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CHAPTER 1 

INTRODUCTION 

The concept of self-disclosure is believed to be one 

of the ways human beings share knowledge of their indi­

vidual selves with one another. The concept is believed 

to correlate positively with a person's level of wellness 

and ability to cope with disease. Trust is thought to be 

an integral factor within the concept. The concept is also 

assumed basic to the establishment of meaningful inter­

personal relationships. If the assumptions for the con­

cept are true, then the concept ha� relevance for health 

care professionals. Communication between health care 

workers and people who seek their services is of consider­

able importance if mutual understanding of therapeutic 

goals is to be achieved. 

When a person has a chronic illness the establish­

ment of a therapeutic interpersonal relationship becomes 

a necessity if all parties are to share the responsibility 

in managing an illness that affects every facet of the 

patient's life. Although the concept of self-disclosure 

has been studied by several investigators since the middle 

of this c�ntury, there is a dearth of reported research on 
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the concept as it is related to persons who have chronic 

disease. In the public mind cancer and other chronic 

diseases are often associated with disability and death. 

Because of the emotional impact of these aspects both 

health care professionals and the lay public often experi­

ence difficulty in fostering meaningful interpersonal 

relationships with persons who have chronic illnesses. 

Today much is being written and discussed conc�rning 

the quality of life for persons who have chronic disease. 

Such discussions are taking place among health care pro­

viders and the public alike. Patients are beginning to 

demand more accountability and concern from those who 

serve in the health care system, and they are beginning 

to seek a voice in decisions that affect them. Thus, it 

is believed communication which is fostered in an atmos­

phere of reciprocal trust and respect will add a measure 

of those intangible items most persons agree are found in 

quality life--dignity, self-respect, and an opportunity 

to be involved in decision making with others. 

Studies have suggested a relationship may exist be­

tween physical illness and emotional well-being. Although 

physical and emotional well-being may not always be re­

lated, there exists empirical evidence that one often 

contributes to, or hinders, the other. With the exception 
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of a few studies, the concept of self-disclosure has not 

been eximined in relation to persons with.known physical 

illness. This study was undertaken to add to the existing 

data about the concept by establishing a self-disclosure 

index among a group of persons who had cancer and other 

chronic illnesses. 

Statement of Problem 

The problem of the study was .to determine if a dif­

ference existed between the level of self-disclosure of 

adult, nonhospitalized cancer patients and adult, non­

hospitalized patients with other specified chronic physi­

cal diseases. 

Statement of Purposes 

The purposes of the study were to: 

1. Obtain a self-disclosure, descriptive index of

adult cancer patients who were nonho�pitalized� 

2. Obtain a self�disclosure, descriptive index of

adults who had specific diseases other than cancer and 

were nonhospitalized. 

3. Compile a composite of the self-disclosure,

descriptive index of nonhospitalized chronically ill 

adult patients. 



4 

4. Compare the self-disclosure, descriptive index

of adult, nonhospitalized cancer patients to the index· 

obtained from nonhospitalized adults who had other 

specific chronic physical diseases. 

Background and Significance 

Human .beings have found communication to be necessary 

in almost every endeavor they undertake.· Communication is 

the basis for social relationships. Communication systems 

can be relatively simple., or, conversely, very complex. 

Even the seemingly, relatively simple communication \vhich 

takes place between two people may be complex. This com­

plexity is well illustrated by Reider's p-o-x model 

(Ackoff & Emery, 1972). In this model, p represents a 

message sent by one person to another (o) about something 

(x). What complicates the apparent simplicity is the 

consideration of the eight properties inherent in the 

communication: p's attitudes and beliefs about x and o, 

and o's attitude and beliefs about p and x. However, 

that people have not been dissuaded from establishing 

human relationships despite the complexities involved is 

evidenced by the fact few are able to live in total iso­

lation for very long. Socialization is realized by most 

to be a desirable state, and anything that· threatens to 
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bring about social isolation is feared by most people. 

Hyman (.1972) concluded the social isolation phenomenon 

has a direct relationship to the effect of medical treat­

ment on the stroke patien� and Vignos, Th1mpson, Katz, 

:Moskowitz , Fink , and Svec (19 7 2) stated the a r th.r it i c 

patient's social adjustment is an important factor in 

adaptation ·to the impact of that disease. Singer (_197 3) 

found persons who have Parkinson's disease are more likely 

to engage in solitary activities and, therefor�may be more 

socially isolated than others of a comparable age. 

The fear of loneliness and abandonment, that is, 

social isolation, concomitant with the fears of pain and 

death are factors that cause people to view cancer with 

horror (Krant, 1976). That such fear and dread is not 

confined to the relatively uneducated is attested to in 

the literature written by and for nurses, physicians, and 

other heal th care workers (JC1agsburn, 1970; Schnaper, 

1977). Madden (1977) postulated the reason for rotating 

nurses on units not totally comprised of cancer patients 

is because the nurses are not comfortable around such 

patients. Rosenbaum (1975) suggested �uc� patients serve 

as a reminder of the nurses' own unresolv�d feelings about 

death. Fiefel (1972) and Schnaper (1977) wrote some 

physicians unconsciously view cancer patients as a threat 
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to their omnipotence. Not only because_cancer is so 

frequently ·a terminal disease, but also because of an 

unconscio�s f�ar,_the physician may expedite death through 

the medical.orders.· - The f�ustration of-not being able to 

produce a cure in people who have a variety of chronic 

physical illness wis also dis6uised.by Duff and Hollings� 

head (1968). 

A study by Hayes (1976) showed although caricer 

patients placed a high premium on an effective physician-
,. 

patient relationship, 35% reported littlci to no-truthful 

conversation with their doctors; that is, they felt their 

physicians told them little to nothing regarding their 
. . 

prognosis. Duff and Hollingshead (1968) found these same 

complaints prevalent in their study of patients who suf-

fered a variety of acute and chronic ill�esses. In draw-
. . . ' , · . . . .  

ing conclusions about the apparent lack of physician-

patient communication, Hayes -(1976) :indicated the type 

training physicians receive in their professional pro­

grams as being at least partially responsible_.

Studies (Parsons, 1977; Wiener,· 19!�), articles 

(Benoliel & Crawley, 1977; Reading, 1977), and nursing 

texts (Bouchard & Owens, 1976; Luckman & Sorensen, 1974) 

have dealt with the guilts and numerous fears that inun .,. 

date many patients and their families when a diagnosis of 
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chronic illness is made. However, Buehler (1975) found 

hope to.be the more predominant feeling in a group of 

24 radiation patients who ranged in age from 17 to 50 

years. Books are being published that provide guidelines 
' ' 

for health care professionals, as well as the lay public, 

to assist people who have chronic illness to participate 

in the activities of living as fully as possible (Rosen­

baum, 1975; Strauss, 1975). 

Chronic disease is expensive in terms of emotions. 

These emotions, if too intense and prolonged, can dis-
' ' 

rupt or threaten relationships with those from whom the 

patient rec�ived primary support--the family (Dorn, 1976). 

In order to dissipate some.of the intensity of the patients t

need for emotional support, groups such as Make Today Count 

have be�n organized for cancer patients (Peelman, 1977); 

and ostomy clubs and.diabetes groups s�rve these same func­

tions for patients wh� have these chronic conditions. 

Chronic disease is also mcinetarily expensive. Patierits 

and their families frequently fear.the financial difficul-

ties the illness may bring �onovan & Pier�e, 1976; 

Strauss, 1975). The American Heart Association (1978) 

indicated cardiovascular disease would cost the nation an 

esti�ated 28.5 billion dollars in 1978 and other hidden 

costs, for example, production know-how; personnel training 
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and development, and labor turnover, are difficult to 

determine� 

When people suffer chronic illness, emotional stress· 

often results both fro�.fear of how· the-disease process 

may affect the control they have over their own lives as 

well as the lives of their families. These fears may 

influence the trajectory of.the illness. Rosenbaum. 

(1975) cited numerous cise itudies· where he believed 

this to be true for cancer patients.: Strauss (1975) 

discussed the same kind of f�ar �nd.its relation on the 

effect of the illness·for those who have a variety of 

chronic conditions.· �Sely� (1976) affirmed his belief 

that a person's.self•�nderstariding 

can- -at least· in ;ome ca;·e.s- ... help those whose bodily 
disease manifestations are due to unexplained mentai 
tension and ... failure to adjust ouiselves cor­
rectly to life situations is at the very root of the 
disease-producing conflicts. (p. 406). 

Jourard (_1971a) stated "one's attitude toward life 
' . 

and self are factors both in the onset of illness and the 

r.ecovery therefrom" (p. 7 6) . Fox· (.197\6) contended while
. 

certain personality characteristics·may be found ·among 

those with particular disease processes, �he support for 
, . 

such statements is weak. He maintained medicine should 

continue to concentrate on studies that can 1 be better 

scientifically validated. However, the majority who study-
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and write about various disease processes take into 

consideration what Neuman (1974) has referred to as 

intra-, inter�, and extrapersonal factors. Neuman con­

siders .these factors to have a dynamic influence on a 

person's physiologic, psychologic, sociocultural, and 

developmental variables when stress producing agents are 

encountered. With the exception of those who concern 

themselves only with the physiological aspects of disease, 

most researchers and writers seem to agree the human body 

which is experiencing an illness needs to be treated as 

an integrated whole. 

In further consideration of the mind-body concept of 

disease, Jourard (1971a) stated his belief that over ad­

herence to confining social roles, to the exclusion of 

allowing the self to become known,_ leads to emotional 

and physical illness. He postulated this occurs through 

a process termed dispiritation._. Bakan (1971) appeared 

to concur when he:said.that telic decentralizatipn, 

self-alienatio� is a source of human inability to cope 

with illness and disease. Illich (1976) maintained much 

of humanity's illness·is fostered and preserved by tech­

nology and industrialization that has abolished our ability 

to be aware of, and capable of, caring for our own health• 

care needs. The willingness to know oneself, and its 
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relation to illness, is summarized by Se lye (19 7 6) , "it is 

well established that the mere fact of knowing what hurts 

you has an inherent·curative value'' (p. 406). This phrase 

has special·meaning for health care prqfessionals. For 

if such professionals are able to learn what is hurting 

patients, they may be in a po�iti6n to·assist them in 

overcoming, or at least•minimizing, the sources of their 

distress. Jourard.(1971a) stated his belief that one of 

the best ways to learn what is hurting patients is to 

allow them to self-disclose to their physicians ·and nurses.· 

He proposed professional training programs should include 

courses to teach the facilitation of disclosure, thereby 

eliminating th� stiffling bedside manner often learned 

in many programs. He maintained the bedside manner often 

hinders meaningful interpersonal communication between 

patients and their professional caretakers, and denies 

patients the benefit of a contin�ally·updated diagnosis. 

and plan of treatment as well as the empathic understand­

ing to which they are entitled.: ·Hayes (1976) and Krant 

(1976) appeared to support such a thesis, at least for 

physicians. 

Evidence that the facilitation or self-disclosure 

has a place in nursing practice may be surmised from a 

cursory review of nursing texts (Donovan & �ierce, 1977; 
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Jones, Dunbar, & Jirovec, 1978) and the literature (Mac­

Elveen,·1976) that stresses the nurse's need to include 

patients in planning for their own care. Many readjust­

ments are required of persons who have a chronic disease. 

Psychological readjustments are always required when the 

disease process forces a physical readjustment. However, 

a certain degree of psychological readjustment is fre­

quently necessary before physical readjustment can pro­

ceed. It is believed that identifying values of personal 

relevance to the patient may facilitate a psychological 

readjustment. Thus, self-disclosure assumes a measure of 

importance when nurses take an initial patient history. 

Later, self-disclosure may contribute to the maintenance 

of an interpersonal relationship between patients and 

their nurses that may facilitate communication�. Meaning­

ful communication between patients and their nurses might 

encourage decision-making that is shared rather than 

autocratic (Houchbaum, 1976). 

Self-disclosure has been studied in several countries, 

races, and among various age groups, but it has not been 

widely studied among persons with known physical illness. 

This study was designed to assist in establishing an index 

of self-disclosure of patients who had cancer and other 

specified chronic physical illness. 
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Hypothesis 

Patients with a diagnosis of cancer do not demon­

strate a level of self-disclosure that is significantly 

different from patients who have a diagnosis of other 

chronic and potentially debilitating diseases .. 

Definition of Terms 

For the purposes of this study, the following terms 

were defined: 

1. Active medical treatment--a prescribed protocol

which ·required continual medical evaluation by th.e ph.ysi­

cian. 

2. Adult--any person who was 18 years of age or

older. 

3. Cancer--the diagnosis of a chronic neoplastic

disease. 

4. Chronic disease/illness--any endocrine, cardio­

vascular,_ gastrointestinal, respiratory, or arthritic 

condition,.renal disorder, Hansen's disease, or systemic 

lupus erythematosus, or neoplastic disease, that affected 

the subjects' lives to the extent they were receiving 

active medical treatment for the diagnosed problem 

S. Continual medical treatment/supervision--the

subject, due to the nature of the illness and the medical 
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protocol, was evaluated by the physician at least once 

each six months. 

6. Patient--any subject who had a diagnosis of

cancer or other specified chronic disease. 

7. Self-disclosure--the willingness to communicate
• .• •• • ' I •  • 

information to others so they are able to know what is 

of peisonal concern and value to the person imparting the 

information. 

Limitations 

The limitations of the study includ�d: 

1. The patients who had cancer were receiving treat­

ment on different protocols ·as dictated by the type an� 

site of their lesion(s). 

2. Th.e other ch_ronically ill patients had a variety

of diagnoses and were.following a variety of medical proto­

cols .. 

3. Both groups of patients had a wide variability in

their symptoms during, the time of the study. 

4. Both groups of pa�ientS may have.had a wide dis­

parity in their annual incomes ind their indebtedness. 

S. Some·suj)jects had multiple diagnoses.

6. The length of the illness/disease varied widely,

both between.and among the two pat�ent groups, 
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Delimitations 

The delimitations of the study included: 

1. Only adult persons, 18 years of age and older,

were included in the study. To be eligible for inclusion 

the subjects had to have attained at least their eigh­

teenth birthday by the date of receiving the informed 

consent and introductory letter. 

2. All subjects who had a diagnosis of cancer were

receiving some form of active therapy and/or frequent 

reevaluation from the physician. 

3. All other chronically ill subjects were under

continual medical treatment for one or more of the follow­

ing: Hansen's disease or systemic lupus erythematosus, 

arthritis, endocrine, cardiovascular, respiratory,_ gastro­

intestinal, or renal disease. 

4. Subjects who had multiple diagnoses were cate­

gorized according to their primary diagnosis, that is, 

the one for which they were receiving active medical 

treatment. 

Assumptions 

For the purposes of this study, the following assump-

tions were made: 

1. All human beings who are able to communicate
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reveal themselves in varying degrees to people with whom 

they have contact. 

2. Knowledge of personal values can be used as a

referent for a deci?ion-making process. , 

3. Human beings value interaction with other human

beings. 

4. Truthful expression of personal values is en­

couraged by anonymity if the·element of dependency is 

not present. 

Summary 

This chapter introduced the subject of self­

disclosure in adult, nonhospitalized cancer and other 

specified chronic disease patients. Literature was 

cited which suggested significant communication between 

health care providers and those who suffer chronic physi­

cal disease can be used for improving the quality of 

life for such patients. Further, self-disclosure which 

adds to meaningful interpersonal communication has a place 

in the practice of all health care professionals� espe­

cially physicians and nurses. It was suggested disclosure 

first assumes an importance when patients' medical or 

nursing histories are obtained for the purpose of estab­

lishing goals as a basis for evaluating their healt� 
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status, and later as a means of guiding them into more 

healthful living practices. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

Advances which have been made in medical science, 

especially since the middle of this century, have pushed 

the topic of chronic physical disease to the forefront of 

human thinking. Technical achievements have provided the 

medical world with a wide range of agents and mechanical 

devices to detect and treat human pathologies thought 

untreatable even a few decades ago. As health care pro­

fessionals have learned to use these agents and devices, 

the consumers of the technical advances have both welcomed 

and voiced concern for the outcomes. Some feel the hucian 

element is being ignored. 

Literature reviewed for this study of self-disclosure 

in patients who have cancer and other specified chronic 

diseas�s included writing£ and studies conducted by social 

scientists, behaviorists, and persons from the fields of 

medicine and nursing. Stress, excessive use of defense 

mechanisms, social isolation, and care versus cure are 

some of the topics which have been written about and 

studied in persons who suffer chronic illness. Although 

self-disclosure has not been widely studied in chronic 

17 



18 

disease, investigation is beginning to be conducted in 

this are·a. 

Self-Disclosure 

Self-disclosure has been defined as the means by which 

one person willingly makes the self known to others (Jourard 

& Jaffe, 1970). The term self-disclosure was coined by 

Jourard, although others used terms such as verbal acces­

sability (Polansky, 1965) and social accessability (�ickers­

Ovsiankina, 1956) to describe what appears to be the same 

concept. However, in an extensive review of the literature 

Cozby (1973) found self-disclosure to be the term most 

frequently used in describing the phenomena whereby people 

purposely reveal personally relevant material about them­

selves. Further, the term self-disclosure has been used to 

refer both to a personality construct and a process of 

interaction with others. 

Jourard (.1964, 1971a) suggested the accurate por­

trayal of the self to others can be viewed as a criterion 

of a healthy personality, and that neurosis is related to 

inability to know one's real self and make the self known 

to others. Other psychologists have expressed the belief 

that self-knowledge is an important factor in the manner 

in which a person conducts his interpersonal, social rela­

tionships. For example, Roger's (.1961) construct of 
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congruence included an accurate matching of experience, 

awareness, and communication which he contended was 

fundamental for successful living. He believed an 

accurate matching of experience and awareness allowed 

increased honesty between people who were trying to com­

municate. In studying self-actualization, Maslow (1968) 

stated 

that fear of knowledge of oneself is very often 
isomorphic with, and parallel with, fear of the 
outside world. That is, inner problems and outer 
problems tend to be deeply similar and to be re­
lated to each other. (.p. 60) 

He concluded the person who has not accepted the self will 

feel compelled to censor communication with others and 

will use deceit �nd other defenses in order to protect 

the self-esteem. Fromm (1947), Riseman (1950), and Horney 

(.1950) also addressed the tendency of people to misrepre­

sent the self to others. 

Factors in Self-Disclosure 

Studies have been conducted to determine factors 

that appear to have relevance upon the amount and kind 

of information people reveal about themselves and to whom

it is imparted. Some of the factors which have been 

studied in connection with self-disclosure are sex, age, 

race, and marital status. 
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Sex. Jourard and Lasakow (1958) reported females 

have higher disclosure scores than males. This finding 

has been replicated in a number of itudies (Diamond &

Munz, 1967; Hood & Back, 1971; Johnson, 1�77; Jourard, 

1961a; Jourard & Richman, 1963; Pederson & Higbee, 1969b). 

Jourard (1971a) hypothesized this difference is related 

to sex role differences in society. He believed men's 

roles require them to appear tough, objective, and emo­

tionally unexpressive, while women are trained toward 

motherhood and a comforting function which allows them 

to give and receive more disclosure. Therefore, women 

become more "transparent se.lve.s"; that is, th.ey know them­

selves better. In a study which. lends support to this 

hypothesis of sex and role differences as they relate to 

self-image and possible disclosure, Back (_1971) studied 

5.02 males and females .aged 45 through 70. His study sup.,. 

ported that the men's personality tended to be more in­

volved with their roles and that as these roles changed 

so did their self-image. While the women in the study 
I 

also_
experienced role changes as. they aged, their self--­

image did not decrease to the extent t4e men's did. In 

fact, as they aged the women reportedly felt they could 

be more accepted for themselves and not merely as persons 

related to a role. 
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Mothers, since they are women, are the target of more 

self-disclosure from their children than fathers (Jourard, 

1·957, 1959; Jourard & Lasakow, 1958; Littlefield, 1973; 

Rivenbark, 1971). This finding would appear to lend 

support to the thesfi ·that females do disclose and re­

ceive more disclosure than males. Not all studies,how­

eve� have empirically supported women self-disclose to 

a significantly higher degree than men (Diamond & Hellkamp, 

1969; Vondracek & Marshall, 1971; Weigel, ·weigel, & Chad­

wick, 1969). However, no studies have been reported where 

males discl6sed at a significantly higher level than fe�. 

males, a fact which seems to suggest there might be a 

difference in disclosure as it relates to gender.· How­

ever, Henley (1974) and Derlega and Chaikin (1976) postu­

lated greater fem�le disclosure is related to American 

cultural norms rather than to biology; and this is in 

keeping with Jourard's hypothesis of sex role differences. 

Age. As peop_le gro\'l from childhood into mature years 

their interpersonal relationships change and so too their 

targets of disclosure, that is, the persons to whom they 

purposefully share knowledge of themselves. In extrap­

olating data from several studies a continuum of dis­

closure over time, as well as to target personsJ can be 



22 

proposed. In the child of less than 12 years of age 

mother appears to be the closest confidant, although 
t 

disclosure to the peer group has a linear increase with 

age and with adolescence · females begin 'tQ disclose more 

than males (Rivenbark, 1971; Skypeck, 1971). In late 

adolescence and young adulthood disclosure to parents 

is reduced and is incre.ased to the closest same-sex 

friend (Jourard, 1957, 1959; Jourard & Lasakow, 1958). 

As heterosexual relationships are begun and marriage under­

taken the spouse becomes the closest confident, and con­

fiding in the parents and closest same-sex friend decreases 

(Jourard, 1961; Jourard & Lasakow, 1958). Around age 40, 

disclosure to opposite-sex friend and spouse begins to drop 

off (Jourard, 1961, 1971c). However, in studying disclo­

sure in white, male, coronary patients aged 38 through 60, 

Prophit (1974) found the patients' wives and closest 

opposite-sex friend remained as their greatest target for 

disclosure. 

In studies including over 1,000 college students aged 

17 through 55, Jourard (1961, 1971b) found 35% of the old-

est females to ·be unmarried. These worq.en1 also had sub­

stantially lower self-disclosure scores tban the other 

women� This finding led him to suggest that unless these 

women had confiding relationships with people other than 
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·the target persons mentioned on the questionnaires, they

could be assumed _to be relatively lonely people. From

this finding he concluded knowledge of self-disclosure

among older people might prove fruitful for research.

Morievaki (1973) r looked at a group of retired persons

aged 60 through 84 years and found while self-disclosure

was significantly related to conditions leading to roll

loss it was not significantly related to psychological

well-being. Johnson (_1977), in a study of hospitalized·

patients 18 through 64 years and nurses 18 to 55 years

and olde� found while age was not a significant factor in

either group, the older nurses did disclose less to their

patients than nurses aged 18 through 34. Thus, studies

which have examined the middle and older age group in

connection with self-�isclosure have not led to firm

findings.

Marriage. Marital status and self-disclosure have 

been examined in several studies. Jourard and Lasakow 

(.1958} demonstrated while marriage has an effect on dis­

closure, it is one of redistribution rather than increas­

ina or decreasincr the level of disclosure. They_ found that 
O 0 

in marriage disclosure is directed toward the spouse while 

becoming more reticent toward others. This finding was



24 

reconfirmed by Jourard (1961) and others (Johnson, 1977; 

Katz, Goldston, Cohen, & Stucker, 1963; Prophit, 1974). 

Jourard's (1961, 1971b, 1971c) tentative conclusion that 

disclosure in those of mature age decreases to all target 

persons, including the spouse, was based in part on his 

studies of age as a dependent variable. The results of 

Morievaki's (1973) study of disclosure and interpersonal 

relationships in the elderly suggested support for such a 

thesis. However Johnson's (1977) study, and especially 

Prophit's (1974) study offered contrary findings. 

Several researchers have studied self-disclosure and 

marital satisfaction. While some studies have shown sup­

port for the theory that those who disclose more also find 

more satisfaction in the marital relationship, others have 

not. Levinger and Senn (1967), and Burke, Weir, and Har­

rison (1976) found disclosure tended to be related to 

marital satisfaction, but Shapiro and Swensen (1969) found 

no such relationship.· Katz et al. (1963) found a relation­

ship between marital satisfaction and the amount of dis­

closure for men but not for women. Further, the Katz et 

al. study showed men disclosed on topics related to 

anxieties and worries but not significantly on other 

topics. Conversely, Levinger and Senn (i967) found that 

correlation of marital satisfaction and disclosure was 
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related to greater disclosure of pleasant feelings. 

Al though Burke·- et al. (1976) found husbands and wives 

who were more likely to disclose reported greater marital 

and life satisfaction, the level of disGlpsure was not 

related to measures of mental and physical well-being. 

Race. Ethnic origin is a variable that has been 

examined in several self-disclosure studies. Jourard 

(1957) and Jourard and Lasakow (l958) demonstrated White 

knericans, both male and female, disclose to a signifi­

cantly greater d�gree to target persons than Black Ameri ... 

cans. Littlefield (1973) and Diamond and Hellkamp· (_1969)

corifirmed this finding. In addition, Littl�field's (.1973) 

study also included Mexican-Americans, and he found Blacks 

to be greater disclosers than Mexican-Americans. However, 

Jaffee and Polansky (1962) found no difference between 

disclosure levels of lower-class Blacks and Whites� John­

son (l977) also found no relationship between race and 

self-disclosure among a group of hospitalized Caucasians, 

Negroes, and Mexican Americans. 

I rtterpersonal Correl�tes· of Self-Di�closure� In 

an extensive review of the literature on ,2elf-disclosure

Cozby (1973) found, in general, a low corre�ation be­

tween disclosure and personality traits. A positive 
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correlation between self-disclosure and personality traits 

was found in nine of the studies, a negative correlation 

in two, a�d a nonsignificant correlation in seven. How­

ever, many studies have examined such traits as trust, 

dependency, affiliation need, approval need, and the 

interpersonal correlates of liking, knowing, and reciproc­

ity in conjunction with self-disclosure. 

In discussing the motivational mechanisms in inter-

personal process and self-disclosure, Taylor and Oberlander 

(1969) wrote that persons who have a high self-disclosure 

score can also be assumed to have a wide acquaintanceship 

with others and frequent social interaction which exposes 

them to relatively high social stimulus cues. They stated 

both high and low self-disclosing behavior is an outgrowth 

of a person's n-Affiliation (peed Affiliation) motive. 

This n-Affiliation leads to social interaction that con­

tains some verbal communication which is evaluated in 

terms of reward-cost criteria; if the evaluation is posi­

tive the individual tends to remain in the interaction 

and if negative to withdraw. These authors concluded per­

ceptual responses are a joint function of information in 

the environment an.d within the organism and, therefore, are 

psycl1ological rather than physical. They further concluded 

the-psychological motivations should be focused on 
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intra-subject parameters as major determinants of per­

ception and self-disclosure. 

Burhenne and Mirels (1970) wrote that a number of 

self-disclosure studies utilizing the Marlow-Crown Social 

Desirability Scale (SDS) strongly suggested approval­

dependent persons will attempt to ward off threats to 

their vulnerable self-esteem. Conforming, submissive, and 

conventional behavior patterns are utilized by approval­

dependent persons, and such behavior patterns make these 

people less self-disclosing. Boshier's (1973) study 

appeared to strengthen this conclusion. He looked at a 

. group of adult males' signature style and attitudes and 

suggested the mo.re liberal a person was in his thinking 

the more he tended to adjust to a given situation, while 

the more conservative he was the less he self-disclosed, 

Dependency. The element of dependency has been 

examined in several studies and can be inferred from 

others. Altman and Haythorn's (1965) experimental study 

of pairs of naval recruits who were isolated together 

for 10 days, thus setting up a situation for high mutual 

dependency, showed a significantly greater social inter� 

action pattern than did control pairs. Although the 

control pairs were forced to spend considerable time 

together they were allowed access to other people; 
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Thibaut and Kelly's (1959) study suggested that in a 

first social encounter where dependency is not a factor, 

the participants will face one another with some formality 

and constraint lest future relationships ;prove unsatisfy­

ing. However, a total lack of dependency with little 

likelihood of future encounters often increases self­

disclosure (Derlega, Wilson, & Chaikin, 1976; Murdoch, 

Chenowith, & Rissman, 1973; Taylor, Altman, & Sorrentino, 

1969). 

An interaction of power, dependency, and disclosure 

. has also been demonstrated. In_ general it appears _subjJ�cts 

will voluntarily disclose more to those whom they perceive 

as having more power than themselves, if the element of 

dependency is present. Slobin, Miller, and Porter (1968) 

found in a business organization workers disclosed more 

to their immediate superiors than to their immediate sub­

ordinates. Confirmation for this power-dependency phenom­

enon was also demonstrated in Prophit' s (.197 4) and Johnson-' s 

(.1977) studies. Prophit showed while hospitalized male 

patients disclosed themselves to a significantly lesser 

degree to their physicians and nurses \he� to other target 

persons, they still disclosed more to the ,,physicians than 

to the less powerful nurses. Johnson's study showed to a 
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significant degree patients disclosed more to their nurses 

than the nurses to the patients. 

Trust. Jourard (1964, 1971a, 1971b) repeatedly con-. 

tended trust is an integral element in the concept of 

self-disclosure. Although Vondracek and Marshall (1971) 

found a nonsignificant relationship between interpersonal 

trust and self-disclosure, acceptance of the proposition 

the element is integral to the concept can be inferred 

from several experimental studies. Altman and Haythorn's 

(1965) study of naval recruits appears to demonstrate 

trust was elemental, as well as a high mutual dependency, 

in establishing social interaction and disclosing patterns. 

Other self-disclosure studies which have suggested support 

for the thesis include Rubin's (.1975) study of disclosing 

to strangers, Jourard and Jaffe's (1970) study of an 

experimenter's closure of physical distance, and espe­

cially Jourard and Friedman's (1970) study of distance 

closure and touch. 

Liking, Knowing, and Reciprocity. The phenomena of 

liking and knowing and the part they play 1n the reciproc­

ity of self-disclosure have been examined in several 

studies. Jourard and Lasakow (l958) found disclosure to 

mother and father correlated significantly with liking�. 
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Jourard (1959) further studied the liking phenomenon by 

having riine female, college of nursing faculty rank one 

another for liking and the amount of disclosure they had 

received and given to these colleagues. He found dis­

closure input and output was positively correlated with 

liking. This finding also lent support to the reciprocity 

hypothesis, that is, those who disclose more about them­

selves have more disclosed to them in turn. Other studies 

which have confirmed that liking for the other person is 

a factor in female self-disclosure are those conducted by 

Cozby (1972), Halverson and Shore (1969), Worthy, Gray, 

and Kahn (1969). In 1960, Jourard and Landsman replicated 

Jourard's (1959) study with a group of �ine male graduate 

students. In this study a relationship between disclosure 

and liking was not obtained, although support of the reci� 

procity hypothesis was. Instead of liking, knowledge of 

the other was shown to be the factor that correlated with 

male self-disclosure. Further proof that liking was not 

significant to male disclosure was found in Ehrlich and 

Graeven's (1971) study of males who conversed with a male 

confederate on either high or low-intimacy topics� Liking 

was also studied by Pederson and Higbee (1969b) � They used 

the same target persons as Jourard and Landsman (1960) and 

correlated this with 11 liking/disliking adjectives . . They 



31 

found, for both males and females, liking was significantly 

related to disclosure only for father and opposite-sex 

friend. 

A number of studies have been done which demonstrate 

support for the reciprocity hypothesis in disclosure. 

Jourard and Richman (1963) found pairing a low discloser 

with a high one, while not affecting the high discloser's 

output, did increase the output for the low discloser. 

Other studies used a confederate who disclosed at either 

a high or a low level. All found a high-disclosing con­

federate elicited more disclosure from subjects than a 

low-disclosing one (Cozby, 1972; Erleich & Graeven, 1971; 

Jones & Archer, 1976; Jourard & Friedman, 1970; I-.-1urdoch 

et a 1 . , 197 3 ; Rubin, 19 7 3) . 

The Curvilinear Relationship. Though self-disclosure 

has been postulated as a means whereby people may decrease 

their alienation from self and others, it has been pre­

dicted a curvilinear relationship exists. Jourard (1964) 

stated too little or too much disclosure is inconsistent 

with an individual's goal of greater health. Levin and 

Gergen (1969) suggested disclosure indicates a desire for 

a closer relationship, yet a person who communicates a 

great deal about the self may be seen to lack discretion 

and be untrustworthy. Culbert (J970) and Derlega and 
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Chaikin (1977) in their papers on the interpersonal aspects 

of the �oncept reconfirmed this conclusion. Culbert (1970) 

maintained there are five dimensions in disclosure that 

have relevance to the curvilinear relationship: (a) the 

appropriateness of the disclosure, (b) the motivation 

prompting it, (c) the timing of its being made explicit, 

(d) the tense of the disclosure, and (e) the communicator's

desire or intention in making it known. Derlega and Chai­

kin (1977) wrote concerning the dimensions of breadth and 

depth of disclosure as having a bearing on both reciprocity 

and the curvilinear relationship. Derlega and Chaikin 

stated these dimensions of disclosure are the control over 

privacy a person tries to maintain in any interpersonal 

situation. 

Although the literature appears to justify the hypoth­

esis of a curvilinear relationship in disclosure it has 

not been strongly supported. In trying to demonstrate it, 

Levin and Gergen (1969) found instead the more information 

revealed the greater the amount returned. However they did 

show their subjects revealed proportionately less as their 

partners (the researcher's confederates) revealed more. 

Cozby (1972) also did not find a curvilinear relationship,. 

but he too found reciprocity to be a less powerful deter­

minant of a subject's responses at levels of high intimacy. 
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However, Jones and Archer (1976) appear to have demon­

strated the relationship in their study. They found when 

people become uncomfortable with a topic, while they may 

. give the appearance of reciprocity (by increasing the 

breadth of disclosure) they are instead avoiding it. 

Compendium 

The patterns of self-disclosure, and the demographic 

variables of age, sex, race, and marital status, as well 

as the hypothesis of reciprocity have been documented in 

the literature as having a bearing on the concept of self­

disclosure, and frequently as being positively correlated 

with it. Although self-disclosure in the mature age group 

has not been as widely studied as in adolescence and young 

adulthood, and contradictory findings have been reported, 

there is some evidence disclosure decreases with advancing 

age. There exists likewise even less written about the 

concept as it applies to those who have physical diseases 

and disabilities. In the following section the impact of 

chronic physical illness on a person's emotional and 

physical well-being is presented. 

Chronic Disease 

Persons with chronic illnesses are not only involved 

with the medical problems of their illness but also a large 
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spectrum of social, economic, and behavioral complica­

tions as well. These complications must also be examined 

within the context of total human involvement. For it 

is not the patient alone who suffers the condition but as 

Strauss (1975) has phrased it, the kinsmen as well; and 

as Feldman (1974) has written, 

The instrusion of··a significant illness, especially 
of a chronic and disabling nature is a major life 
crisis . . .  [that] is nongoing" in that there is 
little possibility of a c6mplete return to the pre­
mo r b id s tat e . (p . 2 8 7 ) . 

Feldman urged research into the nature of sociocul­

tural and behavioral aspects, which have not been studied 

with the same intensity as biological aspects, be accel­

erated for a holistic approach to the sick. Strauss and 

Feldman are not alone in calling for such a holistic 

approach to the problems associated with chronic disease. 

Other researchers and writers too have been concerned with 

the topic (Abram, 1972; Jourard, 1971a; Neuman, 1974; 

Shively, 1977; Wan, 1972; Zietlin, 1977). 

People have striven for centuries to understand 

cause and effect of both physical and emotional illness. 

Physical illness, since the earliest recordings of history, 

has often been associated with impairments of cognitive 

and affective development. If precedents are needed in 

studying physical illness from something other than a 
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purely biological aspect, the world's literature is replete 

with them. 

Stress 

Stress, stressors, and their effects on all living 

organisms have been widely studied and written about. 

While a complete review of this large body of literature 

is not appropriate to this study it does have pertinence 

to both the physical and psychological aspect of physical 

breakdown. Selye (.1973, 1976) is one of the foremost 

experimenters and writers on the topic. Although he main­

tained without stress life is not possible (1973), his 

extensive animal experiments have demonstrated that stress, 

and the hormones produced during excess stress, are capable 

of initiating physical pathology. This empirical evidence 

of the effects of stress possibly account for the noxious 

element of the phenomenon that have been emphasized in 

the literature (Donovan & Pierce, 1976; Jourard, 1971a; 

Neuman, 1974; Rapaport, 1962; Soloman & Amkraut, 1972). 

In looking at life-crisis (.stressors) as causative 

and/or contributory factors in physical disease, Holmes 

and Matsuda (1973) constructed a Schedule of Recent Experi­

ence (SRE) based on retrospective recall of a group of 

subjects' lives over a 10 year period. These events were 
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reported on the Social Readjustment Rating Scale (SRRS). 

By comb1ning the results of the SRE and SRRS the researchers 

were provided with a life-crisis pattern. When the data 

were analyzed a positive relationship was found between 

illness and the magnitude of life-change events. Holmes 

and Matsuda hypothesized the greater the life change, the 

lower the resistance to disease. Prophit's (1974) study 

of myocardial infarction patients supported this hypoth­

esis. Her data showed a consistent finding of recent life 

change prior to the subjects' cardiac events. Interestingly 

this change was one of accomplishment and success. Such a 

finding,howeve� is in keeping with Selye's (1976) General 

Adaptation Syndrome (GAS) theory. This theory states the 

effects of excess stress can stem from pleasant as well as 

unpleasant happenings. In Peterson's (1976) hypertension 

study, patients who had an increase of symptoms also showed 

a significant increase in the number of life�change events. 

Other studies have demonstrated a major life-change event 

appeared to precipitate or exacerbate a physical illness 

(�reene, w., 1976; Kavetsky, Turkevitch, & Balitsky, 1966; 

Petrich & Holmes, 1977; Soloman & Amkraut, 1972). 

Psychological variables have been studied in cancer 

as possible predisposing factors and indicators of the 

trajectory of the disease for a number of years (�lumberg, 
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1954; Evans, 1926; Kissen, 1967; LeShan, 1959; Simonton & 

Simonton, 1974). Evans (1926) was one of the earlier 

writers who became interested in the psychosocial aspects 

of cancer. She reported a striking similarity of the 

psychosocial histories among 100 cancer patients. She 

suggested these people appeared to·express their psychic 

energy outwardly into other people and activities, and when· 

they lost these "other objects" they were unable to rein­

vest the released energy within themselves on a conscious 

level. She postulated this thwarted psychic energy re­

treated to the unconscious level where it combined with 

long ignored needs and emotions and resulted in the growth 

of malignancy. She proposed cancer was a symbol something· 

had gone wrong in a person's life and was a warning read­

justment of life style was necessary. Although Evans was 

writing only about the disease of cancer, Jourard (.197la) 

proposed poor social adjustment has applicability to all 

physical illness. He repeatedly stated his belief a per­

son's over adherence to societal roles, to the exclusion 

of allowing the true self to be known, leads to emotional 

and physical illness. His term for illness induced by 

poor social adjustment was dispiritation (1971a). Bakan 

(1971) also addressed the issue of over adherence to 

societal roles as factors in illness. The hypothesis 
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being that when the self is not known alienation occurs 

which leads to mental and emotional distress. Such dis­

tress lowers the body's resistance to environmental 

stressors and culminates in physical illness. Selye 

(1973, 1976) is a strong advocate that the stresses of 

living, if people do not know themselves well enough to 

direct their lives into healthful patterns, leads to ill­

ness. Illich (1976) maintained much of humanity's illness 

is fostered and preserved by an environment of counter 

productive technology and industrialization, that is, 

stress producing agents. 

Psychological Correlates 

While the majority of medical and nursing literature 

continues to be primarily concerned with the acute phase 

and the biological etiology and treatment of physical 

disease, there is beginning to appear literature which 

addresses the chronicity of many of these conditions. It 

is usually this literature which discusses the psychosocial 

aspects. Many of the studies and writings are based in 

theories found in the social and behavioral sciences. How-

ever attempts are being made to integrate some of these 

theories into the biological sciences for empirical valida-

tion. A substantial portion of this literature is concerned 
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with defense mechanisms and other psychological components 

of persons who suffer chronic disease. 

Denial. Denial has been found to be a common defense 

mechanism used by those who have chronic diseases. 

Schnaper (1977) has even gone so far as to say ''denial 

is hope, and, as such, is as important to cancer patients 

as are the narcotics they need for pain" (p. 1153). 

Others, however, have-written denial is a hindering factor 

in seeking needed help and compliance with effective treat­

ment regimens. Myers' (1977) report of a study conducted 

at a diabetic clinic found the trait of denial to be the 

single most common cause of patient failure to effectively 

control the disease. Vignos et al. (1972) found the per­

sonal adjustment of rheumatoid arthritic patients was 

strongly related to the degree both the patients and their 

families accepted or denied the diagnosis and treatment 

regimens. Berglund, Ander, and Lindstrom (1975) in a study 

of 50 year old males who were screened for hypertension 

in Sweden also found those who were untreated, and showed 

organ damage, tended to report fewer symptoms (denial) 

than treated hypertensives. 
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Emotional Suppression. The suppression of emotions 

has been postulated by several researchers and writers as 

being significantly correlated with several chronic 

diseases. In fact it has been implicated so often in 

cardiovascular disease it is thought by many to be the 

genesis of hypertension, a frequent forerunner of later 

multiple system complications if left untreated. Pilowsky,' 

Spalding, Shaw, and Karner (1973) found among a group of 

male cardiac catheterization subjects a strong tendency 

to suppress emotions. Prophit (1974) in using the Personal 

Orientation Inventory (POI) in a study of male cardiac 

subjects found they tended to use suppression and denial 

especially in regard to the emotions of anger and aggres­

sion. 

Kissen (1964}_ used the Maudsley Personality Inventory 

(MPI) to test for neurosis, and the Childhood Behavior Dis­

orders (CBD) to test for emotional discharge on a group of 

male smokers, some of whom inhaled and some who did not. 

Subjects were_ general chest-unit patients and lung cancer 

patients. Results showed the poorer the ability to dis­

charge emotions, the less tobacco smoke was needed to pro­

duce lung cancer. Kissen stated this finding was supported 

by empirical observation that nonsmokers who developed lung 
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cancer had the most difficulty of all lung patients 1n 

discharging emotion. 

The difficulty in discharging emotions, especially 

anger, was also a strong suggestive finding in Bacon, 

Renneker, and Cutler's (1952) study of breast cancer 

patients who were less than 55 years of age. The over 

55 age group were found to have better channels for affect 

discharge. This finding led thes� researchers tb suggest 

while the older subjects may have been able to postpone 

the development of the disease through better channeling 

of their emotions, possibly they also had different psy­

chological correlates. Bahnsen (1976) too reported cancer 

patients repressed and denied the unpleasant effects of 

depression, anxiety, hostility, and guilt to a signifi­

cantly greater degree than matched normal subjects. 

P�ychiatric Illness and Cancer. Several reseirchers 

found persons who suffered schizophr�nia had a lower inci­

dence of cancer than the general population (Brugmons, 

Verbruggen, & Dorm, 1973; Csatary, 1972). The hypothesis 

was while the disease protected the patients from having 

to face reality, the drug treatments (_the phenothiazines), 

and the protected environment (the institutions) also . 

interacted to spare them from developing malignancies. 
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However, Jambur and Burnstein (1977) found a greater 

incidence of cancer among their psychiatrically ill 

patients than normal controls. In a related study Br0wn, 

Varsamis, Toews, and Shane (1974) observed in follow-up 

studies of patients treated for a variety of neurosis, 

a disportionately high number later developed tumors. 

These researchers suggested that depressive illness has 

an effect on the immune system which predisposes to neo­

plastic growth. Using Selye's GAS theory they described 

how cortisone, a hormone released at high stress levels, 

depresses the immune system. 

Psychological Traits in Chronic Disease. Studies 

which have shown a correlation between cancer and the 

psychological traits of dependency, helplessness, hopeless­

ness, and depression include Thomas and Duszynski (1974), 

Greene, W. (1976), Kissen (1964), Klopfer (1957), LeShan 

(_1959, 1966), Schmale and Iker (_1971). However, not all 

researchers have found these traits to be present in 

their subjects. For example, Buehler (1975) found hope 

to be predominant in a group of out-patient radiation sub­

jects who ranged in age from 17 through 50. Parsons 

(.1977) found out-of-hospital cancer subjects to be reality

oriented as to diagnosis and prognosis and to have "a 
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veritable absence of emotional distrubances" (p. 23). 

Leiber, Plumb, Gerstenzang, and Holland (1976) adminis­

tered the Beck Depression Inventory (BDI) to a group of 

cancer patients and their spouses, three-fourths of whom 

were ambulatory and living at home. They found neither 

the patients nor their spouses were suffering severe 

depression. However, the female patients did show more 

depression than the male patients. 

Patients who suffer chronic physical diseases other 

than cancer have also been shown to use denial excessively 

and to have an apparent difficulty in discharging emotions. 

This has been demonstrated in cardiovascular ptients 

(_Berglund et al., 1975; Hyman, 1972; Pilowski et al., 

1973; Prophit, 1974), diabetic patients (Myers, 1977), 

respiratory disease patients (Kissen, 1964), arthritic 

patients (Vignos et al., 1972), and Parkinson's disease 

patients (Singer, 1973). 

Psychological correlates which have been described 

in relation to patients who suffer coronary artery disease 

(.CAD) are aggression, self�directedness, intense competi­

tiveness · and obsessive ambition. Individuals who can be 
. ' 

described by these character traits have been labeled type

A personalities by Roseman and Friedman (1968). They

developed the label after doing a longitudinal study of
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3,500 males who had no history of CAD. Of that population, 

250 latcir had a myocardial infarction and_70% of them were 

described as type A personalities. However, in contradic­

tion to some of these personality characteristics, Prophit 

(1974) found her CAD subjects to be primarily other­

directed and dependent personalities. 

Social Isolation 

Whether those who suffer chronic disabling diseases 

voluntarily withdraw from contact with others, or others 

withdraw from them is a subject which has received some 

study. Goffman (1963), a sociologist, has studied and 

written extensively how the possessor of a stigma (some­

thing which renders a person less socially desirable to 

others within a culture)· and the "normals" who interact 

with him, proceed through the socialization process. 

Strauss (1975) also discussed the multiple problems of 

social interaction that face persons who have a variety 

of chronic physical illness. He used numerous case studies 

to illustrate the extent which financial problems, disease 

symptom control, and regimen management intrude upon both 

disease victims and their intimates as they attempt to 

normalize their situations. 

In a study of stroke patients, Hyman (1972) found 

social isolation adversely affected that groups' medical 
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treatment. He concluded if the cause of social isolation 

is not discovered and treated, little can be done in 

rehabilitating stroke victims. Parsons (1977) in a study 

of intermediate stage, terminally ill can�er patients 

found while out-of-household contacts with family members 

had not changed since the beginning of the illness, con­

tacts with people other than family had decreased. She 

concluded this decrease was indicative of friends and 

acquaintances withdrawal from the patients rather than 

the patients' withdrawal from them. As evidence for this 

conclusion, she found there was no decrease of contact be­

tween the patient and relatives who were not living 1n the 

home. This finding she said indicated that factors in­

ternal to the immediate household situation had not 

deteriorated. Singer (1973), in a study of Parkinson's 

patients, found those subjects were less likely to-have a 

circle of close friends and more likely to engage ·in 

solitary activities than others of a comparable age. 

The stigma of physical disability.on a person's inter-
. 

I 

personal relationships is evidenced by the establishment 

of both official and unofficial organiz�ttons. Such orga­

nizations are an attempt to educate the p�blic, normals in 

Goffman's terminology, and the victims of physical stigma 

in ways to normalize their social interactions. A few 
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examples·of officially recognized organizations are The 

American Heart Association, The American piabetes Associa­

tion;· The American·Cancer Society, and The American Lung 

.Association. ·While.these official organizations tend to 

have more people.working for-them who do not have physical 

disabilities, unolficial organizations are often founded 

and conducted-by the disability victims or their intimates. 

Such organizations frequently have as their purpose the 

meeting ofithe immediate psychosocial needs of their mem­

bers. Such·groups have been organized for diabetics, 

cancer victims, the-orthopedically disabled, those having 

various ostomies, and a.host of other physical and emo­

tional disabilities. Evidence that many are abandoned· 

emotionally and·physically as·their disabilities progress 

and death is imminent is.illustrated by an article titled 

"Death. Companionship"· (_1975). :- This_ article described how 

·a commercial business had been organized to provide com­

panionship to the lonely and dying for a fee of $7.50 an

hour.

Self ..-Disclosure 

Though few studies have been reported that examined 

self·disclosure in relation to physical disability 1 it is 

possible to draw some tentative conclusions from those 

that have been, as well as from the literature that has 
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been written about the psychosocial aspects of those who 

suffer chronic illness. Prophit (1974) studied self­

disclosure in relation to male myocardial infarction 

patients and found a positive correlation between dis­

closure and cardiac readjustment. She found those sub­

jects were fearful of expressing their feelings behavior­

ally; and their overcompensation scores, as evidenced on 

the POI, suggested they had feelings of low self-worth as 

well as being insensitive to their personal needs and 

feelings. These findings, and Prophit's interpretation of 

them appear consistent with the thesis of several writers 

who have stated, in essence, that people who repress their 

"selves," both from themselves and others, become self­

alienated and less able to meet their own needs (�orney, 

1950; Jourard, 1971a; Maslow, 1968; Rogers, 1961). 

Prophit's (1974) findings of low self-worth_ and

insensitivity to personal needs suggested cardiac patients 

might show a high state or trait-anxiety level if tested 

for this factor. Indeed, Johnson's (1977) study did show 

hospitalized patients and hospital-based nurses who evi­

denced a greater state-trait anxiety level did disclose 

to a lesser degree than less anxious patients and nurses. 

Prophit (.19 7 4) reported her subjects had high_ depen .,.

dency needs. Bahnsen (1976), Green, W (1976), Wheeler and 
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Caldwell (1955), Blumberg (1954), and Thomas and Duszynski 

(1974) ire among several who have written _cancer patients 

reported being neglected as children, experienced a recent 

loss of love or affection, or showed other evidence of a 

need to be dependent. Such findings suggest these people 

may have had long-standing unmet dependency needs. 

Another self-disclosure study involving persons with 

a chronic physical disability was Mesch's (1974) study 

of orthopedically disabled and nondisabled subjects. He 

found dyads composed of a disabled and a nondisabled sub­

ject disclosed to a greater extent on high-intimacy topics 

than either dyads of both disabled or both nondisabled 

subjects. However, the depth of disclosure was greate�t 

in dyads where both subjects were disabled, while the 

nondisabled dyads showed the least amount of disclosure. 

These findings appear to demonstrate an attempt at dis­

closure control. Goffman (1963) referred to interaction 

between persons who have a stigma and those without a 

stigma as disclosure etiquette. Derlega and Chaikin 

(1977) appeared to be discussing this same phenomenon 

in what they termed dydactic boundary adjustment. In 

both cases it is a way whereby one of the parties attempts 

to exert control over information disclosed. Goffman, 

and Derlega and Chaikin might possibly agree the 



49 

orthopedically disabled subjects in the dyads were the 

controllers since the subjects in the nondisabled dyads 

revealed less than those in the other two groups. There 

was no significant difference found among any of the dyads 

on the measure of interpersonal attraction. 

Compendium 

The literature reviewed concerned with chronic 

physical disease appears to support the hypothesis physical 

illness may be due to, or at least its course influenced by 

stress; and that stress can have its genesis in·a host of 

biopsychosocial factors. The influence of psychological 

traits and defense mechanisms have also been shown to be 

present and to adversely affect the outcome of medically 

prescribed treatments in persons who suffer a variety of 

potentially debilitating diseases. 

The few studies which have explored self-disclosure 

in relation to physical illness and disability have ten­

tatively shown the ability to disclose may be positively 

related to intra- and interpersonal control, and thus 

rehabilitation. The literature also suggested multicausal 

hypotheses in which autoimmune and psychological factors 

interact in varying degrees to form a predisposition matrix 

that leads to clinical manifestations of physical ·illness. 
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In the last section of this chapter studies and 

literature concerning the health care system and its 

effects on thos� who have chronic disease will be reviewed. 

The focus will be on physicians and nurses, and a holistic 

approach to patient care. 

Chronic Disease Patients and 
Health Care Providers 

Although technical expertise is no less important in 

the treatment of persons who suffer chronic disease than 

for those with acute conditions, a review of pertinent 

literature suggested cure often seems to take precedence 

over care. It has been implied health care workers who 

are primarily oriented toward cure of illness may be less 

therapeutic in their relationships with persons who have 

chronic debilitating diseases (Feldman, 1974; Jourard, 

1960, 1971a; Kyle, 1964; Strauss, 1975). Schnaper (1972) 

wrote that a diagnosis of an incurable condition triggers 

a complex set of reactions that affects interrelationships 

between patients, their families, and health care pro­

viders; and when cure is not probable the quality of care 

becomes crucial. 

Feldman (.1974) proposed the traditional disease-

oriented medical model may not be the best one within 

which to operate when working with persons who have chronic 
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disease. He suggested a new model with a primary concern 

for the behavioral and social impact of such illnesses 

might better confirm the value of these patients as human 

beings in the fullest sense. He stated such a model 

should, of course, encompass a goal-oriented approach 

that includes the necessary diagnostic, therapeutic, and 

rehabilitative services. Though Feldman was writing from 

a physician's perspective, Crayton, Brown, and Morrow 

(1978) emphasized these same sentiments in their report 

on a study of nurses' perceptions of cancer �are and 

cancer patients. Other nursing writers have also addressed 

the issue that care of the patient assumes added impetus 

when cure is not possible (Abdellah, Beland, Martin, &

Matheney, 1973; Kinlein, 1977; Little & Carnevali, 1976). 

It has been commonly written that a person's premor­

bid personality and coping behaviors frequently contrib­

ute to the way in which physical illness _is managed. 

Most writers on the subject agree people merely enlarge 

on behaviors and coping patterns they have used in the 

past, for social behavior is a learned technique . . Health 

professionals also learn behavior and coping patterns 

which they utilize in their interactions with those who 

seek their help. Some writers have contended these be­

haviors are not always therapeutic. Jourard (1971a) was 
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particularly harsh in his condemnation of the professional 

manner some physicians and nurses adapt a$ character armor 

in protecting their selves, both from themselves.and their 

patients. Abram (1972), Hayes (1976), Ficfel (1972), and 

Schnaper (1977) are among several whose writings appear to 

confirm such behavior is often detrimental to overall 

patient care. 

Social Isolation 

Social isolation, as another form of learned behavior, 

has been speculated about in writings by sociologists 

(Duff & Hollingshead, 1968; Goffman, 1963; Strauss, 1975), 

physicians (Feldman, 1974; Hyman, 19-72; Schnaper, 1977), 

nurses (Madden, 1977; Parsons, 1977; Whitman &_Lukes, 

1975), and laymen (Corbet, 1978; Peelman, 1977; Photo­

poulos, 1976). In summary, the focus of such speculation 

is the chronically ill and disabled, even if they do not. 

look particularly ill, are somewhat ostrasized and avoided 

by the healthy. Such avoidance is not confined to the 

medically ignorant. Feldman (1974), Fiefel (1972), Krant 

(1976), Schnaper (.1977) have written the chronically ill 

frequently pose threats to the physicians' feelings of 

omnipotence which lead some·to adapt avoidance tactics 

with these patients. Duff and Hollingshead (1968) in an 
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extensive study in a large northeastern hospital in the 

United States found physician and nurse avoidance, espe­

cially of the chronically ill, to be common. Stockwell 

(1972), in a study of English nurses, found they avoided 

those they perceived as terminally ill as much as pos­

sible; and Madden (1977) and Klagsburn (1971) have re­

ported such tendencies among American nurses. Perhaps 

an explanation for such findings may be found in the 

writings of Mereness (,1966) and Brown (.1966), though 

their articles predate those of Stockwell, Madden, and 

Klagsburn. They suggested nurses, too, like their col­

league physicians enjoy the cure (_technical) aspects of 

their duties more than the care aspects. For it is through 

participating in curing illness that nurses are able to 

fulfill their idealized self-image by having their efforts 

rewarded through favorable comments by physicians, and 

patients and their families. Perhaps, too, another expla­

nation of the avoidance of the chronically ill can be 

found in examining the concept of empathy. 

Empathy 

The most common approach to the concept of empathy

is to define it as a recognition and sharing of another's 

feelings. However, Kramer and Schmalenberg (1977a) 
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examined it from the point of view of a person's ability 

to take the role of others, and not only understand them 

better, but also be able to accurately predict their 

thoughts, feelings, and actions. It is this later type 

of empathy which is frequently thought of as being in­

herent in those who engage in the helping professions. 

Indeed Mehrabian and Epstein (1972) found the empathic 

tendency, rather than liking of the other person, was 

the major personality determinant of helping behavior. 

However, a study by Truax, Millis, and Altman (1974) 

found a group of registered nurses scored lower on a 

. measure of- accurate empathy than 10 other occupational 

groups with .whom they were compared. The only group 

1.vhich was less empathic than the nurses was plant manu­

facturing supervisors. Duff and Hollingshead (1968) also 

reported that, for the most part, the anguish and fear 

of the patients in their study were outside the interests 

of the physicians and nurses; and that 71% of the nurses 

· showed no evidence of empathy. Jourard (1971a) wrote at

lencrth how he felt self-disclosure could enhance the
0 

health professionals', especially nurses', abilities to

be more cue sensitive (empathic) to their patients. He

also reported (1971b) a study conducted �y a student col­

league indicated a positive relationship between disclosure
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and empathy. While Kramer and Schmalenberg (1977a, 1977b) 

concluded from their study of new graduate nurses that 

the first job is a proving ground replete with informal 

testing processes which can be utilized as a basis for 

developing understanding and empathy that can extend to 

both co-workers and patients if properly managed. 

Care Versus Cure 

Lohr (1976) in a well documented overview of the 

impact of the health care system on the American public 

concluded many view the system as being unresponsive to 

those it would serve. Illich's (1976) book is a treatise 

on the subject. If the public is seeking more person­

alized care, a rhetorical question might be, why are 

health care professionals not as responsive to public 

demands as they might be. The answers are not easily 

forthcoming. Tradition, accelerated technology, inter­

and intradisciplinary jealousies, and a host of current 

socioeconomic norms are so interwoven that extracting a 

common thread for exploration as to cause and effect is 

not possible; nor is it within the province of this study 

to explore such broad range implications. However, a 

brief look at some studies and writings that touch on a 

few of these topics is applicable to the subject of care 

versus cure. 
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Duff and Hollingshead (1968) found the physicians in 

their study knew little concerning their patients' way of 

life, that is, attitudes, beliefs, pattern of living; 

and that such histories were not viewed as significant by 

either the physicians or their patients. However, the 

investigators found, when they looked into the histories 

of these patients, a majority of their illnesses had 

strong social overtones. But both the physicians and 

their patients felt the physical examinations and the 

laboratory tests were more significant than personal medi­

cal histories. 

Parsons (1977) in a study of the intermediate stage 

of terminal illness gave a good review of the literature 

which documented nurses, too, are more interested in a 

patient's physical care than they are in meeting emotional 

needs. This was evidenced by,a dearth of nurse-patient 

communication on any level other than the physical. 

Hoover's (1975) study showed registered nurses from all 

types of educational programs preferred patients who re­

quired care involving technical skills. But, as the 

nurses' level of education increased so did their interest 

in patients who needed teaching and emotional support. 

Although Kyle's (1964) study did not differentiate educa­

tional levels of the nurses, she found cancer patients 
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who received supportive nursing care had fewer negative 

personality reactions and were able to make more realistic 

post-hospitalization plans than patients who received only 

physical nursing care. Craytor et al. (1978) also sup­

ported the hypothesis nurses are more comfortable in deal­

ing with the physical than with the psychological problems 

of their patients. Although all the nurses in the study 

(LPNs, RNs, and RNs with graduate degrees) agreed physical 

and psychosocial needs were of equal importance, they also 

agreed psychosocial needs were less successfully met. 

Possible interdisciplinary jealousy, lack of com-

munication, and other sociocultural phenomena are given 

for conclusions Ambrose (1977) drew from his study which 

ranked nursing activities in order of importance by both 

physicians and nurses. The results showed significant 

physician-nurse agreement only on the physiological acti­

vities. These activities were ranked in first place by 

both nurses and physicians. While the nurses considered 

their involvement in patients' self-care and discharge to 

be of importance second only to their medically oriented 

activities, the physicians ranked these activities as 

the least important. Ambrose recommended attempts to 

resolve such priority disputes can and must be attempted 

through the various health-care associations and medical 
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and nursing schools if the objective of providing the 

public with comprehensive care is to be achieved. Krant 

(1976) in a study of several hundred patients and their 

families found while 98% believed they were receiving 

excellent technical medical care, over 60% said their 

human and psychological needs were not being met; and 

further that "when the going gets rough" they could not 

lean on their physicians (p. 270). He concluded such 

findings and statements indicate the educational goal of 

caring for the patient, in its full meaning of the phrase, 

has disappeared from medical training in favor of, or 

deference to, technical expertise and the great medical 

advances in cure and Hayes (_1976) concurred. 

Communication in Chronic Illness 

Communication is not only a means of survival among 

the higher species of animal life but for human beings, 

with their extra-ordinate ability in this area, it is 

also that which sets them apart from other living orga­

nisms. Communication is not complete without one to 

receive the message another has sent. It has been com­

monly believed that communication breakdown is at the 

root of the majority of society 1 s ills, both on a per­

sonal level and the complex international level. Thus, 

communication involves not only ability to send messages, 
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but also requirei an accurate interpretation if a break­

down is to be avoided. History is replete with e�amples 

that people are more adept at sending then in accurately 

receiving communication. Health-care providers, because 

people are the commodity with which they work, need to be 

especially adept at communication skills. However, a 

large volume of literature exists which shows this is not 

always so. Davies (1976) wrote: 

We have become experts in understanding cause and 
treatment for health problems, but we· are novices 
in effectively obtaining the client's participation 
in using the knowledge· to increase his level of 
wellness. Great technical strides may be irrele­
vant without commensurate understanding of the 
client a�d who he is. (p. 142) 

Klagsburn'� (1970) study is an example of how increas­

ing the communication among the nursing personnel of a 

small nursing unit allowed nurses to become more sensitive 

to the patients and more free to communicate with them and 

involve them in decision making on their own behalf. The 

result was, as communication increased on all levels, that 

patients who had previously shown little interest in their 

surroundings became involved in their environment and 

resumed their dignity. That another's communication is 

not always easily understood has been further commented 

upon by Klagsburn (1971). He said a patient's often times 

muted communication requires the early establishment of a 
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trusting and caring relationship if severe problems are 

to be prevented from developing. He also said sensitivity 

to, and awareness of patients' communication may be that 

which invites them back into life. Jourard (1970, 1971a) 

said much the same when he wrote people live only as long 

as they experience their lives as having meaning and value 

and they have something to live for. He proposed people 

destroy themselves (through active or passive suicide) in 

response to an invitation originating in others they stop 

living. Thus the ability to listen to patients in order 

to receive accurate cues to their needs carries wide 

implications for all health care workers and has been 

addressed by many (Hochbaum, 1976; Hyman, 1972; Kinlein, 

1977; Leiber, Plumb, Gerstenzang, & Holland, 1976; Parsons, 

1977; Roberts, 1976; Rosenbaum, 1975). 

When a person must be continually on guard lest some 

potentially damaging information is revealed, spontaniety 

and disclosure are not possible and communication is 

hindered. A study by Pienschke (1973) demonstrated what 

happened on a nursing unit when patients either knew, or 

did not know, their diagnosis and prognosis. Patients 

who had knowledge of their diagnosis and prognosis were 

found to be more satisfied with information given them, 

and with the nursing care they received. It was also 
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found the approach, either guarded or open as it concerned 

diagnosis and prognosis influenced the degree to which· 

nurses recognized and attended the patients' needs. 

That comprehensive care which includes attention-to 

the patient's psychosocial needs, after the initial diag­

nosis and plan of treatment have been decided upon, 

improves both the quantity and quality of survival .time 

was demonstrated by Izsak, Engle, and Medalie (1973). They 

found in a five year study of cancer patients_ that when 

such care was instituted only 3 of the 345 patients in. 

their study required specialized·psychiatric help. They 

further concluded these patients lived longer and appar-· 

ently fuller lives than patients with similar conditions, 

as reported by Linden (1969), and Lipworth, Bennett, and 

Parker (1972). Others (.Hyman, 1972; Myers, 1977; Ryzewski, 

1977) have also reported that care which includes atten­

tion to a person's psychosocial needs has positive health 

results for stroke patients, diabetic patients, and 

peripheral vascular disease patients. 

Compendium 

It has been suggested that cure of illness frequently

takes precedence over care. However, in the area of

chronic disease, care has been demonstrated to be a factor
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in how well patients are able to cope with illness. Com­

prehensive care appears to improve not only the quantity 

but also the quality of the patients' lives. Several 

studies have shown physicians and nurses, as well as the 

lay public, frequently avoid persons whom they perceive 

as being incurable, and this may lead chronically ill 

patients into isolation where their human needs are 

inadequately met. Communication between health care 

providers and clients was also explored. It was suggested 

in several studies that physician and nurse sensitivity 

to patient communication might be a factor in the way 

patients cope with illness. 

Summary 

The literature reviewed for this study covered 

three areas: the concept of self-disclosure, some per� 

sonality traits in chronic disease patients, and the 

impact of the health-care system on those who have a 

chronic, potentially debilitating disease� The literature 

reviewed for the concept of self-disclosure showed it can 

be examined both from a personality and an interpersonal, 

or communication, construct. Disclosure has been demon� 

strated to be a factor in mental flexibility and adjust� 

ment, and thus possibly in adjustment to physical disease. 
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It has been suggested if disclosure techniques are taught 

to and fostered by health care professionals, this may 

positively influence these practitioners' approaches in 

guiding clients who seek their services into more health­

ful living patterns, even when cure of disease may not 

be possible. 

Some of the psychological correlates of several types 

of chronic physical disease were examined. Anxiety, 

denial, and depression were common correlates found in 

all such conditions. So, too, were degrees of social 

isolation which further compounds the readjustment chronic 

disease patients must attempt to make if their lives are 

to continue to have meaning. 

The impact of the health care system on those who 

suffer chronic, potentially debilitating physical condi­

tions was examined. Studies and writings of physicians, 

nurses, sociologists, and laymen support _the view that in 

today's health system cure is emphasized to a greater 

extent than care. However, health care providers who are 

able to communicate care to their patients are felt to add 

significantly to the aspect of cure. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

The methodology employed to compare the self­

disclosure levels of adult, nonhospitalized cancer and 

other chronic disease patients is presented in Chapter 

3. The setting, sample population, investigative tools,

pilot study, and procedure for the collection and treat­

ment of data are described. This study hypothesized 

there would be no significant differences in the level 

of self-disclosure of adult, nonhospitalized cancer 

patients and adult, nonhospitalized patients who had 

other chronic, potentially debilitating diseases. 

Setting 

The setting for this study consisted of a private 

medical internist's office in a city of approximately 

85,000 persons located in the southwestern portion of 

the United States, and a general medicine out-patient 

clinic located in a United States Army Hospital. The 

army post on which the hospital was located was immedi­

ately adjacent to the town in which the internist's office 

was located. At the time of this study the internist was 

64 
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in an incorporated practice with three other medical 

internists, but each practitioner maintai�ed his own 

patient load. The internist saw approximately 350 

patients monthly during 1977. He provided medical care 

to patients who had a variety of acute and chronic 

diseases. He contracted individually with patients who 

sought his services as well as accepting patients who 

might be served by the military hospital and clinics, 

but who became eligible to seek private civilian care 

and have the United States Government pay a portion of 

the fee for services. 

The United States Army Hospital in which the general 

medicine clinic was located had 206 hospital beds. The 

hospital operated 21 out-patient clinics. In 1977, 306,266 

patient visits were made to these clinics. Of this number, 

8,004 were made to the general medicine clinic. This 

clinic served patients who had a variety of acute and 

chronic conditions. The services rendered were directed 

toward adults. The patients who were seen in the clinic 

were referred from physicians in the hospital's other 

clinics, from the various military unit dispensaries, and 

personnel transferring from other military posts and com­

mands who were receiving services similar to those offered 

by this clinic. Persons eligible for care through this 



66 

clinic were active duty and retired military personnel 

and their dependents, as well as the dependents of de­

ceased military personnel. 

Population 

The 132 patients who comprised the original sample 

of this study were all older than 18 years of age. None 

of the patients were hospitalized at the time they were 

asked to participate and the consent forms were mailed to 

them. All had a diagnosis of a chronic disease which re­

quired they be treated and/or evaluated by the physician 

at least twice yearly for the same diagnosed condition. 

Each was being treated for one or more of the following 

disease categories: cardiovascular disorders, endocrine 

disorders, respiratory disorders, renal disorders, 

arthritis, gastrointestinal disorders, systemic lupus 

�rythematosus (SLE) Hansen's disease, or cancer. The 

sample population was chosen by a method of convenience. 

All patients identified by the m�dical internist and all 

who the head nurse of the general medifine out-patient 

clinic identified had their records screened for inclusion 

into the study. 

The 61 patients who had a diagnosis �f. cancer were 

assigned to group A. All were being treated with chemo­

therapy according to the medical protocol relative to the 
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site of the tumor, or had completed therapy and were 

being seen at regular intervals for continued evaluation. 

Eight of this group had a second diagnosed, chronic 

physical condition. Twenty-eight were male and 33 were 

female. They ranged in age between 20 and 79 years. 

Racially,_ 52 of the sample were Caucasian, 8 were Black, 

and 1 was of Oriental origin. 

The 71 patients who had a diagnosis of a chronic 

physical condition other than cancer were assigned to 

group B. The patients in this group ranged in age between 

19 and 79 years. Forty-eight were female, and 23 were 

male. Racially, 59 were Caucasi�n, 7 were Black, 2 were 

Mexican American, two were of Oriental origin, and 1 was 

an American Indian. In group B, 28 of the subjects had 

a diagnosis of a second, chronic physical condition. 

Tools 

Because self-disclosure can be defined as the verbal 

transmission of information about oneself (Derlega & 

Chaikin, 1977), the data gathering instrument employed 

in this study was an open-ended questionnaire, Green's, 

R. (1964) Self-Disclosure Sentence Blank. The open-ended

questionnaire has the advantage of using the communication 

method most akin to verbal communication as far as con­

veying the meaning of symbols between those who have a 
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relatively common language is concerned (Cardwell, 1971). 

The demographic data sheet (Appendix A) which accompanied 

the self-disclosure instrument was designed to obtain 

information such as sex, age, race, which has been demon­

strated by other studies to have an influence on a sub­

ject's level of disclosure (Diamond & Hellkamp, 1969; 

Jourard, 1971b; Jourard & Lasakow, 1958; Littlefield, 

1968). The categories of demographic variables were 

grouped in order to facilitate data analysis. 

After reviewing several tools which had been used in 

other self-disclosure studies (Jourard, 1971b), the instru­

ment developed by Greene, R. (1964) was used. Greene 

titled the instrument the Self-Disclosure Sentence Blank 

(SDSB) and described it as follows: 

The SDSB consists of twenty sentence stems which 
the individual is instructed to complete in a 
manner which will give the examiner an understanding 
of important aspects of the subject's life. Each 
response is scored on a five point scale with the 
help of scoring instructions and empirically derived 
scoring examples [with one being the most disclosing 
and five the least disclosing, and with any unanswered 
stem being scored as a five]. The self-disclosure 
index for a person is the sum of the scores assigned 
to his twenty completions. (Greene, R., 1964, p. 42) 

After developing the instrument and its scoring manual, 

Greene �ubjected it to three separate tests in order to 

determine its validity and reliability. It was first 

administered to 10 male and 10 female college undergraduates 
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who were given written role-play instructions and asked 

to comp1ete the SDSB as if they were a revealing person, 

and a second time as though they were a nonrevealing per­

son. Half the males and half the females completed the 

SDSB role playing a revealing person first and a nonreveal­

ing person second; while the other half of each group 

reversed the order, that is, they role played as a non­

revealing person first and as a revealing person second. 

The completed SDSBs were then mixed and scored by an un­

biased judge. The results of the analysis of variance 

indicated the difference between the disclosing and 

guarded scores yielded an F ration of 44.96, which was 

significant beyond the .01 level (Greene, R., 1964, pp� 

12-15).

The SDSB wa� next tested under experimentally pro­

duced conditions of moderate and low threat. In the low­

threat condition, 17 female undergraduates completed the 

instrument after being told while their names were re­

quired on the SDSB, only the experimenter would see their 

answers and they were merely helping refine a newly 

designed psychology test. In the moderate-threat condi­

tion, 20 other female undergraduates completed the SDSB. 

This group, too, was told they were helping refine a new 

psychology test. However, they were told they must place 
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their names on the instrument in order to compare the 

results with other information in their school records; 

and further many people would see the results, perhaps 

even some of their psychology instructors. Following the 

completion of the SDSB, each girl was asked to complete 

a questionnaire designed to reflect differences in per­

ceived threat. The SDSBs were randomized before scoring. 

At test computed between mean SDSB scores for the two 

groups yielded a t  value of 2.83, which was significant 

at <.01, two tailed (Greene, R., 1964, pp. 15-20). 

A third test was designed to demonstrate the predic­

tive power of the SDSB. The subjects were 30 World War II 

and Korean War veterans who were receiving therapy as out­

patients at a veterans' administration mental health 

clinic and their four therapists. The patient-subjects 

completed the SDSB at one of their regularly scheduled 

clinic visits. The completed instruments were returned 

to the investigator for scoring without examination by 

the therapists. Each therapist was asked to force-rank 

his patients in the study ''from 1 . . . to n along the 

dimensions of their willingness to reveal core aspects 

of their personal and private lives to you'' (�reene, R., 

1964, p. 76), and to assign each patient a position on an 

absolute, 5-point scale of self-disclosure. The patients' 
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scores were compared with the therapists' ratings by means 

of the Spearman Rank Correlation and the Pearson Product­

Moment Correlation. Greene, R. (1964) stated because of 

the small number of subjects in each therapist's .group, 

the Spearman Rank Correlation showed only "that there was 

a positive relationship, as predicted, between SDSB scores 

and therapist ratings" (.Greene, R., 1964, p. 24). How­

ever, the Pearson Product-Moment Correlation was signifi­

cant at the <. .01 level of confidence using a two tailed 

test (Greene, R., 1964, pp. 23-24). 

The reliability and validity of the SDSB was also 

supported by Haggerty (1964) in a study which showed a 

significant relationship existed (r = .54, p < .01 two 
- -

tailed) between her subjects' willingness to disclose 

themselves in a tape-recorded interview and their SDSB 

scores six weeks after they had completed the instrument 

(Greene, R., 1964, p. 43). Further, Jourard (1911b) cited 

a study by Graham which utilized the SDSB in measuring 

attitudes toward death·. In that study the difference 

between the means of the acceptors and nonacceptors -(of 

their own death) was significant beyond the .001 level. 

A footnote in Jourard's ·(l97lb, p. 189) book stated 

the questionnaire may be used or modified by other re­

searchers without written permission. The following 
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modifications were made (Appendix B) before the instrument 

was mailed to the study subjects: 

1. The words "For Measuring Self-Disclosure" were

eliminated from the title because it was felt this might 

prejudice the respondents and thus contaminate the results. 

2. Adding two more sentences in the paragraph of

instructions and closing with the words "thank you." Since 

the instrument was to be mailed to the subjects more 

clarification was necessary. The words "thank you" were 

added as an expression of gratitude for the subjects' 

willingness to participate. 

3. Elimination of the demographic section, because

this information was not applicable to this study's sub­

jects. 

4. By moving sentence stem three down to become

sentence stem eighteen. This was done because sentence 

stem three refers to sex. Other researchers have noted 

that topics such as sex, if they come early in a ques­

tionnaire, frequently cause the respondents to abandon 

completing the instrument. Sentence stem four was moved 

to place nineteen because it is a more neutral stem that 

followed stem three in the instrument as it was originally 

designed. 
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Before the instrument was sent to the study subjects, 

it was �oded in order to determine which questionnaires 

were answered by the group of patients who had cancer 

(group A) and the group who had other chronic diseases 

(group B) . The method of coding was: , 

1. All cancer patients received a copy of the

instrument as it appears in Appendix B. 

2. Patients who had a respiratory disorder received

a copy with typed line 20 followed by a period(.). 

3. Patients who had a cardiovascular disorder re­

ceived a copy with the word "Instructions" followed by a 

colon(:) and no period at the end of line 20. 

4. Patients who had a genitourinary disorder re­

ceived a copy with.the word "Instructions" ·followed by 

a colon (:) and a period at the end of typed line 20. 

5. Patients with an arthritic disorder received a

copy with the sentences "Try to do every sentence. Be 

sure to make a complete sentence" altered so these two 

sentences become a compound sentence separated by a semi-

colon(.;) . 

6. Patients with gastrointestinal disorders received

a copy with the same wording as number 5 above, but with a

period (.) at the end of line number 20. 
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7. Patients with an endocrine disorder received a

copy with the same wording as number 5, but with a colon 

(:) after the word "Instructions" and no period at the 

end of line 20. 

8. Patients with SLE and Hansen's Disease received

a copy with the same coding as number 7, but with a 

period(.) at the end of typed line number 20. 

Pilot Study 

Following acceptance of the study proposal by the 

thesis committee, a pilot study was undertaken to detect 

any ambiguity in the demographic data sheet, to establish 

a time reference for completing the data gathering instru­

ments, and to determine the intended rater's ability to 

score the self-disclosure instrument. The subjects were 

five graduate nursing students. A cover letter gave 

instructions for completing the data sheets and asked 

each respondent to indicate any ambiguity in the demo­

graphic sheet and how long it took to complete both sheets. 

A stamped, self-addressed envelope was supplied for the 

return of the instruments. All five completed instruments 

were returned. No ambiguity was noted by any of the 

respondents. The time required to complete the instru� 

ments varied between 8 and 30 minutes. Each of the five 

disclosure instruments was scored independently by the 
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by the study's intended rater and an unbiased judge. The 

judge was a graduate psychology major with eight years 

of experience in the field of mental health. In the pro­

posal the intended rater's score of 90% agreement with 

this judge had been stated as an acceptable level for 

the intended rater to score the self-disclosure instru­

ment. The inter-rater agreement of the intended rater 

and the judge was 98.75%. The intended rater then scored 

all the self-disclosure instruments that were completed 

by the study subjects. 

Data Collection 

Permission to conduct the study was initially obtained 

through the Texas Woman's University Human Research Com­

mittee (Appendix C). A copy of that committee's approval, 

a copy of the proposal, and three copies of agency per­

mission forms were hand delivered to the medical internist 

who had expressed interest in the study� The physician 

signed the agency permission forms (Appendix D) and made 

available the patient files for screening. Initially, it 

had been proposed the study sample would be all of the 

cancer and other chronic, physical disease patients of 

this physician, However, the physician chose to screen 

his own patients and to make available the files of those 
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he felt would not be unduly upset be receiving a request 

to participate in the study. 

Because the number of patients identified by the 

physician met only the minimum number delimited in the 

study proposal it was evident a second source would be 

necessary. Therefore, a copy of the proposal along with 

the Texas Woman's University permission forms and letters, 

three copies of the agency permission form, and a cover 

letter were hand delivered to the Chief of Nursing Service 

at the nearby United States Military Hospital. The re­

quest was forwarded to the Surgeon General's Office in 

Washington, D.C. where permission was granted to conduct 

the study if the intended hospital's medical and educa­

tion review board approved.· Approval was obtained and 

the agency forms were signed (Appendix E). A meeting was 

held with the hospital's inservice director and the head 

nurse of the general medicine out-patient clinic. The 

head nurse supplied a list of the names of patients who 

were seen on a regular basis for the diagnosed conditions 

which had been specified for the study. 

Although four months and one week elapsed between 

the time of sending the initial cover letters and the 

consent forms to the first portion of the sample and the 

second, both portions were treated as one sample. For 
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both portions of the sample the same time frame (six weeks) 

was adh�red to for inclusion of data into _the study. Be­

cause the sample received their medical care from two 

separate agencies it was necessary to make minor adjust­

ments in the cover letters which accompanied the consent 

forms (Appendix F). The portion of the sample served by 

the medical internist received cover letters written both 

by the physician (Appendix G) and the investigator (Appen­

dix H). The portion served by the military clinic received 

a cover letter (Appendix I) designed to inform them how 

they came to be included in the sample, but similar in all 

other respects to the investigator cover letter sent to 

the first portion of the sample. 

All identified patient files were screened to ascer­

tain the patients met the delimitations of the proposal. 

As this was established, each patient's name and address 

were hand written on the first two lines of a 3 x S inch 

card. One line was skipped and the next seven lines con­

tained the patient's age, sex, race, primary diagnosis, 

secondary diagnosis, patient category (group A or B), and 

whether the consent was returned. No other record was 

made or maintained on any of the patients. Each patient 

whose initial data had been recorded on a card was sent 

a cover letter or letters (Appendices G, H, I appropriate 



78 

to where the records were screened), a consent form 

(Appendix F), and a stamped, self-addressed envelope fo� 

the return of the signed and dated consent. As the con­

sent forms were returned, a second cover letter, Appendix 

J), the demographic data sheet (Appendix A), and an 

appropriately coded copy of the study instrument (Appendix 

B) were mailed to the subject along with a stamped, self­

addressed envelope· for the return 6f the data sheets. 

As each research packet was mailed the subject's name and 

address were cut apart from the card which contained the 

medical diagnosis and other demographic data. The name 

and address were destroyed as a further safeguard of the 

subject's anonymity. One month following the mailing of 

the consent forms the names and addresses of all who had 

not returned their consent forms were also destroyed, 

although the remainder of the card was kept and the in­

formation was utilized in the data analysis. As each 

completed study instrument and demographic data sheet was 

returned, they were stapled together and given a number. 

The demographic information, along with the assigned 

number was transferred to a contingency table to facili� 

tate statistical analysis. None of the completed study 

instruments was scored until all had been received. This 

was in keeping with the way Greene, R. (1964, p. 42) 
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developed the scoring of the instrument for a group of 

subjects. 

It had been predetermined six weeks from each 

initial mailing of the consent forms would be the dead­

line for inclusion of data into the study. A total of 

132 consent forms was mailed. Eight were returned by 

the post office as being undeliverable because the sub­

ject had moved without leaving a forwarding address, and 

one was returned by a patient's family because he had 

died three days before receiving the consent. All nine 

cards containing information about these patients were 

removed from the study. In_ group A, 29 patients returned 

their consents, and 15 completed the questionnaires. In 

group B, 33 returned their consents, and 20 completed the 

questionnaires. One subject in group B failed to return 

the demographic data sheet along with the completed study 

instrument, making the responses unusable in the study. 

One subject in group A returned the instruments after the 

deadline date for inclusion into the study. A minimum of 

15 subjects in each group had been predetermined as 

acceptable for the study. 
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Treatment of Data 

The Mann-Whitney Test was employed to indicate sig­

nificant differences in the level of self-disclosure of 

subjects who had cancer (group A) and those who had·other 

chronic physical diseases (group B). The same test was 

used to determine significant differences among the two 

sample groups. The Mann-Whitney Test is a nonparametric 

test which is appropriate to compare two independent groups 

drawn from the same population when the sample size is 

small, when the responses. can be put on an ordinal scale, 

and when little is known about the distribution of the 

variable (Siegel, 1956). 

Summary 

The setting of the study and the sample population 

which was obtained from the patient files of one private 

medical internist and one out-patient clinic located in 

a United· States Army Hospital was described. Both the 

private physician and the clinic served the adult, non­

hospitalized cancer and other chronic disease patients 

required for the study. The tool chosen to measure the 

level of self-disclosure was Greene's R. (1964) Sentence 

Completion Blank for Measuring Self-Disclosure. Methods 

used to establish reliability and validity of the tool 
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were related; The manner in which the tool was altered 

for the study, and the rationale for the alterations were 

given. The pilot study which was used to determine the 

intended rater's ability to score the too� and to provide 

a time frame for its completion by the study subjects was 

explained. 

The method of data collection was discussed. Fifteen 

cancer patients (group A) and 20 patients who had a 

chronic physical disease other than cancer (group B), com­

pleted and returned the data�gathering questionnaires. 

The data obtained were analyzed by the Mann-Whitney Test 

to determine any significant differences in the level of 

self-disclosure between the subjects in group A and group 

B.



CHAPTER 4 

ANALYSIS OF DATA 

A quantitative-descriptive study was conducted to 

determine if a difference existed between the level of 

self-disclosure of adult� nonhospiialized cancer patients 

and adult, nonhospitalized patients who had other speci­

fied chronic physical diseases. Greene's, R. (1964) Self­

Disclosure Sentence Blank was the instrument used. The 

instrument, along with a demographic data sheet, was sent 

to the study subjects and received from them via mail 

The Mann-Whitney Test was applied to the data to determine 

significant findings. The hypothesis of the study was 

that patients who have a diagnosis of cancer do not demon­

strate a level of self-disclosure that is significantly 

different from patients who have other chronic, physical 

and potentially debilitating diseases .. 

Description of the Sample 

The sample of 35 subjects was assigned to group A if 

they had a diagnosis of cancer or to group B if they had 

a diagnosis of a chronic physical disease which had pre­

viously been identified as criteria for sample selection. 

82 
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Group A had 15 subjects, and group B had 20. Twenty-six 

(74.29%) of the sample were female and 9 (25.71%) were 

male. Twenty-two (62.86%) were Caucasian females, 9 

(25.71%) were Caucasian males, 3 (8.57%) were Black fe­

males and 1 (2.86) was a female of Oriental origin. Of 

the sample, 2 (5.71%) were aged 18 through 24 years of 

age, 1 (2.86%) was in the 25 through 34 age group, 7 

(20%) were aged 35 through 44, 8 (22.86%) were 45 through 

54, 11 (31.43%) were 55 through 64 years old, and 6 

(17.14%) were 65 years of age or older. In the sample, 

10 (28.57%) of the females were 18 through 44 years of 

age; all of the males were 45 or older. 

The employment status of the sample covered the 

range of responses which the demographic data sheet cate­

gorized. Four (11.43%) of the sample reported full-time 

employment of 35 or more hours per week. Three (8.57%) 

reported being employed part-time. Fifteen (42.86%) 

checked their employment as housewives who were not em­

ployed outside the home. Twelve (34.28%) were retired, 

and 1 (2.86%) was unemployed. 

Of the sample, 26 (74.28%) were married and 7 (20%) 

were widowed, both males and females were included in 

these figures. One woman (.2.86%) reported she was divorced 

and 1 woman (2.86%) reported being single. Of the sample, 
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12 (34.28%) reported living with their spouse. Eight 

(22.86%) reported living with their spouse and minor chil­

dren. Seven (20%) reported living with their spouse and 

other relatives, such as grown children, grandchildren, 

parents, etc. Three (8.57%) reported living with rela­

tives, and 5 (14.29%) lived alone. The number of persons 

living in the home of the respondents on a full-time 

basis ranged from 1, for the 5 (14.29%) who reported 

living alone, to 1 (2.86%) who reported 6 people lived in 

the home. Of the remainder of the sample, 13 (37.13%) 

reported two people, 11 (31.43%) reported 3, and 5 (14.29%) 

reported 4 people lived with them. 

The length of time the subjects in the sample reported 

they had been receiving treatment for their diagnosed ill­

ness ranged between 6 months and 34 years. Four (26.67%) 

of the group A subjects and 3 (15%) of the group B sub­

jects reported they had been ill for one year or less. 

None of the group A subjects reported illness of more than 

15 years, 4 (_20%) of the group B subjects reported illness 

of 16 years or more. 

The demographic data sheet contained categories for 

the subjects to indicate any change in contacts with per­

sons outside their immediate households since the onset of

illness. Twenty-three (65.71%) reported there had been no
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change, 6 (17.14%) reported their contacts had increased '

5 (14.29%) reported their contacts had decreased, and 1 

(2.86%) reported not knowing if the contacts had increased 

or decreased. 

Of the 8 chronic disease categories delimited for 

the study, 7 were represented in the sample. The cate­

gory not represented was the respiratory diseases. The 

subjects in the sample assigned to group B were cate­

gorized as follows: 2 (10%) had a diagnosis of Hansen's 

disease or systemic lupus erythematosus; 6 (30%) had an 

endocrine disorder; 5 (25%) had arthritis, either osteo 

or rheumatoid; 5 (_25%) had a cardiovascular disorder; 1 

(5%) had chronic renal failure; and 1 (5%) had a gastro­

intestinal disorder. 

The instrument utilized to obtain a self-disclosure 

score for each of the subjects was a 20 sentence comple� 

tion blank. This instrument had a score range from 20 to 

100. The lower a subject scored, the more revealing the

responses (_Greene, R., 1964, p. 42). No subject in group 

A or B had a disclosure score of 39 or lower, that is, 

first leVel response. Seven (46.67%) of the group A sub­

jects and 13 (65%) of the group B subjects had scores 

between 40 and 59, or second level responses. Six (40%) 

of the group A subjects ana the remaining 7 (�5%) group 
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B subjects had scores between 60 and 79, or third level 

responses. Two (13.33%) of the group A subjects had 

scores of 90 or greater, or fourth level responses. 

Some of the demographic variables summarized in 

this section, and which are presented in the data analysis 

and additional study findings section� are shown in Table 

1 for the subjects in group A. The table shows the sex, 

age, race, length of illness, and self-disclosure scores. 

Table 2 gives the same information for the group B sub­

jects, in addition to showing their specific illness 

categories. 

Table 1 

Partial Demographic Information 
for Patients With Cancer 

Self-Disclosure a b 
Length Illness 

Score Sex Age Race in :Months 

40 F 35-44 C 18 

44 F 35-44 C 84 

52 M 65+ C 54 

54 F 55-64 B 12 

57 M 65+ C 120 

58 F 55-64 C 60 

58 F 35-44 C 6 

61 F 55-64 C 6 
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Table 1 (continued) 

Self-Disclosure 
Score Sex a Age Race 

66 M 45-54 C 

67 F 45-54 B 

67 F 65+ C 

68 M 55-64 C 

73 M 65+ C 

90 F 55-64 C 

93 F 65+ C 

N = 15 
a F = female and M = male

b C = Caucasian and B = Black

Data Analysis Related to 
Study Hypothesis 

Length Illness b in Months 

36 

7 

36 

18 

30 

60 

180 

This quantitative-descriptive study was designed to 

test the hypothesis that patients who have a diagnosis of 

cancer do not demonstrate a level of self-disclosure that 

is significantly different from patients who have other 

specified, chronic physical diseases. Data were obtained

on Greene's, R. (1964) Self-Disclosure Sentence Blank and 

a demographic data sheet. 



Table 2 

Partial Demographic Information for Patients 
With Specified, Chronic Disease 

Disclosure 
b 

Duration Illness 
Score Sex 

a 
Age Race In Months Diagnosis* 

43 F 45-54 C 96 c-v

47 F 35-44 C 84 Endo 

47 F 55-64 C 36 SLE/H 

49 F 18-24 B 108 Endo 
00 

51 F 35-44 0 12 SLE/H 00 

52 M 55-64 C 144 Arth 

53 F 65+ C 60 Endo 

54 M 45-54 C 96 c-v

55 F 45-54 C 12 Arth 

56 F 55-64 C 12 c-v

57 F 35-44 ·c 216 Arth 

58 F 25-34 C 408 c-v

58 M 45-54 C 156 Renal 

64 F 35-44 C 96 Arth 



Table 2 (continued) 

Disclosure 
b Duration Illness 

Score Sex 
a 

Age Race In Months Diagnosisc

65 F 45-54 C 276 Endo 

65 F 18-24 C 60 G-I

65 F 55-64 C 96 Endo 

65 F 55-64 C 180 c-v

70 M 55-64 C 16 Endo 

70 F 45-54 C 312 Arth 

N = 20 

a 
F = female and M = male 

b 
C = Caucasian, B = Black, 0 = Oriental 

c C-V = Cardiovascular, Endo = Endocrine, SLE/H - Systemic Lupus Erythematosus, 
and Hansen's Disease, Arth = Rheumatoid or Osteoarthritis, G-I = Gastroin-
testinal 
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In examining for significant differences between and 

among the sample's group A and group B subjects, the self­

disclosure scores obtained on the study instrument were 

ranked and a t  value calculated. Because the number of 

subjects, 35, was outside the limits of the table for the 

Mann-Whitney Test a I value was calculated and a table of 

normal distribution consulted (Snedecor & Cochran, 1967). 

No significant difference was found between the levels of 

self-disclosure of the two patient groups,!= 226.5, 

� = 1.45, P > .OS. Appendix K shows the self-disclosure 

scores and ranks of the sample. 

The subjects' self-disclosure scores in relation to 

gender were also analyzed for significant difference be­

tween the sample's two patient groups. The scores of the 

10 females in group A and the 16 females in group B were 

ranked and the t value calculated. No significant dif­

ference was found,!= 117, I> .OS two tailed. When the 

scores for the 5 males in group A were ranked with the 

4 males in group B, no significant difference was found, 

t = 17.5, T > .OS two tailed. 

Because no significant difference was demonstrated 

between the self-disclosure scores of the sample ts group 

A and group B subjects, nor between their disclosure 

scores when the variable of gender was applied, the 
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hypothesis that there would be no significant difference 

between ·the level of self-disclosure of the adult, non­

hospitalized patients who had a diagnosis of cancer and 

patients who had specified chronic physical diseases other 

than cancer was not rejected. 

Additional Study Findings 

Several findings from the analysis of data appeared 

relevant to the study purpose of establishing an index of 

�elf-disclosure among the group of patients who had cancer 

and the group who had other specified chronic physical 

diseases. The subject's ages in relation to self-disclo­

sure was one of the variables examined. Although the . 

sample ranged in age between 24 and 65 years and older, 

none of the males was younger than 45. Also, all of the 

. group A subjects were 35 years of age and older. In group 

A, a comparison of the self-disclosure scores for sub­

jects 35 through 44 was made to subjects who were 65 and 

older. No significant difference was found, t = 8, T > .05 

two tailed. In group B, the self-disclosure scores of 

subjects aged 18 through 24 years were compared to those 

of subjects aged 55 through 64 years. No significant dif­

ference was found,!= 14, I> .OS two tailed. When the 

sample's 35 through 44 year old subjects' disclosure 
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scores were compared to those who were 65 and older no 

significant difference was found, t = 27 
-

' 

tailed. 

T ) . 0 5 two 

Race was another variable analyzed in relation to the 

sample's self-disclosure scores. Group A had 13 Caucasian 

and 2 non-Caucasian subjects. When these subjects' dis­

closure scores were ranked no significant difference was 

found, t = 14.5, T > .OS two tailed. Group B had 18 

Caucasian and 2 non-Caucasian subjects. When this group's 

disclosure scores were ranked no significant difference 

was found, t = 9, T > .OS two tailed. 

The mean self-disclosure scores for both the males 

and the females in group A was 63.2, or third level 

responses on the study instrument utilized. In group B 

the mean self�disclosure score for the females was 56.86. 

For the males in group B the mean score was 58.5. The 

mean scores for the females and males in group B were 

classified as second level responses. Although group A 

had 5 males and 10 females, and group B had 4 males and 

16 females, when the self-disclosure scores of each 

group was categorized according to sex and ranked, the t 

value was 38 for both. In neither group was this a sig� 

nificant finding, T > .OS two tailed. In using gender to 

examine for significant difference in the level of 
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self-disclosure for the sample none was found, t = 141.81, 

z = .7608, E_) .05. · 

The outside-of-household contacts for the sample was 

examined to determine if a significant difference existed 

between the self-disclosure scores of patients who reported 

an increase of contacts as compared to those who reported 

a decrease. For the sample, two males and four females 

reported an increase in.their number of contacts, and two 

males and three females reported a decrease. The sub­

jects' self-disclosure scores were categorized, ranked, 

and a t  value calculated. No significant difference was 

found,!= 22.5, T > .OS two tailed. 

Other study findings which were not statistically 

analyzed concerned subject participation. While slightly 

more than half (56.45%) of the subjects who returned the 

signed consent forms completed and returned the study 

questionnaires, a proportionately larger number of females 

appeared to be in the sample than males. Three females 

were represented for every male who was represented. In 

the identified study population, from which the sample 

was obtained, as well as in the return of consents to 

participate, the male-female ratio had been approximately 

one male to each female in group A, and.one male to every 

two females in group B. Also, among the group R portion 
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of the sample no subjects with a diagnosis of a respira­

tory disorder returned the study questionnaires. 

Summary of Findings 

In this study of 35 patients who had specified 

chronic physical illnesses, nonsignificant differences 

were found between the sample's group A and group B sub­

jects in their self-disclosure scores, and in relation 

to their disclosure scores and gender. Therefore, the 

study hypothesis that adult, nonhospitalized patients who 

have a diagnosis of cancer do not demonstrate a level of 

self-disclosure that is significantly different from 

adult, nonhospitalized patients who have other specified 

chronic physical diseases was not rejected. 

Nonsignificant differences were also found between 

and among the sample's self-disclosure scores in rela­

tion to the variables of age, race, gender, and outside­

of-household contacts. Other study findings were that 

the females in the sample outnumbered the males three to 

one. Approximately 50% of the subjects who returned their 

consent forms completed and returned the questionnaires. 

Summa·ry 

This study tested the hypothesis that adult, non­

hospitalized patients who have a diagnosis of cancer do 
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not demonstrate a level of self-disclosure that is sig­

nificantly different from adult, nonhospitalized patients 

who have other specified chronic physical diseases. The 

study sample was 35 patients. The 15 subjects who had a 

diagnosis of cancer were assigned to group A. The 20 who 

had one of seven chronic diseases other than cancer were 

assigned to group B. Data from the subjects were obtained 

on Greene's, R. (1964) Self-Disclosure Sentence Blank and 

a demographic data sheet. The Mann-Whitney Test was 

applied to the data to analyze for significant difference 

between and among the two patient groups. No significant 

difference was found and the null hypothesis was not 

rejected. 



CHAPTER 5 

SUivIMARY, CONCLUSIONS, IMPLICATIONS, 

AND·RECOMMENDATIONS 

This quantitative-descriptive study examined 

Jourard's (1964) concept of self-disclosure as it per­

tained to adult, nonhospitalized persons who had cancer 

and other specified chronic physical diseases. The 

hypothesis of the study was that patients who have a 

diagnosis of cancer do not demonstrate a level of self­

disclosure that is significantly different from patients 

who have a di�gnosis of other chronic and potentially 

debilitating diseases. The study sample was drawn from 

the patient files of a private medical internist and a 

general medicine out-patient clinic located in a United 

States Army Hospital. The physician's office and the 

clinic were located in the same geographical area. 

A method of convenience was used in choosing the 

sample. All patient files identified by the private 

medical internist and the head nurse at the clinic were 

screened to determine if the patients met the criteria 

for sample selection. The sample contained 35 males and 

females who ranged in age between 18 and 65 years of age 

96 
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and older. All were being seen by their respective 

physicians at least once each 6 months for treatment 

and/or reevaluation of their diagnosed physical conditions. 

Although the majority of the sample was Caucasian, Blacks 

and persons of Oriental descent comprised a small portion. 

The instrument used in the study was Greene's (1964) 

Self-Disclosure Sentence Completion Blank. A personal 

data sheet accompa�ied the instrument. The study sub­

jects received and returned the letters concerning the 

study, the consent forms, and the study questionnaires 

via mail. The study subjects were assigned to Group A if 

they had a diagnosis of cancer, or to Group B if they had 

1 of 7 chronic physical diseases other than cancer which 

had been specified for the study. Fifty-six Group A sub­

jects were sent letters briefly describing the study and 

consent forms to sign if they might be willing to partici­

pate. Twenty-nine signed and returned their consents and 

15 completed and returned the study questionnaires. Sixty­

seven Group B patients were sent letters and consent forms. 

Thirty-three signed and returned their consents and 20 

completed and returned the questionnaires. 

Data obtained from scoring the instrument were 

analyzed by the Mann-Whitney Test. Nonsignificant dif­

ferences were found between the sample's Group A and 
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Group B subjects in their self-disclosure scores, as well 

as in relation to their disclosure scores _and gender .. 

Therefore, the study hypothesis that adult, nonhospital­

ized patients who have a diagnosis of cancer do not 

demonstrate a level of self-disclosure that is signifi-. 

cantly different from adult, nonhospitalized patients who 

have other specified chronic physical disease was not 

rejected. 

Discussion of Findings 

The nonsignificant findings of the study might have 

been related to several factors. The use of only one 

study instrument may have decreased the chance for 

determining validity of the findings. A disproportion 

of males to females, Caucasians to non-Caucasians, and 

in the age categories of the subjects may have meant the 

sample was not typical of patients who have a diagnosis 

of cancer and other specified diseases. 

However, the idea that cancer patients are different 

than other chronic illness patients regarding self-dis­

closure may not be supportable. A review of research 

studies (�erglund, 1976; LeShan, 1966; Myer, 1977; Prophit, 

1974; Singer, 1973; Thomas & Durszynski, 1974; Vignos et 

al., 1972) and literature (Goffman, 1963; Headley, 1979; 
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Jourard, 1971a; Selye, 1976; Strauss, 1975) seemed to sug­

gest that people who have chronic physical illness, no 

matter what its nature, have certain psychological vari­

ables in common, use similar defense mechanisms, and face 

many of the same difficulties in coping with their disease 

processes. 

It was observed the number of study questionnaires 

returned was less than what might have been expected in 

relation to the number of consents returned. Self-dis­

closure has been defined as being a verbal interaction 

between two people (Cozby, 1973; Derlega & Chaikin, 1977; 

Goodstein & Reinecker, 1974). It has been suggested 

people disclose to those whom they trust (Altman, 1973; 

Jourard, 1964, 1971a, 1971b; Jourard & Friedman, 1970; 

Rubin, 1975), while they are still relative strangers to 

one another (Altman, 1973; Derlega, Wilson, & Chaikin, 

1976· Rubin 1975) and to those whom they. perceive as 
' ' ' 

having some degree of power over them (Johnson, 1977;

Prophit, 1974; Slobin et al., 1968). Thus, it might be

that the lack of face-to-face, verbal contact between the

subjects and the investigator decreased the questionnaire

response rate, which may have had an effect on the find-

ings. 
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Conclusions 

Because of the nonsignificant findings of the study, 

the conclusion was that adult, nonhospitalized patients 

who have a diagnosis of cancer are not significantly 

different in relation to self-disclosure than adult, 

nonhospitalized patients who have other specified chronic, 

illness. 

Implications 

While the findings of this study were nonsignificant, 

much of the related literature seemed to support the 

thesis that a relatively large number of persons working 

in the health care system are often unresponsive to 

patients' emotional needs, and frequently seem to have 

a greater concern for cure rather than care of illness 

(Brown, 1966; Craytor et al., 1978; Duff & Hollingshead, 

1968; Feldman, 1974; Fiefel� 1971; Hoover, 1975; Krant, 

1976; Parsons, 1977; Strauss, 1975; Schnaper, 1977). 

Therefore, knowledge of self-disclosure among persons 

who have physical illness would seem to have pertinence 

for health care professionals. However, the dearth of 

reported data available concerning self-disclosure among 

persons who have known physical illness, and the non­

significant findings of this study demonstrate that norms 
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of self-disclosure are not yet available to those who 

might use the concept in a holistic approach to patient 

care. 

Recommendations 

In this study of the levels of self-disclosure 

between and among adult, nonhospitalized persons who 

had a diagnosis of cancer and other specified chronic 

physical illness, ·the null hypothesis was not rejected. 

Because only one study instrument was used, therefore, 

possibly not accounting for intervening psychological 

variables that may have had an ·influence on the subjects• 

responses to the instrument, it is recommended the study 

be repeated using a second instrument for internal 

validity of the findings. Speilberger's (1966) State­

Trait Anxiety Inventory, or the neuroticism (�) scale of 

the Maudsley Personality Inventory (Kissen, Brown, &

Kissen, 1969) might be appropriate. 

Repeating the study in an area where a large patient 

population is available is also recommended. The avail­

ability of a large patient population might produce a 

sample of cancer and other chronically ill subjects whose 

demographic variables are more equally balanced. A sample 

with more equally balanced variables might increase the 
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possibility of demonstrating or refuting the conclusion 

of this study that patients who have cancer are no dif­

ferent in relation to self-disclosure than patients who 

have other chronic physical illness. 

While the literature of self-disclosure reviewed 

for this study contained some contradictions concerning 

the kind and amount of disclosure people give, all the 

study methods described included some verbal, face-to­

face contact between the subjects and the investigators. 

Therefore, it is recommended any repeat of this study 

also include the variable of interpersonal subject­

investigator contact. 
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INDIVIDUAL DATA Sr.:...:.T 

?lease answer the follo;,i.ng questions by placing an Y. in the boxes Ooelow that 
:iescri be you, 

1. Sex: 0 Male O Female 2. ft-se= 18--24 □ 25-J4 D 3.s-44 □

45-54 0 55-64 O 65 & old.er D

3. Marital 3tatus:

D Ma=ied D Widowed [J Separated O Divorced O Single (never ma:-ried)

4. Race: D Caucasian (Whlte) 0 J..fro-Ame::-ican (Black) 

0 Spar:.ish-st.:rnan:ed (Hexican-American, Chicano, etc.) 

0 Ame::-ican Indian 

D Other (specify) __ _

5, Employment: Full-time means 35 or more hoi.;.ys/week; part-time means less than 

D Unemployed at the present time 

35 hocrs per week, 

0 Full-time employed 

D Part-time employed D House;,"ife who does not work outside 

0 Reti:r-ed

6. With ;ihom do you live?

□ Spouse (husca.'ld or

□ Spc�se (hus·::;,md or

D Spouse (hus·ca.'ld or

fTandcr.ild.ren, etc. 

of o;,11 home 

wife) only 

;,i.fe) a.'ld minor cr:.ild.ren 

Kife) and other relatives--pa�e�ts, 

0 Relatives [J3y myself O ?riend(s) 

gro,m

7, How �any people live in your household on a permanent-basis? 

0 1 (u:yself only) 

D 2 

□ 3

□ 4

□ 5
D 6 or more

children, 

C. Since you have Cee� seeing you= Qocior for your prese�t health problem, do

you see ::r-i ends a.'ld. relatives who do not live ·�i. th yo:.l:

0 Mo:?:"e of:.en

0 Less ofte�

0 No cr-,ange

0 I don't 1--:.o;;
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GREENE'S ( 1964) SENTENG COMPLETION 3LANK 

Inst:r-uctions 
T:rl.s sentence completion blank is designed to help gain an understanding of 

your basic feelings concerning yourself and your personal ;;orld. Please complete 
these sentences to ex-press vour real feeli��s, trying to be as frank as possible 
about matters which are personally importa.�t to you. This is not a test so spell­
ing a..,d grammer are not impcrtant. Also you may take as much ti�e as you need to 
answer the questions (most people do them in abo�t JO !!!inutes), but your first 
response is probably the one that you really :eel. ?lease feel free to N-rite any 
comments you have about any of the questions on the back of this paper. !ha...k'you. 

Try to do every sentence, Be sure to make a c0mplete sentence. 

1. Sometimes I

2. I can't
---------------------------------------

J. There have been times when

4. My biggest problem is-------------------------------

5, I secretly 

6. I feel

7. Loneliness-------------------------------------

8. I feel guilty

9. I have an emotional need to

1 o. 
.,. regret .!. 

11. I hate

12. I 211l afraid 

13. I

14. I am best when 

15. I am worst when

16. I need

1 ,.., 
.;.. (. I puriish mysel:

18. Sex-..ial thoU£hts

19. I often -..iish

20. I am hurt when 
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Name of Investigator: 

Address: 

Dear 

Law-,._on, 

Oklahcr.ia 73501 

:-1s.. Dur nett: 

Your study entitled 

108 

llum:in Hcsc::irch CoinmittL:e 

Beverly A. nurnet� Center: Dallas 

Date: 

The level of Self-Disclosure of Adult Norux:,sµi�lized 
Ca.nee= arc o:..11er C:-ira:ticallv T11 'O;,+-; O,"\+-s 

has been revic,.-cd by a committee ·of ·the llu:ntln··Res-carch Revie\1/ Committee - 1 

and it appears to 8eet our requirements in regard to protection of the 

individual's rights. 

?lease be rerainded that both the U�iversity ::ind the Department 

of Health, Ec.::..:caticn and Welfare regulations require that written 

consents must be cbtained from all hu�an subjects in your studtes. 

These for�s raust be kept on file by you. 

Furthermore, should your proje=t change, another review by 

the Coramittee is r�quircd, according to DHEW regulations. 

Si:1ccrcly, 

_t.l ... . 
--�---"L,...., 

Ch3ir�an, �:..:�::in Research 
R. e vi c 1

r\· Co ;..:r. i t t c e 
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TEX,\P HDr'.A!-1 'S Ul:IVERSITY 
COLLEGE OF iJU?.Sii1G 

DE�ITON , TEXAS 

DALLAS CENTER iiOUSTOil CE?rTER 
1810 Inwood Road 
Dallas, Texas 75235 

1130 :,,1. D. Anderson 31 vd. 
Houston, Texas 77025 

AGEr:cy PEP.MISSION FOR COl-!DUCTI:!G STUDY* 

THE 

GRANTS TO 3everly A. 3urnett 

a studen.:; enrclled .. n a ::,ro�ram of nursing lea'ding to a -Master's Dee:r-ee at 
Texo.s \·:omar. 's Univ<?rsit:;; the privilege of its' facilitie--s in order tp 
study ,;he follo,..in•:; problem: 

The Level of Self-Disclosure of Adult Nonhospitalized £ancer and -
1. 

Other Chronically Ill Patients 

The condi t ior.s :!r,rt:..all:/ agree:i upon a.re :is follo·,;s : 

1. 

2. 

3. 

4. 

5. 

'i'te age.:1c::;� {:nay not) be ident.i::'ied i:: the :·ir.al report. 

The r.anes of .::onsultative or a�inistrative :;,e::-scr.nel in the 
afi:e:1cy � '.oa:; not) be identifiec. in the final .!'"eport. 

The ac:enc:.· (_�:ants I f·, r :;::;:;;:;,bE-:-� co:1fe:-ence with the stu­
dent when t:rr: ,e:port is completed. 

The 2.1;ency'. is (wEling) '.z. ;±-s?:1 � allow the co::ipleted
report to ce c::.rculatecl tnro·..igh inter.library loan. 

Other: •-,:; l{..' ,t/-....:.=,•,,.""'

�---� 

@ rt ,,. -
Signatu\� cf AGen\y Pe�scnnel 

_ n .r.{L (> tt 1\ )< l :� � ,(.0 t1-

*�ill out and sign t�ree copies to be distribui;ed as follc�s: Original-,
S;udent; first c;:,,y -=-aiency; second copy - T. \i. U. Coll et::;e of ;1ursing. 
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7:SX,\S HQt'.AJ! 'S ur;IVERSITY 
COL;:,i::GE OF ::u?.S:i::ilG 

n:::;,'TOi, , TE.V.AS 

nOUSTOi: CE:!TER 
1810 In�ood �oad 
Dallas, Texas 75235 

1130 �.D. Ar.derson Blvd. 
Houston, Texas 77025 

THE Revr.olds Arn" :-:osni tal 

GRAi�TS TO i3evc:::-l v 1,. �t.::rnct t 

a student e:1:-olled .. n a prGgr� o� nu!"s �r..� 2.eedi�g to a �-1aster 1 s De13ree at 
Texas Woma�·s Uni�ersi-;;y, the privilege of its facilitie3 in order to 
study -::he follo,.;in:0 proble:i.: 

The Level cf Self-Disclosure of Adult Nonhcs�italized Cancer and
·' 

-
i 

Other Chronically Ill Patients

2. 7.'1£' """?:....,o:::: of" 

af<:ency (;,,a�·; 
personnel in the 
fina2. ::-eport. 

...,. 
Tl1e aGc�c�... ( �•ia.nt s � � . _ _ a ; ◄-< ) :'°.;. 

dent w;;e� �:�':: rc;:iort is ccr.iplet.ed. 
:onference .. .  .:+;.. 

W.I.. 1,,, • .0. the stu-

4. T:'1e a,;e!1CY is (vri.2.ling) (<. t Qil• ... ) ·:c e.2.2.ow the c�z:1pleted
�epc::. to be ,:::.:-cula�ed. t:lrc•-1.g:-: i�1t�!"2.i.b:-ar:r lean.

5. O�her: ________________________________ _

��i,l cut and s•"n ��•aa -ooiec to be distribut.et as follc�s: OriGinal 
• - - ..., •:: �

--

--- - • - - , T " l ... 

Studer.�; first copy .. �:;ency; second copy - T .,, .t,. Cclle(;e 0: ;'lursi::g.
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TEXA3 �OMAN'S UNIVE.PSITY

Consent To Act As A Subiect ?or A Research Study 

The follow�ng i�_formation is to be read by the person B.£'='eeing to participate: 

1. I hereby authorize Beverl·r A. 3t:_"r7Jett, a gradti2.te stuient at Texas �onan's

University to send me two sheets of paper that contain questions I can

fill out in my own home.

2. Mrs. Bu:rnett included a letter w�th tr�s consent form ex:plaining the study,

J. I u.�derstand that answering some of the questions may �ause me to feel

self-conscious.

4. By answering the questions I may get a better understanding of myself and

be able to give nurses a better understanding of people who have health

proble�s siIT�lar to r.�ne.

5. Yirs, 3u:rnett has o:fered to answer any questions about the study that I

might have, I understand that I may stop ny participation in the study

at any time.

Subjects signature 
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..... 

July, 26, 1978 

'.!'his letter is to introduce l";rs. 3everly :Burnett, a m.1rse _doiri.g 

a special study on the feeliP-€S of patients who have certain illnesses. 

As a :parl of the study ?'a-s, Bt:rnett ·,.;ouJ.d like to send you two question-

naires �hich you can fill out at heme, The answers "�11 be kept in con-

fidence, and I do net plan to review the a..'1s .. e:::·s--just the final result. 

I ·oel a eve we as :physicia.."ls �us-;:. t:r:,• to deal with the feelir.gs our

p2:t.ients have i!l 2.aciition to their med..icc.l pro·ulems. Incl;..16.ed ·"'i..7.h th.is 

letter is one frcm r�s. 3urnett, 2lo�-£ ��th a form for you to s�gn if 

you rd.11 assist he:::- in this study. 

T�a..'1..�s very much for your ceoperation. 

Sincerely yours, 
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Dear 

In his letter Dr, told you a little about me and the study I 

am doing. I am a graduate student at Texas Woman's University and the study 

is part of the requirements for my masters degree in nursing, As a nurse I 

believe that a better "o.Ulderstanding of the feelings of people who have a 

health problem will help doctors and nurses to be more sensitive to the needs 

of all patients. By participating in the study you may learn more about your 

feelings and also assist those of us in the health-care professions in provid­

ing better service to our patients. 

With your permission I wouli like to send you two sheets of paper-conta
1

in­

ing questions which you can fill out in your own home. Your decision to fill 

out these questionnaires-is voluntary and will not affect your relationship 

with Dr, Leckman in any �Y• 

Although I will need your consent before I can send you the study 

questions I can guarantee you that because no identifying letters or numbers 

w�ll be on them, and you would receive them several days after I have received 

your consent back from you, no one can match you personally with anything you 

write on the sheets. Also I will not use your name or identify you in any way 

in the study; nor will I make any effort to contact you by phone or in person, 

· If you �11 assist in this study, please read and sign the enclosed

consent form. A stamped, self-addressed envelope has been provided for you 

to return it to me, After I receive your consent I will send you an envelope 

containing the questions. It takes most people about JO minutes to answer 

them. 

Thank you for taking time to read. these letters. I hope you will decide 

to assist in this study by allowing me to send you the questionnaires. 

Sincerely yours, 

��•R:::! // 
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December, 1978 

Dear 

Nu=ses are interested in helping people to improve their health. They 

are becoming increasingly intereste� in finding ways that they ca.� help people 

who have health problems �ut who are not in the hospital. One �c.y to do this 

is to conduct a study. �!y na.Jne is :3everly :Burnett. I am a :::-egistered nurse 

(RN) worYing on arr.asters degree at Texas �oman's Ur�versity. Dr. Eirk, the 

medical o:ficer in charge of ?.eynclds P.:rmy Hospital, has given pe=mission for 

me to send letters to some of the patients who are seen at the General Medici�e 

out-patient ·clir�c. This letter is an invitation for you to participate in this 

study, 3y participating in the study you will learn more about your own feel­

ings and also help those of us in the health-care pYOfessions to have c. better 

knowledge of people who have health problems. 

The study has been set up so that a::ter I receive your consent I -.,-j_ll 

send you two sheets of paper that contain questions you can fill out in your 

o�n �ome. Your decision to Farticipate is voluntary a.�d w-j_ll r.ot af�ect the

services you receive at Reynolds P.:rmy nospital. If ycu choose to take part

I -.,-j_ll need yotrr written consent, b�t I ca..� guara�tee that your name will not

be used in any -..c.y in the study, a..�d that no one will be able to recogr..ize

you by your answers on the questionnaire sheets.

If you ;,ill take pa..� in the study, please rea.i a..�d sign the enclosed 

car.sent form, A staJn?ed, self-addressed envelope has been provided for you 

to return it to me. Af'ter I receive yoll.!:' consent :om I ��11 send you an 

envelope that contains the questions, It takes most people about JO r.�nutes 

tc ar..s\,.;er -:hem. 

T:.ar...Y. you for ta..'td.ng t::.ree to read t!:is ::::.e-:-:er. ! ho:pe you ;.i.11 decide 

assist in the study by allo��ng me tc send ....

,.,.:-1,e sr-.eets. 
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Dear 

Tharik you for your consent to assist me in this study, �nclosed 

you �ill find two sheets of paper, One is called an Inci..ivid�al Data 

Sheet, the other is titled Greene's (1964) Sentence Completion 3lank. 

The instructions for filling out these papers a�e prir.ted at the t�p 

of each one. There is also a st21r,ped, self-addressed envelope for you 

to return them to me. In order to guarantee t�.a.t I nill not be able 

to identify you, please do not sign your name to either of the shee-:.s. 

Eeca�se your name �ill not be on the sheets, and no identifying letters 

or nunbers are on them or the envelope, there is no Kay that I will be 

able to identify you ;..ith what you wr-.te. This is not a test so please 

do not be concerned about your spelling or gT�T.mer. 

If you are interested in receiving a copy of the early findings 

of the study you may nTite me after and I ;,ill be glad 

to forw-a.--d. this to you, However, because I w�ll not be able to 

your answers from those of the other peoFle who are also assisting in 

the study, I will not be able to tell you how your answers ccffipared to 

theirs, If you care to see the completed st�dy it will be available in 

the c��eron University Libra..ry after August, 1979, It will be listed 

under my name. 

Again I wish to tha..Tlk you fer assis�ing me �n this study. 
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SELF-DISCLOSURE SCORES AND RANKS OF PATIENTS WITH 

CANCER AND OTHER SPECIFIED CHRONIC DISEASES 

Group A Group B Group A Group B 
Scores Rank Scores Rank Scores Rank Scores Rank 

40 1.0 43 2.0 67 28.5 57 15.5 

44 3.0 47 4.5 68 30.0 58 18.5 

52 8.5 47 4. 5 73 33.0 58 18.5 

54 11.5 49 6.0 90 34.0 64 22.0 

57 15.5 51 7.0 93 35.0 65 24.5 

58 18.5 52 8.5 65 24.5 

58 18.5 53 10.0 65 24.5 

61 21.0 54 11.5 65 24.5 

66 27.0 55 13.0 70 31.5 

67 28.5 56 14.0 70 31.5 

N
l 

= 15 N
Z 

= 20 
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