phoric and communicative link between nurse and patient (Lindwall, 2004). On the 

other hand, patients narrated that if the nurse or the next of kin moved away from 

the bed, the safety disappeared and the whole situation became unpleasant. Patients 

expressed wishes of physical contact, in addition to the contact the nurse had dur-

ing treatments, like holding someone’s hand, getting a foot rub or receiving a ca-

ress (Gjengedal, 1994, Karlsson & Forsberg, 2008). 

Patients want to participate in caring actions and be understood for their needs 

and wishes, which requires communication between the one who gives and the one 

who receives care. The value of caring in intensive care emerged, in Karlsson and 

Forsberg’s (2008) study, as being holistically confirmed in order to become a 

whole person. 
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Lifeworld and lived body 

The idea of the lifeworld as the world of lived experience, derived from Husserl. 

He described the lifeworld as the “world of immediate experience” (Husserl, 

1900/1970). Husserl described the lifeworld as an epistemological idea and he out-

lined a lifeworld theory. It was his intention to philosophically examine the life-

world as a tacit ground for science. The lifeworld theory was further explicated, 

and became a lifeworld phenomenology by Merleau-Ponty (1962/2000). Merleau-

Ponty expresses the lifeworld as whom we are to the world; that is, how we relate 

to and interact with the world. We can never escape the lifeworld, the complex, 

qualitative and lived reality that is there for the person. From a phenomenological 

perspective, the body is our basic mode of being, through which we understand the 

world (ibid). We do not “have” a body, but we “are” the body. Body and life is mu-

tually dependent on one another and constitute a unity as “the lived body”. The 

lived body is the meaningful core; a lived relationship to the world. As Merleau-

Ponty wrote: “Our own body is in the world as the heart is in the organism: it keeps 

the visible spectacle constantly alive, it breathes life into it and sustains it inwardly, 

and with it forms a system” (Merleau-Ponty, 1962/2000 pp. 203). The lived body is 

both mind and body united in harmony and living in the world. 

The lived body is the touchstone of existence and therefore the starting point in 

the quest for understanding the human experience. This distinguish the lived body 

from other objects, recognising that there is an inherent uniqueness and difference 

in how people experience their own bodies and how they experience external ob-

jects (Merleau-Ponty, 1962/2000). In health, we experience our embodied bodies in 

an unselfconscious way, taking for granted and paying little attention to processes 

such as breathing, or the position of each limb in relation to the rest of the body. 

Disease affects the anatomical body. It is the individual who experiences a disease, 

who suffers, and whose embodiment is affected by bodily changes, which go be-

yond the organic level (Madjar & Walton, 1999). If the body is wounded or 

changed because of trauma or illness, the individual’s “being-to-the-world” is dis-

turbed. “Lived illness” (Dahlberg et al., 2001 pp. 53) makes clear what it means to 

have access to the world when feeling ill. Individuals meet the world unafraid 

when their bodies are healthy and strong, but when they are ill, their bodies become 

obstacles that keep them from immediate engagement with the world. However, it 

is through the lived body – both the former and the “new” weak body – that hu-

mans interact with the lifeworld (Bengtsson, 1999). 

Through the eyes of positivistic paradigm it is possible to see the body as an 

object, described in terms of third-person processes, as “it” rather than “I” 

(Bengtsson, 1999). The body is evaluated on the basis of physical qualities and de-

cisions will be based upon external, clinical interpretations and chemical analysis. 

In nursing care, human beings need to be considered as a living whole, both as sub-

jects and physical objects (Merleau-Ponty, 1962/2000). In intensive care, the meas-

ures from the oscilloscope or the arterial blood gas have one-sided value for the 

nurses. The understanding of a patient and his/her existence can never be complete 



18 

without the perspective of his/her subjective experience, lived viewpoint of body, 

health, knowledge and existence (Dahlberg et al., 2001). 

Patients in the ICU, especially those who had a long treatment period, felt that 

they had lost their usual and familiar body while being treated in the ICU, and also 

after discharge. They experienced an emptiness in their bodies because of total ex-

haustion and difficulties to control and trust the body since their arms and legs felt 

“as heavy as lead” (Granberg Axéll, 2001, Johansson & Fjellman-Wiklund, 2005, 

Johnson et al., 2006). Restrictions from tubes and lines could also make the pa-

tients lose control of their lived body (Gjengedal, 1994, Samuelson, 2006). Alme-

rud et al., (2007b) emphasize that patients’ objective body is cable-connected to 

apparatuses such as a monitoring devices during intensive care. The patient has no 

other choice than to give one-self over to machines, regimens and routines. All 

these strange experiences of bodily changes will probably reinforce a disruption of 

meaning (Almerud et al., 2007b). If lived body is basic to our understanding of the 

world, as Merleau-Ponty claims, this understanding will probably be reduced pro-

portionally with every bodily change (Bengtsson, 2001), during a stay in an ICU. 

Hence, in the ICU, there might be a risk of focusing primarily on illness and 

the technical equipment and not being aware of the patient’s expressions of dis-

comfort during the caring process. To be able to care for the patient as a living 

whole, knowledge about the patient's previous life and illness experiences are valu-

able. In case of an unconscious patient, their next of kin could give nurses a brief 

picture of a patient’s lifeworld. When caring for an unconscious patient, the body 

language could be used to interpret and understand signs of comfort/discomfort. 

The speech that the body begets includes illness stories. The problem with appre-

hending these stories, lies in the difficulty of hearing the lived body speak in them 

(Frank, 1995). As soon as there is a possibility for the patients to communicate, 

they can express themselves how they experience their weak and sick body. 
 

The body in stress 

The concept of stress, as it is used today, was first described by Seyle in the year of 

1936, as an unspecific response to all kinds of stimuli and demands (Seyle, 1976). 

Research on stress factors in intensive care units appeared in the 1950s, when the 

staff became aware that major psychological and psychiatric disturbances among 

the patients could complicate the recovery. According to Fox (1954), some patients 

could show a reaction of acute and chronic stress in the form of emergency de-

fences and depressive reactions of some severity, following operations. Meyer et 

al. (1961) and Nahum (1965) stated that the patients’ mental reactions and symp-

toms were called “a new disease of medical progress” or “madness in recovery 

room units”. In the year of 1966, McKegney labelled the concept “ICU syndrome”, 

which is an acute organic brain syndrome involving impaired intellectual function-

ing occurring in patients who are being treated within a critical care unit 

(McKegney, 1966). Environmental factors and sleep deprivation, along with the 

patients’ prone position in bed, seriousness of their condition and nature of proce-
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dures they undergo, are determinative factors for developing an ICU syndrome. 

These could also be called “ICU stressors”. 

Since the critically ill patient is less emotionally resilient and less able to adapt 

to ICU stressors, it could evoke stress reactions which the body responds to with 

alarm reactions to defend itself (Fredriksen & Ringsberg, 2007). If these stressors 

do not come to an end (e.g. annoying and noisy environment which is never quiet), 

the body goes on with its defence and the sympathetic nervous system (the bodily 

resources for energy and emergencies) responds with the “fight-or-flight” reaction 

(Seyle, 1976). This reaction leads to elevation of heart rate, blood pressure, respira-

tion rate and stress hormones. To dampen this arousal, reconstruct bodily resources 

and restore energy, it’s necessary to take actions to activate the parasympathetic 

nervous system (Lazarus, 1999). According to Uvnäs-Moberg (2000), humans need 

a balance between strain and stress (the fight or flight reaction) and rest and recov-

ery (calm and rest response). 

It is therefore vital to reduce stress when caring for patients in ICUs. Pharma-

cologic options work well for the patients, but also have side-effects, such as re-

ducing the patients’ alertness and their ability to participate in nursing care. There-

fore, it would be of great benefit to develop non-pharmacological alternatives, such 

as touch, in which the patient remains alert. The source of the positive effect of 

touch is the release of the body’s “calm and rest hormone” oxytocin, according to 

Uvnäs-Moberg (2000). Oxytocin release can give an anti-stress effect and activate 

the patients’ parasympathetic nervous system and result in relaxation, pain relief, 

decreased levels of cortisol and decreased blood pressure. When the human body is 

exposed to stress and goes into the “fight or flight” mode (sympathetic nervous 

system) the oxytocin secretion decreases (Paquin et al., 2002, Jankowski et al., 

2004). Oxytocin is a hormone synthesised in the hypothalamus and is named after 

the “quick birth” (Gimpl & Fahrenholz, 2001). The reported basal plasma concen-

tration of oxytocin for men and women is almost identical and in range of 9–28 pM 

(pmol/L – picko mol/litre) and can be measured in plasma, cerebral spinal fluid and 

urine (White-Traut et al., 1998). 
 

Being a nurse in intensive care 

One reason for being a nurse in intensive care is to provide professional care and 

assistance to patients and their families through the process of illness, regaining 

and maintaining health or coping with dying and death. Nurses in intensive care are 

supposed to have the highest level of professional skills. The work is on a high 

technical level, which requires continuous training and a high level of knowledge 

(Ashworth & Bidilica, 2007). According to the International Council of Nurses’ 

Code of Ethics for Nurses (ICN, 2000), a nurse working in an ICU needs to: “en-

sure that use of technology and scientific advances are compatible with the safety, 

dignity and rights of people”. This guarantee has sometimes been performed under 

difficult conditions in a stressful, physically and mentally demanding environment 

with a high working pace. The nurses are expected to constantly support the pa-

tient’s needs, regulate infusions and the mechanical ventilator, give drug injections, 
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measure the levels of sedation and interpret the data about the patient’s vital func-

tions from the oscilloscope monitor. All these caring acts could be a hindrance to 

finding time and space for respecting the patients as humans (Gjengedal, 1994, 

Ashworth, 2000, Couchman et al., 2007, Wikström et al., 2007). 

Technical equipment and procedures is necessary and lifesaving for the pa-

tients, but nurses have, for several years, expressed feelings of insufficiency since 

the technology more or less dominates their time and attention (Gjengedal, 1994). 

This might mean that the nurses’ freedom to give priority to different aspects of 

caring has become more limited (Almerud et al., 2007a, Bergbom, 2007). The pa-

tients tend to end up as objects of observation, routines, supervision and problem-

solving, and the relationship between patient and nurse is non-reciprocal (Gjenge-

dal, 1994, Barnard, 2002, Almerud et al., 2007a, Wikström et al., 2007). 

Since the technology steals a lot of time from the nurses, most of the nursing 

care in the ICU focuses on managing patient’s experiences of discomfort by reliev-

ing pain and anxiety (Rankin-Box, 1988, Coyer et al., 2007). Nurses focus on 

meeting single needs, the cause of specific discomforts and how to alleviate these 

causes, but how to maintain patients’ need for comfort in stressful health care situa-

tions is also an important challenge in nursing care. 

As early as 1859, Nightingale (1936/1992) recognized patient comfort as es-

sential, and saw it as the nurse’s first and last consideration. Comfort and comfort 

care is efficient, holistic, individualized and gratifying for patients, as well as for 

nurses (Kolcaba, 1995, Kolcaba, 2003). It is holistic because the comfort needs 

(physical-spiritual, social and environmental, which could be separate for the pa-

tients when being ill), have been met if they receive comfort care. The comfort 

needs are interrelated and need to be satisfied to create a whole-person experience 

of comfort (Kolcaba, 1995). The holistic philosophy underlies complementary 

methods in nursing. 
 

Complementary methods 

When therapies are used as a complement to the school medicine and/or nursing, 

these therapies are jointly called complementary medicine, alternative medicine or 

complementary methods. The terms are conceptually distinct and should not be 

used interchangeably. “Alternative” indicates a therapy that is used in place of a 

Western medicine approach (Rankin-Box, 1988, Snyder & Lindquist, 2002). 

Collin’s English Dictionary (2005) defines alternatives as the “process of excluding 

one thing in favour of another”. “Complementary”, however, embodies the idea of 

coexistence and enhancement and is referred to in the dictionary as “of two or more 

things mutually complementing each other’s deficiencies”. In this thesis, the term 

complementary is preferred, as it is the most accurate definition for tactile touch, in 

that it might have the potential to complement and enhance current nursing care. 
 

History of massage and touch 

It is generally believed that the word massage derives from the Arabic “mass” or 

“Mas’h”, meaning to press softly (Wigforss Percy, 2006). Chinese documents 
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from the year 3000 BC where the massage method has been described, have been 

found. In the year 380 BC, Hippocrates described the therapeutic values of touch, 

and massage was a respected medical treatment in Europe until the decline of the 

Roman Empire. During the Christian revolution in Europe, the attitude to touch and 

massage was changed. Bodily pleasure was considered as shameful and massage 

was treated as erotic and tabooed for a long time. In the early eighteenth century, 

the Swede Per Henrik Ling (1776–1839), developed a scientific system of massage 

and exercise based on physiology (Taylor, 1991, Zottele, 1999, Eklöf, 2004, Wig-

forss Percy, 2006). The Swedish massage (defined as the manipulation of soft tis-

sue for therapeutic purpose (Taylor, 1991 pp 104) is used as a complement to 

school medicine today. 

In the 1960s, Dolores Krieger was a pioneer in the US when she illuminated 

therapeutic touch (“laying-on hands”, is a method of using the hands to direct hu-

man energies to help or heal someone who is ill) as “healing” and “vital” for hu-

mans and above all premature and new born babies (Krieger, 1979). Touch was in-

troduced as a therapy in Sweden in the late part of 1960, when the nurse Siv 

Ardeby (Ardeby, 2005) performed baby massage on premature babies. During the 

1980s and 1990s, tactile stimulation was the generic term for light massage with 

firm pressure given to adults, which stimulates the tactile receptors. This stimula-

tion is today used in palliative care and in geriatric care (Socialstyrelsen, 1997, 

Birkestad, 2001, Alexandersson et al., 2003). Complementary methods, such as 

tactile massage and tactile stimulation, have the same purpose as tactile touch, 

which is to touch the body with firm pressure. In this thesis, the concept tactile 

touch will be used. The three concepts tactile massage, stimulation and touch were 

validated with patients and staff at an intensive care unit before the studies started. 

Tactile massage was associated to athletics and sports rehabilitation, tactile stimu-

lation was associated to TENS (Transcutaneous Electrical Nerve Stimulator) and 

tactile touch to gentle touch. 
 

Tactile touch 

In this thesis, the concept tactile touch is used in much the same sense as Taylor’s 

(1991) use of effleurage. Effleurage implies slow stroking with firm pressure, 

mainly done with the palm of the hand with the fingers close together. Effleurage 

should be reasonably slow and rhythmic and the same speed should be employed 

without pause. The patient should experience one continuous movement. In ef-

fleurage, the entire hand should be used and it should conform to the normal con-

tours of the body (Taylor, 1991). 

In Sweden, tactile touch is performed by trained touch therapists after consulta-

tion with the patient’s primary physician and primary nurse. Private companies and 

universities hold courses in tactile touch. The course contains theory and practice 

for at total of 60 hours, and after completing the course, the participant is a certi-

fied touch therapist. Tactile touch as a session starts with preparation before the 

touch can be given, followed by the performance of the touch, and finally a mo-

ment of calmness afterwards. The touch therapist prepares the room; lights are 
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dimmed; soft relaxing music is played (relaxing music is defined as having a regu-

lar rhythm, predictable dynamics, harmonic consonance and instrumental timbre 

(Updike, 1990); curtains are drawn to provide privacy; towels are prepared in a 

heating cabinet and staff is encouraged to keep the environment as quiet as possi-

ble. During tactile touch, the patient’s body is wrapped in towels so he/she will not 

feel cold or be unnecessarily exposed. Only the part of the patient’s body that is be-

ing touched is uncovered. Verbal communication is avoided. The touch therapist 

uses a cold-pressed vegetable oil to reduce friction and touch the whole skin cos-

tume, except the intimate zones, with firm pressure. They touch the head, face, 

chest, stomach, arms, fingers, legs, feet and toes. From the beginning to the end of 

the tactile touch session, the touch therapist never takes her/his hand from the pa-

tient. Patients who can lie on the stomach can receive touch on their back. The pur-

pose for the whole body is to mark the length and breadth of e.g. a leg to strength 

the patients’ body image (Birkestad, 2001, Ardeby, 2005). To achieve positive ef-

fects, patients seem to need repeated treatment for at least 30 minutes (Corner et 

al., 1995, Wilkinson et al., 1999). Afterwards, patients are encouraged to stay in 

bed for a little while to relax and slowly arouse the body. 

To give tactile touch to a patient who suffers from illness is a concrete, existen-

tial caring act. It can bring questions of personal boundaries to the fore (Schuster, 

2006), for both touch therapists and patients. The touch therapist needs to be aware 

of him-/herself, the bodily boundaries and what she/he provides with body lan-

guage. It is important for the touch therapist to reflect on these issues, since the ex-

periences the patients have, are mediated through the sense of touch. 

To achieve positive effects of tactile touch, the touch is not enough. The touch 

therapist needs to greet the patients with cheeriness, sensitivity, respect and humil-

ity for her/his reaction to the touch (Ardeby, 2005). Every patient reacts uniquely 

to touch and the personal integrity can be exceeded if the patient experiences the 

touch as unexpected or uncomfortable. When patients in the ICU are critically ill, 

in the acute phase, they may not be susceptible to tactile touch. Patients with acute 

neurological diseases and/or skull injury cannot handle the stimuli of tactile touch 

(Birkestad, 2001). They may have limited possibility to mediate if they experience 

discomfort and the brain has limited possibilities to interpret the information which 

the touch brings to the brain through the skin. Patients with diagnosed psychosis in 

combination with the sedative drugs used in the ICU may run an increased risk of 

experiencing tactile touch as an assault, compared to other patients. Patients with a 

low white blood cell count and/or with high fever should refrain from receiving 

tactile touch during the acute phase, since they may have increased sensibility 

(Birkestad, 2001). 

Tactile touch is not a routine part of the nursing care in intensive care and has 

so far rarely been studied. However, the treatment has been evaluated in other 

groups of patients, for example in cancer care as a complement to pharmaceutical 

treatment of symptoms such as worry, pain and sleeplessness (Ferrell-Torry & 

Glick, 1993, Alexandersson et al., 2003). Women with breast cancer received light 

pressure effleurage and experienced reduced nausea (Billhult et al., 2007a), and 
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had significantly lower systolic blood pressure and heart rate (Billhult et al., 

2007b); women with diabetes showed decreased levels of blood glucose after tac-

tile massage (Andersson et al., 2004) and patients with anorexia nervosa experi-

enced a sense of relaxation and relief and a pause in the course of the disease 

(Axelsson & Määttä, 2007). Female cancer patients who received effleurage inte-

grated into daily care at an oncology unit, described that they had a meaningful re-

lief from suffering (Billhult & Dahlberg, 2001). These studies did not report any 

negative effects of the treatments. It would be of great benefit to study the physio-

logical and psychological effects of tactile touch, the patient’s experience of receiv-

ing the touch during intensive care, and in addition, the nurse’s preparation before 

giving tactile touch, which is rarely studied so far. 
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RATIONALE FOR THE STUDY 
The literature reviewed showed that patients in intensive care are exposed to stress 

factors and describe the technically intense environment as “unfamiliar” and some-

times frightening. They also have unpleasant experiences of not being acknowl-

edged and being treated as objects. They neither feel confirmed in their suffering, 

nor cared for in a holistic manner. The physical presence of another human being, a 

nurse who uses touch and gives a hug or a pat on the cheek, makes the patient ex-

perience human warmth and consideration. For the nurses in ICU, the stressful en-

vironment and the technology more or less dominate their attention, which gives 

them less time to perform holistic care. Nurses need tools, such as caring interven-

tions to promote comfort and care for the patients as a subject and a whole person. 

Pharmacological interventions are offered to the patients in abundance. These in-

terventions could make the patient calm and sleepy and/or give them pain relief, 

but they could also reduce the patient’s alertness. This highlights the need for non-

pharmacological interventions, which could make the patients more alert and may 

increase their ability to be involved in their own care. Research focusing on tactile 

touch in the ICU is sparse, and studies have to be carried out before it can be used 

as a complementary method. 
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OVERALL AND SPECIFIC AIMS 
The overall aim of this thesis was to acquire knowledge about whether tactile touch 

as a complementary method can (i) promote comfort and (ii) reduce stress reactions 

during care in an intensive care unit. 
 

The specific aims were: 

o to describe nurses’ experiences of preparation before giving tactile touch in 

an ICU (paper I) 

o to investigate the effects of a five-day tactile touch intervention on patients’ 

oxytocin levels in arterial blood (paper II) 

o to investigate the effects of a five-day tactile touch intervention on patients’ 

blood pressure, heart rate, blood glucose level and use of medications (pa-

per III) 

o to investigate the effects of five-day tactile touch intervention on patients’ 

levels of anxiety and sedation (paper III) 

o to illuminate patient’s lived experience of receiving tactile touch during in-

tensive care (paper IV) 
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METHOD 

Research design 

This thesis comprises three studies being anchored in both a holistic (Paper I, IV) 

and a positivistic (Paper II, III) approach. When two approaches are used in re-

search, Dahlberg et al. (2001) points out the importance of taking a position as a 

researcher when designing a study. One cannot see a human both as complex, indi-

visible whole (holistic approach) as well as someone that can be divided into parts 

(positivistic approach) and be reduced to common denominators to be measured. In 

this thesis, the author’s position was in the holistic approach during the whole re-

search process. The tactile touch was in focus in all three research studies, and even 

if e.g. oxytocin was measured (which could be seen as a part of the body), the pa-

tients were seen as an indivisible whole who received tactile touch on their lived 

body. The two approaches of inquiry are rooted in different epistemological and 

ontological positions, but should not therefore be seen as dichotomies. The holistic 

and positivistic approach was a guideline for the research design in the three stud-

ies, as well as for the choice of methods for data collection and analyses (Monti & 

Tingen, 1999, Dahlberg et al., 2001). As a researcher I have the ability to reflect 

and thus to hold different epistemological and ontological beliefs. It is the way in 

which I use data that differs (Foss & Ellefsen, 2002). 

The holistic philosophy underlies complementary methods, e.g. tactile touch, 

and a qualitative design was chosen to interpret and gain understanding of the 

meaning of nurses’ and patients’ lived experience of tactile touch (Paper I, IV). 

The ontological reality in a holistic approach means striving for an understanding 

of the human as a whole. The meaning and knowledge derives from the subjects’ 

lived experience. Epistemologically, the researcher interacts with the patient being 

studied through observations or interviews, and findings are created in an interac-

tive process. The phenomenon under study is emphasized (Monti & Tingen, 1999, 

Polit & Beck, 2004) 

A positivistic approach with a quantitative design was chosen to investigate 

(observe and measure) the effects of a five-day tactile touch intervention on stress 

indicators (Paper II, III). Ontologically, such an approach sees human beings as the 

sum of their parts and strives to be as objective as possible when pursuing knowl-

edge. Epistemologically, the researcher strives to stay objective towards the par-

ticipants during the data collection. The researcher could influence the choice of 
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instruments and variables, but the findings of measurements should not be influ-

enced. The parts, instead of the whole, of the research, are examined (Monti & 

Tingen, 1999, Polit & Beck, 2004). An overview of the study design is presented in 

Table 1. 
 

 

 

 

 

Table 1. Overview of participants, design, data collection and analysis, variables, 
outcome and setting in the three studies presented in four papers of the thesis. 

 

 

 Study 1 

Paper I 

Study 2 

Paper II, III 

Study 3 

Paper IV 

Participants 
 

Nurses (n=5) Patients (n=44) Patients (n=6) 

Gender 

 

Women 

 

28 Men  

16 Women 

3 Men 

3 Women 

Design 

 

Qualitative descriptive 

design 

Experimental design 

 

Qualitative inter-

pretative method 

Data collection 

 

Interviews Measurements and 

observations 

Interviews 

Data analysis 

 

 

Phenomenological 

(Giorgi) 

Nonparametric  

statistics 

Phenomenological 

Hermeneutical  

(Ricoeur)  

Variables  Oxytocin, blood pres-

sure, heart rate, blood 

glucose, use of medi-

cations, levels of se-

dation and anxiety 
 

 

Outcome Nurses’ experiences of 

preparation 

Physiological and 

psychological effects 

of tactile touch 
 

The meaning of re-

ceiving tactile touch 

Setting Two general and one 

neurological ICU 

Two general ICU in a 

regional hospital and 

a university hospital 
 

After discharge from 

hospital 
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Framework for the phenomenological research method (Paper I) 

Phenomenology is described as both a philosophy and a method (Merleau-Ponty, 

1962/2000). The introduction of phenomenology by Edmund Husserl on the phi-

losophical scene, offered a shift of focus from physical nature, cause-effect analy-

ses and impersonal forces to human subjectivity, intentionality, the meaning of ac-

tions and the freedom and responsibility that belongs to the human (Giorgi, 2005). 

Phenomenon is the central concept of phenomenology and can then be understood 

as an object, a “thing” or a “part” of the world, as it presents itself to, or as it is ex-

perienced by humans in their lifeworld. The researchers “go to the things them-

selves” by standing in such place that “things” can show themselves and be under-

stood as a phenomenon (Husserl, 1913/1998, Dahlberg et al., 2001). The lifeworld 

is the basis of phenomenological philosophy. The lifeworld comprises the world, as 

a human perceives it. The goal of phenomenological analysis is to clarify the mean-

ing of the lived experience of the phenomena (Giorgi, 2005). 

To analyse the meaning of preparation (before giving tactile touch) as a phe-

nomenon (Paper I), Giorgi’s (1994, 1997), descriptive phenomenological approach 

was used. Such an approach distances itself from explanation and latent meaning, 

and allows the phenomenon to be described as it is in the present. Giorgi’s philoso-

phical phenomenological method encompasses three interlocking steps: (1) the 

phenomenological reduction, (2) description, and (3) search for essences. Phe-

nomenological reduction means that past knowledge concerning the phenomenon 

of interest should be put aside. This requires critical reflection by the researcher 

and the courage to challenge one’s knowledge about oneself to make the relation-

ship between pre-understanding and openness more successful (Nyström & Dahl-

berg, 2001). To describe what it means to put aside the pre-understanding, Husserl 

(1913/1998) and Giorgi (1997) use the word “bracketing”, which means to put per-

sonal beliefs and theories in brackets. Otherwise, these beliefs could mislead the 

understanding of meaning and therefore limit the openness. Dahlberg and Dahlberg 

(2004) use the term “bridling”, which covers the understanding as a whole, not on-

ly the pre-understanding. The researcher includes phenomenological reflection in 

that primordial relationship with the world, and because the meaning of “the thing” 

is an open infinity, bridling thus means to not make definite what is indefinite. 

Giorgi’s (1997) second step – description – means to put words to a person’s ex-

perience of a phenomenon in as much detail as possible, with a minimum of gener-

alizations. When the phenomenon presents itself as something, it presents its es-

sence. When the researcher seeks for essence, he/she needs to have a clear intent 

from the out-set, in order to see phenomena and their meanings and their essences 

in one way or another (Dahlberg, 2006). 
 

Framework for the phenomenological hermeneutic  

research method (Paper IV) 

According to Heidegger, the phenomenon of existence always requires interpreta-

tion. Therefore, Heidegger made a further development of phenomenology into 
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hermeneutical phenomenology, because hermeneutics is the art of interpretation 

(Moran, 2004). Both phenomenology and the hermeneutic phenomenology focus 

on the lived experiences, the lifeworld and the nature of understanding a particular 

phenomenon. The differences are the hermeneutic insight of the limitations of “go-

ing to the things themselves”, because the things are already affected by the context 

that they belong to. Bracketing, putting aside the interpreter’s pre-understanding, is 

impossible from a Ricoeurian perspective (Ricoeur, 1998). In hermeneutic phe-

nomenology, the researcher is allowed to use her/his pre-understanding to confront 

the things, bring new knowledge and perhaps change the pre-understanding be-

cause of the new knowledge (van Manen, 1990, Bengtsson, 1999). 

To gain a deeper understanding of the phenomenon and to illuminate the pa-

tients’ lived experience of receiving tactile touch during intensive care, Ricoeur’s 

phenomenological hermeneutical method, developed by Lindseth and Norberg 

(2004) was used. Ricoeur (1998) states that phenomenology cannot exist without a 

hermeneutical presupposition. The interpretation in Ricoeur’s phenomenological 

hermeneutical method has one important cornerstone: the text. The interpretation 

process illuminates possibilities that are opened up in front of the text, not behind 

it. Neither the author who has written the text, nor the person who has narrate 

her/his lived experience, are of interest during the interpretation process (Ricoeur, 

1976). When interpreting the text, the researcher “goes into” and through a herme-

neutical spiral, which is virtually without end, to acquire a deeper understanding of 

the text. In this spiral, there is a movement between the text as a whole – a totality 

– and the text as parts, which is a correlation between understanding (to guess or 

uncover meaning, to comprehend and understand) and explanation (to uncover the 

structure of the text), between event and meaning, and appropriation and distance 

to the text (ibid). These movements will be further explained in the “data analysis” 

section. 
 

Randomised controlled trial (Paper II, III) 

For clinical trials, the randomised controlled trials (RCT) are considered to be reli-

able for scientific evidence because RCT eliminate most forms of spurious causal-

ity (Jadad, 2000, Schulz & Grimes, 2002). Clinical RCTs involve allocating treat-

ments to subjects at random, which means that all the subjects have the equal prob-

ability to be allocated in each of the two intervention groups. The allocation is de-

cided by e.g. block randomisation or stratification and not by the investigators or 

the subjects. By randomizing the intervention, the odds for achieving similar 

groups for the baseline of the trial are improved. If this goal is achieved, the groups 

can be considered balanced at baseline. With as equal groups as possible at the trial 

baseline, the investigators may more easily detect the effects of the interventions 

under study, with less confounding factors that can affect how the subjects are af-

fected by the intervention. Control in randomised controlled trials refers to study-

ing a group of treated patients, not in isolation, but in comparison to other groups 

of patients. The control group receives the standard treatment and give clues to the 

effectiveness of the treatment and its side effects. Trials may be open (the re-
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searcher and the patients know about the treatment) or blind (researcher knows, pa-

tients do not) or double-blind (none of them knows) (Jadad, 2000, Schulz & 

Grimes, 2002). When reporting the RCT design and the results in Paper II and III, 

the CONSORT (Consolidated Standards of Reporting Trials) was used (Altman et 

al., 2001). The CONSORT document contains a checklist of 22 items, which are to 

be included when reporting a randomised trial, such as participants, interventions, 

objectives, outcomes, sample size, randomization, statistical methods, participant 

flow, recruitment, baseline data, numbers analyzed, outcomes and estimation, an-

cillary analyses and adverse events (Altman et al., 2001). 
 

 

Participants and settings 

To find touch therapists who could participate in the first study (Paper I), instruc-

tors in tactile touch and head nurses for ICUs in the southern part of Sweden were 

contacted. At the time of the first study (2001), two general and one neurological 

ICU in two Swedish hospitals had nurses and enrolled nurses who were trained in 

tactile touch and gave tactile touch to patients. It was a university hospital and a re-

gional hospital in the Southern part of Sweden which served medical, surgical, neu-

rological and trauma patients. Neonatal ICUs were excluded, as they were consid-

ered too specialized and because of the differences in massage to premature babies 

and tactile touch to adults. In order to be eligible for an interview, they had to have 

practiced tactile touch on patients in intensive care. One registered nurse and four 

enrolled nurses with tactile touch training agreed to participate. The participants 

were all women, ranging in age from 35–56 years, and had worked in an ICU for 

5–35 years. Their experience as touch therapists varied from 6 months to 4 years. 

When reporting the results all participants are referred to as nurses. 

For the second study (Paper II, III), the settings were two general ICUs (named 

ICU:1 and ICU:2) at a regional and a university hospital in the southern part of 

Sweden. These ICUs comprised 8 beds respectively, and served medical, surgical 

and trauma patients. The guidelines for sedation and the observation of sedation 

level, as well as the guidelines for blood glucose levels and insulin therapy, were 

the same in both ICUs. The majority of the patients were cared for for more than 

three days and had mechanical ventilation. The nurse-to-patient ratio in the ICUs 

was 1:1, 1:2. Patients were not physically restrained and if the nurses left the pa-

tient’s room, they were always replaced. Patients from the second study (Paper II, 

III) were also included in the third study (Paper IV). 

Since oxytocin was the primary outcome variable in the second study, a calcu-

lation of sample size was made based on comparing plasma oxytocin between the 

patients in intervention and control with the use of Mann-Whitney U-test. In order 

to detect a clinical relevant difference of 30 pM oxytocin with a power of 80 %, a 

total of 36 patients were needed. Standard deviation (SD) was assumed to be 

30 pM in both groups and a significance level of 5 %, two-sided test. An estimation 

of “lost for follow-up” set at 10 % resulted in 40 randomised subjects. A total of 44 

patients were approached and enrolled in the study. All of the patients were ran-
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domly assigned either to tactile touch (intervention group, n = 21) or to the stan-

dard treatment, an hour of rest (control group, n = 23). The characteristics of the 

patients are shown in Table 2. 

 
Table 2. Baseline characteristics for intervention and  
control group (n = 44) (Paper II, III). 

 

 

Intervention group 

n = 21 

Control group 

n = 23 

Sex
1 

 

Male 13 (62 %) 

Female 8 (38 %) 

15 (65 %) 

8 (35 %) 

Age
2
 69.0 (21.0–83.0) 66.0 (21.0–83.0) 

Cause of admission   

– Pneumonia 6 (29 %) 8 (35 %) 

– Heart diseases / surgery 6 (29 %) 6 (26 %) 

– Intestinal surgery 3 (14 %) 2 (9 %) 

– Pancreatitis 2 (9 %) 2 (9 %) 

– Other reasons 4 (19 %) 5 (22 %) 

Days in ICU before study began
2
 4.0 (1.0–22.0) 5.0 (1.0–24.0) 

Patient on mechanical ventilation 19 (90 %) 18 (78 %) 

Numbers of days in mechanical 

ventilator
3
 

21.5 (13.5) 

18.0 (3.0–45.0) 

15.1 (8.8) 

12.0 (5.0–35.0) 

APACHE
4 

 

21.1 (5.5) 

20.0 (15.0–36.0) 

21.3 (7.3) 

21.0 (3.0–36.0) 

 

1 Statistics are presented in n (%) 
2 Statistics are presented in median (min-max) 
3 Statistics are presented in mean (SD), median (min-max) 
4 APACHE, The Acute Physiology and Chronic Health Evaluation 

 

 

The inclusion criteria for patients in the second study were as follows: 

o Patients who were aged 18–85 years, admitted to ICU > 24 hours, esti-

mated care approximately 6 days and an assessment of sedation level be-

tween 1–4 on the Motor Activity Assessment Scale (MAAS) (Devlin et al., 

1999). Patients were included in the study when they had stayed in the ICU 

for at least 24 hours. 

o Exclusion criteria were: acute neurological diseases and/or head injury, gy-

naecological surgery, treatment after delivery, oestrogen treatment, diag-

nosed psychosis and patients susceptible to infections, heart rate < 45 

beats/min or > 130 beats/min, mean arterial pressure (MAP) < 65 mmHg, 

temperature > 39 degrees centigrade, palliative care, MAAS 0 or 5–6, and 

patients who did not like physical touch and/or were unwilling to partici-

pate in research (Figure 1). These exclusion criteria were chosen in order to 

avoid giving tactile touch to severely ill patients, minimizing the factors 
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that could affect the secretion of oxytocin (e.g. women who had given birth 

or used oestrogen). Patients who are susceptible to infections might have a 

temperature of > 39 degrees and may have increased sensibility. Participant 

flow and numbers analyzed are presented in Figure 1. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 1. CONSORT diagram. Selection of participants through each stage of the 
trial. 

 

1 Main reason for not being eligible; ICU-stay less than 48h 
2 Main reasons for not being included; other research studies, declined to participate or 

 not Swedish-speaking 
3 Reasons for not complete the study protocol; Motor Activity Assessment Scale (Devlin et al., 

1999) level 5–6, death, discharged from ICU or patients own interruption of participation 
 

 

 

 

Assessed for eligibility
1 

n = 156 

Not included
2 

n = 111 

45 patients randomly 

allocated to treatment 

22 allocated to tac-

tile touch 

 

21 received tactile 

touch (1 patient ex-

cluded) 

 

14 complete the 

study protocol
3 

  3 excluded day 3 

  1 excluded day 4 

  3 excluded day 5 

 

 

 

 

 

 

 

 

23 allocated to standard ICU 

treatment (rest hour) 

 

23 received the standard care 

 

13 complete the study proto-

col
3 

  1 excluded day 2 

  4 excluded day 3 

  1 excluded day 4 

  4 excluded day 5 

1 lost to 

follow up 

0 lost to 

follow up 

21 in main 

analysis 

 

23 in main 

analysis 
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Out of the original 21 patients in the intervention group (Paper II, III), 14 patients 

could not participate in an interview (Paper IV), as 11 had died and three had no 

memory of their time in intensive care. The remaining seven patients were asked 

initially by letter and afterwards by phone to participate in the study. One patient 

declined, leaving six patients, three women and three men aged between 54 and 78. 

The patients suffered from heart disease, heart surgery and intestinal surgery and 

had been cared for in the ICU for approximately six days. Almost all patients were 

cared for in rooms with two beds. Five of them needed support from a mechanical 

ventilator and required sedative drugs. All responded to their names, as well as to 

touch, and none was unconscious when the tactile touch was performed. 
 

 

Data collection 

Narrative interviews for paper I and IV 

One way of accessing the life world of the nurses (Paper I) and patients (Paper IV), 

in order to illuminate the meaning of the phenomenon under study, was narrative 

interviews. Expressing lived experiences in narrative form is probably the primary 

way humans use to make sense of their experiences (Mishler, 1991, Kvale, 1997, 

Dahlberg et al., 2001). A discourse is a fundamental form for human interaction, 

but the research interview differs from an everyday discourse. The researcher and 

the interviewee do not participate under the same conditions. The interview has a 

purpose, which the researcher focuses and thus controls the situation. 

In paper I, qualitative interviews were carried out by the author (MH) in Janu-

ary and February 2002. The interviews took place in a time and setting chosen by 

the nurses. Three nurses preferred to be interviewed in connection to their shifts, 

one in the researcher’s home and one in the nurse’s home. The nurses were invited 

to describe different aspects of the process of providing tactile touch. In accordance 

with openness and flexibility embedded in the phenomenological method, the par-

ticipants spoke freely about their experiences. Open-ended follow-up questions 

were used to encourage narration, for example; “Can you tell me more?” “How did 

you feel?” “What were your thoughts?” The interviews lasted about 60 minutes, 

were tape recorded and transcribed verbatim, including pauses, weeping and laugh-

ter. 

The six participants in the third study (Paper IV) were interviewed in a time 

and place chosen by the participants. The interview was carried out by the author 

between April 2006 and March 2007. Four of the patients preferred to be inter-

viewed at home: one patient was interviewed in a room near the intensive care unit 

and another one at his workplace. Spouses were present during three of the inter-

views. The time span between the discharge from hospital and the interview was 

three to four months. When the aim is to illuminate patient’s lived experience of a 

specific phenomenon, the time factor could be of great importance. If the experi-

ences of tactile touch were examined just a few days after the discharge from the 

ICU, the patients could have had fragmentary memories or lack of recollection due 

to the residual effects of sedation (Löf et al., 2006). In Paper IV, five out of six par-
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ticipants had been sedated during their ICU stay and all of them needed rehabilita-

tion after the discharge. Therefore, three to four months was considered a suitable 

time span for the research interviews. The author had delivered tactile touch to 

three of the six participants who were interviewed. Two of them remembered the 

author and one had no memories of the person who had performed the tactile 

touch. The other three participants had received tactile touch from two other touch 

therapists. 

The participants were asked to narrate their experiences of tactile touch, using 

the opening question “Could you please tell me about your experience of receiving 

tactile touch during your stay in the ICU?”. The participants narrated with a mini-

mum of interruptions. Open-ended follow-up questions were used to encourage the 

narration, for example: “Can you tell me more?” and “Can you give me some ex-

amples?”. During the interview, a paper with the words tactile touch written on it, 

was placed between the interviewer and the participant in order to enable them to 

focus (Thomsson, 2002). In case of fragmentary memories, the participants were 

asked questions such as “Can you tell me how you experienced the room?” “Do 

you remember how your body reacted during the tactile touch?” to encourage the 

narration (cf. van Manen, 1990). The tape-recorded interviews lasted for approxi-

mately 45–60 minutes and were transcribed verbatim into text. The written text and 

the tape-recording constituted the material/substance for description and interpreta-

tion. Non-verbal expressions such as laughter and pauses were noted in the tran-

scripts. 
 

The intervention study (Paper II, III) 

The intervention study was carried out over a period of 18 months, from February 

2005 until July 2006 in ICU:1 and from November 2005 until July 2006 in ICU:2. 

One to two months before the study started, several binders with information about 

the study design, aim, instruments and procedures were distributed at the two 

ICUs. Verbal information was given by the author during staff meetings and the 

touch therapists were available for questions during their shifts at the ICUs. Five 

touch therapists, two nurses in ICU:1 and one nurse and two enrolled nurses in 

ICU:2, who worked at the wards, conducted the tactile touch. One of the touch 

therapists in ICU:1 was the author. All included patients had their own personal 

binder with all information about the study at their bedside during the five-day pe-

riod of intervention or standard treatment. 

Patients were randomly allocated to one of the two groups (intervention group 

or control group), with the use of a computer generated randomization list. A block 

randomization was used to keep the numbers of subjects in the different groups 

closely balanced at all times. The block size was six, three patients were allocated 

to each arm of the trail (Altman & Bland, 1999). Number containers were used 

with sequentially numbered, opaque, sealed envelopes. Neither the ICU staff nor 

the touch therapists or the researcher was aware of how the sequences were con-

structed. After the patient was allocated to a group, it was impossible to keep the 

randomization blind. To avoid assessment bias, the touch therapists who conducted 
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the tactile touch did not give nursing care to the patients they treated with tactile 

touch (Jadad, 2000). 

As a daily established routine in both ICUs, a rest period was scheduled at 

noon each day. Before this rest period, the staff prepared the room; lights were 

dimmed; soft relaxing music (with a regular rhythm, predictable dynamics, har-

monic consonance and instrumental timbre) (Updike, 1990) was played; curtains 

were drawn to provide privacy, and staff tried to keep the surroundings as quiet as 

possible. Only the most urgent activities were allowed to take place. For the control 

group, a standard rest period for one hour, once a day, for five successive days, was 

provided as usual. 

Patients in the intervention group were given tactile touch for one hour (noon 

to 1 p.m.), once a day, for five successive days. The room was prepared in the same 

way as for a standard rest period. The patients were informed verbally by the touch 

therapist, every day, before the tactile touch was given. They were informed about 

the study, the purpose of receiving tactile touch and how long it would last. They 

were encouraged to stop if they experience discomfort. Finally, the patient’s body 

was wrapped in towels so he/she would not feel cold or be unnecessarily exposed. 

On day one, tactile touch was given on the hands and feet; on day two on the 

hands, feet and stomach and on day three, four and five on the head, face, stomach, 

chest, arms, hands, legs and feet. The nurses on duty were in the room for the entire 

period. Other staff members were informed that patients were participating in tac-

tile touch and if possible they should refrain from any interruptions. No changes in 

medication (propofol, midazolam, noradrenalin or insulin therapy) were allowed 

while patients were undergoing tactile touch or standard treatment. 
 

Instruments and variables 

In Paper II–III, the Acute Physiology and Chronic Health Evaluation (APACHE II) 

scores from the first day patients were registered in the ICU were used as baseline 

values. In both ICUs in the study, physicians used the APACHE II scoring system 

in English, and calculated the scores on a daily basis. In Paper III, a Swedish ver-

sion of the Motor Activity Assessment Scale (MAAS) (Hopf, 2003) and the Face 

Anxiety Scale (FAS) (McKinley et al., 2003) which was developed in Australia for 

ICU patients, was used. Seven variables were studied, oxytocin in Paper II and 

anxiety, drugs (sedatives, noradrenalin and insulin therapy), sedation level, blood 

pressure, heart rate and blood glucose level in Paper III. The measurements are 

shown in Table 3. 
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Table 3. Summary of measurements used during the intervention study  
(Paper II–III). 

 

Monitoring Variables Measurements 

Before and after Oxytocin 

Blood glucose 
 

Arterial blood analyzed in laboratory 

Every 15 minute during Blood pressure 

Heart rate 
 

Oscilloscope 

Every 30 minute during Levels of anxiety 
 

Face Anxiety Scale (FAS) 

Around the clock Sedation level 

Use of medication 
 

Motor Activity Assessment Scale 

(MAAS) 

 

 

Oxytocin 

For measurement of the “calm and rest hormone” oxytocin, blood was drawn by 

the nurses in the ICU via an indwelling arterial catheter before (noon) and after (1 

pm) the intervention and standard treatment. On day six, no intervention was given, 

but a blood sample was drawn at noon (“before sample”) in both groups, to be able 

to analyse and compare the “before sample” day one with the “before sample” day 

six. In the control group, ten patients were measured for oxytocin before and after 

standard treatment, and for thirteen patients, blood samples were taken at noon, be-

fore the standard treatment, for six consecutive days. The primary analysis for the 

study was changes in patients’ oxytocin levels before intervention/standard treat-

ment from day one to day six. 

Sedation and sedation scale 

Most of the patients who need mechanical ventilation require sedation. Daily doses 

of sedatives (propofol and midazolam) were observed by the nurses in the ICUs, 

and reported in ml/day on the ICU observation curve, with the same design for 

both hospitals. Midazolam is an intravenous benzodiazepine with sedative and 

hypnotic effects, often used in the ICU for several days (Wagner et al., 1997). Pro-

pofol has a shorter duration and are used for specific procedures and when facing 

out the Midazolam.  

To observe the patients level of sedation when using sedative drugs, the Motor 

Activity Assessment Scale (MAAS) was used during the five-day period of inter-

vention (Table 4). The MAAS is a 7-point sedation scale ranging from 0 (unre-

sponsive) to 6 (dangerously agitated). The levels 0–2 indicate a deeper sedation 

level affecting the patients’ motor activity, wakefulness and consciousness. When 

patients are calm and cooperative, it indicates level 3, restless and cooperative indi-

cates level 4 and increased motor activity, agitation and uncooperative indicate 

level 5–6. MAAS is tested for validity and reliability and is considered as a valid 

and reliable sedation scale for use with mechanically ventilated patients (Devlin et 

al., 1999). In Paper III, a Swedish version of MAAS was used. It has been tested 
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for inter-rater reliability and face validity (Hopf, 2003). The MAAS was used three 

times daily and was noted at the observation curve by the nurses when starting their 

shifts (e.g. 7 a.m., 2 p.m. and 10 p.m.). 
 

 

Table 4. The original Motor Activity Assessment Scale: a sedation scoring system 
containing 7 levels with descriptions for each category. 

 

Score Description Definition 

0 Unresponsive Does not move with noxious stimulus1 

1 Responsive only  

to noxious stimuli 

Open eyes OR raises eyebrows OR turns head toward stimulus  

OR moves limbs with noxious stimulus1 

2 Responsive to  

touch or name 

Open eyes or raises eyebrows OR turns head toward stimulus  

OR move limbs when touched or name is loudly spoken 

3 Calm and  

cooperative 

No external stimulus is required to elicit movement AND patient is 

adjusting sheets or clothes purposefully and follows commands 

4 Restless and  

cooperative 

No external stimulus is required to elicit movement AND patient is 

picking at sheets or tubes OR uncovering self and follows commands 

5 Agitated No external stimulus is required to elicit movement AND attempting 

to sit up OR moves limbs out of bed AND does not consistently fol-

low commands (e.g. will lie down when asked but soon reverts back 

to attempts to sit up or move limbs out of bed) 

6 Dangerously,  

agitated,  

uncooperative 

No external stimulus is required to elicit movement AND patient is 

pulling at tubes or catheters OR trashing side to side OR striking at 

staff OR trying to climb out of bed AND does not calm down when 

asked 
 

1 Noxious stimuli, suctioning OR 5 seconds of vigorous orbital, sternal, or nail bed pressure. 

Reprinted with permission from Devlin et al. (1999). 
 

Anxiety and Face Anxiety Scale 

Despite receiving sedative drugs, many critically ill patients experience anxiety be-

cause of the seriousness of their condition and the nature of the procedure they un-

dergo (McKinley et al., 2002). State anxiety is defined as a subjective experience 

which signals that a threat of some type has stimulated the stress response. The 

subjective feelings associated with anxiety include uncertainty, uneasiness, dread 

and worry (McKinley et al., 2003). To observe the level of anxiety during the tac-

tile touch, the Face Anxiety Scale (FAS) was used. It is a single item scale with 

five possible responses, ranging from a neutral face (score 1) to one showing ex-

treme fear (score 5) (McKinley et al., 2003). Faces showing fear are used to repre-

sent anxiety in the scale. The scale has been develop and tested for the assessment 

of anxiety in critically ill patients. FAS have been tested for construct and criterion 

validity in patients in intensive care. The correlation between patients’ self-reports 

of anxiety on the Face Anxiety Scale and the research assistant’s assessments was 

0.64 (p <.001) (McKinley et al., 2004, Gustad et al., 2005). Face Anxiety Scale 
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(FAS) was monitored by the nurses in the ICUs 3 times (at 0, 30, and 60 minutes) 

during the intervention and standard treatment. 

Circulation variables 

All patients in an ICU are observed for blood pressure and heart rate during the day 

and these variables could be a valuable measure for the patient’s responses to 

environmental and/or psychological stressors. An indwelling arterial catheter was 

used for measuring the arterial blood pressure and heart rate during the 

intervention/standard treatment (at 15 min intervals – 0, 15, 30, 45, and 60 min-

utes), as observed on the monitoring equipment (Philips Marquette®) by the nurses 

in the ICUs. 

If patients use sedatives, the normal cardiovascular system will be blunt and 

they will often require continuous intravenous infusion of catecholamines 

(noradrenalin) to support their blood pressure (Krachman et al., 1995). Daily doses 

of noradrenalin were observed by the nurses in the ICUs, and reported in ml/day on 

the ICU observation curve. 

Blood glucose and insulin therapy 

Hyperglycaemia and insulin resistance are common for patients in the ICU who are 

ventilated as a result of initiation of the body’s stress response that occurs in criti-

cal illness. The patients need intensive insulin therapy to keep the blood glucose 

levels within tights limits (4.4–6.1 mmol/L), which is associated with reduction in 

mortality (Van den Berghe et al., 2006b). Blood glucose levels were measured im-

mediately before and after the intervention and standard treatment, via an indwell-

ing arterial catheter. Daily doses of insulin therapy was observed and reported in 

ml/day on the ICU observation curve. 

Data analysis 

Phenomenological analysis (Paper I) 

The data analysis was based on Giorgi’s method (1994, 1997). 

o First the author listened to each of the tapes, while at the same time reading 

the transcripts to get an impression of the whole text. Then the interviews 

were read, the first time to get to know the text – global reading – and then 

several times more to get a sense of the whole. The author tried to be open-

minded and be “present to what is given precisely as it was given” (Giorgi, 

1997, p 45) during the first reading. 

o To analyse the text of the interviews, relevant meaning units were formed 

by a slower rereading of the description. The meaning units, which still 

were in the subjects’ own everyday language, were made with the authors’ 

caring perspective and the phenomenon of preparation in mind. The text 

was then organized according to similarities and differences, and in this 

phase of the analysis there was a movement between the whole and parts of 

the text. 
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o The participants’ everyday expressions of the meaning units were then 

transformed into caring terminology. The transformation took place 

through a process of reflection and imaginative variation. During this phase 

of the analysis, an abstraction took place with purpose to elucidate and de-

velop the text. 

o The transformed meaning units were synthesized and integrated into a con-

sistent description of the phenomenon of preparation. Through descriptions 

of meanings, the phenomenon’s variations and nuances appeared. A general 

structure emerged based on four key themes/constituents, based on the 

transformed meaning units. 
 

Phenomenological hermeneutic analysis (Paper IV) 

The data analysis was based on the philosophy of Ricoeur (1976, 1993, 1998) 

which has been developed for nursing research by Lindseth and Norberg (2004). 

o As a first phase it is necessary to guess the meaning of the text, since the 

participants’ intentions are beyond the author’s reach. The author read the 

interviews in as open-minded manner as possible in order to gain a naïve 

understanding of the meaning of receiving tactile touch during intensive 

care. The naïve understanding seemed to be an imagined room, like a pri-

vate sphere, in the intensive care room. 

o The second phase, of explanation, aimed to uncover the structure of the 

text. A thematic structural analysis was carried out to validate and rectify 

the naïve understanding (the imagined room) and to reach a deeper mean-

ing of receiving tactile touch. Meaning units were identified, condensed 

and organised in the text. They were read through and reflected upon with 

the naïve understanding as background. The question posed to the text was: 

“What is the significance of receiving tactile touch and being in an imag-

ined room?” Condensed meaning units were created and read through to 

detect similarities and differences. Finally, they were abstracted into sub-

themes, themes and main themes. This analysis moved back and forth be-

tween the parts and the whole of the text as long as a new and deeper mean-

ing could be grasped. 

o Finally, a comprehensive whole was revealed from the naïve understanding 

to validation through the thematic structural analysis, the research question 

and the author’s pre-understanding of the phenomenon. The comprehensive 

understanding was viewed in light of the philosophy of Aristotle for the 

purpose of revealing a deeper understanding of what the text conveys. 
 

Statistical analysis 

For baseline characteristics (the same in Paper II and III), comparison between the 

intervention group and the control group, Fisher’s Exact test was used for dichoto-

mous variables and the Chi
2
-test for non-ordered categorical variables. In Paper II, 

Mann-Whitney U-test was used to compare plasma oxytocin levels between the 

two groups. Wilcoxon Signed Rank test was used for analysing changes within in-
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tervention and control groups. In Paper III, Mann-Whitney U-test was used for 

comparison between the two groups for continuous variables. Mantel-Haentszel 

Chi
2
-test was used for comparison between the two groups for ordered categorical 

variables. Changes within the two groups were analysed with the Wilcoxon Signed 

Rank test for continuous variables and the Sign test for ordered categorical vari-

ables. All significance tests were two-tailed. A p-value of < 0.05 was considered 

statistically significant. 

The MAAS was considered to have ordinal properties and has been analysed as 

such. However, it has been presented as a dichotomous variable: The number of 

patients in percent who have MAAS ≥2. Sedation level 2–4 is presented in Fig-

ure 5, since patients with sedation level 0 and 5–6 were not eligible for the study 

and few patients had level 1. 
 

 

Trustworthiness, validity and reliability 

Reliability, validity and trustworthiness were considered for the study design and 

during the studies. Remaining considerations such as the instruments reliability and 

validity will be elucidated in the discussion. 
 

Paper I, IV 

In qualitative research, one criterion is to enhance the trustworthiness of the study’s 

data (Lincoln & Guba, 1985). Trustworthiness encompasses dimensions such as 

credibility, transferability and dependability. Dependability refers to evidence that 

is consistent and stable. Transferability is the extent to which the findings in a 

study can be transferred to a context outside the study situation. Credibility is a cri-

terion for assessing the true value of the data and interpretation of them (Lincoln & 

Guba, 1985). 

With a phenomenological approach, it was important to identify the preconcep-

tion, through self-awareness and critical reflections, in order to achieve credibility. 

These reflections were done prior to and throughout the data collection and data 

analysis (Dahlberg et al., 2001, Nyström & Dahlberg, 2001). Being an ICU nurse 

(for 8 years) but not a touch therapist when interviewing the nurses for Paper I, 

helped the author understand what the informants related, without influencing the 

narratives with her own opinions. For paper IV, a phenomenological hermeneutical 

approach was used, which among other things allowed the researcher to use pre-

conception as a tool in the data analysis. Since the author now had become a 

trained touch therapist and had acted as such during the intervention study, it was 

impossible to “set aside” the preconceptions when interviewing the participants for 

Paper IV. After each interview, the author and co-authors read the transcript to find 

out whether the patients were holding back their experiences because of their rela-

tion to the interviewer. No obvious differences between the interviews were ob-

served. Logs were kept during the whole research process (in all three studies), in 

which the author wrote down her preunderstanding, reflections and thoughts. 
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In order to keep close to the data, the author conducted and transcribed all in-

terviews and listened to the tapes several times during the data analysis. The analy-

sis of the data took place in a dialogue with the co-authors (Paper I, IV), who re-

peatedly compared transcripts and the emerging themes and descriptive categories. 

None of the co-authors were intensive care nurse nor touch therapist. The use of 

quotations to illustrate the constituents (Paper I) and themes (Paper IV) was also 

meant to contribute to the credibility. 

To enhance transferability, the author strived to describe the study settings and 

provide thick descriptions in order to enable the reader to judge whether the find-

ings could be transferred outside the study context. Following the steps of the 

analysis as closely as possible enhanced dependability, and in order to make the 

decision trail visible, the author has strived for clarity throughout the research 

process (Lincoln & Guba, 1985, Polit & Beck, 2004). 
 

Paper II, III 

Both ICUs in the study were using the same monitoring equipment, Philips Mar-

quette®, for the observations of blood pressure and heart rate. They also used the 

same equipment when giving medications and also used the same equipment for 

measuring blood glucose in blood samples. The drugs have the same concentration 

after dilution, i.e. midazolam 1 milligram/millilitre and noradrenalin 40 micro-

gram/millilitre. The total requirement of the drug was always noted on the patient’s 

observation curve after 24 hours. The staff at both ICUs were trained and had used 

MAAS for observation of sedation level for several years. Observing and measur-

ing the variables in the study was a daily routine for the staff at both ICUs. Blood 

samples for measuring oxytocin levels were drawn via an indwelling arterial cathe-

ter. Using the indwelling catheter for blood samples is a daily routine. The blood 

samples for oxytocin were taken using the same procedures in both hospital labora-

tories and were then sent to Sahlgrenska University Hospital in Mölndal for analy-

sis (Assaydesigns, 2007). All blood samples from one patient were analysed at the 

same time. Face anxiety scale (FAS) was used for the first time at both ICUs. Staff 

received training on how to use the scale (both theoretically and in practice) for one 

month prior to the study. The nurses on duty conducted all data collection when the 

intervention or standard treatment took part. This meant that several people were 

involved in the data collection. 
 

 

Ethical considerations 

An ethical approval has been given by the Regional Ethical Review Board in Goth-

enburg at Gothenburg University No: Ö 606-01 and No: 411-04, for conducting the 

interview study (Paper I) and the intervention study (Paper II, III). The interview 

study regarding patients’ experiences of receiving tactile touch (Paper IV) has been 

deemed to fall under the new Swedish legalisation regarding non-invasive studies 

considered not to be of harm to the participants. From January 1
st
, 2004, a new law 

on ethical review permits research with reference to humans (2003:460). 
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Respect for autonomy 

All participants in the studies (Paper I–IV) were informed by letter and then ver-

bally in detail of the nature and the purpose of the study, and they were assured that 

data would be treated without exposure to any unauthorized individuals. Numbers 

would replace the name of each informant, and the identity of their ICUs would not 

be disclosed in the final report or in any publication. They were assured that they 

could withdraw from the study at any time without recrimination. 

The patients included in Papers II–III were identified among all admitted pa-

tients who fulfilled the inclusion criteria in the two ICUs. Participation was on vol-

untary basis and all conscious patients gave their informed consent. In case of pa-

tients with decreased consciousness because of sedation, the touch therapist or the 

primary nurse consulted the patient’s next of kin for information about the patient’s 

opinions on both physical touch and research in general. The patients were asked 

for informed consent before discharge or in a follow-up visit two to three days after 

leaving the intensive care unit. None of them objected to participation. Patients and 

their next of kin were also assured that if they did not wish to participate in the 

study, this would have no effect on the quality of care provided. 

When the author or the touch therapist conducted the follow-up visit for pa-

tients who had participated in the intervention study (Paper II, III), patients who 

had received tactile touch were asked to participate in an interview after discharge 

from the hospital. On some occasions, these follow-up visits were postponed be-

cause patients were too tired, confused and/or unwell to answer any questions or 

receive information. 
 

Non-maleficence and beneficence 

During the five-day period intervention, the touch therapists tried to be as sensitive 

and respectful as possible and support was given after the intervention if necessary. 

Patient’s physician and the nurses in charge were consulted everyday during the 

period about the patient’s condition for the day. If the touch therapist, and/or the 

nurses, and/or the next of kin perceived signs of discomfort during the tactile 

touch, the intervention was interrupted. Signs that could be perceived as discomfort 

were e.g. motoric anxiety, facial expressions of anxiety (wrinkle one’s forehead), 

increased blood pressure, pulse and breathing rate. One patient in the intervention 

group chose to interrupt the tactile touch session on day 5 and two patients devel-

oped for MAAS 5 (one on day 3 and the other one on day 5), which forced the 

touch therapist to stop treatment. During the follow-up visits, some patients were 

emotional, cried and had questions about existence in general. In dialogue with the 

patients, the touch therapist consulted the primary nurse for further help to contact 

a priest or a welfare officer if needed. 
 

The principle of justice 

The concerns were whether or not the demand for just and fair care was met, be-

cause the patients in the “standard treatment group” were not receiving tactile 

touch like the patients in the intervention group. The care of both patient groups 
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was, however, unchanged before and after the period of rest/tactile touch. Further-

more, the author did not know if the patients in the intervention group appreciated 

the care they received more than the patients in the standard treatment group did. 

The ethical demand of doing well, not harming and being fair, thereby appeared to 

have been met. 
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FINDINGS 
The overall aim in this thesis was to investigate whether tactile touch as a comple-

mentary method can (i) promote comfort and (ii) reduce stress reactions during 

care in an intensive care unit. Three studies, presented in four papers, were carried 

out to achieve the aim. The specific aims of these studies were to describe the 

nurses’ lived experience of preparation before giving tactile touch, illuminate the 

patients’ perception of receiving tactile touch during intensive care and investigate 

the effects of a five-day tactile touch intervention on patients’ oxytocin levels in ar-

terial blood, blood pressure, heart rate and blood glucose levels, the use of medica-

tion and levels of anxiety and sedation. Sub-headings are used to report the results 

from Paper I–IV. The description contains the main traits of the results, whereas 

further details may be found in the individual papers. 
 

 

 

 

The transition from nurse to touch therapist (Paper I) 

In order to describe nurses’ experiences of preparation before giving tactile touch, 

five nurses were interviewed. Before providing tactile touch, the nurses needed to 

add the new role as touch therapists to their professional one. The essential process 

is thus the transition from nurse to touch therapist. To make the transition possible, 

from their ordinary professional roles as nurse to a new and temporary role as 

touch therapist, the nurses need to be mentally prepared. The preparation before 

giving tactile touch involved the following four constituents: a state of inner bal-

ance, an unconditional respect for the patients’ integrity, a relationship with the 

patient characterized by reciprocal trust and a supportive environment where dis-

turbance and interruptions are minimized. 

The nurses describe that they need to experience an inner balance before going 

through the transition process to add the role of touch therapist. Inner balance 

means to be “truly oneself” and relaxed. To achieve this inner balance, the nurses 

express a wish for time to themselves to pause and sit down, close their eyes and 

meditate. In their daily care activities, they usually follow the work pace and deci-

sions have to be made quickly. When the three other constituents emerge, it will al-

so contribute to a feeling of inner balance for the nurses. 

Before performing tactile touch, the nurses always ask the patients for their 

consent. The purpose is to give touch with an unconditional respect for the pa-

tient’s integrity. In many instances, nurses point out difficulties to be sensitive to 
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and respectful for the patient’s integrity and preferences when performing care. In 

contrast, when preparing for tactile touch, the nurses are always sensitive to and 

listen to the patients’ signals. 

The nurse-patient relationship needs to be integrated with a sense of reciprocal 

trust to make the preparation “complete”. As nurses, the relationship with the pa-

tient is unequal, while in their touch therapist role they have the chance to create a 

mutual relationship and sense the boundaries between intimacy and distance. They 

also have the opportunity, before the tactile touch session, to let the first contact 

with the patient take time, consider how they use their body language and their 

choice of words when informing the patient about tactile touch. The nurses want 

the patients to feel safe and confident in the caring relationship. 

The nurses described that their work with tactile touch had led to a reflection 

on how the environment in an ICU affects both themselves and the patients. Tactile 

touch, they thought, could be seen as a welcomed moment for both the patient and 

the nurse in a stressful environment. Thus, to prepare themselves and to be pre-

pared, the nurses need a harmonious and supportive environment (peaceful, 

dimmed lights, understanding colleagues) around themselves and the patient. In 

this kind of environment they could develop a feeling of inner balance. 

The transition process from nurse to touch therapist would never take part if the 

four constituents could not be met. 
 

 

 

 

 

Enjoying tactile touch and gaining hope during  

intensive care (Paper IV) 

To illuminate the meaning of receiving tactile touch during intensive care, six pa-

tients narrated about their experiences. Two main themes emerged from the analy-

sis: “Being connected to oneself” and “Being unable to gain and maintain har-

mony” (Table 5). The comprehensive understanding of receiving tactile touch dur-

ing intensive care, seems to be an expression of enjoying tactile touch and gaining 

hope. Receiving tactile touch means that patients enjoy comfort when they experi-

ence a sense of harmony in body and mind. The body, otherwise often experienced 

as weak and lacking strength, was experienced as “coming alive”. In such a mo-

ment of harmony in body as well as in mind, patients experienced a feeling of be-

ing connected to time. In the everyday fast track in the ICU, the tactile touch ses-

sion made it possible for them to enjoy slowness and time seemed to stand still. 

Worries about illness and the future, as well as disturbance from the surroundings, 

were set aside, giving the patients the opportunity to be totally focused on them-

selves. One of the prerequisites for harmony in body and mind and to be focused 

on oneself seemed to be the one-to-one relationship, the togetherness that was cre-

ated between the patient and the touch therapist. Being in togetherness was illus-

trated in the text as a sense of being privileged, experiencing reciprocal trust and 

having a moment of privacy. 
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Table 5. An overview of main themes, themes and subthemes. 
 

 

Being connected to oneself Being unable to gain and  

maintain harmony 

Enjoying comfort 

Being in harmony in one’s body  

Being in harmony in one’s mind 

Being connected to pleasant memories 
  

Being exposed to annoying stimuli 

Being in disharmony 

Being moved to another surrounding 

 

Being connected to time 

Enjoy slowness 

Longing for continuity 

Being in reality 
 

Being exposed to an annoying environment 

Being interrupted by the staff and  

the surroundings 

 

Being in togetherness 

Being in privacy 

Being in reciprocal trust 

Being privileged 

Being focused on oneself 
 

Being left without comforting touch 

Being abandoned 

Being one among many again 

 

 

 

 

 

 

 

A contrast to the togetherness was illustrated in the text as being abandoned. This 

implies the sense of going back to being one of many when the touch therapist left 

the room when the tactile touch session was over for the day, or when the interven-

tion period was over. Another aspect of being abandoned was a desire that the 

touch therapist would stay a little bit longer and proceed with the tactile touch or a 

wish for more sessions of tactile touch. Being exposed to music, which was a part 

of the tactile touch session, was mostly experienced as joyful and enhanced the 

pleasure of tactile touch, but could also be experienced as an annoying stimuli. The 

experience of music could be a bit too much for some, while others said they would 

have wished for a different kind of music. 
 

 

 

 

 

 

 

The outcome of tactile touch on oxytocin levels in arterial 

plasma (Paper II) 

It was hypothesised that tactile touch would increase the levels of oxytocin after 

each session and increase the levels of oxytocin during the six-day period. Both 

hypotheses were rejected, although some slight difference in figures between the 

intervention group and the control group were observed following the intervention. 
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The main findings were a) maintained levels of oxytocin in arterial blood in the 

intervention group over the six-day period (not significant) and b) high initial value 

followed by a decrease in oxytocin for the control group over the six-day period 

and within each day (Figure 2). During the first day of the study, the control group 

had higher levels of oxytocin, mean 39.3 pM compared to the intervention group, 

mean 26.2 pM. A significant decrease (p = 0.01) on day six (compared with day 

one) was thus found for the control group, mean -26.4 pM (Table 6). 
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Figure 2. Changes over time, mean oxytocin in intervention and control group before 
and after tactile touch. 
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The outcome of tactile touch on stress parameters (Paper III) 

It was hypothesized that a five-day tactile touch intervention would decrease stress 

parameters. Hypotheses about decreased levels of anxiety and decreased diastolic 

blood pressure were supported (significant), but not strongly. Hypotheses about re-

duction in sedative requirements, increased alertness and improved glucose me-

tabolism were rejected, although some slight differences (not significant) regarding 

the need for sedatives and an increase in awareness were observed. The main find-

ing was that tactile touch led to significantly lower levels of anxiety (measured by 

the Face Anxiety Scale) for patients in the intervention group. 
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Figure 3. Face Anxiety Scale (FAS). Change day 1 (baseline) to day 2, day 1 to day 
3, 4 and day 5, before and after tactile touch/standard treatment. The bars in the 
chart represent FAS within intervention group and comparison with control group. 
Statistics are presented in percent of FAS >1. 
     FAS were monitored at 30 minutes intervals, at 0 minutes (baseline), 30 minutes 
and 60 minutes. The bars in the chart represent the baseline (0-minutes) and the 60 
minutes score. 

 

Anxiety 

Patients in the intervention group showed lower levels of anxiety (not significant) 

on all days after tactile touch compared with the anxiety levels before the interven-

tion. On day two and four the decrease was statistically significant after tactile 

touch (compared with before values) (p = 0.04) (Figure 3). When comparing the 

groups, the after values were significantly lower (p = 0.03) day two in the interven-
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tion group compared with the after value for the control group. When comparing 

the before with the after value of anxiety levels between the two groups, a signifi-

cance difference was found on day two (p = 0.04). 
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Figure 4a. Changes in the intervention group during the five-day intervention, in 
mean doses (ml) for propofol (20mg/ml), midazolam (1mg/ml), noradrenalin (40 
µg/ml) and insulin (1 IE/ml). 
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Figure 4b. Changes in the control group during the five-day intervention, in mean 
doses (ml) for propofol (20mg/ml), midazolam (1mg/ml), noradrenalin (40 µg/ml) and 
insulin (1 IE/ml). 
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Sedatives and alertness 

There was no significant reduction in sedative requirements. However, patients in 

the intervention group were observed for a decreased need for sedatives (mida-

zolam) over the five-day period of tactile touch. The use of propofol decreased dur-

ing the first three days (Figure 4a, 4b). A similar decrease was not found in the 

control group. Furthermore, when the patients in the intervention group used less 

midazolam, they seemed to be more alert according to the Motor Activity Assess-

ment Scale (MAAS), with higher scores (not significant) on day two, four and five 

(Figure 5). 
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Figure 5. Differences between intervention group and control group during the five-

day intervention, regarding Motor Activity Assessment Scale (MAAS) 2. MAAS has 
being conducted 3-times daily, when shifting staff (7 a.m., 2 p.m. and 10 p.m.). The 
bars in the chart represent the mean sedation level for each day. Patients with 
MAAS values of 5 and 6 were excluded from the study. 
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Circulation 

No significant decrease was found for the circulatory parameters in the intervention 

group. When comparing the baseline value for DBP, in the control group, with the 

value after standard treatment day three, a significant increase (p = 0.01), mean 

10.2 (SD 22.5), was found. A significant decrease in heart rate (p = 0.02) after 

standard treatment was found on day two (compared with baseline), mean -7.0 (SD 

15.2). When comparing the two groups for DBP, a significant difference (p = 0.02) 

was detected on day three (after value) with a lower value in the intervention group 

(mean -12.6 mmHg, CI -24.8– -0.5). 

Significant differences were found between the two groups regarding the need 

for noradrenalin on day one (p = 0.01) and day two (p = 0.04). The control group 

required less. However, patients in the intervention group had a high mean baseline 

regarding the use of noradrenalin, but the mean doses were found to decrease (not 

significant) during the study. This decrease was not observed in the control group. 
 

Glucose metabolism 

No significant differences were found in blood glucose levels in the intervention 

group. When comparing the groups, a significant difference (p = 0.04) in the pa-

tients’ blood glucose levels was found in the after value on day two. The blood 

glucose level increased after tactile touch and decreased after standard treatment. 

There was no significant reduction in insulin therapy. 
 

 

Comprehensive understanding of the findings 

Reflections made over the findings in the studies (Paper I–IV) have been summa-

rised in a comprehensive understanding, labelled Being in the tactile space (Fig-

ure 6). This metaphoric understanding opens doors to further reflections that will 

be discussed in relation to literature under the headline “General discussion”. 

The patient and the touch therapist create a tactile space during the tactile touch 

session. In this space, the touch therapist gives tactile touch to the patient. The wall 

around the tactile space can be perceived curtains of some kind, which protect the 

touch therapist and the patient from the ICU surroundings. The perceived curtains 

could be closed or open during the tactile touch session and the touch therapist 

and/or the patient could enter or exit this space, open or close the curtains. The tac-

tile space is calm, peaceful, and safe and conveys trust. When the tactile touch ses-

sion is over, the space “disappears” and can only be recreated through the interplay 

between the therapist and the patient. 

When the nurse, trained in tactile touch (Paper I), experiences an inner balance, 

has created a caring relationship characterized by a reciprocal trust and uncondi-

tional respect, and the environment is supportive, she goes through the transition 

process and enters the tactile space as a touch therapist and invites the patient to 

enter the space. In the case of disrupted preparation for tactile touch, the nurse re-

frains from the transition process and does not enter the space. The patient enters 

the tactile space when the touch therapist has given information about the touch 
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and has wrapped him/her in towels and prepared the room and the surroundings for 

the tactile touch session (Paper IV). In the tactile space, patients experience togeth-

erness with the touch therapist, disconnect from the annoying environment and en-

joy the tactile touch. 

When the patients in the intervention group enjoyed the tactile touch, their oxy-

tocin levels seemed to be maintained (Paper II). Based on these findings, one might 

speculate that the oxytocin affects the body’s “calm and rest system”, the parasym-

pathetic nervous system and turn it “on”. This effect could trigger a moment of 

slowness in peace and quite, which in turn could lower anxiety levels (Paper III). 

Patients in the control group had no access to the tactile space. They were on 

the outside during the five-day period in the study (Paper II–III). If the patient in 

the intervention group experienced discomfort during tactile touch, e.g. felt the mu-

sic to be an annoying stimuli, it might turn the body’s “calm and rest system” off. 

The patients might exit the tactile space during the tactile touch. 

When the tactile touch session was over, the patients wanted to remain in their feel-

ings of comfort in the tactile space for a while. But, the ICU surrounding made it-

self known, the tactile space disappeared, everything went back to “normal” and 

patients again became aware of the noise, the staff and other patients. 
 

 

 
 

 
 

 

 

Figure 6. Comprehensive understanding labelled “Being in the tactile space”.  
The figure should be read from left to right. 
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GENERAL DISCUSSION 

Being in the tactile space 

The concept of lived space 

The lived space can be perceived as the extension of the sphere of integrity expe-

rienced by an individual combined with his/her apprehension of the physical envi-

ronment in a given situation. Humans understand life through the body. Body and 

life is mutually interdependent and constitute a unity, the lived body. Merleau-

Ponty argues that a human’s body combines with and inhabits space and time 

(Merleau-Ponty, 1962/2000). Space is communicated through the body and to be 

able to act, humans need a kind of bodily sense of their physical deployment in 

space. Space is centered both on the personality and the physical body, characte-

rized by qualities such as vicinity or distance, connection or separation. Lived 

space may be regarded as the totality of the space that a human prereflectively 

“lives” and experiences (Fuchs, 2007). Human emotions are influenced by the situ-

ation we are in. For example, we feel calm in a peaceful environment. Patients’ 

feelings of loneliness and physiological discomfort during intensive care might be 

a result of a disruption in the lived space, e.g. separation from a familiar home, 

next of kin and/or not knowing when it will be possible to come home. 

The lived space is not a fixed space that can be measured; it changes according 

to the individual’s existence, moods and environmental factors. Emotional and in-

terpersonal experiences determine the space one needs to have around oneself to 

feel comfortable or intimate (van Manen, 1990, Davidson, 2000). The power over 

one’s space is ordinarily taken for granted. When a human is suffering and is ill, 

the sense of control over one’s space might break down and one may find oneself 

facing a repellent, unwieldy space that becomes a threat to well-being. In such a 

situation, the ability to construct a “homely” lived space is vital for health (Mer-

leau-Ponty, 1962/2000). 
 

Approaching the space 

The ICU environment could be experienced as unfamiliar, frightening, terrifying 

and “like being in a prison” by the patients (Löf et al., 2006, Magnus & Turking-

ton, 2006). If the patient has no place or space where he or she can feel protected 

and be by him-/herself, such as a lived space (Bengtsson, 1998), it might cause 

feelings of “spacelessness” (Lassenius, 2005). If a person can find a space to make 
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his or her own, he/she is able to form his/her own values as a human being. When 

receiving tactile touch, patients appear to get help from the touch therapist to find a 

space like this, such as the tactile space. 

Before it is possible for the nurse to enter the tactile space, and invite the pa-

tient, she needs to be prepared to give tactile touch. The preparation also seems to 

be important for the nurses before they “ask for permission” to gain access to the 

patient’s lived space. The results in Paper I indicate a difference in the preparation 

before giving tactile touch compared with the preparation for e.g. taking patients 

out of ventilators or bandaging a sore. The nurses need all four constituents: inner 

balance, an unconditional respect for the patient’s integrity, a relationship with the 

patient characterized by reciprocal trust and a supportive environment, in order to 

create and enter the tactile space as a touch therapist. In this “preparation phase” 

the nurses have a choice to reject going through the transition and take a step back, 

if one of the constituents is impossible to obtain. 

This findings in Paper I are in line with the findings of Andersson et al. (2007), 

who interviewed 26 female tactile massage therapists about their work in different 

contexts. Like the nurses in Paper I, the therapists in Andersson’s study pointed out 

the importance of maintaining an inner balance to be totally present in their interac-

tion with the patient. If one of the constituents failed for the nurses in Paper I, e.g. a 

supportive environment, they chose to stay in their roles as nurses. The therapists 

in Andersson’s study talked about the “unhealthy working environment”, which in-

fluenced the therapists’ massage movements. Their energy to give the tactile mas-

sage was lost when trying to re-focus concentration, e.g. when colleagues inter-

rupted during the massage. Both the nurses in Paper I and the therapists in Anders-

son’s et al. (2007) study found it important to create a calm working environment, 

so the inner balance would not be disturbed. 

The nurses’ preparation seemed to “pave the way” for the patient to enter the 

tactile space and enjoy tactile touch. During the tactile touch, the present touch the-

rapist might have contributed to the patient’s experience of an enjoyable moment. 

In addition, the special feeling of togetherness, the “one-to-one relationship” that 

the patients experienced with the touch therapist during tactile touch, is in concor-

dance with the nurse’s effort to promote a relationship with a sense of reciprocal 

trust. However, it seems like the nurses are more aware than the patients of the en-

vironment and the interruption it could present. During tactile touch, the patients 

did not experience any disturbance from the environment, but were aware of such 

disturbances between the sessions. Based on the patients’ experiences of tactile 

touch, nurses do not need to be so concerned about the surroundings. If the nurses 

have too high expectations on the prerequisites before performing the touch, they 

might not be able to perform it at all. Maybe the nurses need to overcome the envi-

ronment as an impediment to be able to better focus on the patients’ needs and per-

form tactile touch as well as possible. 
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Receiving tactile touch 

The findings in Paper II indicate that oxytocin levels do not change in the same 

way over time when patients are exposed to tactile touch, as compared to the con-

trol group. However, tactile touch did not cause a significant increase of oxytocin. 

Furthermore, patients receiving tactile touch were observed for a lower require-

ment of sedatives (not significant) and significant lower levels of anxiety compared 

to the controls (Paper III). There was also an indication for a lower requirement of 

noradrenalin among patients exposed to tactile touch than among controls. 

Based on these findings, one might speculate that tactile touch has had a sooth-

ing effect on the patients, which could be associated with maintained levels of oxy-

tocin that might activate of the parasympathetic nervous system (Uvnäs-Moberg, 

2000). This might contribute to a type of chain reaction, where patients are more 

calm, need less sedation, become more alert, show signs of less anxiety and get 

their own cardiovascular responses back, thus requiring lower doses of noradrena-

lin. 

Uvnäs-Moberg (2000) emphasizes that the effects of oxytocin are not only 

temporary, but linger for a while. How long they linger has not been studied. This 

raises questions about how long the effect of tactile touch will last. It could be that 

tactile touch has an auspicious effect for a longer time than just during and imme-

diately after the session. In the view of the maintained oxytocin levels in the inter-

vention group, this might be interesting for further research. 

Studies with tactile touch as an intervention in the context of intensive care are 

rare. Therefore, previous research, investigating similar complementary methods in 

other contexts, has been used for comparison of the findings in Paper II and III. 

One example is a recent study conducted by Billhult et al. (2007b). When 22 

women with breast cancer received 10 treatments of light pressure effleurage (the 

same technique as tactile touch) for 20 minutes on either both hands and lower 

arms or both feet and lower legs, oxytocin levels were measured in venous blood 

on mornings before treatment (Billhult et al., 2007c). A control group was used. 

Compared with the intervention group in this thesis (Paper II), the women were ob-

served for higher baseline values (mean 33.8 pmol/l) of oxytocin and a larger de-

crease over time (mean -17.7 pmol/l). 

In line with the findings in Paper II in this thesis, no significant changes were 

found regarding the hormone oxytocin when eleven healthy women with diet and 

tablet-treated type 2 diabetes mellitus received tactile massage (whole-body) for 60 

minutes, once a week for ten weeks. No control group was used (Andersson et al., 

2004). 

The findings in Paper III could be compared with the results of Billhult et al. 

(2007b), McRee et al. (2003) and Ejindu (2007). In contrast to our findings, Bill-

hult et al. (2007b) showed a significant decrease in systolic blood pressure (p = 

0.04) and heart rate (p = 0.03) compared to the control group when thirty women 

with breast cancer received one full body light pressure effleurage. Furthermore, 

Ejindu (2007) showed a significant decrease in systolic blood pressure (p = 0.03) 
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after facial massage on healthy adults (n = 6, crossover design). In line with our 

findings, McRee et al. (2003), who gave Swedish massage with light effleurage 

pressure to patients perioperatively, and Ejindu (2007) (facial and foot massage), 

found no significant effects on heart rate, which could be compared with the find-

ings in Paper III. 

Discrepancies between earlier studies mentioned above and the findings in pa-

per II and III in this thesis might depend on research design, the performance and 

duration of the massage or touch, as well as the context and the patients observed. 
 

Reflection about using tactile touch 

Due to experience from previous studies (Corner et al., 1995, Wilkinson et al., 

1999), which have shown that patients need repeated massage treatments for at 

least 30 minutes to achieve positive effects, the tactile touch was given for 60 min-

utes during the intervention (Paper II,III). Two other aspects influenced the choice 

of duration: how long it normally takes to give a full-body treatment (60 minutes) 

and the fact that it takes time to increase the secretion of oxytocin (minimum 40 

minutes according to Uvnäs-Moberg, 2000). The set-up for the intervention was to 

start with the hands and feet on day 1, to let the patient get used to the treatment 

and not be near intimate parts of the body when meeting the patient for the first 

time. Then, the touch was gradually extended to the stomach on day 2 and to the 

head, face, chest, arms and legs on days 3 to 5. When using tactile touch in other 

contexts it has in general being used for 45–60 minutes and the whole body has 

been treated (Olson et al., 2001, Andersson et al., 2004, Axelsson & Määttä, 2007, 

Billhult et al., 2007b) 

Based on findings in previous studies and the findings in this thesis, it seems 

required to give tactile touch on the whole body for at least 45 minutes to achieve 

positive effects. This is confirmed by the patients’ narrations in Paper IV, were 

they describe the tactile touch as comfortable and expresses a wish to have the 

treatment continuously and to let the touch take time. 
 

Opportunity to experience pleasure and hope 

According to previous research (Gjengedal, 1994, Almerud et al., 2007b), there 

seem to be limited possibilities to experience moments of pleasure in the midst of 

being critically ill in an ICU. Patients are being thrown into a situation where their 

existence is threatened (Storli et al., 2008), and the situation could be experienced 

as extremely stressful (Rotondi et al., 2002). The situation has been described by 

the patients as being in a state of chaos, resulting in feelings of extreme instability, 

vulnerability, fear (Granberg et al., 1998), confusion and anxiety (Rotondi et al., 

2002, Ringdal et al., 2006). These feelings could be interpreted to be both unplea-

sant and uncomfortable. 

A strong link has been identified between memories from intensive care treat-

ment and the incidence of subsequent post-traumatic stress disorder (PTSD) (Cuth-

bertson et al., 2004, Griffiths et al., 2005). It is maintained that a way for the pa-

tient to prevent PTSD is to realize that the delusion is not real (Jones et al., 2001). 
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The patients in Paper IV experience the moment of tactile touch as being in reality. 

Feelings of being “here and now” made the patients feel comfortable and secure. 

Thus, tactile touch might help the patients to connect with themselves and take 

control over their own bodies and minds. Studying PTSD and tactile touch might 

be interesting for further research. 

When patients have someone or something to live for during treatment in inten-

sive care, they seem to become stronger (Storli et al., 2008). The touch therapist 

(someone) and tactile touch (something) might contribute to give the patient hope 

for the future and perhaps also strength to get well (Paper IV). The concept of “fu-

ture” could comprise a short perspective for a patient in an ICU, such as hopes of 

being able to sleep without nightmares or thoughts of illness. 
 

 

 

Clinical use of tactile touch 

Levels of sedation and the use of light sedation 

The patients in Paper IV expressed a wish to be more alert to be able to take advan-

tage of and enjoying their well-being even more when receiving tactile touch. 

When they were sedated, they felt that they were “nosed out” of the pleasure of tac-

tile touch. To be eligible for the intervention study (Paper II, III), patients were re-

quired to be awake or have sedation level 1–4, according to MAAS. 

The results in Paper III showed that patients who received tactile touch needed 

less midazolam, which resulted in more alert patients according to the MAAS. Pa-

tients in the intervention group also tended to “stay” in MAAS level 2–4 (calm, co-

operative and responsive to touch) even though the dosages of sedatives had been 

reduced. It seems like patients who received tactile touch needed lighter sedation. 

The depth of sedation could be light or heavy and is evaluated through the level of 

consciousness or wakefulness. Researchers have focused on the use of sedation for 

patients in ICUs for several years and Swedish intensive care is divided between 

light or heavy sedation. In Samuelson’s et al. (2003) study, nurses from 89 ICUs in 

Sweden had a favourable attitude towards using light sedation more often, even if 

the majority of the ICUs in the study used heavy sedation. Heavy sedation could 

cause longer ICU stays and increase the risk of complications and side effects, and 

patients might have no recollection of their stay, or delusional memories. Lighter 

sedation could shorten the duration of mechanical ventilation and thereby the 

length of ICU stays, but could increase the probability of having bothersome, 

stressful experiences because of more periods of wakefulness (Samuelson, 2006). 

To improve patients’ comfort and reduce the stressful experiences when awake, 

Samuelson (2006) suggests caring strategies such as present nurses or next of kin. 

Tactile touch could be a caring strategy to introduce to patients in the time of 

“waking-up”, when the pharmacological sedation is faced out. Previous research 

has shown that if patients receive only little sedation, they may not cope with the 

discomfort and anxiety perceived when waking up and might need to be deeply se-

dated again (Burchardi, 2004, Johnson et al., 2006). Tactile touch improves com-
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fort and lower levels of anxiety (Paper III, Paper IV). In the view of these findings, 

tactile touch in combination with light sedation might be interesting for further re-

search. 
 

Competence and procedures 

If, based on the findings in the thesis, tactile touch should be introduced as a com-

plementary method in intensive care, there are several factors to consider. First of 

all, tactile touch should be prescribed by the patient’s primary nurse or physician. 

When the tactile touch is prescribed, the order should be included in the patient’s 

care plan. This plan could include how often the tactile touch will be given, which 

part of the body (part or whole) to be treated, contingent reactions and the name of 

the touch therapist. 

As with any treatment or procedure, the nurse must be competent to carry out 

tactile touch. This may require training beyond what is received in basic educa-

tional programs. Certification conveys to patients and colleagues that the nurse 

possesses the knowledge and expertise necessary to competently administer the 

tactile touch. A nurse, trained in tactile touch, could also teach the patient’s next of 

kin to give the touch on e.g. hands and feet. It should not be a burden; the aim 

should be a feeling of being involved in the patient’s care. Patients have described 

that family and friends are a great source of support. When next of kin are present 

and available, the patients experience a sense of comfort and feel safe (Hupcey, 

2000). 
 

Ethical issues 

Some ethical issues need to be considered if tactile touch is to be introduced in the 

ICU. Tactile touch should not be a mandatory caring act provided to all patients in 

intensive care, as everybody do not like to be touched and in some state of their ill-

ness it could hurt and/or be experienced as discomfort. Patients should also have 

the possibility to make their own choice to choose tactile touch. 

When giving tactile touch to a patient in intensive care, it is important to bear 

in mind that the treatment might cause offence, since the patients could misinter-

pret the situation because of sedative drugs. It could also arouse feelings of sorrow, 

as patients might start to cry. One of the patients who was interviewed in Paper IV 

experienced a feeling of being moved to another surrounding by the music played 

during the tactile touch session. He experienced the music as oriental and felt 

transported to a foreign temple covered with strange carpets and textiles. This 

transportation caused an unpleasant feeling of having lost touch with reality. As a 

touch therapist in intensive care, it is important to be prepared and able to deal with 

these feelings. 
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METHODOLOGICAL DISCUSSION 

Trustworthiness of the qualitative interview studies 

To discuss and appraise the trustworthiness for the phenomenological and phe-

nomenological hermeneutical papers (I and IV), the terminology as forwarded by 

Lincoln and Guba (1985) will be used, as the studies are based on a humanistic ap-

proach. 
 

Credibility 

In order to establish credibility, the researcher needs to deal with personal distor-

tions based on his or her own values and constructs. Lincoln and Guba (1985) sug-

gest peer debriefing, exposing oneself to colleagues (or supervisors) for the pur-

pose of exploring the researcher’s qualifications, experience, reflexivity and pre-

understanding of the phenomenon under study. The starting point in this thesis was 

that it is not possible to be fully aware of the pre-understanding during the research 

process. In addition, some amount of pre-understanding is desirable in order to un-

derstand other peoples’ experiences (Nyström & Dahlberg, 2001). During the re-

search process of Paper I, the author used a research diary (Beck, 1993), where the 

pre-understanding was written down in the beginning of the research process, along 

with notes after each interview and during the data analysis. The diary helped the 

author to be able to withhold and put the preunderstanding and the assumptions of 

the phenomenon aside, and to be open and flexible to the informant during the in-

terview and to the text during data analysis. The fact that the author, who is an ex-

perienced intensive care nurse, carried out the interviews for Paper I might have 

limited the opportunities to detect important aspects or taken them for granted, but 

might also have strengthened the credibility, because the author’s background 

helped to know or sense which follow-up questions to ask. The fact that the author 

was not a trained touch therapist at that point in the research process (Paper I) 

might also have strengthened the credibility, since I was not too familiar with the 

phenomenon under study. 

At the start of the research process for Paper IV, the author was a trained touch 

therapist and was then working part-time as an ICU nurse. Even during this re-

search process, a research diary was used with the same purpose as during the 

process of Paper I. The only difference between the two studies is the matter of 

how to deal with pre-understanding. During the whole research process of Paper I, 
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the pre-understanding was set aside in brackets. When conducting the study design 

and data collection for Paper IV, the author tried to have an objective attitude and 

to be aware of and put her pre-understanding and assumptions of the phenomenon 

aside. When basing the data analysis on Ricoeur’s philosophy, the pre-

understanding was used as a resource, since it is his opinion that it is impossible for 

an interpreter to put the pre-understanding aside (Ricoeur, 1998). 

During the intervention study (Paper II, III), practical problems emerged as one 

of the touch therapists became sick. This forced the author to act as a touch thera-

pist. Thus, three out of the six patients interviewed in Paper IV received tactile 

touch from the author. Two of them remembered the author, which might have af-

fected the interviews conducted by the author. The participants might have tried to 

please the interviewer, who had given them tactile touch, or perhaps avoided res-

ponses that might have lead the interviewer to evaluate their experience adversely. 

This fact might weaken the trustworthiness in the phenomenological hermeneutical 

study. However, more than three months passed between the last tactile touch ses-

sion and the time for the interview. The time span might have given the partici-

pants an opportunity to consider refusing the interview. In addition, before each in-

terview, the author prepared herself and tried to be totally focused on her role as a 

researcher. None of the co-authors in Paper IV worked in intensive care or per-

formed tactile touch. Throughout the analysis and interpretation, all authors of Pa-

per IV worked closely together to strengthen the interpretation by contesting and 

supplementing each other’s readings (Malterud, 2001). This process of reflexivity 

was undertaken to enhance the dependability, conformability as well as credibility 

for Paper IV, and thus contributing to the collective trustworthiness (cf. Lincoln & 

Guba, 1985). 

Credibility can also be related to the choice of participants. During data collec-

tion for Paper I, there were limited options to find nurses who were trained as touch 

therapists and who practiced the touch in an ICU. Since the purpose of the study 

was to describe the nurses lived experience of preparation before giving tactile 

touch in intensive care, it was not an alternative to include touch therapists from 

other contexts. The number of participants in Paper IV was dependent on that the 

patients in the intervention study remembered receiving the tactile touch. The fact 

that eleven patients had died and three had no memory of their time in the ICU has 

limited that number. The findings could have been different if more patients had 

been interviewed, although six patients were probably enough to capture possible 

implications of receiving tactile touch, as displayed by the text. 
 

Transferability 

Whether the findings in Paper I and IV could be transferred to other settings or 

groups needs to be discussed. The researcher has a responsibility to provide suffi-

cient descriptive data so the reader can evaluate the applicability of the data to 

other contexts (Lincoln & Guba, 1985). The context, selection and characteristics 

of participants, data collection and process of analysis and interpretation procedure 

have been described in the papers (I, IV), which enhances the transferability. 
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Tactile touch as a complementary method is still a new phenomenon in inten-

sive care and there are few touch therapists who practice the method in their daily 

care in an ICU. The therapist’s experience of preparation might be transferred to 

other nurses practicing tactile touch, and the participants’ experiences of tactile 

touch might be transferred to other patients receiving tactile touch in intensive care 

in Sweden. The findings in Paper I might be transferred to other contexts as well, 

since the results of a recently published study (Andersson et al., 2007), which have 

evaluated touch therapists in several different contexts, showed similar results as in 

Paper I. 
 

The randomized controlled trial papers (II, III) 

To evaluate the effect of the intervention, tactile touch, on oxytocin levels and 

stress parameters, a randomized controlled trial (RCT) design was used. When eva-

luating the effectiveness of an intervention, the RCT is viewed as providing the 

highest level of evidence (Evans, 2003). The RCT design in Paper II and III pro-

tects against problems with selection bias and the internal validity (Altman, 1991, 

Polit & Hungler, 2001). 
 

 

Internal validity 

“Threats to internal validity” e.g. history, maturation, instrumentation, selection bi-

as and attrition are factors or influences other than the independent variable that 

could explain the results (Kazdin, 2003). If these threats are minimized, the study is 

considered internally valid. 

History and maturation are threats to internal validity if there are events or cir-

cumstances which could influence the results of the intervention (Kazdin, 2003). 

When performing an intervention study in intensive care, patients might become 

better and be discharged from the ICU, or their illness might worsen, which has to 

be taken into consideration. Three patients in the intervention group and four in the 

control group became better and were discharged from the ICU. Three intervention 

patients and one control patient interrupted the study when their condition wor-

sened. 

Instrumentation refers to changes in the measuring instrument or measurement 

procedure over time (Kazdin, 2003). All research assistants (nurses on duty) used 

the same FAS and MAAS for each observation. The same assistant made the ob-

servation during an hour, but during the five-day intervention period, there could 

have been more than three different assistants, which is a threat to internal validity. 

Selection bias refers to systematic differences between groups before the inter-

vention, based on selection of assignment of subjects to groups (Kazdin, 2003). 

The randomization of the participants in Paper II and III reduced the risk for selec-

tion bias. The randomization was blind for the staff, the touch therapist and the re-

searchers when the patients were allocated to a group, but when the intervention or 

standard treatment took place it was impossible to keep the randomization blind. 
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Loss of subjects, attrition, may serve as a threat to internal validity. In the in-

tervention group, the loss of subjects were six (29 %) from day one (21 patients) to 

day five (15 patients); and in the control group nine (39 %) from day one (23 pa-

tients) to day five (14 patients) (calculated on data in Paper III). This might have 

composed a threat to internal validity, since the remaining subjects cannot be as-

sumed to represent the original sample that was assigned, nor can the two groups 

within the study be assumed to be equivalent. 
 

 

External validity 

The external validity refers to the extent to which the results of one study can be 

generalized to other populations, setting and circumstances. Strictly, the findings of 

a study can only be generalized to the population of subjects from which a study 

sample has been selected at random, according to Polit and Beck (2004). Conse-

quently, the results of this thesis cannot be considered for all types of intensive care 

patients, but could be generalized to patients cared for in general ICUs. Further-

more, the small sample size in Paper II and III makes cross comparisons difficult 

and this means that the results of the studies have to be viewed as tentative, accord-

ing to Kyle (2006). 

The Hawthorne effect, the fact that patients know that they participate in a 

study, was a limited threat to the external validity (Polit & Beck, 2004). The major-

ity of the patients required sedative and analgesic drugs. They had difficulties sepa-

rating day from night and remembering things which had happened the day before. 

Patients were so caught up in their illness that it would be hard to imagine them 

changing their behaviour during the course of the study. 
 

 

Construct validity 

Construct validity of the study concerns the question regarding what the measuring 

device really measures, and whether the concept under investigation is being ade-

quately measured with instruments (Polit & Beck, 2004). Although the MAAS has 

been tested for construct validity showing good correlation with VAS (visual ana-

log scale) (Devlin et al., 1999) and is recommended for use for patients mechani-

cally ventilated (Devlin et al., 2001, Jacobi et al., 2002), the scale appears to have 

limitations related to validity according to Chulay (2004). The MAAS has an over-

lap between levels, and when combining two dimensions, in a single scale, it can 

lead to measurement errors; for example, a patient might be restless or agitated 

(MAAS score 4 or 5) and have depressed consciousness (MAAS 2) at the same 

time (Chulay, 2004, Samuelson, 2006). Using the Swedish version of the MAAS 

(Paper III), which is easy, applicable and reliable (Hopf, 2003) might have in-

creased the validity. The scale has also been used for several years in both ICUs in 

the study, which also contributes to the belief that the nurses are capable to assess 

the MAAS correctly. However, the scale still has limited validity, which is a threat 

to the validity of the findings in Paper III. 
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Although the FAS has not been used in scientific studies before, it has been 

tested for construct validity, showing good correlation with the Hospital Anxiety 

and Depression Scale (HADS) (Gustad et al., 2005). The FAS was a new instru-

ment for the nurses in the ICUs, and their individual interpretations of the patient’s 

face during the rest hour/tactile touch might have had an impact on the 

measurement of the levels of anxiety, and therefore, biased the results. A nurse 

who was familiar with the patient, knew his/her different expression for e.g. 

anxiety, pain, respiratory distress or uncomfortable position in bed. Being familiar 

with the patient might make it easier to estimate when the patient’s face really 

expresses anxiety. If a nurse meets the patient for the first time, it might be difficult 

to “truly” assess the level of anxiety. A situation where the patients were able to 

estimate their level of anxiety by themselves might have increased the validity. 

Before using the FAS again in research studies and/or in the daily care in intensive 

care, it ought to be tested for more than construct validity (e.g. reliability). 

Furthermore, construct validity also addresses the presumed cause or the ex-

planation of the causal relation between the intervention and the outcome (Kazdin, 

2003). Possible confounding factors including age, doses and days of sedation, 

cause of admission, severity of illness and duration of ICU stay, could in part have 

influenced the results. The relation between the touch therapist and the patient 

might have affected the validity of the results. The author, who acted as a therapist, 

had no access to the data during the study and performed the tactile touch accord-

ing to the same set-up as the other touch therapists. Nothing was done on purpose 

to influence the patients’ responses, but the author might have affected them by 

changes in tone of voice, posture or facial expressions. Receiving and performing 

tactile touch is a subjective experience for both participant and the therapist. Even 

if one patient has the same touch therapist during the whole intervention, the use of 

different therapists within a study might introduce potential biases, which cannot 

be measured or assessed. 
 

 

Statistical conclusion validity 

Statistical conclusion validity refers to the extent to which a relation is shown, 

demonstrated or evident, and how well the investigation can detect effects if they 

exist. It also refers to those facets of the quantitative evaluation that influence the 

conclusion reached about the experimental condition and its effect (Kazdin, 2003). 

There are always risks of mistakenly stating a difference between groups that ac-

tually is false (Type I error) which is best avoided with a restrictive level of signi-

ficance. In Paper II and III, the chosen probability level was less than 0.05 for sig-

nificance, to minimize the risk of Type I error. Low statistical power is another 

threat to statistical conclusion validity. Power is the probability of rejecting the null 

hypothesis, when that hypothesis is false. Low power increases the risk of not re-

jecting a false null hypothesis (Type II error). The calculation of sample size for 

Paper II and III was based on comparing plasma oxytocin levels between the inter-

vention and control group. At the time of designing the study, there were no studies 
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with information about expected effect size for oxytocin for patients with severe 

illness or even healthy people. Research on newly delivered women (Widström et 

al., 1987, Nissen et al., 1995) with the purpose to study the secretion of oxytocin 

before and during breast-feeding, shows an increase in oxytocin from 30 pM before 

breast-feeding to 90 pM during the feeding. These studies were used as a reference 

for calculation of the statistical power. The assumed effect size of 30 pM for oxy-

tocin was not appropriate for patients in intensive care. 
 

 

Reliability 

The MAAS used in Paper III is a reliable sedation scale for mechanical ventilated 

patients in ICU (Devlin et al., 1999). The FAS has not been tested for reliability, 

thus affecting the study reliability. With so many caregivers assessing sedation in 

ICU patients at various times, which was the situation during the data collection for 

Paper III, it is important that interrater reliability be established for the sedation in-

strument. Interrater reliability is the degree to which two raters or observers, oper-

ating independently, assign the same ratings or values for an attribute being meas-

ured or observed (Kazdin, 2003). The MAAS has been tested for interrater reliabil-

ity (Devlin et al., 1999, Hopf, 2003), while the FAS has not been tested. Interrater 

reliability was not tested for the MAAS and FAS for Paper III, which is a disadvan-

tage. 
 

 

 

 

Critical aspects of effect parameters 

Oxytocin was used as an effect parameter in Paper II because previous research on 

rats showed increased secretion when they were given massage. When the massage 

treatment was repeated, the stimulation of the parasympathetic nervous system was 

increased, which resulted in an anti-stress pattern for the rats (Lund et al., 1999, 

Lund et al., 2002). Research on humans has focused on newly delivered women 

(Nissen et al., 1995), normal fertile women (Turner et al., 1999) and healthy men 

and women (Wikström et al., 2003, Grewen et al., 2005). No research studies have 

been found which investigate the oxytocin levels in sick humans. Therefore, the 

hypothesis of positive effects of the oxytocin is mainly based on findings from an-

imals. Even if there should be no differences in secretion of oxytocin between ani-

mals and humans (Hadley & Levine, 2006), research studies with larger sample 

sizes in humans are recommended to understand the correlation between touch and 

the secretion of oxytocin. Measuring oxytocin levels in patients in intensive care 

appeared to be difficult because of the confounding factors, such as patients’ use of 

different kinds of medication, their age and their cause of admission. 

Blood glucose levels have been shown in an earlier study to decrease when pa-

tients receive tactile massage (Andersson et al., 2004). Therefore, the author had a 

hypothesis that the tactile touch might have the same effect on patients in intensive 

care. This hypothesis was not supported, since the blood glucose levels increased in 

the intervention group. All patients received nutritional support, and this support 
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was administered one to two hours before the tactile touch/rest hour. This made the 

blood glucose a less good parameter to measure, especially at that time of day. 
 

 

 

The representativeness of Paper II, III 

The inclusion and exclusion criteria for Paper II and III might have been too re-

strictive. A larger proportion of patients who were enrolled at the ICUs during the 

time for data collection were not eligible for the study. However, the small number 

of patients who were eligible for study represents those who actually can receive 

tactile touch during their stay in the ICU. The patients in the study are representa-

tive for a group of patients in the ICU who stays for six days or more, are severely 

ill, and often have stressful experiences. 

Some of the exclusion criteria were set up (gynaecological surgery, treatment 

after delivery, oestrogen treatment) in order not to bias the secretion of oxytocin. 

These patients can receive tactile touch outside research. When the study was 

started at ICU:2, a new exclusion criterion appeared: Patients who were non-

Swedish speaking were excluded, as they were unable to read the consent form and 

could not participate in an interview. However, there are no further reasons for ex-

cluding these patients outside of research. 

Competing studies were a main reason for patients not to be eligible for the 

study. In ICU:2, a medical study was on-going and was granted first priority when 

it came to including patients. 
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     CONCLUSIONS 
o The strength of this thesis is that it is a pioneer of it’s kind. As far as we 

know, no one has previously evaluated tactile touch in adult ICU patients. 

Moreover, the results are interesting and could contribute to evidence sup-

porting the introduction of tactile touch in intensive care 

o Structures, routines and time planning in the ICUs may need adjustment to 

raise possibility for the nurses to be prepared for tactile touch 

o Tactile touch should be practiced by trained touch therapists 

o Tactile touch does not cause a significant increase in oxytocin levels 

o Tactile touch does not cause a significant change in hemodynamic parame-

ters (blood pressure and heart rate) 

o Tactile touch seems to decrease levels of anxiety 

o The results in the intervention study need to be further validated through 

studies with larger sample sizes 

o Tactile touch seems to promote comfort since the complementary method 

makes it possible to experience moments of pleasure in the midst of being a 

severely ill patient at an intensive care unit, and through this experience 

also gain hope 
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PROSPECTS OF THE FUTURE 
If, based on these findings, tactile touch should be introduced as a clinical routine 

in intensive care, the introduction should preferably take place in a controlled set-

ting. It should be performed by trained touch therapists after prescription from the 

patient’s primary nurse or physician. Planning, documentation and evaluation of 

the sessions should be included in the patient’s care plan. Each unit should have a 

chief touch therapist in charge of good practice, research updates and ethical issues. 

A network of touch therapists in intensive care all over the country could con-

tribute to further research and development. With the support of modern technol-

ogy, data such as hemodynamic parameters (blood pressure and heart rate) and the 

patient’s experience of receiving tactile touch could be reported to a national regis-

ter. Such a network might also evaluate various types of tactile touch interventions 

(i.e. only parts of the body or whole body). 

However, even with such a registry there is need for further qualitative studies 

and randomised clinical trials with the aim to illuminate and investigate the effects 

of tactile touch in intensive care. 
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SUMMARY IN SWEDISH 

Taktil beröring på intensivvårdsavdelning 

Sjuksköterskors förberedelse, patienters erfarenheter  

och effekter på stress faktorer 
 

 

 

Bakgrund 

Beröring i olika former har stor betydelse för människans välbefinnande såväl 

fysiskt som psykiskt och för att skapa kontakt mellan människor. Ett liv utan 

beröring kan skapa frustration och ge stressreaktioner. Beröring upplevs i 

allmänhet som något positivt, förutsatt att den inte påtvingar en större intimitet än 

mottagaren önskar eller förmedlar något negativt. En positiv upplevelse av 

beröring kan ge en existentiell bekräftelse, kännas behaglig och omvårdande samt 

stimulera utsöndringen av lugn och ro hormonet oxytocin som i sin tur har visat sig 

ge en anti-stress effekt. I omvårdnaden av patienter utgör beröring en integrerad del 

av sjuksköterskans arbete i syfte att främja välmående och skapa tillit. Inom 

intensivvården använder sjuksköterskan ofta beröring och patienten upplever en 

kram eller en klapp på kinden som mänsklig värme och bekräftelse. 

Beröring som behandlingsform är gammal och beskrevs i Kina redan 3000 år 

före Kristus. Som komplementär metod har beröring använts för att lindra 

patienters upplevelse av stress och för att främja välmående. Taktil beröring (lätta 

strykningar med hela handflatan, även kallad effleurage) är en variant som använts 

och studerats på patienter som t ex kvinnor med bröstcancer som upplevde minskat 

illamående, lägre systoliskt blodtryck och puls. Friska kvinnor med typ II diabetes 

fick lägre blodsocker då de fått taktil massage och ungdomar med anorexia 

upplevde avslappning. Ovan nämnda studier visar inte på några negativa effekter. 

Taktil beröring är idag inte en del av omvårdnaden inom intensivvård i Sverige och 

känd vetenskaplig dokumentation saknas. 

Patienter som är akut svårt sjuka och i behov av intensivvård utsätts för stress 

och diverse obehag från sjukdom, skada, miljön, behandlingar och det faktum att 

de är i behov av andningshjälp med respirator. I studier beskriver patienter 

upplevelsen av att vårdas på intensivvårdsavdelning (IVA) med ord som 

”skrämmande”, ”frustrerande”, ”att vara i ett fängelse”. Dessutom beskrivs miljön 
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som stökig och larm från övervakningsutrustningen gör att det aldrig är riktigt tyst 

och lugnt. 

Behovet av omvårdnadsinterventioner, som kan möjliggöra vila i en lugn miljö 

med få störningar, har påtalats sedan många år. Inom intensivvård ligger fokus ofta 

på medicinska interventioner för att lindra ångest, smärta och sömnsvårigheter. 

Dessa interventioner ordineras och är lätta att ta till då patienten upplever obehag. 

Medicinerna kan lindra obehaget men också ge biverkningar så som 

hallucinationer, vanföreställningar och mardrömmar. Det är angeläget att finna ett 

icke-farmakologisk alternativ som lindrar patientens obehag, gör patienten mer 

vaken och delaktig i sin egen vård. Taktil beröring är en icke-farmakologisk 

intervention som används med gynnsamma effekter inom andra vårdområden. 
 

 

Problemformulering och syfte 

Sjuksköterskor inom intensivvården uttrycker frustration över att tekniken tar allt 

mer tid från den patientnära omvårdnaden. Deras önskan att ge en holistisk vård 

parat med patienters berättelser om stress, rädsla, frustration och utsatthet vid 

intensivvård samt frånvaron av forskning som belyser användningen av taktil 

beröring som komplementär metod inom intensivvård i Sverige, motiverar denna 

avhandling. Det övergripande syftet med avhandlingen var att studera om taktil 

beröring som komplementär metod kan (i) främja välmående och (ii) reducera 

stressreaktioner vid vård på intensivvårds avdelning. De specifika syftena var att: 
 

o beskriva sjuksköterskors och undersköterskors erfarenheter av att förbereda 

sig inför att ge taktil beröring 

o studera effekten av fem dagars taktil beröring på patienters nivåer av 

oxytocin i arteriellt blod, blodtryck, puls, blodsocker, förbrukningen av 

läkemedel samt ångest och sederingsnivå 

o belysa patienters levda erfarenhet av att få taktil beröring vid intensivvård 
 

 

Metod 

Studie 1 

För att beskriva hur man förbereder sig inför taktil beröring intervjuades en 

sjuksköterska och fyra undersköterskor, alla diplomerade beröringsterapeuter. De 

representerade två allmän IVA och en neurologisk IVA vid två västsvenska 

sjukhus. Giorgis fenomenologiska metod användes för att analysera intervjuerna 

(Artikel I). 
 

Studie 2 

Resultaten i Artikel I lade grunden till en interventionsstudie (Artikel II, III) där 44 

patienter randomiserades till interventionsgrupp (21 patienter) respektive 

kontrollgrupp (23 patienter). Studien genomfördes på allmänna intensiv-

vårdsavdelningar vid ett regionsjukhus och ett universitetssjukhus i södra Sverige. 

Kontrollgruppen fick den traditionella vilostunden som vanligtvis är en timma 
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under dagen. Patienterna i interventionsgruppen fick taktil beröring under en timma 

(12.00–13.00) i fem på varandra följande dagar; dag 1, händer, fötter, dag 2 händer, 

fötter och mage och dag 3, 4 och 5 hela kroppen (huvud, bröst, armar, händer, 

magen, ben och fötter). Oxytocin (Artikel II) och blodsocker togs från patientens 

artärnål före och efter beröringen/vilostunden, blodtryck och puls observerades var 

15:e minut. Patientens nivå av ångest observerades var 30:e minut med hjälp av en 

ansiktsskala framtagen för intensivvårds patienter, Face Anxiety Scale (FAS). Tre 

gånger per dag noterades patientens sederingsnivå enligt sederingsskalan Motor 

Activity Assessment Scale (MAAS). Den totala förbrukningen av läkemedlen 

Midazolam, Propofol, Noradrenalin och insulin räknades samman varje dygn 

(Artikel III). Alla observationer och mätningar gjordes av den sjuksköterska eller 

undersköterska som vårdade patienten under tidpunkten för beröring/vilostund. 
 

Studie 3 

För att belysa patientens upplevelse av att få taktil beröring under vårdtiden på IVA 

tillfrågades patienter från interventionsgruppen i delstudie 2 om en intervju. Av de 

21 patienter som fick taktil beröring kunde inte 14 delta (elva hade dött och tre 

hade inte några minnen av vårdtiden på IVA). Av de återstående sju patienterna 

tackade en nej, vilket gjorde att sex patienter intervjuades (Artikel IV). Intervjuerna 

analyserades med fenomenologisk hermeneutisk metod enligt Ricoeur och 

utvecklad för omvårdnadsforskning av Lindseth och Norberg. 
 

 

Resultat 

Studie 1 

När sjuksköterskan/undersköterskan var förberedd för att ge taktil beröring till en 

patient på IVA, lade hon rollen som beröringsterapeut till sin vanliga professionella 

roll (Artikel I). För att kunna göra en sådan transition (övergång), krävdes fyra 

beståndsdelar (konstituenter); en känsla av inre balans, ovillkorlig respekt för 

patientens integritet, en vårdrelation som karaktäriseras av ett ömsesidigt för-

troende och en önskan om att få ge beröringen i en stödjande miljö där oordning 

och störningar är minimerade. Transitionen, övergången, var en rörelse över tid, 

från en roll till en annan. Saknades någon av de fyra delarna avstod de från att ge 

taktil beröring och stannade i sin roll som sjuksköterska/undersköterska. 

Studie 2 

Taktil beröring gav ingen signifikant ökning av oxytocinnivån (Artikel II). Det 

mest utmärkande i resultatet var skillnaden i oxytocinnivåer mellan grupperna. 

Interventionsgruppens oxytocinnivåer bibehölls på 25–26 pM under dagarna i 

studien, medan patienterna i kontroll gruppen hade höga ingångsvärden (39 pM) 

som sakta sjönk under de sex dagar som oxytocin observerades. 

Observation av blodtryck, puls, blodsocker, medicinförbrukning och 

sederingsnivå visade inga signifikanta förändringar dag för dag eller över de fem 

dagarna (Artikel III). Behovet av lugnande, sederande läkemedel verkade minska 
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och vakenheten (enligt MAAS) öka något i interventionsgruppen. Även om 

patienterna som fick taktil beröring såg ut att kräva mindre sedering, blev de inte 

mer oroliga utan observerades för signifikant lägre ångest nivåer dag 1, 2 och 4. 

Vidare visade resultatet att patienterna i interventionsgruppen hade lägre 

ångestnivåer efter varje beröringstillfälle jämfört med före beröringen. Resultaten 

var dock inte statistiskt signifikanta. 
 

Studie 3 

Analysen av intervjuerna visade att innebörden av att få taktil beröring under 

vårdtid på IVA kunde tolkas som att befinna sig i ett föreställt rum som skapades 

av patienten och beröringsterapeuten tillsammans. I detta rum fick patienten 

möjlighet att uppleva att kroppen vaknade till liv, tiden stod stilla och omgivningen 

försvann för ett ögonblick. Detta gav patienten möjlighet att bara fokusera på sig 

själv och glömma sjukdom och smärta. Patienten kunde njuta av den taktila 

beröringen och det gav hopp inför framtiden (Artikel IV). 
 

 

Slutsatser 

Avhandlingen är den första i sitt slag och vad som är känt har ingen tidigare 

studerat taktil beröring på vuxna personer i behov av intensivvård. Resultatet kan 

bidra till den evidens som behövs för att introducera taktil beröring inom 

intensivvård. För att göra en introducering möjlig bör följande tas i beaktande: 
 

o struktur och rutiner behöver ses över på IVA för att möjliggöra personalens 

förberedelse inför taktil beröring 

o taktil beröring skall utföras av diplomerade beröringsterapeuter 

o taktil beröring ges efter individuell bedömning och ordination av 

patientansvarig sjuksköterska eller läkare 

o Fler studier som med olika metoder utvärderar taktil beröring på IVA är 

betydelsefullt för att validera resultaten i avhandlingen 
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APPENDIX 
Flowchart for tactile touch (Paper II, III) 

Patient lies in supine position on the bed, draped in towels 

Hand (right and left) 

o Stroke the dorsal side of the hand and fingers with the palm of your hand 

o Mark the webbing between each finger from thumb to little finger 

o Start with thumb, cuddle the finger, stroke the dorsal side and the ventral 

side at the same time and mark the side of the finger. Mark the top of the 

finger and make five circles. Cuddle the finger and go on with the next one, 

until you reach the little finger 

o Stroke the ventral side of the hand, from the wrist to the fingertips 

o Perform circular movements with your thumb on the hand pads 

o Cuddle the hand and mark the wrist 

o Cover the hand under the towel and cuddle 
 

 

Foot (right and left) 

o Stroke the dorsal side of the foot, from the ankle to the toes, with the palm 

of your hand 

o Mark the webbing between each toe from the great toe to the little toe 

o Start with the great toe, cuddle the toe, stroke the dorsal side and the ventral 

side at the same time and mark the side of the toe. Mark the top of the toe 

and make five circles. Cuddle the toe and go on with the next one, until you 

reach the little toe 

o Stroke the ventral side of the foot, from toe to heel 

o “Walk” with both of your thumbs on the ventral side of the foot, from the 

heel and up. Start with the side of the great toe, then in the middle of the 

foot and the little toe side 

o Perform circular strokes with your thumb on the toe pads, the heel and the 

arch of the foot 

o Cuddle the foot and mark the ankle 

o Cover the foot under the towel and cuddle 
 

 

Stomach 

o Take a position parallel with the person’s bed. Place your hands above the 

person’s belly button. Stroke from the level of the rib, over the stomach and 

a few centimeters below the belly button 
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o Make cross strokes from the belly button to each side of the stomach 

o Take a position with your back to the person’s foot. Put hands over the per-

son’s belly button and “draw” a heart with your fingertips 

o Back to parallel position. Put the left hand over your right and make circu-

lar strokes, clockwise 

o Put your hands on the stomach and hold still for a few seconds. Cover the 

stomach with towels 
 

 

Face and head 

o Take a position at the person’s headboard. Stroke the person’s forehead 

with your thumbs, one at the time, from left to right 

o Stroke the person’s eyebrow from the inside out 

o Stroke from the bridge to the tip of the nose with your right and then your 

left thumb 

o Stroke the wings of the nose the same way 

o Put your thumbs under the person’s nose, stroke to the earlobes 

o Put your thumbs under the person’s lower lip, stroke to the earlobes 

o Put your fingertips at the person’s gnathion, stroke over the cheek bone and 

make circular movements near the earlobes 

o Make circular movements from the earlobes to the top of the ear 

o Put your hands on the person’s head. Stroke with the right hand on the left 

side of the head and vice versa, with the palm of your hand. Then make cir-

cular movements with your fingertips 
 

 

Chest 

o Make cross strokes from shoulder to shoulder over the person’s chest 

o Mark the person’s side of the chest 

o Cover the chest with the towel 
 

 

Arm (right and left) 

o Take the person’s hand with your right hand, as in a handshake 

o Make circular movements at the shoulder and back to the hand 

o Stroke from the crook of the arm and back to the wrist and vice versa 

o Stroke from the elbow and back to the wrist and vice versa 

o Make cross strokes from the shoulder to the wrist 

o Make cross strokes from the crook of the arm to the wrist 
o Make circular movements on the elbow 
o Cover the arm with the towel and give tactile touch on the hand (see above) 

 

 

Leg (right and left) 

o Make circular movements on the hip 

o Stroke from hip to foot  

o Make cross strokes from hip to foot 

o Make circular movements around the knee cap with your fingertips 

o Cover the leg with the towel and give tactile touch on the foot (see above) 
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o Uncover the leg and stroke from foot to hip and back to foot 

o Cover the leg again 
 

 

When you have completed the tactile touch, cover the person’s body with a blan-

ket. Put your hands on the person’s shoulders and stroke from the shoulder leng-

thwise over the whole body, stop at the feet. Stay at the person’s bedside for a 

while. 


