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ABSTRACT

The question researched was the relationship between 
self-disclosure and physical contact as reported by the 
aged, institutionalized individual in his or her encounters 
with the nurse. Factors associated with these two compo
nents of communication were identified.

A positive correlation between self-disclosure and 
physical contact was established. The need to be acknowl
edged and confirmed through verbalization and self
disclosure was demonstrated and expressed by the elderly 
person in a nursing home.

Subjects acknowledging a close, interpersonal rela
tionship with one or more nurses within the institution 
engaged in greater amounts of self-disclosure and physical 
contact than those reporting no close relationship. Without 
the opportunity for self-disclosure and physical contact, 
the inference may be drawn that there is little chance of 
forming meaningful, interpersonal relationships.

The nurse was demonstrated to be in a key position 
to foster and facilitate a variety of opportunities in which 
the aged individual can disclose himself. Within the context 
of a meaningful, interpersonal relationship, the nurse may 
be able to promote self-identity, intensify experience, and
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identify and meet the needs of the aged, institutionalized 
individual.



•CHAPTER I

INTRODUCTION

Verbal disclosure and touching have long been
recognized as important means of meeting emotional and
physical needs of patients in a variety of settings. Lewis
(1969, p. 2) recognizes that the foundation of all nursing
rests upon the ability to communicate with patients. He
further adds that the essence of interpersonal communication
is the attempt to understand the other person's point of
view from his frame of reference, which involves his
feelings about the situation (p. 8). Based on these ideas,
Lewis formulates a problem for nursing.

. . . many of our dilemmas in nursing stem from our
inability to understand our patients and recognize 
our responsibility in the communication process.
From many of the studies related to patients' 
assessments of their care, it becomes apparent that 
th failures in communication have been a prime 
source of distress (p. 2).

Jones (1972, p. 230) reports that "social isolation 
is often associated with the role of the elderly in society 
at large and within specific organizational levels such as 
nursing or convalescent homes." Psychosocial deprivation is 
considered detrimental to the individual, and Jones 
challenges the "helpful" professions to become more

1



2
concerned with interpersonal relationships and their effect 
upon the elderly individual (Jones, 1972).

The literature in general admonishes nurses to 
listen to the elderly person and seek more effective ways of 
communicating in order to ascertain his feelings and needs. 
Brown (1970 > p. 200) speaks to the psychosocial needs of the 
elderly in nursing homes and advises that recognition of the 
individual's past, present, and future toward which he moves 
is essential for maintaining a continuity of life and pre
serving personal identity. She recommends that residents 
in nursing homes be encouraged to identify themselves by 
telling about their interests, past experiences, grand
children, and so on. McKee (1971, p. 16) notes that data 
gathering regarding the individual's perception of his needs, 
desires, and past experiences is a crucial step toward 
developing and implementing individualized patient care. 
McKee comments:

Their needs as they define them must be met, and 
they should have as large a part as possible in 
making those decisions which affect them. They must 
be listened to, and above all they must be heard.

Schutz (1967, p..11) states that talking is instru
mental in the understanding of personal experiences, but 
often falls short in helping a person to feel. "Combining 
the non-verbal and verbal seems to create a much more 
powerful tool for cultivating human growth." Giving support 
to this comment, Lewis (1969, p. 42) suggests that nursing



has had much to learn about the significance of touch apart 
from the physical ministrations of care and encourages 
nursing research in this area. "Being heard and touched by 
another who 'cares' seem to reinforce identity, mobilize 
spirit, and promote self healing" (Jourard, 1971b, p. 87).

Based upon previous experience, the investigator has 
observed that elderly persons seemed to touch other people 
more spontaneously than did patients in other age groups. A 
further observation was that elderly persons living in 
relative social isolation often viewed the nurse as a 
friendly visitor and attentive listener as well as a "helping 
person." These observations led the investigator to question 
the aged individual's communicative patterns' in inter
personal encounters within an institution.

Statement of the Problem 
What is the relationship between self-disclosure and 

physical contact in the aged, institutionalized individual's 
encounters with the nurse?

Purpose of the Study 
Jourard (1971b, pp. 180-183) has observed that 

rigid, stereotyped modes of behavior, which he terms "bed
side nursing manner," are often adopted by the nurse tp 
protect or insulate him or her from feelings or situations 
which are uncomfortable or threatening. Latent functions of 
this "bedside nursing manner" may have the following



consequences' to the patient: (1) the nurse-patient rela
tionship is kept on an impersonal, superficial basis, thus 
minimizing behavior which is threatening to the nurse; (2) 
individuality in patients is denied while conforming be
havior is encouraged; and (3) varying degrees of "self- 
alienation" in patients may be fostered.

Jourard (1971b, pp. 183-184) explains this phenomenon
of "self-alienation" as it affects the patient

. . . this means they have repressed or suppressed
much of their own real and spontaneous behavior with 
carefully censored behavior which conforms to a 
rigid role definition or a rigid and highly limited 

. self-concept. They behave as they "should" behave 
and feel what they "should" feel. When role and/or 
self-concepts exclude too much "real self," a person 
soon experiences certain symptoms, viz.,- vague 
anxiety, depression, and boredom. . . .  In short, 
failure or inability to know and be one•s "real 
self" can make one sick.

Carlson (1972, pp. 270-271) writes that alienation 
contributes to many of the social and medical problems 
encountered among the aged. These forms of alienation may 
be separated into categories such as sensory, affectional 
and emotional, and social and intellectual. "Since man 
validates his beliefs through meaningful interaction with 
other men, isolation or restriction of any kind may bring 
about unusual or bizarre behavior."

Because interpersonal communication in the nursing 
process can affect the aged individual's maintenance of 
contact with himself and his environment through identi
fying and meeting needs, intensifying experience, and



promoting self-identity, this study was undertaken to 
describe the relationship between two components (physical 
contact and self-disclosure) of interpersonal communication 
as repprted by the aged, institutionalized individual in his 
encounters with the nurse. The relationships between 
selected variables (age, sex, level of dependency, length of 
institutionalization, and reported number of bothersome 
handicaps) and self—disclosure and physical contact were 
investigated.

The findings of the study were expected to provide 
further construct validation for the conceptual framework, 
information pertinent to the communication process in the 
nurse-patient relationship, and to generate hypotheses for 
further research in modes of communic tion with the aged, 
institutionalized individual.

Limitations
This study was restricted by the following factors:

1. 1 The sample was small and one of convenience; data
were collected from only one nursing home.

2. Persons refusing to participate in the study were
excluded; therefore, the subjects may possibly 
represent a non-typical group.

3. Only the aged, institutionalized individual's point 
of view was obtained in the data collection.



4. Only nine males, in lieu of the intended 10, met the 
criteria for participation in the study.

5. Not all interviews were held in strict privacy or 
totally free of interruptions. The behavior of both 
the subject and investigator may have been affected 
due to interference.

Conceptual Framework 
In light of man's phenomenological existence in the 

world, that is, the way he perceives his being in the world, 
man communicates with his environment for the conformation 
and preservation of his being. Watzlawick, Beavin, and 
Jackson (1967, pp. 84-85) interpret all human behavior as 
communication and point out the content and relationship 
aspects involved. The focus is on the increased awareness 
of self and the process of becoming which results from 
entering into relationship with another individual. Buber 
(1957, pp. 101-102) writes:

' In human society at all its levels, persons con
firm one another in a practical way, to some extent 
or other, in their personal qualities and capacities, 
and society may be termed human in the measure to . 
which its members confirm one another. . . . the
basis of man's life is two-fold and it is one . . .
the wish of every man to be confirmed as what he is, 
even as what he can become, by men; and the innate 
capacity of man to confirm his fellow man in this way 
. . . actual humanity exists only where this capacity
unfolds.

In the Western world since the time of Descartes and 
the subsequent impact of mind-body dualism, it appears that



man may be, in some part, experiencing a kind of alienation 
from his fellow men> his own body, and his nature. Laing 
(1965) refers to this alienation as "unembodiment." Burton 
and Heller (19 64) attest to Western man's increasing 
estrangement from his body in view of the tendency to 
relinquish sensory qualities for more conceptual and intel
lectual forms, such as are seen in the development of 
languages as cultures evolve. In the interest of attaining 
higher forms of communication, the immediacy of personal 
experience may be reduced. Any deviation such as touching 
may be looked upon as pathological without examining the 
existential meaning of such acts. The problem does not lie 
in conceptualization, but in the failure to recognize that 
"a concept in order to be truly communicative must carry a 
message on a lower level, i.e., have emotional meaning" 
(Burton and Heller, 1964, p. 122). They further state that 
"the prevalent cry of alienation and loss of meaning today 
is just that quality of culture which denies the body and 
ignores the integrative aspects of its impulses" (p. 122)'.

Hall (1969, p. x) suggests a loss of relatedness to 
the world and views his work in proxemics as an attempt to 
illuminate much that is taken for granted. He explains,
"by this means I hope to increase self identity, intensify 
experience, and decrease alienation."

Jourard (1971b,. p. 6) , remarking on the consequences 
of alienation, states:



. . . when man does not acknowledge to himself who,
what, and how he is, he is often out of touch with 
reality, and he will sicken. No one can help him 
without access to the facts. And it seems to be 
anothei fact that no man can come to know himself 
except as an outcome of disclosing himself to 
another person.

Research in sensory deprivation supports the thesis 
that man endangers his emotional stability when isolated 
from others and forced to communicate with himself for long 
periods of time. Zuckerman and others (1968, pp. 183-184), 
in an attempt to analyze different factors involved in 
sensory deprivation, induced major stress effects in their 
subjects through confinement in a cubicle for eight hours. 
Findings of the study revealed that confinement without 
social or sensory stimulation induced generalized psycho
logical and endocrine arousal. Sensory deprivation produced 
an increase in anxiety and the appearance of unusual per
ceptions and ideas related to cutting off one's sensory ties 
with reality. Female subjects showed these effects more 
than male subjects.

One means of reducing alienation among human beings 
is through verbal self-disclosure in the context of an 
interpersonal relationship. The obvious outcomes, according 
to Jourard (1971b, p. 5), can be among the following: (1)
discovery of similarities and differences regarding ideas, 
feelings, aspirations, and reactions to the past; (2) dis
covery of the other individual's needs in order to enable 
fulfillment of these needs; and (3) discovery of the extent



to which an individual's behavior and attitudes may vary 
from the social, cultural, and psychological norms of 
society.

Touching can provide an even more literal or direct 
way for individuals to encounter one another as opposed to 
visual or verbal contact at a distance. As Gibson (1966, pp. 
132-133) notes, touching can serve to validate information 
received through the other sensory systems. Burton and 
Heller (1964, p. 126) write that "touch is the fundament of 
being in the world, for it is the vehicle par excellence by 
which the person locates himself in space-time." They 
further maintain that the need to touch supercedes the need 
to verbalize in geriatric patients. The act of touching 
offers reassurance of their continuity and existence in 
anticipation of decline and death, the ultimate separation. 
"This tactual clinging offers reinforcement on a level more 
coincident with deficit status" (p. 127). Jourard and Rubin
(1968, p. 41) write, "when you let me touch you, you are 
disclosing your embodied being to my consciousness, by 
means of my tactual sense."

Since the emotional stability of an individual may 
be jeopardized when contact with others is reduced, this 
study was undertaken to explore physical contact and self
disclosure, two means of interpersonal communication in 
which the psychological and physical distance between nurse 
and patient can be reduced. The researcher anticipated that
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findings of the study would promote knowledge useful in 
assisting the aged, institutionalized individual to 
maintain contact with himself and his environment.

Definitions
The following definitions of terms were used in 

this study:
1. Self-disclosure. The1 process and content of

speaking by which the aged, institutionalized indi
vidual makes himself known to the nurse through re
vealing information about his body, personality, 
attitudes and opinions, and tastes and interests as 
indicated in the self-disclosure questionnaire.

.2. Physical contact. The act of the aged, institu
tionalized individual placing one or both hands upon 
the nurse's body, and/or the act of the nurse 
placing one or both hands upon the aged individual's 
body.

3.; Aged, institutionalized individual. Those persons, 
male or female, 62 years of age or older, who are 
residing in a local nursing home.

4. Encounters. The interactions between the aged, 
institutionalized individual and the nurse for some 
purpose or goal.



Nurse. Any one of the nursing personnel (registered 
nurse, licensed practical nurse, or nursing aide) 
employed by the nursing home.

Basic Assumptions 
Self-disc osure and physical contact are two means 
by which the aged individual can identify and meet 
needs, intensify experience, and promote self- 
identity in the nurse-patient relationship.
The aged individual is aware of and able to recall 
the relative amounts of physical contact and self
disclosure in his or her interpersonal encounters . 
with the nurse.
Visits made by the investigator with the aged indi
vidual, prior to the administration of the physical 
contact and self-disclosure questionnaires, help to 
create a trusting relationship, and thereby promote 
more open communication.



CHAPTER II

REVIEW OF THE LITERATURE

This chapter deals with the literature reviewed in 
the areas of touch as a means of communication, experiments 
in self-disclosure, communication and the aging process, and 
the emotional needs of the aged.

Touch as a Means of Communication
To communicate, the individual must perceive; that 

is, he must become aware through the senses. Touch is the 
earliest and most elemental mode of communication and 
constitutes the major means by which basic physiological and 
emotional needs of the infant are met. Frank (1957, p. 229) 
agrees with others that personality development is, in large 
part, contingent upon early tactile experiences, as 
exemplified in the following comment:

The baby develops confidence in the world, trust 
in people, through these early tactile relations 
which reciprocally establish the meaning of the 
world for him and also his expectations and feelings 
toward the world.

Rubin (19 63, p. 828) insists that "we do not grow out of the
tactile modality." Frank (1957) suggests that although
touch is never actually superseded it is elaborated by the
symbolic process. As the infant grows older, the mode of
tactile communication is increasingly replaced by words. He

12



13
learns to recognize and respond to words as symbols which 
serve as surrogates for previously perceived tactual expe
riences, rich in meaning and affective coloring. In a 
sense, words replace touch and distance is more easily 
tolerated. Rubin (1963) emphasizes the need for physical 
contact in adults in stressful situations involving, danger, 
incapacity, and sickness. When the individual feels 
isolated and vulnerable, touching may be considered a 
natural and healthy function. "And since touch is always 
individualized, the interpersonal communication effected 
through touch will tend to be more significant in a way that 
verbal language cannot achieve" (p. 831).

In all human cultures, physical contact plays an 
important role in interpersonal relations. Forms of tactile 
communication may serve to maintain the social order by 
regulating human conduct. As explained by Frank (1957, p. 
241) :

Each culture fosters or specifically trains 
young as children and adolescents to develop 
different kinds of thresholds to tactile contacts 
and stimulation so that their organic, constitu
tional, and temperamental characteristics are 
accentuated or reduced.

In American society, composed of individuals from 
different ethnic backgrounds and social classes, there 
appears to be an even greater diversity in attitudes and 
practices relating to tactile behavior. Montague (1953) 
relates the differences in individual behavior to the kinds
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and modalities of tactile experiences gained within the 
family with variable consequences for the individual 
involved.

Hall's (1969, p. 113) investigation in proxemics 
points up the relationship of man's sense of self and his 
sense of space. As birds and mammals have territories they > 
inhabit and protect from outside invasion and distances 
which they delineate and maintain from one another, so man, 
too, has identifiable zones which affect the quality and 
content of his reactions to others. These zones, divided 
into four categories, are termed intimate, personal, social, 
and public (p. 128). These observations may serve to 
clarify Montague's (1953, p. 298) following comment:

In Western cultures it is still the practice of 
well-bred persons to apologize to a stranger whom 
they may accidentally have touched, and to do so 
even to a friend or a close relative. To establish 
contact with another is an act of communication, of 
social recognition. If there has been no formal or 
other occasion for such social recognition the act 
is considered out of place.

A widely held belief is that nonverbal systems of 
communication (including touch), which Hall (19 59) refers to 
as the "silent language," convey our real feelings and 
attitudes. However, touch has variable meanings to the 
initiator and the recipient. Messages transmitted through 
the use of touch can be intended or interpreted as love, 
empathy, kindness, anger, sexual desire, acknowledgment of
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another individual's presence, nurturance, comfort, and a 
host of other meanings.

An abundance of literature is available regarding 
the importance of touch in the maternal-infant relationship. 
However, there is a noticeable decrease in information with 
increase in age. A study conducted by Sanders (19 70) was 
designed to investigate the aged, institutionalized person's 
feelings about the nurse's touch. A number of trends were 
identified. When given the choice of nursing activities 
involving touch and those not involving touch, the subject 
tended to select the one without touch more frequently.
Among the activities offered, there was a higher preference 
for talking. Various feelings were expressed toward the 
nurse's touch, some positive, some negative, and some in
different. Touch communicated a message to the aged person, 
conveying some personal meaning. Males tended to respond 
differently to touch than females. During the data collec
tion, females spontaneously touched the female researcher 
more often than males. Among the suggestions for further 
study was the description of such things as the use of 
touch and talking (p. 49). Since the subjects were not 
visited prior to the collection of data for the purpose of 
building rapport in order to promote more open communication, 
this investigator hypothesizes that the content of disclo
sure may have been affected.
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De Angustinis, Isani, and Kumler (19 63, p. 2 80) 

conducted a study involving touch, its meaning and use in a 
nurse-patient relationship, in a psychiatric setting. One 
assumption of the study was that "nonverbal communication, 
including touch gestures, has purpose, is meaningful, and 
can be understood." The methodology consisted of observing 
and recording patient-ward personnel interactions involving 
touch. The investigators concluded that touch, as a form of 
nonverbal communication, can involve an element of risk, for 
touch gestures do not necessarily have universal meaning. 
Even though the initiator of a message may be consciously 
aware of the intent and meaning of a touch gesture, the 
message may be often misinterpreted. Patterns were observed 
to emerge in the use of touch. Culture, level of develop
ment, and experience affect the use and interpretation of 
touch.

Durr (1971) interviewed six men and seven women 
patients, between the ages of 17 and 71, to ascertain their 
awareness of and reaction to touch and physical closeness in 
relation to their personal contacts with nurses in acute 
care hospital units. Physical contact as a means of com
munication was interpreted by the patients as giving direc
tion, showing feelings of interest and concern, reducing 
fear, and exhibiting committment in helping individuals in 
their recovery efforts. Eleven of the patients were able to 
identify zones, postulated by Hall (1969), which were
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usually occupied by nurses. Eight of the patients recog
nized that nurses occupied the intimate zone most of the 
time and felt this was the appropriate area, especially when 
they were very ill.

Peplau (1952) exemplifies those nurses who caution 
regarding touch. Since interpreting patients' gestures can 
present a risk, she asks that the meaning of gestures be 
clarified by further information, to rule out inferences.

Experiments in Self-Disclosure 
Jourard (1971b) has proposed that accurate portrayal 

of self to others is an important criterion of a healthy 
personality, while the inability to know ond's "real self" 
and communicate this to others is a sign of neurosis. The 
content of communication about the self and the misrepre
sentation of self may reflect the self alienation of an 
individual and his being out of touch with his environment.

Enelow (1964) warns that an unstable self concept 
may contribute to a state of noninvolvement or nonengagement 
with others. In a study by Beck (1971) involving 502 sub
jects between the ages of 4 5 and 70, changing self concepts 
as a function of the aging process were investigated. The 
data revealed discrepancies between what a person reports as 
being his feelings and the image he presents to others. For 
women, the greatest contrast occurred in the 60 to 70 year 
old group, with women between the ages of 4 5 and 4 9 showing
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the next highest contrast in the two variables measured.
Among men, the discrepancy increased steadily with age. In 
measuring the effects of retirement and separation from 
children, the author concluded that none of the variables 
affect the content of self image as much as the aging 
process.

Based upon his research in self-disclosure and 
clinical experience as a psychotherapist, Jourard (1971b) 
holds that the most powerful determinants of self-disclosure 
are the identity of the person to whom one discloses himself 
and the nature and purpose of the relationship. More 
specifically, trust in the person to whom one is disclosing 
and the willingness of the other person to disclose himself 
affect the content of disclosure.

As people grow from adolescence into later years of 
life, their interpersonal relationships change. Parents 
die, and the majority of individuals select a mate, sug
gesting age related changes in significant interpersonal 
relationships. To investigate this hypothesis regarding age 
trends in self-disclosure, Jourard (1971a) developed and 
administered a 40 item self-disclosure questionnaire to' 1020 * 
students of both sexes between the ages of 17 and 55.
Results of the study pointed out a trend for subjects of 
both sexes to decrease the amount of disclosure to their 
parents and to a same sex friend, while.the amount of dis
closure to an opposite sex friend increased with age.
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Recognizing that full, authentic verbal disclosure 

to another person can be threatening, Jourard (1971a, p. 79),' 
nevertheless argues that free, reciprocal disclosure is the 
essen e of meaningful relationships between people. He 
further hypothesizes "if self-disclosure is a means of 
reducing distance between persons, and establishing or 
maintaining contact, we should expect that measures of self
disclosure and physical contact will be related." The study 
designed by Jourard and Rubin (1968), which prompted this 
investigation, explored this thesis. Subjects were composed 
of unmarried male and female college students, between the 
ages of 19 and 22 years. Through the administration of the 
self-disclosure questionnaire and the body contact question
naire, information regarding the subjects’ relationships 
with mother, father, same sex friend, and opposite sex 
friend was gathered and analyzed. The most striking finding 
was that physical contact and verbal self-disclosure, on an 
overall basis, were not markedly correlated. However, on 
closer examination of specific variables, a low but sig
nificant correlation was found among men in relationship to 
a same sex friend and women in relationship to an opposite 

■ sex friend, pointing up a slight tendency toward equating 
these two modes of interpersonal encounter, that is, self
disclosure and physical contact.
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In analysis of the findings, the authors write:
The virtual independence of self disclosure and 

body contact in the subject's relationships to 
parents and peers perhaps reflects the role of body 

’ contact in our American society. The authors' view 
is that touching is equated with sexual intent, 
either consciously or at a less conscious level—  
women appear most disposed to give themselves 
physically and in the mode of verbal self 
disclosure (Jourard and Rubin, 1968, p. 47).

Further interpretation of the findings suggests that 
unless.a young person has an intimate friend of the opposite 
sex, he is unlikely to experience his body's being touched 
or caressed. If touching and being touched are ways of 
recognizing one's "embodied" being, then the experimental 
results tend to support Laing's (1965) thesis that people 
are somewhat "unembodied" in their usual nonsexpal inter
personal relationships (Jourard and Rubin, 19 68).

Communication and the Process of Aging 
The communication process is one which continues 

throughout the life of man, enabling the individual to 
establish and maintain contact with his environment. A 
widely held belief is that communication decreases in later 
life. -

Birren (1964, pp. 81-10.8) acknowledges that• as man 
ages alterations tend to occur in the structure and function 
of the musculoskeletal and nervous systems, as well as in 
the acuity of the special senses. He has written widely and 
further states that such alterations affect the individual's



perception of and reaction to his environment. Changes in 
the central and peripheral nervous system, including a re
duction in cortical neurons, result in a reduced sensory 
input, as a consequence of higher thresholds of the special 
sense organs. There may be a marked decline in sensor-motor 
performances, decreased efficiency of the integrative pro
cesses, and increased reaction time to auditory, visual, and 
tactile stimuli. Hearing at higher frequencies may show 
loss with age. There is a greater tendency for auditory 
impairment in men than in women. Loss of elasticity of the 
lens in the eye may result in inability to accommodate to 
near vision.

Since the sensory modalities may be altered in the 
aging individual, touch may not be as readily perceived in 
the higher brain centers. Likewise, verbal communication 
may be affected in view of the individual's ability to 
integrate information and respond appropriately. Such 
measures as self pacing and expanded speech proposed by 
Panicucci and others (1968) in a geriatric setting may 
enhance the elderly individual's ability to communicate 
effectively if consistently utilized by nursing personnel 
with those individuals affected by such physiological 
alterations.

Psychosocial changes may parallel physiological 
changes in the aged, but they are not necessarily related. 
Adaptation to aging is very individual. Past experiences,
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personality characteristics, previous life styles, and 
genetic makeup may contribute to differences in ways of 
coping and efforts of interaction with the environment.

According to Henry (1965, p. 22), disengagement is a 
psychosocial theory of aging which proposes "a severing of 
ties between a person and others in his society, a reduction 
in available ego energy, and a change in the quality of ties 
remaining." Disengagement is viewed as an intrinsic process 
resulting in increasing interiority and a preoccupation with 
one's own inner state. The individual tends to increase and 
maintain distance from others, demonstrating a shift in the 
relationship of self to events and objects. Hence, the 
older person has a tendency to become increasingly like 
himself.

Many researchers in gerontology seriously question 
the inevitability of disengagement as an intrinsic process 
of aging, observing that disengagement may occur in any age 
group in relation to many factors. Social isolation and 
subsequent withdrawal may be more appropriately attributable 
to such extrinsic factors as loss of peer group through 
death, loss of significant others as,seen in widowhood, 
change in status, severance of former responsibilities 
through forced retirement or physical limitations, changes 
in conditions of living (including institutionalization), 
and difficulty in assimilating the impact of fast moving 
events which characterize American society.
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Tallmer and Kutner (1967), in a study of 181 aged 

individuals ranging from physically active to institution
alized disabled, held that certain extrinsic factors, such 
as widowhood, retirement, and illness could produce the 
effects termed disengagement. From the data emerged sub
stantial evidence that "disengagement among the aged can be 
predicted to occur as a concomitant of physical or social 
stresses which profoundly affect the manner in which the 
life pattern of the person is redirected" (p. 74). Ellison 
(1969) in his research designed to investigate alienation 
and the will to live in a group of retired steelworkers, 
demonstrated a strong relationship between a low will to 
live and two measures of alienation, namely, social isola
tion and loss of function.

Changes thus far discussed call for great adjust
ments by the aged. Engagement and involvement as develop
mental events are continuous processes in any age group. To 
attain successful adjustments, re-differentiation and re
integration may be required, calling for accelerated 
activity and social contact for the confirmation of these 
changes. However, for the aging person who is confronted 
with many adjustments in light of waning psychic and 
physiological resources, such involvement may cause anxiety 
and fear (Tannenbaum, 1967). The process of redifferentia
tion is characterized by redefining self and the relation
ship with others due to a myriad of changes. Gradual
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modifications in attitudes, values, behavior, and redefini
tion of roles occur as a result of the interplay between 
these changes. New functions are assumed which may be 
limited by both the individual and society. Reintegration 
involves the process of restabilization and the establish
ment of equilibrium. Following the acceptance of new roles 
and functions, the individual can integrate the roles and 
functions into self for new balance (Kutner, 1962). As 
summarized by Kutner (1962, p. 7), "maladjustment and 
personality disintegration in old age may result from the 
unsuccessful attempt to integrate a new system of roles."

Emotional Needs of the Aged •
Less than five per cent of all people over age 65

are institutionalized, being unable to exist in the general 
community due to some dependency need (Moss, 1971) . A 
belief is that institutionalization can have dehumanizing 
and depersonalizing effects upon a person. Vail (1.964 , p. 
599) notes that dehumanization is a particularly important 
problem in a nursing home, "divesting a person of human . 
capacities and functions until he becomes less than a man." 
he adds that the problem is a concern for anyone responsible
for the care of persons in a dependent setting.

The basic emotional needs of the aged institution
alized person are no different from those of any other'

, person. Basic needs may involve a need to feel loved,
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wanted and accepted, safe and secure, and significant and 
worthwhile (Routh, 19 65). Usually these needs are ful
filled through relationships with family members, friends, 
and co-workers. The individual who resides in an institu
tion may have needs much like the older person living with 
his family, but the former's needs may be compounded or go 
unmet because of inattention by busy personnel or other 
residents whose needs may parallel his own (Mansfield, 1967).

In Tannenbaum1s (1967, p. 96) words, the aged 
individual requires "increased relational elements and 
self-investing opportunities in his environment." Isolation 
;— either induced or inevitable— is more often found instead 
and may precipitate loneliness anxiety which contributes to 
increased disengagement as a protective, compensatory 
mechanism from further injury. On the other hand, the aged 
individual may increase his involvement in meaningless 
activities or adopt a conforming attitude to values which 
reflect the standards and expectations of others in order to 
satiate his need for belonging and security. "Thus, the 
dream is that of 1 belonging,1 but the actuality is self
alienation" (p. 96). This kind of behavior points to a 
serious breakdown in communication, reinforcing superficial 
relationships that prevent one human being from authentically 
communicating with another.

Unfulfilled needs may give rise to feelings of 
hopelessness, helplessness, rejection, and loneliness.
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These feelings can be painful to the individual, yet he may 
be unable to communicate them to others because of their 
threatening nature. He may anticipate that a younger person 
will not understand. Expressing himself to a peer who feels 
as he does may only serve to reinforce his feelings instead 
of helping him to discover a new way of coping. Thus may 
be found the individual who desires to disclose himself and 
be understood, but who cannot (Tannenbaum, 1967).

The aged person's needs may best be met through 
meaningful, interpersonal relationships, the people who 
become important are those with whom the elderly person, 
comes in contact on a continuing, basis, namely, the nursing 
staff in an institutionalized setting (Carlson, 1972). The 
nurse caring for the elderly person is in a crucial position 
to listen for and convey acceptance of feelings. As a 
result, the patient may feel more comfortable and secure in 
expressing himself and making his needs known.

Just as to hear and be heard is important, to be 
physically "stroked" is equally important according to 
Berne (1964). Carlson (1972, p. 272) proposes that nursing 
utilize the concept of "stroking" in the care of patients 
and review the importance of such nursing interventions as 
backrubs. The basis for the "laying on of hands" in ngrsing 
must be reexamined, she says.

Touching may serve to significantly reduce the 
alienation and loneliness of aged individuals, but, as
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described previously, societal norms and other factors may 
be operating to affect the individual's perception of touch. 
Carlson (1972, p. 278) summarizes:

The necessity of the nurse to know her patient 
is based on the utilization of the nursing process.
This includes taking a nursing history (getting to 
know the patient as an individual) and making a 
nursing diagnosis in order that she may make 
decisions with her patients as to what nursing 
care activities her patient requires or wishes.

Summary
The literature reviewed included touch as a means 

of communication, experiments in self-disclosure, communica
tion and the process of aging, and the emotional needs of the 
the aged. An abundance of literature was found regarding 
the importance of self-disclosure and physical contact. 
However, little information was found pertaining specifically 
to the aged.

Self-disclosure and physical contact were revealed 
to be vital components of the communication process and 
essential to the development of meaningful; interpersonal 
relationships wherein needs may be identified and met. The 
literature, in general, admonishes nurses to examine the 
meaning and use of self-disclosure and physical contact in 
the nursing process. More effective ways of communicating 
with the elderly are advised.



CHAPTER III

METHODOLOGY

Topics presented in this chapter are the research 
design, the target population, the sample population, the . 
development'of structured questionnaires, the pilot study, 
data collection, behavioral guidelines for rapport-building 
encounters, and techniques for analyzing the data.

Research Design 
This study was designed to identify the degree of 

correlation between self-disclosure and physical contact 
during the encounters of the aged, institutionalized indi
vidual and the nurse. Factors expected to relate to the 
elderly person's use of self-disclosure and physical contact 
were investigated in order to further elaborate the basic 
question of the study. ,

Interviews, both structured and unstructured, served 
as the source of information regarding self-disclosure, 
physical contact, and willingness of the subjects to dis- 

. close additional information about themselves in encounters 
with the nurse. Responses to the questionnaires reflecting 
particularly low levels of self-disclosure and physical 
contact were analyzed to identify, if possible, concomitants 
of these low levels of communication.

28



The Target Population 
The.target population was nursing home (extended 

care facility, rest or convalescent home) patients 62 years 
of age or older without severe brain injury, disease, or 
loss of memory. The subjects, in the judgment of the nursing 
director, met the criteria of being able to hear and respond 
verbally in English.

The Sample Population 
The sample was one of convenience. The institution 

selected for this study was a privately owned nursing home 
located in the southwestern part of the United States„ The 
sample was composed of nine male and ten female subjects who 
had given their written consent to participate in the study 
(see Appendix A).

Development of Structured Questionnaires 
A 40-item self-disclosure questionnaire developed by 

Jourard (1971a) was modified by the investigator for the age 
group being investigated. The topics included in the 
revised 20-item questionnaire (see Appendix C) were cate
gorized according to "body," "tastes and interests," "atti
tudes and opinions," and "personality," with a total of five- 
questions in each category.

When giving instructions for the completion of the 
self-disclosure questionnaire, the investigator advised each 
subject that a list of topics pertaining to him or her would



be read aloud. Prefacing each question with, "How much have 
you told the nurse (any of the nursing staff with whom the 
subject had contact) regarding . . . "  the investigator asked 
each subject to respond to the individual questions by 
answering,"A lot," "A little," or "None-at-all." Depending 
upon the responses given, the investigator probed further to 
ascertain the willingness of the subject to disclose addi
tional personal information about self to the nurse and 
whether or not information about this topic had been dis
closed to others in the setting. See Appendix D for 
examples of the probing questions.

The questions adopted to investigate the amount of 
physical contact in the subjects' encounters, with.the nurse 
were modified from those used by Jourard and Rubin (1968).
An outline of the human figure (Appendix E) in front and 
rear view was marked off into six broad zones demarcating 
the following areas: zone one, head; zone two, upper half
of anterior torso; zone three, arms; zone four, hands; 
zone five, lower half of anterior and posterior torso; zone 
six, upper half of posterior torso. The subject was asked 
to indicate the amount of body contact (both touching the 
nurse and being touched by the nurse) in each body zone by 
answering "A lot," "A little," or "None-at-all."
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Pilot Study

Two female residents in a local nursing home were 
selected by the nursing director as appropriate candidates 
for the pilot study, for the purposes of evaluating the 
self-disclosure and physical contact questionnaires and to 
familiarize the researcher with the interview technique. No 
men within the setting met the requirements for participa
tion in the preliminary investigation.

The self-disclosure questionnaire was administered 
prior to the physical contact questionnaire with each 
subject. This sequence was thought to be less threatening, 
since physical contact is generally held to be a more 
intimate form of communication.

After interviewing the first subject, the question
naires were found to need revision for the following 
reasons: (1) the interview extended beyond the proposed 40-
4 5 minute duration by approximately 25 minutes and was con
sidered to be excessively lengthy and conducive to loss of 
interest and to fatigue on the part of the subject; (2) 
adequate time was not allowed for reminiscence conducive to 
full, thoughtful responses by the subject; and (3) several 
of the questions in the self-disclosure questionnaire were 
ambiguous and redundant, requiring rephrasing by the 
investigator.

The pictorial representation of the human body in 
the physical contact questionnaire posed a barrier to
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communication during the interview. The subject was unable 
to adequately visualize the demarcation of body zones due to 
a visual handicap. Oral clarification of each zone by the 
investigator was time consuming and required tactile rein
forcement. Since avoidance of physical contact was planned, 
except in response to specific cues given by the subject, 
control of this variable could not be maintained. In view 
of this, a conversational approach, in lieu of a visual one, 
was thought more appropriate.

The self-disclosure questionnaire was shortened to 
include three questions within each category, for a total of 
12 questions in lieu of 20, prior to the interview with the 
second subject in the pilot study. Each question presented 
was more discrete. Explanatory examples were included to 
promote clarity and specificity. See Appendix F for the 
self-disclosure questionnaire used in the study.

The physical contact questionnaire was revised for 
oral administration by the investigator and focused specifi
cally upon the amount of physical contact (both touching 
the nurse and being touched by the nurse) in the context of 
meeting physical and socioemotional needs rather than 
investigating the locus of physical contact. See Appendix G 
for the physical contact questionnaire used in the study.

The second subject in the pilot study was inter
viewed employing the revised questionnaires. The interview 
lasted approximately 40 minutes. Ample time was allowed for
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full, thoughtful responses. The subject responded to all 
questions without the need for clarification or rephrasing.
As a result, the questionnaires were deemed appropriate for 
administration in the study.

Collection of Data
Identifying data were obtained from the subjects' 

records in the nursing home and during the two informal 
interviews held prior to the administration of the structured 
questionnaires. See Appendix H for the data collection form.

Three meetings preceded by a brief introductory 
contact constituted the time the researcher spent with each 
subject. Interviews were held on consecutive days (Monday 
through Sunday) between the hours of 9:00 a.m. and 4:00 p.m. 
over a period of five weeks.

Following each interview, notes were made on the 
subject's responses to questions and the investigator's 
behavior and impressions of the encounter. Only during the 
final meeting did the investigator record responses in the 
presence of the subject.

Behavioral Guidelines for Rapport- 
Building Encounters

The following guidelines for the investigator were 
developed for the introductory contact and the two informal 
interviews held prior to the administration of question
naires. The purpose of developing such guidelines was to
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foster the development of trust and to maintain some measure 
of consistency during each interview. Since interviewing is 
a social process, these preliminary visits were expected to 
evoke greater subject interest and involvement in the study.

Creation of an atmosphere conducive to spontaneous, 
authentic disclosure was necessary to obtain the data.
Privacy was encouraged for all visits; preferably, they were 
held in the subject's room. In such a setting, with the 
subject's permission, the door was closed in order to 
minimize interruptions and distractions. For all interviews, 
a well groomed, conservatively clothed appearance was 
maintained by the investigator in deference to the norms of 
the age group.

The initial contact with each subject was mediated 
by the nursing director. An assumption was made that the 
subject's confidence in the investigator would be enhanced 
through association with a familiar figure within the insti
tution. During this introductory contact, permission was 
asked for a subsequent visit of approximately 20 minutes 
duration to discuss the purpose and plans of the study.
This approach was designed to emphasize the voluntary nature 
of participation and the worth of the individual's decision 
regarding involvement in the study.

The first interview was expected to focus largely 
upon orientation to the study. Questions and statements 
were encouraged regarding the purpose of the study, the
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kinds of questions to be asked, the investigator's interest 
in the elderly individual, the number and duration of visits, 
the. personal and professional identity of the investigator, 
and matters pertaining to the confidentiality of the sub
ject’s identity. The importance of each individual's point 
of view was emphasized as a valuable contribution to the 
study in order to minimize the threat of right or wrong 
answers.

Toward the conclusion of the initial interview, a 
convenient time for the second visit was arranged for the 
following day. All subjects were encouraged to keep the 
permit for participation overnight and submit their written 
consent only after thorough consideration.

During the second interview, the subject was en
couraged to lead the converstation. Such techniques as the 
clarification of statements and feelings by summarizing and 
rephrasing the subject's words and requests for further 
information were employed by the investigator. In the event 
the specific information to be collected (see Appendix H) 
was not spontaneously revealed during the first interview, 
questions - were asked by the investigator. Responses that 
did not provide the information requested were immediately 
classified in the- categories used by Wilson (1972) and 
corresponding interviewer-responses were made; see Appendix I.

Inquiries made concerning the investigator were 
answered and followed by refocusing on the subject to
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demonstrate personal interest. Through sensitivity and 
responsiveness to the subject's feelings and points of view, 
an atmosphere of permissiveness and acceptance was encour
aged; thus, spontaneous disclosure was allowed, free of 
disapproval or restrictions. Argumentative responses of an 
intellectual nature were avoided by refocusing on feelings 
rather than content.

The investigator attempted to maintain awareness and 
resultant control of her verbal and non-verbal behavior as 
they affected the communication process. An overall posture 
of relaxed, but concentrated, active listening, accompanied 
by eye contact, awareness of body gestures, and such non
verbal responses as a smile or nod to acknowledge under
standing, were consistently adhered to. Physical contact 
was avoided except when initiated by the subject or in 
response to specific cues (e.g., extended hand, to assist in 
ambulation or rising from a chair, tearfulness and - crying, 
and so on). At the end of the final interview, in parting, 
the investigator extended her. .hand in a gesture of apprecia
tion for the subject's participation in the study.

The interviewer endeavored to speak in an unhurried, 
clear manner and to be alert to the subject's reactions, 
making what appeared to be needed adjustments in the level 
of language, tone of voice, and bodily movements. Periods 
of silence were allowed without interjecting comments, to 
permit full, thoughtful responses by the subject. Verbal



acknowledgments such as "I see," "I understand," and "that 
interesting" were used to connote understanding and to 
encourage continuation.

At the end of the second interview, a time was 
agreed upon for the final visit on the following day. At 
that time the structured questionnaires were administered.

Procedures for Data Analysis
The following procedures were employed in the 

process of identifying the degree of correlation between 
self-disclosure and physical contact in the aged, institu
tionalized individual's encounters with the nurse, as well 
as factors related to the subject's use of self-disclosure 
and physical contact. The amounts of self-disclosure and 
physical contact reported by the subjects in their en
counters with the nurse were scored as follows: zero,
"None-at-all"; one, "A little"; and two, "A lot." The 
total score for each questionnaire was computed from the 
sums of scores within each category. The total possible 
score for the self-disclosure questionnaire was 24, indi
cating that the subject had revealed "A lot" about each 
subject area to the nurse. The total possible score for 
the physical contact questionnaire was 16, signifying "A 
lot" of physical contact in encounters with the nurse in 
regard to the situations set forth by the questionnaire.
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The coordinates (individual self-disclosure and 

physical contact scores) were plotted on a scatter-gram to 
obtain a visual representation of the relationship between 
the two variables. Ordinally ranking the scores, the 
Spearman rank correlation coefficient (rho) was applied to 
the data to measure the association between self-disclosure 
and physical contact in the aged, institutionalized indi
vidual's encounters with the nurse. The level of signifi
cance was set at .01. The significance of this correlation 
cannot be applied to the general population since the sub
jects did not constitute a random sample of the population 
of aged, institutionalized individuals.

In examining the relationships between selected 
factors, namely, the subject's age, sex, length of institu
tionalization, level of dependency and reported number of 
bothersome handicaps, and self-disclosure and physical 
contact, respectively, the coordinates of the total scores 
received on both questionnaires were plotted on juxtaposi- 
tioned scattergrams for visual inspection of emerging 
patterns and trends. The scores were then analyzed for each 
category.

The responses given to each question in the self
disclosure questionnaire were categorized according to the 
number and percentage of those subjects reporting "None-at- 
all" as compared with those reporting "A little" or "A lot" 
about themselves to the nurse. Concomitantly, the
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willingness of the subject, if provided the opportunity, to 
disclose additional information to the nurse was ascertained. 
The number and percentage of those indicating an affirma
tive response were presented in contrast to the reported 
amount of self-disclosure in encounters with the nurse.

Questions and categories within the self-disclosure 
questionnaire associated with low levels of self-disclosure 
were identified. Comments made regarding the subject areas 
discussed infrequently with the nurse were presented and 
discussed for the purpose of illuminating factors affecting 
verbal self-disclosure.

No specific question dealing with the willingness to 
engage in additional physical contact was included in the 
study; however, the subjects' responses of "A lot," "A 
little," or "None-at-all" to questions on physical contact 
were examined to identify areas associated with low scores. 
Within these specific areas, comments of the subjects were 
examined to illuminate factors related to the low level of 
physical contact.

In order to further validate, if possible, the con
ceptual framework of this study, the subjects were asked if 
there were any nurses or residents within the nursing home 
with whom they had a close relationship. The individual 
self-disclosure and physical contact scores of those 
reporting close relationships and those reporting no close 
relationships with nurses were plotted On scattergrams and
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compared. Distinguishing characteristics of those nurses 
with whom the subject reported a close relationship were 
identified, categorized, and presented in table form.

Finally, the investigator's impressions of the 
effectiveness of the rapport-building interviews were 
described.



CHAPTER IV

PRESENTATION OF DATA

Data presented and discussed in this chapter are 
related to the following subject headings: (1) characteris
tics of the sample; (2) the relationship between self
disclosure and physical contact; (3) the relationship 
between selected factors and self-disclosure as well as 
physical contact; (4) the responses to the structured 
questionnaires and willingness to disclose additional 
personal information to the nurse; (5) self-disclosure, 
physical contact, and interpersonal attachments within the 
nursing home; and (6) the investigator's impressions 
regarding the effectiveness of the rapport-building 
interviews.

Characteristics of the Sample
The sample consisted of 10 female and nine male, 

Caucasian subjects ranging from 62 through 88 years of age 
The mean age was 7 5.6 years. The length of institu
tionalization ranged from 12 days to 49 months and 15 days 
The average length of stay was approximately one year and 
one month. See Table 1 for characteristics of the sample.

The sample population represented a rather 
homogenous group, with the exception of three persons who



Table 1. Characteristics of Sample

Subject
No. Sex Race

Marital
Status Age

Length of 
Institutionalization Roommate

Spouse in 
Nursing Home

Level of 
Dependency^ Religion

1 M C W 83 4 8 mo. Yes No Independent- P
2 F C W 86 1 m o . , 15 days , Yes No Dependent C
3 M C S 76 12 days Yes No Independent C
4 M C w 82 18 days Yes No Dependent C

5 F C w 82 21 m o . , 24 days Yes No Independent P

6 F C w 87 12 mo. No No Independent C
7 • F C D 78 27 mo., 22 days No No Dependent P
8 M C M 73. 37 days Yes No Dependent P
9 F C W 83 6 m o . z 17 days Yes No Dependent P

10 F C M 82 26 mo., 16 days YeS Yes Independent P

11 M C M 84 26 mo., 16 days Yes Yes Dependent P

12 F C W 86 11 mo., 23 days Yes No Independent P
13 F C W 71 8 mo., 1 day Yes No Independent P
14 F c S 80 34 m o , , 2 6 days ■ No No Independent P
15 F c w • 88 49 mo,, 15 days • Yes No Independent c
16 M c S 72 1 mo., 23 days Yes No Independent p
17 M c D 62 2 mo., 12 days Yes No Independent p
18 M c M 75 2 mo., 2 days Yes No Dependent p

19 M c W 69 16 days Yes ' No Dependent p

^Relatively independent = ambulatory, ambulation with assistance; relatively dependent = 
wheelchair or bedridden.



43
reported specific ethnic backgrounds, The remainder 
reported ethnic backgrounds of mixed origin.

A descriptive, up-to-date medical diagnosis for each 
subject was difficult to ascertain from the information 
provided in the clinical records. Such labels as "stroke," 
"senility," "organic brain syndrome," and "anemia" are 
examples of the vague, undifferentiated diagnoses given. 
Although the majority of subjects had two or more medical 
problems listed, differentiation between admitting diagnoses 
and current health problems was not always made. "Cerebral 
vascular accident," "congestive heart failure," "arterio
sclerotic heart disease," "rheumatoid arthritis," "osteo
arthritis," "degenerative arthritis," "diabetes mellitus," 
"pulmonary cancer," "cataracts," and "generalized athero
sclerosis" were examples of other diagnoses given.

In questioning the subjects regarding their per
ceived reasons for institutionalization, 13, or 68.4 per 
cent, reported dependence upon others for personal care 
and/or being unable to manage in their own homes alone. Of 
the remaining responses, one individual stated, "I was 
deceived into coming here," while another reported, "I 
needed a home." Two of the subjects related not wanting to 
impose upon family members to provide the extra care and 
attention they required. Other reasons given were for 
"rest and recuperation" and the "need for close observation 
because of my diabetic condition."
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A variety of past occupations was reported by the 

subjects, both professional and non-professional. The 
primary purpose for acquiring this information was to 
demonstrate the investigator's interest in past experi
ences, as well as to provide an opportunity for review of 
contributions and accomplishments.

Nineteen of the 23 potential subjects met the 
criteria for participation in the study. Following the 
introductory contact, one female was judged by the 
investigator to be an inappropriate subject due to her 
extreme difficulty with memory. One male was introduced 
by a nurse other than the nursing director, and, in addi
tion, demonstrated mental confusion from the outset. Both 
of these factors contributed to the decision for exclusion.

Two males refused to participate in the study 
following the initial interview. The first individual had 
been admitted to the nursing home ten days prior to contact 
with the investigator and said he expected to return home 
before the completion of the interview schedule. He 
expressed regret at not being able to "help."

The second refusal to participate was given by a 
blind individual with a hearing loss. According to the 
subject's wife, his refusal was due to uncertainty of the 
investigator's identity and reliability. The wife further 
stated, "If only one of the nurses he knew well had intro
duced you to him, I feel sure he wouldn't have felt
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uncertain," The investigator acknowledged the difficulty 
encountered in communicating with this perceptually handi
capped individual, especially in view of the time limitation 
of the interview schedule,

Self-Disclosure and Physical Contact
The problem investigated in this study was the 

relationship between reported amounts of self-disclosure 
and physical contact in the aged, institutionalized 
individual's encounters with the nurse. Individual self
disclosure and physical contact scores are presented in 
Table 2, Self-disclosure scores ranged from zero through 
18, while physical contact scores ranged from one through 
11. The majority of subjects scored less than half the 
total possible scores on both questionnaires.

Coordinates of the self-disclosure and physical 
contact scores were plotted on a scattergram for visual 
inspection prior to statistical treatment of the data (see 
Figure 1). Since the relationship between these two 
variables reflected a linear pattern, the Spearman rank 
correlation coefficient (rho) was obtained. The value of 
rho was found to be .678, significant at the .01 level.

Selected Factors, Self-Disclosure, and 
Physical Contact

While the problem investigated in this study was 
the relationship between self-disclosure and physical
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Table 2. Self-Disclosure and Physical. Contact Scores 

Compiled from Individual Responses

Subject #
Total Self-Disclosure 

Score
Total Physical Contact 

Score
1 7 6
2 13 9
3 4 2
4 14 7
5 8 5
6 5 1
7 18 8
8 8 8
9 11 6

10 18 5
11 14 11
12 4 6
13 12 ' 7
14 0 1
15 13 9
16 6 4
17 11 5
18 14 10
19 7 7
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Figure 1. Self-Disclosure and Physical Contact Scores
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contact, a subsidiary question was investigated for the 
purpose of illuminating circumstances associated with the 
occurrence of self"disclosure and physical contact in the 
aged, institutionalized individual's encounters with the 
nurse. The relationships between self-disclosure and 
physical contact, respectively, and the variables of sex, 
age, length of institutionalization, level of dependency by 
ambulatory status, and number of bothersome handicaps were 
investigated.. ,

The data were described by compiling and plotting 
the scores for each variable on scattergrams for a visual 
examination of emerging patterns and trends. After inspect
ing the scattergrams, numerical categories reflecting areas 
of high and low levels of self-disclosure and physical 
contact were defined by approximating the midpoints of the 
score range. The categories were designated as self
disclosure scores of "under 11" and "11 or more." The 
physical contact scores were categorized as "under six" and 
"six or more." The frequency of self-disclosure and 
physical contact scores, expressing the numbers and per
centages of persons scoring within each of the four cate
gories, was presented in table form.

For a description of the relationships of self- 
disclosure and physical contact, respectively, and the 
subjects' sex, see Figure 2 and Table 3. The scattergram 
reveals higher self-disclosure scores, as well as a broader
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Figure 2. Self-Disclosure and Physical Contact Scores by 
Sex

Table 3. Frequency of Self-Disclosure and Physical Contact 
Scores by Sex, in Each of 4 Categories

Physical Contact Self-Disclosure
Under 6 6 or More Under 11 11 or More

Sex N % N % N % N %

Male 3 33.3 6 66.7 5 55.6 4 44.4
Female 4 40. 0 6 60.0 4 40. 0 6 60.0
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range of scores, for the women, Perhaps the higher scores 
among the female group is attributable to greater social 
acceptance of women's expressing their feelings. Women and 
men appeared to engage in comparable amounts of physical 
contact with the nurse.

The subjects were grouped into two categories to 
examine the relationships between self-disclosure and 
physical contact, respectively, and the variable of age.
The first group consisted of those persons aged 62 through 
74. The second group ranged from 7 5 through 88 years of, 
age. See Figure 3 and Table 4 for a description of the 
scores received by both groups.

The broader range of self-disclosure "and physical 
contact scores were found among the older age group. The 
extreme scores perhaps reflect the individuals' degree of 
social engagement with the nursing personnel in the 
environment. Some appeared to be actively engaged with the 
nurse, as contrasted with others who reported little or no 
contact with the nurse. Perhaps the older persons scoring 
higher on,both questionnaires need to contact the nurse, 
because they have no one else, The lower scores may mirror 
trends toward disengagement related to the individual's 
effectiveness in coping with the social and psychological 
transitions that parallel aging.

See Figure 4 and Table 5 for a description of the 
relationships between length of institutionalization and
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Age

Table 4. Frequency of Self-Disclosure and Physical Contact 
Scores by Age, in Each of 4 Categories

Physical Contact Self-Disclosure
Under 6 6 or More Under 11 11 or More

Age N % N % N % N %

62 through 74 2 40.0 3 60.0 3 60.0 2 40.0
75 through 88 5 35.7 9 64.3 6 42.9 8 57.1
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Figure 4. Self-Disclosure and Physical Contact Scores by 
Length of Institutionalization

Table 5. Frequency of Self-Disclosure and Physical Contact 
Scores by Length of Institutionalization, in Each 
of 4 Categories

Physical Contact Self-Disclosure
Length of 
Institu

tional! zat ion
Under 6 6 or More Under 11 11 or More
N % N % N % N %

Up to and 
including one 
year 3 27.3 8 72.7 6 54.5 5 45.5
More than one 
year 4 50.0 4 50.0 4 50.0 4 50.0
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self-disclosure and physical contact, respectively. The 
scores of the group institutionalized for greater than one 
year extended over a broader range and clustered at the 
extremes of the range as compared with the group institu
tionalized up to and including one year. Although the score 
range of the two groups was similar, the group of longest 
residency had the highest as well as the lowest scores.

The first group of shorter residency appeared to be 
engaged in making themselves known to the nurse. ' The more 
extreme scores of the longer term residents perhaps denote 
the degree of success in having made themselves known to 
the nurse.

See Figure 5 and Table 6 for the relationships 
between level of physical dependency and self-disclosure and 
physical contact, respectively. For the purpose of the 
study, "relatively independent" meant able to walk with or 
without a cane, and "relatively dependent" meant confined 
to a wheelchair or bed. A greater percentage of the 
relatively dependent group scored higher on the self
disclosure and physical contact questionnaires. The greater 
contact with the nurse may be due to the physical ministra
tions of nursing care.

Individuals within the relatively independent 
group, remarking as to the accessibility and availability 
pf the nurse, made the following exemplary comments:
"The nurse is usually too busy to listen," "I don't want to
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Figure 5. Self-Disclosure and Physical Contact by Level of 
Physical Dependency

Table 6. Frequency of Physical Contact and Self-Disclosure 
by Level of Physical Dependency, in Each of 4 
Categories

Physical Contact Self-Disclosure
Level of 
Physical 

Dependency
Under 6 6 or More Under 11 11 or More
N % N % N % N %

Relatively
Independent 7 63.6 4 36.4 7 63.6 4 36.4
Relatively
Dependent 0 0.0 8 100.0 2 25.0 6 75.0
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bother them; they have enough problems already," "the nurse 
is usually behind the desk and inaccessible to me."
Comments of this type suggest barriers to the communication 
process. One might assume that the more independent 
patient is less likely to come into contact with the nurse 
as reflected by the lower self-disclosure and physical 
contact scores of the relatively independent group.

The relationships between the reported number of 
bothersome handicaps and self-disclosure and physical 
contact, respectively, were investigated. Six persons 
mentioned.one problem, while 11 referred to two or more. 
Among the kinds of problems reported were the following:
(1) loss of function or decreased strength in one or more 
extremities; (2) inability to bear weight; (3) generalized 
weakness; (4) shortness of breath; (5) difficulty with 
speech; (6) persistent pain; (7) easily fatigued; (8) 
decreased vision; and (9) decreased hearing. Five of the 
11 persons reporting two or more problems mentioned per
ceptual handicaps, such as decreased vision or hearing, 
which further compounded their deficit status.

See Figure 6 and Table 7 for a breakdown of the 
self-disclosure and physical contact scores found among 
the group reporting one handicap as opposed to the group 
reporting two or more handicaps. The self-disclosure 
scores of the two groups appear similar; however, patients 
with two or more bothersome handicaps tended to report more
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Figure 6. Self-Disclosure and Physical Contact Scores of 
Subjects Reporting Bothersome Handicaps

Table 7. Frequency of Physical Contact and Self-Disclosure 
Scores by Reported Number of Bothersome Handicaps, 
in Each of 4 Categories

Physical Contact Self-:Disclosure
Number of
Bothersome
Handicaps

Under 6 6 or More Under 11 11 or More
N % N % N % N %

One 4 66,7 2 33.3 3 50.0 3 50.0
Two or more 2 18. 2 9 81,8 5 45.5 6 54.5
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physical contact with the nurse than did patients with only 
one such handicap. This may be a result of the need for 
physical ministrations of nursing care and/or the need to 
reach out and confirm their sense of being and continuity 
in the world, as a result of greater physical and/or 
perceptual limitations.

Description of Responses to Structured 
Questionnaires and Willingness 

to Disclose
In the category of "personality" in the self

disclosure questionnaire, approximately half of the subjects 
scored zero, responding "None-at-all" to the amount of 
personal information revealed to the nurse. . Questions 
three, in the category of "Body," and eight, in the 
category of "Attitudes and Opinions," also generated 
particularly low self-disclosure scores. See Table 8 for 
the frequency of responses to individual questions in the 
self-disclosure questionnaire.

Responses to those specific questions, namely 
questions three, eight, and ten, in which 50 per cent or 
more of the subjects scored zero ("none-at-all") are 
presented in Appendix J for the purpose of illuminating 
factors associated with the low levels of disclosure. From 
the explanatory comments given, the nurse's behavior 
(appearing too busy, uninterested, or uncomfortable in 
discussing such subject areas) would appear to be an



Table 8. Amounts of Self-Disclosure and Willingness to Disclose More as Reported 
in Self-Disclosure Questionnaire

Self-Disclosure 
Scores of Zero 
("None-at-All")

Willingness to 
Disclose More

Self-Disclosure 
Scores of 1 

or 2 ("A Little" 
or "A Lot")

Willingness to 
Disclose More

Question^ N Per Cent N Per Cent N Per Cent N Per Cent

1 . 2 10.5
Category I--Body 
1 50.0 17 89.5 15 88 . 0

2 6 , 31. 6 5 83.0 13 68.4 13 100.0
3 12 63.0 8 67.0 7 37.0 7 100.0

4 6
Category Il--Tastes and Interests 
31.6 . 5 83.0 13 68.4 13 100.0

5 7 36.9 3 43.0 12 63.1 12 100.0
6 7 36.9 6 86.0 12 63.1 12 100 . 0

7 5
Category
26.3

III-— Attitudes and 
3 60,0

Opinions 
14 73.7 14 100.0

8 15 78,9 6 40.0 4 21.1 4 100.0
9 2 10.5 1 50.0 17 89.5 15 94.0

10 10
Category IV— Personality 

52.6 8 80.0 9 47.4 9 100.0
11 8 ' 42.1 8 100.0 11 57.9 11 100.0
12 8 42,1 4 50.0 11 - 57.9 11 91.0

aSee Appendix F for individual questions in self-disclosure questionnaire.
kjf the subject had the opportunity would he be willing to disclose more 

personal information to the nurse? Affirmative responses are indicated,
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important factor related to amount of personal information 
disclosed. In addition, the emotionally-laden subject areas 
and personal nature of such topics affected the subjects' 
low amounts of self-disclosure.

There is evidence that the majority of the subjects 
were willing to reveal more about themselves to the nurse 
in regard to all subject areas if the subjects had the 
opportunity and if the nurses would demonstrate interest 
and listen. See Table 8 for the reported amounts of 
personal information revealed about self as contrasted with 
overall willingness to disclose additional information to 
the nurse. Since only a few subjects acknowledged dis
cussing topics covered in the self-disclosure questionnaire 
with other residents in the nursing home, the nurse appears 
to be in a crucial position to listen to the elderly 
individual with concern and convey acceptance of his 
feelings, so that he might feel more comfortable in 
expressing himself and making his needs known.

See Table 9 for a presentation of the subjects' 
reported amounts of physical contact in encounters with the 
nurse. A greater percentage of the individuals are seen to 
score one or two ("A little" or "A lot") in the category 
of "Being Touched by the Nurse" than in the category of 
"Touching the Nurse,"

Explanatory comments made by the subjects in 
response to questions one through four are presented in
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Table 9, Amounts of Physical Contact Compiled from

Responses to Physical Contact Questionnaire

Physical Contact 
Scores of Zero 
("None-at-All")

Physical Contact 
Scores of 1 or 2 

("A Little" or "A Lot")
Question3 N Per Cent N Per Cent

1
Category I--Touching Nurse

1 5 26.3 14 73.7
2 14 7 3.7 5 26.3
3 9 47.4 10 52.6
4 10 52. 6 9 47.4

Category II— Being Touched by Nurse
5 4 21.1 15 78.9
6 0 0.0 19 100.0
7 7 42.1 11 57.9
8 2 10.-5’ 17 89.5

aSee Appendix G for individual questions in the 
physical contact questionnaire.



61
Appendix K, for the purpose of identifying factors con
tributing to scores of zero ("None-at-all") in the category 
of "Touching the Nurse." The act of touching/would appear 
to be associated with many factors. ,A recurring comment 
throughout pointed up a preference for conversation rather 
than physical contact. In addition, accessibility and 
availability of the nurse, socio-cultural taboos associated 
with touching, and personal feelings attached to the 
intimate nature of physical contact appeared to contribute 
to the aged individual's use of touch in his encounters with 
the nurse.

Self-Disclosure, Physical Contact, and Interpersonal 
Attachments Within the Nursing Home

Relationships between the number of close relation
ships with nurses within the nursing home and self
disclosure and physical contact, respectively, were 
investigated. The subjects' interpersonal attachments 
within the environment were identified, From these data, 
further validation of the conceptual framework of this study 
was expected.

Inspection of the data presented in Figure 7 and 
Table 10 reveals greater amounts of self-disclosure and 
physical contact within the context of meaningful, 
interpersonal relationships. In contrast, the lowest self- 
disclosure and physical contact scores are found among the 
group reporting no close relationships with the nurses.
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Figure 7. Self-Disclosure and Physical Contact Scores by 
Reported Number of Close Relationships with 
Nurses

Table 10. Frequency of Self-Disclosure and Contact Scores 
by Reported Number of Close Relationships with 
Nurses, in Each of 4 Categories

Physical Contact Self-Disclosure
Number of Close 
Relationships 
with Nurses

Under 6 6 or More Under 11 11 or More
N % N % N % N %

One or more 3 23.1 10 76.9 4 30.8 9 69.2
None 4 66.7 2 33.3 5 83.3 1 16.7



Thirteen subjects, or 6 8.4 per cent, reported a 
close relationship with one or more nurses. Only seven, or 
3 6.8 per cent reported a close relationship with one or more 
residents within the nursing home. Of these seven, all 
acknowledged a close relationship with at least one nurse. 
This supports the report from the majority of subjects that 
topics covered in the self-disclosure questionnaire were 
discussed almost exclusively with the nurse (see Table 11).

Table 11. Interpersonal Attachments of Subjects Within
Nursing Home

Frequency of Response
N %

Yes (1
Close Relationship with Nurse(s) 

or more) 13 68.4
No 6

Close Relationship with Resident(s)

31.6

Yes (1 or more) 7 36.8
No 12 63. 2

Of those six persons reporting no close relation
ships with the nurse, the following explanatory comments 
were given: "If I didn't have subh a close relationship with 
my wife, I might be inclined to get to know the nurses
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better," "I haven't been here long enough to know the 
nurses very well," "I'm close to my family and prefer to 
keep my distance from the nurses; they're too busy with more 
important things," "I just got here," "They're all nice to 
me, but I don't know them very well yet," "I think a person 
should mind his own business."

Without the opportunity for self-disclosure and 
physical contact, the inference may be drawn that there is 
little chance of forming meaningful interpersonal relation
ships. Since the nurse is the primary person to whom 
information about self is revealed in the nursing home, 
there is ample support for nursing to be concerned with 
fostering and facilitating a variety of opportunities for 
the elderly during which he can disclose himself.

All of the subjects referred to at least one
registered nurse, with a few referring to nursing

Y
assistants, in the course of identifying behavioral charac
teristics of the nurses with whom a close relationship was 
reported. One male subject identified a male nursing 
assistant as well as a female registered nurse. The 
remainder identified females only. The nurses referred to 
were both black and white and represented a wide range of 
ages.

When asked the question, "What special things, in 
your opinion, make this nurse closer to you than the 
others?," 100 per cent of the subjects reported
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"attentiveness and sensitivity to individual needs" as a 
contributing characteristic (see Table 12)„ Comments 
exemplifying this behavioral characteristic were: "She 
listens to my problems," "she relays feelings of personal 
concern and interest," "not too busy to sit and talk with 
me," "attentive to my idiosyncrasies," "takes time to help 
me with my problems," "gives me her full attention when 
she 1s with m e ,"

Table 12. Characteristics of Nurses Reported by Subjects 
Acknowledging a Close Relationship

Frequency of Response
Reported Characteristics N %

1. Attentiveness and sensitivity to 
individual needs 13 100.0

2. Kindness and thoughtfulness 7 53. 8
3. Trustworthy 2 15.4
4. Patience 1 6.2
5. Professional competence 1 6.2
6. Willingness to reveal personal 

information about self and family 1 6.2
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One individual reported "patience" as a valuable 

characteristic. She stated, "This nurse never hurries when 
she's with me; she's always very patient."

Seven of the subjects identified "kindness and 
thoughtfulness" as important behaviors remarking, "She does 
things that really aren't necessary but mean a lot," "She 
gives me flowers," "She's so kind to smile no matter how 
brief the contact."

One individual reported willingness on the part of ' 
the nurse to reveal personal information about herself and 
her family as a factor affecting the closeness of the 
relationship„

Only one person reported "professional competence" 
as an important characteristic stating, "I always feel safe 
and secure when she's around; she really knows what she's 
doing."

Two subjects mentioned that the nurses with whom 
they felt a close relationship were especially "trust
worthy,"

Of all the behavioral characteristics reported 
"attentiveness and sensitivity to individual needs" was 
mentioned in some way by all the subjects’. The previously 
described individual responses given in association with 
this characteristic appear to attest to the value of being

V
heard and responded to in an individual way. These 
responses also point up the importance of a meaningful
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interpersonal relationship in assisting the elderly, 
institutionalized individual in maintaining contact with 
himself and his environment and identifying and meeting 
needs. '

Rapport-Building Interviews
The investigator discovered with each successive 

encounter the need for individualizing her approach to each 
subject. Although all interviews were encouraged to be held 
in private, and most were, this arrangement was not always 
possible or acceptable to all subjects. Several preferred 
to remain in their rooms in the presence of a roommate who, 
on most occasions, was either sleeping or extremely dis
oriented. In the interest of the subjects' security and 
comfort of relating in his or her own territory, the 
investigator conformed to this expressed preference.

Although the content of the first interview was 
expected to involve orientation to the study and the 
investigator's identity, the majority of subjects demon
strated more concern and interest in revealing personal 
information about themselves. In many instances controlling 
and directing the interviews was difficult, as the 
subjects talked with a sense of urgency. Perhaps this was 
due, in part, to the investigator's attempts to furnish what 
she considered to be necessary information at the expense 
of recognizing the subjects' greater need to be heard and
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.acknowledged, Even though few questions were posed con
cerning the purpose of the study, all but four persons 
signed the consent form for participation in the investiga
tion at this time.

During the second interview, the subjects generally 
appeared more relaxed and demonstrated less urgency in. their 
verbal delivery. More questions were asked regarding the 
investigator and the purpose of the study. There was an 
increase in the amount of physical contact initiated by the 
subjects, and many demonstrated overt emotional responses 
(e.g.,, laughter, tears, hostility) to the questions posed 
by the investigator. Much of the information covered in 
the self-disclosure questionnaire was spontaneously revealed 
by the subjects. Little encouragement was required to pro
mote subject-centered conversation. At no time did any of 
the subjects refuse to respond to the investigator's 
queries. Periods of silence were few and usually terminated 
in initiation of conversation by the subject. At this 
point the investigator began to sense a growing rapport 
evidenced by the openness of responses on both a verbal and 
non-verbal level, particularly with regard to the willing
ness to disclose personal problems and feelings during these 
interpersonal encounters.

All persons appeared to anticipate the investigator 
at the appointed time for the interviews and indicated 
frequently at the termination of the visits their
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willingness to continue the conversation, making such 
comments as, "I have all the time in the world," "I'd like 
to have more conversations like this," "I'm really not 
anxious to get to dinner right now."

During the third and final interview, most of the 
subjects indicated a willingness or eagerness to participate 
in the answering of the structured questionnaires, making 
such responses as, "ask away," "I'm ready for your questions 
today," "ask anything you want."

Of all those interviewed, only one individual, 
whose total scores on the self-disclosure and physical 
contact questionnaires were zero and one, respectively, 
presented marked problems in the communication process.
This individual reported no close relationships with 
residents or nurses. From the initial contact, this 
relatively independent, female subject acknowledged 
difficulty with hearing as well as speech and demonstrated 
little confidence in her ability to communicate. Her 
posture was stiff, and her responses tended to be angry or 
tearful when the investigator attempted to focus upon her 
feelings or encourage the revelation of personal informa
tion. However, with each successive interview this • 
individual showed improvement in her ability to articulate 
audibly and with clarity. Increasing eye contact was made 
with the investigator, and such positive emotional 
responses as laughter and smiles were demonstrated
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frequently. At the outset of the final interview, she 
deliberately decreased the physical distance between 
herself and the investigator by placing a chair beside her 
and indicating that the investigator be seated. In 
responding to the structured questionnaires, she grew 
increasingly hostile stating such things as, "I don't talk 
to anybody," "The nurses don't have time to listen to me," 
"If you only, knew what it's like living here."

At the end of the interview, the subject 
accompanied the investigator to the door and extended her 
hand in departing» In view of this individual's comment, 
"I'm not one to touch anybody— never have liked it," this 
gesture was interpreted as evidence of the rapport estab
lished during the previous encounters.

Overall, the approach designed to establish rapport 
with the subjects, and thus promote open communication with 
them, was felt successful and contributory to the credi
bility of the subjects' responses. The experience provided 
in these interpersonal encounters was expected to enable 
the elderly individuals to communicate more confidently and 
comfortably with others in the institutional environment.

To reinforce the importance of the interviews and 
the subjects' participation in the study, the investigator 
sent notes of thanks to each individual following the final 
visit. '



CHAPTER V

DISCUSSION OF FINDINGS

Generalizations for the findings of the study, 
implications for nursing, and recommendations of this 
investigation are discussed. This study was designed to 
identify the degree of correlation between self-disclosure 
and physical contact in.the aged, institutionalized indi
vidual's encounters with the nurse. The methods used in 
analyzing the data were primarily subjective.

Generalizations for the Findings
Increasing amounts of personal information revealed 

about "self" are associated with increasing amounts of 
physical contact in the aged, institutionalized individual's 
encounters with thd nurse. A positive correlation was found 
significant at the > .01 level.

Women appear to reveal more about themselves to the 
nurse than men, as measured from the responses given to the 
self-disclosure questionnaire.

The range of scores for self-disclosure and physical 
contact was greater for persons in the age group of 75 
through 88 years as compared to the younger age group of 62 
through 74 years. The wider range of scores amongst the 
older group suggests success in social engagement with the

71
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nurse, as well as tendencies toward disengagement. Perhaps 
persons with the highest scores within this group contact 
the nurse because they have no one else.

Although the score range for the two groups was 
similar, aged individuals institutionalized for periods 
greater than one year received the highest as well as the 
lowest scores in regard to the revelation of personal in
formation about "self" to the nurse as compared with those 
in residence for one year or less. This broad range.in 
reported amounts of self-disclosure among the longer term 
residents reflects the degree of success felt in making 
themselves known to the nurse.

The more independent the aged individual in terms of 
his mobility status, the less likely he is to engage in 
physical contact and reveal personal information about him
self to the nurse.

The greater the deficit status (e.g., reported 
number of bothersome handicaps), the greater the tendency of 
the aged, institutionalized individual to engage in physical 
contact with the nurse.

The majority of elderly individuals would be willing 
to reveal more personal information about "self" to the 
nurse if they had the opportunity and if the nurse demon
strated interest and would listen.

The elderly individual's perception of the nurses' 
behavior appears to be a contributing factor in controlling
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his behavior (e.g., how much he engages in physical contact 
and self-disclosure). They perceived the nurses to be too 
busy to listen, have more important things to do, to be 
inaccessible or unavailable, and to uncomfortable in dis
cussing certain topics.

The aged, institutionalized individual is touched 
more frequently by the nurse than he engages in touching the 
nurse. This may be attributed to the need for physical 
ministration of nursing care. However, the majority of 
elderly individuals expressed a preference for communicating 
on a more cognitive level, through the medium of conversa
tion, rather than physical contact.

Accessibility and availability of the nurse, socio
cultural taboos associated with touching, past experience, 
and the intimate nature Of touch were factors identified as 
influencing the aged, institutionalized individual's use of 
touch in encounters with the nurse.

The elderly subjects reported a greater frequency of 
close, interpersonal relationships with the nurse in the 
institutional setting than with fellow residents, and re
vealed more personal information about "self" to the nurse 
than any other persons in the nursing home. All those indi
viduals reporting a close relationship with one or more 
nurses identified attentiveness and sensitivity to indi
vidual needs as a distinguishing behavioral characteristic 
of those nurses with whom they acknowledged a close



74
relationship. One might infer that behavior of this kind 
not only contributes to a close interpersonal relationship 
but also contributes to the elderly individual's maintenance 
of contact with himself and his environment.

Implications for Nursing 
The investigator noted the following implications 

for nursing:
1. Just "as temperatures and blood pressures reveal 

something about the state of a patient's physical 
status, so does verbal self-disclosure reveal some
thing about the individual as a whole person. If 
the aged individual is worried or concerned about 
something, it is highly likely that this may affect 
his overall health and sense of well being.

2. When the nurse demonstrates attentiveness and sensi
tivity to individual needs through encouraging and 
allowing disclosure of personal information about 
"self," the aged individual may feel more comfortable 
in extending himself physically in interpersonal 
encounters with the nurse.

3. In view of the aged, institutionalized individual's 
reported willingness to disclose personal informa
tion about himself to the nurse, he may have a great 
need to talk with another who is interested in his 
well being. Moreover, he may need ample



opportunities to express himself, especially males, 
individuals over 75 years of age, those institution
alized for periods exceeding one year, and the more 
independent person who does not come into contact 
with the nurse as frequently. If the nurse is aware 
of the elderly individual's problems and needs as he 
perceives them, she is more likely to recognize cues 
of distress and thus assist him in finding healthy 
and successful means of coping.
With increased deficit status (e.g., increasing 
numbers of bothersome handicaps) the elderly indi
vidual may have a greater need for physical contact' 
in his interpersonal encounters with the nurse in 
order to confirm his sense of existence and con
tinuity in the world.
Since there are many factors contributing to the 
aged individual's use of touch, the nurse can make 
a special effort to observe his use and response to 
touch and validate assumptions in order to ascertain 
his feelings regarding the use of physical contact. 
In addition, the nurse can be aware of her feelings 
regarding the use of touch, as her non-verbal be
havior, or presenting self, may discourage physical 
contact in interpersonal encounters with the aged, 
institutionalized individual.
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The nurse must value the effects of her verbal as 
well as non-verbal behavior,upon the elderly. 
Appearing to be too busy to listen or appearing un
comfortable in discussing emotionally laden subjects 
may served to promote "self-alienation" in the other 
and a subsequent reluctance to disclose self, either 
verbally or non-verbally.
Since the aged, institutionalized individual acknowl
edges more close relational ties with the nurse than 
any others within the nursing home environment and 
reveals more personal information about "self" to 
her than any other person within the setting, it 
follows that the nurse is in a crucial position to 
listen with a sense of concern and acceptance and to 
manipulate the environment in order to promote an 
increase in meaningful relational elements (i.e., 
arrange for a more compatible roommate and increase 
communication with fellow residents and family 
members),
Through her knowledge of the aged individual's 
unique patterns of communication, the nurse may 
serve as an interpreter to other members of the 
health team and thus promote more meaningful and 
successful communication between the elderly and 
those involved in his care.



Recommendations 
The researcher recommends that:
The study be replicated using a larger sample drawn 
from more than one nursing home.
More valid questionnaires be developed encompassing 
such subject areas as psychosexual needs, financial 
problems, and feelings and attitudes regarding 
institutionalization.
A study be undertaken to investigate the relation
ship of such factors as religious preference and 
ethnicity to reported amounts of self-disclosure and 
physical contact,
A study be undertaken to investigate the context in 
which positive interpersonal relationships are 
established between aged persons and nursing per
sonnel and the specific means used to establish 
these relationships,
A study be undertaken, to explore ways in which 
positive interpersonal relationships among aged, 
institutionalized individuals can be fostered so as 
to increase the relational elements within the 
nursing home environment„



CHAPTER VI

SUMMARY

The problem investigated in this study was the rela
tionship between self-disclosure and physical contact as 
reported by the aged, institutionalized individual in his or 
her encounters with the nurse. The data were analyzed 
according to the variables of age, sex, length of institu
tionalization, level of dependency, and reported number of 
physical handicaps. The subjects' responses to questions in 
the self-disclosure and physical contact questionnaires 
reflecting particularly low scores, along with their overall 
willingness to disclose additional information to the nurse, 
were discussed„ The interpersonal attachments in the 
nursing home environment were investigated and described.

The conceptual framework was based upon the idea 
that man must communicate with his environment for the con
firmation and preservation of his being. A loss of related
ness to the world and others may endanger the emotional and 
physical stability of the elderly, institutionalized indi’- 
vidual, thus increasing the possibility of inducing "self
alienation," In the context of a meaningful nurse-patient 
relationship, encouraging and allowing self-disclosure and
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physical contact can serve to promote self identity, in
tensify experience, and identify and meet needs.

While the review of literature strongly pointed to 
the therapeutic value of self-disclosure and physical 
contact, there was little information available regarding 
these manifestations of communication in relation to the 
aged, institutionalized individual.

The data for this study were collected through 
structured questionnaires, informal interviews, and clinical 
records in the nursing home. The findings were described 
and discussed through utilizing the Spearman rank correla
tion coefficient (rho), numbers, percentages, and verbatim 
comments of the subjects. Scattergrams and tables were used 
in presenting the data.

The limitations of the study were: (1) the sample
was small and one of convenience; the data were collected 
from only one nursing home; (2) persons refusing to partici
pate in the study were excluded; therefore, the subjects 
possibly represented a non-typical group; (_3) only the aged, 
institutionalized individual's point of view was obtained 
in the data collection; no data were obtained from the 
nursing personnel within the setting; (4) only nine male 
subjects, in lieu of the intended 10, met the criteria fop 
participation in the study; and (5) since not all inters 
views were held in strict privacy or totally free of
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interruptions, the behavior and responses of both subjects 
and’investigator may have been affected„

Analysis of the data revealed a positive correla
tion, significant at the >.01 level, between reported 
amounts of self-disclosure and physical contact in the aged, 
institutionalized individual's encounters with the nurse.

Among the more important factors found to contribute 
to reported amounts of self-disclosure were the nurse's 
behavior, the subject's sex, level of dependency, age, and 
length of institutionalization. Among these factors 
affecting reported amounts of physical contact were the 
nurse's behavior, age, level of dependency, and reported 
number of physical handicaps.

The majority of aged individuals reported a willing
ness to disclose more personal information about themselves

X

to the nurse and demonstrated a need to talk with those who 
showed interest, A preference for disclosure on a more 
cognitive level, rather than through physical contact, was 
expressed by many. The subjects acknowledged more close 
relationships with nurses than any others in the setting. 
Within the context of a meaningful nurse^patient relation
ship, the aged individual disclosed more personal informa
tion about himself and engaged in greater amounts of 
physical contact. This finding gave further support to the 
conceptual framework.
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The interview procedure was felt to contribute to 

authentic and open communication between the subject and 
investigator. The structured questionnaires, while adequate 
for the purposes of this study, lacked many subject areas 
pertinent to the aged, institutionalized individual as 
evidenced by the host of topics discussed during the 
informal interviews.

The study findings supported the belief that the 
aged individual desires meaningful, interpersonal relation
ships within the institutional environment. When given the 
opportunity and when nurses demonstrate interest and listen, 
the majority of subjects reported a willingness to disclose 
additional personal information about "self."



APPENDIX A

PERMISSION TO PARTICIPATE IN STUDY

I hereby agree to participate in the study proposed 
by Ellen B. Lissoway, R.N., candidate for a Master's degree 
at The University of Arizona College of Nursing. I under
stand that the purpose of this study is to investigate 
communication (including touching and talking) in the 
elderly individual's relationship with the nurse in this 
setting. Information for this study will be collected over 
a period of three visits of approximately 30 minutes dura
tion. I also grant permission for the investigator to 
obtain information from my official records here in the 
nursing home. In addition, I understand that my name will 
not be used in this study at any time.

Signature

Date
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APPENDIX B

PERMISSION TO CARRY OUT RESEARCH

I hereby grhnt permission to Ellen B. Lissoway,
R.N., candidate for a Master's degree at The University of

C '
Arizona College of Nursing, to carry out her proposed
research at _________ __________________ '_____ Nursing Home.
I understand that this study will entail three visits of 
approximately 30 minutes duration with each subject. In
formation will be collected from the subject's records, 
through interviews, and the administration of questionnaires. 
I also understand that the names of the participants and 
the nursing home will not be used in the study at any time, 
and that the subject will have given his or her written 
permission to participate in the study.

Administrator 

Nursing Home 

" Date
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APPENDIX C

with

1.
2 .

3.
4.
5.

6.
7.
8.

9.

10.

11.
12.
13.
14.
15.

TWENTY-ITEM SELF-DISCLOSURE QUESTIONNAIRE 
(USED ONLY IN PILOT STUDY)

Each question in the categories below was prefaced 
"How much have you told the nurse regarding . . .,?"

Category I
Body •

Your chief health concern, worry, or problem at the 
present time.
What physical problems you feel interfere most with 
your ability to do things for yourself.
How you feel about your physical appearance.
How you feel about touching or being physically close 
to other people.
Your feelings about taking medicines o r •treatments for 
health problems you may have.

Category II 
Tastes and Interests

Your food likes and dislikes.
Your favorite hobbies and pastimes.
The possessions you are proudest of and take greatest 
care of (e.g., pictures, mementos, and other personal 
articles).
Whether or not you want to or are able to leave the 
nursing home for short periods of time to pursue 
personal interests (e.g., visit with family, personal 
errands, or recreational purposes).
Your favorite T.V. and radio programs.

Category III 
Attitudes and Opinions

Your personal religious and political views.
Your feelings about living in a nursing home.
Your feelings toward family members or persons you 
feel close to.
Your feelings about growing old.
Your feelings about death.
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Category IV 
Personality

i16. Feelings that you have the most trouble controlling 
(e.g., worry, depression, anger, boredom, or loneli
ness ) . s

17. Your most memorable experiences or greatest disappoint
ments in your lifetime.

18. Your most frequent daydream or strongest ambitions 
at the present time.

19. The kind of behavior in others that worries or 
annoys you most.

20. What things you are most sensitive about.



APPENDIX D

INTERVIEW QUESTIONS

Depending on the subject's response, the investigator- 
asked the following questions:
Subject's Response Question,

"a lot"

"a little'

"none at all"

So, you have talked with the nurse quite 
a bit about this? Does anyone else here 
know your thoughts about this? Would 
you keep the nurse up to date on your 
thinking about this?
So, you have discussed this at some 
time with the nurse? Have you talked 
with anyone else here about this? Would 
you tell the nurse more about how you 
feel if you had a chance.?
So, you. have not told the nurse about 
this? Is there anyone else here with 
whom you have talked about this? If 
you had the opportunity, would you talk 
with the nurse about your feelings on 
this matter?
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APPENDIX E

BODY CONTACT QUESTIONNAIRE 
(USED ONLY IN PILOT STUDY)

Diagram of Front and Rear View of the Body as Demarcated 
into Six Zones for the Body Contact Questionnaire —  
Source: Jourard and Rubin (1968, p. 41).
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APPENDIX F

TWELVE-ITEM SELF-DISCLOSURE QUESTIONNAIRE

How much have you told the nurse regarding:
Category I : Body

1. Physical problems (e.g., poor hearing or vision, 
shortness.of breath, unsteady gait) you feel interfere 
most with your ability to do things for yourself.

2. How you feel about taking medicines or treatments for 
health problems you may have— whether they bring 
relief, make you anxious, or cause discomfort.

3. Whether or not you are concerned about changes in 
your physical appearance— how you look— as a result 
of aging.

Category II: Tastes and Interests
4. Your favorite pastimes (e.g., radio and television 

programs, going for walks and drives, reading, 
special hobbies, visiting with family and friends).

5. The possessions you are proudest of and mean the most 
to you (e.g., pictures, mementos, and other personal 
articles).

6. Foods and beverages which you do not like or which 
do not agree with you.

Category III: Attitudes and Opinions
7. Your views and feelings about living or being in a 

nursing home.
8. Your views and feelings about death.
9. Your feelings toward persons who have been or are 

important to you (e.g., family, friends, and others).
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Category IV: Personality

10. Feelings you have the most trouble controlling (e.g., 
loneliness, worry, depression, fear, boredome, 
anger).

11. The kinds of behavior in others that worries or annoys 
you most.

12. Your most frequent daydream or strongest ambition at 
the present time.



APPENDIX G

EIGHT-ITEM PHYSICAL CONTACT QUESTIONNAIRE

Category I : Touching
How much do you touch the nurse:

1. To express some feeling you may have (e.g., caring, 
loneliness, displeasure, love).

2. To get or hold his/her attention for some purpose.
3. To feel the closeness or physical presence of another 

person.
4. When you are feeling sick or helpless.

Category II: Being Touched
How much does the nurse touch you:

5. In helping you with everyday functions (e.g., 
dressing, bathing, shaving, walking).

6. When giving you medicines or special treatments and 
attention you may need (e.g., take blood pressure, 
apply medications, exercise arms or legs, give 
enemas, provide hand or foot care).

7. To give you backrubs or make you more comfortable.
8. To express feelings toward you (e.g., love, dis

pleasure, reassurance, encouragement, concern).
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APPENDIX H

DATA COLLECTION FORM

Date:_________________  Subject Numberj_________ .
Data from Subject's Records 

in Nursing Home
Age:_______ Sex:____ - Diagnosis_______________ ______ __
Religion: P  C J  Other _ Roommate: Yes_____  NO___
Marital Status: M S D W Spouse living in nursing home:
Yes  No__
Level of dependency: Ambulatory  Ambulatory with assist
ance  Wheelchair  Bedridden__
Length of institutionalization in months:__________________

Information Obtained from Subject 
Ethnicity:______________________
Past Occupation:_____  ._________
Reasons for institutionalization: ________________ _________
Relational elements in environment: Do you have any close
friends among the people who live in the nursing home?
Yes  No  How many? . Are there any nurses with
whom you have a close relationship now? Yes  No  How
many? ____ . If not now, in the past? Yes___  No___ What
special things, in your opinion, make this nurse(s) closer 
to you than the others?

Physical handicaps: What specific handicaps bother you
most or interfere ost with your ability to do things for 
yourself?______ ________________________________________________
Nursing activities: What would you like the nurse(s) to do
with you or for you more often?_  _____ [___________ _
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APPENDIX I

STATEMENTS AND QUESTIONS FOR INTERVIEW 
DIRECTION AND FOCUS*

Should one of the following events occur the in
vestigator used a predetermined response.
Situation
Defensive or hostile 
response
Evasive answer or not 
enough on the subject
Too lengthy or off the 
subject

Encouragement to proceed

Answer leading to 
ambiguity in category 
placement
Summary to statements 
needed

Response
"Let me ask it another way."

"Could you go on? It is 
important to me."
"This is interesting, but. 
what I really need to know 
is (restate question) .
"I can see that would be 
important to you. Could 
you go on?"
"Tell me more about that," 
or "Why is that important to 
you. "
"Do I hear you saying that 

(summarize statements) ."

*Source: Wilson (1972, p. 76),



APPENDIX J

RESPONSES TO QUESTIONS 3, 8, and 10 IN THE 
SELF-DISCLOSURE QUESTIONNAIRE BY SUBJECT 

SCORING ZERO ("NONE-AT-ALL")

Question #3: "How much have you told the nurse regarding
whether or not you are concerned with changes in your 
physical appearance as a result of aging?"

1. I simply don't think about that.
2. I don't think the nurses would be interested in 

knowing this.
3. I do worry about my appearance, but I wouldn't talk 

about it unless the nurse introduced the subject.
4. The nurses have enough to do without bothering with 

how I feel about this.
5. Deterioration of looks with aging isn't important, 

only natural.
6. This isn't as important as a lot of other things 

right now, so I don't discuss it.
7. I usually just kid about this with the nurses instead 

of telling them how I really feel; they're usually 
too busy.

Question #8: "How much have you told the nurse regarding
your views and feelings about death?"

1. I'd discuss it if the nurses had the time and would 
let me know they were interested, but they don't seem 
to be interested in my spiritual needs.

2. What nurse would be interested in discussing 
subject like that?

3. The nurses don't have time to listen. Besides, I 
think they'd be uncomfortable discussing such a 
subject.
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4. I don't think the nurses would want to talk about this 

very much.
5. I don't want to bother the nurses with this, but I 

do think about it a lot, especially at night.
6. I don't think this is appropriate to discuss with the 

nurses.
7. I talk with God about this.
8. This is too personal to discuss with the nurse.
9. This is still a strange place for me. I don't know 

the people well enough yet.
10. It's really not necessary to discuss death, for I 

don't intend to worry about it.
11. What good is there in talking about it now?
12. There's no need to discuss death, for I've already 

resolved this in my own mind.

Question #10: "How much have you told the nurse regarding
feelings you have the most trouble controlling (e.g., 
loneliness, depression, fear, boredom, anger)?"

1. The nurses don't really care about this.
2. I don't think the nurses would be interested.
3. The nurses don't have time to listen. I don't think 

they'd be interested, anyhow.
4. I don't confide in them, because they don't have time 

to -listen.
5. The nurses have enough troubles of their own. I 

don't want to burden them more.
6. This is too personal to discuss.
7. I'm not accustomed to revealing my feelings to others.
.8. I don't know the nurses well enough to discuss this.
9. I usually just laugh it off. That way very little

bothers me.



APPENDIX K

RESPONSES TO QUESTIONS 1, 2, 3, and 4 IN THE 
PHYSICAL CONTACT QUESTIONNAIRE BY SUBJECTS 

SCORING ZERO ("NONE-AT-ALL")

Question #1: "How much do you touch the nurse to express
some feeling you may have (e.g., caring loneliness, 
displeasure, love)?"

1. I feel that one can express more in talking.
2. It's best not to be too familiar with the nurses.
3. The nurses aren't around me that much.
4. The nurses are usually too busy or not available.
5. I'm not that close to the nurses.

Question #2: "How much do you touch the nurse to get or
hold his or her attention for some purpose?"

1. I don't do this. I've still got my mind.
2. They're always behind the desk. There's very little

personal contact.
3. They're not accessible to me.
4. I can talk to do that.
5. I usually communicate by talking.
6. I can usually get their attention by talking.
7. I can reach them by talking.
8. I'm able to get their attention by talking.
9. To call to them is sufficient. '

10. I .would like to touch them more, but it's not proper.
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11. I don't have to touch them to get their attention.

I can do this by talking.
12. I don't have that much contact with the nurses to 

touch them.
13. I talk to them instead.
14. I've still got my mouth.

Question #3: "How much do you touch the nurse to feel the
closeness or physical presence of another person?"

1. I hold that to myself, because I wouldn't want the 
nurses to think badly of me.

2. I've been taught to keep my hands to myself.
3 . 1  don't know the nurses well enough yet.
4. I don't come into contact with the nurses often

enough to touch them.
5. I'm not aware of doing this.
6. I don't feel the need to do that.
7. If I didn't have such a close relationship with my

wife I'd probably reach out more to the nurses.
8. I don't remember doing this anytime.
9. I have very little personal contact with the nurses.

Question #4: "How much do you touch the nurse when you are
feeling sick or helpless?"

1. I can do for myself and don't feel helpless.
2. I haven't felt sick or helpless since being here.
3. When ill, I don't feel like reaching out.
4. I would be so comforting to touch them, but I'm afraid

they wouldn't understand my true feelings.
5. I don't recall doing this— not consciously, anyway.
6. I haven't been sick since I've been here.
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8.

9.
10.

97
I haven't felt this way while here.
I haven't been sick, but I don't touch other people 
very much— never have.
I'm not around them to be that close.
I've never been too sick to talk and express what I 
need or think.



SELECTED BIBLIOGRAPHY

Abdellah, Faye G., and Eugene Levine. Better Patient Care 
Through Nursing Research. New York: The Macmillan 
Co., 1965.

Barnett, Kathryn. "A Theoretical Construct of the
Concepts of Touch as They Relate to Nursing," 
Nursing Research, XXI, II (March-April, 1972),
pp. 102—110.

Barrett, James H. Gerontological Psychology. Springfield,
111.: Charles C , Thomas, 1972.

Beck, Kurt W. "Transition to Aging and the Self-Image," 
Aging and Human Development, II, IV (November,
1971), pp. 296-304.

Berne, Eric. Games People Play. New York: Grove Press,
Inc., 1964„

Birre-n, James E. Handbook of Aging and the Individual.
Chicago: The University of Chicago Press, 1959.

___________. The Psychology of Aging. Englewood Cliffs,
N. J.: Prentice^Hall, Inc., 1964.

Brown, Esther Lucille. Nursing Reconsidered, A Study of 
Change: Part I, The Professional Role in Institu
tional Nursing. Philadelphia: Jl Bl Lippincott 
Co., 1970.

Buber, Martin. "Distance and Relation," Psychiatry, XX,
II (May, 1957), pp. 95-129.

. I and Thou, trans. Walter Kaufmann. New York: 
Charles Scribner's Sons, 1970.

Burton, Arthur, and Lewis G. Heller„ "The Touching of the 
Body," The Psychoanalytical Review, LI (Spring, 
1964), pp. 122-134.

Carlson, Sylvia. "Communication and Social Interaction in 
the Aged," Nursing Clinics of North America, VII,
II (June, 1972), pp. 269-279.

98



9 9
De Augustinis, Jane, Rebecca S , Isani, and Fern R„ Kuxnler.

"Ward Study: The Meaning of Touch in Interpersonal 
Communication," edited by Shirley F. Burd and 
Margaret A, Marshall in Some Clinical Approaches 
to Psychiatric Nursing. New York: The Macmillan 
Co., 1963, pp. 271-306.

Duncan, Starkey, Jr. "Nonverbal Communication," Psycho
logical Bulletin, LXXII, II (August, 1969), pp. 
118-137.

Durr, Carol A. "Hands that Help . . . but How," Nursing
Forum, X, IV (Fall, 1971), pp. 393-400.

Ellison, David L. "Alienation and the Will to Live,"
Journal of Gerontology, XXIV, III (July, 1969), 
pp. 361-367.

Enelow, Allen J. "Identity and Communication," American 
Journal of Psychotherapy, XVIII, IV (October,
1964), pp. 649-659.

Frank, Lawrence K, "Tactile Communication," Genetic
Psychology Monographs, LVI (November, 1957), pp. 
211-251.

Gibson, James J, The Senses Considered as Perceptual 
Systems. Boston: Houghton Mifflin Co., 1966.

Hall, Edward T. The Silent Language. Greenwich, Conn.: A 
Fawcett Premier Book, Fawcett Publications, Inc., 
1959.

___________. The Hidden Dimension. Garden City, N. Y,:
Anchor Books, Doubleday and Co., Inc., 1969.

Hallstrom, Betty J, • "Contact Comfort: Its Application to 
Immunization Injections," Nursing Research, XVII, 
II (March-April, 1968), pp. 130-134,

Henry, William E. "Engagement and Disengagement: Toward a 
Theory of Adult Development," edited by Robert 
Kastenbaum in Psychobiology of Aging. New York: 
Springer Publishing Co., Inc., 1965, pp. 19-35.

Hoffman, Alf, "A Dialogue of Touch," Mental Hygiene, LI, 
I (January,'1967), pp. 24-26.



Jackson, C. Wesley, and Rosemary Ellis, "Sensory Depriva
tion as a Field of Study," Nursing Research, XX, I 
(January-February, 1971), pp. 46-54.

Johnson, Betty Sue. "The Meaning of Touch in Nursing," 
Nursing Outlook, XIII, II (February, 1965), pp. 
59-60.

Jones, Dean C „ "Social Isolation, Interaction, and Conflict 
,in Two Nursing Homes," Gerontologist, XII, III 
(Autumn, 1972), pp. 230-234,

Jourard, Sidney M. Self-Disclosure; An Experimental
Analysis of the Transparent Self. New York: Wiley- 
Interscience, 1971a.

___________. The Transparent Self, 2nd ed. New York: D.
Van Nostrand Co., 1971b.

Jourard, Sidney M., and Jane E. Rubin. "Self-Disclosure
and Touching: A Study of Two Modes of Interpersonal 
Encounter and Their Interrelationship," Journal of 
Humanistic Psychology, VIII, I (July, 1968), pp. 
39-48.

Kutner, Bernard„ "The Social Nature of Aging,"
Gerontologist, II, I (March, 1962), pp. 5-8.

Laing, R. D . The Divided Self. Baltimore: A Pelican 
Book, Penguin Books, Inc., 1965.

Lewis, Garland K. Nurse-Patient Communication. Dubuque, 
Iowa: William C. Brown Co., 19 69.

Mansfield, Elaine. "Compensatory Behavior in the Aging," 
Geriatric Nursing, III, X (October, 1967), pp. 18- 
20.

McKee, Anne. "The Individual in the Nursing Home," Nursing
Homes, XX, VI (June, 1971), p. 16.

Mercer, Lianne S. "Touch: Comfort or Threat,"
Perspectives in Psychiatric Care, IV, III (May- 
June, 1966), pp. 20-25.

Miller, George A, The Psychology of Communication. New 
York: Basic Books, Inc., 1967.



101
Montague, Ashley M. F , "The Sensory Influences of the

Skin," Texas Reports on Biology and Medicine, XI,
II (Summer, 1953), pp. 291-301,

Moss, Bertram B. "Normal Aging," Illinois Medical Journal, 
CXL, V (November, 1971), pp. 493-495.

Panicucci, Carol L., Penelope B. Paul, Jean M. Symonds,
and Josephine L. Tambellini. "Expanded Speech and 
Self-Pacing in Communication with the Aged," in 

■ ANA Clinical Sessions. New York: Appleton-Century- 
Crofts, 1968.

Peplau, Hildegard. Interpersonal Relations in Nursing.
New York: G. P. Putnam’s Sons, 1952.

Routh, Thomas A. "Emotional Needs and the Later Years," 
Journal of American Geriatrics Society, XIII, IV 
(April, 1965), pp. 380-384.

 __________. "Mental Health and the Geriatric Patient,"
Geriatric Nursing, III, I (January, 1967), pp. 27- 
29.

Rubin, Reva. "Maternal Touch," Nursing Outlook, XI, II 
(November, 1963) , pp. 828-831.

Runyon, Richard D ., and Audrey Haber. Fundamentals of
Behavioral Statistics, 2nd ed. Menlo Park, Calif.:
Addison-Wesley Publishing Co., 1967.

Sanders, Sharon Ann. "A Descriptive Study of the Aged 
Institutionalized Person’s Feelings About the 
Nurse's Touch," Unpublished M.S. Thesis. Seattle: 
University of Washington, 1970.

/

Schutz, William C. Joy: Expanding Human Awareness. New
York: Grove Press, Inc., 19 67.

Tallmer, Margot, and Bernard Kutner, "Disengagement and 
the Stresses of Aging," Journal of Gerontology, 
XXIV, I (January, 1967), pp. 70-75,

Tannenbaum, David E. "Loneliness in the Aged," Mental 
Hygiene, LI, IV (October, 1967), pp. 91-99.

Vail, David J. "Facets of Institutional Living: Part I, The 
Danger of Dehumanization," Mental Hospitals, XV, XI 
(November, 1964), pp. 599-601.



102
Watzlawick, Paul, Janet H . Beavin, and Don D. Jackson.

Pragmatics of Human Communication. New York:
W. W. Norton and Co., 1967.

Wilson, Sharon M. "Parent Education and the Child with
Down’s Syndrome," Unpublished M.S. Thesis, Tucson: 
University of Arizona, 1972.

Wolff, Kurt. The Emotional Rehabilitation of the
Geriatric Patient. Springfield, 111.: Charles C. 
Thomas, 1970.

Zuckerman, Marvin, Harold Persky, Katherine E. Link, and 
Gopal K. Basu. "Experimental and Subject Factors 
Determining Responses to Sensory Deprivation, 
Social Isolation, and Confinement," Journal of 
Abnormal Psychology, LXXIII, III (June, 1968), 
pp. 183-194.

<




