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Critical Analysis of Conceptual Model of Touch
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Introduction

Interpersonal touch is physical contact between
humans, When touching, people share their
feelings, engage in nonverbal communication and
establish human relationships by using tactile
sense. Victims with dementia may have an
increased need for physical contact because their
cognition and language capabilities are impaired.
They maintain, however, their emotions and
sense of touch. Accompanied by cognitive impair-
ment, patients with dementia gradually lose their
normal use of language and increase in levels of
stress and frustration. This heightens the poten-
tial for anxiety and dysfunctional behavior.
Researchers asserted that the use of touch as a
form of nonverbal communication alleviates
anxiety in situations of stress through providing
comfort, reassurance, and support to patients
with dementia (Burnside, 1979 : Hollinger &
Buschmann 1993 ; Taft, Deliney, Seman, &
Stansell, 1993).

Hollinger and Buschmann (1993) developed the
conceptual model of touch in 1993. Employing the
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touch model, Buschmann and Hollinger (1994)
studied the relationship between perception of
touch and depression in the elderly. Perception of
touch significantly contributed to reducing de-
pression. Peterson (1994) implemented the use of
expressive physical touch on both normal and de-
pressed elderly and found that the expressive
physical touch significantly reduced depression in
the elderly.

However, the touch model was not examined in
patients with dementia. The purpose of this
paper is to analyze and criticize the touch model.
On the basis of this analysis, the model is modi-
fied to be applied to patients with dementia.

Explication of Concepts and Relationships

Hollinger and Buschmann (1993) developed the
conceptual model of touch based on their study
of interpersonal touch between nursing home
residents and the health caregivers. The major
concepts of the model are (a) the interaction be-
tween caregiver and resident, (b) perception or
attitude toward touch, (c) touch behaviors, and
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(d) outcomes of touch. Major concepts and
definitions discussed by the authors are presented
in Table 1.

The following are the relationships among the
concepts : The interaction between caregiver and
resident influences both caregivers’ and residents’
perception of touch and subsequent touch
behavior., The perception of touch impacts touch
behavior directly and outcomes indirectly through
actual touch behavior. Touch behavior results
outcomes and reversed impact to touch behavior,
Outcomes influence future caregiver—resident
interactions, perception of touch (Hollinger &
Buschmann, 1993). Refinement and validation of
the model are recommended through future
studies. In the proposed study, two concepts
(touch behavior and outcomes) will be examined.

Critique of the framework

Assumptions

There are no explicit assumptions in the orig-

Table 1. Major Concepts and Definitions of Touch Model

inal framework, but the model is based on a num-
ber of implicit assumptions. Most implicit as-
sumptions flowed from Montagu’s philosophical
claims (Montagu, 1953) and Barnett’s theoretical
claims of touch (Barnett, 1979). There are im-
plicit assumptions that this researcher identified
and summarized in Table 2. Considering the lack
of explicit assumption, the model is a less effec:
tive guide of the author’s thinking., However, re-
lationship between implicit assumptions and
concepts in the model is congruent,

Logical consistency

The fit among concept definitions, assumptions
and clinical exemplars is consistent because the
conceptual framework was originally developed
from theoretical basis of the concept of touch
and empirical evidence from clinical study
(Hollinger & Buschmann, 1993). Central concepts
of the framework are based in nursing practice
and stem from empirical evidence. Most concepts

were defined clearly by original authors, How-

Concepts

Definitions

Caregiver —resident
interaction

The interaction between the health caregiver and patient represented a dyad.

Attitudes toward touch

Acceptance of touch, measured by the Perception of Touch Instrument.

Touch behavior

The intentional physical contact between two or more consenting individuals. Two

general forms of touch occurring during the nurse—patient interaction are
“procedural” and “nonprocedural” touch. Procedural touch is the physical contact
occurring while another task is being performed (Hollinger & Buschmann, 1993;
Watson, 1975). This type of touch is called also “task —oriented touch” or “instru-
mental touch”. Nonprocedural touch does not require a task component, rather, it
is spontaneous and affective, including holding a patient’s hand while talking or
placing one’s arm around the shoulder of another in a greeting or supportive ges-
ture, This form of touch also refers to “expressive touch”,

Qutcomes

Responses to the touch behavior including both subject and objective responses.

Subjective outcomes encompass both the caregiver’s and patient’s perceived satis-

faction with the

interaction, Other subjective outcomes include

operationalized by measuring a patient’s comfort level effects on self —concept
and self—~esteem, and level of anxiety. Objective outcomes are such as frequency
of verbal communication, changes in physical status, level of orientation, degree
of depression, degree of compliance, and changes in level of independence.
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Table 2. Implicit Assumptions of Touch Model

Assumptions

eThe need and desire to contact with others is basic for normal development in human (Hollinger &
Buschmann, 1993 ; Barnett, 1979).

o Interpersonal touch provides soothing effect under conditions of stress (Hollinger & Buschmann, 1993 :
Montagu, 1953).

o Touch is not only experienced as a simple physical modality, as sensation, but affectively, as emotion and
behavior (Hollinger & Buschmann, 1993 ; Montagu, 1953).

o Touch is a vital means of communication between two people ((Hollinger & Buschmann, 1993 ; Barnett, 1979).

e “Touch, as a form of nonverbal communication, is an integral part of the nurse —patient interaction” (Hollinger
& Buschmann, 1993, p. 446).

¢ Both nurse and patient bring particular characteristics to the interaction : (a) nurse—related attributes, (b)
patient —related attributes, (c) interaction or situation—related attributes (Hollinger & Buschmann, 1993).

o “Touch is multidimensional being influenced by myriad factors” (Hollinger and Buschmann, 1993, p. 446).

eAs with all forms of both verbal and nonverbal communication, the touch gesture is made up of four
components : {a) the message, (b) the sender, (c) the receiver, and (d) the context of the situation (Hollinger

& Buschmann, 1993 ; Weiss, 1979).

ever, theoretical definition of the caregiver —resi-
dent interaction was not provided clearly. In-
itiélly, without looking at the graphic model
presented by authors, this researcher thought
that the caregiver—resident interaction was a
factor which influences attitudes toward touch
rather than a major concept. The following mat-
rix (see Figure 1) demonstrates signs and
directions of relationships between concepts, All
elements of the model logically congruent, All
predictions are specified.

Usefulness

The model could be used to guide and describe
nursing care. It is specially focused on implemen-
tation of physical touch related health. A second-
ary effect of implementing this model is the
cost —effectiveness of the touch interventions
‘prescribed. Thus, the model may very helpful to
practitioners, administrators and researchers in

nursing,
Testability

Central concepts in the framework evolved out

of nursing’s potential reality and had empirical

references. The original authors suggested
guidelines to operationalize the main concepts.
Users of the touch model may easily oper-
ationalize its concepts and derive testable hypoth-
eses and relational statements, Also, the authors
provided reliable and valid measures ;i. e., the
Perception of Touch Scale for the measure of at-
titude toward touch, (Buschmann & Hollinger,
1994 ; Hollinger & Buschmann, 1993) and the Ex-
pressive Touch Protocol for measure of touch
behavior (Peterson, 1994). Therefore, the model

have high potential of being tested.

Generalizability

The theory has relatively wide boundaries and
is currently in early testing stages, Although it
was constructed based on a nursing home setting
study, this researcher believes it could be modi-
fied for use with anyone who needs health related
physical touch.

Parsimony
Hollinger and Buschmann (1993) provided a

diagram which visually relates the concepts to
each other., The diagram is simple enough that
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(a) Diagram of touch model

+

I

135 A <»T 450

t T

(b) Matrix of major concepts in touch model

1 A T 10)
1 + + + +
A + + +
T + +
0 +
Symbols for Diagram and Matrix:
(Gibbs, 1972, p. 205; Hardy, 1974, p. 103)
Sign of the relationship:
Positive: +
Negative: -

Two-direction relationship: <—»
One-direction relationship: ——

Fig. 1. Concepts and relationships in touch model
Note. t =caregiver-resident interaction,
A=attitude toward touch,
T=touch behavior, O =outcome.

readers may understand the theory through the
figure alone without verbal explanation. The
model is relatively new. Walker and Avant {1995)
suggested that when a theory is new it is often
small and parsimonious, the theory subsequently
grows during justification phases and then has to
be reduced to a smaller and more parsimonious
model over time., Therefore, the model may
undergo refinement or revision through many
testing stages.

Review of the extent

Studies on nonverbal communication modalities
did not appear in the literature until the 1950s
(Barnett, 1972). It was in 1993 that the concep-
tual framework of touch was developed. Research
using the original model are few, However, since
the 1950’s, the framework’s major elements have
been studied by numerous researchers employed
in nursing.

In terms of the estimation of number of
publications using the major construct (touch) of
the framework, there are fifty (50) empirical and
theoretical studies. In this paper, only the empiri-
cal studies related to major constructs /concepts
for proposed study (touch behavior and out-
comes) were reviewed (Buschmann & Hollinger,
1994 ; Copstead, 1980 : Eaton, Mitchell —Bonair,
& Friedmann, 1986 : Lange— Alberts & Shott,
1994 ; Langland & Panicucci, 1982 ; McCorkle,
1974 : Penny, 1979 ; Peterson, 1994 ; Snyder, Egan,
& Burns, 1995). “Therapeutic Touch (TT)", a
no —touch therapy using hand motions and human
energy field without physical contact is excluded
in this review procedure. Two reasons for exciud-
ing TT follow. The first reason is that the touch
model assumes that the meaning of touch is re-
lated to the haptic system. The haptic system is
the biologic system pertaining to tactile sen-
sations in the skin (Weiss, 1979). Animals and
men gather vital information about the environ-
ment by the haptic system (Gibson, 1966 ;
Hollinger, 1980). A second reason for excluding
TT comes from literature reviewed. A recent
article in Time magazine (Jaroff, 1994) reported
on the growing acceptance of TT within thé
nursing academic community but concluded that
major skepticism regarding the human energy
field theory still exists. Oberst (1995), an editor
of Research in Nursing and Health, asserted that
“there is no empirical evidence whatever to sup-
port the existence of a ’personal energy field’
capable of being transferred between persons”
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(p. 1). Bullough and Bullough (1995) stated “all
of the research done in the name of therapeutic
touch is far removed from the theoretical ration-
ale” (p. 377). Therefore, TT is differentiated
from physical touch in view of its theoretical con-

struct.
The subject areas which has been used

This framework has been used to investigate
hospitalized or nursing home institutionalized eld-
erly, seriously ill adult patient, postpartum
women, elderly confused clients and chronic brain

syndrome patients,
Concepts / variables which have been used

Considering selection of a variable for study,
the use of the concept of touch behavior as an
independent variables than as a dependent vari-
able is more useful. In a review of empirical
studies, the concept of touch behavior was used
as independent variables, while outcome concept
was used as dependent variables in reviewed
studies,

Touch behavior. Physical touch have been used
by way of hand massage or intermittent touch on
hand, arm and shoulder with or without verbal
and nonverbal communication, The concept of
verbal communication was utilized by measuring
conversation between a patient and a nurse focus-
ing on the patient’s feelings and thoughts. The
concept of nonverbal communication has been
used by way of observing nonverbal behavior :
facial expression, body movements, eye contact,
and tone of voice,

Patient’s outcomes. Imblemented touch in-

fluenced the increase of self appraisal, acceptance
response, attention, comfort, calorie intake and
decreased depression of the subjects. There is
one empirical evidence validating the effects of
touch when employed with demented patients.
Results showed physical touch decreased agi-
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tation and disruptive behavior.

When developing the touch model, Hollinger
and Buschmann (1993) examined five factors
influencing the perception of touch in nursing
home situations : staff status;type of touch:
area of the body touched ; resident’s locus of con-
trol and resident’s functional level. Results
showed that resident’s locus of control was the
most influential factor affecting résidents’ and
caregivers’ perceptions of touch. Touch was ex-
perienced as positive when it was appropriate to
the situation. Following the touch model,
Buschmann and Hollinger (1994) studied the re-
lationship between perception of touch and de-
pression in the elderly. Perception of touch, as a
measure of affective social support, significantly
contributed to reducing depression. Peterson
(1994) implemented the use of expressive physi-
cal touch on both normal and depressed elderly in
nursing home setting. The results show that the
expressive physical touch with verbal communi-
cation significantly reduced depression in the eld-
erly.

Discussion and Conclusion

The touch model was proposed for use with
nursing home residents and health caregivers, yet
the model extends beyond the nursing home set-
ting and greatly enhances our understanding of
the substance of interpersonal touch between all
patients and health caregivers. Furthermore, the
model is a very useful perspective of the
nonverbal communications between nurses and
the patients. Several strategies may be estab-
lished in order to facilitate the use and accept-
ance of touch in institutions and community
settings. There is a growing body of research
which suggests that professional caregivers’ non-
verbal communication is an integrél component in
delivery of health care. Evaluation program of
touch implementation need to be developed for
delivery of health services. Future studies should
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also examine cultural differences as to the in-
terpretation of touch gestures prior to concluding
that touch has universally similar meanings. The
use of touch and the amount of assistance must
be individually assessed and evaluated.

The touch model was not examined in patients
with dementia, In proposed study, the effective-
ness of touch will be examined in sample of de-
mentia. Two concepts(touch behavior and
outcomes) will be studied.

In relation to apply the model on patients with
dementia, it should be considered that their cog-
nition and language capabilities are impaired but
their sense of touch remains and their emotions
respond to their environment. Therefore, the con-
ceptual model of touch needs to be modified.

The modified touch model (see Figure 2)
includes caregiver touch as an intervention vari-
able. The outcomes included in the modified
model are the patient’s responses only. Caregiver-
patient interaction influences attitude toward
touch. Each person in caregiver-patient relation-
ship is involved as a portion of an interaction
field, rather than as a separate entity, in process
both caregiver and patient affect each other. Per-
ception /attitude toward touch was definéd as ac-
ceptance of touch by original authors. In previous
studies(Hollinger & Buschmann, 1993 ; Peterson,
1994), two tools were used to determine the ac-
ceptance of touch by the subjects(i.e., Perception

of Touch Scale and the Privacy Preference
Scale). These scales require that subjects be
cognitively intact. Since these scales are inappro-
priate for patient wit dementia, the potential
subjects’ reaction to physical touch will be
observed. If the subject shys away or pulls back
repeatedly, this reaction to touch will be con-
sidered a rejection of touch. The touch model
assumes that touch outcomes can then affect fu-
ture caregiver-patient interactions, perception of
touch, and caregiver touch behavior. Attitude
toward touch directly influences caregiver touch
behavior and patient’s outcome and indirectly
influences outcomes through behavior. Socio-
cultural backgrounds which caregiver and patient
bring influence not only touch behavior but also
outcomes. Based on the assumption of the
feedback effects, the touch behavior followed by
the outcomes may be measured by objective ob-
servation. Refinement and validation of the model
are recommended through future studies.
Individual cultural differences influence the
patients perception and response to the touch.
Huss(1977) identified that individuals learn the
boundaries of tactual communication culturally. In
fact, the previous studies (Hollinger & Bus-
chmann, 1993 : Peterson, 1994) found that an in-
dividual’s preference for privacy was strongly re-
lated to his/her attitudes /perception and re-
sponses to the touch. Therefore, the researcher

l

Caregiver- Perception/
patient Attitude toward
Interaction Touch

T

Caregiver Touch Outcomes:
Behavior Patient’s
(intervention) > responses

I

Figure 2. Modified Conceptual Model of Touch
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should determine the subjects’ acceptance of
touch during sample selection. Observational
methods should be employed when collecting data
because the subjects’ cognition, affected by de-
mentia, impairs their ability to provide appropri-
ate responses to interview or questionnaire
questions.
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