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CHAPTER I 

INTRODUCTION 

Among humans, the sense of touch is used as a funda

mental means of nonverbal communication. Our prehistoric 

ancestors may have used touch long before voice communica

tion began.· Touching is used by mothers to sooth and com

fort the new-born infant and the infant responds to touch

ing and holding long before he responds to the spoken voice. 

The toddler, distrubed by fears at night, runs to the pro

tecting arms of this parents and will return to peaceful 

sleep while being held and cuddled. 

As the child grows and begins to explore the world 

he may need less cuddling from his immediate family, but 

touch. sill plays an important part in his life. The young 

enjoy contact sports, and will touch, shove, and wrestle 

without restraint. Integration of psycho-motor skills de

pend on touch. 

The awakening of sexual responses bring different 

touch parameters. Following this developmental change, touch 

is used to convey new meanings. This use of touch remains 

with the individual the rest of his life. With these new 

parameters of touch communication sexual relationships are 

1 
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formed and parenthood often follows. The exquisite pleasure 

of touching one's own child cannot be explained to the un

initiated. This pleasure from touching can be transferred 

to include other children and adults. Touching for pleasure 

is both addictive and contagious. 

Throughout life touching and being touched will 

awaken deep and hitherto unacknowledged feelings. Touch 

can reach people when no other system of communication 

works. The infant, the frightened child, the injured, and 

the dying will all respond to human touch. 

People respond to the environment. The emergency 

room is often overcrowed and understaffed. Critical prob

lems must be solved quickly and personnel may find tempers 

flaring. Professional care of emergency room patients is 

usually carried out as quickly as possible. Procedures 

often take precedence over interpersonal relationships. 

The emergency room nurse-patient relationship may be limited 

to a single encounter with little time to develop rapport. 

Since one of the primary functions of nursing is 

to sooth, comfort, and calm the patient, an examination of 

the extent to which nurses use the sense of touch to fulfill 

this function is appropriate. Anxiety, pain, and fear of 

altered body image are common problems in the trauma unit; 

therefore, it is of interest to the emergency roo� nurse 
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to evaluate all methods that might calm and comfort these 

patients. 

The focus of this study was touch as it is used by 

nurses to to communicate with patients in the emergency 

room. It is hoped the results will be useful to nurses in 

planning and evaluating communication with emergency room 

patients. 

Statement of Problem 

The problem of this study was to determine 

emergency room nurse use of touch to communicate with 

patients. 

Statement of Purposes 

The purposes of this study were: 

1. To determine the frequency of encounters be

tween emergency room nurses and patients which resulted in 

nurse touch of patients 

2. To determine the length of encounter time and

the frequency of nurse touch 

3. To compare designated patient categories (sur

gery,·medical, gynecology, and psychiatric) for frequency 

· of encounters which result in nurse touch
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Background and Significance 

The sense of touch is the first to develop. At 

eight weeks gestation the human embryo is approximately one 

inch long and will respond to light stroking. The general 

embryological law is that the earlier a function develops 

the more fundamental it is (Montagu 1971 p. 3). The ecto

derm, the outer cell layer, forms·the skin, hair, teeth, 

and sense organs of taste, hearing, vision and touch. The 

skin is the largest body organ and it functions as a: 

(1) protector, (2) sense organ, (3) temperature regulator,

and (4) metabolic organ. The. proportion of the 

cortex dele·gated to touch underscores the importance of 

tdctile functions of humans. The area of the sensory cortex 

allocated to the hands and face may be especially signifi

cant (Montagu 1971 pp. 1-11). Work with deaf subjects has 

shown that the skin can localize sound waves of different 

intensities (Montagu 1971 p. 236). 

The child explores by touch; as he grows up his tac

tile world narrows (Fast 1970 p. 80). Touch is a basic 

human communication system; some researchers believe it is 

less often misunderstood than spoken language (llardy 1975, 

Glasser 1975, Purtilo 1973). Other studies point to cul

tural and personal characteristics which influence inter

pretation of touch communication (Spiegel 1974, Lomranz 

1974, Mercer 1966). Barnett (1972) states that touch plays 
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a crucial role in human communication and behavior. An 

outstretched hand can invite participation, a gentle 

pat can convey recognition, an arm around a shoulder can 

encourage or soothe, a pat on the back restores esteem 

(Burnside 1973 p. 2962). Certainly there can be no doubt 

about the meaning conveyed by a slap on the f a�e. 'fhe 

touch of a cold hand is not pleasant--the louch of a warm 

one is. A sharp slap conveys a different message from a 

tender, gentle caress. A person who is "out of touch" is 

isolated or separated; when friends meet after a long ab

sence, they embrace. In sorrow, when words are inadequate, 

a hand on the shoulder will communicate caring (Croghan 

1975 p. 9). "Touch is inherent in various roles, such as 

nurse and patient, or mother and child relationships 11 (Hein 

1973). 

The new mother uses fingers, then hands, then arms 

to enfold her new infant. The or<lerly sequence and pro

gression is so universal that the process can be used to 

evaluate a mother's feelings about herself and her infant 

(Rubin 1961 p. 684). Marasmus, a syndrome sometimes due 

to lack of mothering, was killing hundreds of children in 

foundling homes during the early 20th century. When mother

ing in the form of touch was introduced into these homes 

the death rate decreased significantly (Montagu 19_71 p. 82). 

The mother role of the nurse is apparently well 

established. Indeed, the word nurse, derived from the 
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Latin word nutricia, to nourish, meant a woman who suckles 

and takes care of an infant (Morris 1969). Expanded rneani?gs 

include care of children and care of the ill. Children and 

sick people have many needs in common. Some regression is 

common in adults faced with overwhelming anxiety, pain, or 

illness (Mitchell 1973, Hein 1973). Barnett (1972, p. 109) 

believes that patients often place the nurse in the "mother 

role" and that "the act of touch is an integral part of 

nursing intervention." 

Touch may be one way to establish rapport with patients 

quickly. When an adult is in an unfamiliar situation he will 

resort to past modes of human interaction that have been 

successful. If he is unable to verbalize he may resort to 

physical contact. Mccorkle (1974) studied sixty seriously 

ill patients. Her results support use of touch to establish 

rapport with these patients. Barnett (1972) believes that 

anxiety, regression, fear of death, and altered body image 

create an increased need for touch. "Often the swiftest 

and most obvious type of body language is touch and there 

are times when masks must come down and communication must 

be by physical touch" (Fast 1970, p. 79). Burnside {1973) 

successfully used touch as a reward system for behavior 

modification in elderly p�tients. Parameters of touch 

used were hand holding, patting, hugging, and dancing. 

A study of Preston (1973) showed that organically brain-
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damaged patients responded automatically to nonverbal com-

munication, especially touch. 

Concerned about machines taking over the role of 

the nurse, Croghan (1975, p. 9) states the "difference 

between a robot and a nurse is touch." She believes that 

since nurses have contact with people who are vulnerable, 

sick, anxious, helpless, and suffering, nurse touch is a 

critical factor. 

Heen (1977, p. 40) believes that the nurse who touches 

patients shares feelings. She asks "Isn't this what nursing 

is all about?'' Since touching and sharing are vital to 

nursing, she suggests that nurses can learn these supportive 

techniques just as they learn other techniques. Support for 

the patient should be a conscious planned process and should 

include touch. 

Touch is often defined in psychological literature 

as tactile perception and/or tactile stimulation. Animal 

experiments are often limited to one parameter of touch 

(Finger 1975, Terrance and Ashe 1975). Research studies 

dealing with touch and its effect on perception, retention 

of images, organization of visual information, and mechanical 

reasoning have been done with school children (Nelson 1974, 

Vardi 1974, Heller and Levanthal 1975, Lolla 1974). 

There are many articles in current nursing journals 

exalting nurse touch for communication with patients (Hardy 
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1975, Unger 1974, Croghan 1975, Heen 1977). Research of 

nurse use of touch deals primarily with maternal and pedia

tric patients. Fitzpatrick (1971) states that nurse touch 

will assist the patient during labor. Studies by Rubin 

(1961) indicate a pattern of infant touch by the new mother. 

The influence of maternal heart beat on the infant was 

studied by Salk (1973). Rice (1975) encourages holding and 

rocking the infant. Miller (1977) explored nurse touch 

attitudes after a teaching module on touch. This study used 

a written tool to evaluate nurse attitudes (Miller 1977). 

Barnett's {1972) survey of health team personnel use of 

touch in hospital settings did not include the emergency 

room. Observations as to actual use of touch by 

nurses in the high stress area of the emergency room are 

apparently not available at this time. 

In summary, touch as the first sense to develop will 

be the body's first communication with the world. The in

fant's need for touch has been well documented. Touch is 

so much a part of mothering that sequencing of touch param

eters have been used to evaluate the new mother's feeling 

about her infant. Patients often place the nurse in a 

mother role. As anxiety, helplessness, pain, and fear in

crease, the patient's need for touch increases. The emer

gency room is a high stress area of the hospital. Because 

a patient spends very limited time with the emergency room 
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nurse the nurse's role of surrogate mother may never have 

time to develop. Barnett (1972) proposes that altered body 

image, anxiety, and fear of death may increase need for touch 

communication. Nurse touch should be quantified as it now 

exists in emergency room nursing. 

Definition of Terms 

For the purpose of tpis study the following terms 

were defined: 

1. Adult - a person eighteen years of age or older

2. Designated patient categories - surgery, medical,

gynecology, and psychiatric as determined by triage nurse 

assignment to these treatment areas of the emergency room 

3. Emergency room nurse (ER nurse) - any registered

nurse on duty in the emergency room at the time of the survey 

4. Encounter - an observed meeting between an ER

nurse and an adult patient 

5. Encounter time - total time of duration, of a

single encounter between the ER nurse and a patient 

6. Nurse ID - ER nurse identification number, a num

ber to be assigned each nurse on duty at the time and site of 

the survey 

7. Nurse touch - any observable tactile contact be

tween the ER nurse and patient that is an addition to the con

tact required for the completion of nursing procedures. This 

touch contact is achieved by the ER nurse using lhe hand and/ 

or the lower arm 
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8. ER area - specific treatment areas of the emergency

room ( 1) surgery, ( 2) medicine, ( 3) gynecology, and { 4) psychiatry 

9. Shift - unit of time worked by an ER nurse ( 1) 7 a. m.

to 3 p. m. , ( 2) 3 p. m. to 11 p. m. , ( 3) 11 p. m. to 7 a. rn. 

Limitations 

The following limitations were considered in this study: 

1. Spurious inferences may result in psychological

reactions of persons to study conditions, hereinafter desig

nated Hawthore effect 

2. A single observer may permit error of observation data

3. Individual characteristics of patients might in

fluence use of nurse touch 

4. Individual characteristics of nurses might in

fluence use of nurse touch 

5. Inclusion in this study is limited to nurses who

agree to participate 

7. Generalizability is limited to the hospital emer-

gency room surveyed 

Delimitations 

The following delimitations were selected for this study: 

Only registered nurses working in the emergency room 

were observed 

2. All observations were made in one hospital

3. ER nurses working with adult patients were studied

4. Nurses employ�d by the hospital during the period

of the study were observed 
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5. Research was done in four ER areas: (1) surgery, 

(2) medicine, (3) gynecology, and (4) psychiatry 

Assumptions 

The assumptions for this study were: 

1. Touch is a form of communication 

2. Touch communication is appropriate nurse-patient 

interaction 

Summary and Overview 

Touch,a fundamental and primitive communication system, 

is used throughout life. Parents touch their children to offer 

comfort and caring. Touch may be used to discipline the wayward 

child. Tactile stimulation may be used by deviant personalities 

to abuse others. 

The problem studied relates to use of touch as a com

munication system as it is now being used by nurses. The study 

was delimited to adult patients who were being treated in the 

emergency room. 

The following chapters include a review of selected 

literature relevant to touch. The setting and population are 

defined and a sample tool is included in the appendix. Data 

collection results will be reported in the chapter on analysis 

of data. The last chapter will include discussions of the con

clusions, implications, and recommendations derived from the 

study. 



CHAPTER II 

REVIEW OF LITERATURE 

Introduction 

Touch means "to cause or permit a part of the body 

to come in contact with so as to feel" (Morris 1969). 

Tactile, according to Morris ·(1969), is an adjective con

cerned with the sense of touch. Some authors use tactile 

stimulation and touch synonymously. Other writers treat 

touch as either tactile stimulation or tactile perception. 

Touch as a form of communication would include both 

tactile stimulation and tactile perception. Some touch 

communications are universal, a slap on the cheek, a pat on 

the back, a tap on the shoulder are generally understood 

(Hein 1973 p. 193). However, there are cultural determin

ants with strict and forbidding taboos. If a touch gesture 

is misunderstood it is difficult to redefine (DeThomaso 

1971). 

Watson (1975) states that touch is a. selective 

process with respect to �arts of the body contact, sex, 

social status, and appearances of the target person. 

Mercer (1966) believes that interpretation of touch depends 

on each person's cultural background, his feelings at the 

time, and the nature of the relationship. 

12 
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Self touch is comforting and reassuring during stress-

ful situations. Since it is sometimes considered immature 

for an adult to be too conscious of his body, social mores 

have invented acceptable ways to pet oneself. People rub 

oil on dry skin, massage tired muscles, bathe, powder, and 

perfume the body (Fisher 1974 p. 103). 

The following review of literature includes a brief 

overview of the anatomy and physiology of touch followed by 

an examination of touch as a means of non-verbal communica

tion. The effects of personal space and territorial needs 

on touch communication are explored. How touch communica-

tion influences nursing care, reviews of therapeutic touch 

and destructive touch are discussed. A brief summary com

pletes the review of literature. 

Anatomy and Physiology of Touch 

"Every organism is enclosed. It has a boundary be

tween itself and the environment" (Simpson 1969 p. 163). 

/ 

In the multicellular organism this boundary is made of one 

or more layers of epithelial cells, the epithelium tissue. 

This epithelium is the limiting boundary of. an organism,· it 

controls what enters and leaves the body. The word skin re

fers to a complex organ the outermost layer of which con

sists of epithelium. Below the epithelium are.muscle cells, 

blood cells, nerves, and loose fibrous connective tissue 

(Simpson 1969 p. 164). 
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The sensory nerves, which are found directly below 

the epithelium, provide the sense of touch. These sensory 

nerves are classified as free nerve endings and end-organs. 

The free nerve endings detect sensations of crude touch, 

pressure, pain, heat, and cold. Some end-organs are special

ized receptors for light touch, cold, warmth. There are 

three different proprioceptor end-organs which transmit in

formation about muscles and joints (Guyton 1969). 

Stimulus to a sensory receptor causes vigorous re

sponses which progressively lessen until the sensation is· 

lost. This loss of sensation due to prolonged stimulation 

is called adaptation. "The sensation of pain· and some types

of proprioception usually adapt to only a slight extent" 

(Guyton 1969 p. 274). 

Discrimination of sensations over a wide range is 

possible because "the number of impulses transmitted by a 

sensory nerve is roughly proportional to the logarithm of 

the intensity of the sensation." This is called the Weber

Fechner law and is simply described as sensations which are 

relative rather than absolute (Guyton 1969 p. 275). 

Sensory signals enter the spinal cord for transmis

sion up the remainder of the nervous system �ia the dorsal 

column system or the spinothalamic system. The dorsal 

column system transmits muscle sensations, kenesthetic sen

sations, vibratory sensations, pressure sensatipns and 

touch sensations with a high degree of localization and 
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fine graduations of intensity. The spinalthalamic systems 

transmits painful, thermal, crude touch, pressure, tickle and 

itch, and sex sensations (Guyton 1967). Tactile information, 

which is more discrete, is carried by the dorsal column sys

tem. Touch is older, phytogenetically, than the tactile 

sense and is carried primarily by the spinothalamic system 

(Huss 1977, p. 12). Touch and tactile stimulation are often 

used synonymously. 

The somesthetic cortex is the part of the brain that 

receives sensations from different parts of the body and 

localizes the exact point of sensation origin. Sensations 

of aching pain, crude touch, warmth, and cold are localized 

to general areas of the body. The sensations of light touch, 

pressure and posture are very discretely localized. The 

somesthetic cortex, located posterior to the central sulcus, 

extends from the longitudinal fissure at the top of the 

brain to the fissure of sylvius at the side (Guyton 1969 

p. 279).

The sensation felt is not determined by the receptor 

stimulated but by the brain. The specific quality of sensa

tion felt is called the "modality." It is believed the 

thalamus determines the modality of sensation (Guyton 1969 

p. 275).

It is through touch, warm, cold, pain and pressure 

that man is oriented to spatial dimensions of world and 

people (Lewis 1973 p. 45). The first human sensations are 
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·of intimate body contact as the fetus floats snugly inside

the womb. The developing nervous system has constant in

put of touch, pressure, and movement (Montague 1971, Morris

1971). The drama of the birth process involves a squeezing, 

pushing torture of the infant's entire body (Morris 1971). 

Suddenly the cozy protected intimate body contact.is gone 

and the infant must live in a world without the constant 

comfort of an all embracing uterus, warm liquid, rocking 

motion, and repetitious maternal heartbeat (Morris 1971, 

Montagu 1971, Salk 1973). 

The fetus will respond to touch and after the birth 

experience his environment is monitored by touch (Huss 1977, 

Montegue 1971). Handling the infant sttmulates nerve path-

ways: (1) increasing myelination in brain cells resulting 

in acceleration of neurological growth, (2) increasing out

put of growth hormone, somatrophin, and (3) increasing out

put of the hypothalamus, which serves as a general arousal 

center (Rice 1975). 

Touch Communication 

Touch is a form of non-verbal communication. Accord-

ing to Rickelman (1971) communication contains five elements: 

(1) sender, (2) receiver, (3) message, (4) channel, and

(5) response or effect. The sender.and the re�eiver are 

both influenced by the way things are perceived. An 

individual's perception is determined by his physiological, 
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psychological, and sociological makeup as well as by his 

past experiences. In any nurse-patient interaction messages 

will be sent and received by both nurse and patient. These 

messages may be biological, psychological and/or social. 

Messages are influenced by the cognitive, affective, and 

conative aspects of both nurse and patient . .  This study is 

concerned with touch as a channel of communication. Response 

or effect of the communication is a complicated interaction 

of cultural and personal characteristics. Through these 

interactions the nurse identifies the needs of the patient 

(Rickelman 1971). Body language according to Fast (1970) 

is the science of behavioral patterns of nonverbal communi

cation and includes touch. Spiegel (1974, p. 4) believes 

that body language is a metaphor, a figurative way of saying 

that communication takes place. Its encoding and decoding 

is more like music and drama than words and language. Since 

people often touch one another while gesticulating, it is 

difficult to separate body language from touch (Collins 1977) 

Touch may convey either physical or psychological 

intimacy, or it may convey physical or psychological assault. 

The message conveyed depends on the meaning of both the 

sender and the receiver (DeThomaso 1971). If the verbal 

and nonverbal communication differ, the receiver must make a 

decision. Sometimes the receiver will respond verbally to 

the verbal message and nonverbally to the nonverbal 
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message (Johnson 1965). If the patient's responses are not 

what the sender expected perhaps his "actions are speaking 

louder than his words" (Purtilo 1973, p. 103). Of all the 

different forms of nonverbal communication touch is the 

most significant (Johnson 1965, p . .' 59). 

Touching may be a sign of· intimacy and solidarity 

between two people when it is reciprocal. On the other hand 

nonreciprocal touching may be interpreted as an expression 

of interpersonal power. Higher-status persons (bosses, 

doctors, teachers) more frequently touch lower-status 

persons (workers, nurses, students) than vice versa (Kleinke 

1975, p. 43). 

Touching according to Watson (1975) is an inten

tional physical contact that may be divided into instru

mental touch and expressive touch. Instrumental touch is 

deliberate contact for another act, for example touch as used 

in carrying out nursing procedures. Expressive touching is 

spontaneous and affective. It is not required in nursing 

care. Use of touch by the health professional is usually 

instrumental, it may also be expressive . . 

The simple act of touch, wiping a fevered brow or 

giving an evening backrub is the essence of patient care 

(Nursing Survey Jan. 1975). Huss (1977) states that touching 

involves risk and that professional touch may be mechanical 

to avoid revealing self or being misinterpreted� especially 

if contact occurs on parts other than the upper extremities. 
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Collins (1977, p. 67) s�ggests touching done for profes

sional reasons may be impersonally accepted. Nurses and 

patients engage in intimate physical contact without 

awkwardness or embarrassment if "civil inattention" i,s 

maintained to the erogenous and pleasurable aspect$ of the 

activity. Touch allowed the professional is well defined 

(Purtilo 1973, p. 102). 

However, Hein (1973) believes that touching during 

care is accepted within limits that would not be tolerated 

under social conditions. Close contact, even physical 

restraint is permitted because of role expectations. The 

patient assumes the role and tolerates closer contact than 

would be expected in nonpatient circumstances. The nurse 

role also places contact expectations on the professional. 

Lomranz (1974) believes that culture plays a large 

part in forming touch behavior and that people in a non

contact culture such as the United States maintain greater 

physical and interpersonal distance: therefore, touching 

is rare. Purtilo (1973) also believes that the United 

States is a nontouching society. In a nontouching society 

people only allow touch for love-making and well defined 

rituals of greeting and celebration. 

Culture related interpretations of touch effect the 

acceptance of specific types of touch, For exa�ple, Mother 
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touch may be appropriate with children but not with a peer. 

Certain types of erotic touch will be accepted by dating 

couples but is not suitable between brothers and sisters 

(Johnson 1965). Touching and being touched by a pet is 

acceptable. While it may be acceptable for the doctor to 

touch a patient it is not acceptable for the patient 

to touch the doctor. This may relate to acce�tance of pro

fessional instrumental touch, relate to parent-child

relationship, or be status related (Huss 1977).

Sometimes touch is equated with sexual intent. The 

child is taught not to "play with himself," not to touch self 

and others. "The well-mannered individual is expected to 

apologize for accidently touching others" (Collins 1977 p. 

67}. A nursing student administering an enema for the first 

time might be expected to become ancomfortable with this 

intimate requirement (Johnson 1965). The student may feel 

that touching another person intrudes on boundaries that are 

not to be violated. Yet, she must learn many signs revealed 

by the patient's skin. Local and general body heat, per

spiration, and texture are a few signs the nurse must eval-

uate (Rubin 1961). 

Adult interpretation and comfort with touch may re-

late to experiences in growing up as well as current cultural 

position and age. some people are made very uncomfortable 

by touch. It is important t�at nurses understand that 

patients may react differently to being touched. Also, 
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nurses vary in degree of comfort with touch communication 

(Johnson 1965). 

Jourard (1968) casually studied touch communication 

in coffee shops of four countries. His data show cultural 

differences. In San Juan, Puerto Rico he observed 180 

touch communications; in Paris, France he observed ·110; 

in Cainsville, Florida only 2 were observed and in London, 

England there were none. He then observed for two hours 

in a teaching hospital in Florida for body contact of 

nurses, doctors, patients and relatives. Very little touch 

contact took place. 

Beier (1974) studied fifty newly wed couples to 

learn if body language communicated cues of marital con

flict and harmony. Eye contact, laughing, talking, touching 

spouse, touching self, and movement of arms and legs were 

evaluated. Happy couples sat closer, looked at each other 

and touched each other. When there was conflict a person 

touched self more than spouse. 

Ninety female students participated in a study of 

touch and psychological distance of strangers. It was con

cluded in this study that touch is not an inherently potent 

form of nonverbal communication but rather it derives its 

meaning and influence from the context in which it occurs 

( Dawson 19 7 3) . 

In an interesting communication researc� study by 

Spiegal (1974) the sender was studied rather than the receiver. 
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Subjects were given freely articulating wooden mannikins 

and told to produce certain encounters. The mannikins were 

flexible and faceless but were male and female. The sub

jects manipulated two mannikins to produce six encounters: 

(1) sincere, (2) erotic, (3) good, (4) cold, (5) aggressive,

and (6) evil. Sincere encounters generally show the manni

kin touching especially hand to hand, hand to shoulder� or 

shoulder to shoulder. Erotic encounters had body to body 

touch with arms enfolding and legs entwined. Good encounters 

show the mannikins touching in some way, sometimes as the 

sincere encounters, sometimes closely related to erotic en

counters. In cold encounters the mannikins did not touch. 

Again contact is seen in aggressive encounters with manni

kins shown shoving, kicking, and slapping. Evil encounters 

indicate movement with or without contact (Spiegel 1974). 

Relationship of Space, Territory and Touch 

Body space or personal space is room to put our 

bodies in, or room to move about in according to Pluckham 

(1968). Allekian (1973) defines personal space as the area 

immediately surrounding the person in which the majority of 

his interactions with others takes place. This space moves

about with the individual. Spiegel's (1974) Jnderstanding

of body space is more inclusive. · He divides body space

into five areas: ' (1) internal, ( 2) proximal, ( 3) axial,

(4) distal, and (Sj limbic. Internal space is 
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intimate and personal. It can be entered through natural 

orifices of the body and by openings created through surgery 

or trauma. Instinctive reactions tend to protect internal 

space. Proximal space is the area between the body and its 

covering of clothing, hair, or ornament. In an uncovered 

body it consists of a physically unbounded but psychologic

ally restricted area near the skin. Axial space includes 

the area controlled by extended arms and legs. A well known 

fifteenth century sketch by deVinci illustrates axial space 

as defined by Spiegel. How a person uses axial space will 

communicate messages to others for example; a person with 

arms crossed over the chest shows a closed, shrunken axial 

space with no room for another person or object. Distal 

space embraces the knowable world at any one moment in time, 

it includes the world known through electronic devices such 

as radar. Limbic space is beyond that boundary and includes 

events described by science and religion as well as individ

ual fantasies. This study is primarily concerned with 

proximal and distal space as defined by Spiegel. 

"Proxemics," a term coined by Hall (1966, p. 1) 

is defined as "the interrelated observations and theories of 

man's use of space as a specialized elaboration _0£ culture." 

A study of proxemics has defined four distance zones. First, 

iritimate distance (zero to eighteen inches). it this dis- · 

tance the presence of the other person may be oyerwhelming. 

Sight is distorted, heat and odors from the body are 
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obvious. This is the distance of love-making, wrestling, 

comforting and protecting. Personal distance (one and a 

half to four feet) is the distance consistently separating 

people. Social distance (four to twelve feet) places people 

too far apart to touch. Impersonal business occurs at this 

distance. Public distance (twelve feet and up) allows 

evasive or defensive action and places people beyond the 

circle of involvement (Hall 1966). 

The distance people put between themselves and 

others will communicate something about the relationship 

(Allekian 1973). Williams (1975) determined that introverts 

tend to keep people at a greater conversational distance 

than extroverts. A study of prisoners found that prisoners 

with violent histories required larger personal space than 

prisoners with nonviolent histories (Fast 1970). Rogers' 

(1976) investigations support this theory. 

Allekian (1973) defines intrusion reaction zone as 

that distance which an organism places between itself and 

others. In animals it is called the flight distance. In 

humans this distance will vary. Many factors affect the 

intrusion reaction zone in humans. For example, the per

sonality of the people involved, their relationship, and 

the environment of the interaction all influence the 

intrusion reaction zone of individuals. 

Audrey (1966) believes the human has a genetic instinct 

to define and protect his territory or space. Pluckharn (1968) 
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states that Audrey's theories are questioned primarily be-

cause they were derived without sufficient scientific data. 

However, many researchers act on his premise and Pluckham 

(1968) believes that there is a human drive to defend a 

given piece of property and that the greater a person's 

territory is compressed, the greater the need to fight to 

protect it. 

Privacy, the right to be let alone, has not really 

been defined by culture or by law. Cultures differ as to 

rights of privacy; however, recent developments in electronic 

techniques of collecting, storing, and retrieving infor

mation, have intruded on modern man's privacy and personal 

space (Josephson 1974) 

When the nurse reaches out to touch a patient during 

a procedure, she must be aware that she is invading the 

patient's personal space. A person may defend his space or 

territory and the patient reaction to touch may range from 

righteous indignation to acute anxiety (Collins 1977). 

A study of seventy-six adult patients using a forced 

choice questionnaire explored patient anxiety with intrusion 

of personal space (Allekian 1973). All of the patients 

admitted discomfort when personal areas of the body were 

treatad. However, anxiety responses to personal space

intrusions were minimal, perhaps because persons who enter
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the hospital expect some physical contact and are psycho-

logically prepared for it (Allekian 1973). 

A person's need for personal or body space will be 

in an inverse relationship to his self-disclosure (Lomranz 

1974). Body accessibility is defined as psychological com

fort related to touching and being touched {Fast 1970). 

Self-disclosure refers to a piocess of making self known to 

others and contains emotional components of reaching out, 

sharing, openness,and flexibility. Since these same 

emotional components are involved in touching behavior, 

Lomrenz (1974) suggests that self-disclosure and touching 

behavior are interrelated and are both personality dimensions 

of interpersonal communications. The subject's sex, religion, 

ethnic group, and marital status influence self-disclosure. 

The target person may also effect self-disclosure. 

Pederson's (1973) monograph on self-disclosure and personal 

space indicate that when an individual is comfortable about 

self-disclosure he will tend to have greater body accessi

bility. 

One hundred ninety-nine male and female Israel High 

School students participated in an investigation by Lomranz

(1974). This study shows a highly significant positive 

relationship between self-disclosure and touching behavior.

There were notable sex differences. Men touched more but

women tended to be more self-disclosing. This may reflect
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social and cultural norms that limit touching behavior for 

Israeli women. Men, however, ter
i

d to express themselves or 

act out on a physical level. Lomranz suggests that Israeli 

men may have greater body accessibility than men in the 

United States. 

In separate studies done in the United States 

Jourard (1968} and Rubin (1961} each found that women engage 

in significantly more touching behavior than men. Jourard 

used a paper and pencil test to evaluate tactual body 

accessibility of subject to mother, father, same sexed friend, 

and opposite sexed friend. Three hundred eighty unmarried 

college students aged eighteen to twenty-two years old were 

sampled. Body regions were highly variable for touchability. 

Hands, arms, shoulders, and top of the head received the most 

contact. Females were generally more accessible to touch 

than males. It is interesting to note Jourard (1961} 

suggests that Jewish females were less accessible to touch 

which provides some support for Lomranz' conclusions. 

Cultural norms suggested by Lewis (1973) deal with 

hand shaking. He observed that in the United States men 

shake hands, in Latin America a hand is placed on the 

shoulder when men shake hands, but the Japanese man would 

be humiliated by the close contact of shoulder touching. 
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Use of Touch in Nursing 

Touching is an integral part of nursing inter

vention. Patients and nurses accept that nursing tasks 

involve close contact (Hein 1973, Collins 1977, Hardy 1975). 

Both patients and nurses understand.tactile contact in its 

nurturing role (Hein 1973, p. 195). Collins (1977) believes 

touch is used by nurses to establish communication and 

express emotion and ideas. 

Nurse View of Touch 

Opportunities for mutual exchange of trust and 

sharing are provided by touch. The nurse knows that the 

core of touch lies in this unique way of communicating 

without words. By touching and hugging we often let those 

around us know that we like them, or that we sympathize, 

or that we believe in their worth--that is why touching is 

so central to nursing. It is a primary way to establish 

empathy with the patient and to let him know that we care. 

Touch says: "I am-here and I'm not going away" (Hardy 1975). 

Used properly touch can convey the nurse's personal 

concern for the patient. Touch has enormous value in 

helping relieve special anxieties and concerns of the 

patient (Hardy 1975). "The nurse role also includes 

assuming integrative function as the mother does" (Mercer 

1966, p. 2 4) . Nurses should be aware that the p··atient 
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might put her in a mother role. During illness an adult 

will withdraw from adult responsibilities to a child-like 

behavior, and he may feel free to react as a child (Mercer 

1966, Barnett 1972) . 

Even a non-touching person allows himself to be 

palpated, held, squeezed, rubbed, supported, and lifted 

when he enters the health care system. However, according 

to Purtilo (1973) this touch is well defined. Certainly 

we must consider the patient's need for personal space. 

Territorial needs do not disappear when the person becomes 

a hospital patient. Collins (1977) states that it is a 

common practice in nursing intervention to touch the blind 

patient. These patients may not want to be touched; blind

ness in no way changes the need for "space control." 

The elderly may be deprived of intimate relationships 

due to the impersonal care provided in nursing homes (Huss 1977). 

It is expected, according to Watson (1975) , that nurses will 

respond to the varying characteristics of patients, for 

example blindness, paralysis, incontinence,and dying. However, 

social structure and sex taboos in nursing situations may 

hurt those in greatest need. 

Glasser (1975) reports a Johnson and Johnson survey 

at an American Nurses Association convention used a question

naire to discover how nurses view touch. Three hundred nurses
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.responded and all regarded touch as the one essential form 

of nurse-patient communication. The nurses' answers reveal 

the human aspect of touch. "Touch provides the critical 

human element to machine-oriented care." Touch conveys 

that the patient is not objedtionable because he is ill. 

Touching gives patients something to hold on to. Touching 

is the heart of caring. Touch helps the nurse break the 

barrier of "professionalism." Touch offers acceptance and 

reassurance vitally needed during illness. 

Watson's (1975) survey was carried out in order to 

describe and interpret observed differences in touching 

behavior among geriatric nurse�. The study included pro

cedural touch such as assistance with ambulation. It is 

interesting that the higher the rank of the nursing person 

the greater the use of touch. Nurses aides and orderlies 

use very little touch communication. The low use of touch 

by orderlies may suggest clear relation of low status or 

may be sex related, certainly sex differences are important 

determinants of social constraint against touching. The 

social significance of different body regions of touch 

appeare d to relate to sex taboos of touch. For example, 

a female nurse may touch the lower arm and upper back of 

a male patient. Severely impaired males were not touched

by aides and were touched less by high-status staff than
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mildly impaired males. Watson {1975, p. 110) questioned 

whether touch was actually a planned therapeutic process 

since the more severely depressed and impaired patients 

received the least touch. 

Barnett's {1972) survey of nonprocedural touching 

behavior resulted in four hundred fifty-two touch contacts 

by nine hundred health team personnel. Patients in the 

nonproprietary hospital received more touch contacts. 

Patients in high stress areas such as delivery room, 

recovery room and intensive care units received more touch 

contacts. However, critical patients received fewer touches, 

• which may be due to personnel priorities necessary for

patient care or it may be due to health team members

difficulty with their own emotional stability when working

with critically ill and dying patients. Patients between

age twenty-six and thirty-three received the most touch

contacts. Children between six and seventeen received no

touch contacts in spite of evidence that touch is so

important to growth and maturation at this time. Patients

were touched most ofteri on the hand, forehead, and shoulder.

Registered nurses at the proprietary hospital touched

patients most. Interns and senior nursing students did not

touch. Health team use of touch decreased with. increasing

age with seventy-two percent of all touch contacts done by

members eighteen to thirty-three.
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Patient Response to Tou·ch 

In a research project by Durr (1971) thirteen 

medical-surgical patients were interviewed concerning their 

views of nurse touch. All patients reported that nurse 

contact took place within intimate and personal zones and 

that this was appropriate action. All patients saw physical 

contact with nurses as a physical support and assistance in 

understanding what the nurse was saying and feeling. Five 

patients felt touch was an effective method of giving 

encouragement. Two patients stated that the only thing 

that- helped overcome fear was human touch. 

Lynch (1977) believes that psychosocial interaction 

may have a major effect on heart rate and rhythm. Studies 

indicate that physical contact is the natural sedative and 

tranquilizer, one without dangerous side effects {Jourard 

1968). A sample of two hundred twenty-five coronary care 

patients were observed for signs of ventricular arr_hythmia 

reduction following pulse palpation (Lynch 1977). Results 

after four hundred eighty-fou� pulse palpations indicate 

there is a significant decrease of ventricular arrhythymias 

during the minute immediately following pulse palpation. 

Atrial arrhythmias showed no significant changes. There is 

apparently no relationship of sex, race, age, heart rate 

changes, or baseline heart rate. Lynch (1977, p. 191) states 



JJ 

that human contact is an important stimulu� for patients 

within life threatening environments. 

However, a study by Allekian (1973, p. 240) of patient 

responses to gestures involving touch suggests that patients 

were generally indifferent. Allekian suggests this raises 

questions regarding the therapeutic use of touch in nurse

patient relationships. 

Infant Nursing 

"All infants need to be touched" (Kramer 1975, p. 324). 

Mothers provide this essential element. The infant is en

folded in the mother's arms with as much of its body surface 

in contact with the mother as is possible. An investigation 

by Salk (1973) suggests that the infant is quieted by the 

maternal heartbeat and therefore a mother will choose to 

hold her infant on her left side near the heart. Morris 

(1971) believes that maternal body contact is a substitute 

for the comfort of the uterus. Rocking and joggling a 

fretful baby may emulate the movement of the womb. His 

theory supports the idea of infant comfort from a rhythmic 

maternal heartbeat suggested by Salk. 

Nursing research with premature infants also supports 

the need for touch. Rice's (1975) work with thirty premature 

infants substantiates the theory that rocking �nd holding 



34 

does indeed make for healthier babies. A program of sensory 

stimulation for premature infants with early involvement of 

parents was labeled "ESP" (environmental stimulation of 

premature infants) by Zaslow (1976). Pamphlets in English/ 

Spanish were given to the parer
i

ts and the infant's condition 

explained. Even if the infant was critically ill and in a 

radiant heat warmer both parents were encouraged to touch 

the baby. Parents touched and held the infant during feeding 

even if the nurse was feeding through a nasogastric tube. 

The program is in its early stages but results have been 

encouraging (Zaslow 1976). Interesting research by Kramer 

et al (1975) used extra tactile stimulation as the independent 

variable in an investigation of fourteen premature infants. 

Plasma cortisol samples were taken to evaluate stress levels, 

no significant difference between the control group and the 

experimental group was found. No significant difference was 

found between the two groups in rate of growth. However, a 

significant difference in the rate of social development was 

found between the two groups. 

According to Kramer et al (1975), "'depriving the 

infant of touch sensation and stimulation is akin to removing 

the eyes, ears, and hands of an adult." The infant's 

greatest developed asset is sense of touch. Huss (1977) 

identifies an increased use of child backpacks and cradles 
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in the United States and suggests that perhaps within a 

generation we will no longer be a "no-touch" society. 

Mat�rnal Nursing 

A great deal of procedural touch is required in 

caring for the laboring patient. Procedures such as 

monitoring of blood pressure, pulse, and fetal heart beat 

may be done several times during the fourteen hour� of the 

average labor. Vaginal examinations may be required, an 

enema is often given, and the patient may be catheterized. 

Progress of labor will be evaluated by nurse touch of the 

patient's abdomen during contractions (Fitzpatrick 1971). 

Delivery of an infant is a cooperative effort 

between the mother and the health team, often with assistance 

from the father. Rapport between the laboring mothe� and 

the nurse is an essential component of good nursing care, 

and all avenues of communication should be used by the nurse 

to establish this rapport. 

Fitzpatrick believes that a patient will be able 

to work more effectively with labor contractions when 

physical contact is present. It is suggested that the nurse 

give the laboring woman a backrub, stroke her brow, or 

hold her hand. 

Certainly the tender loving care of touch communi

cation may offer psychological assistance to the patient. 
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However, the "gate" theory proposed by l'leisenberg (1975) 

suggests a physiological basis for decreased pain from 

nurse touch. This theory is based on data about changes 

in the membrane potential of terminal axons following 

arrival of impulses from the periphery. All cells are 

excited by small afferents (from cutaneous afferents, 

small muscle afferents, or small visceral afferents) and 

inhibited by large-diameter afferents (of cutaneous origin). 

Impulses from small afferents produce hyperpolarization of 

the terminal. Impulses along large-diameter afferents 

produce prolonged depolarization of the terminals. It 

appears to be the balance of small and large afferents 

that control the membrane potential. Modulation of sensory 

discrimination of pain is through the neospinathalamic 

structure. Reticular and limbic areas are responsible for 

the unpleasant affect that causes the·organism's reaction. 

Central nervous system processes have some control over both 

discriminative and motivative systems. Thus, it is possible 

for the central nervous system to exert some influence over 

sensory input. 

Weisenberg suggests that these systems are mediated 

through the "gate control" and that there is a "central 

control trigger" that regulates the sensory input. A newer 
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theory suggests that the _"gate control" system modulates 

sensory input from the skin before it modulates pain 

perception. 

Fitzpatrick (1971) suggests that touch should not 

be used indiscriminately as some forms of touch may be 

offensive to certain patients. Also, an anxious patient 

may interpret as pain the pressure of a hand on the con

tracting abdomen. The nurse must use her professional 

judgement when using touch as when carrying out any other 

nursing action. Durr (1971) states that physical contact 

with the nurse helps the patient feel the nurse's presence. 

Nursing care immediately following delivery is 

concerned with control of bleeding from the uterus. Infor

mation about the uterus can be gained by palpating the 

fundus through the abdominal wall. In some hospitals the 

nurse may sit by the patient's bed with a hand on the 

mother's abdomen for an hour or mere after delivery 

(Fitzpatrick 1971). If the uterus becomes soft the nurse 

stimulates it by careful massage. The uterus responds 

quickly to tactile stimulation. 

According to Montague (1971), if a woman receives 

appropriate touch from health team personnel du�ing labor, 

delivery, and postpartum period she will use her own hands 

more effectively. If the woman experiences remote and 
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impersonal touch during this period she will remain longer 

at this stage with her infant. 

In hospitals which do not have a rooming-in program 

the normal infant will be brought from the nursery to the 

mother's room several times each day. 

and baby time to become acquainted. 

This gives the mother 

Rubin (1963) has carried 

out studies that indicate an orderly sequence of touch 

communication by which a new mother becomes acquainted with 

her infant. This pattern of events is described as visual, 

fingerstroking, hand touching and finally enfolding. It is 

such an orderly progression that Rubin believes a new 

mother's progress through these stages tells how she feels 

about herself, her infant, and her new role. 

Research by Cannon (1977) explored patterns of 

maternal touch as it is evidenced during early mother�infant 

contact. A sample of twenty-four mothers with new infants 

was divided into four groups of six subjects each. Primi

parous mothers with dressed babies, primiparous mothers with 

undressed babies, multiparous mothers with dressed babies, 

and multiparous mothers with undressed babies were video

taped for later evaluation on the first postpartum visit 

between infant and mother. This study substantiated previous 

studies that indicated an orderly touch sequence. The 

mothers with undressed babies moved through the stages faster. 
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However, there was no significant differences in primiparous 

and multiparous sequence or movement through the stages. 

The nurse needs to know the significance of normal 

touch patterns. She will use this knowledge to evaluate the 

new mother's needs and to assist the mother in developing a 

healthy relationship with her infant (Tempesta 1972). 

Psychiatric Nursing 

A scientific approach to the care of psychiatric 

patients began with Freud during the Victorian era. In 

order to establish psychology as a science Freud may have 

wished to avoi� any connotation of magic and religion; 

therefore, it became important to avoid incantations, 

prayers,and touch with psychiatric patients (Huss 1977). 

Mercer (1966) believes that there are guidelines 

for touch communications and that nurses can consciously 

use touch in a therapeutic way. To effectively use touch 

within the psychiatric unit, the nurse first must understand 

her own feelings about touch. The nurse may be uncomfortable 

with use of touch, believing that touch will make her more 

vulnerable to the patient's demands. Certainly a very 

valid concern is that of misinterpretation by the patient. 

Research, Mercer reports, indicates that the use of touch 

in psychiatric wards may be misinterpreted by either the 
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patient or the nurse as often as fifty percent of the time. 

There is some indication that being touched may increase the 

anxiety of the psychiatric patient. Patient touching of the 

nurse may be upsetting to eithei or both persons. Some 

hospital rules prohibit use �f touch by psychiatric nurses 

except to carry out designated procedures. In psychiatric 

nursing it may be taboo for a female nurse to give a male 

patient a back rub (Lewis 1973)'. Touch of the mentally ill 

may be threatening or anxiety producing, and of course it 

may be misinterpreted according to Durr (1971). She 

postulates that nursing staff tend to sanction dependency 

for the physically ill while psychiatric patients are not 

allowed the "sick role." Perhaps de-emphasis on physical 

aspects of the psychiatric patient's illness tends to 

minimize physical contact between nurse and patient. 

Other studies support touch communication with 

psychiatric patients. Jourard (1968) believes the most 

primitive method of establishing contact with a person is 

touch. A psychotherapist may reveal willingness to remain 

with a patient by holding the patient's hand even without 

verbal communication. Mercer (1966) suggests touch may 

help a psychiatric patient with reality orientation and 

that a therapist sometimes touches a schizophr�nic patient 

to maintain contact with him. Some therapists believe 

that there is a relationship between the world of the 
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infant and the world of the schizophrenic patient, es

pecially in relation to need satisfaction (Mercer 1966). 

The schizophrenic patient has an abnormal relationship 

with his mother, this relationship may be transferred to 

the therapist, reexperienced and thereby become more normal. 

One of the most important components of the mother-child 

relationship is physical contact. The therapist may be able 

to use touch to establish the relationship. One therapist 

sat near her patients, stroked their hair, and helped feed 

them. The mother touches the infant during activities of 

daily living, so also the therapist touched her patients 

(Mercer 1966) . 

De Thomasa (1971) explores interrelation of touch 

and loneliness in psychiatric patients. Since loneliness 

stops communication and touch is a form of communication, 

the extreme loneliness of some psychiatric patients tend 

to keep nurses from touching these patients. 

A case study explored the role of tactile contact 

in relation to "trust" in a therapy situation (Daly 1967). 

A five year old emotionally disturbed child with limited 

verbal communication skills was observed in nine, thirty

minute sessions with a psychiatric social worker. The 

purpose of the study was to develop a tool to �easure contact, 

record contacts, and compare the therapist's evaluation of the 
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child's progress with the child's touch contact with the 

therapist (Daly 1967). During the period of observation 

the child accepted increasing numbers of touch contacts and 

gradually she initiated more contacts. It is interesting 

that the types of child initiated contacts changed as the 

trust relationship developed. She used fewer body contacts 

and more hand contacts. 

The need to be held or cuddled was studied using 

two groups, one of paid female volunteers and another of 

psychiatric women patients. Th�re was no.consistent feature 

differentiating responses of patients and volunteers other 

than the effectiveness of their coping mechanisms. Responses 

were moderate to intense with only� few indifferent. A 

small group responded with aversion. Psychological studies 

indicate the strong aversion group may belong with the 

intense desire group since aversion usually covers and fends 

off attraction (Hollender 1970). Lovers and marital 

partners touch a good deal; this may be a bonding or monitor

ing gesture according to Scheflen (1972). Hollender 

(1970) suggests that tactile stimulation may serve the same 

sexual purposes fo� women that visual stimulation does for 

men. Sexual activities do provide cuddling and skin to skin

contact, and Hollender found some women use se� as a payment 

in order to be held and cuddled. If the desire to be held 

is viewed as childish it may become unacceptabl� and there-
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fore concealed from self as well s others. Requests for 

holding may be direct. Indirect requests include sitting 

near, sitting in another's lap, crying or pouting. This 

study found that most women regarded being held as pleasurable 

and desirable. Being held is a means of exprssing affection 

and makes one feel safe and loved. It may or may not be sex 

related. 

Jourard (1968) believe� we are a nation starved for 

physical contact and it is time to dispense with touch taboo 

of psychotherapy. The first cha�ge needed in state mental 

hospitals is trained masseurs. Touching and grooming done 

by masseurs, barbers, and hairdre�sers appears to make the 

recipients talkative. He points to the lasting doctor-patient 

relationships created by chiropractors who touch their 

patients. 

The nurse working with psychiatric patients needs 

to know how the patient's therapist views touch and how 

others in the milieu view touch. If possible some concensus 

should be reached among the health workers responsible for 

the unit. Touch communication should be carefully evaluated 

in the psychiatric ward and each situation should be studied 

(Mercer 1966). 

Therapeutic Touch 

The laying on of hands is an ancient practice recorded 
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in hieroglyphics, cuneiform writing and pictographs of early 

cultures (Krieger 1975). Galen and Mesmer are among 

history's great healers who cured by touch (Huss 1976). 

According to Durr (1971) the "compassionate use of hands" 

is synonymous with nursing. Huss (1976) reports that Freud 

originally used stroking, hypnosis, and massage but the 

culture of the time labeled this as sexual perversion. It 

became important to avoid contact with the patient. 

Medical personnel intuitively know the healing value 

of human touch but ignore it because it s�ems unscientific 

according to a report in Time Magazine (Sept. 5, 1977}. 

Patients, even people in deep coma, often show improved 

heart rates when their hands are h�ld by doctors or nurses. 

Krieger (1975) states that the comforting effects of touch 

are so common that people have become indifferent to them. 

The witch doctor's place in curing the ill can be traced 

back as far as written history. Cultures that view illness 

as some kind of possession or evil will naturally look to 

exorcism for a cure. Witch doctor methods are described by 

the Evan-Pritchard (1965) research of Zande culture. The 

witch doctor makes a small incision with his knife and places 

a poltice on the damaged part. After massaging_the part 

with his hands, the witch doctor withdraws the poltice and 

finds the offending object which he shows the family. 
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The witch doctor may simply suck the affected part 

and produce the offending object from his mouth. A study 

of the Zande culture indicates that rhythm, dances, modes 

of talking and prophecies are the major tools of the witch 

doctor with touch playing a less active role (Evans

Pritchard 1965). 

Lincoln's (1975) inve�tigations of faith healers in 

the Philippines indicate that these healers may resort to 

some conjuring tricks. The he�lers of the Philippines use 

their bare hands to open the body, remove diseased tissue 

and close the body. The patient feels no pain, there is no 

scar left on the body. The London Hospital Medical College 

used serological tests on the stained clothes from one such 

operation. The stain was not of the patient's blood, but 

rather proved to be bovine blood. 

Watson (1974) observed over a thousand operations by 

the faith healers of the Philippines. He believes there are 

"real healers at work" and that "something extraordinary" 

is happening in the Philippines. 

Artists often reflect the culture of their times. 

The Creation of Adam painted on the vault of the Sistine 

chapel in the sixteenth century depicts the lifeless hand 

of Adam just before it is touched by the life giving force 

of God's hand. This painting is so powerful that repro

ductions depicting only the two hands are seen today. 
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Paintings survive from the sixteenth and seventeenth century 

showing kings touching the infirm (Block 1973, p. 148-149). 

"And when Jesus entered Peter's house, he saw his 

mother-in-law lying sick with a fever; he touched her hand, 

and the fever left her, and she rose and served him" 

(Matthew 8:14-15). Throughout the new testament mention is 

made of healing by His touch. A ruler's daughter had just 

died .... "But taking her by the hand he called, say�ng, 'child 

arise' and her spirit returned." (Luke 8:54-55). In 

Bethsaida the people brought a blind man to Jesus. He spit 

on his eyes, laid His hands upon him and the blind man could 

see (Mark 9:22-25). 

According to Block (1973) the divine right of the 

medieval kings of England and France associated the power of 

God with powers of the kings. There is no written evidence 

but according to legend, royal touching for cure began in 

France with Clovis and in England with Edward the Confessor 

in the eleventh century. Written evidence of royal touch 

for cure of ills dates back to twelfth century France. A 

French abbot, Buibert, writes that Louis VI cured scrofula 

by touch. Scrofula is an inflammation of the lymph nodes 

due to the bacillus of tuberculoses, in less scientific 

times this term would have included various intections of 

of the ganglia. Louis VI was said to have inherited this
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miraculous ability from his father Philip I. Peter of Blois 

wrote that the English King Henry II (1154-1189) could cure 

plague of the groin and scrofula. 

The decline of royal touch during the sevehteenth 

century resulted as much from changes in the church as from 

increased scientific knowledge. William of Orange.came to 

the English throne in 1688. He had been educated in the 

Calvinistic faith and considered healing rites as a super

stition. He refused to touch for healing. In 1702 Anne 

became queen and was persuaded to renew the rite of touching 

the sick. However, the House of Hanover came to power in 

1714 and never resumed the practice (Block 1973). 

Royal touch for scrofula came to an end later in 

France. Charles X after much vacilating went to a hospital 

in Rheims in May of 1825 to touch the sick. This is 

apparently the last time a king in Europe touched for healing 

(Block 1973, p. 228). 

Edwards (1976), a twentieth century healer, states 

that the art of healing is a gift of God. He believes that 

healing is a planned act and that every-change that takes 

place is the result of law-governed forces. Arthritic and 

rheumatic conditions yield within minutes to spiritual 

healing according to Edwards. This may be due to: (1) 

rearrangement of atomic molecules, (2) heat breakup of 

cementing materials, or (3) spontaneous healing� Spiritual 
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healing may be a natural way to deal with frustrations, grief, 

remorse, jealousy, etc. Edwards states that 24 percent are 

cured with another 56 percent ieceiving some relief. While 

spiritual healing is primarily a thought process it often 

involves touch. 

Modern investigations dealing with the healing aspects 

of touch have been done by Kri�ger (1976). A study with 

seventy-six subjects was done in 1972 by Krieger �nd confirmed 

the hypothesis that there would be a difference in the post 

treatment hemoglobin value of patients treated by therapeutic 

touch. In 1973 the research was replicated with seventy-

five subjects and the hypothesis confirmed. Healing touch of 

thirty-two registered nurses was studied in 1974, again using 

hemoglobin values as a tool. The hypothesis was again 

supported. 

Apparently faith on the part of the patient is not 

a significant factor, yet the healer must have some belief 

in the system. The laying on of hands (therapeutic touch) 

is a unique human act of concern that includes the intent 

to help or heal. Krieger observed well known healers to 

evaluate the process. No unusual maneuvers or incantations 

were involved {Krieger 1976). 

The patient apparently feels heat in the area 

touched. Kirlian photography, which demonstrates energy
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emission, has been used to obtain data concerning energy 

changes in the healer's hands. Changes in the corona of 

hands and fingers take place when the healer is involved in 

therapeutic touch (Krieger 1976, Strutt 1976). Strutt states 

that many people have unrealized sensitivity in their hands. 

Observations by undergraduate nursing students in a 

state psychiatric hospital found touch communications preva

lent. However, the investigators believe that very few 

touch contacts observed were therapeutic. Therefore, guide

lines for use of therapeutic touch were designed. Three 

categories of therapeutic touch were suggested: (1) touch 

for reality orientation, (2) touch for support, and (3) touch 

for physical protection (Casher and Dixson 1967). 

Destructive Touch 

Psychiatric units may be especially concerned with 

disturbances of touch. Psychiatric patients are conscious 

of abnormal sensations, hypochondriacal manifestations, per

sistant pain, hysterical oversensitivity or anesthesia and 

self mutilation (Dominian 1971). 

Aggressive touch may be used to control people, may

be a way to vent hostility, or it may be combination of the

two (Larsen 1976). Physical force in a family varies from

homicide to mild spankings (Lystad 1975). Child abuse, a

severe dysfunction of parenting, is believed to be a leading

cause of death in children (Pasternack 1975) • Extreme
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violence by a child i� rare and is usually viewed as a patho

logical response to poor parent-child relationships (Lystad 

1975). In marital physical abuse typically the aggressor is 

a male with a poor sense of masculinity (Ball 1977, Lystad 

1975, Flynn 1977). The battered female is usually a dependent 

person with low self esteem who unconsciously contributes to 

the interaction (Ball 1977, Hanke and Rosenbaum 1977). 

Rape, a special kind of abusive touching, has both 

sexual and aggressive components (Pasternack 1975) .· 

Brownrniller (1975) would define rape as an act of intercourse 

with a woman "against her will". Rape is an aggressive act,. 

a ritual of power according to some writers (Metzer 1976, 

Brownrniller 1975). Literature is filled with approved rape. 

Persephone was given to Hades by Jupiter; Paris.stole Helen 

and carried her to Troy (Hamilton 1942). 

Sumraary 

Some people like to touch, some do not. Some People 

like to be touched and some do not (Fast 1970). Individual 

requirements of privacy and personal space must be considered. 

Personal space is the distance a person places between him

self and other persons. Touching is the lower limit of per

sonal space. Touch expresses tenderness, love, and caring. 

Touch can also express anger and hostility, and the worst 

forms of brutality (Dominan 1971). Reactions to touch may be 

used as a tool to study a person's body accessability; it is 
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also used to evaluate a new mother's feelings about herself 

and her infant. Touch, as a nonverbal communication system, 

has special significance in nursing care. The "laying on of 

hands is an essential part of treating many, if not all 

patients" (Amacher 1973). 



CHAPTER III 

PROCEDURE FOR COLLECTION 

AND TREATMENT OF DATA 

A brief overview of the procedure for collection of 

data for this quantitative descriptive study as defined by 

Fellin (1969) will be followed by descriptions of: 

(1) setting, (2) population and sample, (3) tool, and

(4) collection of data.

Before observations of encounters began institu

tional approval and Human Research Review Committee approval 

were obtained. A tentative schedule, which randomly selected 

encounter times from all three shifts on both weekend days 

and weekdays was prepared and sent to the emergency room 

director. On arrival in the emergency room, the researcher 

introduced herself and obtained written permission from the 

nurses to be observed. Each nurse was assigned an identifi

cation number which was retained during the study. After a11·· 

encounters were observed, the identification number was 

destroyed. Consent forms will be retained by the researcher 

for a period of three years. 

Setting

The setting for the study was the emergency room of 

a large tax supported hospital in a metropolitan area of 

52 
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the southwestern United States. Approximately five humdred 

patients are seen each day. A sample of twenty days from a 

two-month period indicates approximately sixteen percent are 

seen on the 7:00 a.m. to 3:00 p.m. shift, forty-three percent 

on the 3:00 p.m. to 11:00 p.m. shift, and forty-one percent 

on the 11:00 p.m. to 7:00 a.m. shift. Fifty-one percent of 

the patients are seen on the three weekend days and forty

nine percent are seen on the four weekdays. 

Population and Sample 

The population was the total number of encounters 

during observation time in which touch was possible. Obser

vation periods and designated ER areas were randomly chosen 

for all three shifts on both weekdays and weekends. A 

minimum of twenty encounters were observed in each designated 

area. 

To select observation perio�s a twelve-cell chart 

was constructed. Columns listed the area to be observed: 

(1) surgery, (2) medicine, (3) gynecology, and (4) psychiatry.

Rows designated the time. Random choice of times for en

counter observations were made by die throw. A minimum of 

six and a maximum of eight encounters were observed for each 

time selected (Appendix C}. 

Tools 

A tally sheet was used to record data. The tally 

sheet contained the nurse ID, the encounter time, the ER 
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area designation, and a space to score touch or no touch. 

To reduce the Hawthorne effect the word touch did not appear 

on the tally sheet (Appendix D). 

Data Collection 

Data was collected by a nonparticipant observer, the 

investigator. The use of an observer to gather data requires 

that the observer be well trained and that subjective judge� 

ment be kept to a minimum (Abdellah 1965, p. 313). The ob

server for this study, a registered nurse, was qualified to 

differentiate contact that is an addition to contact required 

for completion of nursing procedures. The operational defini

tion of touch provided criteria for objective determination 

by the observer. 

The observer wore a white uniform, a white labora

tory coat with the Texas Woman's University insignia, and a 

Texas Woman's University name pin. The researcher contacted 

the charge nurse and identified herself upon arrival in the 

unit. A written explanation of the communication study was 

given each nurse to be observed and the nurse was asked to 

sign a consent form (Appendices A and B). Each nurse was 

then assigned an identification number. Eighty-eight en-

counters were observed. The ER nurse was accompanied by

the observer when the possibility of an encounter began.

Actions of the ER nurse were observed. Each encounter was

· observed until it was finished. Presence or abs�nce of
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touch was recorded after the encounter was finished. A 

tally sheet with the nurse ID, the ER area designation, en-

counter time, and a space to score touch or no touch was 

used to record data. However the word touch did not appear 

on the tally sheet. The list containing nurse ID numbers 

was destroyed as soon as all encounters were recorded. 

Treatment of Data 

Encounters which resulted in nurse touch were 

counted. Comparisons of encounter length.and nurse touch 

were made. Comparisons of designated patient categories 

which resulted in nurse touch were made. 

Summary 

Observations of encounters were made in the emergency 

room of a large hospital in the southwestern United States 

by a nonparticipant observer who accompanied registered 

nurses participating in patient care. The observer, a 

registered nurse, scored as touch or no touch .each observed 

encounter between the nurse and a patient. Encounter obser

vation perio�s were randomly selected from three shifts and 

weekend or weekday time periods. Four patient care areas 

were observed. Frequency counts of touch contacts were 

made. Comparisons of encounter length and nurse touch were

made. Comparisons of designated patient categcries which

resulted in nurse touch· were made. 



CHAPTER IV 

ANALYSIS OF DATA 

The problem of this study was to determine emergency 

room nurse use of touch to communicate with patients. The 

purposes of the study were: (1) to determine the frequency 

of encounters between emergency room nurses and patients 

which result in nurse touch of patients, (2) to determine 

the length of encounter time and the frequency of �urse 

touch and (3) to compare designated patient categories for 

frequency of encounters which re�ult in nurse touch. 

Results, Interpretations, and Statistics 

Twenty-two registered nurses were observed with 

patients for a total of eighty-eight encounters. Each nurse 

was observed for only one encounter per patient. However, 

if a patient was cared for by more than one nurse, a second 

encounter with that patient may have been recorded. The 

mean was four encounters observed for each nurse, the median 

was three. Of the eighty-eight encounters observed, forty

three (49%) were touch encounters. 

All encounters were scored in time categories. 

Category A (encounters that lasted three minutes or less) 

had a total of fifty-nine encounters of which twenty-four 

(42%) were touch encounters. Category B (encounters that 
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lasted over three minutes up to and including six minutes) 

had a total of fourteen encounters, nine (57%) of these were 

touch encounters. Category C (encounters lasting over six 

minutes) had a total of fifteen encounters, ten (71%) were 

touch encounters. 

Four designated patient categories (surgery, medical, 

gynecology, and psychiatric) were observed for frequency of 

encounters which resulted in nurse touch. Twenty-two en

counters were observed in surgery, fourteen (64%) were touch 

encounters. A total of twenty-four encounters were observed 

in the medical category, ten (42%) were touch encounters. 

Gynecology observations revealed thirteen (59%) touch en

counters out of a total of twenty-two endounters. Six (30%) 

touch encounters out of a total of twenty encounters were 

observed in the psychiatric category. 

Summary 

Information from this data indicates that nurses in 

this hospital emergency room do use touch as a means of 

communication. Twenty-two nurses were observed with patients 

for a total of eighty-eight encounters, forty-three of which 

were touch encounters. Three time categories were recorded. 

The longer the length of the encounter the greater the 

frequency of touch encounters. Observations were made in 

four designated patient categories. The surgery category 

resulted in 64% touch encounters, gynecology had 59% touch 
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encounters, medical showed 42% touch encounters, and psychi

atric had 30% touch encounters. 



CHAPTER V 

SUMMARY, CONCLUSION, IMPLICATIONS 

AND RECOMMENDATIONS 

The problem of this study was to determine emergency 

room nurse use of touch to communicate with patients. The 

purposes of the study were: (1) to determine the frequency 

of encounters between emergency room nurses which resulted 

in nurse touch of patients, (2) to determine the length of 

encounter time and the frequency of nurse touch, and (3) to 

compare designated patient categories (surgery, medical, 

gynecology, and psychiatric) for frequency of encounters 

which result in nurse touch. That touch is a form of com

munication and that touch communication is appropriate nurse

patient interaction are the two assumptions made for this 

research. 

Summary 

In order to determine emergency room nurse use of 

touch the study was delimited to observations of registered 

nurses working with adult patients in the hospital emergency 

area. The first chapter offers an introduction ·to provide

an overview of the study, followed by statement� of the 

problem and purposes of the study. 
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This quantitative descriptive study was researched 

in the emergency room of a large tax-supported hospital in 

a metropolitan area of the southwestern United States. A 

sample of eighty-eight nurse-patient encounters was observed 

in four patient care areas (surgery, medical, gynecology, 

and psychiatric). Encounters were recorded for three time 

length categories (three minutes or less, ovei three minutes 

and up to and including six minutes, and over six miriutes). 

Data was collected by a nonparticipant observer and recorded 

on a tally sheet. Each encounter was scored as touch or no 

touch. Frequency of encounters which resulted in ncirse 

touch were counted. Comparisons of encounter length and 

nurse touch were made. Designated patient categories were 

compared for encounters which resulted in nurse touch. 

Conclusions and Implications 

The following conclusions were derived from this study: 

1. Forty-nine percent of all encounters observed

were touch encounters 

2. The longer the length of the encounter the great

er the frequency of touch 

3. Psychiatric patients had the fewest touch en

counters (30%) 

4. Patients in the medical category had less than

half touch encounters (42%)

5. More than one-half of the encounters observed in

gynecology were touch encounters (59%) 
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6. Touch encounters occurred most often with sur

gery patients (64%) 

Literature surveyed suggested that touch is an inte

gral part of nursing intervention (Hein 1973, Hardy 1975, 

Collins 1977). However, findings from this emergency room 

observation suggest touch as a nursing intervention varies 

with time categories and patient categories. 

Observations were made for three time categories. 

Nurse-patient encounters lasting longer than six minutes 

resulted in touch encounters 71% of the time. Encounters 

lasting over three minutes up to and including six minutes 

resulted in touch encounters 57% of the time. Only 42% of 

the encounters lasting three minutes or less were touch en

counters. Because touch communication involve? interpreta- · 

tion the nurse may feel she should evaluate patient communi

cation needs before using touch communication. The litera

ture surveyed indicates that touch communication may be mis

interpreted and that touch may make the patient uncomfortable 

(Huss 1977, Johnson 1965). 

Four designated patient categories (surgery, medical, 

gynecology, and psychiatric) were observed for frequency of 

encounters which resulted in nurse touch. Twenty-two en

counters were observed in surgery, fourteen (64%) were touch 

encounters. A total of twenty-four encounters ·were observed 

in the medical category, ten (42%) were touch encounters. 



62 

Gynecology observations revealed thirteen (50%) touch en

counters out of a total of twenty-two encounters. Six (30%) 

touch encounters out of a total of twenty encounters were 

observed in the psychiatric category. 

Use of touch communication in psychiatric areas may 

be limited by problems with interpretation by patients and 

nurses. Mercer (1966) states that use of touch in psychia

tric wards may be misinterpreted by either patient or nurse 

as often as 50% of the time. She further reports �hat some 

hospital rules prohibit use of touch by psychiatric nurses 

except to carry out designated procedures. Durr (1971) 

suggests that touching of the mentally ill may be threatening 

and anxiety producing. Other studies support touch communi

cation with psychiatric patients (Jourard 1968, DeThomaso 

1971, Dally 1967). The psychiatric unit of the hospital 

emergency room studied is an acute holding area with minimum 

diagnosis and no treatment. Nurses are not responsible for 

interviewing patients and there is a minimum amount of nurse

patient interaction. The need to evaluate a psychiatric 

patient before intruding in personal space may affect touch 

communication, especially in an acute psychiatric area. 

The surgery area receives all trauma patients for 

treatment and nurses are responsible for much of the patient 

care. Tactile evaluation of wounds by the nurse place the 

nurse in the intimate zone, zero to eighteen inches (Hall 
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1966). This may encourage touch communication. Contusions 

and bleeding are visible signs, the nurse may be more aware 

of the trauma patient's stress. Jourard (1968) states that 

physical contact is the natural sedative and tranquilizer. 

Barnett (1972) found patients in high stress areas received 

more touch contacts. 

Implications derived from this study are directed to 

emergency room nurses. The emergency room receives patients 

who have unexpected and often anxiety producing health prob

lems. The patient may be ill prepared to manage the unfore

seen bio-psycho-social aspects of a crisis situation. There

fore, the emergency room nurse needs to be aware of various 

communication skills in order to assist patient understand

ing and acceptance of his health care. Due to. the unexpected 

nature of his health status, the emergency room patient has 

had little time to handle the divers ·problems that may be 

associated with his health care. He has had little time to 

develop coping mechanisms. Anxiety and fear increase the 

patient's need for touch according to Barnett (1972). Pain 

may increase the patient's need for touch (Barnett 1972). 

Pain is often associated with emergency room health problems, 

often the alleviation of pain must wait until the physician 

can fully evaluate the patient. Therefore, the emergency 

room nurse should develop touch communication as a supportive 

technique to be used when deemed appropriate. 
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Additional Observations 

Observatibns were made for the three shifts: 7:00 

a.m. to 3:00 p.m., 3:00 p.m. to 11:00 p.m., and 11:00 p.m.

to 7:00 a.m. with nurse touch resulting in 50%, 39% and 60% 

of the time respectively. Allekian {1973) believes that the 

environment may influence the intrusion reaction zone of 

individuals, this in turn would influence use of touch com

munication. The emergency area environment at night might 

be perceived differently from the same area during the day. 

Lynch {1977) states that human contact is an important 

stimulus for patients within life threatening situations. 

Possibly patients who seek health care at night are more 

often in life threatening situations than patients who seek 

health care during the day� 

Recommendations 

This research was a survey of present use of nurse 

touch in one hospital emergency area. ·Suggestions for 

further study follow: 

1. Evaluation of patient acdeptance .of touch

communication 

2. Analysis of patient interpretation of touch

communication 

3. Identification of patient characteristics that

might influence touch communication 

4. Examination of the relationship between time and

touch communication 
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APPENDIX A 

Request for Nurse Participation 

I am a graduate nursing student at Texas Woman's 

University concerned with nurse-patient interactions. This 

short study deals with communications and involves an ob

server being with the nurse while she is caring for patients. 

The nurse will be assigned an identification number, for use 

during the study. As soon as all data are collected this 

identification number will be destroyed. There will be no 

way to identify individual nurses who participated in the 

study. 

If you are willing to be observed while you work, 

please sign the attached form. Data will not be recorded 

on this form, therefore, the researcher will not be able 

to correlate specific data with your name. 

Thank you, 

7Jl (µd cl/Lu;� '1+ £.//.

Mary Lewis Griffin, R.N. 
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TEXAS WOMAN'S UNIVEP.5ITY 

(Fo1,n � - Written presentation to eubject) 

Consent to Act as a Sub,Ject for Reaeurch and Inve.1ti15ation: 

( Thts following information is to \Ji: read to 01• read by the eubject) 

1. I hereby auth,>rize � Lewis Griffin
- (Name of peraon .. (11__,)

...;;..;

w"-'h--o_w_il_l_p_e_r_f_o_riii 
•pl'o.::edure( a) or inve11tigat1 .:)n( a)). 

to perform the following procedure(e) or investigation(a): 
(Describe ill Detail) To observe me while I am working with patients.

2. The procedure of investigation listed in Paragraph l hae been explained 
to me by Mary Lewis Griffin 

(Name) 

3, I understand that the procedures or inveatigatione described in Para
graph 1 involves the following poosible rieke or discomforts: 
(Describe in detail) The researcher will observe me while I take care 

of patients. She will not participate in any nurse-patient inter
actions 

4. I understand that the procedures and investigations described in 
Puro.eraph l have the following potential benet'! t■ to myself and/or othera 1 

Increased information concerning nurse-patient communications 
should prove helpful to nurses. 

5. An offer to answer all of my questions regarding the study has been
m11de. If alternative procedures are more ad"antageous to me, they have
been explained. I understand that I may terminate my participation in 
the study at any time. 

Subject's siGnature Date 

(If the subject is a minor, or otherwiee unab�e to sign, complete. 
the following) 

Subject ie a mlnor (age __ ), or ie unable to sign because:

Signatures (one required): 

Father Date 

Mother Date 

Guardian Date 
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EXAMPLE 

Th1ELVE CELL CHART FOR RANDOM SELECTION OF THlE FOR ENCOUNTER OBSERVATION 

Day Shift 

Day Shift 

Day Shift 

en 
0 

(1) Surgery (2) Medicine (3) Gynecology (4) Psychiatric

Weekday 7-3 Weekend 3-11 Weekend 3-11 Weekend 11-7 I 
, Weekday 11-7 Weekend 7-3 Weekday 3-11 Weekday 7-3 

; Weekend 3-11 Weekday 3-11 Weekend 11-7 Weekend 3-11 II 

Explanation of twelve cell chart: 

Row across the top designates the ER area to be observed: (1) surgery, 

(2) medicine, (3) gynecology, and (4) psychiatric.

Columns along the side will designate_ the day
1
and shift encounters will 

be observed. Weekday will be any Monday, Tuesday, Wednesday, or Thurs

day. Weekend day will be any Friday, Saturday, or Sunday. Shift 

designation will permit observation of encounters at any time during the 

shift chosen. Die throw will be used to randomly choose between weekday 

and weekend day as well as among the three shifts. 

; 

I 
I I 
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Nurse ER 

ID Area 

APPENDIX D 

TALLY SHEET 

Encounter 
Time 

Key (not to be seen by nurses observed) 

Communication 

Nurse ID - Number assigned the nurse after release forms 

\t'Jere sip-nPd. This number was written on the tally 

shePt only end all nurse ID nurrbers were destroyed 

after the data were recorded. 

ER Area - (1) surgery, (2) medicine, (3) gynecology, and 

(4) psychiatric

Encounter time - Tim� cu tegori c:,; ti1a 1.. a ., i ng, e \::ncoun ter las ts: 

(1) three minutes or less, (2) over three minutes to

six minutes, and (3) over six minutes 

Communication - (1) touch, (2) no touch 
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