Getting back in touch
Clinicians and patients are getting out of touch with one another. When I was a medical student I spent hours with patients, examining them on the ward, taking blood, and assisting at operations. At first I felt clumsy, inept, and embarrassed at the prospect of physical contact, for touch is surrounded by social conventions and taboos that are difficult to break through. But gradually, through practice, I became more confident. Touching people stopped feeling strange. 
Ostensibly, the purpose of these examinations was to gather diagnostic information that I would relay to senior clinicians. I was expected to describe the characteristics of a lump, say, or to find if there was tenderness. What I didn’t realise was that I was also learning a tactile language, a form of communication that worked in both directions. By constantly examining patients I was establishing a lexicon of touch that went far beyond distinguishing a lipoma from an epidermoid cyst. By the time I had become a general practitioner, touching my patients was so much second nature that I was hardly aware of it. It happened automatically.
Of course students are still taught the skills of clinical examination, although pressures to reduce hospital stay mean fewer opportunities to spend time examining patients. But it is imaging that is making the biggest difference. Digital technology provides far more accurate information than physical examination and there is a sense that students no longer need to trust their fingers to see or that touching is a waste of time.
Maybe that is missing a point, for there is more to touch than gaining information. The phenomenologist Max van Manen distinguishes between “gnostic” and “pathic” touch. Gnostic touch gathers clinical data in a one-way process. Pathic touch, by contrast, is a two-way communication that conveys care, concern, confidence, and reassurance—or their opposites. This is the wordless language of affect and feeling, a physical communication that is both condensed and economical. The briefest touch can speak volumes.
The medical consultation is a privileged space where normal conventions are suspended. Where else would someone trust a complete stranger to touch any part of their body? Most of us as patients would like our clinicians to be fluent in pathic touch, and we can recognise immediately if they are. Yet there are many challenges in teaching and learning this language.
At a gnostic level, how do we make sense of anatomical landscapes we can feel but cannot see? Rectal and vaginal examination are essential skills in many areas of medicine, for example, yet it is almost impossible to tell whether a learner is touching what they think are touching. At a pathic level, widening one’s attentional focus to include a patient’s responses while performing a digital examination takes a lot of practice. Social and cultural expectations vary widely, and touch can be a minefield. Embarrassment and uncertainty can be as much a part of the learner’s experience as the patient’s.
We need to help clinicians gain fluency in this two-way language of touch, that elusive sense which is “everywhere and nowhere”. Perhaps because there is no common condition in which the whole sense of touch is lost—no equivalent of catastrophic blindness or deafness—its complexity is often overlooked. Neuroscience and psychophysics are showing that commonly held notions of touch being mediated through a small number of receptor types (light touch, pressure, vibration, and so on) are a gross oversimplification. Touch is more like vision, where imperfect signals are processed into a rich and complex sensory experience. It is no accident that clinicians talk of teaching their fingers to see.
[bookmark: _GoBack]Although communication skills training in medical schools addresses verbal and non-verbal techniques, touch is often ignored. Making sense of its complexities and gauging progress in its mastery is a challenge. While the place of touch in diagnosis may be changing, its role in care is more important than ever.  As clinicians we must not allow changes in the first to jeopardise the second. It is time to get back in touch.
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