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. ABsTRaCT ¢ . i

\ C . O -

| Tlus study exammed intensive care nurses percepnons of thc meaning and use of

touch.in thc mtenswc care ynit (ICU) Thc study was conducted usmg the methods of

\

Aethnoscrcnce. ethnography, and grounded theory Intemcws with etght expcnenced ICU

nurses from the same ICU ofa large urbén hospital were the major source of data.
PMClpant observauon was also conducted in the ICU of a second urban hospital.

, v:i_he’flpdings of this smdg indicate that touch is used as a nursing stratcgy LY ‘mget th ‘
needs of both patients and nurses. In this study, the dimensions of voice, affect, posture,
and ex%totional contact were identi\ﬁedjin addi'tion to skin to é_ld‘n contact, whcreas to/ugM\as
traditiohaily been deﬁncd as skin to skin contact. The kinds of touch, norrnativc patterns of

touch w1thm the ICU and the touchtng process were descnbcd

. Three kinds of touch were iderftifica: touch to communicate canng (Carmg touch)

touch to accomplish a task (task ouch) and touch to protect the patient anJor nurse

(protcctwc touch). thhm this groupmg there are five sub;scggrcgatcs. comforting,
encouraging, working, controlling, and distancing and 27 discrete types of touch identified
‘as components of these sub-seggregates ‘ |

Normative patterns of touch w1thtn the ICU were elicited. Three largc and complex

| groups of variables, nurse, datly (contextual), and patxcnt, .combm and interact ina
* dynamic manner to determine the particular touching style of the ICU nurse in any given

" situation. These patterns of touch represent the first description‘of nurses' touching norms

located, and as such begin to inform us &s to the mechanisms of touch as a nursing strategy .
in'the ICUy \ oo | | |
The ugc of grounded thwry resulted in the 1dcnuﬁcauon of a leamod touching process -

~ and the process by which nusses acquire a touching style. Inu'.msxc to both of these




o : S : Ve~
proccsscs is the core process variable, cucmg By cueing, the nurses determines the kind
and typc of touch she will use in eagh enoountcr Descrrpuon pf these proccsscs, which
have not been previously reported, begin to mform us about how mirses touch, and how .
they learq to touch. Both ar‘e/ cnucal toan undmtandmg of normal wuchmg, and "
subsequently to the;ﬂhhry to teach nurses about touch, eyaluate ns cffoctwcncss. and

1

fCCOngC ‘deviations in its use.

\
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"What is REAL? . . . Does it mean having things that
buzz inside you and a stick out handle?"

"Real isn't how you 4re made," said the skin horse. "It's
a thing that happens to you. When a child loves you .
for a long, long time, not just to play with, but REALLY
loves you, then you become Real." - .

"Does it hurt?" asked the rabbit.* &

"Sometimes," said the Skin HorSe, for he was always -
- truthful. "When you are Real you doni't mind being hurt.",

- "Does it happen all at once, like béing wound up," he asked,
"or bitby bit?" - ~ L ,

"It doesn't happen all at once," said the Skin Horse. “You

become. It takes a long time. That's why it doesn't often

happen to people who break easily, or have sharp edges, or

who have to be carefully kept. Generally, by the time you are Real,
most of your hair has been loved off, and your eyes drop out and

- you get loose in the joints and very shabby. But these things .
don't;matter at all, because once you are Real you can't be ugly,
except to people who don't understand . . . once you are Real you
can't become .unreal again. It lasts for always." ‘

The Velveteen R'abbiti _

.



ACKNOWLEDGEMEN% o

. N \
The first acknowledgcmcm must go to.the nurses who pamcxpated in this study. Their

unsc‘l'ﬁshness, honesty, and their stmgglc to help me understand touch are the foundation of
this thesis. They excmplify the humah dxmensmn in an area that is often inhuman, "

The second acknowledgement gocs to my thesis: commmec“ "To Dr. Jartice Morse for
her msxghts persistence, and guxdancc--and for letting me work mdcpcndcntly To Dt.»
Marion Allen for listening, rcadmg, for her laughtcr and fx1¢ndsh1p, and for cncouraygeme;t
when it was most needed. To Dr Norah Keagng for provxdmg fresh perspccnvcs and for
her kindness. Y

Th1rd I would like to acknowlcdge the gcnci‘ous fmancxal support of thc National -
Hcahh Research Development Program (NHRDP) and the Canadxan Nurscs"Foundauon
"(CNF ) ‘
Fourth, 1 W1sh to acknowledge the bits and pieces of insight and cncouragement from
~ the women | had the good fortune as a graduate student to encounter: Peggy Anne Fncld
Phylhs Giovannetti, Mmam Hnschfcld Carolyn Pcpler Rozella Schlotfelt (to whom Iam
mdcbtcd for mtroducmg the term strategy into my thinking), and 'I'helma Wells. They each
. helped me to thmk. A special acknowledgement goes to Shirley- Stinson who believed from
the beginning that touch was important, who plantcd the historical sccd in my thoughts and .
who taught me to rcspect my abilities. ¥
' Fifth, I want to thank with love, Margaret G. McPhedran who is responsible for my
! choice of nursihg as a career. She instilled th; Acs:irc to learn and taught me muchlbout |
- pcrsonal and professionél mtcgnty Perhaps most mponantly Miss McPhedran cared about
| ‘measa person and then, as a nurse.

- Sixth, I 110 acknowledgc the eﬁ’orts of Lee Cech who spent endless hours typing

. N
my transcripts, who al\{.'ays had words of cncouragcmcnt, and who was not only consistent
A f, .
| , . ' ‘ .
J | :
/ _ ' : -



throughout my thesis, but as ell, throughout my graduate studies. 1 would also'like to
thank Pam Ratner for the hoyirs of e&idng and the gentleness with which it was done.
* Finally, T want 109 W ”
bcihg, real. during these pa.m two years. My new friends--Dave Shorten, Ann Lundy, Catixy
Carter, Barb Jines, Joy Johnson, Pam Ratner, and last, but by no means léast, Paula
Finlaysbn who listened patiently for many hours to my growing pains and who I feel very
fortunatc in having met. Marilyn Merritt, my oldest fnend for long dxsta‘ce support when
" I most needed it. Donna Maclntosh for her unwavcnng suppon and love dqnng many dark
hours. And fi nally. a spocxal acknowledgemcm to Pamela Sleeth who made suggestions:
about happiness that I sometimes found radxcal. who believed 1 would survive, and who
guided me patic'mly‘ through tcrrifying jungles that1 have come to know are my feelings.
Working at "gcttm g real” has been the hardest work of my hfc and the greatest joy of my . .

- graduate cducanon Itis also only a beginning. ,



11. LITERATURE REVIEW.

Reliability and Validity

TABLE OF CONTENTS
. ,

CHAPTER

1}

1. INTRODUCTION

Stztement of the Problem

The Context

Purpose and Rationale

Research Questions -

Theories of Touch

‘Variables Affecting Touéh
Effects of Touch

Touching Behaviors

Meanings of Touch

Summaryv

1. METHODS

. The Qualitative Methods

Ethnoscience

Grounded Theory

The Research Techniques

\

Interviewing
Participant Observation

Data Analysis

)

20 -
20

21
21

24
24
25



R

. Sampling ‘ L’
" General Issues of Reliabiliy and Validity L
’ | . Informant-Investigator Relationship . 28
Ethical épnsidmﬁons ’ - 29
. IV. FINDINGS: KINDS AND PATTERNS OF TOUCH .31
— + The Concept of Touch ' - ’ L 31
| Kinds of Touch 4
‘ ' Touch to Communicate Caring 34
>~y Comfon?g Touch - . ‘ 38
_Encouraging Tquch 44
Touch to Protect : _ 48 |
Controlling Touch ___- 54
Distancing Touch 59
’ Touch to Accomplig}; a Task 63.
) “ Activities | _ 64
R Wor},dhg Touc;\ p 66
Patigns of Touch " 72
“Nurse Variables -~ 74
Types of People 74
Types of Nurscs 75
Daily (contextual) Variables . 82
Daily Numé Variablcs‘
Daily Unit Variables 4 83
Daily Nmsé/Pa:ic_pt Variables - 84
Patient Variables - _ 85

82 -



R > Facilitators of Touch

4 AN

Inhxbltorsof'l‘duch : CoT '89_ e

) Mlxchffe\,tsonTouch S B SRS - S

"

V. ,FNDIN“Q"?/PROCESSAND,FIELDWO_‘RK SRR T
» ' ‘.?-'I'heTouchmgProccssl SRR . RS 103

Connectmg R - S e el

o

AcqumngaTouchmgStyle : i » S R 108

| Leammgto’l‘ouch PRI IELE 08

Cultural Background ST - 1100

NursmgSchool SR o o3

T Wetk Lt e e 14
Tthntcgratchodcl S 16 -

TheFleldwork N R Y Y

vx DISCUSSION e e )

Crmque ofthe F’mdmgs e e o . - ":-.',,121’_»'

) - The Conceptuahzation ofTouch SR ,/ L : :'1‘21:'
" e KxndsofToUch L - - \1// PR 124

Canng Touch

. AL 126
TaskTouch NN S A '1;28.‘_, ,

Protcctlchouchl‘v SRS - e - 'A13'0.

PatternsofTouch o ,' — v e 133

‘TheProccssesofTouch - 138

Cuemg e LY 139



%

Personal Space..

DR Learning to Touch

Crmque of the Iz'lethods .

Methods /

‘ Tecnniqdes

Interviewing .
o
Fieldwork

Sy e Ly
Implications ’

Future Research

Ad_]uncts to this Study

Methodologlcal Imphcatlons |

e Future Areas of Study

Nursmg Educanon

7 Nursmg Practlce/

General Imphcauons ;

Imphcanons for'ICU

“

- .Summary ot“\‘me Study -

157

: 'BIBLIOGRAPHY | i
APPENITTX A: Consent Form for Nurse Intervrews ) _ _

: APPENDD( B Consent Form for Nurse Parucxpants (ﬁeldwork)

APPENDD( C: Consent Form for Panents/Farmhes (ﬁeldwork)

‘v%\.:,', TR

_ 140
140

143

143
144

144
145

147
14T
147
147
148

150

151

151

152

154

17V

/-

167 /

169



' LIST OF TABLES
\  Descripion

Biographical Charactcriéﬁcs of the Informants

. . K3
»
\ .
et . X .

a
. v
.
»
. M
w
-
— P
.
MY
.
.
f
’ .
W
[P S -\.
o
- -~ -
. ) . ~
: &
>
Q . .
\
.,
.

E}a’ge
23

»




-

LISTOFFIGURES

Figure | - _ Pagc; |
1 | "I‘axonomy of the kinds of touch e 3_5‘ ‘
2  Variables detexminiiigfpams ofouchilg’ T3,
3 : Theproccs;sfof burn out - .“ o \ o 78
4 | ’Fgéilitatoré ;ft%géﬁ . . _ . : S 86
5 " Inhibitors of touch R 90
6 - | Mixcd_effecwe{riaibie§ - | o 95
7 The éérxiponents of cueing - ' o 102
8 The touching process o o 104
9 Acquiﬁngatouchihg;tylc o [ (I



L INTRODUCTION - .
. ' oo “ !
- Statement of the Problem :
“The srgmﬁcancc of touch to. ammal and human development is wcll documented

(Harlow, 1974; Montagu, 1986). Iti is now accepted that touch is the most prtmmve of the .
_ senses--potent in its ability to fundamcntally affect multiple duncnsrons of the human 4
experience. To touch or o be touchied is an act carrying complex physrologtcal messages
- and complex psychosoctal meaning (Burton & Heller, 1964; Frank 1957; Wetss, 1979
. 1986) Although little is understood in either the ph?srcal or the emouonal dunensrons itis . :
relatively easy to speculate that the' mechanisms of touch can function positively or |
negatively. Freeman writes that "a healthy, p&ducﬁvc life includes loving, human touch, .
which heals soothes, nurtures and ‘afﬁnns the self" (1986, p. i) and Older~(1982) devotes a

“’a et
chapter to "touch gone wrong " Touch then isnota dJspassmnatc human act Itcanbe ,

£

umquely meanmgful to human beings.

Touch fs'the comerstone of nursing prac e. An historical search of nursing literature
~ for tnfonnation on the use of touch m nursing practice (Estahr:ooks, 1987) revealed that
| touch was intrinsic to nursing far(acticﬁe,"but intplici{ in mé writi'ng' of nurses. The fact that
the n'ura:in g profession accepts-dtat touch is étgniﬁcant- to nursirtg ]Sractice i e‘vikdent in
: nursin gs*-’nneaningful contribution to the relatively 'small body of literature on touch. Y‘et-
adequate theoreuoal and pracucal understandmg eludes ns. Peplcr advances the idea that *
- "the study of touch mcorpomtes multtple dimensions of man" (1984, p 4). 'l'he ltterature

‘on touch when cxammed reveals srgmﬁcant gaps--dtmensrons that have not been studied.
v Knowledge about thc effects of touch is equtvocal little is known about the touchmg |
; behavxors of nurscs, and the vartables and condmons that affect the amount and kmd of
‘touch have not been cxplfcated Further, and more senous touchmg has not been studred
“that is, we do not know how nurses execute the act of touchmg.} If we do not-understand

how nurses touch, including the multiple factors that mediate this process, then we do not
7 ¢ &
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_ - . : 2
understand a substannal and sxgmﬂcan [p&gof nursmg pracnce E.xisting research reﬂects
an approach to the study of touch that, whxle it has been mformanve. has not addressed
dlmensxons most in need of exphcatxon o ) _ - .o

V ‘The Context '.

_ Intensxve Care Umts acu) have become mcreasmgly sophxsncated smee thexr

mcepuon in the late’ 1940s I-hstoncally this trend toward higher levels of technologxcal

funcuon and the attendant technologxcﬁl expemse required has been viewed posnyfely as.

. medicine has pushed permstently agamst 1ts traditional enemy. death However, a recent

“trend has deve10ped that can be traced to the publication of Nalsbxtt s (1982) book “
Megatrends Naxsbxtt called for "high touch in a hlgh tech world " This call has been taken
‘up by health care workers (CI'UISC & Gorenbcrg; 1985' Shaver, 1986) especxally in terms of

cnn(:.al care areas. The use of the term: touch in these references is used to denote the
™™ N »
human, caring qualities that are seen to have been lost thh the i mvasnon of technology

4

Martin Birnbaum, i inan ednonal appeanng m CrmcaI Care Med:cme statcd
, 'I'he rate and magmtude of the influx of techn@( ogy into the practice of CCM [critical
care medicine] has resulted in an increasingly complex environment: In many
instances, the nurse has become a data-gatherer rather than a care-giver, and the .
doctors responsible for the medical management of patients often seem to be *
performing decision making tasks using numbers to the exclusign of ‘manual, physxcal o
- assessments. The impact of these factors tends to decgease thelpteraction between -
~members of the health care team. We have become technically in ted and
. emotionally disinvolved. . . . The environment has been allowed to
. technologically intensive and care starved: high tech and low touch .
discipline is to survive in a way in which we want to continue to particjpate )
productively, we must work together to provide high touch (1984, 1006-1007)

There is a virtual absence of research on touch within the critical care context.

‘ Consequently; we do not know what mediates this direct, hands-on behavior of intensive

care nurses, an intimate huma behavior sanctioned by a society that also expects it.

Nursing has traditionally been associated with caring and nmmﬁng-, Historically these

O ) .- . - . N N _
. qualities have not been valued by society (Ehrenreich & English, 1979), and it is only

- within thé last twenty years that nurses have begun to systematxcally study canng asa

concept central to nursmg It seems that now. more than ever, such qualmes are n;eded in

<



the ICU , particularly -when increagngly sophisticaicd technology is bemg cxted as an
‘ mhxbuor to canng (Lemmger. 1986a) Itis dlfficult, if not impossible,. to lmagme nursmg -
' T wnhout touchmg, or to imagine that one human being touchmg another is not a potennally :
'f:,humamzmg a_ctwnh/? potennal‘to counterbalance the dehumanmng effects of technology
: -_‘l’he results obtained this study delineate the depth mgmﬁcance and purpose of touch as it
| is used by nurses in the intensive care unit. | b
| ) PurpOSe and Rationale |
- The purpose of this study was to examine touch from the perspective of intensive care
(ICU) nurses. Cultureinforms‘ behavior (Aamodt, 1_981), :hat is, there are rules (norms).
that serve as instructions to behave ina particular way (A/aniodtv 1981; Spradley, 1972)
| Nurses constltute a pan‘cular cultural system (Aamodt, 1981) and it can be argued that ICU
nurses form a further cxrcuxhscnbed cultural group. Soares (1978), using pamapant * )
| observauon aruculated norms. of nurses' behavior in an ICU. She described how members
of tlns culture used these norms and i in pamcular, low verbal usage to protect their status of -
being in eontrol. llutchlnson (-1 984, 1985) conceptuahzed a neonetal ICU as acultural - - .
s'yStem and argued that focusin g ona srnall- coxhponent of the larger society, is an acceptab]e |
and useful concept for researchers (1984, P. 82) Germain (1979) viewed a cancer ward as
c.a dlscrete sub-culture. In her review of the literature she ba#d her argurrlent for the
o . ;reatm;‘nt of cluuca.l umts as cultural ! systems on such wqu as that of Goffman (1961) and
CE Rmenmh (l 973) who treated entire institutions as s as discrete subcultures. K
EE (" vfhhe ICU is Qonceptuahzed as a subculture it follows that there are norms that serve as
, . intStructions for ICU nurses to touch in parucular ways, and a sh behef and value
' system, Many cultural rules are m:pliclt (Evaneshko &. Kay, 1982) and Soares (1978) has &
' Pifered evidence that ICU nurses have not only an 1mphc1t, but a complex code of behavwr
Quﬁltauve methods are umquely smted to examination of such nnphcn norms (Aamodt,
1981 Evaneshko & Kuy, 1982) and wcre the methods used in this study. Touch was not

deﬁned a pnorx in order to retam as open an approach as possnble to potennal variations m



~ the eonnotan’&e and dehomti?e definitions and mefanings of touch that the infonﬁhms
“provided. The findings of this study begfn to inform us about toueh as it is used by ICU
- nursés, and reinforce the value of systematically exaxmmng behaviors that have, pethaps,

1)

beén taken for granted bccause they are so much a part of everyday practxce and seemmg ..
~common sense. 4
' Rweareh Questions

The original research quesnon was: What are the touchmg norms of intensive care
nurses? The quest10ns that evolved as dy progressed guiding data collecuon and :
analysis were: | ’ Ambg\ '

1. What _meaning does touch have for | intensive care nurses?

2. What are the touching patterns of interisive care nurses?

3. How do intensive care nurses learn touching behaviors?



IL LITERATUREREVIEW
; Touch is a phenomenon that has not been ’systemadcaily or e:ttensively investigated.
~ Two of the most negl'ectcd areas in nursing are research on the use of touch i“.,‘,m'd.cg'l care
units, an‘d research on the touchtng behaviors of nurses. Consequently, there are gaps in
| our understandmg and quesnons about the certainity with which existing knowledge on
| touch can be used to. gmde nursmg pracnce The purpose of this review is to present a
‘ summary of existing knowledge on touch and to demonstrate the rauonale for this study.
| The cxtant knowledge on touch is found pnman]y within nursmg and the behavioral
scrences These two sets of literature were combined and are presented within five
categortes thatemerged from the content analysis: 1) theories of touch, 2) van‘ablies“
affectin g touching, 3) effects of touch, 4) touching b"ehaviors and 5) tneanings of touch.
Before proceeding comment is warranted on the charactenstlcs‘of, the nursing and
- behavioral science literature. F1rst, there is, genera]ly speaking, little cross re{brgncmg
N lfetween them. Nurses have, however, drawn more heavily on the behavxoral science
hterature and heen more influenced by it than have behavxoral scientists been by the nursing
hterature This influence isjevident in deducuve research designs, pam¢ular1y in those
- studies relating to vanables affecung touching and the effects of touching Second the two
bodies of literature differ in ‘that nurses have generally focused more on the effects of touch,
and have conducted research in nursings' natural context. Third, both bodies of literature
are similar in that they contain frequent refcrcnce 10 taboos against touching. They differ,
however in that, within nursing the taboo is most often discussed in cdltural terms
(Burnside, 1981; Clement, 1986; DeWever, 1977; Johnson, 1965) whereas in the
behavioral sciences literature, as well as the cultural factors (Burton & Heller 1964; Levnan
& Johnson 1986) there is also the taboo tht stems from the. psychoanalync teachings of
Sigmund Freud (Levrtan & Johnson 1986 Older, 1977, lehson & Masson, 1986) The

exception to this in nursing is the psychxamc nursmg hterature (Agutlera 1967,



‘ DeThomaso. 197 1) where the same psychoanalyuc mﬂuence can{~
* The analysis of the literature is pncscmcd below. The chaptcr tonotudes with a
summary of the status of the literature, idcntiﬁcgtion of significant gapé in the htcraturc .
and the rationale for this study. © . |
" Theories of Touch
The dominant theory of touch is one of communication. Specifically, touch is
cbnsidéred asa mode of non-verbal communication (Duncan, 1969). Invesﬁgatms have |

focused on effective tactile communication as critical to human development (Frank, 195,7;’ .

the tactile central nervous sys{cm tract accounts for the fundamcntal importance of thc sense .

.of touch. Montagu (1986) convincingly argued in .a‘rcv1ew of cxxsnng studies, many of
them with animals, that tonch was a £ﬁndamcntal and universal human need. This argument
s widely accepted and no evidence exists to negate it. Bamett (1972a) and Weiss (1979) :
used CXIStln g touch/wrmnmncanon studies to develop theoretical frameworks of touch for
nursing. Both have influenced subsequent nursing research (Cl;mcnt, 1983; Copstcad.:,
1980; Knablc; 1981; McCorkle, 1974; Penny, 1979; Pepler, 1984). The theoretical
hnkages they proposed have not, hg,g/cvcr been verified cmpmcally
In the nursmg literature a second theory appcars to be cmcrgmg, that is, one of canng

and comfort. A body of descriptive (non-mvesngauvc) literature exxst; in which touch is
fregu;x;uy described as an act of caring (Amacher, 1973; Bernadino, 1985; Cashar and
Dixon, 1967, DcThoxianO, 1971, Domin‘ion, 1971; Goodykoontz, 1979; Hollinger, 1980;
Huss", 1977; Ujehly, 1979 ) or comfan (iébersole & Hess, 1981; Wolanin, 1981). Some’
investigators link touch ma caring (Clement, 1983; McCoy, 1977; Mitchell,
*Habcrmann-Lmlc Johnson, VanInwcgcn & Tylcr, 1985) although their attempts are
cursory. Rcccntly, Pepler (1984) descnbed a thcory of touch wherein comfon was the -

major goal Morse (1983) proposed that "comfort is the major instrument for care," and -

~



found .tha‘t touch wyaswa scgrcgate of comfort. A caring/co&on lheory of touch has not been
systematically described, but may represent an emerging paradigm unique to nursing. To
date nurse researchers have been heavily influenced by the pm\‘railing communipgﬁdn
paradigm, and by research designs usled in other disciplines. As a result th'ey; have used
predominately deductive approaches to examine various aspects of touch. | "

Although the communication paradigm dominates, there is no comprchenswe theory of
tactile communication (Major, 198 1). The two most promising investigators in terms of
theory development in the area of touch appcar to be Weiss and Pepler. Weiss (1979; 1986)
has donc consxdcrable work on thc construcnon of a theorencal framework withm whlch to
understand touch in nursing practice. Her emphasis is prtdormnatcly, although not
exclusively, phys:ologlcal and she views touch as the "silent language", that is
. communication underpins her work. Pepler, in her as yet unpublished work (1981a, 1981b
cited in Pepler, 1984) has developed a framework of the concepts related to "nurse touch
and paiicm cox}xfon" (1984, p.11), and almbugh communipaﬁon is inherent, the
fundamental thrust of her w.ork seems to be toward a comfort paradigm.

| Variables Affectmg Touching

Considerable attcnnon has been foguscd on thc vanablcs that are believed to be
" determinant of touching, ‘namely, culture, personality, age, and gender/status. It is widely
accepted that _culﬁxrc is a major detefminént of t§uching behaviors and attitudes (Barnett,
19723; Duncan, 1969; Frank, 1957; Goodykoonz, 1980; Hall, 1966; Montagu, 1986;
Tobiason, '19.81; Weisé, 1979) and that western society represents a "no;n-taéglc" ci11ture‘
(Burton & Heller, 1964; Huss, 1977; Jourard & Rubin, 1968). No studies were located,
however, that investigated subcultural variation so we know little about possible '
intra-cultural variation. - 3 ' | |

| l"’crsonality as a variable has been smWeMlogism (Deethardt & Hines, 1983;

Hoddinott & Follingﬁtad, 1983; Jourard, 1966; d & Rubin, 1968; Larsc;n.& LeRoux,
1984; Lomranz & Shapira, 1974, Silvérman, Pressman, & Bértel, 1973) with i:t:onclﬁsivé



and conﬂicting findings, and has not been a variable of interest to nurse x;eseucheri. 'Age.
on the other hand, is a variable :ddrcsscd primarily by nurses. In the descriptive literature
(Burnside, 1973, 1981; Dxmond 1980; Ebersole & Hess, 1981; Fltzsimmons. 1983;
Hamner & Lalor, 1983; Roberts, 1980) most authors u;ocim lhe increased age of the
patient with an | increased need for touch and a decreased amoun} of touch received. .
Findings of recent studies (Clement, 1983; El-Kafass, 1983) do not support this contention,
or the earlier findings of Bamctt (1972b) whow.poned that the elderly were touched less.
Extensive reviews of the bchavxoral science literature on gender and status differences
| (Major, 1981; Ste1r & Hall, 1984) attest to the emphasis that has been placed on this
variable. Major (198Y) and Steir and Hall (1984) thoroughly document the methodological
problems, confhctmg findings and compcmng hypotheses of some 100 studies m(ﬁns
group. There appears to be little consensus in the findings of these studies except that there -
are gender dx.ﬁfercnces, the dxrccuon of which appcars to vary with study design.
- Interpretations of the meaning of gender differences vary, with the early work of Henley
~ (1973) on status and dominance, ha?ing been influential (Heslin, 1978; Sussman &
Rosenfeld, 1978). With the exception of self-report studies (Jourard, 1966; Jourard & ’
‘Rubin, 1968- Nguyen, Heslin & Nguyen, 1975; Summerhayes & Suchfier, 1978}. which
~ are based on the unsubstantiated assumpuon‘that touch experience can be accurately recalled
and reported (Joncs & Yarbrough 1985) mvesugators have not attcmptcd to elicit the
meaning or mtcrpmtanon of touch from the participants themselves. Rather, they havc
: supcnmposcd deducuvcly formulated interpretation on experience.
| | Effects of Touching-
. Investigators who have examined physiological indices have rcponed inconclusive
& findings (Drescher, Gantt, & Whitehead, 1980; Knable, 1981; Mills, Thomas, Paskewitz,
& Katchcr 1976; Lynch, Thomas, Mllls, Mallmow, & Katchcr, 1974, Lyneh Flahcrty
*  Emrich, Mllls, & Katcher, 1974; Lynch, Thomas, Paskcwnz Katcher, & WCII, 1977) or no
effects (Mitchell et al, 1985; Whitcher & Fishcr, 1979). Weiss suggests that the conflicting

——
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nature ot' stch findings in the physiologicttl{re;eexch,,pn touch *. . . may be duetothe ..
mwgcn of these studies that all types of touch carry the-sasme meaning” (1986,
p. 496). | N
" The effects of being touched have generally been repomd as positive when the
" dependent variable was non-physiological. Studies repordng posittve effects have been
conducted in a variety of settmgs The non-health care settings include: libraries (Fisher,
Rytting, & Heslin, 1976). college campuses (Goldman & Fm'dyce. 1983; Goldman,
Kiyohara, & Pfannensteil, 1985), restaurants (Crusco & Wetzel, 1984), and laboratones
" Drescher, Whitehead, Morrell-Corbm, & Cataldo, 1985). The health care settings include
counsclhng sessions, and acute and long term care health agencies. Suiter and Goodyeg
(1985) report inconsistencies in the findings of the counselling research on effects of touch
but no reponts of negative effects. They do report, however negattve effects of touch in ’
thléfir own research on counsellor trust;;nhincsS: P;ttts&'t (1973) reooned posit_i\{c effects
on self-Exploration. Hubble, Noble and Robinson (1981).}and Algana, Whitcher, Fisher
and Wicas (1979) report positive effects on counsellor rating. A few investigators other
than Suiter and Goodyear (1985) have rcported that the effects of touch could be negative,
as well as positive, suggesting that context, mtent and meaning were u'nponant deterrmnants
of the perceptions or effects of touch (Algana et al 1979; Fisher et al, 1976; Penny, 1979;
Whitcher & Fisher, 1979).
Reports 3n the positive effects of touch in health care agencies are the most frequentin -
this category of the literature. To determine the effect of touch, investigators have used a
variety of dependent measures, most often verbal and/or nonverbal measures (Aguilera,
~_1967; Knablo, 1981; Langland &,Panicucci’, 1982; McCorkle, 1974, McCoy, 1977).
Investigatorshave sometimes developed their own instnnhents (Aguilera, 1967; Langland
& Panicucci, 1982; McCoy, 1977), but generally‘have not reported relinbility or validity, or
been clear on how the instruments were used. Others have used or modrﬁed existing

instruments, for example, in 1974 McCorkle'modiﬁed the Intrusa-Gram Worksheet, and
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this was sufasequemly used by Knable (1681). 'Nonverbal behaviors were most frequemly
of facial expression and body posture. The independent variable, touch appears o have

varied in application so that it is impossible to determme if the i mtervennon was sunilnr in

«f
s

these studies.
Two invesngators, namely, Birch (198’6) and Penny (1979) studied touch in the labor
‘and delivery setting using su'uctumd and semi-structured interviews. Their studies did not
involve any intervention, but rathexf depended on the subjects”ability to recall their touch
experiences during labor and delivery. Both reported posiﬂvc patient perceptions of nurse
?ouch Huring labor. Their work represents‘ two of the very few sr‘udiés that have goﬁc
directly to the patient for information on how touch affected them.

+Three investigators measured the effects of touch on patients using various

instruments. Copstead (1980) measured self-esteem using the Secord/Jourard self cathexis -

scale. Glick (1986) measured state anxiety using Spielberger's tool. Whi;chcr and Fisher
(1979), using instruments they de:/’élopcd, meésured patient satisfaction usifig as dependent
variables, pre-op teaching and how'much the patients liked the nurse. ?ll of these
| in\}cstig{ators repom&‘ositivc effects from touch although Whitcher and Fisher also
rePoncd negative effects. Agmn tﬁcrc is wide variation in thc type of touch used so that it
seems in all of these studies that itis unpossxblc to evaluate if the dependent measures were
even an asscssmcnt of the same mtervenuon

Caution must be exercised in accepting the generally positive findings of these smdics
..as conclusive. Théy are characterized by dissimilar samples, wide variation iri,éomexts,
variation in insuumentation,‘ frequent orgission of reports oﬂmhabxhty and validity, and
dcﬁmuonal problems w1th the independent variable. As well, only immediate, short- tetm - .
| _effects have been examined so we have no understandmg of the possxble long term cffects
of touch ‘(Whitcher & Fisher, 1979). Thcsc factors combine to make mtcrpretauon of
ﬁndmgs difficult at best and to make compan@% between studies vxrtuaflly impossible. It °
| would seem that two factors need attention. Fw%t{ clear conceptual and operational

I

LY



. )> '

P t?'*.

defmmons of touch are needed s0 that compansxons can be made between studres Second

greater attennon needs 1o be gwen to the use of dependent measures that are vahd and E

y :

- rehable and mvesugat' "need to begtn to use thc same mstruments Wrth mcreased use of

the same mstruments, " v' creasmg body of evxdence substannatmg the efﬁcacy of
mstruments could potennally be developed Furthermore, 1f there was some certmmty that

the same construct was bemg rneasured 1t would he possxble 0 compare study results in a

o meamngfulmannér P T | .:_ T é 8

'I'he ﬁndmgs, of these studtes pamcularly nursmg studres, generally are

“I

hterature on touch especmlly in nursmg, promotes touch as an always posmve mtervennon

It does not seem that there is a sufﬁcrent oran adequate research base w:th Wth 10 s

lhlS Major found a "clear posmv:ty bias" (1981 p 16) in her extensrve revrew of the

w

behavxoral scrence hterature on touch Wetss ( 1979 1986) also reports tlus and caunons |

agamst accept:tng the assumptlon that touch is always posmve for the recrprent She

N

AN ng (l €. the qualxtauve nature) of touch is crmcal in the

determmauon of pos1 fve or negauve effects of touch and 2) that detemnnamn of the ’

meamng of touchis a funcuon of a complex conﬁgmatton of varlables Imphcn wtthm her

arguments is the conteng:ton that the- meanmg of touch is rnadequately researched and

therefore poorly underStood v Lo A S A S

| One final gmuptng of mvesugauve hterature reporung the cffects of touch pqmres »
R

Kneger(1975) The present study was fot mtended to mvesngate rher‘ape:mc touch wluch

1s drsungtushed from regular touch in that it isa planned mtervenuon that requlres formal

study However, because touch was not deﬁned a pnon lt was necessary to have some |

X idea of how therapeuuc touch rmght mterconnect w1th‘l"egular touch The posmve effects of

thrs mtervennon are clatmed to mclude allevxauon of pam anxrety, and promouon of the

’ heahng process (Keller & Bzdek 1986) Thrs however has not been demonstrated w1th

i overwhelmmgly suppornve of the effect of touch as posmve, and most of the descnpuve -

o bnef consrderanon--that whrch addresses the effects of therapeuuc touch as. it is deﬁned by :

sy
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any consrstency Herdt (1981), for mstance, reports reducnon of amuety but dxd not control

for placebo effect a major concern‘in this research Randolph (1984). on the other hand

usm g a more stnngent desrgn drd not ﬁnd stansncally st.f_ f cant results Keller and Bzdek

) rehef of tensron headache with therapeutxc touch but the"t';uestton of the placebo effect
ins unsettled in the1r study Ina thoughtful analysrs of themtiesnganve lg}erature on

5 g, .
therapeuuc touch Clark and Clark (1984) repdrt "that the current research base supporttnl,

contmued nursmg pracuce of therapeutxc touch is, at, best, weak" (p 40) It seems that any .

contnbunon to this study from the therapeutlc touch research 11es 1%1 tﬁe non- touch (no slun

to‘skm contact) charactensncs of’ therapeunc touch and therefore in the possrbrhty of betng'

‘ receptrve to the development of a broader, deﬁnmon of touch. As well there is.one report in

the hterature a phenomenologtcal study unhzmg herrneneutlcal analysis, of panents

percepnons that caring dlstmgmshed therapeutlc touch from other interventions

(Lronberger 1986) If there is a relationship between therapeunc touch and regular touch !
may. be that caring, a COnccpt farrulrar to nursmg, is mtegral to this: relauonshlp
Touchmg Behaviors : oy .
Studtes that. examme the touchmg behavrors of health care workers (HCW) are closely -

related to the present study, and to the hterature on vanables affect:mg touchmg They are

Y gmshed from studtes exarmmng the variables affectmg touch by the specrﬁc concern

Ws) whereas in studles desrgned to examme the vanables affecnng touchmg, the

ncern is pnmanly wrth the recrprents of touch Stx studles were located (Bamett, l972b
Clement 1983 De Wever 1977 El Kafassj 1983 Mrtchell et al 1985 Watson 1975) ln
each of these, data: were collected w1th1n a framework that relied heavrly on the preexrsung

and race Attempts were made to cornelate these variables wrth vanous aspects of touch

(frequency, locauon duranon) The absence of mter-observer reliability measurements,

B cnttcal with the use of observat_ron, in B_amett s (1972b) and Watson's (1975) studlevs _hmtt

o of e mvesugators w1th understandm g the touchmg behavror of those providing’ the touch o

o work that suggested that touching behavrors are determmed by such vartables as age, sex :
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the mterpretauon of their ﬁndxngs Bamett reported that older pauents (66-100 years) were L
‘ touched less although on close exammanon of the sample, they constituted only 3% of 540
- patients observed. Both mvesngators reported that age, sex and race are vanables in
determining the amount of touch patJents receive. | L
| . Aswell, frequencx;s of task versus non-task related touch were done by three
e in’vesugatbrs Mttchcll etal (1985) and Wa ' (1975) report that mstmmental or’

non-pmcedural touch: Clement (1983)

- procedural touch is used more than expresswe

‘reported more procedural than non- procedural uch and suggested a posmve oon'elanon -

" between the fréquencies of pmcedural and n0n-procedural touch El Kafass (1983) studJed

’ ~onl only expresswe touch and Barnett (I972b) smulanly studled only non-necessary touch It

o adult critical care settmgs Their ﬁndmgs are of pamaular mterest because ‘

iy CVld\,rlt that one of the problems with this research is that there is no consxstency in the
terminology used to describe touch. Exammauon of these studles reveals that conceptual
and operattonal definitions vary consxderably and in some mstances are absent from the
“ _report | | » | }
Three of these studtes bear added attentlon because they relate more closely to tlus
.study Ftrst deWever s (1977) work is relevant because she is the only mvesttgator who -
attempted to examine touchmg norms--the unphcxt assumptton bemg that there isa dtscrete ‘_ ‘
s sub- culture among HCWs w1th its own normative patttem of touchmg ‘Her study dld not .-
' “however, result in the 1dent1ﬂcatton of norms. One plausxble reason for this may have been
that she soughr to ehcxt these norms from pauents and not from the HCW s themselves by
* showing t.he panents ptctures of touch s1tuatxons and obtatmng thelr response. / Clement .
©(1983) and El Kafass (1983) studred touchmg behaviors usmg a deducuve a roach in - |
y both tested - -
w,.d-'tjheir's‘mdies do'.' -

* commonly reported ﬁndmgs and theorettcal proposmons in'the ICU,

not suffer from sorne of the methodologtcal and desxgn difficul 'es of earher work Neither.

' "mvestxgator dernonstrated stansncalmgnxﬁcance,m the _con'ela "on of sex a_nd age of the I Q
patient with the :fmquen'cy of touch received, As well, El-Kaf s_reported fio stati}stically:
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' significant correlations between frequency of touch and patient's race, time of day, or

14

nurse's age She d1d report a srgmﬁcant positive correlatlon between the frequency of touch

-and mcreased panent acutty, decreased level of conscrousness, and pteces of equrpment in -

the room. Clement reported a stgmﬁcant correlation between frequency of touch and .

fdiagnosis of the patient, Kafass'a Sigrtiﬁcmt conelation «between l‘requency ‘ot' touch

and nurse's race Conse: itcan be smd that these two' mvesugators results 5 suggest
previously held behefs (that age, sex and race affect frequency of touch) may not be. vahd

B at least in the ICU. . »

o ~ All of these studres used non-pamcrpant observauon to collect data except DeWever
(1977) The problems of accurately observmg and recordmg touch ina hospttal setting are "
well descrtbed by Porter Redfern, Wilson- Barnett and LeMay (1986) These problems

and problems of unsophtstrcated methods, superﬁcral analy@s (Barnett 1972b; Watson,

1975), fallure to use common mstruments or tnstruments w1th demonstrated rehabthty_, and

" defimttonal problems result in ﬁndmgs with virtually no consmency Moreover,

Fe

tr@lmg question is raised as to the significance of the findings had they been consrstent

While such research may tell us who touches whom, where and how often ltttle
‘is known about the meamngs that areconveyed" (Jones & Yarbrough 1985 p. 21)
| | Meanings of Touch

'5 There isa paucrty of i mvesttgatrve hterature that addresses the meaning of touch.
,Attempts to ehcrt @mg have vaned widely in methods and results. Iti is presented here in
some detaﬂ because this hteranne is closely related to the present study both in content and
in some instances m the mducnve approach ‘Some studres have Wesrgned wtth

. meaning pre-determined by ltmmng response toa very few possrbtlmes, construcung the

des1gn thhm a narrow context \Nguyen etal (1975) studted only gender dtﬁ'erences, in 81

college freshmen and women as part of their mtroductory psychologycourse requirements. v

Subjectswere asked to complete a.questionnairerefeﬁ'i-ng to a body map ’l'he meaning of -,

touch was pre-determined as: pleasantness, playfullness, warmth/love,
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fnerldsh:p/fellowshxp or sexual desxre The maJor dtfference was that men and women d1ffer
in theu reacuons to touch connoang sexual desxre Men v1ewed %ual desxrem terms of

the pleasantness and warmth/iove categorres. whereas, women viewed sexual desire as

' ‘contradtctory to these categones and those of playfulness and fnendhness In 1983 Heslin,

R Nguyen and Nguyen conducted a similar étudy using 208 undergraduate SUbjGCtS. and

,addmg the meanmg category, mvanon of pnvacy They concluded that same sex touchtng

.. was uncomfortable, that receptiveness to touch was dependent on the congruence between ’
tacnle and soc1al intimacy, and that men place more 1mponance on the sex of the toucher
than women, who tend to valu€ the degree@f mumacy more and view their bOdlCS as more - .
vulnerable than men.- ; . '
Pratt and Mason (1984) examlned the meamng of touch in health care. Again, a

deductive approach was taken and subjects were asked to categonze 28 care delivery-

P

sxtuauons into ten categories denonng the intent of the touch. Reports of reliability and
' vahdxty are noncably absent from thts study Further, it is dafﬁcult to assess the method ’
used to detexmme the situations and the categoncs, and exa:mnatlon of the sxtuatxons and
| ‘categoncs suggests quesuons of validity may be appropnately rmsed Three ﬁndmgs are of
interest in this study. First, the c0mmun1canon category was reported as madequate, in that
it appar'ently 'subsumed ) many other meamngs of touch that the authors recommend
| expandm git to 51xteen categories. Second subjects mdlcated that a restraining and -
,controllmg category was reqmred 'Ihxrd,‘ﬁ'e'authom suggest that the pleasure recelvmg
gategory was not utilized. because 1t was not seen to happen since it ought not to. happen .
. This seems to be a rather substannal leap when one looks at the situations that were
supposed 1o convey pleasure recetvmg whtch are, at beSt\ambtglous
'l‘wo well designed and reported studtes were conducted in the labor and dehvery area.
: Bmch s (1986) study was similar to that of Penny s (1979) and unhzed mstruments

' modtﬁed from Penny Serm-sn'uctured interviews were done thh post-partum women to

ehctt the1r percepnons of touch recexved dunng labor Both found overwhelming support
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for touch asa posx,nve mtervennon by both nurse and husband Penny, whose study was

L. | ,'5 i c SR 16 -
| o d

more elaborate, also found that touch cotld be a posmve or a negative’ expenence dependtng o

on such things us the nature of the touch (e - touch tothepel\nc area was percetved
negatively. probably because it was usually in the form ofa vagmal exammauon) Equally
mtercstmg these 1nvesugators ehcrted patients’ pcrcepuons of the meaning of touch.
Meamngs such as reassurance, caring, secunty, pain relief, comfort sympathy, |
encouragement, paruetpanon, and presence were reported El-Kafass (1983) also reported .

as a minor finding from her sffudy,‘ cight descriptions of situations when expressive touch

- were used. These were, in descending order of frequency: reassurance, explanation,

instruction, physical protection, 'oricnting the patient, assistance, communicating carin -4 and

l\ comfomng These categones were dcrxved from thc observer's descnpuon of the touching -

\s\ltuanon recordcd on thc observauon tool. a . oy ‘

Three studlcs reflect an inductive approach to exarmmng touching bchavxors and the
meamng of touch (Heslm 1974, Jones -& Yarbrough, 1985 Morse, 1983) Heslin

‘developcd a taxonomy of touch relauonshxps althou gh itis unclear how he devclopcd it,

-proposmg that such a set of relanonshtps exists to decrease the amblgmty associated with

. the meaning of touch. His five relauonshtps were: functional/professional, social/polite, . -

4

friend'ship/warmth love/intimacy, and sexual arousal. o ‘
Morse ( 1983) dcveloped a taxonomy of the domaxn of cofnfort from interview data

_usmg hcalthy subjects Touchmgand talkmg were the major segregates wrtlun the domain

of comfort. Morse 1dent1fied four types of comfort touching; touchmg/httle talk '

'talkmg/lxttle touch and talkmg She suggested that sxtuauon, context and meaning rhay be

maJor determinants of appropnate comfort mtervennons R : -

Jones and Yarbnough (1985) developed an extensiver taxonomy of the meanings of

T touch Data were collected by 39 undergraduate students in everyday settings, using v
' participant ¢ observauon ‘The seven major seggregates of touch mcamng reponed/\

posxuve affect playful control, ntuahsnc hybrid, task—related and accrdental Subsumed

g

Y .
/ ' : ‘
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: wnhm thcsc seven scggrcga!cs were elghtccn catcgoncs of meamng. twelve of which were
. distinct and unambxguous They proposed thatonly accxdental touch is dcvoxd of meaning,.
While the use of 39 data collectors raises the question of consistency in coding of thc touch
behaviors, thlS study is, however, onc of the most 1mportant rcponed in thc lxtcramre Itis
the first study to investigate the mcanmg of touch w1thin a natural context and to analyzc the

<

expencnced pcrccpnohs of thos_c engaged in touching. - - .

o ' » éummary | ,

A review of the 1(;65)@ on touch rcvcals that little is known thh ccrtamty Thc lack
of dcﬁmuve ﬁndmgs is due in part to the mﬂuencc of a priori assumptxons As a result
investigators have used predommatcly deductive appmachcs wh1ch havc focused on: 1) the
measurement and correlation of demographxc vapablcs with various dimensions of touch,
and 2) theveffectg of touch on recipients using tools. that have not been demonstrated to
‘mc,asurc touch effect. Mcz‘ming and context, central to the undcrstanding of touch (Huss,

: 19‘77; Jones & Yarbrough;- 1985;;_. Mason & Pratt, 1980; anny, 19'_/9}), have largely been
i g‘norcd and percepti'ohs of those who touch and who are touched have not been examincd .
(Jones & Yarbrough, 1985). As well, methodologxcal problems mconsxstent reporting of
rehabxlxty and validity, varxanon in sample populanons and mstrumcntanon and problems in
~ the dcﬁnmon of touch contribute to indefinite ﬂndmgs }
The most sahem problems in the touch hteratum are dlscusscd in the remamdcr of this
- section. “First, the concept of touch itself is poorly understood ‘Although there is Some -
allusion to thxs* in thi literature (Estabrooks 1987; Jones & Yarbrough 1985; WCISS, 1979
" 1986) it appears as if most mvcsugators have designed studies wnhout reflecting cnucally
-on thc qucsnon ‘what is touch? If the nature 'of touch is not undcrstood or we are unaware
that it is not, then it is dxfﬂcult to design research that will conmbute meanmgfully to our
' understandmgs‘of it. To date nurse researchers have predetermined in most instances the
meaning and dcﬁnition of touch by relying hcuvﬂy on previous work thm may have been

done within entirely different contexts and which reflects a narrow cdﬁbcptualiz&t_ion of

’ ' . ’ ,
) : . | : . ‘
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touch ' S N _ ’
. Second, there has been a posmvrty bias in thc htcrature for which httle crm:mc.n,ga
support can bc found Véry' few mvestrgators have commented on the possrble neganvc

" aspects of touch. No literature was located that addressed the negative use of tou)ch by
nurses, and only Penny (1979) and Burisrdc (1981) address touch asa potennﬂ.lly negative
experience for patients. '

- Third, nurse researchers have. 'cstablished' that there arex. ttvo kinds of touch,
expressive and instrumental. These are given various labels, such as, expressive, qﬁ‘ective,
non-task, non-procétidrél and non-necessary versus instrumental, prbcedura? task, and
necessar') No evrdence could be found to indicate that these two kmds of touch were ever
generated from aresearch base, or have ever undergone valxdrty testing. Should’ there be.

" other kinds it would be difficult to discover them in studies designed to examine only these
IWO. | ) . | |

Fourth there is a vutual absence of research on‘the touchmg behaviors of nurses.
Consequently we do not know what mforms their behavior, or in what ways the touchmg
‘ expenence may mﬂuence them We do not know what touch means to nurses, why they do
or do not use n who they touch and when, how they determine who is touched and ‘when,
or how they touch. These are srgmﬁcant gaps ina professxon where touch is integral to
pracnce, and the members not only have society's pcrrmssnon to touc ut are cxpected to
(Emst & Shaw, 1980; Mason & Pratt 1980) Further, nurses have hot been asked about
touch.. It would seem that they are the most hkcly ones to krrow about touch in nurs‘ing

practice.

'''''

In light of the above, this study was. dcsrgned to examine mductwely, the subjective

experrence of intensive care nurses, An mductrve approach was chosen in an attempt to

»

.~ address the four problem areas identified i in the exlstmg research. Such an approach

~ permitted the exploration of!: }htmeamgg of touch, positive and negative aspects.of touch,

‘kinds of touch, and an cxamination of touch as it is used and perceived by intensive care

N



\

- nurses.

"
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IIL METHODS‘

The purpose of this study was to examine touch from the perspective of intensive care
nurses, that is, how did they cbnceptualiu touch, what mwﬁng dxd touch have for them, -
and how did they use it in their practice? The original guiding questidn was quickly .
cxpandcd as the mvcsngator began to realize the muln-dxmensxonal complexmcs of touch

and receive confirmation that her ori gmakbchcf that touch as a conccpt was poorly

| understood was valid. It became ndcessary, in order to proceed with the study, to attempt

to understand thc ‘concept of touch. Because the study addressed qﬁcstions about which
| little was known, the answers to which were embedded in subjccnvc pcrccpnon and

contextual meaning, a combmauon of quahtatwc mcthods were uscd

The methads used in this study were cthnoscxencc, ethnography, apd grouhdgd

‘theory. Thcse. .methods were operationalized using varioﬁs techniques of intcw{cwing.
pamc1pant obscrvauon and data analysis. Consistent with the nature of inductive 1nqu@

the methods and techniques used in this study were not 'set in stone' at the beginning of the
" study. Rather, the mvesugator let the data collection and ana1y51s provide direction in
making choices that facilitated thick description. This chapter is prcscﬁtcd in the follbwing
- manner: 1) the qualitative methods, 2) the rcscar?h techniques, 3) the data analysis, 4)
reliability and validity, and 5) ethical considerations.
The Qualitative Methods |

Ethnoscience =~ ' _ | -
Ethnoscience a linguistic tcchmqw prcmiscd'on semantic principlcs, \;/as used to elicit |

| the cognitive dxmcnsmns, that is, the what of touch. ‘The results were a taxonomy of the
kinds of touch (what touch 1s), and a schematic of the patterns or norms of touch (i.c., who
~ is touched and when). The proccdurcs -and prmcxplcs of ethnoscience enabled the
investigator to elicit and order implicit knowledge that thc informants had of one dimension

“(touch) within their culture (ICU). The patterns of' touch were better presented

0  ‘
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schemaﬁcally. accompanied by textual descripnon, than taxonomncally Intemewmg
techniques were the primary ‘method of data collection for the cthnosc:cncc method.

~ Ethnography | | '
Ethnography was used to elicit the affective dimensions of touch, that is; fo discern

what meaning it has for intensive care nurses, or the why of touch. It ai‘so permitted the”
patterns of touch to be conccptualized as dyhﬁmic @d iméract_ive rather than as static.
Ethnography was also appropriate because of its cultural foundations since the ICU was
conccptuahzcd as a discrete sub-culture whose mcmbers shared knowled gc and behaviorss |
‘specific to ICU. Intcrv:ewmg and participant observanom%wcre used to collect data for
ethnographic analysis. Ethnography as it is defined by Spradley (1970, 1979, 1980), that.
- is, using both ethnography and cthnoscience was the briginﬂ fﬂemed:dctennincd to be
most appropriate for this study. Tthmdmgs which are prcscnmd in Chaptcr IV resulted
from the use of this method Durmg\th course of data collcénon and analysis however, it
became clear that there were processes inherent in the data. Spradley's methods were not
sufficient in and of themselves to adequately deal with thxs process data, and thcrcfore the
| investigator used the grounded theory mcthod to analy‘:e’zﬁesc data. This resulted in the
findings presented in Chapter V.

Grounded Theory .

In the process of conducting qualitative research, questions bften arise from the data.
One of the questions that arose during the course of this study wéﬁ, how do intensive care
nurses leamn to touch? This question impiicd process, and the qualitative method most
suited to examining process is grounded theory. Consgquently, the analysis techniques of
groundcd theory (Glaser, 1978; Glaser & Strauss, i967)'wm employed.- ﬁc actual -
iogistics.t;f data analysis proceeded much as it does in alt quali!aﬁ\)é research at the
descriptive level, but at the level of inference the grounded theory approach providca amore
appropriate avenue of analysis. ' | o _ /

Once the investigator began to think in temms of basic social processes and model
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developmén;, it became cleap that the large and pervasive category, cueing was a core
%t the criteria delineated by Glasqr (1978) and pmvid§d
uniﬁcatioh of the gcncrated‘ iﬁcory. Much of the data ‘whicl? had not "fit" into already

variable. The core variab)

complete& analysis theg*gmergéd as explanatory of the how of touch. The grounded theory
énalysis resulted in ml idcntiﬁcation of two substantive proceskes, Acquiring a Touching
Style, and the basic social process, Touching. Intrinsic to these, and to the processes
subsumed within them, was the core variable cueing. In this study the use of ethnoscience,
ethnagraphy, and grounded theory resulted in findings that were not separable. All of the
findings combined to result in an inténelated, though incomplete picture of the touch gest;.lt,
contributing to the development of a theory of touch. “
- The Research Tech'niques B

. Interviewing ‘ |

Ethnographic interviews were the major data collection technigae of this study.

. Interviews were conducted with eight informants from the ICU of a large urban hospital.

One of the informants relocated after the second interview and had to withdraw from the
study. The first round of ihtcrv@ews were completely unstructured other than to ask the
informants to begin by talking about what they knew about touch in the ICU. .Interviews
were audjofapcd, t:ranscrxbed and analyzed before proceeding to the next rounds of
interviews. Notes about impressions or the atmosphere of the interview were di;tatcd

immediately after each interview. The analysis from round one of the interviews resulted in

the dcvclopmcni of categories, and in decisions about the nature and course of the following

rounds. Rounds two and three of the interviews were more structured with more direpted
questions, especially of- the contrast type. They consisted of verification of analysis from
round one, filling-in 'thin' areas of the interviews, a_ﬁd in card sorting (dyadic, madxc and
Q-sorts). Informants sorted cards on the kinds of touch, ways to touch, activities, and

n@c and patient vanablcs affectmg tough. The card sort of nurse related variables resulted

~ in two categories, nurse and daily variables. From these card sons the taxonomy, kinds of
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touch and the schematic, patterns were constructed... In all of the imerv:xcws :he categories.
response to touch, learning to touch, and touch/talk continued to emerge but did not "ﬁt"
. into the kinds and patterns ﬁnd;hgs. Between the s_econd’and third xouncﬁ the investigator
began to grapple with these cimgo}ies as i'epresenting process. The ﬁnd round of :' :
interviews were verification and fine funing interviews. Informants were presented with the
taxonomy, the schematic fmd- thé models developed from the process data. The final |
interviews were conducted either individually, or with three of thé informants in a group
i'ntcrvicw with two of the thesis committee members present. |

A'biographical sketch of the eight informants is presented'in Table 1. Each qf them

was interviewed in their off duty time at a mutually convenient location.

Table 1
Biographical Cl istics of the Jnf
Charactcrist:igs
Informants Age Sex Education  Years (ICU)
_ RN 1977
30 F ) BN 1985 . 10.0
B 26 F BN 1983 o 4.0
31 " F BN 1977 8.5
31 F _ RN 1978 6.5
35 F " RN.1973 10.0°
47  F RN 1980 6.0 .
29 F RN 1977 _ 6.5
30 F BN 1979 - 65
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Data Analysis

Participant Observaaon

T. = Ll T

The original plan at the outset of this study wis to conduct a two pan smdy thax would

éonsxs; of the interviewing component, and 4 six togight week period of fieldwork in the

+ ICU of a different hospital frpm that in which the above informants worked. During this

period of fieldwork the plan was ‘to do paﬁiéipant observation in the ICU, to inten;iew a
small number of patients post ICU, and to compm data from the two parts of the study
The rational for this was to dcvelop a more complete picture of the use of and percepuons of
touch in ICUs. . _ / A

The fieldwork was actually éondﬁctctii fora pcnod of three wccks."ﬂxis period of

" fieldwork and the reasons for its carly termination are diseussed in the critique of the

methods presented in Chapter VI. It should be noted that the interviewing part of the study
resulted in rich data. The termination of the fieldwork then, did not adversely effect the
study results, in fact the analysis of the interview data resulted in a far d\i(v:kc;’description |
than was on'giﬁ&lly anticipated. "I'hc factors that caused difﬁcul_ty during the fieldwork
enhanced data collection during the interviews. This will be discussed further in the section
an reliilbility and validity when the relationship between investigator and informants is ’
described. As a result of the early tclj;ninaﬁon of the ﬁcldwork, the findings from this i)an

: -
of the study are limited (see Chapter-V).

Data analysis proceeded in the following manner. First, the interviews were transcribed

4nd the interview reviewed to check the accuracy of the transcript.  Copies of the

 wanscribed interviews were made and each page color coded so that it was latter possible,

after disassembling the transcripts, to ideritify the informgnt and interview from which a
quotation was extracted. The transcnpts were then coded with highlighter an&notanons.
disassembled, pasted on sheets of paper (onc code per sheeq #nd then putin folders
according to category. When a folder appeared substantial the contents were then re-sortéd
into sub-categories. Memos were made dunng this process and thmuéhout the anglysis of

\

-
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o 1deas, possxble connecnons, and tentauve hypotheses/Ks\wellr a dlaty was kept of the | L
‘ \ mvesugator s subjecnve unpressrons These were bétlu:ea(d antl re-read perlodtcally L
: throughout for- msrghts and to prevent loss bf 1deas After thegsub-sorung, brlef outhnes of
.f category content were then wntten As tlus process evolved itbecame clear that the ortgtnal
twelve to ﬁftecn categories thought tobe appropnate could be collapsed mto six. These v
‘ were l) lcmds of touch 2) ways to/charactensucs of touch 3) factors affecung touch 4) _ 'b
N response, 5) leamtng, and 6) touch/talk As has been dxscussed the last three of these &
collapsed mtodproces:?tata and were re-analyzed usmg grounded theory approaches
resultmg in'two maJ processes, several subvprocesses and a core vanable From the '

sub—somng of the ﬁrst X %

prepared and the next interviews scheduled Ty
; _ ’» The mtervxews from ro&t.tds two and three were analyzed in a similar manner except that

the mvesttgator sorted into already formed categortes wh1ch served to saturate the

« B

' categones The emphasrs was on ehc1nng srrmlanttes and contrasts, fillin g in. thm areas of

ond

the data, and on 1dent1fytng any new mfonnauon m the data

l

Fmal mtemews were then scheduled and ﬁndmgs presented to the. mformants Frorn

/at

these 1nterv1ews a ﬁne tumng level of analysxs occurred and adjustments were made The
' group tntemew was of parucular assrstance as the mteractton between mformants served to
o _create. a more cnucal exarmnauon of the fmdangs and prov1ded valuable msrghts

; . j ‘A ﬁnal 'layer f analysxs occurred as the results were wntten ThlS could be descnbed | s

ﬁ as coheslton analysrs because it was at tlus pomt that prevrous oonnecﬂons Wlthm the data

. ' 'hung together to provrde an mtegrated ptcture ng ooheswn occurred most nottcably -
- w1th the process data, Dunng the penod of analysrs the tnvesugator consulted w1th

members of the thesxs comtmttee for direction and feedback ~ //%

L

Rellabthty and Valldlty o \ ’
The prtmaty responsrbthty of the qualttauve researcher is to accurately render the hved
expenence of the parnc1pants 50 that the human phenomenon under study is presented asit -

4!



‘;j,aamcxpants (SandeloWslﬂ 1986) The fundﬁméntal assumpuon is that o ’

" is percelved by ’

- | the part1c1pants know thetr world and this knowledge is truth. The onus of accurate |

| rendmon hes wttlt i}% mvesugator and her- abthty to ehcxt this truth tecogmze thxeats to n,
and present it clearly In tlus seduon the mvesugator wﬂl address 1ssues of rehabthty and

A Valldlty as they apply t&qualitauve research and spemﬁcally. to this smdy Two approaches
4 to evaluatm g the rehablhty and vahdlty of quahtauve msearch are the general approach (fo;

o example Sandelowslo 1986) and the samphng approach (for example Morse. 1986). In

-

the first of these, samplmg is subsumed asoncof a number of i xssues thlle in the latter
' samplmg is. the plvotal 1ssue Smce both of these' approaches are unportant they are
'consﬂered in the dtscussmn that follows The sampltng approach is dxscussed w1th1n the e
samplmg sectxon and the general approach thhln the section entttled general issues of
rehabﬂxty and vahdlty | |
Samplmg v
_This study was a factor searchmg (Drers 1979). mvesugauon concemed with meanmg
 and understandmg Consequently, non—probab1hty samplmg was appropriate (Morse,
-1986), and a purposwe (Dlers, 1979) or theoretical (Glaser, 1978) techmque the most
desuable as it was consistent w1th the theorencal needs e study. The sample in this
‘study was purposwely selected to maxumze the investigator's access to ‘data that were -
) representatwe and contnbuted to understand.mg and msxght (Morse, 1986) thus meetmg the
. ﬁrst of two evaluauve cmena--appropnateness The second cmenon adequacy, is reﬂected
in the. suﬁ'1c1ency and quahty of the data.. Before proceedmg w1th a dtscusmon of adequacy,
.the process of obtammg the mformants is explamed
The supemsor of a large urban ICU was asked to approach six to etght nurses that .

s f"-rmght be mterested in parumpatmg in the study The supervisor yas told ‘ha‘ the =

z : mvestlgator wanted expenenced G. ., thoroughly enculturated) ICU nurses who were

mterested in, and wrlhng to dlSCllSS touch After the supemsor had talked to the nurses the v ;' s

) ‘mvesngator contacted them by telephone ,The result was a homogeneous group of



" venﬁed w1th the ori gmal mformais

' Alternauvely, in qualitative research vanatton is sought (Sandelowslu 1986),and | - {

| 'tnformants as can be Secn in Table 1 (see p- 23). The group were all self-descnbed

: touchers who beheved that touch was tmportant to people and to nursmg They all gave B

¢andid self-descnpuons of their role within the staff that were con31stent with the

L'mvesugators own percepuons They could all dtfferenuate clearly between thetr own

vvvvv

B _touchm g behaviors and those of the group generally, and could tell the mvesngator ifa

. . !
pamcular behavxor was unique to themselves or hkely to be representative of ICU nurses

generally. L

Adcquacy, in quahtattve research "is evaluated by the quallty, cornpleteness, and ‘

amount of mformatton contributed by the mfonyants" (Morse, 1986 p. 185) In this study

categones were con51dered saturated when no new mformatlon was forthcormn g,

%
mformatton was repetitive, and the mvesttgator achieved a sense of coherence (Morsc, ,

- 1986, p. 186). Rehabthty, as well as vahdtty, is enhanced when the research categones are

- saturated, that is, when adequacy is achxeved according to Morse (personal

commumcatmn August 22 1987) The quality of the data was deterrmned to. be adequate

Q.

when data fmﬁthe three methods used began to forrn an interrelated pattem Secondar) | 4

_ mformants or negauve cases were not SOught in this study.. However the data ana1y51s was

9 -

General Issues of ReItathzty and Valtdtty

Wi
Rehabthty in quantttatlve research is cohcerned wrth regulanty and repeatabrﬁtty

W/ \
audttabthty, the abtltty of another researcher to/follow the decxsron trml is a more o ’

o appropnate cntenon ’/I'he decxsxon trail of this study is presented throughout tlns thesrs and

: must stand tobeevaluated by the reader I R

- The data eollecuon and analysis techmques used in qualitative xeseat‘t:h are oonsrdcred 1o L

bea source of htgh mternal vahdtty (LeGompte & Goetz 1982) because they denve the

fmdtngs from the mformants However Sandelowskx (1986) suggeSts that amore

B .
vapproprtate cntenon than mtemal vahdrty for quahtattve researt:h is. credrbthty A study is

AL s -



credtble when "it presents such faithful descnpuons or mterptetattons of a human

expenence that the people having that experience would ifime
descnpuons or mterpretattons as thetr own [and when others]) cah necognlze the

' expertence when confronted with it after having only read about it ina study
(Sandelowslq 1986, p 30) This cntena was met durmg the vertﬁcatton mtervtews with
mformants when they recogmzed the fmdtngs as part of thetr lJVed expencnce in the ICU.
It was also met when the findings were presented to ICU nurses not in this study and they
recogmzed them as part of their expenence Futther determination of the ctedtbthty of the-
ﬁndm 1gs inthis study awaits the Judgcment of the reading audience. - ,
4+ The ﬂeldwork part of this study probably suffered to some degree from the “going -
'v native" threat to'vahdtty. Tt is for this reason that data denved from:the.ﬁeldWOrk

experience must be considered cautiously and only in terms of their contribution to the other

2%

‘ately recogmze it from those .

findings. “The investi gator dtscussed the fieldwork contnbutron w1th members of the thcsrs |

comtmttee as well, 10 ry’ and achleve perspecuve

Sandelowsk1 suggests that rather than generaltzabthty, a quahtattve study should smve _

for ﬂtungness "A study meets the criterion of ﬁtttngness when its findings can to .,
contexts outside the study s1tuatton and when its audience VX%WS«IIS findings asm

" and apphcable in terms of their own experience." (Sandelowsktaga986 p. 32)..

-
r(

Determination of whether this study megts this cntena, beyond the vertﬁcatton already
dlSCUSSCd then must wait until the findings are dtssetmnated and reactton recewed
hgformant-mvesngator relauons}up | | |
“The relauonshxp that developed between the mvesugator and the mformants must be
. dtscussed because it undoubtedly affected the data collecuon The descnpuon of this "~ , |
relauonshtp is essential i in order that the vahdmy of a study can be more -adequately Judged
(Sandelowsk1 1986) ‘First, the mvesttgator told the informants about hey own background
m ICU and about why she was studymg touch from the perspecttve of ICU nurses.

Second the mvesugator self-dtsclosed to the 1nformants her own expenences thh touch

gf.lil '
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' had expenenced similar things. and nevealed this the tnformants were more wﬂhng o tz

* The result of this was that a relauonshtp based on mutual trust and respect evol

soypely

when it seemed appropriate and hkely to facxhtate dtscusSton of areas that were paxttcularly
dtfﬁcult for them For 1nstance, it was dtfficult for many of the informants to discuss. the

attitudes of ICU nurses to so;ne patients or to discuss the use of 'bad touch They were

concerned about tmstnterpretauon and about being ]udged. HoWever, if the i mvesttgator had' .

“The

e ‘en as one of them." Frequently, when dtscussmg ICU in genera] terms,

~ they would sax ' mgs hke "you know how it is" or "you lcnow what that feels like". On

the li ghter side, they somettmes looked at the investigator as if she were most pecultar when

clanﬁcatron was tequested on seermngly (to them), obvious thtngs It requxred consrderable
effort on tl§ part of, the m\'esugator to exarmne statements carefully so as to be certam that |

eanmgs were not assumed ‘The group 1nterv1ew was most useful in assxsung w1th this
last concern, both because three of the mformants were there together, and because two -

thesrs commtttee ‘members were present T o s

) Ethtcal Consnderattons

‘ Ethtcal cleamnce was obtained from the hospital from which the mformants came, and

from the hospxtal in which the ﬁeldwork was conducted A second site was chosen for the

the mvesttgator was evaluating thetr nurstng care, and/or checktng up' on what they had

~ told the mvesugator Written. consent was obtamed from each of the eight tnformants (see

Appendtx A). Written consent was a_lso obtamed from each of the nun;»es and patients (or _
‘family member) that vwere observod during the‘ ﬁeldWork (see. ‘appendices B and C). -All
parucxpants in the study had the nght o refuse to pamctpate or to thhdraw at any ttme

Instttutlonal and mdmdual anonymtty was maintained in the study report The informants

29

| parucrpant observatton SO the 1nformants partmpatmg in the i mtemews would not feel that "

- ~who paructpated in the group 1ntemew~,each agreed to do so, reahzmg that they would then -

become known to the other informants and thesis committee members present. Each had =

the opportunity to refuse to participate in the group interview. Audiotapes were erased on -

r
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completion of the Study. Transcripts will be kept in-a secure place for threc years for

~ possible further analysis..

o

,



IV. FINDINGS: KINDS AND PATTERNS OF TOUCH
- Data analysis in thrs study, resulted in thr‘ee major groups of ﬁnding‘“s- 1) kmds of |
“touch, 2) pattems of touch, and 3) the models, Acqumng a Touching ,Style and The
Touchmg Process. Clanﬁcatmn of the concept of touch with informants occurred at all
| stages of the study and pervades the analysis of each group of findings. As such it will e
presented first, folloWed in this chapter by the ﬁrst two groups of ﬁndmgs In Chapter Vv,

the thtrd group of" ‘fihdtngs and the ﬁndmgs of the three week pamcrpant observauon phase,
w1ll be presented J
s ' The Concept of Touch

¢

R: Canyou deﬂne touch" .

¢

N: ‘Touch?...1Ifind touch very dtfﬁcult to define ‘cause to me there are two
different types ‘of touch. There is physical touch and there is emotional touch and
"you have to make the defimuon, like the bumped souls and the good back rub, like
. they are both good touches .one's on a physical plane and one's on an
o emottonal level. . : :
R: Are they ennrely separate" .
N: No, they overlap, they interact . . they're very much intertwined so I think any
‘ definition about touch would have to incorporate both the physical and the*
“ emotional and it would have to define, see definitions are hard t}ungs . SO
touching 1s, touching is impossible to deﬁne
Thrs mformant s statement summarizes the dtfﬁculty that the nurses- had in trying to -
deﬁne touch in this study There was no uniform definition of touch. Rather, what ' |
| emeréed was an mcomplete picture of a complex gestalt. Touch was constdered much more
‘than 'skin-to-skin' contact and the nurscs agreed that to define i it in this manner would be to -

only capture a single dtmensmn of a multi- d1mensrona1 concept. Thetr attempts to define

S touch ranged from the most vague "I think i 1t S sort of just like a vapor or whatever, to

o

the narrowest: "One object meeting thh another object with a sensatton " Most attempts to
provrde a definition fell somewheretn between these extremes and atternpted to ipclude the

R

, ‘othet than physical’ dimension?

31
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. N: [Is, touch just a i:hysxcal thmg?] No 1.think you can have, I supposc you could
have--oh dear--I don't know the word. Like eye contact .. . you probably call
that maybe touch.in a scnse. that you're lookmg mto the pcrson ) eycs, you 're
touching in that degtee. -

N: There's just the physical aspects, then therc s thc part that let's them know that ]
guess that you are there for them. .

<. N: Any kind of contact thh the patient 's tonch--I m thmkmg more about like,
actually sort of laying on your hand. s

N: Touch is a way of communic’ating Ithink,

N: I guess to me fouch is a way of expfbssmg mysclf with my patients, my
 co-workers and the family of the patients. And it's a way of showing caring,
comraderie, empathy, understanding, support concern um, and all of those types
of thmgs .

N: [Tell me what you mean whcn you talk about touch?] It would be that I am ‘going

- to take care, I'm taking care of a person and I am giving them the physical and the
psychc};llogtcal care, sort of total care, to make a person heal, gct healthier or
something . .

As well as the physical "hands on' and the emotional ‘contact’ dimensions, the nttrscs
spoke of a vcrba]:_cyorxiponent to touch: "You can touch verbally too, you knctyv"‘ |
'. 'fhroughout the intcrvt;v'vs, 'touch’ and 'talk' arose repeatedlydn‘ concert: "YOu can talk to a
person and not touch ther, that's true. ;nd you can touch a pcrsort and not talk to them,

but I think often that talking and touchs

ng do go tqgctitcr." The touch/talk _variat%ons were
explained as bein g nct:essaxy for sevetal reasons: used together they 'boost’ the
effectiveness of the commumcanon by accessmg more than one sense; talk is critical in
entering the pcrsonal spacc of conscxous patients; talk is a way to commumcate if touch

Ay

| - cannot be done; and touch is a more clemcntal form of commumcatlon and therefore

‘J

' cotnmonly undcrstood when language is self hmmng. . . . touch, universal languagc

Posture affect and context, as wcll as talk, were dcscnbed as essenual in obtmmng

precxston of oommumcauon with many of the touches. In the group interview, when trytn -

10 dtscnrmnate bctween scolding and commandmg touch the follqwmg took placc
Nl: . like scolding is less a degree than commanding. o
Rl: Soit's dcgree It might look the same bnt onc $ more .

- NL: That s right.
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| R2: And the tone would be different.
. N2 Umhmm, |
NI Defmitcly--md body gestures. |
It appears, that the act of touching invdlve‘s not 6nly the nurse's hand on the patient's skin,

" but voice, use of the body, and in fact, the nurse's cntxre affect. When the reseafclier stated

to one informant: "It [touch] involves the nurse's whole postufe and presence and also has
a definite vcrbé,l_cbmponcnt," the informant replied, "Of course.” It follows that these,

components of touching would all be part of the identifying &riteria one would use in

obtaining differentiation between touches.

‘ Nurscﬁ, when they discussed the concept of touch, incligdcd not only the act of .
touching, but the importance of touch in their personal and profcssionaL.liVes:

N: Idon't think you go by a day without, where you'd have a patient for the whole
twelve hours--like you're always touching them, there's always touch and I think - -
it's important to you in the sense you feel yqu've accomplished caring for that
patient if you comfort them or talk with them, held their hand, talked with them . .

. . you know 'you've accomplished looking after them well.
N: Everybody has to, has to touch to fcel!'to be at all on the emotional stable side. '

N: If you're really sick and nobody touches-yeu, I think you're missing out on part
of your therapy of getting better. s _ I

N: I think we all need to be touched and hugged and cuddled and I wish I was
[tquchcd] more as a child. AndI know I often hunger for that you know:

~ Several times informants told the investigator that although they couldn't prove it with

research studies, they believed that touch was necessary for the recovery of the whole

‘patient. It is apparently nec?cssary for thc}nu'rsc as well. One informant stated, ".Nﬁmiﬁg

without touching, I justocpuldn't_.do it."

. "In.formams expressed difficulty with tiying to articulate a definition of touch, as one of

themn stated "I was so gung ho, I said-'yes I want to be part of this [study] because I belicve

. so much in being touched' except now I am having a hard time to explain it, very .h'a’rd

time." However, they did know about touch in the ICU. The findings that follow rcpresént

‘thrcfc of the’ dimensions of touch that these nurses had implicit knqwicdgc of within the

-

[}

3
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context of their person_al'lives and the ICU. 'I.'hey shared this knowledge even tht;ugh. as
one informant stated, "There's some words ydu can define and there's some words you can
only describe--and that's touch." | |
, Kinds of Touch : '
The findings presented in this section resulted from the ethnoscience resegrch ﬁnthod
used in the tradition of Spradley (1979), that is, combmed with ethnography to chcxt :
affective dxmcnsxons Thc informants dcscnbed three distinct kmds of touch: 1) touch to
communicate caring, 2) touch to accomplish a task, and 3) touch to protect (patient and/or
-nurse). These three kinds of touch began to emerge from the data in the first round of
interviews and were delineated further during the card sorts. From the initial categories, the
card s'ox:}& and a final vqﬁﬁcador% interview a taxonomy of the kinds of touch was |
developcdlgind is presented in Figure 1.~ .
~ Touch to Wicate Caring (Ca;'ing Touch) |
. Touch to communicate caﬁng has a prcdomina;cly'cmotional intent, that is the
- dominant intent 1s to minister {o_ the psyche 65 the patient. The nurse's motivation is rooted
' in a capacity to care about people. In an effort to distinguish this touch as unique and >
~ special, the mformants referrcd to it in various ways "touch touch "*"humgn-touch," |
"warm loving touch," "thcrapcunc touch " "cxtra-speclal toueh and "Thcn thcrc s just .
"plam old touch, I suppose, to show them you care." Howcvcr. the term that cvcntually
came to dlstmgmsh carmg touch in dlscussxons between the investigator and the informants
was "“real touch:” 3

R: Wl-hou talk about touch with all these, this Jower touch and more touch
~ group, what lcmd of touch are you mlhngabout”

N: The cxtra-spccml touchcs v
R: All that stuff that was in the caring, comfomng, rcassurmg-- _
N: The very positive, yeah, very posmvc;_touch. o .

i
b
1
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R: Is that what you mean mostly when you talk about touch to anybody?

N: Well, that is the real touch. C) | ‘_ |
These nurses wanted to talk about caring touch because to them it was the real touch.
The pages of the transcripts filled with reference to caring touch. They descifbed it, tried to

classify and label it, struggled to convey its meaning to them as individuals and as nurses,

and recounted incidents where it had "worked" in gheir practice. Sometimes they cried,
sometimes they laughed, sometimes they were sad and angry, and sometimes they shared
small pieces of their most private selves with the investigator. Throughout the study,

whenever they were asked what kind of touch they were referring to, théy invariably said

the positive, caring kind. Caring touch seems to capture the very essence of nursing for

these nurses and seems particularly poignant in the 160 where normal éhanncl_s of

communication are often thwarted.

N: I wanted to show that I cared and I didn't know any other way because we were
probably miles apart in terms of culture and personality types and all that sort of

thing. And the only way I knew of showing him that I cared about the condition-

he was in was touching . .. . and as I said, it's the only way, there's not many |

ways I can think of showing people in ICU that-you care about what's happening
- to them other than touch . . . ‘

This caring touch can only be-done by the nurse who has sufficient reserves of energy

(physical and especially emotional) and who is possessed of the caring motivation.

N: If you care and if you have the energy, you touch a lot. If you have a lot of

energy, like to me it's like a balance, if you have ten units of energy and no units
of caring I can still give five units of touch. 'If I have five units of caring and five
units of energy I could still give lots of topch--ten units of touch. If I have no
caring and no energy I will not touch. You know, you sort of--if both things are
high you give a lot of toucli. If one is high and one is low then you still touch a
fair amount but more moderately. If are low then you wouldn't touch a lot.

: I think that probably if I wanted to use touch in the most th utic method that
would take a lot of energy because it's an emotional thing and it's my providing
my emotional support and especially in terms of trying to communicate without
speaking. If you've got a patient who can't speak, he's intubated, he's
unconscious, whatever and you'e trying to combine talking to them with
touching . . .if you really want to be effective, I think it takes a lot of energy. 1
think it sometimes takes more energy than the procedural stuff. . ‘

All of the informants dcscribed caring touch as involving a giving of self. "This is perhaps
best captured by these wzrﬂj: ‘
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N: Dcﬁdtcly. it's [touch] givm a part of yourself to help somebody else and I think
everybody at some point in their life has reached a point where they just haven't
got anything left to give ... : I -

‘Tt appears that to use éaring touch, the nurse must have a willingness and an ability to see
the patient as a person and to enter into some degree of relationship with the patient:

N: It [touch] can be a powerful reinforger of starting, continuuing or ending a
relationship. The relationship being a working relationship where it's going to be
a short one and both are aware@ut--or it can be something that's just done on
necessity. There's different, I see touch as having almost like a continuum, you
have the, where you have, it's a necessary means of getting something done in
the sense of a task or it's on the other end, it's a means of getting closer on a
personal basis with a person. .. ' ' ‘

All informants described reciprocity as a significant factor in nurse-patient touch.

]

Caring touch is not uni-directional, that is, the nurse receives from the touch experience.

’

This is necessary for her to continue to use touch as a strategy, and to 'store’ some of the
energy required for touching:

N: ...tohave alittle old lady squeeze your hand for reassurance you know, that's
positive reinforcement for you as well. You're doing something for her and it's
that kind of contact to me that is nursing . . . :

Conversely,

N: Maybc‘ bccause,hé doesn't respond to you, maybe there's no gratification for you
in t.hat o o ’ 3 : . '

, v -~ ) P

N: Ithink...when you are developing a relationship, or trying to with a patient
there has to be reciprocity . . . I have to feel that I'm getting something out of it
too, giving and giving and giving\and never getting back, it does burn youout . .. -

It is essential to experience reciprocity with at least some of one's ICU patients in
order for the nurse to receive. Positive response to nurse touch is a significant way that
o ~,- Durses ‘get’ from patients. "It's a positive reinforcement and that they're giving to me

[y -

. . . . ) R ) : \ _/‘
something."_The nurses described receiving a positive fecling when a patient reciprocates, a

‘ fccling of clo&cncéE’andg:ward. Those shifts with a pétient who reciprocated were "nice

shifts.” Reciprocity is closel\y;ﬁed 10 relating to the patient and "real intcracﬁon‘hcrc'the .
patient is seen as person and not objeci\.‘ - o r |
| The Sub-Seggregates o -

Caring touch has two sub-seggregates, comforting and encouraging. They, in fact,
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'make up'. caring touch, But consistent with the concept of touch as a gestalt, caring touch
cannot be understood completely by reduction to its constituent parts. For example:

N: For me comforting touch is one aspect of caring for the patignt. | don't mean in
terms of physical, to take care of, but I mean in terms of showing them that ] care
for them as a human being . . .!seeoomfonuoncwayonhowinlfkthemﬂml

- care, and I use touch for that and in a lot of those things probably, like the
» confussd patient, a lot of my touch there is actually to comfort the patient, to try
- and settle them and stuff. in other instances it's to show them thas I just care
for them and that is to be of some comfort to them, but it isn't just to comfort them
--do you know what I'm saying? Maybe it is one and the same thing. -

Although comforting and encouraging are simi of touch, they are different in many

ways. The distinguishing features are that encouraging touch carries with it a connotation

of hope and is a more boisterous touch:

., - N: Tthink an encouraging touch is more enthusiastic than a comforting touch. A !
comforting touch is a quiet, softer sort of a touch and an encouraging touch, Jike

you think in terms of a slap on the back, or you know the old "come on, let's give

it the gusto" type of attitude and so it's a more rous--1 don't know what. ;;

. L
It requires that the patient be able to interact on some le ¢ nurse, that is, be

conscious although possibly intubated and unable to vel is may account for’

comfortiﬁg touch being referred to much more frequently than encouraging touch in the

interviews as a majority of patients in this ICU are in a depressed state of consciousness.

As well, the encouraging touches are more easily identifiable to an observer because the
constellation of identfying criteria (context, postufe, affect, and voice) are miore evident
with encouraging touches. | |
Cor‘pgforting Touch , )
Although comforting touch can be, and most often is physical, that is, skin to skin, the
intentiis to provide emotional comfort to the pﬁﬁcnt: ". .. but the patient has an emotional
aspect too, that without the 'comf;n't touch you're not really attending to." Ana]ysis,of the

data on caring/comforting touch resulted in the identiﬁqatibn of eight discrete sub-types of

_touch (see Figure'l, p.35), ranging from the most emotive and intimate, "loving" touch to

the lesser emotive and intimate, "supportive” touch. With all of these touches, the

_ in/formantsx discussed the difficulty one wouid have in identifying the discrete type of touch

e
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& by srrnply obsemng the sktn to skm contact In fact, this skm contact 1s not even requued -
for the' "bemg there for the pattent" touch In tlus group of touches, contcxt and voxce are .
» | the rdenufyrng cntena of most assrstance in dtfferenuattng between the touches In the

group intervrew

Nl: See sO many of these, this. category at the top,. comfortmg and encomagmg
‘ sz ‘much of that is contextual. T'don't think you ceuld walk in and say, “oh yeah
e is being there for the patient, she is being compassronate, she's consoling.”
" 'We may all be doing the exact same thing, stroking our patient's forehead or
holding their hand and yet it's all contextual based on the situation of the patient, -
~the inner headset of the nurse and, all these. lctnds of thmgs and how the nurseand -
=the panent mteract : , , T,

- NIz So much of that is not $O much you touch this patrent the same way when _you rq Sl

© .7 doing those thmgs, but it's what you say, [that] makes’ you sad or cbnsolmg or . - ..
' : soothmg , X S

. v

. &( N2 1 thmk the combmatton of the context and what was sard | _ B
- Nurses' affect and posture could be sumlar in all of these touches Howeveﬁvenwith the )
- addttton of conitext and voice there remams an element of mtent that resides ennrely within -
| | the nurse's mmd and makes only the nurse touchm g able to, with certatnty, accurately
.vrdenttfy the s*uﬁc touch
| \The general charactensncs of these etght comforttng touches are that they are done in
'_a grvmg manner, in a personal way, soothtngly, gently, softly, slowly, and wrth enough '
;- pr:ssure so that the pauent knows Lt was deﬁmtely a touch and not only a brush. " As |
” " well, comforttng touch most often mvolves the use of the palm of the hand as opposed to
for example, the fmger tt‘ps whtch are used more ﬁ'equently ln the task touch. Strokmg is
frequently 1 used in comfortmk touch "A soft strokmg of your hand on therr head or hand or
‘-"whatever j e e _- T S - EEREY @& =
Comfortmg touch i is used alone or in combmauon with touch to accomphsh a ta& _
‘ . When itig used alone solely to prov1de emottonal comfort 1t is tdermﬁable in re{fnvely few |
- acttvmes 'Ihqse 1dent1fied by the nurses are: holdmg the pattent s hand, strokrng the

B forehead. squeezmg the shoulder or arm, strokmg the arm, and placmg one's hand on the :
- o

W
«
418

: pattents chest One mformant stated



-
. these are the nice things you're. domg, the tnore soothmg. comfortmg things
and the intent is to care more emotionally for the patient . . . . they're comforting,
nurturing, more tender type of movements and the intent normally is to, by
o touchmg, emotmnally reassure the patient. A ‘ N
: 'I'he body areas most frequently touched are the head hand, shoulder, arm and foot, The o
- _u-unk is touched less perhaps because asone mformant suggested, itisa more intimate
- ' body space The nurses described these touches as posrtsve and good and as dhes that '
made them feel good |
| It was difficult for the mfonnants to offer umquely identifying features of the eight
types of comfortmg touch However, whenthey exarmned the taxonomy they descnbed
. havm g an mtuluve sense that it was "right” and stated thﬁy had performed all of these types

of touches at one time or another, and they were. 1ndeed discrete touches,‘tmgurshed most -

y clearly by the intent to commumcate a specific emonon

" N:...when you saJd could youtellme. ..if I m lookmg at you could 1 tell you, thcn
I d say | don't think so because half ‘of it is what I'm saying, half of it is what I'm
- thinking I'm accomphshmg by touchmg .- So that I could dtstlngulsh between it
~ if I'wasithe one giving the touch but if somebody was lookipig atme . . .. they
. ‘wouldnfz,t necessartly d15t1ngu1sh. between on tent and another

Desplte thlS generally, shared behef among the mfomrants it was possxble in the analysxs to

' " mates or 1nt1mate frtend 8 ,ut when 1t was descpbed as a deep canng for people the term

a0

. was deemed appropnate It is reser.ved for famxly, close fnends and those few pauents that.' o |

occasronally get tofhe’ nurse,'f that 1s, fonhom the nurse develops a deep sense of cann g

.nt N

8 is notéeen asa desu'able event because of the extremely htgh energy dram on the nurse In S

fact itis to be avoxded in order to survwe One mformant, in dtscussmg thxs touch stated o

L N: ‘Itis different because there's, like I say, there's that emononal bond. There's real“ o
oo feelings for the person, not just the caring of themas a. patient--like the of
I “them as a person . . .1 find though, a lot of times you only-allow yourself to do.

4!" N . 3 i' .

that, in the area where we work every once in awhile someone wxll get to you,. -



;l most often when the pauent 1541

il dits hard It's really hard because then you know it can really hurt . § ‘
- SWMot that you're not a caring person, it's almost as a means of survival . ..

" almost like they become a part of the family, these certain people and to care for
them, and also to be going through the emotional processes that you do while
they re m the unit is really hard o

Lovmg touch would be expressed by thosepunely caring activities discussed earher Voice -
and atfect would be hxghly emonve One mfoxmant sard. ‘ft 's not the actual laymg of the ..

hands [that would be dtfferent], it' s what goes between the two of you " Lovmg touch also"

CN:iI ﬁnd that, wher/ I have a pattent that I'm rcally attached to, I often prop 'my elbow
onthe bed and as I'm talkmg to them, stroke their forehead and back into their hair
you know, and that to me is a very, that's, espectally with a 'tubed’ patient, that' s
as close as you getto really relatmg to them " cause you can really see thetr eyes. .

' appears to be one in wl?h the nurse enters the most personal body space of the pauent

Warm touch. Informants,descrtbed all of the canyngtoucﬁ as bemg arm” (as
opposed to cold) but agreed there was a Separate warm touc-h‘ "It's somethingthat you
'convey 1mmechately by JUSt skm to skm--the person knows 1mmed1ately whether what your
intentis....someone _]uSt rests their [themselvesi, if you put your hand on their arm or

the1r forehead or whatever " One 1nformant when asked when the nurse uses a warm

g ~‘touch rephed "It s something that s spont-- like it's spontaneous, [somethmg] that happens

when you re talkmg "It seems to be a pan of the nurse s make up. ' One mformant .

suggested that it helped to convey to the pattent that they could triist the nurse, as opposed

' toa cold touch Of all the cornfortmg touches thxs one seems most. transfen'able to the task
 touch. Thisis perhaps because the "warrnthis a more generalized caring fee{mg and n%t o

‘ .ehcxted by such specific sm;auons as are some of tl'}‘e other touches s

'Bemg there"Sor the panent touch Thts touel'rfsehmctenzed by a low or no verbal

f componen " em g thene for the panent, for me o'ﬁten [1t] ’would be a holdmg hand type

b[of] thing, you kxiow, no real movement mvolved, Just smm holdtng hands " It occurs E

%’o

:m' o ) JL
idthe nurfe sits thh them s0 they do, not die alore.

In this respect the\:urse stands ih'—ér the famlly Tms touch does not necessanly requrre |

K the‘same deghee of emonorﬁl attachment that other touches descrxbed in this sectlon requne ;

‘ "There san expendtture of energy but it's not the same. way, the attachment isn 't really there‘

) .. > t N o N N . N - . " a. 3’“ i ‘n



it's }ust a matter . of human contact so that they don t have 0 be alone." lt was

| _‘ descnbed as a "quiet” touch havmg to do w1th ptesence, perhaps best descnbed by these
mformant s words "It's a connection."
| Compassuonate touch "Compassxonate to me is understandmg where they.re at,-

.+ beingable to put myself i in their place and touchtng them the way I thmk they would want to
"~ be touched at that ttme "It has todo w1th sharmg and feehng, wrth being empathetic. It
drffers from sad touch in that it is less "event specific" (c.g. death) and is done for the

other, whereas sad touch is done more fOr the"n,ur

%%?k it's a sharing, feeling sort of

.a thmg it may not be because you can see ™

T *sad and you‘re sad wrth them

' but maybe you're sad because of therr situation. One mformant said that this touch

v mellows everyt}ung else and this would be a senous ume Tlus touch along with sad
and consoling touch was' trequently'descﬁbed asa "soft touch

" Sad toucga Sad touch is perhaps the most recogmzable of all the comforting touches.

e and it was sad  you would Kkiow 1t . Id probably be crymg . or 3t d
my. hps 50 bad and my head is always down as] try to regam my .
' Ttis often assocxated wnh a patrent who is gomg to dte has dxed and/or thh
4r ly I- "Even when you get the body ready, you know, there sa certam feelmg of.
"" " The nurse may somenmes feels as 1f she "has" to touch the' patient because |
' she is feehng so bad and wants to do somethmg for the paue’nt, espec1ally if the family i is
- there With sad touch "1t s over as one mformant stated. whereas thh the compassronate
- touch you: can sull "do" sometlung One mformant suggested that sad touch might be part
of the letung go and preparmg for the pauent s death 'When that man dxed Iwasreally
hurt, I was really sad . I]ust held his hand and tned hard not to cry -,
Consolmg touch Th1s touch lS somewhat srmtlar to compassronate touch but more
 similar to suppomve touch Consohng touch is more nme hmtted than compassxonate or
supporuve touch in that the nurse consoles a pauent through or 1mmedtately after an
expenence "For the time you just try and make it better because you know that it wrll end S

) ¥



+The nurse consoles famlhes, specxally in therr gnef by such acutti utnng her arm
a qa:x)gund thcxr shoulder.- Nurses also. console each otherina ‘similar manner The nurse
would a]so use consohng touch with a chﬂd or a mentally retarded patient in a.m%‘ort to
© "take away anxxety and pain," whereas wrth an adult. there i is more responsrbthty mcumbent K
upon them to get through it, and the nurse would hkely us¢ more of the supporuve touch. It
| . isalso dxfferenuated by the verbal component. whrch would bemore "murmunng" than -
talking. The mtent w::h consolmg touch i isto neheve dxscomfort (often emotionaly dunng or
unmedlately after ah unpleasant or dxsu'essmg,event and is thus less proacuve,than
compassionate and supporuve touch o ° |
Soothmg/CaImmg This type of touch appeared frequently i in the 1nterv1ews and
seems to be one of the most regularly used touches and to be viewed as one of the most
useful' by the nurses. There are three cucumstances when this touch i is used.. The first of
thcse is when the panent is ag:tated "If they're really’agxtated hke you know yo:? try and
calm them’ you're touchmg them more then." "A Jot of nm@s it maybe settles’ them and
' helps themto be more cooperauve " "Alot of those geo?le who prck and stuff if . . . you
| Just talk really really s1mply .and Just sort of you gnow, strokmg the1r arm . they tend
to stop bexn g such a picker." The second c1rcumstanc§ when thls touch is used . l§‘i 'to calm _
them down while the doctor s trymg to doa procedure " For example, the nurse nught hold
3 "the patrent ﬁrmly overon hrs side during a lumbar puncture not only to posmon him, but to
assrst him w1th a sense of control. In these two cxrcumstances, a ﬁrmer touch is used in
| - -order to help the pauent to mamtam of achreve control The tlurd cucumstance is dunng the
/ ' v "workmg" touch’of the nurse. all those acuvmes that the nurse does in the course ofa shift -
| that have to do with basic nursmg pracuce (c.g., bathmg) In this case, itisto prov1de a’
general soothmglcalmmg effect: " Obvrously, bathmg isalso an acuve necessary pi‘ocedural
‘ touch ‘buti 1t s also . & time for setthng, it'sa nme for calming a pauent xf you can." SV
Suppornve touch. Thxs touch is classlﬁed under both comforung and encouragmg B

‘The drfference between suppomve comfortmg and supportrve encouragmg is that of degree



‘ A supportive contfotting touchwoultl be "quibter" .anti less enthusxasdc it would alsobe k‘
more generalized i in that it would not be as sxtuauon spectﬁc as the supporuve encouragmg
‘touch. Suppottive touch is descnbed in more detatl in the next section.
~ The sub-seggregate of comfortmg touch was the tnost difficult part of the taxonomy in
Figure 1 (p 35) for the mfot'mants to. descnbe Part of this is'due to the lack of wo,rds in" o
- the Enghsh language thh which to dtfferenuate touches.. Part of this was due. as well, to .
the hxghly emotional component of these touches and to the fact that so much of the |
| dtfferenuafaon resides in the nurse's mtent of which only she can be cognizant. The fact that
these nurses had never thought of touch s0 analyucally: prior to paruc:panng in. thts study,
was most likely a factar. Sull they were able to expltcate for the mvesttgator the nature and
i

' meaning of comforting touch 10 them The words of one of the. mformants best captutc the

1§ .

essence of what comfortmg touch is aJl about
N: They're all the caring types, of toueh that you do And they re. more. thlngs that
when I think of them, they're not so mcdtcally generated, they're things like
bathing the patient and rubbing the patient's back and rubbing their feet or just

being there or just being a nurse. They're more of the behavxors that you thmk i
about when you thmk of nurses I think. : ’

£

Encouragmg Touch .
: Encouragmg touch has a hopeful future onentatwé as opposed to comforting touch
whtch is more present onentcd Encouragmg touch is also more situation specxﬁc that is,
an event often mottvates 1ts use. Thts kind of touch is more readtly 1denuﬁable because the
touch 1tsclf as well as the verbal component. gestures and affect are more obvxous in thelr
mcamng These nurses enjoy this kmd of touch because it is hopeful often s1gnallmg
o chmcal progress; it is playful and it most often occurs with a pattent who is responswc It
also occurs among co-wgrkers There are four discrete types of encouragmg touch: ’
supporuve, reassunng, sptnt-ratsmg, and fun/happy thh the latter two, the pauent must
be responmve because of the nature of the touch and thé?htgh verbal component. As one ', -

nurse emd with a tongue in cheek tone to her voice, "How can you joke wnh your pauent tf

he's not responsxve" How are you domg today--ha ha, a"" Or "That s nght your
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patient's gb‘t the 'Q 'si'gn'--d’on't try being .fun‘_."v As well as ;g hig.llll'verbal co:ﬁpﬁnént, | t

spirit-raising ’and fun/happy touch are disﬁnotiy observable. Theyi;m generally Tighter . K o
~touches, and are characterized by playful hitting, or pol?ing, or plaqing an arm around the o

shoulders, or giving affectionate hugs, and in'some instances by back-slapping. In these -
.~ cases the patient is doing well clinically and the touch is to oelebraté this, or to bolster their
spirits, and »h;lp' them recognize ihcy are malnng pn;gress. ‘With supportive and reassuring
touch the patiént may; no_{ be doing well. The patient is likely to be responsive, but if not,
~- the support and réassuﬁncc may be nan;ferred to the family and touch is used with them.
One informant summarized the r~cason-s that she uses this encouraging touch: | |

N: thn'I think my patient's anxicty ievel'is high, when I think his level of
discomfort is high, when his feelings of frustration are high or when his feelings

©of success are high, then those are the times I think it's really importantto ¢ -
reinforce or try and relieve stress, anxiéty, hopelessness, or encourage with touch

The four types of touch in this group are px:cscnted in more detail below. ., - _‘ %
Supportive touch. The nature of this type of touch is best captured by these words: . . -
N: Okay, whenl think in terms of supportive, I think "Hi there, we're here because
. we're going to inSert another chest tube and I'm just going to hold your hand now
because I know that this is going to feel as miserable as sin, but we're going to give

‘you lots of morphine and hopefully it's not going to be too bad,” supporting them
- through something, . S

This touch has tHen, lto do with "going through" cxpeﬁbr{ccs_that are often unpleasant (e.g.,
-the insertion of inv‘asive‘ cathet;rs, endurigg an endotracheal tube) with patients and o (
- providing them thh moral suppon’and'encouragcment as adjuhc_:ts io othcr"éuppoﬁ (e.g., ( "
analgesia). It'dit\’fcré from reassuring in that there is not the verbal teassurance that things
are going id 'bc";okay'.' or "g‘ett.‘bcl:ttcr." .In fa’ét}mingS‘ may not be a§. hop;ful when this |
touch is ﬁsed. It differs from consoling in ’_that there is not the anempi to assurhe ,
, fesponsibiiity for "tali:inlg‘away"' the discomfort. Thls supporuvc enoouragmg toﬁch is alksor ‘
used w1th co-workers when, for instance, they are having'a particularly dlfﬁcult shift. It
' might tgke.the form of an arm around the shoult:icr‘with a little squeeze and a comment such

“as, " know it's hard but you're doing good," or it might not irlncludc*f Werbal component.

4 4
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To receive such a touch makes the nursef‘eel " really good. better, reheved. apprecxated" o
although several of the mfonnants stated that such ashow of support often will bnng tears
8o their eyes and actually "hurt." This seems to be connected to a feeling of vulnerabxlxty
N: It's very easy to remain detached and aloof as long as you'ne not sure whether
. somebody else [cares] . . . you can'maintain your gacade of being functional, and
- then somebddy gives you a hug and you have to concede that that caring is there
and it's very hard to maintain your neutrahty and your aloofness
"‘,"-Mntmmng this facade assists the nurse with staying in control of her emotions which the
 informants deemed necessary in order to function efﬁcxently '
Reassurmg touch. When the nurses spoke -of reassunng touch they most often gave
?he example of the patient who was being weaned fromhe vennlator or progressing toward
removal of the endotracheal tube: "'Look you know you're domg.really good, you know )
you went on CPAP [continuous positive airway preséure] all day today and tomorrow it ‘

‘ looks 11ke we're gomg to be able to take the tube out', to me that's reassuring.” "I ﬁnd I get |
more mvolved with touchmg, like squeezing their hand for reassurance or something like
that, [thh] the person who s awake, a person who needs reassurance like when they're -
going to be extubated or if some big procedure is goingtobe..." Itisa ﬁrmer touch than

| the other touches in this category Reassuring touch i is got eqtegondally associated with a
hopeful outcome. For instance nurses reassure the'p‘«tﬁent with touch if they "just received
bad news like their leg is ischemic and it's got to come off . . 1 usuaﬂy 1mmedtate1y
sust)ect that Qey need mofe reassurance and I would try touching them a little more
frequently.” &

Spmt-razsmg touch. Spmt-raxsmg touch i is’ stmtlar in expresswn to fun/happy touch

v\\

and was often d;scussed together with fun/happy touch The d:fference is in the intent and

’ verbal componenL The intent Is to raise the pauent s sptnts and this is reﬂected in the
verbal component In the group interview, two of the informants said, "Encouraging a

_ patlent to wean you doalot of that spmt-raxsmg," and "They may be just blak and you re
sayE‘nig come on, you can do it; we know you can doit!" Aswell,itcanbea touch o -

_ celebration. For example, the case of the patient who has just been .succes;sfully weaned

PR
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 from the ventilator pifis being }lischarged from' the ICU and the nurse might squeeze theu

arm or give t_hqm'hn "I knew you could do it" hug. This touch is also used with
co—wdrqus;'iéking the form sometimes of baclé-slapping or hpgging. Its intent, in these

situations, is the same as with patients--to raise the nurse's spirits. There is a decided

" element of boisterous fun in this case.

s

- Fun/happy touch. Certain activities can be fun touch, such as shaving a patient: "It's

. fun'to shave them ‘cause you can make lots of jokes, you get that eye to cyé contact if

- they're respondin‘g.v" This touch is playful and:

N: . .. the sort.of teasing touch that you sometimes get . . . like the little old guy
that's quite happy to have all the attention of all the nurses looking after him and
~ he's making little jokes with you and you're making little jokes with him and you
might nudge him on thie shoulder as you say something to him-in fun or in jest.

It is significant to note that although the nurses found these cncouragirig touches easier

'to describe than the comforting ones and could give clearer dcscriptions; ihey do not make

up the majority of touches in the ICU. Perhaps they stood out more clearly because there is

~ adecided element of reciprocity with them, something all the informants described as bein

very important. Most of these encouraging touches are in addition, "fun" and there is not a

great deal that is "fun” in an ICU, nor many patients able to respond to this sort of

interaction.

.Touch to communicate caring was described by the nurses as a unique and special

kind of touch. The complexity of touch as a concept and its hun;anizing potentialina |

technologically déma.nding environment is reflected in their words, for éxainplé:

N: He was waiting for Herrington rods so there wasn't-a lot that we can [sic]do . ..

so we did a lot of talking together and so it was me standing at the head of the bed -
“and we're just, like I'm constantly . . . kind of grabbing me and hitting me on the

arm--not hitting you know, touching me on the arm and we're just having just a
great time and there was a lot of touching and at the very end of the shift he took
my hand. Twenty-year-old guy, Ijust couldn't believe it-<like it was just ‘
wonderful, twenty-year-old guy, you know--he wished me all the luck in the
world . . . and it was just wonderful, he gave everything, he helped me out more
than I helped him out and we also had a sad time of talking yoy know.

R: Did you touch then too?
N Yeah,
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R: What made it real good do you think with him, was thcre one thing that you could
pxck out that--

N Maybe he appreciated his touches.
- R: Soyou felt like there was some gwc and take?
N Oh, there was so much. |
\; ,‘Touch to Protect (Protective Touch) |
| Touch to protcct, a seggregate of the taxonomy kmds of touch, refers to protection of -
patient and/or nurse. This touch is used most often with patients whose behavior is
'problemanc for the nurse. In the ICU, whcn thc nurse loses control over patient behavior it
.. becomies problematic. The nécessi'gy{ of control over the patient and situation was -
” emphasized time and time again as &Be infof-mants talkod about "éetting control" or made
- statements such as: "You don't héf% the cOntrol over somébody you can't reason with . .."
and \\ .it's very scarey when you reallze that you're stamng to [lose control] . .." Loss
. of ¢ohirol over a pancnt s behawor thre‘atcns the patient's physncal safcty Informants

* when asked why they used this touch rephcd in pan

N: . worry that the patient really is gomg to harm himself, do something you
know really dangerous.

N: ...in order to protect your panent @m his own dcstrucuvcncss ..youre
trymg to protect that patient, . -

N: You t}avc to do the controlling things sometimes for the patient's own safety.

Examples of protecting patients from themselves would bc- preventing a '
self-extubation, prevcnung thc pancnt from pulling out a vxtal cathctcr, such as an ancnal or
central cathetcr, or prcvcnnng the patient from crawlmg out of bed. The last is important
bccause. in addmon to dxslodgmg catheters, thc patientmay fall and bc injured.

- Loss of control over a pdtient's behavior also threatens the nurse's safety: -

N: These are’ s{m of thmgs [protective touch] you 're forced into for the patient’s

safety mostly . . . your own safety as wcll or the safety of any mdmduals

around

N: Our big thing in order to justify what we do is the safcty of thc patient but most of
us are pretty tiny women and I think my safcty comes into it a lot too. AN
' R . 1 T
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" As well, loss of control over the patient's behavior threatens the nurse in a more complex
emotional sense. The use of touch to protect the nurse emotionally involves a combination
of interactions between the nurse as a person, as a pn;fessional. and her reactions to the
stresses of the ICU to which she is exposed. | | |
It seems that the emotional pmtccﬁon of the aurse through touch has a two-fold ]
mechanism of motivation. The first has to do with the need to distance oneself from
emotional pain and is tied intq the energy reserves of the nursc.‘ It occasionally happens to
all nursés and frequently happens to "burned out" nurses (in large paﬁ beCaﬁsc of the need
for adequate ;ncfgy reserves). Sometimes, nurses cannot tolerate further éuffcﬁng and
need to generate distance _befwcen themselves and the source of the suffering, in this

instance, the patient. This exchange during the group interview best illustrates this point:

N1: Ithink there's two types of cold touch. One cold touch comes fromacold nurse

for whatever reason, whether she's burned out, tired, "pissed off," or whatever..
Then there's the cold touch, that you're cold, in spite of what you're feeling
inside. You relate so much but you can't warmup ... , =

R: Itsa ;iroteétion so they don't get under your skin? .
NI1: Yeah--it's a tug of war inside you.
. N2: And moré .uncomfonabllc on your part.
N1: That's right. | |
: N3 Like you know you have to do it but you really don’t want to.
| During andther i_ntewir;w an informm}t made this statement: N ' _
N: Theyend uﬁ dying and you can go 6n kidding yourself dcaih after death kind of

thing but there's one person that'll get you and you may not even have worked
with them for long or whatever. That's happened to me too. ‘

71The second mechanism through which the en\:otional protection of nurse seems to
operate is connectedv toa rgléasc of tension. Unless the nurs'c has been able to use other |
stmtegicé to deal with the frustration that some combinations o)f variables broducc; she
reaches a point wh;ré she has no opé‘ion But to tguch in what these nursc§ oficn described as )
"a ncgativc‘ wéj(.'i‘ The fa*lurc to successfully use other strategies (c.g., rcasbnin g with the

patient, searching for and correcting the source of confused or agitated behavior, using a

K
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:calm, soothing approach, or obtaining relief by withdraWing ffaum thg bedside) or the flll;‘n'_e
of these strategies, may result in the nurse reaching a ;;oint deséribed as "being at the end of

your ropci " Reaching the end of your rope is another complex process, that is, dch nurse -

is unich in how much she "can take" on any given day, in any givenﬂ situation, with iny ) *‘33
' givch patient. When a nurse is at the end of her rope she is experiencing high frustration | ‘

(emotional tension):

" 'N: Sometimes you just, you know, you want to scream like, oh you know, you havc ,
' someone who was constantly picking and pxckmg and picking and picking ..

| N: Aftera whxle your frustration level is to the point regmdless [of] whether they
understand or not, you vc just had enough.

She must release this tension. If other strategies are not successful or are not used, the
~ nurse has a repetoire of "drastic measures” that she will use. The more experienced she is
‘the more rapidly she will employ-them. Drastic measures are restfaiqing and sedatin‘g
patients, and these measures bring emotional relief to the nurse b)inabling her to achievé
control of the patiént's behavior. However, prior to employing drastic fncdsurcs é.nd
particularly during the use of restra;ping touch, the nurse may use a touch that is protective; .
 touch that convlcys_d negative feeling to the paticmqand'tha‘t leaves the nurse feeling "bad.”
This bad feeling is so strong that the nutse may be unaware of the emotional relief that she
experiences as a result of touéh'mg in this manner.
o . The nurses' fechngs of "bad" when thxs protectwc touch is used was also dcscnbcd as
"angry,” " guxlty," "lousy,” and "duped." thn asked why it chcxted these fcehngs nurses
responded with scvcml reasons: '
N: Because I don't like to touch patients that way .. . it usually means I've lost
control of the situation and I feel that [the] other person has the control, and in fact

I've just given it to them by proccedmg to act hkc this. I feel bad because I know
I've given away my control.

/
N: Itis contrary to human nature.
N: I guess because I feel it's wrong to treat a person that way.

N: As soon as you rccogmzc that you're domg that, you start getting on such a major
. guilt trip. v
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that you're told you're

" N: They're very bad feelings And it gocs against
t-ySu're hvfng up to the "Nuncy’ o

pposedtobesnddonndyoudontfeelth
' o Nurse" kind of [image] .. |
Although an observer might judge the usg6f one of the types of protecti\}e tguch in 7

. Figure 1 (p 35) as being unnecessary. analysis of these da vealed that (with one | K

¥

,ei!bepuon) the touch was necessary within the private reahty of the individual nurse.
Describing these instances one informant stated: '

N: I think they're all negative things but they're all judgement calls. Sometimes you
have to be forceful with the patient if they're going to harm emself by ergwlin
out of bed and fall on their head . . . . sometimes ou can lobk over and sée a .
nurse fairly forceful with her pauent and you , "good gri ief"! What the hell is
. she doing? However, if you were in that sxtuauon. you'd pmbably be doing ‘
exactly :ﬁem thing . .. what you may think is agtgressxve may be exactly the
amount of sort of Wn the nurse needs to put on the patient, - s

-The excepuon to the necessity of this touch is the nurse wh’c) does not care about people, |
who is monvated out of, as one mfonnant putit, meanness Those sxtuanons of the

* unnecesary use of these touches, in particular commanding thmugh cold (see Flgure Lp.
35) by nurses who are mohvated by "meanness appear to be infrequent and not. .
répresentative of the majority of ICU nurses: "There are guls who are very, .ver‘y meanto

| pe'opgle, it's not a lot [of nurses] but there deﬁnitely:are people ..." |

S

The use, by all of the infoﬁnants of the term negative to describg these pi'otective -

’

touches arose from three s6urces Fxrst all of these touches cafi'and usually do convey a
N %

negauve feeling to the patient, either physxcally and/or emononally and in some mstanqes"- .

'the intent of the nurse is to convey a negauve feehng, e g punishment:

N: Ihave seen those used in another instance, in the sense Where say, as an ckal
yop get an [patient who has faken an] overdose in. You want to make' théf o
expenence [in ICU] as unpleasant as possxble 0 they won't do it [overdosel. .+ *
again. And we have done that. . . hoping to God that it would niake them rea o
that this [taking an overdose] is not a fun dungtodoandawaytogetthexr

. attention or whatever , _

Second, all of the mfoxmants as prevxously descnbed, sald that to use these touches mad 3

them, in most instances, feel "bad,” although this was less so when the touch was used ‘7"‘! e
' physzcally protect the patient or the nurse herself _Third, this kind of touch does not haf\% { b
: ,. 3.'." ‘. f

an element of reciprocity and the pauent does not nge back to the nurse or Worse, reacts. A s

t
2
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“the touch with more of the problematic behavior, reinforcing the memzethat thisisnota - -
"good" or positive touch. c
~ This protective x&uch is the antithesis of caring touc,h. As o informan{ saated: "And
that's the kind of touch that you would . . . see in relationship to patients when they are
bcing touched more as a piece of technojogy than as a person, and its--its a touch without *
fcclmg " Canng touch and protective touch/werc descnbed as being "on the different ends
}of the continuum' and as mutually cxclusxvc "No you can't [use them sunultaneously]
they're two opposxtc things,. thcy re tota;lly different conveyances of meamng. However,
as with caring touch, protective touch can bc‘used to "flavor” the task touch. |
 The informants had difficulty discussing this touch for a number of reasons: they did
not consider it "rcall touch," some of them were reluctantto ackhowledgc its existence, and
some were hesitant that the investigator would j\fdgc themn as "bad" nurses. Some of the
“ informants discussed it only after the m\rcsti!etor acknowledged that she had seen and used
those touches in her own crmcal care practice. All of the mfonnams discussed it more

readily as the mvcsugator -informant relationship dcveloped Although all of the informants

describe protecnvc touch as ncgatwc and had some difficulty discussing it, they were

-
’

r adamant in thcxr defense of its necessity:
) . "
&'% . N: If you bring any group of people in off the street anﬁ put m in the same
e wa:?;;‘” " situation for any length of time they're going to come out keoking very similar to
:v e % : ‘; th rest of us you know. .
R

;'mann«:r bccausc of a lack of undcrstandmg on the part of an outsider, who was not privy to
" thc cxpcncnccd realities of day to day work in the ICU. As well, all of the informants

- rcportcd havmg been taught in nursing school ta be undmtandmg and empatheuc of patient

‘ 'behavmrs, and having not been taught how to deal realistically wx?\ thc,many patient

- behaviors and working conditions that would strain-anyone'’s ligxits of patience, tolerance,

and energy: ‘ : .



¢ 'ned m you that s _]uSt not done and a good nurse
but we are humant v
'I:he reasons that protective touch are used are bomplex, in paruc lar, when 1t is

— N If's something that's in
S docsntdotlnngsltke

emonqnal protecuon of the nurse. ’I'he vanables that mteract anse from«the nurse herself
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l

the envuonment, ar)d from the panent. Each of these i€ dtscussed in detall in the secuon
i"ptterns of T ouch However, these words from one6f the mformants in the fust round of

interviews reﬂect the complextty and mtemcuve nature of some of these\ranables
A ~Idon't think n‘s a thcrapeuuc tool atall. Tt'sa form of touch that I see and it
Me e happens i situations'usually when the nurse herself is overstressed and there's
. too much Thplt 19 bcpmoessxngand there's a lot of instability in the patierit and
- -lot.of technical things® igomg on. Somethmg has to be done in a hurry and when
" the hands go on they're. not as gentle as they could, be, they're in a hurry, they re
~“‘not conveying! the same kind of concern that they would if they, if you were
- touching somebody and remembering all the time in the back of your head) how
~ you would want 1o be touched Iguess that's the way I would descnbe 1t--1t s a
' neganvethmg S el . o

v

TR
-

Subseggregates. R t

‘t

R

Touch to protecnhas two sub seggregates, controlhng and Chstancmg They dxffer s

substanual]v 1n three ways FIPS[, controlhng touoh overlaps consxderably thh touch to :

accomphsh a task asthereare a large group of tasks where control of the pauent is ,\ .

mandatory Segond, dmancmg touch is predonunately used to protect the nurse and the
“. . emouonal sub—set of dtstam:mg touclgs cxclusxvely used to protect ‘the nurse whereas |

_’ - controllm g touch is usqlpumanlykto pmtect the pauent Thrrd the d15tancmg touch was

| generally percewed as bemg much more negauve by the nurses than the controllm g touch

EE

These two sub-se’ggnegaus of protecuve touch are more easxly 1denuﬁable than the canng

tpuch because all of the 1dentn‘ymg cnterm (context posture, affec'f., and vorce) as well-as

the slon to skm oomactane cl:arcr For same reasons it is 083101' to dtfferenuate 1 |
between the mone dxscrctc sub-types of :r:&ve touch The fcatu:e that demarcates
_ contxolhng and dtstanung touch is that dlstancmg touch is frequently a "non touch "in that
| 1t isa thhhqldmg of touch Althoughthls appeats to be a conuadtcnon of terms, 1t is '

| conmstent W1th the concept of a ge
. touch 'I’hé types oftouch that are classtﬁ

Aty e T

\ of touch and w1th the mformants conceptuahzauon of

/



Frgurc L, p 35) do nm fit excluswcly wrthm the. sub-scggrcgates ‘under which they are
hstcd In parncular, thc typcs classxﬁed as controllmg can be us B"to dlstancc The types of

-
touch can also be used in combination. As thh caring touch the types. of pro ective touch

" clabsified as controlling and distancing can be, tmd often are sed to "flag | touch,”

fspccially procéduros. Thrs "flavoring" is more dominam‘"wi e prot ‘ Such than :

4

- with the caring touch bccausc of the unpleasant nature Of many of thc-;tasks and pro_ci:durcs , |
‘inanICU. | ‘ ‘ |

2

Controlltng Touch ‘ o
Controllmg touch is used pnmanly to protect thc pauent from harm Dunng card “
’ sorts one mformant sort the task and protccnve touchcs together when asked to create
two rather thaﬁ ihree kinds f. touch |

N: I'm going to call thlS [sort of cards] the controllmg pile .. . you're the one that's
_in control and you have to do things that maybe you don't cvcn like doing but you
still have to do them . . . . normally I think of controlling as negative, like most of
us think of controlling as more of a ncgaglvc thing. You like to think that you have
© +_agive and take relationship with your patient but sometimes it's Just not a rcahty
- I'm going to use controlhng asa neutral word . ‘

After thrs nurse’ had completcd the card sort and combmed her 'task” and ncgatwe pxles, )

>

| shcstatcd o R ;,
controllﬁ;g is also positive, bccause. as a nurse you do have’ to take control of the =,
paucnt s environment lots of times especially when they're obtunded or whatever. 1 -

mean, yéu re@rﬂlﬁcvcrythmg--l mean even their breathing. ‘

. Th  are elemcnts‘of protccung thc nursc s.own Job security and of semng hrmts on f _ '

‘_ thep patient i rdcr to prcservc the efﬁciency of thc nurse's funcuonmg, as is rcﬂcctcd in

/,«-'Mrpt frdm the group interview (when the mformants were askcd if controlhng was -
concerned wrth protccung the pauent) e ST
- NI: You re protccnng your own _]Ob t00.

N2 At the risk of cxposmg myself in front of my pecrs--somcumcs you're roedly just
ticked off at somebody because they just seem to dchbcratcly bc sabotagmg '

cverythmg you‘re trymg to do for them&*

'N1: : And sometimes u s just not so much to protect the panent but; almost to '
S dJscaplme them, like you know, this is ‘how-you are @mg 1o acp-if you 're gomg 2
to bc in this bcd afid you want me to’ look aftcr you. thi$ 1s'what yob re gomg 0. .

g : {0 R P ,»:’_
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' do. Then you re gomg to get better and you re gomg to’ get out of hrre . ‘
- | N 1 " Also; controlling all those thmgs you dotoo, tp sdve your Job'Wom ﬁrst tjob in : .
. ICU is to maintain the patient's safety. And if you don'tdoa lot of those :
~ behaviors that patient.will not be safe and your job could be. f:f .,
Analysrs of the data on controlling tbuch resulted in the idenuﬁcauon of eiﬁht discrete
sub-types of touch (see thure 1, p 35) rangmg fmm the less emotive ﬁrm/calmmg" to the “
_ more emotive "harsh/severe " Each of these is- descnbed in the secuons that follow The -
gencral charactensucs of thesc nine controlhng touches are that they ar("é done wzthout
" [caring] feeltng, in a cursory manner, humedly, usmg a Jabbtng or pokmg skin to skm ‘-
contact, w:th a strong grip, grufﬂy, and w1th force (e.§ g pushmg) As well they ar‘e

charactenzed by very dtfferent verbal components than the canng touches, more dtstance

- between the nurse and pattent, and different nurse affect and posture. Regardmg thts touch

one informant stated, "That's where you 're touchtng the patrent but you 're not: touy:hmg
you Te touchmg thhout feelmg " ThlS is consxstent thh the v1ew held by many | of the |

| tmfonnants that only caring touch was "real touch.”

 F trm/calmmg touch: This type of touch was the least hkely controlhng touch to be

. described as negattve Ifis similar to thegparmg touch soothmg/calmmg in that it is used
whena pattent is agttated or durmg a procedure in order to produce a calrmng effect It
differs in two respects from soothtng/calrmng First, its monvauon is not necesssanly
rooted in canng, buti 1ma need to achfeve control ina gtven srtuauon So, althourgh both
types of touch are charactenmd by ﬁrmm:SS. xhe‘firm/ca.lrmng is control med. Second
this touch would not be used durmg such tasks as'ba athing, as would soothmg/calmm’g It
' woulg» more hkely be used dunng a techmcal procedure, such asa urmary cathetenzauon, o’
control the panent s mobthty in. order to facﬂttate tnsertmn of the catheter It would not

_ necessanly be arf unkmd touch and could be combmed with. soothmg/calrmng It is also

< usedto help the panent regmn control:

- N We re touchmg them to help them regain control-yeah that S what you e trymg
+ tobe, you're trying to settle them and relax them. You‘re trytng to control them R
. sothattheycanbeconuolledandhelpcd R | _ :'r
TNy Well, there s times when you 're. putung lmes in, or procedunes, that you Ve got to | v:‘. '

"6'



hold the patient down if the patient is really cdhfused or combattve or very
' scared they might ténd to Jedt away an awful Iot more and you tmght have to hold
- themn down more ﬁrmly =

., Both the ﬁrm/caltmng and the aggressrve touch are classrﬁed under both worlong and

controlhng because of their frequent associatron wrth the performance of tasks.

L]

\ Aggresstve touch The mformants made it clear in the gnoup tntervrew that, there was a
© positive aggressrve and a negatrve aggresstve type of touch. The negaave aggnessrve type

of touch has two cornponents One is the pauent s expenenee of a negauve feehng and the

v other is the nurse's intent to commumcate a negattve feehng It is most often associated *
with tasks or procedures that have to be done for the pauent s safety or "own good For
‘ exarnple a posmve aggresstve touch would be aggresstve chest physio to prevent rntubauon

S&erhaps admrmstered as often as every hour) The pat;ent would likely mterpret thts asa
g
~* negative experience, but to the nurse it is positive because it was necessaty for the pattent s

)

‘recovery. "Or someone who doesn't want their NG [nasogasmc] tube back down and

you 've got to get it down . and it's got to go. " Or " o

‘N:#When I say aggressrve, I mean l&gyou ve got.a wrmp wagon" lylng"tn the bcd
and you jerk him out and into‘a chair whether he likes it or not. You are

- -, aggressive because lots of times they can say no and be very resistant. [So why
- do you do that?] -It's good for hxm tositup in that chatr, [to] get movmg and get
mobrhzed - .

' Aggressxve touch also “has an element of "no chorce for the pauent ’

_N: It'sa touch that, or an action done to the patient negardless of what he thinks about g

“+' it.. it's something that we do, it has to'be done and it's done and the.patient and

56,

- his feelmgs and every’thmg else are m'elevant they have no say. whatsoever o

Scoldzng touch Scoldmg touch has a hrgh verbal component atrd, as well hrgh '
gesture and affect components It would be recogmzable by statements suoh as; "Don t

. you pull your tube out " or "You promtsed you wouldn tpull your tubestout in

-

: combmauon with a ﬁnger shakmg. a tapptng or pokmg slnn contaot, or perhaps a hght hand

‘su‘aiﬁ It is very stmuarto

slap or shoulder shake and a checktng for the secureness of
the touch one would use to scold a Chlld SR %ﬂ &

: Commandmg touch Thrs touch'is’ s1m11ar to scoldmg touch but defers m degnee that :

. ‘.eq . E ’ >

. s, itis more controlhng 'I‘he tone of vorce and body gestures are mﬁe@\t as well. The s
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; ,msertton of catheters and}‘tubes v,’, R ,' N
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‘ verba.l component mtght be an order: "Don t you tough that tube!" "Slt back in bed!"

The skin to skin contact .would be ﬁn'ner and more restrammg Tts use’ may depend on the e
{ .

| type ‘of day\the nurse has had with her pauent and the amount of pattence she has Jeft. For

. " N: Andijt sometirmes depends on the patient, like a wimp wagon, I tend to be more
* scolding, avith someone who's deliberately done the opposite I've done all day, I
tend to command them, Idon't waste my ttme scoldtng them.

Another mformat}t Stated "I guess it [contmlhng touch] would Just be that last ﬁnal wamtng o

s
4

s ,
Restrazmng touch Restratmng touch is frequently used tn the ICU and it ranges ona

contmuum from touchtn g apattent s ann and remtndtng them that they st be careful not ‘

- to acc1dent1y dtslodge xsome tube org theter totthe use of leather restramts As with all of

these controlltn g touches lt is freq not used alone, rather it ts used in combmatton with

. another of the controlltng touch€§ such as ﬁrm/caltmng or forceful depending on the nurse,

the pauent and the cu:cumStance Its frequent use ts dtctated by the:nature of the ICU -

ethronment where the pattent s survival often depends on the preservauon of the mtegnty

v of mvaswe catheters and the relative 1mmob111ty of the pauent to pemut venttlauon orthe

TR

~© N: You're restratmng them because they are confused SO they won't fall out: of bed
- 9Or they won b pull their tubes ggt when they need tt e .

'I‘he tnformants Stated that reStratmng touch often had a posmve component because of

- the protecuon it gavthhe pauent waever. when restratmn g touch is used in- ftustratton,

' f_because othea nursmg measuxes have not beemsuccessﬁﬂ or when itis used in-haste or

¢

| 4} unpattence tts-connotattoms more negﬂVe ST

*N: “See testratmnﬁ often has ... . posmve “component. When a doc is tryingtodoan
. LP [lumbar puricture] and the person's hck'tng all over the bed, you: restratn them
.50 you can savé them from bemg patalyzed ,

Forceful touch This touch is less dependent of spectﬁc tasks and overlaps with

'restrammg touch that is, one can use a fqrceful touch to restram the dtfference being.

5 (when the gmup was asked to dtfferenuate between forceful and restra.tmng touch) "You



' . \canbe forceful wrthout stoppmg them from domg sorrfethtng " Morepmssure is used wtth ‘

h 'forceful touch than thh the touches prevrously drscussed and the posture of the nurse is o

" more detcrrmned and active. This type of toftch is more likely to be used when the nursé is )

frustrated espectally if the pauent is difficult to control. It has more ofa neganve | e

: connotauon than those tonchcs dxscussed thus far and dxffers frem commandmg in that. ’

* "With commandmg they still have an opﬁon to pamcrpate, with forceful it's more done to

| Rough touch. A rough touch is often srtuauonal and used for the purpose of

protecung the panent | ‘ B

N: If you're halfway in the room and you see the anent in the rmdst of pulhn g out
his art [arterial] line, you tend to be very rough without even thmkmg of i it, you
grab his hand and you get it out of there. ‘

A rough touch was described as less deliberate than a harsh/scvere touch and as havrng
3 ‘l"

_more of 4 patient benefit component "Sometimes you have to be rough for the p"anent s
- own good ) One of the most frequent occurences of rough touch 1s durmg the turn,
whether because of the actual drfﬁculty of the turn, for mstance an obese pauent, or because
the nurse is frustrated. The frequency of its use dunng turns is probably a reflection of
/ nirning bemg a frequent ICU actwrty Srrmlanly, the nurse can use a rough touch during an |
activity such as bathmg the pauent In- thrs mstance her strokes would be cursory, hurried *
and done with greater pressure T '
Harsh/severe touch. Thrs touch is hsted under both controlhng and drsrancm g
tbecause of the substant@l nurse protecuon inherent in it. It will bc discussed entn'ely in this |
- . section. Harsh/severe touch 1s srmrlar to rough touch in its pauent protecuon components :
' It was dtfferenuated from rough in xntent ' S o e
| 'N: Isee harsh as hahng a dehberate c ent to it, like when you are harsh wrth a
" patient because you wanted to be harsh, whereas I see being rough . .. like :
| grabbmg a pauent and probably breakmg his wnst before he extubates hlmself
| ’,Harsh/severe touch then, is more deliberate and more hkely to“bc used to pumsh The

Do nurse who uses this touch is more hkely to be extremely fmstrawd or angry wrth the

xmffbm., Au& s
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s,“ that results in this touch having
sty

~ experiencing severe "bum out."

'DzstancmgTouch v - _ o s

-
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pancm s behawor. It S also more hkcly to occur when the nurse is more predlsposed o

. ‘frustrauon (e.g.s bcmg med) and when sxtuauonal and pauent vanables combme “with such-

nurse vanables to create the state of "bemg at the cnd of your rope." Itis this frustration

,

trdlhng and dxstancmg components As well; this -

~much is more kaely to be used by ; few nurses who "do not care.’ Its use enables the

oy

nurse t#mate and Mtam an emouon‘al dxstancc consistent with an absence of caring -
v, . .

N emouon It was perceived by the nurses as one of the most negative of a.ll touches in both

its commumcanon to the panent and the’ resultant "bad” feeling the nursc has after usmg it.

Itis hkely a precursor to abuswe touch, SOmethm g that the mformants only alluded toin the -

* interviews. The nurse at greatest nsk of usmg thlS touch seems to be the nurse who is

The subseggregate of comrolhng touch is an elaborate one and tJed closely to touch to

accomphsh atask. Many of the tasks inan ICU mandate that the nurse achieve control over

the pauent 's mobility and behavior because o the critical safcty issues. The use of these

touches is therefore hxgh and hxgher still, when the frustrauon component is added
Dlstancmg touch is used to create physxcal a{xd/or emononal distance from the patient.

The creation of physical distance is accomphshed by crcatmg a bamer between the patient

~

and the nurse during touch, or by‘act,ually movmg _away from the patient. ?hysxcal distance

is created either to protect the nurse from- c-atching‘something from ihe patient o}i't can bea

way to help create cmouonal distance: "It mea?s somcthmg hke pulhng away, dlssolvmg a

’ relanonshlp " Although it was usually viewed by these nurses as being negatJve, dmstancin g. |

. % ; )
touch does have ppsmire components R e B

N sttancmg is, I must se%'ate myself from you ...t0 gam my composure, to .
~ gain my own space .. stan _gcanbegoodbecauﬁelflneedtobeablem
gain my -composure in a c “situation . ‘Im gomg to push them away
thats sepmnngmySclffrom the sxtuauon; ‘o

The creaaoh of emomnal d13tancc can protect the nurse from usmg an abuslvc touch

.

: ‘msengage her fmm cmononal pam- cf conserve energg serves sIt is someumes used



~when there i§'an unwrllmgness to expend energy. for exampii on a pauent that the nurse
it can be an established

pattem of behavior for the "techmcal" or "mechamcal" nurse who will be discussed in the

'does“not ltlce orona pauent who'is not considered salvagab!

'scctton, Patterns of Touch. . L
K . Distancing touch is composed of four discrete sub-types harsh/severe, barner,
- w1thholdmg and cold (see thure 1, p. 35). With the excepnon of harsh/severe, dtscussed
above, these types of tOllh@%tffer radically from all other touches There are rio general
. charactensucs common to all of these: touches Each u@ltscussed below. - ‘

é»b' ‘ Barrier touch.” This touch is done with some sor( of barrier between the pauent and the
nurse; Most often this barrier i is gloves, but mfdmmtts described the "yellow gown
bamer and the "mask barrier” as well. Barrter t0uch is umque among the types of touch in

,v the taxonomy in three respects First, it is the qnly touch mediated by a deliberate skm
coverm g Second its placement in the taxonomy dées not reﬂect the degree of
emotweness,- that s bamer touch is not necessanly more or less emotive than those‘touches
on either lside of it. Third, 1t is the'only touch so highly associated with the physical
| “protection of the nurse. In fact, the protective element for the.nurse is so itnportant that it .
can be descnbed as life saving. | }‘ .
. ~ Nurses touch panents with gloves onto: 1) protect the pauent from infection (e.g.,
- , during dressin g changes or insertion of invasive catheters) 2) protect other patlents from
 cross infection, and 3) pt;ptect themselves from dtagnosed dtsease (e.g. hepauns, AIDS,
- herpes), unknown organisms (e.g., when handhng body secrettons), or excrement (e.g.

accounts for the high frequency of barrier touch. As well, all of the mformants 1denttﬁed a.
e
' hetghtened awareness of the need to protect themselves i in light of the raptd advance of

- AIDS, and an mcreased need to use gloves. For these nurses the possxbtlrty of acqutrmg a

&

- ; fatal disease is a legmmate and constantfear They identified threc groups of nurses on the

bas1s of the amount of time they wbre gloves a very small group who probably don’ t wear
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' gloves enough a very small group who are paranotd ! havmg let their fear get away on -

 them and consequcntly wear gloves for everythmg. and the majority of ICU nurses who use

common sense in determmmg when gloves are tndxcated All of the informants said that
‘they prcfen'ed not to wear glpves unless they had to. They gave such reasons as: "gloves
are sortof another bamer it's the same as sltting farther away . > or not touchmg," "you |
can't feel your touch as well ... .itdoesn't feel the same to the patlent and it's not as
good,"."you haven t got the skin to skin contact," "I cannot make a bed for example," "It
doesn't feel as close .. . as genume," "it isn't the same kind of warmth . . . plus you know
my feelih g in my fingers isn't as acute," "I don't feel natural with the plastic ... it's not as .
eaS); to stroke,” and "'they'lre a'pain." The main dislike for gloves centers arount’l the poor
"feel" that the nurse has in her fingers and hands Informants also identified that.they
thought-that it probably wouldn't feel as good for the pauent and it would be more difficult
1o commumcate caring through touch with gloves on. As with many other areas in IhlS
_ study, when asked what touch was affected by gloves they rephed the caring touch. They -
also identified that thcﬂmappropnate use of gloves (when they weren 't necessary) could
‘ icommumcate negative, thmgs to the pauent and make him feel "like a lcger | |
Wi thholdmg of Touch This touch although it appears tobe not touching, was clearly
idvennﬁ‘ed by the mformants asa type of touch. Again, this is ’coxtsxstent with
conceptualizing touch asa g_estalt. The withholding of touch is characte;iz»ed by the absence
of touch contact speciﬁcally the caring touch- "It's [withdiawing ] those positive oncs;
positive touches.” The only touch that remains is the task touch which is necessary to -
execute one's datly work. One informant descnbed it this way |

N: ...asameans of distancing myself. I personally would use more ofa
thhdrawal total withdrawal of like, the contact type of touching.

It does not have the negative connot_auons that cold touc_h does and in fact, ". . . sometimes “‘_;

you can have a very good reason for withdmwing " Itcanalso ". . bedone'withoutan t%% &
) A

intent of anythmo but a cold touch has a dcfimte component toit, you know the message, B

but mthdrawmg a touch you don t know..." thhdrawmg fouch can be used to pué,ush a



patient by dcpnvmg them of an element of carmg i‘ | . .
: R So a punishmeht touch would be moye of a wnhholding than an actual touch? -
N: de‘loldmg. ycah I think that's pretty true. And(it's qunc effective. .
When this happcns it is part ofa mdrc generalized withdrnwal of emouonal inyestment or

. rcﬂccts an unwﬂhngncss to makc an emotional mvcstmcm. FOr mstancc, a nurse might
;’wnhdraw or separate, and wnhhold’hcr touch froma paucnt whose dcrmsc was inevitable in

. order to muurmzc thc emotional paxn shc mxght cxpcncncc The nurse mxght also thhdmw

l

E{_ her touch in order to avoid usin ga rough or a harsh/severe touch. The distance she creates
p 'by doing this again, serves a protccuyc purpose.
| CoId Touch. Cold touch is onc‘igf the most complex ;ypes of touch, In the group

interview, informants agreed that it should be placcd atthe far sxdc of thc taxonomy bccausc
f,,‘ :

it was the "worst" touch. Itis an "a/emotional” type of touch: *. .

N: For me it ‘would be son{cbody who comes in as an organ donor or something like
{ that. .. you feel very sad about the situation but there's not.going to be any
cmouonal investment in the person because there is nothing to . . . it's not cold in
* the ‘sense that it would be a cold touch that you can convey to somcbody that is
alive, but it's in the sense that it's "a/emotional.” ..

- In this rcspcct cold touch serves a hlghly protcctivc function for the nurse; it is a way not-to
~ care when carmg is fuule Altemauvcly, cold touch can be used fo convey a dchberatc |
ncgauve fcclmg of uncarmg "If you're cold you just don't care," and - o
"N: Thcy may just not like the person. Idon't know. They may not-want to develop
any type of emotional rclauonshlp, and so thcy make it known nght from the start
that there-won't be one.
A "cold" touch can.consist of any amount and kind of skin to skin contact. When _ |
asked if there were specific characteristics, one‘informaut replied: °
N Not ‘necessarily ‘cause sometimes like, you can feel the--you can just feel the ice
going through you and jt can be a long touch or it could be anything . : .it's not
just the touch, but it's more of the person the way they are, they talk, thcy look,
- facial expression, distance you keep away from the person. It all together tells the
~ person. _ ‘
A cold touch then, is the least humanﬁing of all the touches that these nurses described.

‘When this touch is used, the nurse does not want to see the patient as a person, or to in any
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way humanize them. That would mandate some sort of relau'onship in which the nurse
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would then be susceptible to emotional connection and enérgy expenditure. Rather, thisisa

touch to generate emotional distance between the nurse and the patient.
The sub-seggregate, distancing touch was one of the most difficult to elicit, in
particular the emotional sub-set of withholding and cold. This may have been due to: 1)

the difficulty informants had describing touches so substantially defined by "other than"
. . . . )

skin to skin contact (c.g., by affecti, 2) the difficulty in discussing types of touch that these .

nurscs‘bclicvcd were contrary to what a "good" nurse "ought" to'do, particdlarly those -
touches thatbmay be precursors to violence or dchumanizc the patient, and 3) the oolan'zation
betwepn caring and distancing touch and the resultant dxfﬁculty in coming to terms with
their own Boiential to use both kinds of touch. ) '

Touch to protect the nurse and/or patient was de?cn‘bcd by these nurses as necessary.

Although there are positive compohcnts, generally speaking they described it as a negative

touch. Whereas, Vc‘aring touch is unique in it's hufnanizing potential, pro{cctivc touch
frequently fulfills its purpose by vxrtuc of its potential to dchumamze As a result thc nurse
. must continually manage the cogmuve dzssonancc generated by the co-existence of "good"

and "bad" as it applies to the concept of touch. -'I'hls conflict was evident in the su'ugglc that

these nurses had in articulating these two kmds of touch. _
The third kind of touch, task touch (which is discussed in the following section)' .

affords the nurse an opportunity to choose a balance-between caring and orotcctive touch

) ‘,that minimizes the' confhct dxscusscd abovc The nature of the ICU is such that task touch

doxmnates, both in the amount of time the nurse must spcnd attending to it, and in the
pnonty that she must assign it. Itis, mcrefore, the touch the nurse will spcnd most of her
_time doing. |
Touch to Accomphsh a Task (Task Touch)

- Touch to accomphsh a task, although it appears in Flgurc 1 (p 35)tobea smal]

seggregate, m fact constitutes the majority of touch done by_ ICU nurses. The i mtent in
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doing this kind of touch is to carry out the functioﬂs of the job namely, intensive care
nursing, Tﬁé activities subsumed under task touch define, for many, the practice of .
intensive ca}; nursing and many nurses are measured against criteria composed largely of
these actvites. These actvites are mandated by: 1) the stndands of te speciality of
crmcal care nursing, 2) the standards and expectanons of the agency, and 3) the
expectations of physxcmns In the respect of being mandated by others, task touch differs
radically from caring and protecuvc touch.” In the latter two, especially caring touch the
nurse can choose whether or not to use touch as a specific nursing strategy. As wcll, these

‘ two londs of todch are highly cmotxvc, whereas task touch is, m many ways, a \} ’
dxspassxonatc touch. The demarkmg featurc that makes task-touch perhaps the rr;oSt

s important one, relative to the patient's experience in the ICU, is that the nurse has control
over how she will cxccute it. She may ch.oosc tq t_ouch in: 1) acaring way,2)a
controlling or &stancin g way, or 3) a dispassionate way. The investigator chose (0
represent this unique ché.ractcﬁsﬁc of task touch with the term "ﬂavoring.;' These

* statementsillustrate this concept: |
N The other typcs of touch that I've already talked about can be used in conjunction

with that procedure to make it less stressful or to convey a feeling of
understanding for the fear or discomfort or whatever's involved for the patient.

’

N: Even whenI'm domg a proccdure I try and make the touch as thcrapeuuc as
possible. '

- The nurse can then, alter the patient’s experience of even an inhcrémly painful task by how
she chooses to touch. |
Activities | ’
Béfore proceeding with a description of the sub-seggregates, and in particular, thc
types of touch undcr working, it is necesary to explain the nature of the activities that |
constitute the work of the ICU nurse in order to clarify what the nurse is doing when she is “
~ touching to acoomplish a task. The mformants sorted thesc activities into threc broad
catcgones procedural ér technical, mzmk;nanoe and asscssment IR ' o
Pmccdural or technical activities are euhcr nursmg or medically gencrg%ed In the ICU
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a substantial number of procedures are medtcal or medically generated Medical procedures !
centre mdstly around tﬂe tnsertion of invasive catheters (e.g., hemodialysts lines, 1 \
pulmonary artery lines, artenal lines, endotracheal tubes, gastric lavage tubes) In these |
procedures, the nurse assists the phyStctan 0 carry out his or her job-her focus is on
R facilitating the procedure (i. ., on thé, physrctan') Medtcally generated procedures are often
nursing procedures done as "doctors orders " They include such thtngs as administration of
drugs, treatments, insertion of catheters, and sO forth Numng procedures include such
activities as insértion of IV; catheters, tnsertton of unnary catheters. dressmg changes, chest
‘treatments, ¢ changing endotracheal tube ttes. tnstﬂhng and sucttomng atrways In these
situations the nurse's pnmary mteractton is with the patient, thatis, her attention is focused,
" on the patient, the acnvxty, or both. The tpuetrused with procedures’dif.fers from t}te other
two groups of activities somewhat m that it is more, consisently,a “cut and dried" and a
"poking and jabbing'}' touch. More toucning wrth the f;nger ti})S is used with this and with
assessment touch. | | o | L | '

' Assessmént acﬁutdes are sometimes dictated by, physicians (especially mgwding
frcquqncy), but are more often regulated by nursing or unit protocol and patient’ condition.
They mcludc such activities as. general systems assessments, vital srgn monijtoring (both
invasively and non; mvasrvely), palpatton. and auscultauon One mformants words |
summarize well the acuvrty of assessment ’ |

N: ... youlook in their eyés, and we do a systems assessmert, we go CNS, CVS,
GI GU; and so 1. . work my way from head to toe, looking in their eyes and
trymg to get a response from them--'can you squeeze my hand?'. . . and if they
can, 'wiggle your toes'.- Then you take their temperature, blood pressure.
* Normally I do my numbers first and then I go through and look at the body and
, loohng at a dressing; touching to feel pulses, listening for bowel sounds. A lot of.
. the touch is involved with your stethoscope . ,
Mamtenance aonvmes consutute the hrgest and most purely nursmg category They
have to do wrth prevennon of the complxcauons of tmmobtltty and ICU treatment (. g
amﬁcral atrways), and hyglene and physrcal comfort. Included are: range of motion,

tummg and posmomng, chest physro, msttlhng and sucuomng, eye, mouth and skin care,

‘v R

' \
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Rt B cleanmg incontinence, pen-care, bathmg. back rubs. foot massage, hair washing, shaving, :
cuttn nails.m}dsofonh Therelsahlerarchywldﬁnthltlargecatego.inthatlft
ﬂw $ion has to be made as to which activities are to be completed the prevenitive activities
are completed first, basic hygtene (bathtny next and phyncel comfort or hygiene ectiviues
~ (the "extras" such as cuttmg ntub. washing hair, shaving 2 female patient's lexs. foot
massage) last As well, there are some nurses who attend only to those thtngs that are
mandated by umt routine and some who attend, or try, to all of them.’ 'l‘he furse who
:att.ends or tries, tqyall of these things was generally described as the more caring nurs; who
ltkely to use more of the canng touch. The most significant activity in this group was the
bth. For most of the informants, it was described as a special or "therapeuttc" time with
the patient. This informant's words demonstrate how the bath is used by some:
-N: I'll do, you know, eacl‘ﬁnger and I suppose do it like I'm caressing their hand,
that kind of tlung I'don'vredlly wash briskly or I don't use a brisk motion when 1 «
wash-a patient . . *justlbng Sirgking movements with a pauent, same with their

toes you know, in; aIl thetr toe.g and stuff . .
@‘r

o It is ;mportant to. note that these adtivities consume the vast majonty of the ICU nurse's

’

nme»the)g aré what&"he d0e§ her work. Often there is little time or energy left to spend
. dointg non- physxcal nursmg Whether itbe w1th farmhes or pattcnts However ‘because the
task touch cin. be "flivored" ] readx}y, the ﬁICU nurse is Lble, if she chooses, to use these
. 'ac.tn}‘lmes as stralegles in the nﬁamg épf the pattent.‘ | R

" !5! -

" The Sub-seggre_gatef By A

L]

s t; , .

“The sub-seggreggtes undEr task tot;ch are \aning and controlling. Controlling,
already dtscussed ovin)aps thh both task and protective touch because many of the tasks
are controllxng by thefm natpre and/or mquue that a contmllmg touth be used in conjunction

| 4 |

‘ “h Q ’ . "
thhatasktouch IR v

A

Workmg Touch » RS

o

Working touch tl';e predommant sub-seggregate refers to the touch used to.

accomphsh the "work" of the ICU nurse. Itis, therefore, a broad term that tncludes all of

s

the procedural (nursmg and medical), maintenance and assessment activities that are

‘.

o



o performed m an ICU. It was frequeutly referred to as a "techmcal" touch This work is. .
T "done to," in most mstances, ICU paucnts The élbpendcnt state of the ICU pattent R
. accounts for mqst tlimgs mg done to" rathex‘lthan thh them. Tlus touch is4 "ha e to
| 'touchtand vvas descmbed by mfoxmants as necessary where necessa‘!'y connotes work that
is mandated and ;egulated by the patient's condmon, nursing protocol and phys.tcxan
' expectauons If this work 1s not done, pauents%uot survxve and nurscs do not stay
. employed The work is phystcal in nature. Itis doue to and for the patxent s phystcal self
' and 1s therefore htghly mcasurable The informants descrtbed this touch as "touch witha .

4 _’ purpose ¥ Although all touch was descnbed as purposeful the connotatton of thts touch is .

s somevvhat dtfferent in that there 1s a measureable gd‘al to fwachteved that has been-

' 1"

_demonstrated ) contnbute toil-te pauent s cure " The goals of cartng and protecttve touch

. are less clear loss proven and less mcasurable« They are, conscquently, much more

.'dtfﬁcult joariculate. SRR , _ ‘ :
. R | o s

There are ﬁve dtscrete types of worlcmg touch mdxrect "hard to do," puxposeful
. acqutescm g, and emban'assmg thh the excepuon of mdtrect touch these touches connote ,'

‘some emotton a]though itis dlff ‘nt from the emouon that s, conveyed w1th etther the oot

canng or the protecttve touch

&, >

}‘ y of the acth jties’ dtscussed above mvokve one or more

- of these touches ‘There i is, however a large neutral" element to many of these actlvmes

The ,mformants stated that often one went@bout domg these actwmes m as tter-of-fact a. |

N ‘way as p0551ble but that all of these acuvtues that tnvolved ,touchmg could be "ﬂavored" by

‘thenurse “, I R P vo‘
N: ,What’s agood word" Neuu:al Idontthmkthey [ptocedural workmg] unply
~* anything .. .. it depends on what my attitude is in regards to my actual job and
-what' s mvolvedm doing i it and 50 agatn the'y would be posmve or negattve it

e Nj: _Thcre sa good way to np ofI tape and a badway 10 rtpgff tape

.": 1!;

e Accprdmgly, the. nt}rse can deterrmne, m many msumces, v«'hether the pattent expertences an .o

I .acuv1ty mvolvmg touch as ncutra;.ppsmve or negauve Thxs holds true even when it is an e

= o acu.vtty whcre one of the types of touch ('_hard to do," urposeful acqutescmg,

LI

I YL < Bt <



y ssi is also mvolved The abxhty a.nd wxlhngness o affect this "ﬂavonng" by the

O useé of exther a canng ora protccuve touch is determined by the complex mteractton of the )

vanables that inform the touchmg pattems%ggu nurses- which is discussed in the section
: Patterns of T ouch Each of the types of worlnng touch is dtscussed below |
" Indirect touch This touch i is medmted by an object and requnes no skm to skin
contact. For example durmg the procedure "msulhng and sucuomng where stenle sahne
is ijCtGd into the endotracheal tube, large breaths ngen, and secrettons sucnoncd out, the

 nurse does not touch the pancnt s skm The touch is mediated by the endotrac"heal tubc the .

o o » i
: sucuon cathetcr and, in most 1nstances, gloves Anothcr cxample of 1nd1rect touch; xs el

o
' boostmg the pauent up in bcd and turmng on h1s or her side by usmg a shect Thxs

- was dcscnbed by mformants asa touch even though
t

 Tequired. Indrre t touch occurs frequently in the ICU d canbea "neutral” touch although
g

oRe 1s no skm to skin contact °

| _1t is frequently an unpleasant touch for the patient (sucuomng fori 1nstance is an unpleasant

f

‘ ;expenence) Thcre is frequently a verbal componcnt to this touch, forexample "I'm _]USt

¥t

j » goin g tor/put some water down your breathmg tube and clean it out it w111 feel bad but itwill

-help you to breathe " The mformants mdxcated that'the absence ‘of a verbal component
Sty

- WOuld maf(e this touch. "vdorse“ foi‘%lé F%gtnt and hefig
S

nake thlS touch lcs ncgatwe, o

_ ¥ .

they add VOICC and comforun g touch 1 will alrnost iuvanably use'the comfort touch while
' 3

- “‘\\” .
the procedure is gomg on [to make it less negatrve] " It is similar in many ways to barncr

touch but dtffers in that 1t is not necessanly cmployed to pr tect the patient or the nurse and =
Y

S 'does not creat the dJstance, exther physrcal or emouonal ‘that bimer touch does :

. "Hard to do" touch ‘This type of touch is assocxatcd almost excluswely thh tasks\_ J

,‘\

‘parucularly procedures A "hard to do" touch.can have cxther a phystcal or an emouonal

. ‘component, or both Tlnsmformants state%rent 1llustrates t}us e - L

%-,
It's hard to hold back an 88-year-old grandpa 5 head Wlth ankylosmg spondyh,us
when they're trying te*intubate him and he’s saying “no, no, no, I'don't want to
do this!" That is incredibly straining on you &5 a nurse emotionally. and;:it is hard "
“to do physically as well because you are inflicting dxscomfort on: thls paucnt,

s - oy

)

supposedly to hclp hlm, whether you ‘believe that ormot. = R

IO Do . et
o L, . Sy :



s frustrated, particularly 1f she has had a “trymg" shtft

a have strong feelmgs about physrcrans who "never say die" even ‘when the panent has a

e sunply b%ause t.here is no poxnt m bemg angry or protesung, many nurses develop a’

| a low verbal componenL Slon to slon contact 1s perfunctory and probably the miost -

. ’ . | ‘: ‘l | 1 69.
A touch then, is "hard to do" if i n 1) mﬂrcts dtscornfort or pam on the pauent, 2)is

| ‘phystcally,dxfﬁcult to exechte, and/or 3) generates a cartngfpunng conflict in the nurse's. ,_
mind.. Often this touch makes the nurse feel "bad” and there w1ll be a verbal component that

" Tﬁ dpologeuc, or she may carry out the procedure reluctantly. The nurse's affcct wrth thls .
-~ touch can be matter-of-fact in order to expedite the procedure, . sharp, definite,

K , purposeful type of movement to;gg them intoa position usually“ts.what it 1s, in order o,

B you know expedrate I guess the ursertton of the lme or ‘whatever," or it may be consrstent

wrth the affect of some of the carmg touches T'lus type of touch is one ‘of the most hkely t0.

' -'*ehcxt the use of canng touch in parucular, consolmg touch As well 1f th1s touch is hard o,

a

rlo phvszcally such as the msernon ofa unnary catheter in an uncooperauve anent the :

nurse may wse a rough touch (or one or more of the other controllxng touches) because she |

Acqutescmg touch. Acqutescmg touoh occurs excluswely with megcal or medrcally

\

;generated procedures It is:similar to "hard to do” touch in that it can be emotJonally
difficult for the nurse to do thts type of touch but it dlffers sharply because it is done wrth ‘

a feelmg of restgnanon Thts isnota proacuve touch in terms of achrevmg any beneﬁt for

the pat1ent in the nurse's trund It occurs with aggressrve medlcal tteatrnent of the pauent

- that the nursgeheves is fuule, or worse, , violates the pauent s dtgmty and tntegrtty asa

jperson The classic ICU exampl nmg the 98-year-old pauent " These nurses

A

hopeless yrognosrs and/or is very old and ought to be allowed to die peacefully and |

_comfortably However, in the ICE)urse s have no chorce a%bout assrsung w1th such
procedures Rather than expenence the htgh emouonal tenSton that acqgmpames apger or B

resrgnauon that allows them to assrst in such procedures wrthout an experthture of e .

e | “'.emononal energy The touch is charactenzed bya ﬂat affect, rote performance of tasks‘gyand

-



" ~ nurse féels

B R [
‘,dtspassmnate of‘ the touches because the nurse wxll notbe as hkely to mcorporat!’the canng
or protecnve tOuches Ttis somewhat similar to the w1thdraw1ng of touch in tltat theﬂgan

be an element of d1stancmg, but it dxffers in the resignation and lack of emonon tHat Ihc
A ' .

. 9

Purposef@touch Although the mformants statcd that all touch whs purposeful there . -

- isa discrete type of touch called purposeful It is the antithesis ’of acquxescmg touch also

occurtng dunng medtcal or medtcally generated procedtn'cs but with the dtffcnence that the
' panent is cbns1dered salvageable The classxc example of when t}us touch occurs is. wuh

- young wcnms of motor VCth]C accxdents (MV A) who requtre aggtesswe ueatment

s

‘ mcludmgthe msemon of cathcters maSSWe crystallotd and colloxd transfusxons. constant / >

‘ vassessment rnomtonng of v1tal sxgns, multtplc drugs, and so forth, As one nurse satd

e g
4

N: But then there aré times when you do medtcal ptoccdural stuff with the doc that s v;i'?“’

ltfesavmg and you believe in it-and, Lkt pGod we didit! . v
= R

In these 1nstances the curanve goal of the TERER realtzcd and the nurse feels rewarded

é.nd satlsﬁed ThlS touch i is fast paceo and orienteg to the pat1ent s physwal self. The-

A

nurse's affect is "up" becuse the gdMl-isClearand the outcome ‘the most desxrable in the

ICU--to save a life./To save hfe remmns e raison d etre of ICU The verbal component
of tlus touch is rnbstly ltnked to executmg the requxrcd fasks. . The skin to skin ;ontact may
Jbe'hurried and is deﬁmte, wtth httle t:egard for panent comfort (alow pnonty at. lhlS ume).

- lt is an aggresswe touch in thc most posmve connotanon of that typc of touch

mbarrass ng touch Embarrassmg touclns almost always connected thh parts of the
) ’body that are usually associated thh sexual functton Tasks such as pen-care, urmary -
cathetenznon admmlstenng enemas, and cleamng feces tend o requue a touch thatis

, B embanassmg for both pattent and nurse The acmal touch is dtfferennated by its pa:e and
the nurse's affect and vmce Ivi is done matter-of~factly. qutckly, and with'little eye contact

- .'}'The verbal component ‘m’ either acknovylcdge an awarenessthat the-pattent ‘may be
- uncomfortahle be totally unrelated to the task at hapd (e g be. about the weather), or there

- may bc no verbal component The actual skm to skm comact,may be curs(try wuh hght E



strokes, ﬁngcr tipcomact only. and less than thorough if thc nurseﬁnds the task B
RRE *'vparucularly cmbaxrassmg or distastcﬁtu The mfofmants all said that they Would u-y to
alleviate thc paucm s uncasc wnh talk and am matter-of-facc approach '
N . cspecxally someone who is aware, alcrt and onented and they've had a bowel
movcmcnt inthe bed . .. you know, the patient feels bad and you try and reassure-

them that, look we know you couldn t help it, we'll get thrs clcancd up as fast as
we: can, it's not your fault.' ‘ ‘ .

]

This touch seems to be morc frequcm in two sxtuatrons ’ Thc ﬁmt is w1th a samc agc, '
. opposite sex pancnt where thcre isa hrgher risk of sexual connotauon to the touch The

- second is with the eldcrly pauent who may be perceived by the riirse as drgmﬁcd andthe .
/ 'I e
tParucular task as undrgmﬁed 'Ihohs}o host ‘often chctung thJS embanassutouchsccms_

tobecathetenzanonof»;heyoungmalepau:@/ Lo e S SMTERE

N:« ... partly? se of the’ pgychosoctal kinds of thmgs associated wrth wrth
' having to" the male peais I guess when you're ‘cathing' them a.nd partly to
.. Yo with ... the patient's aétjed individ§pl response to it .-.". . Il definitely with a’
" male patrent my dge, I will avoid it if T candf the sense that if there's an orderly on -
b 1 will definitely make a point of booking higéfor the ‘cath’ time. If it's-an older

male I won't get as’ hung up about it, althot :ﬂney re really alert 1 wil}, and
.. again it's not for me--I mean I do hundreds of \hem thts is, no*mew o
- experienge for me, but it may be for thegg L .

R

Touch to accomphsh a task was dcscnbcd by these nurQs as’ nc#tral " "'m)xcd

"exthcr/or," the latter two reﬂecung the nurse's abthty to mahe the task a posmve or ne auve .
expenencc for the pauent—-cvcn if the task is an mhcrently painful or unplcasant one. As o .
such task touch is probably the most 1rnportant touch in the ICU by vutue of the sheer’

amount of time it cgonsumes This kmd of touch was not the touch\that the mfonnants R _
Jprcfcrred to talkabout Oftcn the; dismrssod 1t qurc’k]y as not bcmg "real touch " sxmply ; ’*- |

somethurg that has io be donc y 1n part havc been due to thc fact that thc "work" of

L]

thc ICU nurse is in many ways regu cd by othcts The {mtum of the ICU dcmands
su'ucturc and rouur'e ’I’hcsc nurses w, morc mtcmsted in ta'lkmg about canng touch
‘ whrch is not regulated but rath B

gt ennrely the nurscs chotce P
"_'w A Threc kinds of touch th/ ocour in the Icu were 1denuﬁed and venﬁcd by the \~

“\

" 2 Canng touch 8 umquc in that “’é th°3° nurses, captunbs the cssence of

< R S . | B - o .
v E L W E N L d . [




-
) w4 .

- survival of both nurse and pancnt. Task touch is- u e in that it.is regulatadt\d can bc

' nature of th

| are admmed

an ICU nurse uses. These vanables fall into thrce éroups, 1) nurse vanablcs, 2) daa‘

\each of the three group% Thesc pattem/s are umque to .

knowledge (cxphc1t and 1mphc1t) of the behavxors that are appropnatc and/or nccessary for

?survwal in the ICU. From the 1mnal catcgoncs and from the card sor

nursing, Protectxvc touch is umque m its mcchamsms of assxsnng with thie ongomg

used in combmauon with the two other kinds of touch to altcr a dxmcnsxon of the | pancnt s

i 4

ICU cxpcncncc

-

Patterns of Touch B o Co K .

The mformants descnbed a complcx, hxghly mtelécnvc, and dynaxmc set of vanablcs

that mform the touchmg behavxors of ICU nurscs and part explain the touchmg stylc that

‘h,_

group there is.constant mteracnon su% that it ;s,xmposs,xblc to say there is. any

sub’-chlt’ure'becausb'th'cw : ,
B [ ‘

"\15 si:lch ghat certain kmds of nurses woﬂ( lhere certam kmds of pancnts =

ere, and umque suuatxcﬁal vanables cx1st As wcll ICU nurscs sharc umque Wrets

® Lo e

ERN
Ch

e vanables that inform the touchx\nip;'\mms of ICU rmrscs Was dcchOpeﬁ and 13 pncscmed in L

P

: r £
Fxgurc 2 All of the mformants verified tms schcmanc and ﬁ' mteracnvcncss Mnt

within xt "I think it's [touching’ pattems] thc mteraouon’of a nurr;ber of factors both wuh
the pat:em, witlnTxe nume%"l‘»and t.he envxronmcntal eondmons and evcrythmg thats
gomg on .« ‘g and "They totally mterac; all thc umc they w:ll detcrmmc how you < R

pcrform R s ; R 7.,1 o

It is unportam tdete that Figure 2 is a‘@ﬁuc reprcscntauon of va:‘iables. ,ﬁ more
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\changed the l\fnpact on the amount and kind of touch was ¢ t. This would how!vel.
o requtre more space, detatl sophistication tgan is praou here As well the complextty

. of such a picture would 1t quesnonaMy usefuf asarg renoe The temporhl ordermg

;w'

| the datly and pattent vanables than betweemthe three groupstogether ‘That i, the nurse
E ¢ vanables are somewhat more resxstant to change 'I'he walysk of the patterns of toueh for
a~ .
each of the three g

&I Q"uﬁ toe
- ' S
. . Nurse Varlables ke g

‘ R 4 . . N . (- VL
Informants made it clear that the "personahty" of the _nurse was a major detertg,tmtng

N A N
factor of pa.ttems of touch In depth mtervtewmg and card sortmg reve’aled that S W
. X3
o S 10 refer toa complex set of. @tors The nurse con‘i’es to her -
i a

3 person that is she brings w1th hera cultural hrstory--farmly, educatton. and .

* work first’

: spcaal experience. Thts cultural '_story ’Ermmes what type of person she i is, whether she

is, as the mformants des ) e 'y, evolvmg or unhappy "Happy asitis used here
~ ’ refers to one's sense of worth and wholeness, of mtegnty as person.: The maJonty of
.people (mcludmg the informants) were charactenzed as evolgmg They were descnbed as

in the process of becormng mature' seI’-actuahzed persons. -with all the attendant .

‘\': ||I Struggles and "uys and downs” mvolved in'the human expertence "Unhappy refers to-

3 ‘those- people who do not feel good about themselves or their work for some reason. As

m v rmght be expected, the mformants tndteated that an abthty or thhngness to use touch asa ';..

‘ nursmg strategy was ned centrally to one’s feeling about self, so that an unhappy person for : /
‘* " examriple; would not, e‘er in amount or kmd use touch s a therapeuuc nursmg st:rategy .

As well, although the: maJonty of people wen: placed in.the. ey,olvmg category, the '

.tnformantgn)tdtcated that we. all ﬂuctuate at dtfferent pomts in our hves dependent on. our |

umque cmcumstanc’e in terms of these categones s ‘ ' ~ b



‘J 175
Types of Nurses ~ b
Average Caring Nurses. Ascan be seen from Fxgure 2 (p. 73), the me_gnants

xdcnnﬁed "types" of nurses that they gmuped under the terms already described. They
charactenzed most nurses, mcludmg themselves, as "average earmg nurses.” A termr that,
as'the study pmgressed, the investigator came to understand was inextricably txed to being -
hugan and, therefore. being vulnerable to the entn'e gamut of human feehng from which lg_'
they could not d15assoc1ate Conseqpntly, the average canng nurse s behavrors, mcludmg: '
' "imd} ‘I’luct}:ate asdo her feelings and her ability to cop¥

'f
with' them, in any gwen situation. Iﬁ'lhts categohzanon, the average caring nurse is the

touching are affected by her f !

_ most suscepnbletocha.nges n\.,he “ g.beha\;xorsrbased on.other vanables Conststent.
g e g 0y g
w&nh the“ "evolvmg." she is %the most 'usceptxhle to change‘.znd growth “I think

evenasa nurse matures and has expenences herself to base her feelings and her -

reactions on, Ithmk that touch x§ . 1ng that develqps " Info!mants descnbed her

W 13
R&ugh 1n amount and as more hkely to be caring m

L]

, touchmg style generally as m ’ 1

‘kmd largely because she is rno;e éomfortable thh the use of touch. She does however,

¢
use. ptstecuve touchrmcﬁdxﬂg drstancmg on occasron m order to exe

survive in - the ICU tme lbed shis nurse as havmg the followmg characteristics: "able

"{t
- towrelate to pauents," K e@@&l&h‘fﬁw‘" "nurtunng," " gemnnely concemed " "able t0-

33

- put self in patient’ s shoes,"_ gocxi,_gmnm 1oanon slcrlls," "sees patient as person,
"empathcuc " and "talks to paﬁent a lot" Dq,rmg. the card sorts one mformant stated "ThlS |
| is--sounds lrke the«well-roundech averdge,, well-adjusted nurse." '
Techmcul Nurses Under happy, the mformants 1dennﬁed two types of hurses, ‘
"techmcal" and "super nurse "_The teChmcal nurse was descnbed as one who ;s efﬁelent
safe often very knowledgable and,consxstent. She does not become emouonally mvolved

‘,wnh her patxents and does not talk very much wrth }hem She probably deﬁnes good

nursmg and carmg dlfferently than the average carmg nurse, in that she would not. view the

' caring elements as unportant, but rather would. focus on the technologxes and med?’cal

[ 4
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‘aspects of work in the ICU: “. that type of nurse [technical} beliet'es they're a caring |
person if they give good nursmg care, like good techmcal care. " She is mwarded by o
phys:crans and nurses for her high efficiency and level of techmcal/physxologtcal knowledge

" and physmmns see this nurse as 8 "good ICU nurse.” Her touching style was described as

being low in amount and mostly restncted to, task and controthng touch because touch (asa -
therapeutic tool) 1s‘t an mpettant part ofher practwe "If you go to ICU with the tdea that

your re gomg to be 'Miss Super Tochmcal Nurse,' tdech is not important facet of your 4.

g~
gel bad or worry ifa famtly member.of theirs

iy a

! Informants said that they would np_

3

was assrgned one of these nurscs, although they would prefer that super nurse or an

. ‘expenenced average carin g nur was assrgned This nurse is very able in her behavnors,

'but it is possxble, Wlth the nght combination of other vanables, for het to exhtbnt higher,

- more canng touchmg bchavxors She was described b)Ksome of the mfbrmants asa "check

: n off t.he list nurse." ' ™

-

Super Nurse. The super nurse is “a rare bird."” They are few and far between.: She

has all of the charactencucs of the techmcal nurse except the emouonal non- mvolvement ’
lnstead she is the epltome of the canng nirse and her tOuchmg style was descnbed as hrgh

PR

in amount and predo.mnately of the ca.rmg kind. [She is stable and consistent in her - %' i

' performance--lxttle fitisters her although the nght combmanon of other vanables canputa

wrinkle in her otherwi calm extenor All nurses canona given day w1th the right ,

coinbinat'ion of variabl ' s a super nurse, but the vast majority of nurses reach this akered

state onan mfrequent baSlS As one thformant said, "super nurse for a da ' The true super

. nurse was descnbed by one mformant as"a naturally bomn beautful person v Interestmgly,

mformants stated that this nursc along with the average carmg nurse is not rewarded for

: canng behavxors exther by nursmg or medical perSOns

‘ ',;' Burned Out Nurses. Under unhappy the mformants-tdenuﬁed two types. of nurses |

2

The fi of these, "burhed out” was the most frequently discussed type in‘this nurse,

' h}e section. The ‘mformants r_dc_scnbed "burn ous! as the single most important vanab‘lg

o
t
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in causmg a dramatic decrease in the amount of touch used by the nurse. As weu it
, changcs the kird of touch used. Thcrc isa wnhdrawal of canng touch and a dramanc# o |
incrcase in the use of pmtecnvc, especmlly distancing touch, The thhdw o? caring
touch and the increase in protective touch is pmpomonal to the "degme" of,bum out. If a

nurse isina "hngh" burn out state as fd mpmsented in Figure 3, there will be little or no

caring touch and an increase in dxstancmg touq% This variable came up SO fnequently

during the interviews that it merits additional comment. ~ «+
Energy was the operative word infon'nants,qsed'ylhcn discu'ssing the "burned out"

nursé' "If you felt touching was a giving of yourself and-it is . . .there's 16qu of emotional

o self Lhat gocs into the touch . if T'm burned out I just don't hdve the emotional resewve left’ ,
; and 50 I touch les§ " 'f'oﬁchmg takgs emouonalﬁergy, in fact, high levels are rcqulred to

e ‘use” canng touch and'the bumcd out nurse }5 characterized by a deplcuon of cnr:rgy reserves

As cgn be séen in F;gure 3, the informants descnbed stages of burn out, Imd dxffcrennatcd

between normal burn out (gcprgsentcd by the shadcd area), that all nurses expcnen

. o AN S
time or another and are susccptible toon'a ﬁuctuaung, daﬂy ba51s %@endmg on da’

8
7 .

vanaf)lcs, and a more progresstve bum out that is representcd by the medium and high

areas. Normal bumqut is easily attended to_l?y getting more Test, having days off, taking a )
’vacation‘. h’av@ng' a chan ge in assi’gnmdntsy_‘,'and 0 fortn. It was dcscfibcd Aising terms such
as frﬁstfation, dfatiguc, having "nad -it;" being short tcrnpcrq(, and out of sorts. It vaffectf
touchm g \but the info ts did not view it as being as serious as the progressive fonn of

burn out pnmanly because it was seen as temporary, largely affccted by daily vanables

| ——

and attended to relanvcly easxly The more progmssxvc form of burn out is a much more
*Scnous statc and conscqucntly has a more profound and deleterious affect on touchmg 'I'he o

nurse, cspcclally as she progrcsscs toward hxgh bum out, has fothing left to give:’
. N: Wlien you're in a burn out state, your awn epergy level is exceedingly low . N
" thought processes have got boggeddown in the mire so bad thaveverything i isso -
~ slow and so sluggish, you don't--you just don't function at an optimum capacity -
because your energy lcv%l is low, your xnteres; lcvcl is low, your em.huslasm is
gone..
L 9
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These cxcrpts ﬂom a discussion of bum out and why it affects topchmg reﬂqct some of the
vl:orm.vle)uties of thc reiaponshxp ‘ - . v

N, This person is unable 10 deal wnh the sltuauon. umble to g:ve of themself [s:c]
anymore, they're the typqof person that has--they need to be the receiver. . . . it
o ' canbeﬁxedsothat Cd'canagain veinatypeoflnem&onal type of giving . .
: ~ .. .. especially in the ICU's where you're dealing with death, dying and all that and
' . it seems--almost you forget about all the pe&ple thigot out and everything else
_just drags you down, and jt--it gets to be dratiner on your personal stores .
. everything drains out of you. . . ,the mOSt drlining of anything is the

~ emotional and 5o you don't give that. .. . Its like. . people are pulling at you
» and you don' t havc it to give 50 you Just back of¥, _
The nufse who is cxpcnencmg this more progmssxve form of bum outis wnhdrawmg inan
attemnipt to conserve energy ¢ and prmect herself. ,
“Why nurscs become hurned out was beyond ;:mopc Of thls su;dy but informants .’
- suggested that it was a combination of very complex factors. S'nch*factors as thc trauima
and suffenng mhcrcnt in an ICU, cqnsxstcntly heavy and difficult assignments, work
’ schedulcs? pcmonal problcms. a{.&he boredom and rommxzatlon of an’ICU were

~ descn@cd As one mformant sta@l "Thcsc are the casualities of the cnvuonment lots of

i, times and these people are salvageablclfecl " ¢
: “."!t."f‘!.‘: - ‘ .
Ifunchecked, the x.lhsc who is cxpéry':ncmg prOgreSvaesbumout continues
<2

disengaging (see Fxgure 3), whxch was d&scnbcd by one mformant asa protecnvc

mechanism akin to a porcupme curling up to protect thcu' soft undcrbelly, leaving only

.~ sharp qum\showmg As dnscngagﬁ,.progrcsscs thcrc is less and less touch cSpccxally

— ' caring touch, mon: of the protccnve, especiglly dxstancmg touch and the: nurse is at hxghcr

.

and higher risk of using abusive touch. ' A . -

- N: Ahigh burn out person I havcn t-seen that ofwn bllt whcn I have they justdon't -
| even do the technical skills very well . ;. . they're just zombies .. .. They just
nd to do less and less work and commumcat& lesS and less with the patien. The
. -« yaulity of their work deteriorates and they start gatmg hassd]s with their -
AR Wworkers’cause their co-workers are cartyin E their load.y And, then they either -
NURPIENR < -} ed they leave or they take an LO) M:oﬂabscncc].orhavemajor
ererces with the:NUS#nursing unit sginerv v,,l'q;et 1id of their hu band N
i ‘ﬁcausmgsomeofthxsmﬂk' {2g* 0T of;hcm ? ca

/-, '
7 .
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- N: TheSe people in ‘the bumed out pile [of card som] ire; the ple dm aren't being
therapeutically touched blec ey're not gettif:xnenough their job, from the .
institution, from a.nybod eir peérs, ment, from just the - :;’ :

type of work we're domg Thoy ré npt getir mncmd at sl i you'renot ¢
touched in some way, if you don't get one "‘l thing out %% Y’ hurd t&“
be a therapeutic toucher yourself. ? S

iy, ’I'hc informants stated that it was riich more dit‘ﬁbult to move up the scale and "engnge“

becausc nreqmred 80 much energy att time when it Wwas most scarce, maldngd?difﬁcult for
" the "burned out" i;urse to accept assistance: :

N: Ycah you need somebody to refill your tanks before you can gwe anymore SO .
it's [dxsengagement] a protective mechanism on your own part to keep you from
going crazy .. ..you need your tank topped up, you 're dry, you're running on
empty, you're gomg on fumes.

'3 N: Because touching is such an intimate, happy, good thing, you know, skin- -on-skin

. the burned out person, they don't want to be touched, they' ve--they just - .
want to be left alone and you tend to see them--they draw in andat shrivel and
you can just see it about them. They don t want to bc touched . .. .but1 thmk

. deep down thely need to be touched . . , ,
The most likely result of high burn outis that the nurse will exit the ICU. Sh‘c" may changc'
ICUs, change specialties, take an extended abscnc«. from work or in some, sltua{lons leave

nursing altcgether Less hkcly is that the nurscwul remain and become dysfuncuonal or - -

- mechariical. The latter chmccs affcct touching style in that these nurses wcrc dcscnbed as

low (decrcascd carmg touch) or hegative (mcrgased nurse protective touch) touchcrs
Mechamcal Nurses These nurses are characterized: by an cmononal wnhdrawal and

near total ment - from their .work and consequently their pauents Although there

maybe Sc:me nurses who afe in this category,as a msult of the particular cultural cxpencncc

’ they have had, the informants indicated that most of these nurses were m this category as'a

o result of "tenmnal burn out.” These am»the nurses who am 0t exit the ICU or seek and :

: that thexr behavmr extends bcyond funcnonmg solely on a u:chm

®
ﬁnd a way to "heal." They ewhat sxmxlar to the techmcal nurse in that they move
toward funcuoning at amore techmcal non-cmononally mvolved 'level but differ shm'ply mQ

| level, It 1sqmckly
taced E?'Mmé?xgﬂa&momawd. mechamcal ilmost robo hkc manncr They may -

, not be at all consistent, may be 'kleppy in the:r pracuoe, do not have a tolaance for -

-
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. ﬁustranon and tend to be profoundly unhaPPY" whxch is reflect.ed in thetr tendency. m Lo
| “some mstances to "bttch " and "complarn " Conversely, thts nurse may wnhdraw almost
B ;.completely, funcnomn g only on a nnmmal level Thts nurse, as one ,informant put it, "needs '
_"to leave the ICU G She 1s not vrewed as bemg as "salvageable" as lS the bumed out hurse.
Her touchmg style 1s charaetenzed as low'i m amount wnh no canng touch and if she is not
' (rv "too apathenc, ahrgh use of the protecnve touches s S
One final factor is sxgmf cant as anurse vanable, the belaefs of tthe nurse Thxs factor
s ,was woven throughout all the mtemews and drd not stand separately Belxefs are a -
L combmatron of the person § value system and .the generally held b;hefs of ICU nurse§
b -'"“-’:"'Personal behefs are a combinanon of the tultural mﬂuences of the nurse such as her wd
& ‘famlly,educanon relrgron soc10econormc status the soc;tetal norms and her personal |
i expenence For eXample these mformants all belleved th% touch was an mtegral and v‘ _

A ERS

- unportant part of people s hves and posxtlveiy mﬂuenced thetr expenénce of: growth and
S : dévelopment They consrstently descnbed therr own standard of hvmg-- clean | 1 uT *’ o
_ ‘.‘_hardworkxng, respénsrble and mdependent--as mﬂuencrng theu nursm g in terms of how |
; %“ Sl they vrewed panems wrth dxfferent stand*ards and ltfestyles Other frequently desqnbed
e ;&3 v.ﬁjl"values relat_edmto one s comfort wrth one 's own sexuahty anj one’ s, feelmg toWard the aged ?
g . -m, our socrety :l"ouch was not mfrequently dlSCUSSCd relattve to 1ts sexualac‘onnotanor(s',‘;-

n ’whrch seemed to be a reﬂeetton of eaéh nurse s mdmdual expenence angl the. norms of

«;soc:ety'at large There was great vananon betw,eenthe mformants regardmg the sexualmng

o "sexual bemgs" whxc’n fae\htated forsome, the use of tqrch

N The generally held behefs of IGU nurses are reﬂected in large part, m the pa:nenr n‘

vanables secoon The most frqguently occunng behef centered on "who was a kegtumate .'v

. : ~ RN coan .
PR : : l
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' parucular sh1ft that she was wprkmg They can‘and often do change in the cour

B canng or dccreased pro

P
(38
5 . 0

. ’fICU patxenr”'? Nurses. who, for example did not beheve thatthe very old shmild be ’
i adrmtted to an ICU would find caring for. them more dtfﬁcult and less sausfymg and‘thexr '

/ 'V-“c)‘,_"

The types of nurses xdenuﬁed represent the nurse vanables that inﬂuence touchmg

| pattetns. The type of nurse one 1s at any grven pomt results m a touchtng style ‘l”hxs style

,.‘ PR

A,_..J" Seem

N

istodified and remodtﬁedhy the dally and pauent variables. -/ S S '.,'

-

’Dally (Contextual) Variables -~ = o *_/“-f o L

~ As can be seen in Flgure 2 (p 73), there ane thnee groups of daﬂy vanables whlch the

iy :.J

vag

groups o'f‘ﬁﬂy vanables were descnbédas transrent in that ihey were constantly changm g,

o mformants 1dent1ﬁed ‘1) daily nurse, 2) daxly umt and 3’ da.tl/y nurse[pataent These , .

ETE
:.‘i’_ A

and hence; exerted a temporary }nﬂuence on’ ‘the nurse 's tduchmg Style specf mith& o j' 3 -

/ "'.

. Wlthm each, group of i‘aﬂy vanables there are vanables that exen elther a posmve (mcreased

CeNe T think 2 lot of the touchmg depends on. what I feel Ican gwe of m)iself on:
that day .. tl\ere s times when you just don t have it to g1ve

the chmate of the uriit and the type of nurse/panent relauonshlp that CXlStS

¥

Daily Nurse Vanables o .

Datly nurse vanables that exert a posmve mﬂuence on touohmg style were descnbed

o Wl[h phrases such as "m a goqd mood that day,"\ "lots of energy that day," "stable happy
| _ i .personal hfe," and: "feel gooc{ about self " Daxly nurse vanables exernng a‘negauve
mﬂuence wene desanbed /hth such phrases as "ured that day," "bad day at home," "upsets o i
m own hfe," "hxgh suess level that day," and "htgh" frustranon level that day W
' ’l‘he level of faygue was repeatedly 1denuﬁed asa major vanable Evexythrn g is more -

dxfﬁcult to cope w;’th when the nurse is; nred pamcularly inan envxronment as physrcally

e ; /
M T £y

of a Shlft a

O

eCtIVC touch) or a negatrve/(decreased canng or 1ncreased protectwe Ve

| 'A‘touch) affect on touchmg_ srvle This mfurmant/s words capuire the crux of how they WQrk_‘ o

_.‘rto do this: .': ‘ R / : . ‘ : N

~ What a nurte gtves on a shift i is mﬂuenoed by her oum state of feehng ona parucular day, .
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o and emouonally demandm g as the ICU How the nurse i$ feehng. her mood is eldsely tted

o These nurses beheve thath

k R god the gene;a] feeling of goodness or well being is something that should,
1s m

g ‘because ofits transxent nature, that 1s, nurses remam new to ICU for ltt;mted penods of \‘\\

D ume T’lte new-to ICU nurse is overwhelmed wrth the \eehnologlcal physrologtcal and

t0 her fattgue or, energy level and hcr physxcal health (e. g having a cold can be very -

‘drammg) whxch can affect thmkmg, feellng. and domg ‘\‘- ““

1\‘—"

Nr varously how T'm feelmg on any gwen day, how much restbl've had; y ltether L j:\t -

* there.are things gomg on-in my life that are cloggtng up my head or my eart or
my hagds ectsnljw Iwill touch].+ - P
one,feels about oneself is readtly commumcated to the.

patxent ) o W gl o e Y

o ) 4

@

,N If I'min a good mood and Im feehng good bout myself and I like everythmg
that,s going on, then I'm going 'to touch people more. Not only that, when ] touch 4

| ly going to be communicated through every type of touch that you use, '
Durmg the patrerns card sorts one. vanable, "new 0 ICU" was frequently soned hy

vtself as a nurseevanable that didn'tfit anywhere else. It wa ategonat:d as a da11y vanable

\-.

:‘\\

) other knowledge that she must master Consee]uently, her attentton ﬁ'equently focuses on

= the ‘more techmcal nature of her work, as opposed 0 t.he more caring dtmen:,?s of

‘ nurs;ng, tncludmg touch Thxs is true even if thxs nurse is expenenced albeit/not in ICU

Thrs penod of newness )i ] one of raptd g'rowth and although this nurse 1s focused on the
- miore techmeal aspect.s of ICU nursing,. she does, as wtll be dxscussed in the process

_ ﬂndmgs Acqumng a Touchzng Style, leam the touchmg pattem of the pamcular area m

B wh1ch she is workmg

Daily UnitVariables = . .

[

.\

\.

~The mterpersonal chmate and the level and kind of busyness in the umt are the pnmary@ o

' ’vanables in this category., Phrases such as "ltke [mx] co-workers on that day.". "personalxty

= clash with co-workers, on that day," "lots of private tnne time wrth pauent," and. "everybody

on the team at your panent all day” were. used. Pleasant, cordtal co-worker mteracnon

o exerts a posmve mfluence on touchmg style. Conversely, stramed mteracnon exerts a

negattve influence.



to save life:

; such tnterventmns as muluple phystcran consults frequent la

of COllOld and crystallmd, mseruon of ﬁemodtalysrs and U

| af'heed to raptdly translate it mto acnon

- whether ‘my personahty w111 ﬁke mesh

_ mesh occurs when the nurse likes th’ "

._.,,. .,_ -@)_ - .- ‘. .4;‘.-“," I
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The vanable, busyness rs more complex True BEU nurses thnve on an acuve, busy, .

excrung day, pamcnlarly if th"y believe ‘h‘“ the ac“"lty has PurPose,that 1s, has the porenualm Co

1)

N: We thrwe on suess, we thnve m hrgh actmty, we thrive in a demandmg
environment : . ; if anythrng I thtnk that someumes that can have*a,very posmve

. . effec(,?(touchmg] IR R
.\ ﬁlgh acuvrty for- mstarltte thh a pauent who is "gomg down the tubes" and requrres o

fory work, large mfusxons L

] onary catheters, muluple
vasoacuve mtravenous dnps emergency tnps to CT scan, and SO forth There 1s a deﬁmte

and substantral mcrease in the amount of task toueh that is ugefiiin these srtuatrons The

‘. '\way that thxs task touc‘.h is done and the use of. carmg touch is also mfluent:ed by the nurse
variables descrxbed thus far The simple fact that trme isata prtermum for the nurse in thrs

s srtm does worlt however, to rhake the task touch morc hurned and efficient of time and ,

o

energy. The nurse in thls srtuatmn is copmg ‘withn immense 1ntake of mformauon and has
2

One mforrnant commented that these sorts of days had a tendency to "ﬂatten ntuses ’
out. . '0'4\“ ) | |
‘N The htghly techrucal nurse [and] the nurse that really concentrates on touch fasa :
therapeutic tool]--it kind of levels them out, they both lookthe same around the .~
‘ bedsrde that day \ T -
quly Nurse/Pahenr Variables - '
> This vanable was summanzed best by the statement "Oneof-the things ﬁnd is that

fthe person that I'm workmg with..." A

; mformants descnbed as "bemg able ‘to relate to the panent." It usually occurs with'a

responsive panent, and the pauent s famrly can be mﬂuenual in estabhshmg 2 nurse/pauent

mesh Whether or not a nurse hkes a pauent appears to be a stmng component of how she

' relates 1o them One mformant was able to recall vrvrdly, ﬁve pauents that she had actrvely :

¥
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statement.
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d1511ked over the ¢ course of her career and descnbe'how she. a self-déscribed. htgh toucher, Con

had not been able to touch them therapeutrcally This mesh is well summnnzed in the
. . A

-

ifig, I really do. Because you can't . ... like everybody . . . you can still give
excellent care and ... you don't have todike the person and isthose cases. . . I

pull myself back and I don't give of myself emotionally . . . I'll do what Thave to

‘do and that's the end . . . and then for someone I really like. Il do absolutely
everythrng that Ican do for them you know. '

~ The acnon of the dar:ly vanables descnbed results in a modxt‘ed touchmg style ’{'hts 3

~ style is not static. It can and does change as nurse and daily variables collrde and the nursc

ma.kes adjustmems ‘The’ ﬁnal large group of variables that work to remodtfy touchmg style

.and create a pattern of touclung are the patient vanables

" Patjent Varlables - R

The patrent vanables represent the largest group of vanables that inform the touchlng -
patterns of IC}J nurses. ‘This is thc group within which there is the thost intense. mteracuon .

of 1nd1v1dua1 variables because patients possess mulnple vanables often confhct\_g in their -

>
tendency to mmgate in different d1rect10ns .As-can be seen in Frgure 2 (p >7 3), there are

three large categones of pattent vanables 1) facﬂltators, 2) mixed, .and 3)inhibitors. As

- the study progressed, 1nformants df&ussed not only the facilitation or inhibition of carmg

oy

",
touch, but the use of protectrve touch in response to these patient variables. Facrhtators of

touch work to increase the frequency of canng touch. Inhxbttors work to decrease the -
frequency of canng touch and i mcrease the frequency of protecuve touch The tmxcd

category Tepresents a group of vanables that are more heavrly mﬂuenced by the nurse .

e _
- vanables, mcludmg the behef system of the nurse, that is, they are more heavily dependent

- on the nurse s ongmal touchtng style. The factlrtauon or tnhrbmon of touch although

dependent into some degree on the nurse vanables, are more a reflecuon of professtonal

(ICU) bchef systems . ' e

Faczlztator,s of Touch | ' / o A -
In thure 4 the: threc categones of vanables that facxhtate touch appear.. They are:- 1)

4

. : hen you find out, kmd of hke 1f you do click. fﬂnnk that's another tmportant_‘-"“; |

»

e
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tncreased pauet)t need, 2) pauents the tfurse feels badly for, and 3) padents wlth whom the |
nurse hasa feciprocal rclauonshtp Each of these is , discussed in the following sections. ,‘ ;-

.. ' Increased panenr need. "These are just all the Stcls people that need, for one reason or
another. to be touched dun\n“g your care in just a huthan, warm way' because. they‘re sick
" and they need it." Tlus category includes patients who are un¢omfonable, in pain tense,
‘spared, anxious, confused and agitated. These panents are all in the nurse s mind
v legtumately in need of the umque help and comfort that the nurse has 1o offer through caring
o behavrorst, including touch. Examples of patients who would exhibit these charactensttcs
mclude chtldren the mentally retarded, burn panents. pavuldmzed (pharmacologtcally
,‘_ paralyzed) pattents,vand fust—nme overdoses (ODs). ‘The first time overdose\ts an>
teresung mclusron since, as will be seen in a later secuon, ODs are generally viewed very
negauvely However, w1th the first time OD, nurses seem 1o be able to empat}wz&/ | ‘
especially if the OD is precrpttated by an event such as the death of a spouse "First ttme
- overdoses you know, who knows I may be wearmg thetr shoes some day." On the other

hand, w1th the repeat OD tt}z/urse\sempathy seems to d1551pate Patients in thts category
| \

were also perceived as generally wanting to get better whtch is desirable in the nurse's

trund : _ _ - N
o % - ,
Patients you feel badly for. 'I'hts category seems to elicit high levels of compassron

\ .

and empathy in the nurse--emonons that bring out her caring nature which cap be
operattonahzed through touch. Included in this category ate unfortunate v1ct1ms, tragic
_ cases, patients wrth a poor prognosrs and the tenmnally 111 patients on compassronate care
' only, patients who had been "poked and prodded " and same age pauents Many of these
pauents are "no fault” panents one of the most potentand desirable characteristics a pauent :

~ can possess and which will elicit those feehngs in the nurse that facilitate her use of canng

'17

touch. }ICU nurses’ bekiefs about "no fault" pauents are well expressed by this informant's

.
A\

~ e . X N: I think the whole job s energy depleung You ktnd of resent expendmg the
, energy on somebody. who drdn t have to be there, who, if they'd used thetr

words:

. -
s
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bmns. wouldn't be lying ﬂat on their back with ail ldnds of tubes and needing all

"*  kinds of care and going thrqugh thouunds of dollars a day.

Although some informants said that wnh thescpudcnts one may need to distnce oneselfto . ..
protect agamst emotional pain there was a sense of genu'osity about the way in which these
nurses described to the invé’sdga f how thcy would give of—themsclves

* | " 'Unfortunatc victims, tragic , and "no fault"” patients are hxghly dcsxrable as they
are in.the ICU for reasons beyond their contml and bnng out canng behawops in ICU
"nurscs "Unfox‘éﬁtc‘vxcnms well, there you go--1 mean, the support comes out inall of

S They include such pancnm ;ab innocent victims of car acmdcnts. mdusma] accndents. N

requxrc and can cmpathnc hxghly wnh thcm Thcy are fm‘quently treatable with dcﬁned

B goals of therapy and hopc ofrccovcry In dxscussmg this pamcular aspect of the kinds of

‘patients ICU nurses prefcm:d one 1nformam capturcd the frustration of dea.hng with other,

less desirable kinds of pancnts wnh this phrase: "Where are all the car acc1dcnts?"" '

ad

Patients with whom the nurse has a reciprocal relatzonsktp. Rccxprocuy, as discussed”

. earlier, is an important component of caring touch. Patients who respond are giving

positive fcedback to the nurse and they are touchcd more and in a- more therapeunc manner:

' "And thc fccdback normally tends to be positive and the more positive, strokgs you gct from

that patient, the more I find that I tend to give strokes back to the patient.” Itis nota directly

proportional situafi‘on howevcr. one very po'siﬁvc stroke from a patient can ca‘ny the nurse ’

' '.through many sltuauons;wherc there may be no feedback. Included in this category are

' 4

| pancnts who apprccmte your cm, conscious and alcrt pancnts qmet and "pcrfect" paucnts.

Apprccxanng nursmg carc is an unportant vanablc in this secuon "A patient who .
apprecmtcd my care . obvxously I'm gomg to rcspond to them better so these pcoplc
would get touchcd more. | respond well to them cmouonally " This was probably

cmphasxzcd $0 much because so few ICU patxcnts are able to show appreciation. Families

"can substitute for paucnts, by showing their apprccxanon Conscmus, alert patients are

R

A
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obviously ina position where they can respond. Quiet and "perfect” patients have the »
| ability 10 ﬁ:spon‘d but more impommly these. pati¢nts are egkier and less trouble for the
ntrse to look after. "It makcs it a hundred percem casier, yeah to look after [them]

lnhibuors of Touch : {

' \
In Figure 5 thc major categones of variables that mlubxt touch are outlined: 1)

G

behavioral, 2) nsk/bencfit ratio, and 3) culpabﬂxty Sub-catcgorios m also shown. Thxs

_ rather large group of variables was the most straight forward to ehcn and appears to bo more

e stylc more adversely. e

potent as a group than the othcr two, in mformmg patterns of touch.
N Behav:oral problems "’Ifhcsc panems are the ones that try you cspccxally if you're not

. into it that day or if you rc ndt havmg a good day, thcse are the panent; that are just
Ny

absolutelyhe worst to look aftcr " chg th: worst to look after relates.to the frustranon
.

that they cause the nurse and the patlcncq they require. Paucpts in thxs category were
diyid;d imd two sub-categories: i)'ﬁgbse whose Pcha?ior was within their contr-ol. and 2)
. moge‘ whésé behﬁ-\v/ior_was&bcyonci‘théir céhtrol. In the first group arg#thc following |
behaviors: demanding, verbally abusive, physically abusivc,‘uncoo;;crﬁti‘ve, aggressive,

combative, and obnoxigxs In the second group are: restless, wingy, out to lunch, &

confused, agnated and "picking." The detcmunauon of whether or not thc behavmr is & -- -
B \
wnhm the patient's control appears to be somcwhat arbitrary on the nurse's part, cxcept in

" instances where a cause can be identified, such as, xylocalng toxicity, hypoxia, hypcrcarbla,

ICU psychosis, and so forth. Nurses have less patience and ce for patients whose

" behavior is determined to be within their control. Consegfuently, this will affcct.t;uching»
These patients are difficult for thc nurse to care for in large part because she has lost
~ control over their behavior, and as dlscussed carlier, control is critical in the ICU for many
‘reasons Also, these patIents do not rwlprocatc they reject care, gmngbthe nurse little |
motivation to touch themin'a thcrapcunc manner. The nursing measures of restraifit and
| ;_cdaﬁon are used frequéndy with these patiénts. The more éxécri_cnced nurse will use.

-
off

H
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- these sooner than the less experienced nurse because she has learned that these _beluvigl"I
(especially the ones beyond the patient’s control) can quickly spiral h}to an untianageable
sitt}atibn for her.. The k"pick‘in'g" padent mpresentsme of the most fnumdngof allthese R

patients for the nurse. Pic

8 is constant behavior that wears the nurse down. This patient

there is strong peer pYessure. The "picking" patient seems to work adversely on the nurse's
frustration and patienck the most, and consequently is one of the most likely to affect
,togﬁching behaviors. The pat’igm of how patients with these beh_airio* variables are touched

is illustrated by this passage: _ . ' vy
N: 1 think, inidally they go into sort of a more "touch phase” because the theory being
~ that if I touch him and I'm gentle gnd soothing with him that he's going to calm
down and be less aigressivc and-that sort of thing. And, when that doesn't work, -
then your patient who continues to be restless, mcky,demanding. agitated,
confused, aggressive, abusive, obnoxious is going to then start to get touched in a
negative way because the nurse is going to start . . . with the 'slap your hantig and
leave them alone type thebry' of the . . . restraints. I think I see a lot of nursely -
who tend to get more aggressive toward the patient who is aggressive and agita
and irritated. And then it gets to the point where she gets a grip on herself, can't
hold it you know, can't carry on fighting with him forever.- And then the tendenc
is to just sort of withdraw from that patient and-try to avoid contact with him as
. much as possible because touch in fact, seems to bring on more negative, quote
negative behavior on the patient's part. '

Risk/bendf¥t ratip. In determining the risk/benefit ratio for any given patient, the nurse
wcighs_. in her mind the potential benefit of touch to the paﬁ;ni against thc“rjsk to herself of
touching that patient. Fear of an injury or of acquxrmg a disease is a very rc?al and lc‘gitimatc
fear for ICU nurses, and one they take seriously. Most of this fear is a reasonable,
common sense type of fear, but informants déicribed some nurses who "go over the deep
end” .with their fear. These few nurses ;lo'not respond to education or reason and an: likely
to ﬁse far mor; b&rricrs (gloves, gowns, masks) and barrier touch during_ their care and to |

———— —

be absent from the bedside as much as possible. All nurses are susceptible to some

exaggerated fears, for example, the fear of lice. A patient in the ICU with lice can send the

" entire staff home Scm’t?:hing wnh thie appropriate shampoo, whether or not they have had
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any contact with the patent. With dll of the patients in this category, the tendency is toward
3 thhdrawal of touch rather than toward the use of protective touch, except with the

-

physically abusive patient. .
This cmgmy can be further sub-dlvided into two groups: 1) contagious and 2)
non-contagious Within the non-cqntagtous group are patients injected with radioactive o
. isotopes, patients with lice, obese pauents. and physically abusive patients. The latter two ™ |
‘ f\ represent a threat to éte nurse physically in terims of injury. The patient with radioactive
isotopes in his or her system represents at least a pcrcei\:od threat to the nurse's reproductive
ability and the patient ,with lice seems to represent a threat to the nurse's standard of
hygiene. B | ! ‘
Within the contagious group are f?und the most frightening paucnts for nurses. As
_one informant sald., "There are certain dxscases that obwou"l‘z/p{ the fear of the Lord into
the bedside nurse." Included here are such patients as those with AIDS, hepatitis B,
genital herpes, undiagnosed skin rashes, and so forth. These all connote risk to thc nurse.
These contagious variables can bc,fun_her divided into those that are a physical thhcat only
such as, B, hepatitis B, skin rashes and those that are a physical threat and have
» psychosexual overtones as well, such as, AIDS and genital hcrpcs "Y‘ou ha,\:e that
distancing need, that barrier, that oh God I don't want to gct this, Idon't want to be like -
that." T
AIDS and hepauus B were thc two most discussed thn:ats to nurses: "Thc two that I
could pick up most readily in my mind would bc an AlDS patient pmbably the patient
that I fear the most and that's a patient wnth active hepatitis B." M6st of the informants
.placed the patient with AIDS as the highest risk to the nurse and felt mattouch would be.
most affected by this. Although theye are pSychosoxual ovcrtoncs’vuith the AIDS pati€nt: |
- "You betcha, I mcan first of all the guy's got to be gay, right--sure let's not touch g he's
wierd." Thc ovcrndmg fear is of certain dcath ,"Not tc/lc‘locs it mattcr whether the

pauertt is  gay or straxght] it does to somc but I don't care, I just don't want AIDS no matter
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whether you re Ireterosexual, homosexual or drug user, | just dont wejt it" ‘The N

mformants genenl& spoke of the AIDS petient in highly eordpmion non-judgemenm
‘terms It:secms that the fear these nursee have is prlmnrﬂy related to irlng M‘ml ot e

disease ) . ' : :’- ,
Culpabxlity This cnteaory of patient variables is. pexhsps the tost difﬁcult one fa'

nurses because it represents a duect conflict with the nurse’s beliefs and values. It can be

sub-dmded into self-inflicted and: lifestyle group

' patients who have caused their own problems, either delibemely or by doing something
"stupid" (e.g., getting drunk and having an accident). Such patients as alcohohcs. ODs and ‘
obese patients are found in ‘this category Repeat offenders are viewed espectally negatively
because they are seen to waste the time and. resoumesofthe ennrebealﬂxcmmm The

fact that these pLuents are view&d as having a chmce and choose to die, of to be unhealthy ‘ ’.
. seems 1o create an especially dxfﬁcuh dilemma for nurses. This dxlemma and anger and
ﬁustranon is even clearer when these patients are comrasted wnh unfortunate, innocent
victims and tragic cases. As well, the care involved w1th many of these patients is difficult
and unpleasam for the nurse (e.g.. managing GI bleeds, giving charcoal and laxatives,to

e
ODs %tc )

N

-
.

In me hfestyle category are pitients whose hfestyle differs radically from that of most
~ nurses, for instance, dirty patients, skid row patients, patients who have lice, patients who
: m‘lyo pnde in themselves (e.g., obese patients, substance abusers. etc.) and Native
Indians; This mformant s wopds Teflect generally, the feelings of these nurses
N: Mostof us aren't dmy and we don't smell bad, and we're not obese. and we're
not gross. You get a real bias toward those patients . . . they're people that just
haven't looked. themselves and they slide down the slippery slope--patient
with a very different hfestyle from you, and I think that says it. : \
Some further explanation about the Native Indian pauent is ieeded because of the frequéncy
with whrch they were dxscussed and becanse of the ease with which the issue can be ‘
mrseonsn'uél Thelr placemennn this category, when no other ethnie groups were o

identified, seems to be a reflection of two factors. First, these nurses associateq the Native



"?pauent wnh many of tbc self-xnfhcted and hfestyle vartables that have been dlSC'llsSad;thus A
far, based on their expertence Second there seems to be an element of prejudlce towards :

: {A Nanve lndtans that is probably a reﬂecuon of a general soctetal attttude Several of me v' L l .

o mformants stated that our general (Caucasran) lack of understandmg and mformauon about S

uve people and thelr culture perpetuated th1s atntnde One mformant dtscussed usmg e

it '-" | less touch with a Natrve pauent because of her behef that Natrve people were utacomfortable

T | wrth aouch especxally from whxte people Although all of the mtbrmants expressed sotne
it ';‘degree of concem that they would appearkto béracrst, they all remamed ﬁrm that Natwe ‘

s "'Indlan pauents were treated (tncludmg touch) dtfferently

| MtxedEﬁ‘ectonTo%h o | ’. j o

Th)s large category of pauent vanables 111ustrated in. thure 6 was 1denuf' ed as.

- mﬂuencmg tguchmg pattems of nurses, but the d.trectton of the mﬂuence is not consrstent | |

- For sorne nurses the vanables facxhtate touchtng, for some they mhlblt touchtng and for =

. Some they appear tb have no affect on touchm g patterns. The maJor factor in the drrecnon. " / |
oftthese vanables mﬂuence is the nurse herself that\s, all of the nurse vanables dtscussed |

50 far mcludmg the personal and*professmnal belte‘g of the mdrvrdual nurse Thls is -

| especrally true of the age/sex category Some categort%s of vanables (e g famtly ant} =
= unstable panents) are mﬂuenced as well by datly vanables more- than others The mami , )

)

o 'categones in’ th‘e rmxed effect category are: 1) age/sex, 2) fatmly, 3) unstable pattents,

O '\’,‘holdmg pattem pauents, and 5) non-responsrve pauents S

)

| o Age/sex Age by 1tself was not a factor for so of the mformants Generally |
i speakmg, however it appears that thC VCTY young aﬂd the very 01? are t°“°h°d fmore. They |
were categonzed as sumlar 1n thetr frmhty and in thetr lack of sexuahty As well there are:
g not the sexual connotauons w1th etther of xhese groups Cluldren were the only group of

i "'pauents, among all of the vanables in the patterns secuon, whom all mformants stated were” :

always touched more thh chtldren, even if the nurse does not hke them, or is afraJd of

S 'them, the nonn to touch appears so strong that she will at least try to employ more canng

N RN ‘



N

/

1 | "Helding |  |Non-
g;z/;ﬂe | Pattern" | © | Responsive| |.
FERER || Patients | |Patients || -

!

1 - -, N [
{ : ¥

i @&

!

. | VARIABLES: | |

< R

S M&.Nﬁxd'effwt var'iablesﬁ :



T

C touch--even if she 1s a techmcal or mechanical nurse Those mformants who sa1d they o

‘would touch same age male or female pauents less saxd it was because of the sexual )
| '_connoxauons of touchmg same age people in bur soctety Same age male patients were the.
pauents most frequently descnbed as betng touched less in thxs category because 1) the
o nurse assumed that t.hey would have an increased d:scomfort thh touch 2) the nurse dld
not Want her touch rmsunderstood by others, and 3) these panent s wivés might not
' understand or apprecmte young female nurses touching their husbands. Some mformants
% stated they w&ld touth same age panents of etther gender more because they could most |
~ easily relate to thts group.. A number of mformants saxd they would find touchmg the same
,age female‘ panent easiest because "1 thmk that because were women we can relate to female

| patients our own age and how they feel and how they react

Elderly people were generally descnbed by the mforrnants in terms of the respect they e

' mformants expressed this of themselves.” N . S ‘» £
Famtly e was tremendous vanatton among mformants w1th thxs vanable The -
5 ‘nurse-faxmly relanonshxp was not s1gmﬁcant for some, in terms of thelr touchmg style, .
- | fact they sa1d it would have no effect. Others stated that a "nice” farmly, o? one you could
. | “relate to and hked made it casier 10 touch the patient. Some stated that a hostﬂe or angry |
’ , famxly would make it dxfﬁcult for them o touch the pattent therapeuucally--at least when the f
| famtly was at the bedsxde Occasmnally, the hostile famtly caused the nurse t0 avoxd the
o vpatxent as much as’ pos51ble An absent famtly, for some of the mformants was a facts @at -

. mcreased the1r canng touch because they beheved thepanent needed extra suppon ind ’1

“hence the nurse acted asa subsutute for the farmly
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orto comprehend who the patient was before their ICU adrmsston The presence of a

suppomve family indicated for some that the patient was m need of less support (and touch) ;

from the nurse. Family presence was somettmes seen asa stress for the nurse \b(e;ause it

increased her workload and dtstracted her from her work ‘'with the pattent One of the most .

”

interesting ﬁndmgs is how, for some nurses, the famtly can change the effect of some of the -

: mhtbttor vanables

A3

Y
N: He [the patient] is physrcally repulsrve but hts farmly are in there all the time
touching and they've got funny cards for him and . . . they're very, very caring .
. and when ydu first look #t himrgou think, oh my God, and then when you see the -
family [wnh him] it's suddenly not oh my God atiymore, it s--he s aperson. .

Unstable pattents Unstable pattents were described as ones who were gom g down

e ~

the tubes” Qr as "crumpmg " They are phyStologtcally unstable and require mterventton in

_»order to be stabtltzed Informants stated that these panents would receive high amounts of

| uch. Some felt thts would in many mstances prohxblt the use of the canng
touch because of the demands on the riurse's time and could result in cursory orrote -

phy51ca1 and verbal mteracuons with the patient: Others felt that these patlents needed the

fcarrng touch because they were often scared and that it was possrble to use it, if only i ina

limited r manner. The type of nurse one lS becomes a mgmﬁcﬂﬂ?(‘:tor here (e g an average .

- caring nurse vs. a techmca.l nurse)

Holdmg pattern panenzs These are patte:t,s\ho are g&ng nowhere, except as one

informant put it"to the morgue " They include "dumps™ (pattents who have been .

uansferred to the ICU. because they have been madequately cared for elsewhere or have a

B nearly hopeless prognosrs), hromc long term ICU pattents (c.g: pauents who are unable
- to wean from the venttlator) and for some, compassionate care only pat1ents patients thh a
| 'poor prognosis and brain dead pattents The nurse who touches these. pauents less often

' vdoes SO because they provrde ltttle or no posmve remforcement In addmon, it may be that

«

' carmg 3the ICU 18 ued into curauve functtons " thtnk our canng is related to the' abthty to

cure partly." Other nurses seem to enjoy takmg care of these pauents and are able o
P )’

, o9
e For some, the: fanuly s absence made it harder for them to see the patient as a person e
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E e‘mp'wa‘thize With them and obtain satisfaction from the oomfort and maintenanoe activiﬁes- Y
they are able to perform Tlns mformant § words summanze well the feelmgs of the nurse
- who thhdraws touch from these patients: , |
Co
N: . it gets fo the pomt where you're sort of stagnating thh this® pauent in an area
" where ‘people are more accustomed to a fast pace, to a challenge, to seemg some
progress, and if we don't see progress we usually see a regress then. We're not
~ used to holding patterns and so eventually . . . this sort of "1 don't want anythmg
to do w1th h1m type of [attitude develops]." -
The bram-dead pauent isan especmlly difficult one for some nurses. Someumes these -
_ ‘“nurses w1thdraw completely from them, performmg only reqmred tasks in an attempt to deal
w:th the conﬂxct of expendmg energy on someone who is dead and "alive."
Non responszveness Inclutrlﬁm this category are unconscmus anents heavrly
sedated panents pavulomz.edwﬁuents and brain dead pauents This vanable can mitigate
~ toward less canng and lcss protectrve touch unless other daily clr nuxse vana\bles intervene.

thn thts is the case, itis largely because of the lack of recxprocxty w1th these patlents,

PISIN
."".‘-;"

although it is sometimes because the nurse feels this pauentﬁoes not have a great need for - "\ ‘
touch nor dcnves much bcneﬁt from touch. Mdst informants stated that they tried to touch
and- especrally talk a lot to the unconscio ent m an effort to "reach' them. Much of thlS
touch/talk w1th the unconsc:ous patient seems to be "habit." Ttisan estabhshed norm in
many ICUs 1o always glve these patients the "benefit of the doubt" in terms of their heann g
and comprehensxon The pavulomzed pauent because all of their senses are intact, is -
- unique and is probably the single most challengmg pauent inthe ICU if the nurse is w1lhng |
to provide total and. anncxpatory nursmg care. Thxs nurse summanzes the appmach that
- many ot' the mformants take thh these panents |
1 have a tendency to touch more in the hopes that, ok, thh my pavulomzed ,
-pauent I want . . . to talk to him and-touch him and let him know that, "hey, you '

- really are still here and we just did this to you and it's not going to last forever" .

- «» I have a tendency to feel the same way towards unconscious patients . . .and
bram dead pauents, if only We can touch them enough to get them o wake up
(laughs) ' _ ‘

The acuon of the pattent vanables results ina remod1ﬁed touchm g style ‘This

‘remodtﬁcatton, however is much more complex than that generated by the nurse and dmly



e
. variables. For cxample, a patient could be young and a tragic case, facilitating touch, but ST
also have a contagious disease such as hepatitis B which would inhibit touch. This same y ‘
patient could go on to exhibit behaviors that further inhibit touch, but aiso be a patient that
the nurse believed was in. greater need of touch w‘hich' would facilitate touch. The possible
) odmbinaﬁons of variables are endless and are made more complex by the mixed éhtegory of
variable)s._which depend heavily on the nurse variables. The entire pattern of touching
' bcco_més even more complex with the consideration ?_f the nurse and daily variables, and thc ’
,.con:stant fluctuation of the daily and patient variables. In an attém,bt to illustfate thc '
_ interactiveness of all of mémaplcs during a _¢ardf sort, one informant stated: - ' .
. N: . These piles [of cards] are interactive, because these are things that ‘would make me
spend more time touching the patient, and conditions under which I'could spend
- “rore time touching the patient and talking to the patient. They're more or less .. .
for instance, if you don't like the patient that much per se, or you can't identify. -
- with him, which is what was in the other pile, but you were in a good mood that
day, then you can go that extra half mile and spend more time touching the patient.

~ Butif you're not in a good mood which was from the other pile, but you're able to .
~ relate to the patient agairi, you can spend more time touching them. . ¢ .

There irc pattcmS pf touch (toixch'{g; ndnm} thhm the‘sub'-,culnirc ICU which afe
informed not only by the norms of bgl'x‘avior within an ‘IC-U,, but as well, by the particular
vc.ultural experience of the mdmdual nurse. These pattei‘ns represent a p‘anialcxpianatibn ot; _
the touchjhg style that an ICU nurse demonﬁt,rates. A more coxhplct; c’xplanatioh rc_quifcs ,

an uhdcrsthndjng of the process fmdingé of this study, which™ ented in the_next.

' chapter.
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In this‘chaptcr the third major gmuoof ﬁntiinﬁs, the process ﬁndings. will be

S .prcsentcd 'Ihe process’ ﬁndxngs whxch rcsulted from thc use of the groundod theory

' ﬂmcthod. are s anzcd in two models The core vanable cuemg permeates | both of these,

models and th ir constituent elements and as such will bc dxscussed first. The first modcl

" The Touchmg Process subsumes the processes cntcnng and connectmg and \(m ho

discussed next. The second model, Acquxrz’ng a Touchmg Style subsumes the ﬁoc\ss,
vlearnm g to touch and the model The Touchmg Process It will be discussed in the tltuq

ﬁ sccnon of this chapter Fmally, the ﬁndtn gs of the thrce weeks of fieldwork, durin g »\/hxch

partmpant observation was used, wxll be prescnted in tcnns of their contnbutxon to the }
: N

‘analysxs of the d‘ta presentcd in chapters v and V.

Cueing B Q

The core vanable that emerged from the data was cueing. Cuemg is that process by

"~ which, through symboltc mteractzon thh others, one determines the need for, the -

appropnateness of, annczpates ‘the respanse to, and evaIua:es the effect of touch. Cuemg
cxplams the v?mauon in touchmg styles and patterns of touch that were. dxscussed in thc
previous chaptcr Ttisa hfelong process that is culturally mediated, and has both personal

and professxonal dsmenstons In the personal dxmens;on of cultural medlauon cueing is

J‘ncxmcably bound to the process Iearmng to toueh Most of the lcmmng that one does as a

= Tl results from cuemg Leaming to touch wxll be dtscusscd in the third section in some

dctml and sufﬁcc to say at this point that leammg through cuetng seems to bc consistent

L among mdivxduals That is, these mformants wcrc mmarkably sumlar in thcxr descnpmons :

of how and what thcy lcamod as children, whether it was a%out touchxng or not ‘toudhing.
Thcre was remarkablc consxstency among the informants regarding how they used cucxng to
lcam about’ touch in thc profcssmnal dlmcnston It is the professional d1mens1on that

accounts for the umquc patterns. of touch that are found i in the ICU.

7y
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~ Cueingis dependent on MNndividual's ability and willingness to »interact‘symbol'ically. |
predontinately throu gh non-verbal forms of communicnﬁon--especially ones abiiity.to .
interpret the non-verbal cues of body language (suchvas posture. affect, and factal ‘
expression). The essence of cueing was captured by tlus informant 5 statement "If they
don't seem to diSplay a need for it verbally or non-verbally . then I probably wouldn t
[touch] " The basic elements of cuemg are pnesented in thure 7, dlong with informants |
examples of ! cues. '_I‘hls ﬁgure. a beginning attempt to represent the complexity and

‘ dynamic nature of cueing, illustrates the essentialsef What the infortnants in this study
‘ descnbed within their professxonal context. Non-verba] cues dominate in the professxonal
» (nursm g) sphere and especxally so in the ICU where most’ panents are so. crmcally ill that
they 1nteract in a much ‘reduced' way As. well cues come predominately from pattents and -
m‘form the nurse, although nurses sometimes cue fo the pauent, especnilly if the nurse is

establishin g distance between herself and the patient. Non-verbal cues probably dominate

in the ng‘n professmnal sphere as well but this was not explored to any extent in this study.

L Indeed, cues can be verbal or non-verbal positive or negative. Inthe absence of any cue

——

(e.g., from the pavulonized pauent) the nurse who uses, touch in hcr practice as a therapeuttc
'strategy will assume that touch is appropnate and desirable and that its effect wxll be
positive. Verbal cues in the ICU are used predommately to deterrmne the appropnateness

_ of, the response to, and the effect of touch, That i is, whereas in the outside world the need

.for touch can be deterrmned by a verbal cue such as "Ineed a hug," this seems to be absent
in the ICU. In fact the determination of a need for touch is accomplished through two | _.
mechanismas: non-verbal cucing and the impticit knowledge and belief System of the ICU
.nurse as dxscussed in the prevxous chapter Hence, the absence ofa verbal cue in the ICU is
dealt with by uuhzmg the information received through non-verbal cues and behef systems
The most dreaded cue is the negauve one whethcr 1t be verbal or non-verbal The most

' sought after cue is the overtly positive one. It is interesting to note that these tnformants

descnbed the absence of a negative cue as being as strong an indicator as the overtly
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Smiling
Eyecomacs =~ .
- ‘Reachthg out with hand
Turning toward the nurse
~ Openfacial expression
- Leaning toward the nursg
Groping for the nurse
Squeezing nurse's hand
, _Pauent calms after bemg touched

——

- Eigure 7. The Cgmponqn_ts_of cuéing.

}
" POSITIVE* NEGATIVE**  POSITIVE*** NEGATIVE*++* /
OVERT  ABSENCEOF
POSITIVE NEGATIVE
*Positive verbal cues: | . “##%%Negative nonverbal eljes"" : -
;ﬁﬁggﬁg _ * Pasient withdraws or turns away fYom nurse’s touch
That felt good - Patient huddles under the linen. :
RS o Patient sgmgsatorfmkeiz mirse ' ..
Patient hes fists or tightens tur
"‘“Negatlve Verbal cues: ; Pat::nt ;ol;sc a’:,gs ac:)rss %hef’st body posture.
Don't touch me " Patient frowns v :
1'd rather not be touched Patient stiffens or tightens up
o Patient refuses to make eye contac t or closes eyes
- ***Positive nonvérpal cues: ;‘fmui%%fgﬁ ls‘p ht‘;ng!:;’tay



cannot cue because they are e cither unconscious or 100 encumbﬁd by’*the thera

area (e.g., venulators, artificial airways, multiple lines, medtc\ldong) Consequendy.

§

nurses become accustomed to no response and it becomes normalized so that nurses do not

expect a response. Second these informants indicated that if one belteved in touch as a

“.,.._..

therapeutic tool there is always «basic assumption that the patient would want to be touc‘ ed
- particularly since they themselves would want to be And so they assume that the abse :
of a negative cue is, in fact a posiuve one. The mformants said that the family of the e 4
pauent can provide mformanon in this area by telling the nurse about the pattent CHI
~ preferences, but famtltes rarely dxscuss a panent S touch prefetences with the nup e, Ju \. b

Thus, cueing is ingégral to the use of touch. The use o_[touch whethett be — ‘ .

nurses rarely try to elicit thts information.

therapeuuc or protective in intent, is multi-dimensional. In Chapter IV two major
f‘ dxrpensmns were discuss#d, kinds and patterns of touch. They‘represent respecnvelythc
“what .and why and the who and when of touch in this study. Cucing and the findings of
the next sections represent the how of touch, how it is done and how it is learned. S
However, even in kinds ahd patterns of touch, cueing is tnherent because it is the fnajor
active mechanism by which nurses determine when to use what kind of touch and with
whom. | |
R ~ . The Touching Process
The touching process is presented i in Figure 8. Itis composed of two sub-processes,
entering and connecting. Cueing enables the nurse to seek and find her way through thts
process. This p;ocess holds true in the ICU for the cons.ctous/alert patient because of the |
interactive nature' of cueing. For the unconscious or non-responsive i)atient the model is
altered such that the circle, which represents the paﬁeﬁt‘s boundary or "bubble" is
 disturbed, perhaps removed altogether. This boundary may be closer to the ICU patient -

than it is for the population at i;’irge because of the violating nature of an ICU. The removal .



Phase I: ENTERING

TALK TOUCH

CUEING

Figure 8: “The touching process.
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of this boundary alters the process so that although the actual movéments of the nurse may
look very similar to an observer, the process itself is fundamentally changed. Before
dtscussmg this however, the basic process must be explmned The process of touching
mvolves two major phases which are processes unto themselves, entering and connecdng
Entering .

| Entering. the first phase, is the process by which the nurse gains entry into the
patient's personal space, which is delineated by tbe\boundary or barrier that surroinds each
individual and protects Rim or her fmm the mappropnatte violation of the self. To enter, the
nurse uses talking much as an early misszle detecnon system This phase serves two ,
purposes Firdt, it serves to warn the patrent that the nurse is making an overture to enter,
descnbed by one informant as "cuemg him up." Second the nurse is obtaining .
mformauon, by cueing about the patient's need for, probable response to, aed the propriety
of touch; It is characterized by high verbal interaotion. Even if the patient is intubated and
unable to speak, but alert and able to respond by shalting his or her head and using
non-verbal language, the nurse uses talk. In this case, the non-verbal patient cues become
paramourit.. If the patient is non-responsive, disturbances occur in this phase becatuse the
nurse is unsure as to whether or not the patient is warned and is unable to cue. ,
" Interestingly, thts does not always result in the discarding of this pjase rather riurses seem
to continue to go through the motions o£ entering out of first, habit and second the
commonly held belief that patients may be able to hear. This phase, and in fact thts entire
touching process, holds only for caring touch. The informants made it clear that for better
or worse, in the ICU there is no seeking of patient permission 0 do the activities mandated
by protocol physicians and the physxologtcal needs of the pattent beyond a "token" effort.
For example, most often the patient is told: "Mr. _;, we are going toput a special
intravenous in the large)rein in your neck now. It will be uncomfortable but it will help us
treat you." Or, "Mr.___, I am just going-to put this tube down your nose pow so that we

' can keep your stomach empty, is that ok?" This occms even though there is no intention of 7
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not doing the procedure regudiess of whether the peﬁem“consems This is justified by the

. commonly held belief, in most instances, that the intervention isin the paticot's best - ..

interests

e

The next phase is one of nlldng md touching. The intent is the same as in the talking

_phase except that: 1) the nurse has now established that 1t is all rlght to progress into this

phase. 2)there is an acnve seeking of permission to enter and touch, and 3) the nurse is
now commiting herself to a closer relationship with the patient and, taking a greater risk of
rejection as she moves into more and more intimate personel space zones, Consequently’.
there is more active and comp]ex cueing occurrmg as the nurse tries to obtain further
permission and estabhshes the begmmngs of connection. At this nme the nurse has
concluded in her mind, that she is willing to interact meaningfully with the patient and

N3

expend some emotional energy to establish a connection with the patient. If she is’

- successful in the connecting process (discussed below) then she will move into the final

phase of the model which is touching. .
Connecting |

Connecting is the second sub-process in the touchmg process It begms in the
touch/talk phase which is now intensified and overlaps with entering. The second and final
phase of connecting is touching. Tou;:h as it is represented here is rnore}han, but includes,

skin to skin contact. It is the gestalt of touch.. So that to connect is, metaphorically

speaking, to touch and to be touched, much as is conveyed by the Bell Canada television

commercial's message to "reach out and touch someone." Connectmg isa hxghly
mdmduahzed and complex process whereby the nurse allows herself to "make patxent
person" and to care about the patient in a very human way. The inherent risk in the ICU of
doing this is that the nurse is now, vulnerable to feeling. This feeling can take many forms
dependent on the yﬁ\t s course in the ICU. It can be one of satisfaction and reward and
perhaps even of j Joy, if the patient does well. Domg, well can be recovery and dxscharge
from the unit or it can be a peaceful and comfortable death. Feelings can be those that are

S
\
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usually described as negadvo or qepleuu;t {n our culture, such as emotional pain, sorrow,

befall people and working in a rigorously demmding area are, out of noomity caudou:
about exposing themselves to potentially draining emotion. Cpnsequently, itis ‘easier’ for
the conscious/alert paﬁenl ta become connected with the nurse. Having a need to conserve
emotional energy the nurse finds it ewest to do 5o with the non-responsive patient. As well
and not msxgmﬁcamly. ¢ non-responsive patient is unable to provide any feedback to the
nurse and i$, therefore, much more difficult to ‘cue.’ The interaction with a non-responsive
patient is one-sided and without the elemeni of rec:procxty it is difficult to establish any sont
N . of relationship. So that, with this patient two things can occur. Fust, there is less attention
| to cueing this patient and a more rapid progression through the touchmg process,
particularly the touching/talking phase, where any efforts at obtaining consent are lik\cly to
assure the nurse that she hgs done all that she can to obtain permission anci so, in fact, she is
giving' herself permission to enter. Second, the touch phase of the connecting process is
less of a gestalt and more unj-dimensional.

" The informants clarified that thcre were any possxblc numh:r\of 'mfrachons of tlus :
prc?:ess It is possible and docs occur especially with non-rcsponswc patients, that the ‘
nurse will go directly to an intimate touch with no wamning to the patient. Or the nurse can
go through the motions wnhsno real mtent of actually obtaining or using the information.

. received from the cueing process Or the nurse, especially if touch is not m her repetmre of
* therapeutic strategies, can ignore the process all together. The latter probably means that
caring touich is not being used at all_by this nurse. In addition, tho informants made it clea;
that this process does not necessarily apply to task touch, nor doos it apply to distancing
touch and afplios only minimally t oof:tmlling touch. ’Al‘so.lcaﬁng touch can be used
’ meffecuvcly if thxs process is wolatod This is connected to the intimate nature of caring -
touch and the intimate nature of enwnng the most personal space of thc patient. Nurses arc
acutely aware of their reactions and the reactions of others (from their persona] lives) to

e



t seems mtegrally related to consent.
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boundary vtolauons and the mappropnate use of even thecanng touch Its effecuveness Ry

Thrs, then, 1s the touchmg process that emerged fmm the analysrs of the datain tlus
1’5 such a bastc soc:al process (Glaser 1978) that n holds o

o study It seems likely thy
everyday mteractton "In‘, 'e"ICU itis modrﬁed o cope wrth the altered cogmuve and

physwal abﬂmes of most pauents and the survwal needs of nurses Thrs modtﬁcauon is-
reﬂected m f'ust, the mcreased emphasrs on non-verbal cuemg and especrally the nurse s e
assumpnon that the absence of a negauve cue 1s, 1n fact a posmve cue Second, it is g Lo

-4

. reﬂected in the dxsturbances and alterattons that occur in relauon to the non-responsrve

.‘C

panent = _
Acqumng a Touthmg Style

| o The process of acqumng a touchmg style is presented in Flgure 9: It is composed of
- ,‘ v _the sub- process Iearmng to touch and 1mp11c1t withire it are thecomplex patterns of touch e
B drscussed in Chapter IVand the touchmg pmcess dtscussed above Imphcrt also i in this |
model is the maturatron process of the md1v1dual asa person and as 2 nurse The
: mpresentatton is two drmensxonal and does not adequately reﬂeCt the complexmes of
L | mteractlon that exrst between and thhtn the dtfferent phases or the 1nherent presence of the
',‘.patterns and process drscussed thus far It does, however, offer a ptcture, asa reference
o pomt from Wthh to understand how nurses acqutre a touchmg style To adecmately
s ‘drscuss the Touchtng Style model 1t lS ﬁrst necessary to dascuss the process "1earmng to
}\touch me S . o o o L ‘ B " ‘,‘.‘ . . “ o :
” Learnmg to Touch “ e _ | : B “ “ Hv\; ;
- Learmng to Ouch has three phases ’cultural background nursmg school and worle
| TAlthough there 1s a temporal ordenng to these phases they do not stand in lsolauon rather,
- v they form a mamx that is woven throughout a hfeume of socral mteracnon Each phase will "

®

i be drscussed 1n tum and then an attempt w111 be made to mtegrate thts matnx thh the

o f."".'xmpl.lc tpattems oftouch and touchmg process ,' S o o .}’ "
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CulmralBackground . e i
| “ Cultural background i is composed of the hfe expenence of the mdmdual nurse that is,

‘ her hlstory As such it mcludes her family, educatton, rehgton, socxoeconomxcdstatus, B
thmcxty. and socml and personal experiences. Inhu'ent thhm cultural learning is her

| | 'socxahzauon asa person and the broader cultufal beltefs and norms. that she has tntemahzed
~ The nurse brings this’ thh Per as person to nursmg school Her cultuml background \
moulds, in large part, the natxve potenual thh whlch she and the professional edttcation

system has to work. The 1nformants in ths study stated that "who" and "what" the nurse

was as person was the single most import I tfactor in deterrmmng her touchmg style And |
, they made it clear that desptte the major mﬂuence of cultural background that who and what
‘. we are is not dictated by cultural background rather, each of us has a human potenual
That potenual and the responsxbxhty mcumbent upon each mdmdual to attempt to actuahze
‘it was seen as the smgle most 1mportant factor in mﬂuencmg one's touchmg style It must
_ vbe noted at thrs point that all of the 1nformants, as dlscussed in Chapter III were STA in
thetr cultural backgrounds and came from what many view as the pnvﬂeged, whrte, rmddle
B class. Itis, therefore, not surpnsmg that they shared the commonly held va]ues of the
N Protestantworkethlc LT T |
- The elements of cultural background 1dent1ﬁed by the mformants as the most
: sxgmﬁcant in learmng to touch ‘were: farmly, street’ leammg and personal (one on one)
- | expenence Each of these is dlscussed below
FanuIy People learn to touch in the famxly of onentanon by observmg, expenencmé ,

‘ d mternahzmg the o

and cuemg (largely non-verbally) In short. by vntue of bemg present
o normauve pattems of touchmg for the pamcularfanuty umt If you of from a "touchy" 8

family where there is much warm, lovtng touch you leamn 1o be co‘ "fa , ble thh touch SRR

| t_at?& N

_ and to mcorpo.ate itas part of your behavmr w1thout, in many "mstances, thmktng
‘ fconscxously about it. Conversely, if you come froma" n-touchy" farmly, where there is is

" little or no-warm, lovmg touch or in some cases "bad" tv ch you do not lcarn tobe
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comfortable, and in fact may learn © be very uncomfortable wrth touch Although the (. ,
informants agreed that to come from a touchy famtly was an advantage, those that cante e
from non-touchy families gave the famxly far leds importance in determxmng touching

‘ styles They pomted out th°at you could overcome your unease thh touchtng by activcly
worlcmg at touching and learnmg in other ways t0 touch Intcrcsungly, if you coine from a .

very hrgh touch fan may have 1o modtfy your touchmg bchavxor o oonform to the

jlower (amount) no B 1ety -in general.

. The sexuahztng of touch begins i in the famtly, for some as they enter adolcscnce and

o fathers decreasé the amount of touch they gwc daughters For others (m non-touchy

-~ families) the sexuahzmg of touch is leamed when sexual expressnon ls the only touching

. srtuatton (albert an 1mphc1t sxtuatton) For? some, the vehicle of "bad" touch is how they
lleam not only about the sexuahzmg of touch but about how touch can be used to: betray the
trust ofa chtld The fundamenta] assocxauons that mdﬁduals make with touch whether
they are sexual comfortmg, punitive or depnvmg are lald in the farmly of onentanon '
Further, the values that people absorb in the farmly mﬂuence thetr later touchmg pattems
For eéxample, learmng to respect the elderly asa Chlld and a young adult can can'y over into

' thc nurse s practice in the form of rcspectful and carmg touch thh elderly patxents
. ﬁInformants stated that they also leamed to'touch in thetr current farmly (e g., of mamage)

: -.Thrs took the form of mcreased cornfort w1th touch- (both glvmg and recetvmg), learned
'from thelr partners and for some, from their chtldrent It seems hkely that the converse is
"also true, tha@ecould learn dtscomfon w1th the use of touch if the relattonshtp was
destrucuve tL L o SR ‘

| Srreet Iearmng Stneet leammg is the process by whtch Qple leam the soctally |

. acceptable norms of touch from outside the famtly and by which they. expenment usmg tnal
and error responses (own and others) to touch Cuemg is fundamental to street lcamtng |

- As chxldren, adolescnts, and young adults people gtvc and T recewe not only non-vcrbal but '

'verbal cues, tesung in part the cues leamed in the famtly for- vahdtty Itisin thts phase of
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o learning that thé sexualmng ot' touch seems to'be cemented Girls learn that touchmg other .

’ grrls is at first act:eptable and later. less acceptable They learn that touchmg boys is -
sexually charged Theylearn that touch rarely- connotes: srmply comfort. The most
acceptable avenue of touch open to thern is through sexual acuvxty Boys learn much the

saime thmgs although they do not have the latitude of expresston with touch that girls. dodmd

m‘ they seem 10 connect touch and sex together much more: stmngly and not neeesanly inthe -

‘ same ways that gtrls do. .
~ Negative Cues are well leamed in this phase and were clearly remembered by the

. mfonnants Street learnmg can be descnbed asa penod of tntense study of human behavror «

(in tlus case touchmg) Ttisa phaseahat continues throughout life, although the most -

| mtense penod seems to be in youth and young adulthood By the later years an establtshed

pattem is set and the mdmdual feels less need to identify and learn the soc1etal norms

Personal expertence Persona.l expenenee 1earn1ng refers to the deﬁned touching
.expenences that individuals have that serve to alter their touchmg behavtors For example
one mformant described recetvmg a facial massage (a new expenence for her) which she
expenenced as relaxmg and pleasant. She then incorporated tlus new lcnowl:d.ge mto her
' nursmg practice. Sumlar transference was descnbed with such expenenqe,s asfoot
| massages and back rubs Any new toueh expenence carries wrth it the potential for |
E mcreasmg the nurse s awareness of how it feels and, based on this, the potentral for it to be
' mcorporated into her pracnce It also-seems that the reacuon of one S close famtly and L
“fnends to new touch experiences m similar funeuon As well, a less potent but
s sxrmlar effect can be realized if a fnend or famrly mernber descrtbes anew.and pleasant
touch expenence For mstance, if a fnend or famtly member tells the nurse that he or she
had a wonderful foot soak dunng thetr hospttal stay, the nurse can leam, if she chooses,
| from this and transfer this mformauon o her own pracuce, where she wﬂl test its validity

" (hwough curing) and s praccabily (ough her own rescion o s s on
B practrce) | |

&



One other aspect of personal experience was tdennﬁed which centers amund cross ":, :
", cultural expenence Such that, tf a nurse is exposed toa very different cultural touch - *
experience she may choose to mcorpoxate this into her own pracuce “This seems 0 take .
- two forms, the first is the realization of how non-touchmg our culture is in relanon to some |
‘ others, the decision that this is not an mherently good tlung. and then the deCtsxon that it is
"sxliy" to be SO tentanve about touch and to use it more. The second form isa hetghtened
. awareness of cultural differences and an inicreased sensmvxty to this in patients from
different cultural backgrounds so that touch rmght be mcreased or decreased dependmg on
) the: panent S cultural background ‘ | |
. Although cultural leammg is much more complex- than has been descnbed here these
were its most relevant aspects, identified by the mformants in t}us study Cultural learmn g.
continues throughout one s life, but seems to be most intense, at least in relation to touch; in |
‘ ChlldhOOd adolescence and youn g adulthood. Although it is not solely determinant of '
touchmg style, it is one of the most s1gmﬁcant avcnues of learmng -
| Nurszrtg School. - St ‘

Nursing school'stands asa seiJara'te phase.in the leaming process because it demarks
professional socialization and thel)eginnings‘of enculturation a;a nurse. As‘such itis the
first opportunity that the individual has .to learn about touch asa nursing strategy. Itis
4 }epresented in Flgure 9 (p 109) with a small rectangle because it appears that this first and
potennally nch source of learmng, is lackmg Seven of the eight mformams stated that they
could x;ecall no exphcxt reference to touch as a nursing sn'ategy dunng their nursing
educauon Nor did they believe that theu' nursing educanon had mduectly helped them to-
develop the touchmg style which they incorporated into their pracuce 'I‘he one informant
who did believe that her nursing educauon had made a dtfference. descnbed the emphasts
on commumcanon, psychosoctal aspects of nursmg care, and "therapeunc touch" (as it 1s
* defined by Krieger,’ 197 5) as increasing her awareness of touch asa nursing)a-ategy
implicitly. -'.It is lxkely that nurses learn the beginnings of the nentendous lantude that

o

<
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society gives them in terms of. tl@ human body (tncludmg permissron to, and an expectanon

to, touch) in nursing scl%ol It seerns that stmcwred education has the potentlal toimpact - - - -

on touchrng style because tnforqqms. when asked how they learned to touch indicated that
. __oneway would be to attend touch workshops Interestmgly. all of the mfonnants seemed
to have a desue to formally learn more about touch and vrewed part:ctpatton in this study as
one possible avenue of learmng.'
onrk |

| The work phase is the most tntense phase of learmng about touch specrfic to nursmg,
| although the learn@at occurs is not restricted to nursmg pracnce, “that is, it is
transferrable back into one's private life. It is in the work phase that the nurse becomes
-enculturated as a nurse. Enculturation includes the internalization of the normative patterns
of touch within nursing pracnce As nurses enter various sub-specialities (sub-cultures)
‘within nursrng they undergo further enculturatlon regarding the ways of being (e.g., an E

ICU nurse), and relevant to tlus study, about touchtng The most intense period of learning -

occurs in the "new" phase of work The new phase occurs, when one ﬁrst enters“the?work .

g force, and subsequently when one enters a new area, whether the area is a new locanon ora

. new specrahty In Figure 9 (p. 109), the new phase is prctured specrﬁc to bemg new to -
ICU, which is why it appears as a smaller area. Before addressmg thts, however the new
'~ to nursing phase must be bneﬂy drscussed 'I'hrs appears to be the most intense period of
_ enculturation in the nurse s career and 1f it was pictured in Fxgure 9it would bea mueh

| larger area. Most of the leammg that oocurs at this timi¢ is informal, m‘that knowledgeis

o obtained in a very-nnstmctured and intuitive way. Listening, observing, role modelling,

and "pumng self in panent s shoes" are the  primary mechamsms of learmng and are $O.
implicit that, as one mformant stated itis 4 process alnn to "osmosrs " The first major . |
| .leammg expenence about touch in the work phasc probably occurs here and conunues as
the nurse encounters vanous practmoners whom she wishes to exemphfy Often the

informants said that when they had first commenced nursing it was those nurses that the_y
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emula‘te’d--'those nurses were most ot‘ten described as lcnowledgable. competent and carlng . |
aurses, ‘From them the informants leamed cari.ngvbehaviorswhichthey;believed likely. .
included touch. S DS i VL
" The “new to ICU" phase is somewhat dsfferem, regardless of whether the nurse starts
with no nursing experience or wrth substantial (non ICU) nursing expeﬁené% As discussed
" in the previous chapter, this nurse wito is new to the ICU is. sooverwhelmed by the
knowledge and techmcal slnlls which she must master and by the actual ehjvuonment. she
- probably does not learn much about touich in the ICU in this initial phase She will,
however, accumulate the begmnmg repetorre of ICU beliefs'which will tnﬂuence her
touching style As tlus nurse moves out of the new phase she is better able to leamn the o :\
norms of behavxor in an ICU and she begms to ltsten, observe, role model and especially to
place herself in the pauent' "shoes " She will raptdly determine those nurses who she
wishes to emulate and learn mtensely from them. - This learning will mclude how these
nurses mteract with patients, mcludmg how they touch them. 'I‘h%rmants verified this
“process but could not recall ever exphcrtly thmkmg “that nurse is roucfllng in a way that 1
" will try." Rather, it was the total behavior of the nurse which the mformants recalled, of
wh/ich touch was, on reflection, a part. | | |
: ?ollowing va period of ti'me,‘ the ICU nurse ‘plateaus’.agd the work phase of learning to
touch decreases. At about the same time the nurse is becomifig comfortable in the ICU
- whrch scems to be critical 10 one's ability to use touch effectively. ) It is after the' nurse
" reaches the comfortable stage that she also becomes susceptible t{ the effects of routine and
boredom, whxch are for many more dtfﬁcult to cope with than the tragedres one encounters |
in an ICU and can adversely affect one's energy level and therefore one's w1llmgness and
abthty to use canng touch. At this point cuemg, which has been an active mechanism all
along takes over as the dominant mechamsm by wluch ICU nurses leam how to touch the

individual patlent That i 1s, from this pomt , learning about touch is dlrected more toward
Jearning about the 1nd1v1dual patient than itis about touch in general in the ICU ‘By tlus
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ume the normative pattern of touch is established. Any changes in thts pattern are likely to

- be aresult of etthcr the mdmdualnurse § mte;personal expenence or a meaningful formal

educational event. “ S "
The work phase\ts the most important avenue of learning about touch asa nursin g
strategy At some pOt t dunng this phase learning tapers off and the nurse settles into'a

‘ pattem and style of touch that is comfortable for her. Learning to touch isa majo) process

thhm the model Acquirlng a Touching Style. However to obtain a complete picture of the

model requtres that the The Touchmg Prdcess, patterns of touch and maturation of the

. tndtwdual nurse be placed in conﬁgurauon w1th Iearmng to touch such that the model is

G

mtegrate_d and the reader is able to capture its matrix nature. .

The Integrated Model

N, . .
The touching style that an ICU nurse uses is the cammulative result of the normative

- patterns of touch within the ICU. These patterns are determined by the process.leaming to

touch, ?Oth in the pcrsonal and the professmnal spheres The variables that inform the

-patterns of touch work in an mtegral manner o also affect the touching process, in that, the

decision to touch isa product of these variables, and of the beliefs and values peculiar to the

‘1cU. Oncc‘ the major active le'aming of the ICU nutse is complcte, specific to touch, one

factor remams as potent in its ability to exert a major mﬂuence or'style, although as

discussed, leammg is not an 1solated process and one continues to learn about touch

throughout one s hfe although in a less intense manner This factor is the maturauon of the

~‘mdmdual nutseas a person. The discussion about types of people (Chapter IV) suggested

e,

that the mpjonti' murses were "evolvmg This evolvmg charactensnc implies that people
grow and change Intrapersonal change was described as havmg had the biggest impact on
these informants' touching styles once they had become estabhshed as cxpenenced ICU .
nurses and had, consequently, undergone the processes described thus far. Matm'atton,

these informants described it was a-product of age (accumulated life expenence) and of the

‘growth and development of self. These exerpts from mtemews with one of the informants

-
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reflect the complcxity Bf acqﬂi%ng a touching style:

N: Ilearned to touch through a lot of thmgs you said through family, thmugh :
intimate relationships, through reinforcement, through touching, through
role models, but my comfortablenes s with touch has come through I think, for me
[when] 1 lost that fear of rejection . . . . it comes with age you know, the older
you get, you're not so self conscious about your behavior and you become more
sure of yourself . . . I think it's too bad that we don't have more older women in

_ F;::(':s]mg bwaus§ they are so much more assured and confident in @eu own self

' Acqmrm ga touchmg style, then, is a basic process within whlch are interwoven other -~

processes and vanables Wthh work in intcrreladonshxp to form the matrix of dynaxmcs |

which consntute touching style. Athough the stylc of any given nurse is probably

established quite early in her workmg life it is likely that as the nurse matures this style wxll
also mature As well, the style that a pamcular nurse has will be d reflection of the
particular cultural system of nursing in which the nurse works, in the case of this study,
ICU.

The Fieldwork |
As has been discussed in Chaptcr 11, the investigator conducted a three week period
of pamcxpant observation in the ICU of a large hospltal that was not the hospnal from which
the eight informants were sclected Although the findings of this period of fieldwork were
lmntcd the data collccuon period did contribute to the analysis of thc findings dxscusscd
thus far. The rnost meaningful contributions were: 1), thc pcrspccuvc achlcvcd by the
investigdgr regarding the amount of touch used in ICUs, and 2) the validation of ICU
" norms of values and beliefs and patterns of touching. |
| The first contribution was useful in assisting thc mvestig’ator t6 maintain a pcrspgc{ivc |
on touch cspecxally caring touch in the ICU. Dunng the interviews it was easy to think in |
| terms of canng touch occurringon a much more freqxent basis than it urmahty does. This
tcndcncy was there: despite the mvesugators own years of experience m ICU Hclwevcr, the
o ﬁcldwork brou ght to light the relative infrequency with which it is used and helped the

| mvcsnga;or to realize that the eight informants were compressing years of work into a few

interviews during which they talked almost exclusively about one dimension of nursing.
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Consequently, it aippcared at first as if not only these nurses, but most nurséé. used caring
’touch asa much more constant strategy than is actually $0. In addmon. the fieldwork
validated that canng touch in pamculm' tended to, in the ICU, occur in clusters ubund the
activities that are associated with task touch, There were extended. periods dunng which

 there was no patient contact. These pcnods were not evident in the transcnpts from the
informants' interviews. As well, talking was obviously mwgmlly connected to nearly all
touchiné activity conﬁi-ming the informsits' descriptions of the importance of talk in concert
With touch. | , | -k

The second comribution was valuablc iﬁ terms of "cont'mning that the analysis of data

resulted in the formulation of a taxonomy of the kinds of touch and a pattern of touching
that was not unique to the parucular unit from which &c informants came. For cxamplc,
nyrses in the fieldwork hospital shared many of the same belicfsthat the cxght informants
did. For instance, that it is very dxfﬁcult o take care of pmﬁ with sclf-mﬂxctod problems
(overdoses, alcohol related disease, etc.), that cxposure o suf{ermg on a repeated basis was

"wearing" on the nurse, that most nurses in the ICU thrived on busyness and activity, and
that patients with some viable hope of recovery were easier to care for than those with no
hope of recovery. Thc investigator was able to sew fhg effect of mfect;on and subsequent

_ isolation practices on touch insofar as tﬁc use of barrier touch increased 'substantially and

there seemed to be less caring touch, p_crhaps because of the use of gloves. A relatively

high frequency of indirect touch was also evident, increasing as the patient was sicker and
therefore required more tasks such as suctioning. Busyness was described as one of the
 factors most likely to dctcrtmnc whether or not the nurse was gomg to have time to touch in

a therapeutic manner. "lemg" the patient was descnbed as an important vanablc

(nurse/pauent mesh).in detelmmmg whether or not' the nurse would use touch. .

As well, the investigator 's observations qualed that during very busy nniés; during
cardiac arrests for instance, nursing care focused almost entirely on tasks and activities and

the talking during these times was frequently of the giving and receiving of instruction type
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and was in several instances 'rote’' when dJrected by nurses toward patients. In flct these
obscrvauons confirmed that nursing care in the ICU is in many ways dictated by others

' including the patient gards their needs at such times. The observations of co-worker
touch in the ﬁeldworﬁ also useful in helping the invesﬂguor btnin clarification from
the mformants regarding its use. Different kinds of touch were also observed (e.g-
acquiescing touch &iling resuscitation efforts which the nurses felt were futile and
inhuman, indirect touch, barrier touch, scolding touch, encouraging touch) Which assisted, ﬂ
in clarification of the mxondmy. However, consistent with what the informants were telling
the investigator about the need to consider much more than skin to skin contact in defining

. -and differentiatin g touches, the investigator had difficulty telling touches apart and in‘fact )
many times they could simply not be differentiated. Some of ﬂ},e' ability to discriminate
between touchgs appears to remain in the nurse's mind in the jform of intent. A

The ﬁnal aspect of thc fieldwork that was useful in the analysis of the data was the

' mvesugator $ rcacquamtancc with the atmosphere of an ICU. First, the borcdom and
tedium inherent in the ICU once the nurse has mastered the required skxlls. was evident.
Many shifts consist of repetition after repetition of highly structured tasks at specific
mtervals Second, the implicit nature of touch was evident. On a number of occasions the
mvcsugator observed nurses carrying out routine activities (e.g., vital signs) that appeared
at first glancc to not incorporate touch. However, if one observed closely it was possxblc to
see that touch was an implicit part of the activity,d often seeming to occur withouta |
conscious awamncsé. on the part of the nurse and to include seemingly incidental skin to
skin contact. This ;lgin—to-skin contact very much resembled the warm touch of which the
informants spoke. This would be consistent with this touch being easily iransfmbic to
tasks. The experienced nurses in this unit sccmed to function in an mtcgrated manner. That
is, it was often dxfficult to separate out the numerous things they were accomphshmg when
doing what looked hkc a single activity. The investigator's e_xpenence in an ICU was the

only resource’ that she was able to use in order to see some of this separation. Another -

il



aspect of the ICU's atmosphere s, and the broad range of
emotion that they lend to & unit. lntexesdngly. the most caring touch that the investigator
observed was from family to patient, usually in the form of holding the hand or stroking the

armorforehead. Allofthiuewedto'hrlnkback ford:etnvesdgatord:eannosphereinan '

ICU, the way it feels.’ While this experience was counter- producdve "for the investigator
in terms of data collecnon. it was valuable in bringing back into acnte awareness the fact that
ICU nurses work in an environment that is technologically sophisticated, ﬁequently
dehumanizing, and unforgiving of human error. Most of them, in dealing with death or
suffering or boredom or tedium, do not become hardened to their work, rather they care and
they do the best that they can on any given day to reach thetr patients and offer comfort.

All of this served to clanfy in the mvestigator s mind the context wrthm which ICU |
_ nurses work, and to dtfferentrate this from the investigator" s own expenence ‘There is a
reality i in, ICU nurses' lives which is in sharp contrast to the reality of everyday lay"
expenence. An understanding of this reality was central to treating the analysis of these data
with respect and a critical\, unrelenting eye in order to present a picture of touch within this
reality that was not distorted This type of analysis was at times frustrating and seemingly
unending. It resulted, however, in what thie investigator beheves is the central finding in -
this study That is that touch is a complex gestalt which is poorly understood, but has many
dxmensrons These have, in part, been presented in these two chapters in the ﬂndtngs,

‘ kmds, pattems and processes The significance of these findings are dtscussed in Chapter

V1.
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. " VL DISCUSSION

“The purpdsc of this study was to examine touch ﬁorﬁ"'the perspective of intensive care

nurses. An inductive approach Cvis taken because an analysis of exi;ting reieuch on touch -
| revealed unsubstanti’ated assumptions, a,fiilim; to examine touch considering meaning and !
context, aﬁdxigﬁﬁcmt gaps, one oi the most noticable being a vihuul absence of
information on touching behaviors of nurses. The findings of this study indicate that
intensive care nurses-touch within a complex configuration of vériables, personal meaning, |
and the norms of the ICU. Funixcr, the findings of the study are suggestive of: 1) touch as
a complex gestalt, 2) normative patterns of touching, ‘and’ 3) identifiable processes, of and
, rclatcfi' to, touching. Touch is clearly an integral part of nursing ﬁractice. and can be a | " ‘ !
dclib:-,ratc r{\irsing strategy, the use of which is dct;nﬁn;d by a myriad of factors; ’ |

The purpose of this chapter is to critique the findings of this study in light of existing
work on touch. The material is presented within the following su':xcturc: 1) critique of the
findings, 2) critique of the methods, 3) implicati;ns (research and nﬁrsin g), and 4)
summary. | | .

Critique of the Findings : @

The Conceptualization of Touch N

.

In this study touch was cqniécptualized as a gestalt. The meaning of gestalt, as #is '
used in this study, is broader and more gomprehensive than Weiss' initial use of the term in
1979:

In addition to the symbols of the message, all the dimensions of interpersonal touch
~ should be integrated to possess a valid understanding ofiits effects. Each of these
dimensions presents many unanswered questions. . . .These questions represent
significant and necessary parts of a total puzzle, without which a complete
_ understanding of the tactile gestalt [italics add¢d] and its implications for nursing
 practice will never occur (p. 79). o : :

Gestalt is defined as: a structure, configuration, or pattern'of physical, biclogical, or
psychological phenomena so integfated as to constiua;:é Junctional unit with properties not

¥

derivable from its parts in summation (Webster's NcwCollcgiaté Dictionary, 1977). This

-

y
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trnpltes that the gestalt of touch cannot be understood by su'nply tdennfytng and descnbrng

\ 'e 1nformants abthttes 0,

descrtbe dtfferent aspects of touch but thetr struggle to _
they were able to descrtbe that contrtbuted to an understandtng of the dtmensrons of touch
were vorce posture, affect, emouonal contact, and context, in addmOn to the slon to-skm

contact o

There is 1mp11c1t ebence in the hterature that vorce, affect and body posture are ‘ ,’ -

;"adequately The aspects that -

o mtegral te-touch ' In thetr assessment of the effects of touch some mvesthators have used B

.

. i relatronshtp wrth talkmg. 1llustrat1ng two dlmenstons of a corn

O\ .
nonverba] mdtcat S such as facral expressron eye coxrtact and body movcment as’

measures of the effect of: ,touch (Knable,c]r9815 Langland &Pamcuccr 1980 McCorkle, | ’,

1974) Although ther"’e is recognmon that these dtmen;mns are somehow a pan of touch

thesé mvesttgators have treated thtm as measures of the effectrveness of touch rather than o

Fy

pan of touch itself. The mformants reference 10 touch as a form of commumcauon is
consrstent wrth thc commonly held theorettcal posmon drscussed in Chapter 1L The*
commumcatton aspects were dtscussed most often 1n conJunctton wrth explanattons of why
touchmg and talkmg frequent]y occur together Touch was vrewed as a more elemental and
commonly understood form of communrcauon as well as a 'boost to the effectwcness of
talkmg Thts is consrstent with frndmgs reported by Morse (1983) who descrtbed touchmg

and talktng as mte gral components of comfort occurm g in varrous ratms dependrn g on .

| srtuatron. conte)lt and clrent need Although Morse has proposed that touch rs used to

M

‘ corqtort, not to. commumcate comfort, touch as commumcauon is not mconsrstent wrth her
proposmon Touch asa form of commumcauon. Wxth the charactensttcs of mcreasrng the
e .

potency of talktngt or replacmg talkmg is s1mply ﬁ:} addmonal conceptuahzatron of touch i s

stalth .

_ Montagu (1986) in hts extensrve ueatment of to _’c ' offers a much broader descnptton
of touch than has been attempted by other wnters, or is reﬂe\ted in exrstmg research He

mcludes for mstance, eye contact statmg, "Seemg isa form of touchmg at a dlstance

b

>

.



Py Mdy mcluded eye contact as*a form of touch andasa |

S "crtucal mdtcator in Cuemg In thts study a deﬁntte and substantral emotronal component of

_ 'touch was alseiy enuﬁed by the tnformahts Montagu (1986) states
‘ 'Touchmg is deﬁned as/the action, or an act, of feehng sometlung wrth the hand etc.
The operatxve word is fékling. Although touch itself is not an emotion, its sensory
. elements induce those neural, glandular, muscular, and mental changes whichin -
" combination we-call an emotion. Hence touch is not experienced as a ‘sunple physrcal
‘ rnodaht)l as sensatton, but affecttvely, as emonon (p. 128). . _

.' Hecontmues, : | o SRR _‘ | . A

: 'Emonon feelmg, affect -and touch are scarcely separable from one, another Emottons
- even'when not induced by touch, frequently have a tactile quality about them. As .
- commonly understood, feelifp refers to the sensations arising. spontaneously within ..
the organism as a whole.. One feels well or not. The state is.an affective one. “The.
- larger part-of what we call feeling appears to be made up of perceptions of complex ,
‘blends of tactile components drawn mamly from the skln but also from Jomt muscle, e
' and visceral senses (p. 288) i :

' Although Montagu has been wrdely referenced smce 1971 and hrs work consrdered
authontatwe mvestrgators have not addressed the emotional component of touch, or- 5
_ developed research designs that would permtt itto be elrcrted Occasronally qurte strong

o reference to the emotronal cornponent of touch canbe found 1n the descrtpuve nursrn g '

. literature (see for example UJehly, 1979) but thrs does not appear to have been generated

, ’from a research base, or to have snmulated researchers to pursue its valtdrty

L]
L1

There is su ggestton in the literature that meaning and context are central to an:
;understandmg of touch (Huss, 1977 Wetss, 1979, 1986) The. present study was

'premrsed on the assumptmn that context was a crmcal factor in determtmng the meamng and

: ‘were uncovered support the contentton that context is rndeed a critical factor Jones and

'Yarbrough (1985) and. Morse (1983) repon ﬁndmgs that also support contcxtual factors as’ |
'cnttcal to understandmg the meamng of touch . ‘ .

A clearer undemtandmg of what touch is could be expected toresult from an N
exarmnatron of touch meamng However 1n exrstmg lrterarure, tnvesttgators have tended ﬂ

to exarmne meanmg wrthm a narrow and predeterrmned fnamework as was dtscussd in: f



Chapter II Excepttons to this are mvestlgators who have taken an tnducuve or

tnductwe/deducnve approach Jones and Yarbrough (1985). for example, concluded from

the results of their study that: 1) touch is not only rntnnsrcally but symbohcally srgmﬁcant,

: and 2) touch had a much wrder range of meamng and hxgher degree of ambtgmty than

. prevrous research suggested @ 51- 52) Penny (1979) and Birch (1986) who unhzed

research desrgns that permltted the subjects, to some degree descnbe the meamng of touch
R

‘< as they saw it, offer strong support for the explorauon of touch meamng As prevrously

' mentxoned in thts study exploratron of the meaning of touch resulted m the gestalt Ly

conceptuahzanon of touch Thrs appears to be the ﬁrst research study to report such a

o . ﬁndm g~-the reference by Werss (1979) to a/ tacttle gestalt was m i her classrc theoreucal

paper

In research studies usm ga deductlve approach touch has been deﬁned wrthout failas: - |

~ some form of physxcal contact. The ﬁndmgs of this study are’ strongly mdtcauve of the

tnadequacy of such a deﬁmtton Imphcrt in tradmonal deﬁnmons of touch is the basic

¢

3 assurnptron that touch is a phenomenon that is appropnately deﬁned (operatronally), as skm

/ ! "‘ , “ -
1o skin cdht-act Thts 1mpltes that touch is observable and measurable, and that there is, as’

Werss (1986) has stated an" mherent assumptlon Athat all types of touch carry the same
*’

meanmg" . 496) The result has been a unt-dtmensmnal deftnttton of touch wh1 has ’

' fundamentally mﬂuenced researeh desrgn and measurement. Thls deﬁnrtxbn of touch and
. rits failure to mclude the other than physrcal' dtmensrons of touch consututes the mam threat
| 1o valtdtty of extstmg research on touch that 1s, there is no research base to suppbrt the

"theoreucal supposmon that. touch can be adequately defined as skm to sktn contact There o

1s. in fac't Ain theﬂndmgs of this study support for the mclusron of mulgrple dtmensxons in-

g N C
’ any deﬁmtton of touch and suppon for further mductwe&mmanon in order to ehcxt a . ‘

.

‘more complete’ ptcture of the touch gesta.t N

" Kinds of Toueh

The ﬁndtn gs. of thxs study revealed three km&s of touch tm;ch to commumcate canng
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o (cann g touch). touch to accomphsh a task (task touch). and touch to protect (protectw‘e

' ; , touch) These ﬁndmgs bear some strong sitmlarmes 10 extsung reseanch and some stnkmg |
dtfferences To date, mvesugators who have dtstmgutshed touches (thh the excepuon of

-Watson (1975) these have all been nurses). have described two groups (kinds) of touch In -

. thc ﬁrst group, touch has been classtﬁed as task (Burns1de. 1981), procedura] (Clement

| 1983 Glick, 1986 Mitchell et al 1985; Wetss. 1986), or instrumental (Porter et al, 1986

- Watson, 1975). Each of these refers to touch.used in the execuuon of required tasks,

procedures and acttvmes o : S | - AR
‘ In the second group, touch has been cla551ﬁed as affecuve (Burnside, 1981 DeWever

N | 1977), non-procedural (Bamett, 1972b Mttchell et al 1985), non-necessary (Bamett '

| 1972b) expressrve (El Kafass, 1983 Porter et al 1986; Watson, 1975) comforting

I'V(Morse, 1983 Weiss, 1986) or canng (Gltck 1986) Each of these refers to touch that is”

3 extraneous to the executton of tasks relatively spontaneous and affective. Only Burnsrde
(1981) offers a meamngful definition of affecttve, although the word appears £ m_iS_t_ .
descrtpttons of this touch ‘She defines it as " that form of touch which expresses |
carmg, concem affecuon, or control If there is.a purpose mvolved itis not the :

‘ performance of some physxcal nursing task Rather itisa psychologtcal pu" o
‘(p. 504). e . - ,,@. \‘ E , 2

In no in‘stance could this investigator t'tnd evidence thatﬁ‘tl}tese two kinds of touch‘had -
been generated usmg research metl%ds Rdther, it appears they were deterrmned from the '" _ |

‘respecnve mdmduals own chmcal expenence and observattons It is evrdent also that the |
| early work of Watson (1975) was mﬂuenual in the clasmﬁcatton of touch mto two kinds.

: | .> The most tmmrtant 1mp11cat10n from such an. approach to the classtficauon of touch is that

| currentresearch has often rehed on theorettcal and operauonal defimuons of kmds of touch

g L that*cannot be substannated Consequently, another stgmﬁcant threat t0 the vahdtty of

. ‘extstmg research on touehts-evldent

\
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Caring Touch o ' X S " -
‘_ ~ The ftndtngs of thts study resulted in the identtﬁcanon of two kmds of touch canng
| and task (see thure 1L,p. 35), that are smnlar to those found in the hterature thus lendtng _ |
beginmng empu:rcal supmrt to extsting drfferenuation in the hnds of touch The caring |
~touch 1dent1ﬁed in this study is similar to touch that has been described as affecuve, _

comfortmg. expresswe, non-procedural or non-necessary (hereafter called affective touchy:

ir Yt hterature of this affective touch has been cursory offermg little in the way -

i or deﬁmtlon Conversely, in this study arich description ¢ of canng touch

‘ emerged Central concepts in thts dcscnpuon are: energy, grvmg of self, remprocrty,
',emouonal connecuon relanonshtp, and abxhty to see the pauent as a person. Canng touch
 was descnbed as captunng. at least in part, the essence of nursmg At this Juncture itis
; *’approsnate to bnefly dtscuss the concept of canng as it relates to touch. ’
 Caring has been described as the esscnce (Lemmger, 1984 l986a) and the core" of
: nursing (Roach, 1984) In the past twenty years the systemauc investigation of caring

| "wnhm nursmg%as slowly developed ptoneered by mdmduals such as Gaut (1983 1986)

. ‘ Letmnger(1981). Roach (1984), andWatson (1979) Exammauon of the- «caring literature

’revealed that touch has been 1depttﬁed asd construct of carmg (Letmnger, 1981), and asa

- caring behavror or acuon (Gaut 1983 Mayer, 1986 Wolf 1986) Although touch has .k
recetved httle attenuon by mvesugators studymg canng, these reports ane suggesuve of

‘ touch as one expressxon of canng In 1984 Roach drscussed canng as the mottvaung force ,‘ "
. 1n the chorce of nursmg asa career She further suggested that canng was a human mode of

) betng and was not. untque to nursmg, but rather, in nurstng (p 12). In 1983 Morse posrted

| ‘that comfort was the major 1nsrrument for care, that empathy and touch were the two main

- components of comfort, and that eanng pmvrded the mouvauon for nurses to nurse Thts
tnvesugator pos:ts that touch and talk are the two main components of comfort, consutunn g
vehtcles of its expresston Empathy, rather thana' component of comfort, is the subjecuve

| _awareness that nurses expenenoe ‘when the canng mouvauon is mobthzcd through the actton



of comfomng Comfort, then. may be posxtcd as the tnstrumcnt by which caring is

‘umquely expressed thhm nursmg It follows that touch a slgmﬁcant component of

comfort is also, potenually, a unique cxprcssu)n of caring thlun nursing

Two factors are essential to the use of caring touch The fust of these is the presence

: of the caring monvanon and the reqmsxte knowledge and skills to identify and acton the

: comforung needs of panents The second factor tdenuﬁed in thls study i is the requisite
- energy to touch (the energy factor) Although, 3 constderable amount has been written on

| caring and some has been written on the carmg mottvatton, no matenals were located that

« dealt with the energy rcqutrements of canng, or of teuch. Adequate energy (physrcal and -
o emouonal) is so 1mportant that wnthout lt nurscs cannot use caring touch. Other cxpressxonﬁ

" of carmg (e g., talking) appear to requtre less energy. and therefore to be sustamed longcr

under energy depleting conditions, but netther can these be sustatned mdcﬂmtely One
conceivable explanation for the absence of the energ) factor in the literature is that touch has. - .

not been studied as a vehicle of comfort, comfort has not been studtcd as an mstrument of

l_ canng, and canng has not been studied systemancally specific to its mobtltzauon

~ The ﬁndlngs of-this study revealed comfortlng touch and encouraging touch as major

sub-seggregates of eanng touch. Four studies that utilized an inductive or an,

, mducuve/deducnve approach reported findings that support the 1denttﬁcauon of these

sub—seggregatcs Morse's (1983%thnosmenuﬁc analysts of comfort in whxch she reports
touch tobea rnaJor seggregate of comfort. offers the strongest suppon for a comforttng '

kind of touch Two mvesttgators (Bmch 1986 Penny, 1979) report comfon and

. encouragement as two significant mcamngs of touch to women during labor and dchvery

'Jones and Yarbrough's (1985) ﬁndtngs included two rnajor seggnegates of touch mcamng. _

o posmve affect and playful, that bear some interesting, sifmilarities to the ﬁndmgs of this

study Subsumed within posmve affect are the sub-seggregates: support, appreciation, - -
mclusmn, sexual and affectton Their category of support is closcly ahgned to the types of

touch (consohng, suppomve, reassunng) thhtn the comfortmg sub-scggregate inthis -
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study, with some overlap into encouragmg (reassunng)

Support touch serves to nurture, reassure. or promise protection In general, such

- ‘touches show concemn for another who is experiencing dist:css. ‘Typical translations .
include "consoling," "Iy's OK," and "Let me take care of you.". .. .Support touches
generally occur in situations which either virtually require or make it clearly preferrable
gt_;t)t one person give comfon or reassurance to another (Jones & Yarbrough, 1985, p.

| Thq affection category  appears, from their descnpttons. to alxgn wnh the "lovmg" and

1 "warm" touches -of the comforting sub—seggregate in this study The playful category in
their work is closcly altgned with the encouragmg touches, "spirit-raising" and “

C ““fun/happy." The ﬁndmgs of Jones and Yarbrough are of particular relevance because their -

study desxgn although different from the one used in thts study, is similar, and as well

. their mtent to-examine touch with attenuon to meamng and context is sxmtlar It is.

1nterest1ng to note the sumlanucs given. that their study was conductcd in the context of
‘ everyday expcncncé and this study was conducted using informants from an mtenswe care
unit. . .

The investigator could t'md no literature‘, descriptive or investigatri_ve, that offered -
descriptions of the characteristics of comforting and encouragin g touch, other than those-
found tn ioncs and. Yarbrough (1985) The ﬁndings of this study, however, did provide'
suo{\ dcscnpuons Some support for the activities that these mformants indicated .
consututed pure’ canng touch can be found in DeWever s (1977) study, where she
operanonahzcd affective touch by dehneanng seven activities (e.g., holdmg hands) that
%osely xessemble the acuvmes (expresstvc of canng touch) neported in Chapter IV. The
ﬁndmgs f this study also suggest that caring touch is not unneccssary Thxs contradtcts the o
" use of the term non-necessary by Barnett (1972b§ in descnbmg the affective touches. Whﬂe
it appears that the use of non-nmsary may have been mtended pnmanly to denote touch
unneccssa:y to the compleuon of prooedural duties, the use of the term does connote |
affective or canng touch as being less 1mportant h
TaskTouch - _ . | {

The. task touch identified in ) this study is snmlar to touch that has bccn descnbed as, task
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procedural, and instrumcntal (hereafter called task). Although there has been some T
mvcsngation of the frequcnctcs of task versus non-task touch (Mitchell et al, 1985 Watson. ’
1975), and subscqucnt reports that tagk touch is used mote often, no studies were located
that, in fact, explored task touch. Consequently, it appears that this study is the first to
© report substantive findings on task touch. The sub-seggregates, working and controlling, -
and tlte attendant types of touchv subsumed within thcsc sub-seggregates (see Figure 1, p.

35) constitute task touch. Since the five types of working(touch have not been identified |
before it is unposs1ble to cntrquc this findmg in ltght of the htcraturc Iti is possxblc. o

" however, to draw 1mphcattons for practice and rcscarch and this is donc in a later sccuon.
» : Controlling touth is descnbodbncﬂy in the lttcrature, but not as a type of task'touch ‘.

(except by Weiss, 1986). Pratt and Mason (1984) report the need ™. . . to include a
'catcgory implying restraint or'control.” (p. 1087). Wciss (1986) in her dcscription of
proccdural touch stated” "Such touch is usually dtrccttvc and controlhng " (p. 496).
Jones and Yarbrough (1985) report a category of control touchcs that".,.serve to diroct
the behavior, attttudc, or feeling state of the rccrptent " (p. 41), and report thrcc meanings

within the category, compliance, ‘cnnon ctnng, and announcmg aresponse. The

__ oompliance mcaning is the closes' in mcati" g to the sub-seggregate of controllin g touch in

IhlS study. As well, they report that "Verbalization occurs in a prepondcrancc of the cases .
Sp. 42) which i is consrstcnt wnh the findings of this study, pamcularly those conccmtng

"scolding" and "commandmg" touch Controlltng aspects of touch are tmphctt and cxpltctt

in the work of sucl_t_mvosugators as Henley (1973, 1977) and Summerhayes and Suchner

(1978) speciﬁc to gender miationships but'havc'not been studied within nursing. | -

In this study the nccd for controlin the ICU was identified by the mfonnants as o

fundamcntal to desired paucnt ou:oomes. and the nurse's abthty to functton cfﬁctently, and

. Tneet rolc cxpcctattons as thcy -exist in modemn ICUs. This need for control appears to be

unrccogmzcd 1n current htcraturc, and may constitute a primary. source of the "bad” feelings

that the mformants descpbed result from the use of some of the controlhng touchcs Onc of

.



' patient and nurse cxpcctatxons
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| modcm nursings' concemns is with reciprocal nurse-patient relitionships, and with
| advocatmg the particnpatory and decisxon making rights of patents. However, the unique ,

* nature and chafacterisics of the ICU, although they have been described, have ot been '
thoroughly exammed in terms of how they affect patient pamcipaﬁon and mn'se coercion.
The reahty of control as mherent and essential to an ICU has not been studsed and the p
, qucsnon can be raised, does the ICU nurse experience "bad" feelmgs as a‘result of using

some of thc oontrollmg touches because she has not been taught that they are in some areas,
and in many sxtuauons nocessary" That is, do nurses cxpcncncc a conflict between what .
“they behcvc a good nursc ought to do, and what cxpcncnce tells them they must do?

It seems that task touch has been largely ignored and considered on]y in tcrms of the
_ratio of frequency of task to non-task touch. ‘The implicit messa,gc»m study reports 1s that
task touch is less important, and that i 1t is somehow ' wrong that nurses use more task than
carin g touch. The findings of this study contradlct such an unphcmmcssagc At least in the
ICU, (and probably in many nursing c,ontcxts). task touch by virtue of the "work" of '
nursing accounts for the majonty of nurse-patient contact This i 1s not 'right’ or 'wrong,’ it

is snmply a reflection of the nature of thc ICU. Further, thlS mvcsngator posits that task
touch, becausc itis potcntlally "ncutral" (. c 1t can be 'flavored'), and by virtue of its hlgh
frequency, may bc in fact, the most unportant touch in practical terms, in the ICU. Gwcn
that nurses have the potential in many cases to determine whether a task is posmvcly or

negatively experienced by the patient, it woMn that it should be givea more. wcful

attention. The ﬁndmgs of Mayer (1986) support the unportance of task touch. She O

rcported, in her study of perccpuons of caring ‘behaviors, that pancms valued mstrumcnta]
behaviors more, wgereas nurses va]ued expressxve behaviors more. By 'flavorin g task
touch with canng touch both instrumental and cxprcssxve behavxots could merge, satisfying -
Protective Touch

The third kind of touch 1denuﬁed m thls study,. protecnvc touch, has not been

Wt
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previously reponed The only reference to protective touch located was in Cuhu and

Dixon's (1967) paper which was based on clinical obscrvadons in psychiatric nurslng

" settings. In it they refer 1o touch to protect . '. . one 's self or others fmm in)(u-y or

destruction by use of manual restraint.” (p.448). Indirect references to pmtective touch can

be found in two sources. First, as was discussed in Chapter II, some investigators have

' rcportcd negative effects of fouch, implying that there is a "negative touch.” The infornmms '
in this study. frequently referred to protective touch as negative. Second there are

_admomuons in the descriptive literature (Burnstdc, 1981; Goodykoontz, 1979; Johnson,
1965, Tobiason, 1981; Ujehly, 1979) to use touch cautiously, ¢ onsxdcring patients’ culturalh
backgrounds, pcrsonal cxpencnccs, and sxtuanons all of which influence the propriety and
potential rcsponsc to touch. Ncsc references do not, however, assist in the interpretation
of, the ﬁndmgs regarding pmt)ccu%touch in this study. | |

The absence of any treatmcnt of ,protccnvc touch in the htcraturc has at least three

possxble sourcﬁas was dxscussed earhcr the concept of touch is poor]y undcrstood
and there i is no research base to support existing dcﬁnmons of touch. Conscqucntly.
research ha‘s‘t;een conducted usmg deﬁmnons that in all hkelthood do not capture this’
(protecuve) dlmcnsmn of touch. Second, exxstmg research has been conducted using -

: predonunately dcducnvc de51gns This, in combmauon with the positivity bias discussed
carlier, has rcsultcd in research designs that havc not pemutted the ehcltauon/of this kind of
touch. Third, this touch i is the antlthcsxs of canng touch Nurse authors/mvcsngators may

be reticent to explore an aspect ‘of ‘nurscs behavxor\(x e., non-canng touch) that conﬂxcts

" with commonly held valucs and behcfs about the cséencc of nursing.

- Pr’ve touch has two sub-seggregates, controllmg and dxstancmg. The protection
inherent in this touch can pe either for thc patient (physxcal protecuon). or for the nurse |
(physical and/or emotional protection). ”I'hc physically protecnve touch is stralght forward
and not m’ﬁcult to understand. There are howcver, some pomted nursing implications

- whxch are discussed in the unphcaqdns sccnon The emononally protective touch on thc
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other hand, is more complex and mcrits some dis

Thc findings of this study mdxcate that nurs brotective touch for at least two
reasons: 1) to distance (i.e, protect ) themselves from emotional pain, whxch is closcly
oonnecwd to protecnng emotional energy reserves, and 2) to release tension. There are no |
ferences in the literature to touch as a method used to pmtect the nurse from emotional |
pain, or to release tension: Consequendf. this finding represents new information, and
related literature must be turned to for support. The investigator suggests that the first of
these rcasc;ns (piotection from emotional pain) is integi;;l to the concept of suffering.
Suffcnng is not comprehcnswcly defined in the literature (Battenfield, 1984), but appears to
be mnmatcly connected to loss (Bakcr & Keller, 1978 cited in Battcnﬁcld 1984,
Kubler-Ross, 1969). Hay and Oken (1972) writing on the strcsscs of 'infensive care
* nursing stated: "The threat of dbjcct-losq is pervasive. 'phe'nu_rsc simply must protect
hers;lf—-from grief, anxiety, guilt, rage, exhausted overcommittment, overstimulation and
all the rest. She has noﬂ physical escape. But she can avoid, or at least' attenuate, the
~ meaning and emotional impact of her 'Work" (. 114). Hutchinson (1984) reporting the
findings of her study in a neonatal ICU stated: "Nurses combat the horror of their situation
by 'creating rﬁeanin é,‘ an active process requiring an expenditure of psychological energy
by the nurses” (p. 87). Onc can argue that nurses working in intcnSive care units, faced
w1th rcpcatcd loss and "horror" must deal rcpeatcdly with actual and potential suffering.
| Hutchmson has postulated that nurses do this by searching for meaning in three - Spheres the -
emotional, the technical, and.thc rational. The search for meaning, in order to deal with -
suffering s well described by Victor Frankl (1963). This investigator suggests that when
nurses arc‘unable to .creatc meaning in the threc sphefes Hutchinson describes, pmﬁcmérly,
~the emouonal that one of the possible outcomcs is the use of touch to crcatc d1stancc by
scparating. Although Hutchmson descnbes separaung as something that should happcn to
* counterbalance attaching, the separanon that occurs with to;:c}fto create distance while it

serves & ctitical funcnon, is pmbably not balanced appropnatcly with attachmcnt Itis also
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interesting to note that Hutchinson refers to an emotional energy expendimn. md wl@n
is not referring to touch, it seems plausible that this may be eonsistent with the energy factor
. described earlier in relation to touch.’ ' ,

The second reason suggcsted for the use of protective touch, release of tension, appears
to be a unique finding, It is'a productof the increasing accumulation offanger, frustration,
and probably loss of control. As such, it hns pertinent implicatimts in_the understanding of

abusivc toqnh.\ Harsh and severe touches, a:e likely precursors ta abusive touch, and

. \ /
consequently t to one form of violence in the ICU. The touch resulting from a need to release
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tension brings wuh it such strong feehngs that informants in many instances were not awaje .

of tension release, makxng ita potennally more insidious, and therefore penlous behavior..

Three kinds of touch were identified in this study. Two of them, canng and task bear |
" some similarity to the affective and task touch pafVviously identified in the literature. Their
.identification from a research base lends support to previously unsubstantiatcd ‘
classifications, and adds substantially to their undcrstandmg Protective touch is a distinct
kind of touch that cannot be combined with caring touch into an ‘affective scggregatc
Informants clearly statcd that one could combine canng and task touch, or protednve and
task touch, but that caring and protcctwe were mutually exclusive. Thls protective touch
finding is new and significant in two respects. First, there are at lcast thrcc kinds of touch. -
Second, the description éf—Jago:s—a;;ects of protective touch increases 9‘0' undcr_standm g
of othcr dimensions of the touch gestalt
Pattems of Touch | -

This study is thc first to report findings that reveal nonnattvc patterns of touchmg
Further, the findings sugpon the premise that context is a cvn;‘cal)fw\(ln the case of this ;-
study, thc patterns represent norms of touching for intensivé<Care nurses ftlthough there
havc been studies that addressed variables thought to be detenmnant of touchtng behavior,
and a very few studtcs that have specifically addressed touching behavxors of nurses, the

results of these studies have not been descriptive of touching norms. Uni-dimensional
: 4 . , A
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définitions of touch have been employed, and a priori decisions made to examine only select
variables and in isolation from other potential variables. Given the complex and highly |
N mtcracnvc pattcms dxscovercd in this study. it is not surpnsmg that studies uﬁhnng such
- designs, and not done within a cultural context have failed to be more informative ‘
The major variables that have been studied include personalny. sex, and gcnder/status
By behavioral scientists, and age, sex, race, diagnostic group, severity of illness, and level
- of consciousness (LLOC) by nurses. g'hesc vanables most frequently are studied in the
recipient of touch (i.c., the patient) and the the last threc variables listed are always paucnt
variables, The major groups of variables identified in this study were nurse vanablcs. daily
(comcxtual) variables; nd patient variables (see Figure 2, p. 73). Subsumed within cach of
thcsc three groups were a complex array of individual vanablcs ' |
Other than the generally accepted belief dxscussed in ChapterII that culture isa major
determinant of touching behavior, and an unphcxt inference drawn from the touch and
personality variable studies, zherc do not appear to be any reports of ﬁndmgs rcsscmblmg
those of the nurse variable sccuon prcscntcd in Chapter IV. Inthe dcsdnpnvc nursin g
literature mention of an 1nd1v1dual's background and personal experience as factors in
touching can sometimes be found. Thc descnpnons of types of pc0p1c and typcs of nurses

specific to styles of touching appe .‘ to be new. Nugses' sex and race dxd,rgx emerge as a

- variable in this study, possibly because all of the 1nforrnants were female and white, and
" information specific to male' nurses and.ethnic groups was not activcly sought. Age |
' cmcrged mdxrectly in terms of the gm and-maturation factor. Thc typcs of people and
_nurses, when ¢onsldcred in conjunction with the learning to touch prooess (presented in
 Chapter V) represents a pbtentmlly rich source of information conccmmg the nurse factor in
“touch wnh some mteresung implicauons for practice and oducanon | ,
| One nurse variable, bum out, stands apart as being parucularly potent in its ability to
influence patterns of fouch. so potent, in fact, that generally speaking it ,ap'& to override

most other factors. Although there is considerable variation, in the bumout and related
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literature, concerning adequate theomdcal definitions of burnout, certain consistencies are |
evident. Almost without fail definitions of burnout include such terms as: fatigue
(Freudcnbcrgcr. 1974 Harns. 1984), physical and/or emotional exhaustion Alark, 1980
Maslach 1978, 1982, Rich & Rich, 1987). detachment (Mulach 1976, 1978; Vachon,
 1983), and distancing (Harris, 1984; Wimbush, 1983). As well, Melia (1977) used the
__term "combat exhaustion” in describing ICU nurses, And Reichle (1975) described the
extraordinarily high energy ‘f'equiremcnts d'emahded for emotional survival of the ICU
nurse. However, no references were located on the effect of burnout on touch, although it
_could be implied from Maslach’s (1976 ence to individuals' req‘hirement to create-
physical distance whcn they are burped out, thata dccre#sc in touch could be expecied, The
process of burn out as described py the informants in this study was presented in Figure 3 -
(p. 78). The mechanism of it‘s effect on touch'appear‘s to be almost entirely mhfed tothe |

T

energy factor required to touch, and the converse en depletion of the burned out nurse..

The disengagement that occurs with burnout is al istent with the intimate and givihﬁ

Vn'aturc oﬁ the caring touch. The increased use of ve touches that can occur with
bimout would be consistent with the distancing and J8P@Fsonalizing processes that are said
" to occur with bumout (Maslach, 1978; Harris, 1984) and with what is occasionally rcferréd
to as an increased concern with machines and a decreased concern with human qualities
(Harris, 1984; Noble, 1979). Thls is congruent wiiii the ICU nurses' need to Protcc;t

herself from emotional pain' that was discussed earlier in this chapter, for c;tamplc. both
Anderson and Basteyns (1981) and Huckabay and Jagla (1979) reported that nurses ranked
the death of a paﬁcht to be one 9;' the most stressful events in the ICU.

Daily (contextual) variables (spg Figure 2, p. 73) influencing touching style have not
been studied. The oty reference to such variables was found in E]-Kafass' (1983) study
where she reported that the nuinbcr of pieces 6f‘equipmcnt in the.palticn't"s ICU room -

» correlated at a statistically significant level with an increased frequency of touch. The

implicaton maybe that the more equipment there is in a patient's room, the busier that



o suggest that datly unit vanables are mogg complex than this, and mteracr w1th other vanables

| | R
parucular area 1s, and therefore the more nurses will use touch The ﬁndmgs of this study o

-
i

0 detem:une touchmg style (mcludmg frequency) The datly nurSe and dally nurse/pauent

. vanables have not been reported to date in exxstmg research although rt could bé inferred. -
2 ,from the bumout and related hterature that the dally nurse vanable "tired that day,” would
. ff\have a srgmﬁcant 1mpact on touch | e

e The pauent vanables represent the laerSt Category of vanables in tlus study Pauent 1

- ':(or chent) vanables accOunt for the majonty of the. touch vanable research that has been

- “done to date »‘I’he nursmg research donei in tlus area is the ohly researoh that 1s applrcable to - '1 _

the present study, and 50 wrll be the only research addressed As well most of the ﬁndmgs

e beanng any relevance to thlS study are found in El-Kafass (1983) and Clement (1983)

Earlter studres that dJscussed such ﬁndmgs as age and seventy of 1llness suffered from

) ‘ .desrgn protrlems that bnng tnto quest?on some of the conclusrons drawnG:the study

o reports Two weaknesses arise in thrs 11terature Fu'st, is the dearth of studres conducted in s

health cge contexts.' Second perhaps because there are 50 few studies, i nvesu gators

. K.
\ appear to’ have accepted the de51gns employed in the uuual studres as the most appropnate

@

: %r an exarrunatron of touchmg behavrors Further the results obtamed have not always S

o -been cnucally exarmned in terms of why they have not been 51gmﬁcant or. more crmcally, 1f

" '_sxgmﬁcance was obtained, would the study have been meamngful" -

“El- Kafass (1983) and Clement (1983) found no srgmﬁcant stattstrcal correlauons

L '_ ‘ _between pauent age, sex or race and the dependent measures of ﬁequency, locauon, and

S ¢ durat10n of touch. In light of the ﬁndmgs of ttus study: this is not surprising. Firs, the

o questton has been rarsed as to whether touch can valrdly be measured by observaw%r

v : defined as skln to skm contact. In fact, the ﬁndxngs of tlus study mdrcate nerther is true. -

s Second the complex array of patlent vanables 1dent1ﬁed in this study, and thexr mteractrve .

.;..:, nature suggest that one vanable does not act alone to deterrmne frequency, locauon, and

o o : duranon of.touch Bl Kafass teports that the srcker a pauent rs, and the rnore depressew

e . : : PR

E ",_/ ‘I .



N thcu LOC the hi ghcr the ftequency of touch Clement reports that diagnosuc category ts 3
sxgntﬁcant vanable G.e, orthopedxc pauents recetved more touch) Clcment further reports
that the more. procedural touch wauent rccetves, the more non-pmcedural touch a pauent is
hkely to recexve “This i mvesugator suggests that in both of thcsc studles that thc
mvesugators may have been captunng a numbcr of other vanables in the'eategoncs that ‘
g | | »'were s1gmﬁcant More nnportantly, this mvesugator suggests that such studies have been o
‘ premature because not enough has been known to adequately determme appropnate ﬂ :
dependent and mdependent vanables In this study three clear categones of pauent vanables
, o : “ mfluencmg pattems of touch were 1dent1ﬁed faclhtators (see thure 4 p 86), mhtbltors
. _ (see thure 5, p. 90), and a'mixed category (see Féue 6,p. 95) It seems reasonable to
| postulate that if the md1v1dual vanables w1th1n these categones wemstudted tlg
mvesugators mlght obtain results that were more sansfactory in terms of statistically -
s1gmﬁcant results However the more serious quesnon must then be ratsed as to the value |
of repeatccylily mcas,unng frequency and locatton 05 touch and correlatm g these w1th pattent

and nurse cltaractertsncs These studles have nog’ and cannot begin to uncover cultura.l

Tms regardmg touchmg Pattems of touch can bc valtdly determmed as has been :

v non-therapeuuc effects of touch on pauents and/or nufses, or panents perceptions of the

.,‘/'

g touch expenence, all of whlch are unportant 0 a quahui’ttve undcrstandmg of the use of

Th pattems of touch that rcsulted from thc ﬁndxngs of thts Study inform us as to the
;vanables that affect the touchmg style of mtcnswe ca:c nurses. Touchlng style, has not
: been refen'ed toin the hterature e‘xcept by WClSS, and then, only bneﬂy "If caregwers hold

in thetr mmds the intent of the touch as bctng stnctly procedural a ccrtatn style [1taltcs
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il ] of touch may result, one whrch commumcates efﬁcrent performance of?techmcal

slulls, but little attention to the human needs of the pauent" (1986 P. 497) The S es
u'xmphcattons of her statement g0 beybnd lendmg support for the exrstence and 1mportance of
' style, and relate back to the finding in Chapter v regardmg the mtent of the nurse and its

: unportance, not on]y in terms of bemg cructal in drscnminaung between touches, but

‘ -crucral as well in the meanin 4 conveyed to the pauent Touchmg style is an elaborate

T -construct mvolvmg touch vanables, belief and value systems leamed behavrors, tntumon, -

: and the mterplay of several processes

. The Processes of Touch

~ The process ﬁndmgs of thrs study appear to represegt new mermauon on touch No
literature, descnpnve or mvestrgauvc, 'was located that addressed the processes by whlch

mdrvrduals learn to touch acqurre a fouchmg style, or in fact, actually touch Two nursc o

. investi gators have proposed theorencal frarncworks wrthm whlch are unphcrt references 10

; deterrmne thc cdrdrac responsc of pauents to touch Pepler proposed a theoretrcal

, processes of touch Werss proposed a model of "factors 1nﬂucnc1n g the effect of caregrver' '

“touch on mcrdence of. dysrhythrma" (1986 p 496) whrch suggests that physrcal

charactenstrcs and mtent of ca%grver touch function in combmatlon with pattents prevrous ‘

__ tacttle expenence, atutudes toward touch health status, and so;natosensory system, to

/

: framework of "concepts r‘elated to touch as comfortmg" (1984 p 13) whrch suggists ﬁve |

sequenttal phases wrth feedback me(:hamsms panent behavror, nurse behavmr,

‘nurse-patien rnteractton, patrent response, aﬁa nurse,response As well she dlscusses the

,.~'conc\pt§of gruence, empathy, rtgutual understandmg, secunty, and propnety as 1ntegral

jtangentrally;or in the case,.of Peg

- this-are prol

Lrn

to her proposed framework The how of touch appears not td have been Studted except '. Lo

& ;;relauvg to herﬂem&al ﬁ-amework The reasons for o
& e

\‘. 'ly muluple b "e can posit that ;hp two factors rdenufied earher in thrs

- Chapter, ppor underst&ndmg of the concept ot? toﬁch and deductrve research desr gn, account -

in part at least, for thrs ,The vutual absence of rnductrve mqmry mto touch has meant,;hat _ |

-r, T L
i L
NN ‘. 2 g
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' erdstigators haVe not uuhzed methods suited to reveahng previously unknown infomation
I-or to the ehc:tatxon of process Generally spealnng, mvesugators appear not to have asked |
- such quesuons as, is touchmg a process" How do people touch? How do people learn o
_touch" How do people detenmne the propnety of touch? Certamly within nursing (thh the.
.'excepnons noted above) there is little evidence that investigators have asked such questtons,‘
or exammed the variations that rmght occur with health devmmms, such as altered LOC
.‘ ‘ Tlus is unusual g;ven the socletal permxssxon that nurses are granted in terms of touch the
'central role of touch in nursmg practtce, and the pauclty of knowledge about touch in

nursmg practtce

Although ﬁndxngs similar to those of ;’
hterature was located on three dimensions: cuemg, personal space, and learmng to touch
Each of these ments some consxderauon and is dxscussed below

Cuezng |

CtJemg as a process mtegral to touching has not: been reponed However, studies that

smg verbal ‘and in pamcular, non verbal behavrors, such as, facml expressxon eye
ct, body movement (Knable, 1981 Langland & Pamcuccr 1980 McCorkle, 1974) are
0 estxve of these. behawors as "cues" to the effectrveness of touch The effecnveness of
) .ch isone aspect of the det'mmon of cuein g (see p. 100) Second two recent studtes on
‘ ., mtumon in nursmg dJSC\.lSS the use of "cues " Young (1987) states: "Cucs reprcsent the |
.mformatton that the nurses used to make a demsxon and range from subjecuve feehng cues
to objecnve physwal sxgns " (p 55). Schraeder and FlSChCl' (1987) 1dcnt1fy perccpnon of .
"~ cues by nurses as one of fqur factors m mtumve lmowledge From these two sources the
, "_followmg mferences tan. be drawn 1) the vahdtty of the cqes xdenuﬁed in thts study is
o supported in the hteratun:, 2) the 1denuﬁcanon of cues (1 L. cuetng) may be a more general
¢ and pervasxve process than is presently recogmzed that is, not lmuted to touchmg, and 3)

ra : mtumve knowledge and decxsxon makmg may be one dtmensnon of cuemg Although the b

'mfonnants in this study often had dtfﬁculty, faruculanng how they were able to dctermme the,



appropriate use of touch with persisteht effcn, they m ab)" '

ffcues (see thure 7,p. 102). One of the reasons that the mtuttiVe’ M nensions of touchtng

~."may not have been. studted is the hxstoncal devaluanon of mtumve knowledge which is often

| v1ewed as more primitive and consequently less valuable than ob_)ecuve ¥no
~ (Belenky, Cltnchy, Goldbeyer, & Tarule, 1986) o e
" Personal Space : ~ |
Personal space isan 1ntnnsrc dnnensron of the touchmg process (see Figure 8, p.
104). Informants were acutely aware of patrents personal space, whlch they often referred
toasa "bubble" or boundary ‘Personal space has'been deﬁned by Hayduk (1983) as "
R . the area mdrvrduals malntam around themselves into which others cannot mtrude wsthout
| arousmg discomfort." (p. 293) He describes the frequent use of the term "bubble" but
suggests the analogy is. 1nadequate Hayduk‘s (1983) extcnswe review of over 400 studies
concemed wrth personal space thorou ghly docurqents the maJor theoretlcaJ posmons the
,vanables salient to the concept and the methodologlcal and rneasurement problems of
current research. It is obv1ous, with any acquarntanc;:tﬂt the proxermc hterature, that
personal space isasi gmﬁcant dmensron of the (zuchmg process. Consequently, itis npt
oy surpnsxng that it emerged as an important dJmensmn of the model developed fromthe ‘
' fmdmgs of this study In fact, any touchmg mo&el that did not include a pirsonal space -
dln:ensron could be sa1d to be mvahd The aspects of the touchrng model (see Figure 8, p
- 104) that are parucularly sahent to nursmg, and 10, ICU nursmg are: the apparent integrity

of the model with respect to canng touch the' vmlattons that occur with task and protective |

. ,’ tquch the 1ssue of perrmssron or consent, and the suggestron that the personal space of ICU

trents may "shnnk" or change in some manner due 0 the vwlauve nature of the ICU.
g o Learmng to Touch S | |
Although the process by whrch nurses (or people) leam to touch has not been
‘descnbed there is support for some d1mensrons of thts process. parucularly cultural

‘ background. As was. dtscussed m Chapter I, eulture is well estabhshed asa maJor
‘,‘ ] K . 'I N

-
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dctcrmmant of touchmg bchnvxor Howcver, spemﬁc culmral damcnslons are not well '
dcscnbcd (e.g., family, strcet lcarmng, pchonal expendnce) Often culture is dxscussed '
cross-culturally. rathor than by comparing subocultures The sexualizmg of touch is

mfcrred by thc pmpondcrance of studies done in the behavioral scwnoes (see,. for examplc.
rev1cws by Major, 1981; Steir and Hall, 1984 and thc work of Henley, 1977) Taboos in )

ﬂpsychothcrapy which center around the sexual connotations of touch were descnbed in

. Chapter II. However, the process by which touch has been scxuahzed in our culture has

o not been well dcscnbcd or described within a s.ocxo-POhncal context Surprisingly, the

mccst hteraturc, where one might expect | to ﬁnd reference to the sexualxzmg and -
mappropnate'use of touch does not d1re¢tly address touch Even the more recent and
feminist work of such mdmduals as Rush (1980) and Ward (1984) does not mt:ludc dxrcct
refercnqg to touch Intcrestmgly, one of thc more fruitful sources of rcfercnce to touth in
this context is the reccnt chﬂdren s literature on the appropnatc use of touch (see for

example, Frecman 1982, 1986) Thc frequency wnh whxch scxuahzcd touch appeared in

" this study suggests that the sexuahzmg of touoh isa sngmﬁcant area of study with '

, nnphcatlons for nursing.

The role of nursing school in lcarmng to-touch is referred to by Older (1982) ina
'posmve manner, but the findin gs of this study do not support it as an cxphcxt source of
learning. It: may be that mformants dxd not rccall their. nursmg oducauon clcarly. or that for

seven of elght mformams their educat:onal cxpcncnce in nursmg was sufﬁcxcntly old that

* touch was not mcorporated It is also poss1blc that nursing cducanon 1s madcquate in thls

- area, although the small samplc size in this study precludcs such a gcncrahzauon

No rcfcrcncc to the work phasc of lcammg (sce Flgure 9, p. 109) was located The
mochamsms the mfor,mants descnbed usmg in this phasc (role modelling, obscrvmg, |

hstemng, putnng self in patient! s shoes) werc lxkcned to "osmosis.” This 1s‘smular to.

. e asgccts of thc mtumon studxcs cxted earhcr and tc?r the work of Benner (1 984) lt seems

plausxblc that such "mformal" lcammg is the pnmary mechamsm by whxch nurscs leamto -
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. use touch as a. nurslng stratcgy . |
| Thesc proccss findings add substanuvcly toa begmmng undcrstandmg of how nurses
touch lt seems obvious that this dimension is essential to & more complctc undcrstandmg
of touch An analogy can be drawn between touch and myocardial infarctions (MIs). If wg,
understand ﬂrst the kmds of MIs, and second, the factors or variables that cause MIs and
mﬂucncc their course, but do not undcrstand the mechamsm of MIs (i.c., the normal
function of the heart and the proccss of an mfamtmg heart), then the first two are of lmlc
use. We are lcft unablc to comprehend or trcat the pathophysiology of the heart. This
' mvzsngamr suggcsts that, while it 1s crucial to undcrstand the kinds of touch and the
variables that affect patterns of touchmg, itis also cruc1a1 to undcrstand thc mcchamsm of
touchmg. If we do not, then 1; is unpossxble to detcrrmnc the normal use of touch, 6rto
detect abcrrancies in its use. If touching isa primitive and a potent human act, if touching'is
ccnu'al to nursing pracnce and if i 1ts cffccts can be posmve, neutral, or ncgatlve thcn itis
cssenual that'the mechanism of touch bc undcrstood Furthcr an understanding of the t .
_ processes of touchmg and acquiring a touchmg style would assist in the clanﬁcatmn of
some of the cxnsung confhcts in-the literature, and 1dent1ﬁcatlon of vanables that affect these
proccscs, as well as, pattems of touch, that to datc have not' becﬂ cxammcd
Smce many of the ﬁndmgs in this study have not bccn previously reponed or
dxscussed in the literature, the quesuon must be raised--how do they contribute to existin g
. knowledge on touch? First, thcy contnbutc substannally by addressm g the nurse. “The -
| ‘nurse has been vu'tually absent from the touch équation in existing rcsearch Second, thc
f'mdmgs have the potcnnal to contnbutc to the dcvelopmcnt of a theory of touch by adding
o c)ustmg work in nursmg on touch,. namely that of. Welss (1%6) and Pcpler (1984).
Third, the ﬁndm gs of this study reinforce the value of systcmaueally examining behaviors
- that ha.v‘cjbecn takcn for granted because they are so much a part of everyday practiceand . -

seeming.common sense.

Q
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Critique of the Methods
‘Ethnoscience is a lmgmstxc techmque that is premised on scmannc principles. As such

from the begmmng it was annclpated consxstent with Morse ) (1983) report on the

difficulty shc expencnced that there might be some dtfﬁculty usmg itto study a nonvcrbal

behavior. The mformants had only one word for touch. It was very dlfﬁcult for thcm totry
and find descriptors for different kinds of touch that adequately reflected the meaning they
wanted to. convcyv As well, they experienced a great deal of difficttlty- trying to draw

»knowlcdge, that was fundamcntally unphcxt and mtegratcd into thc explicit realm. - This

. was evident in the mformants frustratton, long silences, scarch for words and- statcmcnts

that it was sometimes difficult, if not impossible to name dxffcrent touahes The result of

this process was first, that the analysxs was tedlous and lengthy for the 1nvest1gator. second,

'that descnpuve phrases are sometimes usod in the taxonomy, and th1rd that the ﬁndmis dnd

1 not all lend themsclves to taxonomic class1ﬁcat10n . The-patterns of touch were more '

appropriately re rcsented in a model with.accompanying textual descnpuon Although,
P g

* ethnoscience was valuable in prowdmg a systematic method of eliciting thc eognitive

aspects of unphcxt cultural knowledge and norms, it d1d prove to be problcmanc when

41 £ B
applied to the study ofa nonvcrbal behav1ot

Ethnography as it has been defined and conductcd by Spradtey (1970 1979) includes

}both tradmonal ethnogmphxc methods and ethnoscience. This approach was considered -
. .potentially frmtful in that the affective dxmenswns of touch (c g, mcamng) could also be

elicited. Ethnography cncompasses a wide rangc of techmqucs as well as, affordmg
con51derablc design ﬂcxxbthty Thxs ﬂCXIblhty, combmcd thh thc cultural oncntauon of
cthnography, and thc feglmg dimension 1t is possxblc to clxctt, were the major strcngths of

E the method. A1umtauon of both cthnography and ethnoscxcncc in thxs study, and.
: potcntxally in othcr studxcs, is thc mabxhty to deal effectively with proccss data.
C\,Elonccxvably, if the «rcseamhcr confined him/herself to these methods, potentx‘roccsScs

P .

7



mxght remain undetected

. The value of grounded thcory to the ahalysxs of this study was that it offered a way to
think about process data. It was at the level of conccp/tuahzation that grounded theory was
critical to the mvcsngator s attcmpts to determine where the analysis of this data fit into the
| overall scheme. Some of thc techniques that Glaser ( 1978) suggests were consciously not'
used in this study (¢.g., scatching for negative cases). The use of these techniques in futurc;
stﬁdigs y;/oﬁld contributéf to.a more complete understanding of touch proccsoos.
Techniques | | |

Interviewing |

~ Ethnographic interviewing was the major oata collection technique in this study. It
proved to be an appropria.te and rich source of data. The use of uhsmicturcd interviews
made it possible to conccptuahze touchina broad manner, incorporating dimensions that !
had not, to date, been reportcd One of the most useful tcchmques was the card sort.
lnforman’ts described it as enJoyable and the conversation that occured during thé sortmg
~ was invaluable. In retrospect, informants were probably given too many cards to sort,
despnc thc decision to divide the card sortm 18 between two interviews. It also becamr
apparent that it was crucial to attempt {0 schedule interviews when mfonnants were rested
as they found it exhaustmg to concentrate intensely.on makmg explicit, something that was
sO implicit for most of them For some of the informahts it was also cmotlonally tiring to |
| dxscuss somcthmg that brought forth mtensc feelings. It would also have bccn useful to
schedulc interviews closer together, to begin constructing the taxonom)' of kinds of touch
carlier, and to havc begun wrmng sooner. In retrospect four to six informants would have
been sufficient as thcre was some c}ata repetition with eight mformants Finally, thc group

interview was one of the most valuablc processes in the study In the future, the

. mvesngator would consider Ihls in the ongmal design and makc a conccrtcd effort to

incorporate.it. The group interview seemed to stimulate more critical thinking and comment
. from the panicipants than some of them had cwdcnccd prcwously. Two factors have to be .

-
J
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considered with this technique.’ Ftrst, the agreement of the pamcxpants in terms of

_ conﬁdennahty, and second, the skﬂl of the mvesugator in conducnng a group mterview

Fieldwork

The iochnique of participant observation (the fieldwork phase of this study) which swvas' i

employed for a three week pcriod merits critical examination. The fieldwork wns terminated
early because the investigator was unable to function effectively as a participant observer in.
an area to which she had becn, overa ten year pcnod thoroughly enculturated. There is .
consxdcrablc vananon in anthropology on the matter of insider versus outsider research

using parucnpant observaton (sce for bxamplc, the arguments of Aguilar, 1981) and.

support for either position can e located, There is a serious lack of cnnque on thc matter

T
o

~ within nursmg although, Pearsall (1965) identified potcnnal difficulties and cautioned

nurses in its usc Nurse resoarchers face special problcms in thxs area and seem to have a

Kmral inclination toward domg pahmpam observanon wnhm their own culture, and not

mfrcquentlv within thetr 6Wn sub spccxalmes This rnattcr of an experienced ICU nurse
domg pamcxpant observation in an ICU was conmderod at the outset of thls study. It was

thought that because the ICU was in a dxffercnt provmcc and because the investigator had

worked only sporancally in ICU for thc past eighteen. months that any difficulties could be .

‘managed/by periods of withdrawal and Qnsultanon wnh the thcsxs commiittee. ThlS '
however, was not the case. Three processes occurred which resulted in  the carly -
tcnmnauon of the ﬁcldwork |

First, it was cxtrcmcly difficult to scparate the nurses actions into dxscrctc activities,
and to rccogmzc touch when it occurred. Thls would be oonsxstcnt with Benner's (1984)
QCSCﬁpﬁons of the expert practitioner who is unable to afticulate her decision makm g
process or her discrcte actions because 'they are so internalized. ‘This difficulty in )

' dxscnrmnaung touch coyhbmed wnh thc mvesngators lack of skxll at pammpant observation -

 resulted in field notes that were not pamcularly helpful. It was also difficult at times to

'mam'tam an effc;:nvc balance, as Pc,a{sall (1965) discusses, befween obscrvcr and

A
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. participant, the tendency being to "over participate" and consequently find it difficult to
~ observe effectively. \

Second, the investigator was unablg to move from the previously held role (for five
years) of head nurse in an ‘ICU to the role of participant observer. Many things were viewed
from the pcrspectivé of a head nurse, and consequently distorted in terms of the purposes of -

~the fieldwork. This phenomenon was not evident during the interviews, but rather seemed -
to b/c stimuiated by being ph,;jsically present in an ICU. It resulted in feelings of frustration
and impotence. It may be that the; discomfort with the panicipaqt obscrwr role resulted in

| the investigator "flipping" in her mind into a role with which she felt a high dcgmc of
farmhamy and comfort. Funhcr, there was the accompanymg distress of being an observer
and not bein g able to respond or mtcrvcne.

Thxrd the investigator was unable to achieve adequate distance from the emotional
aspects of the ICU. When one is workm g in the ICU complcx defenses are constructcd to
buffer against thc often harsh realities of thc ICU and the risks of emotional over

| mvolvcmcnt However, it was difficult for the investigator to sustain these defenses when

_notin the area. Consequently, old experience and fcglm g was often triggered by the
ﬁel&work, making data collection difficult, and objccﬁﬁty impossible to achieve. Asa
result thc.fmdings from this part of the s}udy were of limited use. Interestingly, though .
after some time aWay from the cxpcricncc the investigaior was able to draw upon them to
assist wuh the data analysxs of the remainder of the study.

7 In hght of thcsc processcs and the e variation’ in the htcratum on insider research, it

- would seem that two things are required. First, open dialogue within nursing on :
cbnducﬁng participant observation in one's own spécidlity is needed. Second, it woqld
appear to.be prudent for potential researchers to consider the potential difficulties of

participant observation carcfully before conducting such ﬁcldworic in their own specialities.

b



Implications

Future Research ‘i

. Sevcral 1mplxcations arise from this study for fumrmsearch They can be divided
into three categories: 1) adjuncts to thxs study, 2) methodological imphcauons. and3)
ftzturc areas of study. Each of these categories is discussed below. |

Adjuncts to this Study

A

hRrE

Two of the most obviou‘s adjuncts to this study are inclusion of ICU patients and male
nurses; Studies examining patients’, particul‘arly‘ ICU patients’ perceptions, of tdhch are
noticably absent from the literature. Since perception of touch is integral to mcaning.y,ang ‘

_‘ since it cim be predi'éted’mat patients' perceptions would be influenoéd by at least as |
complex an array of variableé as those of nurses, inductive methods are indicated at this -
stage of our undcrstgmding. Such Studiés, in combination wiﬂ{ studies dcs}gncd to measure
the effects of touch on patients would ;ldd considerably to our understanding. There is |
evidence in the behavioral science literature that sex is an important variable in the touch
equation. Consequently, male nurses need to be studied. A design similar to that of this
study would add to our undcrs}anding of the touch din.xcnsions.mpbrt‘ed in this thesis.

Two qt}_\er areas of study wguid contribfx\tc tb, and broaden, the findings of thisisltu:ly.
They are inélusibn of families perceptions of, and use of touch in the ICU, and the inclusion
of different ethnic and cultural (c g British) groups, both nurse and pantm/famlly The
findings of thls study are noncably rcstncted to white, middle class nurscs, and the literature

- is suggcsnvc of considerable ethnic and cultural vananog The findings rcported hcrc

suggest that families exert a complcx mﬂucncc on nurses' touching patterns that merits
further sudy. | o j
L Methodologzcal Implxcauons

Two issues have been rcpeatcdly raised in this thesis--inductive versus dcductivc

e I

design, and the dcﬁmtmn of touch. Adequate theoretical and operational definition of touch

is the smgle most pressing 1ssyc in touch rcscarch Until dcﬁmuons captm'c and reflect the

v ’
7 i
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| gesmlt nature of touch, research will continue to be plagued with validity problems and to

~ address single dnmensxons of touch within a narrow eomexu A broader. conc:pnqlmnon of

Lo

‘methods), would strengthen the validity of future rcsearch. and add further to ou: i

touch would lead to different [gsearch questions than have been raised o date and would in
turn, influence study design. Research quesﬁons to date have. genmlly specldng. ledto 7
deducnvc approachcs It is this invcsngators position that inductive and deductive -

approachcs are compatible, but that each must be question appropriate and sensitive to the

| central role of context. The preponderance of deductive dcsxgn. when so little has been

known with certainity, has in many instances been prcmature While existing msearch has
added to our understanding, oftcn by reporting what did not afé) t touch much of it would
perhaps have bn@more meaningful 1f it had been generated on the basxs of mducuvely
determined fmdmgs For instance, based on the patterns findings of this smdy. future
studxcs would consxdcr a w1dcr range of vanablcs and be more atuncd to thclr potcntmlly
interactive nature thah thcy have in the past.

Other mcthodologlcal implications ansmg from this study involve the u;mzauon of
additional methods, such as, parucxpant observation and cthology Tnangulauon with the

use of additional methods, (mcludmg the combmcd usage of quahtatxve and quantitative -

_understanding df various touch dimensions. - . R Y
 Future Areas of Study " ' s E
Several areas of future study can be 1dent1ﬁed from thxs study s ﬁndmgs Fust,g ,arc -

Py
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;} :" % Tm thc touch models previously discussed. Because of the process nature of these
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especially relative to the differences which may be evident in different nursing contexts.

~ For example, noxmauvc patterns oftouchmg may be quite « diffennt ina neumlogioal unit

- where most of the patients have an altered level of conscxousness, or suffer from some

degree of spinal cord i mjury and resultam paralysis. ™

Four areas of future research can be 1denuﬁod based on the above and on the 'kinds'
'patterns’ ﬁndmgs presented in Chaptcr Iv. Flrst. the taxonomy of the kinds of touch
nccds to be confumed and the dcﬁmuon of touch proposed in this study elabomted.
Qucsnons as to the ability of observers to accurately identify different touches need to be
addressed and interrater r'cliablity needs to be demonstrated in observational studies;
Second, studlcs need to be designed that address thc following qucsnons can touch be
used as a thcrapeunc tool? can touch strateglcs be oonsxstcmly prescribed? can the dchvcry
of touch be changed? Third, StudlCS are needed that cxammc whether certain kinds of touch
facxhtatc the recoverx‘of patients better than other kinds and whether certain kinds of touch
havc more of an influence than othcrsq\ patient comfort Fourth the cffect of the different -
pauent vanablcs and combinations of patient variables on the type of touch uscd requires |
further study. Studies sumlar to those dlscussed in Chagter I that examined variables
affecting t®uching are indioated, but with adjustments, p;rticularly to the type, amount, and
interactive nature of variablcs--consistcni with the rtporied' findings of this-study. - | ‘.

The cnure group of process findings, given that thg)\ rep sent in many‘aspccts. new

ﬂndmgs need further study to verify theoretical lmkages ard ddtermine their configurauon

e e

,. ﬁndmgs and thc embryomc stagc of our understandmg regarding such processcs, this in an
| area whcrc mducnve inquiry is probably most indicated. ’I‘hc learning to touch findmgs

S havc particular relcvance for nursing educanon and require more study. One dimension of

A

* this model, nursing school, would benefit txon» survey design in order to determine the

current state of teaching on touch. The work phass of learning to touch requires more

study, and it seems likely that explication of this phase may gvc a considerable amount in

-



comtnon wnh the researchzﬁBenner (1984) ST SRS . | “ | ‘
l‘he second area of future study mdtcated from the results’of thts study mvolves what
B ght be. descnbed as tangenuai arcas, for mstance, the future. exploranon of .the role of ‘
.intumon mthrn nursmg may prove 1o c:ntnbuteto our understandmg of how nurses e
' deter,mtne the use of touch\as a nursmg stra 'I'hts, in combmauon w1th research that CEREN
o extends Benner s (1984) WOrk may prowde formauon on the cuemg process which »
extends beyond touch The systemauc study of cuemg would probably contrxbute, not only }‘ ;
to our understandi"” ng of \duch but as well to our understandrng of commumcanxg _ |
‘processes in general and the nurse 's therapeuuc use of self ‘Finally, there appears to be e
g : relauvely httle cross over betwccn researt:h on therapeunc touch and regular wuch. | : "
| _Althou gh these two vartenes of touch can be separated conceptually and by deﬁmuon there
: is evrdence in the ﬂndmgs of this study that there may be more of ahnkage between them
- than has been thot:ght to dae. . o
Nursnn§ Educatlon o o | '.: SRR e .
| The most pressmg 1mphcatton ansm g from thrs study for nursm g educauon is the need
. ‘for touch to be formally mcorporated into cumcula It 1s apparent from the ﬁnd:ngs of thts |
: stwdy that touch can be learned, and that much of the leamtxg 1s done mformally ThlS latter
. _v.pomt has nnphcatron ,for t}Lmanner in whtch touch is taught. If role modelhng is one of
' the pnn@'y rnechamsms of learnmg, then the role of chmcal mstructors in nursmg educanon'_. |
is clearly an ;mportant one. Equally xmportant is an understandmg of the many vanables ’
1 %that funcuon to d?errmne a nurse ) touchmg style The mference that can be drawn from - ‘_ .
f:'thls is that the explorauon of values and behefs is 1mportant to students as are reahstic N
. - cxpoctauons qf how nurses manage thetr work hfe On\e of the crmcxsms tpade by
B ‘~mformants in tlus study was thetr socrahzauon mto the role of empatheuc, understanchng
| nurse, wrth htt}e at;tenuon to the realny of the. many srtuauons and patlents m the workmg | 0“'

i .,.w_orld that tnade it dtfﬁcult, 'f not tmpossrble tobe “understandmg" and "empatheue If o

S .
- ‘

ig > ‘xpectauons and not recervmg a551stance with the
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development of effecuve tools and strategtes wrth whtch to manage those expecumons, or to

a -
effecnvely manage ‘the dtfﬁcult Smlatlons and condmons the&rll encounter in the work -

s

elvrronment then educators need to reexamme cumcula The findings deahng wnh oo

»
.

,,n,

,

drmensrons have somettmes been neglected because thé§rouse uncor ortable emotions in
4 nurses who are trymg to instill the posmve and canng d1mens10ns of the professxon. Thc *
process ﬁndmgs are also of pameular relevance in terms of an understandmg of normal

touching, and the subsequent abrhty to dtagnose dlsturbances in thrs process: 6

Nursmg Practnce | o
There are many 1mp11canons that can be drawn from the ﬁndmgs of tlus study There
are ﬁrst éenerd unphcatlon for nursmg practice, and second, those 1mplrcadons salient to
: the ICU setting. General 1mphcations are presented first, followed by those more spec1ﬁc
totheICU o B ' | ) B
General Implzcanons | - - ” |
The most 1mportant unphcauon for practtcé ansmg from thxs study is that an awareness.
of kinds, pattems and pfocesses of touch offers practmoners the means by Wthh to change o/
nursing prac’nce An analogy can be drawn between the work of Frcrre (1981) and an - |

awarendss of touch as a nursing strategy. Frerre mamtams that a group unable to name its .

: ssron exists extstenually ina culture of silence, unable etther to reﬂect orto act. It
" seems'plausible that a group,(nurses) unable to aruculate a concept central 10 1ts practtce
e 7’\67% touch and all of i its dtmensrons) pracuces, in some nespects, ina culture of sdence
Unless nurses are able to dtscuss and understand touch asa concept connected centrally o
‘pracuce they cannot reﬂect or act on 1t. “The ﬁndmgs of tlus study xndtcate nurses can be
_ made aware of touchmg 5ehav10rs Wlth such an awareness touch can be mcorporated mto
»nursmg care plans accordtn g to paucnt needcnd therefore, used as a therapeuttc ,

% ;mtervenuon (1 e, nursmg strategy) It seems logtcal in hght'of reports of ex1stmg research ‘

# . ,tp,,_
g R R I



2 Montagu, 1986 Spttz, 1946), to extend the mferencc that touch isifgpor
| -adults The effects of touch on pancnts are not well understood‘lmd urgqntly need to be

counsellmg suppbrt for staff, and adequate employee health-pmg &

. ~1tself srgmﬁcant bccause such a reahzauon enables the nurse and nurse managers to

. to defend agamst emouonal pam, and by

¥ 4

g on the cnucal importance of touch to human infant survwal and wel‘bemg (for example,

poftant 1o thc health of
mvesugated more extensxvely However, touch is an mtcgral part of nm‘sihg practtce and
the ﬁndm gs of this study mdrcate muluple lnnds, purposes, and likely results of the use of
touch. Sensmwty, then, to the touch in one's pracuce affords the potential to tatlor that

L
pamcular,dtmcnston of pracuce to the unique needs of thc patient. Further a helghtcned

,awareness of touch trnphes a therapeuttc bene,ﬁt for the nurse For example, awareness of

~ the cofd type of touch enables nurses 10 name that behavmr and hence d1scus§ 1t The
- ‘result of such drscussxon could potenually be a ch_ange in the support structure for ICU

' nurses (e g the unplementatton of debneﬁng sessrons)

lmplzcanonsforthelCU S | - oL, T ?l’
Fftst, the amount of energy requxred to touch and the chan ges that occur w1th depleted

energy and mcreascd levels of frustratmn, are probably mdtcattvc that more than touch is

o affected by faugue and stress. Nurse managers of ICUs cogmzant of thts wrll bc more

: sensmve in terms of short tet‘m mterventtons, to scheduhng, pauent a551 gnment allocattons,

¥

and adcquate rest penods Longer term mtervenuons require attenuon to employee

screening techmques, adequate stafﬁng levels and standards, strcss management programs

-

Second,\the fear that ICU nurses: have fof' their own physrcal m can be addr;essed
» W’ A
m part at least by adequate and _accessrble mformauon, and recogmuon that it 1sa legmmate

gfear The reahzauon that fear for one's phystcal safety can affect nursmg care 1s, n and of

S

E consrder Ways by whxch 10 address it..

’l'htrd apprecxatlon of the meghamsms through wluch ICU nurses uSe protccttve touch

'_ 'ch they create meamng (see Hutchmson, 1984)

would lead to several possrble avenues of act n, espectally in terms’of cnucal care ;_5 -

C g
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e educanon and onentatmn programs and in the the use,pf debrteﬁng techniques This latter

-vanables that influence these pattems, and the processes of touchtng The value of

K spomt is of pattxcular mterest as therc seems to be httle u‘ any hterature on how to effect:vcly

‘,..-

' and healthtly manage the powerful emouons generated by the expenences ICU nurses
: consxstently encounter. Such management could mvolve working through and resolvmg
o feehngs t.hat is, debneﬁng Rather than address feelmgs in this manner., however, the
- mformants in this study mdrcated a need to defend agamst such feeltng in‘order to protect
- themselves If the use of some of the protecnve touches is mdeed a mechamsm to protect

the nurse emouonally, and if some of the protectlve touches*‘are precursors to abusxve touch, .

°

~ the ﬁndmgs of this study 1ndlcate that in most tnstances the nurse amves at this j Juncture, .
~ not through some mtnnsw fault of her own but because of a combmatxon of preventable
o - factors. In this study . the mformants mdtcated that the cxpenenced nurse has. iearned how. t0 -
; . @ cope with real and potenttal loss of control (e.g., regular and drasnc measures). pamcularly )
© with the behavxoral category of panents Two questlons arise from thlS Is this’ leammg

_ solely a functlon of expenence? That is, can these meehamsms be taught to the new nurse”

s Agtd are the measures that the expenenced nurse uses the most appropna;e ones" Or docs o

B

she unplement measures such as restramt and sedauon because Orgamzanonal and >

env1ronmental factors leaVe her no chmce?

~ The final unphcattons that arise from thig study concem pattems of touchm g the ‘

understandtng these pattems for nursmg pracnce is that they begin to mform us of the

e multlple factors that mterxelate to mﬂuence one dtmensron of nurscs' behavxor Itis:

e possxble that touch isa sensmve mdlcator of nurses behavror in generai If thts is truc.

. vanables that mﬂuence touchmg behavxor, the mone equtp

g amderstandmg of the variables 1denuficd in this study haﬁsrgmﬁcant nnportance for R
e SR
o understandmg the culture specxﬁc behavror of ICU nurses. The better we understand the ©

we are to tdennfy

PTINES. .4
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L mcreased sensitwtty An awa,reness of the probcss of learmng to touch may producc as 1ts -

| greatest contnbutton. an avenue by whtch nurses are. able to examme thetr owntexpcnences : |

K wnh touch. The mformants m.thls study mdtcated that awareness and effort on their part to
beco c more comfortable with touch was mportant o thetr ability to change their touchin g .
behav:hr An awareness of the unportance of maturauon may gtve nurse managers inICUs -
cause tovreﬂect on the recruxtment of nurses in their thxrd and fourth decades, in order o,

' ‘capttahie%n the hfe expenence (and quuently aocompanymg matunty) that they have the |

. potenual to’ bnng to a unit, especrally in terms of role modellmg ‘

P Summary of the Study .

5
s
t"l

-

o _f This study exammed 1ntensrve carc nurses percepuons of the meamng and use of
| touch Exrstmg rcsearch on touchmg behavrors of nurses has been vu'tually absent
Further it has beea eharactenzed by a um»dtmensronal deﬁmtton of touch a posmvxty bxas, |
’ and a dtspropor‘ttonate an:)unt of attention to the measurement and correlatlon of various -
demographm vanables w1th frequency andzlocatton of touch Meanm gand context, central
to an understandmg of touch have been largely: tgnored In order to address the nurses
| percepn ons thhm the context of ICU the methods of ethnosc1ence, ethnography, and
4 . grounded theory were uuhzed Intemews with erghtexpenenced ICU nurses from the.
S ‘same general ICU were the maJor source of data. A three week pamclpant observatton
E -phase was also conducted in the ICU ofa second large m'ban hospttal .
| | The ﬁndmgs of thts study ﬁdtcate that touch is used asa nursmg strate*y w1th many
: purposes servm g to meet the. needs of both nurse and pattent Touch was conceptuahzed

'based on analysts of the mtemew data, a‘; a cotpplex gestalt. The d1mens1ons of the touch

~gestalt tdennﬁed»m this study were skmdo slqn contact, "°‘°°’ P°5‘“r°' affect °m°n°“a1

u“t

v contact and conkxt. This findtng represents a s1gmﬁcant pomt of departure from prewous :
' -'research in which touch is tradmonally deﬁned as sk:tn to Skm contact only Further, the

’oonceptuahzatton of touch asa gestalt represents the core ﬁndmg of thts study because 1t
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| pemutted the ehcxtanon of a iaxonomy of the kinds of touch which is substanttally more

complete than anythmg descnbed to date, 2) normauvc pattems of touch (touchmg norms)

—wrthm the ICU, and 3) touchmg processes fundamental to an understandmg of how nurses -

- touch.

~ Three kinds of touch were identiﬁed in this study:" touch to communicate caring

; (canng touch), touch’ to accomphsh a task (task’ touch), and touch to protect nurse and/or

panent (protecuve touch) Caring and task touch are comparable to the two kinds of touch

v

prevrously identified i m the nursmg hterature, although the descriptions of each in this study

are more comprehenswe than have been detailed in existing literature. Protective touch

, represents a previously | umdenttﬁed kmd of touch Sub- seggregates of each of these kmds

of touch were described. Canng touch is compnsed of comforung and encouragmg touch

: task touch of working and controllm g touch; and protective touch of controlling and

dts“tancmg touch. As well, 27 dxscrete types of touch were identified vuthtn these five
sub—“seggregates _ | §
Normative patterns of touch in the ICU were e11c1tcd Three major groups of
vanables--nurse, daily (contextual) and panent--combme and interact in a constamly
changm g pattern to deterrmne the. parucular touching style of the ICU nurse in any gtven

situation. These patterns represent the first descnptlon of nurses’ touchm g norms, and

 offer mmght into the multiple vanables that combtne to shape a nurse's style of. touch As

- such, they rep_resent arich source of m-formauon on the complexity of the utilization of

‘touch : t ' ‘ )
The use of gr@mded theory resulted in the 1dent1ﬁcauon ofa leamed touchmg process
and the process by whlch nurses. acquﬁ'e a touchmg style Intnnsw t0 both of these

o processes is the process of cueing, by y Wthh the nurse detemunes the kmd and type of
~ touch she. wxll use in each encounter. Descnpnon of these pnocesses, Wthh begm to mfonn

~ us of how nurses touch and how they learn to.touch, i is crmcal to understandmg normal

'processes of touch, and consequently to the abtltty to teach nurses about touch evaluate its

4
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cffccnvcncss. and rccogmzc abcrranclcs in its use. thout an undcrstandmg of the how of
, ‘touch it is xmpossxblc to comprehcnswcly undcrstand the use of touch wnhm nursmg |
Prevxous work on touch has conmbuwd o the developmcnt ofa theorencal En

framcwork wnhm which to undcrstaqd and study touch in nursmg practice, to our

h, }md the vanablcs that function to alter the aspects of

o . 3cnoy and. location of tpuch In addmon previous work on touch has contnbutcd toa

inning understandmg of the vancty'of touch meamngs Howcvcr there has bccn a v01d

relative to the consxderauon of meamng and context, and the conﬁguranon of the nurse in
' ‘the touch equanon This quahtanve study contributes to the existing touch research by
-beginning | to £ill this void, and further, by conmbutmg to the devclopment of a theory of

E

touch within nufsing.
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: 'I,}hé purpose of thts research study is tm exarmne a,pd descnbe the touchmg behavxors o
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Yh Cou : ) H
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o e ine€ ews w”u b°°°“d“°t°d mmy Offdmy tnne atalocatton convemcnt to if
‘A myselfandMs Estabrooks L L - S # ’.



LI I 2% B

v
RN
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}and that this wxll m~no way affect my employment status IR
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The purpose of ‘lhlS _;cazh study Ts'to examine and descnbe the o

of Intenswe Care (ICU) n ses tis expectcd thg

" our undcrstandmg of how nurses use touch in ke Jactice. To date; little is known

" about touch in nyrsing, despite its bcing’soc e efyday practice}
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