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ABSTRACT

Rich meaningful experiences in the world about him 
will enable the multiple handicapped, deaf person to seek 
through an awareness of self, a reciprocal sharing in his 
Social milieu.

This study attempted to learn whether a professional 
nurse could promote such a person's resocialization through 
selected, sensory stimuli. The.problem was significant to 
nursing and. society as well as the patient in that his 
inability to socialize especially with his peer group was 
related to his lack of communication.skills and to his 
locomotive dysfunction. Nursing's primary aim is to help 
the person live as fully as possible within his limitations, 

■if full restoration cannot be realized.
The two instruments used, in the study were a motor 

skills evaluation scale based, on McDowell's Functional Dis
ability Scale, and sociograms to ascertain acceptances and 
rejections of the patient and his peer group.

The observations from the study suggested, that the 
patient's integration of selected sensory input may result 
in his learning of motor and. social skills which in turn 
could enhance his intersocial behavior and stimulate behavior 
in others. From reading this study the professional nurse 
may have a greater appreciation of her role on the health

ix
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team and broaden her horizons beyond, the confines -of her 
immediate professional activities.



CHAPTER .1

INTRODUCTION

Language is the general term for a system that in
cludes the expressive operations of speaking and writing and 
the receptive operation of understanding the spoken and 
written word.. The expressive and. receptive operations are 
not difficult to observe, but the mental linguistic opera
tions that go on in between remain in the realm of private 
experience about which one can only infer (Goehl, 19 66:112).

The formation of associations is impossible in the 
absence of language. Children learn to speak through 
imitation. The speech they hear through a meaningful 
context is reproduced, through their efforts. The advantage 
is that they hear themselves and can therefore more readily 
approximate the speech of their role models. Language 
achievement is expected, to enable the child to relate more 
easily with his peer group as well as establish mature 
intersocial behavior.

The deaf person has no such model for he is unable 
to hear himself or others. In addition to his hearing loss 
other physical disabilities would, tend to aggravate his 
already existing deficit and, create an even greater social 
deprivation.

1



The Problem and Its Development
The inability of a sixteen-year-old deaf male to 

understand, and integrate communication media is the basis 
for this study. His communication disintegration was 
assumed, to be due to three related, factors: (1) inadequate
sensory input, (2) low fatigue threshold, and. (3) in-
sufficient motivation. The patient's own perception of his 
physical disabilities affected, his learning, his attitude, 
and his motivation. This statement was based, on the in
vestigator's observations.

Gorman (1969) emphasized the need, to educate the 
physically disabled, person to accept his disability as a 
physical fact with the realization that not all of life is 
influenced, let alone determined, by disability. However, 
objective research studies indicate that the multiple 
handicapped., deaf student is among the most neglected, in 
educational programs for the deaf. Withrow (1966) found 
that "with few exceptions research investigational studies 
were more concerned, with: (1) theoretical and clinical
discussions of classifications systems; and (2) empirical 
clinical evidence for and description of educational 
techniques" (p. 106).

Myklebust (1966) stressed the necessity for 
developing more special programs for the deaf student who 
has additional disabilities. He believed one of the most
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significant aspects of any handicap was the extent to which 
it caused, greater dependence on others.

To carry this frame of reference further, the work 
of Doll (1966) demonstrated, that capacities and. attain
ments were not necessarily correlated.; furthermore, that it 
is how a person uses what he has, not what he has, which is 
the criterion of value.

Statement of the Problem
Assuming fatigue, motivation, and self-concept as 

critical factors, the problem is formulated, in the question: 
Can a professional nurse affect resocialization of an 
accoustically deprived, person, positively, in a milieu in 
which she supports the acquisition of motor skills?

Significance of the Problem
This patient's sensory deprivation is significant 

to nursing and society as well as the patient. As a result 
of meningitis in infancy, he became deaf prior to the 
development of speech patterns. TwO-and-one-half years ago 
at the age of fourteen years he suffered encephalitis which', 
left him with a severe motor ataxia. Consequently, this 
illness has added, unique problems to his social, physical, 
and intellectual rehabilitation. Descriptions obtained from 
his parents indicated, that prior to the second illness, the 
patient was much more socially adjusted, than his has been 
since. Attitudes of the patient's peer group suggested, that



he stands apart from his social environment. Perhaps such 
social isolation may be due directly to the patient's in
ability to communicate, which is indirectly related to his 
locomotive functioning.

The rehabilitation team had as one of its prime 
objectives the motivation of the patient to help himself 
and through his increased, confidence the development of 
positive perceptions of his personhood.

Purpose of the Study
The purpose of this study was to learn whether a 

professional nurse as a member of.a health team could 
promote the resocialization of an accoustically deprived 
person and affect positively his personal and motor 
development. Can a professional nurse affect resocializa
tion , positively, in a milieu in which she supports the 
acquisition of motor skills?

Nature of the Study
In order to study the patient's ability to re- 

socialize, he was observed, in the home, classroom, and the 
rehabilitation setting. The observer believed, she could, 
best assess the needs of the patient if she could, observe 
his reactions in a variety of situations.

The method, was descriptive, employing three major 
tools for collection of data: observation, sociograms, and 
use of a motor skills achievement scale.. The observer
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recorded the activities in anecdotal notes. The sociograms 
and motor skills scale were directed toward theories related
to the patient's resocialization.

< '
Theoretical Framework

In Leviticus (XIX.14) it is written, "Thou shalt 
not curse the deaf, nor put a stumbling block before the . 
blind., but thou shalt fear thy God. . . . . "  One can. infer
from this injunction in the Torah "that mistreatment of the 
deaf occurred, but was condemned, by religious leaders.

In Deuteronomy (XXXI.12) we find, that learning is 
contingent upon hearing, "Gather the people together, men, 
women, and children, and thy stranger that is within thy 
gates, that they may hear, and that they may learn . . . ."

Today, the problems of the deaf receive considerable * 
attention in clinics and. agencies connected with hospitals, 
medical schools, universities, and schools for the deaf.

In his work on adaptation, Suedfeld (1969) con
ceived. of the human being as an information-processing 
system. The task of the system is to receive and trans
form stimuli, organize and interpret the data, and use the 
resulting information to choose adaptive processes.

The central nervous system, consisting of the brain 
and spinal cord., is the mass of nerve cells responsible for 
receiving, coordinating, and. directing human activity.
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The sensory receptors receive stimuli from the . 

environment and'initiate conduction over the sensory fibers. 
To illustrate: An accoustic stimulus reaching the ear is
transformed, by the sensory receptors of the cochlear nerve
■ ' - ■ . into auditory nerve impulses that are sent to the brain.
The motor fibers, in turn, are responsible for getting
nerve impulses to areas of the body where they can cause
muscular movements.

In his work with the deaf, Myklebust (1966) asserted, 
that deafness modifies the organism's functional activities 
in many ways. The effects are generalized., irrespective of 
the degree of hearing loss.

Brunner (1969) placed, great emphasis on the 
deleterious effects of sensory deprivation during a 
developmentally critical period.. He explained, these 
effects by suggesting that to operate effectively in an 
environment, an organism must develop a model of the 
environment. If this is true, then the neurologically 
deprived, organism having no adequate cognitive map against 
which to match experience is unable to organize stimuli 
adaptively.

According to Helson (1964) adaptation is a two-way 
process. He believed, that all stages of the learning 
process are adaptations in which the individual does as 
well as he can with what he has and. what he knows. Perhaps 
this concept of learning places emphasis upon the quality



rather than the. quantity of tasks learned. In the case of
' Jthe acoustically deprived, person, the nurse is as concerned, 

with the patient's changes in .response, either positive or 
negative, as she is with his acquisition of new responses„ 

Lewin (1950) suggested, four types of learning 
changes that have implications for patient teaching:

1„ Changes in cognitive structure, involving
not merely changes in what is known but also
changes in how this knowledge is organized..

2. Changes in learner motivation, including
changes in valences and values with or without
acquisition of new knowledge.

3. Changes in voluntary motor control which is 
significant in phonetics and acquisition of 
motor skills.

4. Changes in ideology, or "group belongingness," 
which is an important aspect of a group culture 
(p. 155).
Rosenswieg and Gardner (1966) indicated, that 

meaningful inputs in certain sense modalities can reduce 
the occurrence of adverse phenomena associated. With 
deprivation of another sense modality. Presumably, mean
ingful stimuli help to reestablish or modify one's model of 
the world,. The following schematic drawing (Figure 1) 
depicts the process through which the acoustically deprived 
and physically handicapped person relearns perceptual- 
sensory motor, activities and thereby enhances his social 
reintegration, and. influences behavior in others.
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Figure 1. Model for Motor Skills and Social Reintegration



Assumptions Underlying the Problem
1. The communication patterns that a person uses are

largely a product of his past experiences; such
« •

patterns can be modified by the integration of new 
sensory input from his environment.

2. Either positive (constructive) or negative (de
structive) outcomes can result from the cyclic 
relationship among: integration of selected 
sensory input, learning or relearning of motor 
skills, and changes in intersocial behavior.

3. Because of the patient's numerous physical dys
functions, a great cooperative effort on the part 
of the total rehabilitation team is required, to 
bring the patient to an awareness of his innate 
worth and. possible latent talents.

4. Such an awareness of self may promote a natural 
human desire within the patient for a reciprocal 
sharing in his social milieu.

Delimitation of the Study
1. The study is descriptive.
2. The study consists of the observations of one deaf 

sixteen year old. male with multiple disability 
factors.

3. The study utilized, anecdotal notes made in the light 
of the following categories: patient-parent
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relationships, patient-health team relationships, 
and. patient-observer relationships in regard, to: 
a. His acceptance of others.
b„ His ability to relate with others, e.g., 

communication and. sharing, 
c. His ease with others while communicating or 

not communicating.

Definitions Of Terms to be Used.
For the purpose of this study the following terms 

will be defined, operationally.
Deafened, refers to profound sensory neural deafness 

subsequent to the age at which the use of language is re
tained, after approximately five years of age (Myklebust, 
1966:6).

Central deafness is a term used, to include all 
auditory impairment derived, from lack of normal function of 
the auditory pathways leading from the inner ear to the 
interpretative areas of the brain (Myklebust, 1966:5).

Dynamic balance pertains to the equilibrium 
evidenced, through a series of changing positions taken 
successively (Bass, 1939:33).

Fatigue used, physiologically, is the condition of 
temporary bodily exhaustion which occurs whenever the 
organism requires rest. This condition results from 
muscular effort causing the consumption of bodily energy
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and the accumulation of waste products (Penfield. and 
Roberts, 1959:365).

Laterality relates to the preferential use of one 
side of the body over the other. The most common mani
festation of laterality is .handedness (Penfield. and Roberts, 
1959:309).

Motor behavior is a general term and refers to 
movements which might be termed skilled performance, those 
which indicate emotion or tension and others which seem 
purposeless and. random (Cratty, 1964:22).

Motor maturation refers to the natural process of 
growth and development which includes changes in cells, 
muscles, bones, and increased or progressive myelination or 
sheathing of the nervous system coinciding with the ability 
of those nerves to function (Burton, 1962:141).

Sensory deprivation is a term that implies a 
reduction of the absolute amount of stimulation (e.g., 
silence, darkness, joint immobilization) (Myklebust, 1966: 
206).

Sensory neural deafness is related, to hearing loss 
derived from trauma, maldevelopment or disease affecting 
the normal function of the inner ear (Myklebust, 1966:5).

Sociometry is a term that pertains to the pro
cedure for recording interpersonal attractions among 
members of a group (Anastasi, 1961:620).
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Socioqram refers to a diagram that shows expressed 
preferences of a group when each member is allowed to make 
choices (Anastasi, 1961:621).



CHAPTER 2

REVIEW OF LITERATURE

The literature was reviewed, in relation to sensory 
deprivation, physical disability, and. studies of sensory 
deprivation.

Literature on Sensory Deprivation
The literature demonstrated that inadequate pro

prioceptive, labyrinthine, kinesthetic, and. tactile 
stimulation would, inhibit the growth and. development of the 
personality. In speaking of the deaf person, Garrett (1953) 
said:

How different the patient must feel from the 
"normal patient." But, if we consider the 
"normal patient" too, his inner feelings of 
being "different" or inferior to a member of 
the family or to his peers, then we can begin 
to appreciate the incalculable burden of the 
defect upon the growing personality (p. 14).

He elaborated, further:
it is this tremendous psycho-acoustic barrier 
to the world, of words, thoughts, ideas and 
innumerable subtleties of social intercourse 
that constitutes the care of the handicap of 
the deaf (p. 125).

Certain physical disabilities lend, themselves to 
empathy of varying degrees. However, the invisible handicap 
of deafness offers society little evidence of its existence 
and. therefore is often neglected. .

13



14
In The Psychology of Human Communication. Parry 

(1967) stated, that, "the act of communication symbolizes the 
need, of the human subject to maintain contact with his 
environment and. for this reason alone can be seen one of 
psychology's control themes" (p. 9)„

The act of perceiving represents the fundamental 
link between the subject and. his environment, and. is there
fore the basic constituent in human experience. Without 
adequate comprehension of a.situation, appropriate emotional 
responses may be inhibited. Language is the key to intel
lectual comprehension, therefore the social, intellectual, 
and. emotional growth of the deaf person is thwarted. This 
deprivation has a crucial impact on his self-concept.

Garrett (.1953) concluded that, "speech and. language 
constitute a problem if it is so different that it inter
feres with communication, calls attention to itself and. 
contributes to maladjustment on the part of the speaker or 
listener" (p. 114). .

Because of her accepting relationship with the 
patient, the nurse is often the one who can help him develop 
the security that is a prerequisite of a sense of humor. He 
does not fear that she will laugh at his mistakes, but he 
learns to laugh at himself because of her understanding 
attitude. She can help him see the humor of a situation if 
occasionally she tells him little jokes about herself.
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It is not uncommon to see deafness in conjunction 

with physical handicaps. Superimposed, central nervous 
system disorders are profound, deterrents to learning and. 
social competence.

Doll (1966:208) assigned, six major attributes to 
social competence: self-help, self-direction, communication, 
locomotion, socialization, and. occupation.

When a physical disability is obvious to other 
people, the effect on their reactions to the person is a 
powerful one, and this, in turn, affects the disabled 
person's reaction to others and. to himself. His rehabilita
tion must then, incorporate his intrapersonal and inter
personal effects of his disability.

Myerson (19 66) summed up the process of adjustment:
a) No variation in physique requires psychological 
maladjustment, b) if an emotional handicap exists 
in a person who has a physical disability it does 
not stem d.irectly from the variation in physique 
but it has been mediated by a social variable, c) 
the mediation between physical status occurs in 
the following way: (i) the person lacks a tool that
is required, for behavior in the culture in which he 
lives,and he knows that he lacks it. (ii) other 
individuals perceive that he lacks an important 
tool and. devaluates him for his lack, (iii) the 
person accepts the judgment of others that he is 
less worthy (or, to the degree that he is a product 
of his own culture, he judges himself as less 
worthy) and. devaluates himself . « . (p. 139).

. The patient involved, in this study suffers many 
physical disabilities as well as central deafness, caused, by 
impairment of the cochlear branch of the auditory nerve.
The vestibular branch of his auditory nerve is also
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affected, causing a disturbance of the semicircular canals 
that is responsible in part for his loss of dynamic balance. 
This patient lives in a world, devoid, of sound, and it takes 
highly specialized, methods of education to bring him into 
effective relationship with the world. Research findings 
indicate that deafness prior fo the development of speech 
significantly alters behavior of the individual resulting in 
personality and adjustment patterns associated with the deaf 
generally. To form a true perspective of the patient, the 
nurse must have an understanding of the development problems 
of the deaf and the effects of this disability on his person- 
hood.. Independence of action, a by-product of maturation, 
is acquired slowly by the deaf child, because deafness causes 
him to depend on parents and others for a long time. Isola
tion within a selected, group of persons with the same dis
ability, as well as isolation from a normal group, inhibits 
development of Wide social relationships and interests.

Conflicting feelings of a deaf adolescent about his 
situation especially in a hearing milieu should, be expected, 
and should, be regarded as normal outcomes of severe frustra
tion.

Literature on Physical Disability
In our society, the health of the individual is of . 

considerable importance. Although society professes the 
philosophy that holds the human individual to be of worth
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regardless of his state of functioning in society, actions 
and. attitudes show less than total commitment to this 
belief.

An important aspect of illness is its effect upon 
the interrelationships of the patient and his family in the 
community. Many avenues of normal relationships are denied 
the physically handicapped, either because of an actual 
disability, a threatened, self-concept, or social pressures 
which increase frustration and conflict.

Barker, Glonick, and Wright (1953) concluded.:
1. Physically disabled, persons more frequently 

than physically normal persons exhibit 
behavior which is commonly termed, malad justed.
In almost every study, 35 to 45 percent of 
the disabled, subjects are reported, to be as 
well or better adjusted, than the average non
disabled person.

2. The kinds of maladjusted, behavior exhibited, 
by physically disabled, persons are not 
peculiar to them; they are similar to those 
shown by nondisabled, persons. However, there 
is some evidence that withdrawing, self- 
conscious behavior is more frequent in these 
people, though the opposite type of behavior 
is by no means infrequent.

3. There is no evidence of relationship between
kind of physical disability and kind of 
adjustment behavior; within a wide range of 
physical disabilities, the behavior results 
do not differ. However, it is possible that 
disabilities requiring a very special way of 
living or unique treatment over a long 
period of time, give rise to unique adjust
ments on the part of the patient.

4. It is probably true that persons with a long
history of physical disabilities are more
likely to exhibit behavior maladjustments
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than those with a short history of dis
ability" (p. 5).
These attitudes of the disabled are not fixed, or 

static, within either the ind.ivid.ual or the social group. 
Therefore, the nurse will not f ind, the challenge of changing 
attitudes impossible to meet. In regard, to personality 
development, psychologists and psychiatrists consider the 
body image of utmost importance.

Two errors of interpretation that often frustrate . 
the nurse who is caring for a physically handicapped, person 
are those of (1) overestimating the patient's capacity and 
(2) underestimating his sometimes amazing ability to function 
with what he has.

In. spite of the multitude of ingenious mechanical 
devices for restoring impaired, functioning, and. the advance 
of elaborate educational and. training methods for teaching 
compensating skills, there remains that unknown ingredient 
of "human nature" that presents an ever challenging problem. 
Authorities on human behavior often link this unknown factor 
to motivation. It is generally recognized, that motivation 
depends greatly on affective states for there is little or 
no motivated, behavior that is not affectively toned, and. 
aroused. Kelson (19 64:380) had. two prominent concepts of 
motivation: one which regarded, motivation as an intervening 
variable or as internal states that initiate, direct, main
tain, and terminate courses of action; the other described



motivation as essentially any condition of stimulation, 
external as well as internal, that instigates behavior.
Muse (1950) considered motivation as an essential factor in 
all successful learning. However, the individual's effec
tive judgment and full self-realization is dependent upon 
his level of aspiration. Top high a level of aspiration can 
be as injurious to the person as low level aspiration.

The physically handicapped person may fluctuate from 
extreme optimism to depression as a result of unrealistic 
aspirations. In caring for the depressed patient the nurse 
may, instead, of attempting to cheer him, rather endeavor to 
share his depression with him by her recognition that depres
sion is a normal and necessary phase of adjustment if he is 
to accept his handicap with all its implications.

The impact of disability should be .assessed, in the 
light of what the loss means to the patient's way of life.
In this study, identification of the behaviors valued, by the 
patient's parents was an important element in the observer's 
goal-sharing with both patient and. parents. In her observa
tions of the patient in the family setting the observer was 
able to define dominance roles and, behavior patterns con
sistent with mutual respect and. trust.

Essential to any discussion of the nursing implica
tions in the care of the handicapped, patient, is an under
standing of his needs. While each patient is different, and. 
therefore unique, certain general overall needs should, be
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considered: (1) being loved , accepted., and. secure,
especially (when possible) in his own home with his loved, 
ones; (2) having the nursing problem identified, as soon as 
possible; (3) having his needs evaluated, completely from a 
nursing point of view, and. receiving nursing care of high 
quality when he is in a nursing milieu.

Because of th,e chronicity of a handicapping condi
tion, many patients will require long term follow up and. 
supervision. This implies patience on the part of the 
patient himself, his family, and. the team of professional 
personnel that is delivering health services to him. It 
also implies careful interpretation by the nurse of the 
patient's condition and status to his family so that they 
will understand the importance of continuing his care. The 
implication is that the nurse will have a plan of care with 
periodic evaluations of the patient's progress, so that as 
his needs change; the appropriate nursing intervention will 
occur at the proper time.

Appropriate timing in the nursing management of the 
handicapped, is of the utmost importance, and suggests that 
the nurse has a working knowledge of the disability.
Whether the care is given in the home, hospital, or school 
the principles are the same, but the emphasis varies 
depending on the extent of the disability and the available 
facilities.
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Disease in the handicapped person has a social 
character as well as a biologic one, and, therefore, 
requires the contribution of many professional disciplines 
working as a team. However, in programming, the special 
skills of these disciplines cooperating in the team should, 
be subordinate to the patient's needs. If this is true, 
then in the interest,of total patient care any one of the 
disciplines could, be called upon to modify its unique 
service temporarily to meet a specific need, of the patient.

Literature on Studies of Sensory Deprivation
Studies on induced, sensory deprivation and. acquired, 

sensory deficits were reviewed.
Arbit (1960) in his discussion of "Two Early Reports 

on the Effects of Sensory Deprivation, 11 summarized, an 
investigator's experience with.individuals who became blind 
or deaf by.noting that, "it seems as if they were so cut off 
from social intercourse and the outer world, by their deaf
ness that their subjective experiences became objective 
realities to them. In the case of all men the senses • 
correct many 'delusions,' and the impression from the senses 
streaming in on the mental areas from the outer world are 
the best preservatives of mental health" (p. 467).

Gendreau et al. (1968:547-550) studied the level of 
stimulation seeking on ten maximum security prison inmates 
who had. been perceptually deprived, for seven days. The
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experiment revealed that the subjects sought a lower level 
of visual input, but the level of their auditory input was 
comparable to their pretest behavior. These investigators 
believed, that the findings supported, the premise that 
hearing is the last sense to go when a person loses con
sciousness. (

Schulman., Richlin, and. Weinstein (1967 :1001-1008) 
attempted, to quantify the verbal reports of subjects as to 
the nature, intensity, and. extent of their disturbance 
associated, with sensory deprivation. Of secondary 
importance, the authors investigated, the severity of dif
ferent degrees of deprivation as judged, by the retrospective 
reports of the subjects. Under three conditions of sensory 
deprivation (1) auditory-tactual-visual, (2) auditory- 
tactual, and (3) auditory, 134 subjects were confined, for a 
maximum of seventy-two hours. Interestingly, the subjects 
were not severely disorganized, by the isolation experience. 
Total deprivation produced, greater disturbance of affect 
and cognition than the two less constricted, conditions. 
However, complaints of physical discomfort were greater in 
the latter two situations. Three aspects.of the isolation 
environment were held constant for all subjects: social 
isolation, lack of time cues, and immobilization. The 
majority of the subjects were college students; the rest 
were at least high school graduates; and. all were from the 
New York metropolitan area.



23
The aspect of the isolation environment which was 

varied for experimental groups was the type of sensory 
input. In the least restricted condition, only auditory 
stimuli were excluded for forty-two subjects„ For twenty- 
one subjects auditory and tactual stimuli were excluded. In 
the condition of total deprivation, visual, auditory, and 
tactual stimuli were,excluded for seventy-one participants. 
Contrary to what, one might expect, the less restrictive 
experimental condition’s yielded, a significantly higher rate 
about .physical discomfort, but a lower rate of expression 
of anxiety. Where the sensory restriction was most severe, 
preoccupations with feelings of anxiety, danger, and. 
abandonment were seen to override the physical discomfort 
of the situation. The subjects reported, visual, auditory, 
olfactory, and. kinesthetic hallucinations as well as change 
of body image.

The Schulman et al. experiments were conducted, in a 
hospital where the requirements and conditions of participa^ 
tion were described,. The subjects were told, they could, leave 
isolation before the scheduled, seventy-two hours, but that 
once the decision was made it could not be reversed.

For tactual isolation, a specially designed, cuff 
was placed, on the non-preferred hand to reduce movement and. 
stimulation. ..

For auditory deprivation, the subjects wore ear 
occluders which attenuated, sound approximately 30 d.ecibles



(<3Jd ). Combined, with 40 db attenuation of the sound, 
attenuated, chamber, the total attenuation was 70 db.

Black light-shields were taped, to the subject’s 
face for visual deprivation. Small light leaks were sealed, 
with absorbent cotton and. black velvet. This occluding 
device permitted, the subject to open his eyes without seeing 
light, an arrangement which was necessary since the isola
tion chamber was continuously illuminated, in order to view 
the subject on closed, circuit television and through a one
way window.

Summary
The literature was reviewed, in the light of specific 

areas of concern to the patient, e.g., identifying problems 
associated, with acoustic deprivation and physical dis
ability. This review suggested, that the self-concept of the 
physically handicapped, is negative when compared, with non- 
handicapped persons. There were suggestions that this 
negative perception of self pervades nearly every realm of 
experience undertaken by the disabled, individual.

The nurse-observer sought to learn how theories of 
adaptation and. learning could, be applied, to the nursing 
intervention in the case of such a person.

With regard, to studies of induced sensory depriva
tion there was broad, agreement among the investigators that 
sensory deprivation produces adverse effects on the
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organism. Particularly significant were the positions held, 
by Arbit (1960) and. Gendreau et al. (1968).

Within the literature related to the handicapped, 
the findings most pertinent to this study were those which 
emphasized, that: (1) attitudes of the disabled, were not
fixed, or static within the individual and (2) increased, 
motivation of the handicapped, results in heightened, per
formance. '



CHAPTER 3

DESIGN OF THE STUDY

In this chapter, the following areas are considered: 
the sample, the settings in' which the patient was observed 
and. his reaction to significant others in the study, sources 
of data, collection of data, and a"description of the 
instruments.

The design of this study comprised, the following
steps:

1. Selecting the patient for study.
2. Setting up criteria for observation.
3. Developing a sociogram and a motor skills scale, and. 

drawing relationships from them.
4. Observing the patient during various periods of the 

day in a variety of activities and. settings.
5. Utilizing anecdotal notes made in the light of the 

following categories: patient-parent relationships, 
patient-teacher relationships, patient-peef rela
tionships , patient-health team relationships, and 
patient-observer relationships.

6. Analyzing the recorded, observations as they related 
to the patient's problems.

26
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This descriptive study sought to learn whether a 

professional nurse could, promote resocialization in a 
sixteen year old deaf, handicapped youth in a milieu in 
which she supported the acquisition of motor skills„

The Sample
The sample consisted, of a sixteen year old male 

patient who was deaf and. suffered many physical disabilities 
as a result of encephalitis.

Sources of the Data 
The sources of the data for this study were the 

patient, and. his record, from which the following information 
was obtained:

1. Medical data concerning illnesses.
2. Physical therapy progress records.
3. Occupational progress records.
4. Sociograms and. motor skill achievement scale.

Collection of Data 
Infrequent observations were made in the home 

setting since the most feasible time to see the family and 
patient together was in the evening, and the patient's 
bedtime care was too time-consuming to permit a relaxed and 
comfortable climate. The patient was observed in the 
classroom at one hour intervals three times a week for seven 
weeks, and in the rehabilitation setting twice a week at one
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hour intervals for five months„ His sign language classes 
comprised one of the weekly rehabilitation observations.
The patient was not consistent in attending school or 
rehabilitation due to minor illnesses as a result of fatigue 
as stated by his mother. On three occasions his mother was 
too incapacitated from arthritis to bring him to therapy.
The observations were planned around several settings in 
order to obtain a clearer picture of the patient as he 
related, to his peer group and members of the various 
disciplines who contributed toward, his rehabilitation.

Selltiz (1959:205) stated, that when observation was 
used, four questions confronted, the observer: (1) what to
observe, (2) how to record., (3) how to maximize accuracy of
observations, and (4) what should, be the relationship between 
the observer and the observed.

In relation to the first question, emphasis was 
placed, on handling patient problems through nursing inter
vention. Relative to the second, question, anecdotal notes 
were utilized to record observations and nursing interven
tion. The third question on how to maximize accuracy was 
handled by the observer's recording of her observations as 
they were presented in each situation and later placing them 
on cards' and. labeling the situation.

The relationship of the observer to the observed, was, 
also considered. Selltiz (1959) recommended, that the 
observer decide whether or not to make known his purpose
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prior to approaching the subject. In this study, the 
observer introduced, herself to the patient's parents, school 
officials, and. rehabilitation team and. explained, the purpose 
of the study. The purpose of the study was not explained, to 
the patient since the information might have created, un
necessary stress for him.

A sociometric test questionnaire (see Appendix A) 
for this study had. the following characteristics: (1) the
questionnaire related to peer preferences in a specific 
setting, (2) a specific number of choices were allowed for
each question, and (3) a specific criterion for choice was 
used.

Each student was provided with an identical set of 
the questions. Because the observer did not .feel profi
cient in the sign language, the aid of the teacher was 
elicited, to insure that each student thoroughly understood, 
what was expected, of him.

Eleven students including the patient were used, in 
donstructing the sociograms. The students were assured, that 
no one in the class would, know how they answered, the ques
tions. Each student was allowed, to fold his own paper and. 
personally hand, it to the observer.

The plotted, data were designed, to delineate a net
work of acceptances and rejections with a graphic focus on 
the patient.
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The observer realized, the limitations of the socio- 

grams in that they presented, relationships only in the 
context of a particular group.

A constructed, scale for evaluating motor coordina
tion (see Appendix B) was based, on the functional disability 
scoring system developed, by McDowell et al. (1970) of the 
Department of Neurology, Cornell University Medical College 
and the New York Hospital.

The scale presented, an evaluation of specific motor 
skills of. the patient and included, dressing activities, 
manipulation, eating, hygiene, transfer and locomotion, hand 
activities, and communications skills. Numerical weights 
were assigned: to the above descriptions with the aid of the 
occupational therapist. The numerical weights were used to 
convert the performance to a quantitative score, e.g., 4—  

cannot be accomplished; 3— can be accomplished, with human 
aid.; 2— can be accomplished, with adaptations of environment 
or special aid.s; 1— can be accomplished in the normal way 
with difficulty; 0— can be accomplished with no difficulty. 
The higher the patient's score, the less his motor coordina
tion.

Although this system may not be completely objective 
it nevertheless made it possible to evaluate the patient's 
motor skills achievement.
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Summary

This chapter concerned itself with the study design 
which includes the writer's observations, identification of 
the testing instruments, identification of the sample, and. 
criteria for observations.



CHAPTER 4

PRESENTATION O F 'DATA

This study was designed to explore the following 
question: Can a professional nurse effect resocialization,
positively, in a milieu in which she supports the acquisi
tion of motor skills?

The data were a compilation of information obtained, 
from observation of the patient in a variety of settings, 
his medical record., occupational and. physical therapy 
records, sociograms, and a motor skills scale.

The motor skills evaluation scale based on 
McDowell's Functional Scale yielded, information that indi
cated, gross physical limitations in the patient's coordina
tion with some evidence of progress at the close of the 
study. The approach to an interpretation of the data
consisted, of drawing a relationship between the patient's

) -

acquisition of motor skills and his resocialization 
especially among his peer group.

Table 1 provided a description of the motor skills 
evaluation scale and. was useful in determining the patient's 
progress in certain motor activities at the beginning and. 
close of the study. The activities listed in this table 
represent the motor skills which were initially and finally

32
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Table 1„ Evaluation of Patient's Motor Achievement as Based 

on McDowell1s Functional Disability Scale

Initial Closing
Activity Score Score

.Dressing Activities
Put on and Remove
Shirt 3 1
Trousers - • 4 , 4
Shoes 4 3

Manipulation
Buttons 4 2
Zippers - 4 1
Tie shoes 4 0

Eating
Eat with a spoon 3 2
Drink from a glass 3 0

Hygiene
Comb, brush hair 3 0
Brush teeth 3 1
Take a bath 3 3
Use toilet ' 3 3
Clip nails on hands and, feet 4 4

Transfer and. Locomotion
Lower self into chair 3 3
Get up from chair 3 3
Adequate sitting balance 3 2
To and. from bed. 3 3
In and out of car 3 3
Remove and. replace wheelchair armrest 0 0
Manipulate wheelchair 4 0

Hand, activities
Turn knob 1 0
Obtain coins, bills from billfold. 3 1

Communications
Sign language with clarity 2 1
Read, written material 1 0
Write or print name and address 3 1
Fold letter, place in envelope 3 . 1
Hold, book 1 0 .

Weighted, values: 4— Cannot be accomplished.; 3--—Can
be accomplished, with human aid; 2--Can 
adaptations of environment or special

be accomplished with
aids ; i~-Can be

accomplished, in the normal way with difficulty ; 0— Can be
accomplished, with no difficulty.
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assessed and. assigned, a score by the occupational therapist. 
Comparison of the initial score with the closing score for 
each item indicated, change in a positive direction toward 
greater physical independence in 18 of the 27 activities.
Ho statistical performance could, be performed, with this 
somewhat subjective material but any move toward, greater 
independence in a severely handicapped, person is of 
practical significance.

Figures 2 through 6 are sociograms which were 
compiled, by asking the eleven students (including the 
patient) to answer a series of questions:

Name the two persons in this class you would, most
like to sit next to you. (Figure 2)

Name the person in this class you would most like to
play with. (Figure 3)

Who in this class is your best friend? (Figure 4)
If you were able to help anyone in this class who 

would it be? (Figure 5) .
If there was a fire in this classroom whom would, you 

try to help out first? (Figure 6)
The patient is designated, as J in the upper left 

hand circle. In response to question 1, J chose a brother
and sister pair who would, take turns wheeling the patient

\ .

from one class to another and. generally assumed, a certain 
responsibility for the patient having the correct materials 
needed, for each class.
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Figure 6. Pupil Respdnse According to Preference for Extension of Help in an 
Emergency on First Test 
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In response to question 2, J made no choice, but 

indicated, that his father told, him to play alone.
The patient made no response to questions 3, 4, and 

5 as far as his peer group was concerned. In question 4 he
did. indicate that if he were able to help anyone it would be

' - i.a specific teacher, and. to question 5 in regard, to a class
room fire he stated, that a certain classmate would, put the 
fire out.

In the entire first set of sociograms not one 
student indicated, a preference for the patient, suggestive 
that he was a social isolate. Relating this information 
with his initial motor skills score revealed, that of the 27 
listed, activities the patient showed, some independence in 
only 4 of them.

Toward, the end. of the fifth month of observation the 
sociometric test was repeated, as was also the motor skills 
achievement evaluation. As mentioned, earlier the patient's 
score at the close of the study yielded information that 
suggested, his independence in 18 of the 27 listed: activities.

Figures 7 through 10 indicated, a positive response 
of the patient to his peer group. However, no such response 
of class members to the patient was evident.

Figure 11 not only suggested, a positive response 
from the patient, but in addition two class members 
expressed, their preference for the patient. Can it be 
assumed, that an awareness of self promoted, a natural desire
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on the part of the patient to become involved, in his social 
milieu? Can it also be assumed, that his peer group per
ceived. a change in the patient's self-concept and valued, 
him for it?

Descriptions of Observations
The patient was observed, in the following cate^ 

gories: patient-parent relationships, patient-teacher 
relationships, patient-peer relationships, patient-health 
team relationships, and. patient-observer relationships!

Patient-Parent Relationships

Home Environment, The patient's home located, in an 
upper middle class section of the city, was spacious and. 
well furnished. The patient had his own room, housing 
special treasures such as model airplanes he had constructed, 
with his father's help and. model guns made in occupational 
therapy, which also bore the signs of his father's guidance. 
For example, the intricate designs on the airplanes and. the 
painting of both airplanes and. guns illustrated rather 
graphically the time and patience that was expended, for the 
patient's happiness as well as for his improvement in motor • 
skills. A swimming pool in the luxurious backyard, was a 
source of much enjoyment for the patient and his father. 
Prior to his encephalitis, the patient often entertained his 
parents with his aquatic expertise especially in diving.
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Since his confinement to a wheelchair he has been unable to 
dive due to his imbalance. However, his father stated, that 
he now wheels his son to the edge of the pool and tips the 
chair to catapult him into the water. He stated, that his 
son is able to swim quite well and. can even tread, water.

The Patient as a Person. The patient, a well 
developed, well nourished, sixteen-year old boy has been deaf 
since an illness of meningitis at -the age of four months. 
Until he was fourteen years of age, the patient enjoyed, an 
active outdoor life with his father, hunting, fishing, and. 
helping with the yard, work. Although he has been unable to 
enjoy his previous sportsmanship he has again been able to 
assist his father by pulling weeds and. sweeping the sidewalk 
from his wheelchair using a toy broom. His father said, that 
occasionally his son would, become top heavy from bending 
over and. has had. a couple of falls, but that the trauma had. 
little adverse effect on him. The patient seemed, to com
pensate for his deafness by an unusual alertness as 
evidenced, by his sparkling brown eyes. He exhibited, a keen 
sense of humor, yet he revealed, a beautiful sensitivity to 
the needs of others. His facial expression often described, 
his emotion in a given situation. One afternoon when he 
arrived." for his sign language class he appeared, very 
troubled. His sign tutor asked the cause of his distress 
and the patient signed, that he was worried, about his mother's
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health and his inability to relieve her burden. He would 
spend hours making gifts for his parents and. various members 
of the rehabilitation team. On one occasion he attempted, to 
convey his appreciation to the observer by presenting her 
with a string of hippie beads. He also sent her a valentine 
and. Easter card, which had. been addressed, by one of his 
parents, but the unmistakable signature disclosed, the 
laborious effort of the patient to identify himself.

The Patient's Father. A retired, army colonel, the 
patient's father was. employed, as a rehabilitation counselor 
for the physically handicapped.. He was described by his 
wife as an aggressive, dominant, independent, and. impatient 
man who was wholly dedicated to his family. He often teased 
his son which was sometimes taken seriously by the boy. His 
wife stated, that her husband, had. many unmet needs that 
stemmed, from his inability to enjoy the physical activity 
he and. his son once shared. She also cited, the fact that 
her arthritic condition contributed, to his frustrations in 
that he was concerned, for her health and. physical ability to 
care for the patient in his absence.

The Patient's Reaction to His Father. The patient's 
mother stated that he had a deep love and. respect for his 
father. He looked, to his father for guidance and direction, 
yet he was awed by his aggressiveness and. direct approach.
On one occasion, the patient was disturbed, because his
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father had corrected his sister. Being unable to hear the 
dialogue between the two, his perception of the incident was 
based, only on facial expressions and the distress expressed, 
by his sister was very painful for him and he did. not want 
to remain in the home any longer. He was unable to resolve 
his problem until he arrived, for his sign language class..
A great portion of the class time was taken up with his 
ventilation of his feelings. He seemed, to be comforted, only 
by the tutor who eventually was able to help the patient see 
that he knew only a part of the story, and. that his father 
corrected, him and. his sister because he loved, them.

How Observer Worked. With the Father. Initial com
munication with the patient's father was somewhat strained. 
However, as she observed, him in his role as a father and 
retired, military officer, his personality began to emerge.
He had. always wanted a son, and. unable to have his own, he 
and his wife adopted, two children, one of whom they were 
reasonably certain would, have some type of handicap since 
the infant had. just recovered, from an illness of meningitis 
when they adopted, him. When the boy was two years of age a 
positive diagnosis of deafness was made and although such 
knowledge was painful for him, he nonetheless established, a 
relationship with his son that afforded, the two of them much 
joy and. satisfaction. He and the boy shared, many experiences 
together. He taught the boy to swim, fish, hunt, and engage
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in many outdoor activities. Two years ago when his son was 
afflicted with encephalitis and left with a severe motor 
ataxia this relationship was altered, to a great degree.
When he would speak of his son's future it was with positive 
thoughts concerning restoration of his physical disability. 
Sometimes he was able to verbalize his desires for the boy 
and his own feelings ,of impotence. At other times he would, 
refrain from conversation. The nursing intervention was 
acceptance of his feelings and. his moods, helping him to see 
that he was understood and respected. For the most part the 
role of the observer was passive.

The Patient's Mother. This woman presented, herself 
as a frail, arthritic person whose feet and hands attested, 
to the solemn reality of her condition. Nevertheless she 
displayed, a remarkable independence and. unique skill in 
assisting the patient in and out of the car, transferring 
him from wheelchair to car and. vice versa with the ability 
expected of a more able-bodied person. She stated, that hers 
was a "typical arthritic personality." The arthritic • 
process is associated with emotional overtones in which an 
individual has been found, to exhibit a facade of independence 
and self-assurance. Although appearing calm, in reality the 
arthritic is bursting inside. The patient's mother seemed, 
to have considerable insight into herself as a person 
telling the observer that she realized, the emotional overlay
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concommitant with her illness, and that she tried to control 
those situations that could result in emotional upset for 
her.

The Patient's Reaction to His Mother. He appeared 
to be highly sensitive to his mother's condition, and often 
worried, about her health and the burden he was to her. He 
seemed, very dependent on her and although his sign language 
was sluggish and, difficult to translate she always knew 
what it was he was trying to communicate. She was rather 
permissive with him, and this was exemplified by her atti
tude toward him when he would, speak of difficulties he 
experienced, at school or home and revealed, them to the tutor 
in the sign language class. The patient appeared comfortable 
and not at all threatened to express himself in her presence.

How the Observer Worked With the Patient's Mother. 
Early in the study the observer perceived the relationship 
to fluctuate between acceptance and rejection. One day the 
observer accompanied, the patient and his mother to the car 
following a class and the patient put his arm out for the 
observer to help him into the car. His mother appeared, 
rather hurt by this slight so the observer pointed, out that 
no one would, ever be able to take her place in the eyes of 
her son. Again the role of the observer was supportive 
sometimes on the verbal level at other times on the non
verbal level. Frequently the conversation between observer



52
and. mother were directed to her physical needs, and how she 
saw herself as a wife and mother. It was not infrequent 
that she spoke of her husband's love for her in that "any 
other man would, have packed up and left," but her husband, 
was most devoted to her and the children. When the 
observer asked, reflectively about her fear of being left 
alone it brought a prompt negative reply, but she would, 
elaborate no further. As stated, before, the observer played, 
a supportive role only’.

Patient-Sibling Relationship

The Patient's Sister. The observer encountered this 
young lady on only one occasion in which she played the role 
of hostess for her parents during a visit of the observer to, 
the home. She spoke little during the visit and her mother 
related, later that the girl had never learned the sign 
language and was therefore unable to communicate with her 
brother. However, the mother said that her daughter was 
always kind to the patient and. would, help him in any way 
that she could.. Other than for the social amenities, the 
girl never really entered: into a conversation with the 
observer and. gave no opportunity to the observer to 
evaluate her reactions to her brother's illness. The sister 
was away at a resident facility during most of the study.
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Patient-Teacher Relationships

The Patient's Teachers„ The patient had four female 
teachers who impressed, the observer as being highly dedi
cated. women, and. competent in presenting class material to 
the students. Following a class session in sign language 
the students would, be quizzed, on the content to determine 
their grasp on the subject presented., and. would, write their 
answers to the questions. The teachers were most helpful to 
the observer when she administered, the sociograms. However, 
it appeared, to the observer that the teachers were not 
always aware of the patient's low fatigue threshold. When 
it was suggested, by the observer that the patient attend 
only three of his four class periods in order to afford him 
time to study, the recommendation was acted, upon immediately. 
This extra study period enabled, the family to spend, more time 
in socializing with the patient at home.

The Observer's Work With, the Teachers. A relation
ship was established by asking the teachers for help in 
communicating with the patient. She was able to suggest a 
lighter class load, for the patient assuming that more rest 
would, produce better performance from him. They coopera
tively planned, an individual program for him. They also 
assisted, the observer in administering the sociograms.
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The Patient's Tutor. Of particular interest in 

this study was the personal contribution of a tutor in sign 
language who spent approximately one-and-a-half hours weekly 
teaching the patient communications skills through the 
manual alphabet and sign language. Because of his intimate 
knowledge of the problems of deafness, arising from his own 
experience after losing his hearing at the age of six, this 
person was well equipped, to help the parents understand their 
son's deficit as well as create an atmosphere of trust and 
acceptance for■the. youth. This gentleman was a generous, 
fun-loving Lebanese who received, much pleasure in teaching 
the patient sign language. He began instructing the patient 
about two months after the study was begun. He established, 
a rapport with the patient that enabled, him to offer 
assistance to the patient when misunderstandings at home 
or school threatened, his emotional equilibrium. He told the 
patient that he too had. been deaf from childhood and could, 
therefore understand the problems the patient was having.
This information served, to strengthen the bonds between the 
two. Illustrative of the patient's secure relationship with 
the tutor was during the first class session following 
Christmas vacation when the patient received, a bankbook from 
his parents and was told, that his money was in safekeeping. 
Their efforts to explain the wisdom of a savings account 
proved, fruitless and the patient brought his bankbook to 
class to tell the tutor that his parents had. taken his
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savings away and replaced them with the little book.
Following a lengthy explanation, the tutor was able to 
satisfy the patient as well as enhance his ego regarding a 
bank account.

Patient-Health Team Relationships

University Rehabilitation Center. The University of 
Arizona Rehabilitation Center offered comprehensive rehabili
tation services for persons of all ages. The patient 
received physical therapy and occupational therapy in this 
setting during two months of the study. He related well 
with the therapists and evidenced some progress while 
attending sessions.

Rehabilitation in a Local Hospital. The rehabilita
tion program was relatively new when the patient was 
transferred from the university setting, and was under the 
direction of a qualified physiatrist. Physical therapy, 
occupational therapy, and speech therapy were offered to 
those patients whose physicians supported the program. The 
patient was in this department for three months and had some 
difficulty in adjusting to new personnel and environment.
His greatest difficulty was with the occupational therapist 
who was unable to relate to the patient through sign 
language. One month prior to the close of the study a 
smooth transfer was made from the hospital occupational
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therapist to an occupational tutor. This arrangement seemed 
satisfactory to the patient, his family, and the tutor.

The Occupational Therapist. This woman had been 
well educated, for the position she held., and. she performed 
well with patients who exhibited, physical disabilities, but 
who had. not been deprived" of the modality of hearing. She 
found, it very difficult to communicate with the patient and 
felt unable to learn the sign language. Her relationship 
with,the patient was short-lived.. However, she was helpful 
in explaining to the parents that the patient had. special 
needs that she did. not feel qualified, to handle-, and. was 
assistive in transferring the patient to another therapy 
setting.

The Observer and the Occupational Therapist. The 
researcher took a passive role in the occupational thera
pist's reaction to the patient's inability to communicate 
with her. It seemed, feasible for her to be an interested, 
listener, and when the therapist recommended that the 
patient be dropped, from her case load., the researcher was 
able to find someone to meet this important need..

The Patient in Physical Therapy. The patient 
fluctuated, between progression and. regression in his 
acquisition of motor skills. Some days he mastered, the 
parallel bars with less effort than usual. At other times



he demonstrated lassitude and inattention to the instruc
tions given by the therapist. The investigator observed, 
that he gave evidence of greater security when the therapist 
was a man. This was attributed, to his fear of falling or 
being too much of a burden for the female therapists. His 
regression was attributed, to his low fatigue threshold or an 
emotional upset prior to coming to therapy. During one of 
his regressions the investigator asked, his mother if she had. 
any ideas as to why he was performing poorly. She stated, 
that she had, to awaken him from a nap to bring him to 
therapy, and. that his slow responses in getting ready had. 
made her tense and. irritable with him. The nursing inter
vention was based, on helping the mother accept her feelings 
of irritation, and. demonstrating nonverbal acceptance and. 
understanding of her feelings. Through comments by the 
observer, the mother was encouraged, to talk about her 
* feelings but her own choice of timing was accepted, by the 
observer.

Arizona State School for the Deaf and Blind. This 
institution provided, a public school education, grades one 
through high school for children with defective hearing or 
vision. Special instruction was provided, in speech, lip- 
reading, and. language development. For the visual handi
capped. , classes in Braille reading and. writing, cane use, 
and. travel were provided.. High school vocational courses,
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a full athletic, social, and recreational program for 
students were also offered. Prior to beginning the study a 
conference was held with the superintendent, principal, and 
board members to acquaint them with the purpose of the 
study, and to seek approval for observing the patient during 
class hours. The teachers agreed to cooperate and to make 
minimal alterations in their typical classroom program when 
the sociograms were administered.

Patient-Peer Relationships

The Patient's Classmates. The students were all 
deaf, and. in addition, two of them had, vision defects, but 
were not blind. As a group they accepted, the patient in the 
role of a handicapped, person rather than as a fellow class
mate. The investigator attributed, this behavior to the fact 
that the patient was socially isolated, from them because of 
his confinement to a wheelchair, whereas they, although deaf 
could, indulge in physical activities. The two students who 
suffered, visual defects were brother and sister and. they 
would, take turns wheeling the patient from one class to 
another, and. otherwise assuming a certain responsibility for 
the patient having the correct materials needed, for a 
specific class. The patient felt very close to this boy 
and. girl and. made a point of sitting next to them whenever 
he could..
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Patient-Observer Relationships

The Patient's Reaction to Observer. The patient 
demonstrated his pride in having the investigator accompany 
him to class. He made a point of signing to the other 
students that she was in the class "just for hinu " This 
information was followed, rby a broad, smile from him as he 
surveyed the reaction of the class to his statement. He 
seemed, to have established, a healthy rapport with her, and. 
his physical therapist stated, that on the days that the 
investigator was present during the therapy, the patient 
performed, much better. One evening when the investigator 
made a home visit, the patient's mother stated, that her 
son insisted, on waiting for dessert until her arrival so 
that the family, could, enjoy having the investigator share 
dessert with them. These instances suggest that the 
investigator influenced, the patient's motivation.

The Patient's Progress

The Patient at the Start of the Study
In regard, to aids to daily living, the patient was 

-unable to tie his shoes, exhibited, sluggish hand movements 
when trying to sign and. manifested, a short span of atten
tion. At school he would, sit in his wheelchair, shy and. 
withdrawn, with his head, bowed, and rarely looked, at the 
teacher or his classmates unless he was nudged, to do so by



60
the researcher who sat next to him during the class session. 
He exhibited, intentional tremors „ On ambulation and. stand
ing his knees would, buckle and. give out. His ambulation 
with parallel bars presented, the same athetoid. movements of 
the superior and. inferior limbs; he also displayed a 
bilateral horizontal nystagmus. He had. some problem with 
depth perception. At this time it was considered, advisable 
to combine the efforts of physical therapy, occupational 
therapy, speech therapy, and the assistance of the social 
worker. -

The Patient After One Month
He seemed, pleased, and proud, whenever the researcher 

arrived, at school. Otherwise there was little change in his 
social behavior. His greatest improvement was noted, in 
physical therapy. The therapist attributed, this to his 
desire to show off for the researcher especially when he 
used, the parallel bars. He now seemed, more comfortable with 
the researcher and. rather took her presence for grantdd.

The Patient After Two Months
He showed, more socialization during his sign language 

class with the male tutor, and. became very expressive in 
relating the details of his day at school or the previous 
evening at home. However, at school he was still socially 
passive. He made considerable improvement in typing, using 
a typing stick and. low table. He was able to print large
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letters legibly on the blackboard. On paper he had more 
difficulty and although he could form individual letters, 
attempts to print words were illegible. He continued to be 
dependent in toilet and tub transfer and oral hygiene. He 
could feed himself sitting at a low table and using a spoon 
with a built up handle. In feeding himself it should be 
emphasized that he managed sticky foods fairly well at home 
but often needed to be encouraged to perform this activity 
in the clinical setting. For some unknown reason he refused 
to drink from an adapted cup. He showed improvement in gross 
coordination for reach, grasp, and release. He continued to 
demonstrate considerable involuntary movement in his fingers 
which was his greatest handicap. He used both right and. 
left hands in activities with no consistent preference for 
either although he was dominantly left hand.ed,. Given a 
reasonable length of time he could, button and unbutton his 
clothes using a special button hook.

The Patient at the Close of the Study
The patient presented, a picture of emotional 

stability not apparent at the beginning of the study. Gross 
motor coordination showed, marked, improvement in terms of 
general muscle strengthening. Both upper extremities were 
functioning on a fairly good, level with the exception of his 
wrist extensors and hand, musculature. His major problem 
continued, to be that of coordination of both upper '
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extremities. He was now able to manipulate his wheelchair 
independently, throw bean bags into a basket, catch a 
basketball and throw it back fairly well while in a kneeling 
position on a mat. However, assistance was required, to help 
him maintain his balance in this position. His lower 
extremities still displayed coordination involvement which 
was more noticeable on the parallel bars. His trunk was 
still weak and he tended to bend, forward. He could, 
straighten up, but the effort caused, his knees to buckle.
His gait remained, slow and. ataxic and. he required, moderate 
support. One trial of the Minnesota Rate of Manipulation 
revealed, more marked, involvement of gross coordination in 
the left upper extremities.

Coordination of Care

The Health Team
Through an explanation of her role as participant- 

observer, the investigator shared, with the team the insights 
she gained, about the patient and.his parents. At the same 
time she asked, for their assistance in understanding the 
unique contribution they were making toward the patient’s 
recovery. It was believed, that this mutual sharing resulted, 
in less, fragmentation of the services that were delivered, to 
the patient and helped, him toward, his social reintegration.



The Patient's Family
The investigator.was successful in establishing a 

climate of trust and acceptance that enabled, the family to 
verbalize their frustrations and view the patient's condi
tion in the light of his future. This was probably best 
accomplished by reinforcing their life style and supporting 
them in their decisions concerning the patient. One such 
decision was to change physical therapists to provide more 
male contact for him. This proved, to be a wise choice by 
them as the patient responded more positively to the male 
influence. It was a difficult decision for them as the 
patient's usual response to change was physiological in 
which he would, lose two days of school or therapy due to 
vomiting. The major nursing intervention with the family 
was- supportive, listening with appreciation and. under
standing of the problems with which they were confronted. 
This supportive intervention entailed, a knowledge of the 
goals and. plan of care for their son as established, by the 
rehabilitation team. It also entailed, a study of the 
parents as persons. Such observational data were necessary 
to learn their mode of dealing with stressors and. the 
problems precipitated, by them. It was need.ed. in planning 
with them ways in which they could, most effectively use 
their strengths. The investigator believed, they should, know 
that their feelings were perceived, and. respected, so that
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they could, deal more comfortably with their distressing 
emotions„

Implementation of the above elements of intervention 
helped, the parents to learn that nurses are interested, 
caring persons as well as serve as a means of establishing 
relationships through which support could, be given.

■ .

The Patient
The investigator saw the possibility of resocializ- 

ing the patient through selected, sensory stimuli and. 
increased, communications skills. To realize the latter, she 
attended, sign language classes with the patient and. his 
mother one-and.-a-half hours a week. Tactile or propriocep
tive stimulation was utilized, in the classroom to gain his 
attention to what the teacher was signing. It was also used, 
to initiate a movement to reach, grasp, or turn. A gentle 
touch to the patient1 s arm was often all that was needed! to 
stimulate him to act. Multiple sensory stimulation was 
effected; by changing the scenery such as a picnic to a nearby 
ranch, and. meeting other people in new and different places. 
Games were developed, to promote eye-hand, coordination, 
foreground, and. background, spatial relationships. Magnetic 
checkers were useful in this instance. These varieties of 
stimuli were employed, as a means to supplement the patient's 
auditory loss and eventually promote his resocialization. 
However, before any type of resocialization could, be
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considered, it was important that the patient accept the 
investigator as a helping person. This was accomplished, by 
offering praise for even the slightest improvement, thus 
reinforcing the patient's desire to achieve. Poor per
formance was corrected. by re-demonstration without conveying 
d.isappointment in his inability to succeed. Long term goals 
were primarily resocialization of the patient with his peer 
group. Another long term goal was to help the patient 
adapt to the reality of ending ah interpersonal experience. 
Recognition of the necessity to prepare the patient for 
termination of a relationship does not imply a lack of 
feeling by the caring person with the dynamics involved, in 
the process. It is hoped, that both parties would, perceive 
the completion of the relationship as evidence of growth. 
However, when the patient is an adolescent this degree of 
maturity may be unrealistic and. thereby afford, a greater 
challenge to the caring person. When the caring person is 
a professional nurse and the patient a physically handi
capped youth, her goal-directed intervention is to develop 
in the patient a realistic self-awareness and a belief in 
his own intrinsic worth which would., enable him to relate to 
others and be more willing to involve himself with others in 
the future. ,

Of particular interest in this study was the 
personal contribution of a tutor in sigh language who spent 
approximately one-and-a-half hours weekly teaching the
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patient communications skills through the manual alphabet 
and sign language. Because of his intimate knowledge of 
the problems of deafness, arising from his own experience 
after losing his hearing at the age of six, this person was 
well equipped to help the parents understand their son's 
deficit as well as create an atmosphere of trust and 
acceptance for the youth.

The observations of this patient in a variety of 
settings was an enriching experience for the nurse 
researcher and did contribute to some degree to the 
resocialization of a deaf and physically handicapped youth. .



CHAPTER 5

DISCUSSION OF THE FINDINGS '

The present study was designed to learn whether a 
professional nurse could ‘positively affect the resocializa
tion of an acoustically deprived and physically handicapped, 
person. The assumptions were:

1. The communication patterns that a person uses are 
largely a product of his past experiences; such 
patterns can be modified, by the integration of new 
sensory input from his environment.

2. Either positive (constructive) or negative (destruc
tive) outcomes can result from the cyclic relation
ship among integration of selected sensory input, 
learning or relearning of motor skills, and changes 
in intersocial behavior.

3. Because of the patient's numerous physical dys
functions , a great cooperative effort on the part 
of the total rehabilitation team is required to 
bring the patient to an awareness of his innate 
worth and possible latent talents.

4. Such an awareness of self may promote a natural 
human desire within the patient for a reciprocal

• sharing in his social milieu.
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The results of this particular study demonstrated, 

that improvement in the patient's intersocial behavior was 
concommitant with his acquisition of motor skills. It was 
felt that his physiological and. psychological response was a 
reflection of meaningful sensory stimuli. Dubos (1969) 
stated, that "recent experiments have established, in fact 
that a constant bombardment of stimuli is required, for 
successful development and. function. "

The initial motor skills evaluation scale suggested, 
that the patient was unable to accomplish some skills and. 
could, accomplish other skills only with the aid, of another 
person. These skills ranged, from dressing activities, 
manipulative skills, eating, hygiene, and. locomotion to 
communications skills. At the close of the study improve
ment to some degree was noted, in each of the categories just 
mentioned.

It was important in teaching motor skills to the 
patient that they be related, to meaningful and. significant 
experiences for him. A relaxed and. non-judgmental attitude 
toward, his failures helped, to minimize his insecurity in 
attempting a skill. Setting realistic expectations also 
influenced, the way he. responded, to situations.

Two sociometric tests were administered to the group 
of students who shared, the same class with the patient. The 
focus in each of the following responses was primarily on 
the ■ patient; therefore, preferences and. rejections of his
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peer group will be discussed only insofar as they bear a 
relationship to him. Five questions were asked of the 
students that entailed their individual preferences. Pupil 
responses on the first test included the following: (1)
Name the two people in this class you would, most like to sit 
next to you. The patient chose two classmates who were 
brother and sister and who had taken on the responsibility 
to see that he was in the proper classroom and had the need.ed. 
materials. It seemed natural that they would, be his choice. 
Interestingly, the boy did. not choose the patient, and his 
sister was absent the day of the test. In fact none of the 
students related, to the patient in regard, to this question.

In the second, question, name the person in this 
class you would most like to play with, the patient’s 
response was: "My father told, me to play alone. 11 Perhaps
the patient’s father thought it best for the boy not to 
create competition that he would be unable to meet. This
was merely a conjecture on. the part of the observer. Again
none of the students related, to the patient.

The third, question: Who in this class is your best 
friend? The patient did not answer the question, and it 
was suggested, that he was a social isolate. The students 
for the third, time did. not relate to the patient.

Question four: If you were able to help anyone in
this class who would, it be? The patient again made no
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response nor did the students choose him as the recipient 
of their help.

In the fifth question: If there was a fire in this 
classroom whom would you try to help out first?, the 
patient's preference was to help his teacher. His peer 
group again rejected him as their choice.

Myerson (1966) quoted earlier believed, that if a 
person lacked a necessary tool to operate in his culture and. 
if the person, knew that he lacked it, others could, perceive 
his lack and. devaluate him for it.

At the start of the study, the patient manifested, a 
poor self-concept by his posture. He would, rarely look up 
or around him in the classroom. His inability to reach out 
and. show an interest in his classmates created a barrier for 
them that could only be removed by him. The observer thought 
that the patient's self-concept would improve if he could 
master certain motor skills. A concerted effort of the total 
health team in conjunction with the patient's teachers pro
vided. a program that would conserve his energy and offer 
selected sensory stimuli that would ultimately aid his 
resocialization.

Based upon the theoretical framework, an individual's 
adaptive processes are contingent upon his ability to receive 
and transform stimuli and. then organize and interpret the 
information.
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Since deafness placed, limitations upon the patient’s

receptivity to all stimuli, it was important that the health
team, teachers and. riurse-observer select meaningful stimuli

*
for him and. emphasize quality rather than quantity of 
activities learned.

According to Redman (1968) the degree of adaptation 
which occurs will vary with the individual's self-concept 
before illness, the severity of his illness, and. the change 
in living patterns it necessitated, for him, as well as the 
meaning that enforced, limitations have for the patient and. 
those close to him. 1

The plotted, data from the sociograms also revealed, 
positive gains. The same questions as those of the first 
test were administered, to the same group of stud.ents. The 
results yielded, the following information: Question one, 
name the two people in the class you would, most like to sit 
next to you, indicated, the patient's preference for the same 
two students as on the first questionnaire. There was no 
reciprocation noted., nor did any.other student relate to 
him.

In question two, name the person in this class you 
would, most like to play with, the patient related, to a 
different student, but again no response from his peer group 
to him was noted..
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The third question, who in this class is your best 

friend., suggested, some social growth in the patient, but 
with no peer group reciprocation.

These first three questions related, to social factors 
and it was thought that due to his confinement to a wheel
chair the patient was physically isolated, from his peer 
group and. they may have found, it difficult to see him in a 
social context.

In question four, if you were able to help anyone in 
this class who would, it be, the patient chose one of the 
students. The patient's answer suggested, changing self- 
concept as one of ability to assist others. This type of 
reaching out to others implied, a desire to commit himself to 
meet the needs of a fellow human being, and. indicated, a 
security not previously exhibited, by him. . -

Question five, if there was a fire in this classroom 
who would you help out first, represented, the patient's 
preference for a student, whereas in the first questionnaire 
he chose his teacher as the person he would, help. In the 
last questionnaire the patient showed, a consistency toward, 
relating to his peer group. In this last question two of 
the students indicated, that they would, help the patient in 
an emergency situation.

From this study it was concluded, that a professional 
nurse could, affect resocialization positively in a d.eaf,



handicapped person by supporting the acquisition of motor 
skills.



CHAPTER 6

CONCLUSIONS

The purpose of this descriptive study was to learn 
whether a professional nurse could enhance the socialization 
of an acoustically deprived and physically handicapped 
person. It was also the concern of this study to provide 
selected sensory stimulation to intact sense modalities as 
a means of enabling the patient to integrate the stimulation 
input.

The study was conducted, in the home, school, uni
versity rehabilitation setting, and a general hospital.

Two instruments used, in the .study were a motor 
skills evaluation scale based, on McDowell's Functional Dis
ability Scale and, a sociogram to ascertain acceptances and 
rejections of the patient and his peer group. The patient's 
responses to the sociometric questionnaire (see Appendix A) 
were compared with his progress on the motor skills scale.

In addition anecdotal data relating to the patient's 
interactions with others were collected by the nurse 
researcher who acted, as participant observer.

Can experiences offering selected sensory input and 
increased communication, provided, by the professional nurse 
promote a resocialization of an acoustically deprived.; and

74
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physically handicapped patient? The investigator concluded 
that the patient's communication patterns, a product of his 
past experiences, can be modified by his integration of new 
sensory input from his environments However, the cyclic 
relationship of this integrated, sensory input in conjunction 
with his stored, experiences can result in either positive or 
negative outcomes„ To bring about a positive consequence 
which would, create in the patient an awareness of his innate 
worth and. possible latent talents requires the concerted, 
effort of his parents, teachers, and the total health team. 
This positive experience of self-awareness can promote 
within him a natural human desire for a reciprocal sharing 
in his social milieu.

An integrated, and systematic approach to bind, 
together the efforts of those disciplines involved, in the 
care of the handicapped will make goals for.a long range 
program most effective.

Re co mmendations 
On the basis of the findings of this study, it seems 

reasonable to recommend, that:
1. A longitudinal study of this patient be considered, 

in view of his progress over a span of six months.
2. More instruments capable of measuring motor skills 

in the handicapped, be developed..
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3. Norms relating to dominance patterns among the 

handicapped, be established„
4, Investigations into the assumption that deaf 

children thrive best when isolated, in schools with 
others like themselves„

L



APPENDIX A

SOCIOMETRIC QUESTIONNAIRE

Name______________________ ________ _
' Age    •

/ Date_____________ .
Name the two people in this class you would most like to 
sit next to you.

Name the person in this class you would most like to 
play with.

Who is this class is your best friend?

If you were able to help anyone in this class who would 
it be? '.

If there was a fire in this classroom who would you try 
to help out first?



APPENDIX B

MOTOR SKILLS SCALE BASED ON McDOWELL«S FUNCTIONAL
DISABILITY SCALE

* Weighted.
Activity Value*

Dressing Activities
Put on and Remove

Shirt---------- '----    —
Trousers  ---------- ■--------
Shoes------- ------------------------

Manipulation -
Buttons-------------------------  —
Zippers---------- ------- ---------------
Tie shoes  ------------ — :---- -------

Eating
Eat with a spoon--:-- ------------------
Drink from a glass— -.--;—  ---------  —

Hygiene
Comb , brush hair—  ---------------------
Brush teeth---------     — ;-----.—
Take a bath-------------------------- -—
Use toilet-------------------- ---------
Clip nails on hands and. feet----------

Transfer and. Locomotion
Lower self into chair—  --------------
Get up from chair----------------------
Adequate sitting balance---------- ---
To and, from bed—  -----;----------------
In and. out of car----------------------
Remove and. replace wheelchair armrest
Manipulate wheelchair  -----------r--

Hand. Activities
Turn knob  --------- ------------------
Obtain coins, bills from billfold----

Communications
Sign language with clarity-----------
Read, written material—  ---— <--------

78
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Write or print name and. address 
Fold, letter, place in envelope- 
Hold. book--------  — -----

*Weighted. values : 4:— Cannot be accomplished * 3—  Can 
be accomplished, with human aid; 2— Can be accomplished, with 
adaptations of environment or special aids; 1-— Can be 
accomplished, in the normal way with difficulty; 0— Can be 
accomplished, with no difficulty„
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