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Chapter 1
Introduction

Statement of the Problem

Recently, there has been a growing concern about individueal-
ized narsing care of hogpitalized patients, from both inside gnd
outeide of the nursing profession. The studies done by Minkley and
Allekian demonstrate nuraing attempte to understand patient behavior.
The Joint Commissivn for Accreditation of Hospitals, from an outaide
perspective, requires individumlized nureing care plana bhefere an
inatituticn is accredi£ed. The development of care plena by the
mursing etaff, then, bas a high priority among mfriad nursing
responaibilities. From a third perspective, Ginsberg (1972) haa
pointed out that consumers are alsc concerned ahout the depersonal-
ization that often ocecursg with hogpitalization, Thia author cites
the growth of patient advocacy programs in hespitals across the
country ags demongtirating 8 need for closer study of the hospitalization
pProcess.,

Patient behaviors have been studied by individuals in many
dieciplines, .In the field of peyvehology, "behavioral mapping" has
been recorded by Proshansky (1972) in a mental institution, where,
in a certain setting, different patients engapged in similar behaviors
at differing time periuﬁﬂ. Annther exemple iag the schizophrenic
behavior etudies done by Howard and Evans (1973) where a hatrack

was used to simulate a human figure. Wwhen schlzophrenics were compared



to the "normal" group, they were found to have larger areas of comfort
in respect to how close the batrack was placed to them, All health
care workers can benefit frem the results of these interdipciplinary
studies, but especially nurses whose primary concern is patient
behavior,

A particularly useful concept was first deascribed by Erving
Goffman (1963}, a sociologist, whe observed that e pereson will give
cluea to what he is thinking by the placement of hia body in his
environment, Ile called this type of communication "embudied com-
runication" and inecluded such aspects as the person's body position,
his facial expression, and the distance he puts ketween himself and
the person he is relating to. This nonverbal communication hae also
been called "body langusge,” a concept nurses find uecful in deter-
mining huw a patient might feel,

Hobert Sommer, an envirommental pesychologist, bas conducted
gtudies illustrating how people extend themgelves out into their
environment {1969). An example of this idea is provided by the
gituation where the situdent spreads out hig books over a table in
the library, essentinlly establishing that he has claimed it as his
territory. Sommer calls this "self-extension," stating that it
is a useful means of self-expression, in that the individual can
use his "personal space” to control his environment, "lPersonal
space” is defined by Sommer as an emotionally charged zone around
ench person which may be drawn like a soapbubble, and which functions

as a spacing device to keep people appropriately away from each



other in the physical environment (1969), Edward Hall (1969) has
also studied the use of persconal space, which he labels "distancing
behaviers," Jle found that these behaviors are often normative and
culture=bound, The wide variations of the exp;nnsion of these he-
havieors according to age, sex, culture, and situalion has resulted
in differences in Pindings when previous studies were replicated
(Moward, 1973)., The explanation given for this problem is failure
to adhere to strict experimental methodology. Nonetheleas, the
study of persenal space by mursing clinicians is wital, not only as
a means to determine how a patient feels abont his current situation,
but alec warrante recognition ae a way patients express thelr individ-
wality.
leview of Literature

The term personal space did not become a subject heading in
the psyeheological abstracts vwntil 1973. Since that time an inter-
disciplinary interest in personal espace is evidenced by the increas-
ing mumbers of artiecles published in nureing, hoapital, psychology,
and sceial work journalas,

The origin of the concepi of personal space comes from the
study of territorial behaviore of both animals and man, A similarity
of function in the use of distancing behaviors to designate ownership
and couvey messages was noted by Ilall (1969), The complexity of
human distancing behavior cannot be explained solely on this basis
of genetic determiniem, some sociologists claim, DBDeck, llorovitz,

and Stea, for instance, have pointad te the concept of an inner



"gelf-extension," which accounts for individual differences in per=-
gonal space behaviora (eited in Tttleson, Rivlin, & Proshansky,
1970), This inward expansion of personal space territory reflects
the dreams, wishes, and fantasies of the persom and may be influenced
by his culture,

The comrmnicative aspect of personal apace behaviors was
firat used by such men as Weatin (1967) and lastalan (1970) to
ralate distancing behaviors 1o the concept of privacy. "Individuals
have needa for disclosure and companionship and group affiliation
+ « « the intimacy of family . . . and still at other times to be
totally alone , , . " (Pasgtalan, 1970, p. 97). Towever, it was
Proshansky (1970) who noted that the most important aspect of
privacy ia the freedom of choice about how to express it. He
explained that "to be left im privacy when one wanis coupanionship
is as bad as the inability to have privacy when ome wants it" (p. 197}.

The firgt atudies of privacy centered on defensive measures
peaple need to digeourage gncial engagements {Sommer, 1970), Next
evolved the components and functions of privacy as delineated by
Marshall (1970) and Proshansky {19?0}, Privacy was seen in its
varying states as necessary for personal autonomy, where the in-
dividual pulls in personal space houndaries to avoid manipulation
or domination by others; as a condition for emotional release,
where the person puts nside his role and finally, as a facilitator
of self-evaluation, where integration of oxperiences and plana of

action is allowed to happen.



Nurses have recopgnized recently the importance of the goncepts
of personal space and privacy te mursing practice, Carlson (1970)
includes an explanation of the functions of privacy in a text
called Behavieral Concepts in Nursing Intervention, Minkley (1968)
atudied the territorial hehaviora of patients in the recovery room
and found that their feelings of identity were closely tied to the
" areas they had marked off as "theira” within the hospital enviren-
ment, Closely related to this study is the research reported by
Allekian (1973) about intrusion of personal space necesaitated by
the hogpitalization process., OShe found that patients did not
reapond aa anﬁiuusly to intrusion of their body apace by treatments
as they did to violations of their territorial space, like eloseis
or nightetands,

{me of the most recent nmursing studies of privacy was dene
by Schuster {1975) who attempted to develop a conceptual model of
interpergonal distancing, applicable to the hospitalization ex-
perience, In this model the author placed privacy behaviers on
a contimum which coordinates with the perceived needs of the patient.
Schuster sees these behaviora as demonstrating the withdrawal/
retreat maneuvers of the patient at one end, and at the uther end
the bipolar behaviors to satisfy commmication/disclosure needs.
(See appendix for a partial copy of this model,) The withdrawal/
retrenat behaviore are specific examples of Marshall's twe general-
ized meana of geining privacy; the use of defensive measures, esuch

as the erection of barriars to vision and audition to discourage



aocial engagementa, and the contrvl of self-disclosure by "not
neighboring” or by placing cneself in anonymous situations (Marshall,
1972}, Marshall's conceptualization of privacy atiaioment in specific
bohavioral descriptions as propased by Schueter is helpful for those
doing research in this area.

Another finding of ihe Marshall study wae that persons witih
differing backgrounds have different privacy preferences. Spevif=
icaliy, then, the behaviora of ceritain individuals wonld fall more
frequently at one end of the Schusier continuum then at the other.
Studies show thai patients are quickly judged by how demanding
they are of staff time (Cropper, 1972}, The Mdifficult patient”
asks guestions or shows curiosity about his care and become "un=-
cnoperaﬁive" vhen expectaticns are not met, When Schuster's con—
timwn ia applied %o a apecific situation, it appears that behavicrs
on the withdrawal/retreat end of the scale are apparently preferred
by mursing personnel, An explanation given by Zderard (1968) for
such labeling ie concerned with the differing cultural backgrounds
of patient and rmurse, that is,"iwoe people coming from very diver-
gent cultural or suh-cultural backgrounds and/or divergent mocio=-
economic class groups may bave less chance for establishing pre-
valent relatedness than two people from more similar life situations"
(Zderard, 1968, p, 19). She defines relatedness as the mmtunally
shared experience of being together or in agreement so that a ther-

apeutic relationship can develop, When relatedness does not develop,



the patient may be secn an a problem patient.

Other nursing studies bave shown that patients whe become
"problem" or "difficult" patients are usually expressing their
anxiety about not being understoed (Mobinson, 1973 & Cropper,
1972). Either the patienis are not communicating their needs
clearly enuugh,.ur the nurses are not interpreding their commmne-
ications accurately., Cultural differences can account for some
communication difficulties, but consideration muat alac be given
to the posgibility that the ourse may be stereotyping behaviora
to needs that do not exist for the patient at that time, The
nurse may feel that in a specific situation withdrawal/retreat
behaviora are "good" and disclosure/conmunication behaviore are
"bad", especially if her own behavior preferences are located at
ithe "good" ead of the continmum, The purse's own preferences are
predominant instead of those of the patients,

Purpioae of the Study

The rumber of atudies done by nurses in the area of patient
privacy is limited. However, boih the Minkley and Allekian atudies
found an inereage in patients' anxiety levels when personal apace
preferences were not respected. How patients express their privacy
preferencea has not becn clearly defined., HMinkley noted that some
patienta hid under covers or faced the wall in erder to indicate
their need to he alone, The following quneationa arise cn further

study of privacy behaviors: how is the nurse to know if these



« thp notient who pvepaees Wi pall Light o 3ho giens ATl
15V biap aety _I‘:;, r'i":r.:‘.':.-i Ehiat Dis woag Tovy b e g
et Broing met, dhat he is getbive oo omush piiviery These are

impartant fssdes since the pavient caanst lee) Yhat he is heing
tveated as an individual unlessz his privacy/soclslization needs
are conzidered. Hecognition of arivecy preferences of both nurae
and patient might he the Pirst step in pinpeinting privacy or
gocinlization needs,

A atudy of the individual's privacy preferences can be dane
by ihe use of the 'rivacy Preference Scale, Thia scale classifiea
persons according to the following: those with high privacy
prelerences, those with moderate or meutral privacy preferences,
and these with low privacy preferences. It is hypotheasized that
observed behavior patterns of persons in the above deaipnated groups
will Tesult in coensistent belaviors that can be considered represent-
ative of those groups. For example, the high privaey preference
patient may need preparation or increased reasurrance when being
examined by several physiciana simulianecnsly, However, the low
privacy preference patient may respond hest to thia type of ex-
perience, feeling that the more people invelved, the better hia
care,

These assumptiong of high and low privacy preference hehaviors

described above need verification, One way to collaet data about



patient behaviors in various private and nonprivate situvations
would be to have staff record interactions with patienta, noting
both verbal and noonverbal communications of the patient, After
administration of the Privacy Preference Scale and evaluation
of staff-patient interactien forms, those behaviers which sppear
repetitively in patients in a specified group could be considered
representative of that group.

Nursing studies have shown that patients who are labeled
a8 difficult, demanding, or uncooperative are expressing an an-
xiety about not having needs met (Arracost, Turmer, Martin, &
Mott, 1974)., It seems reasomable to expect, then, that patients
with privacy or sociability preferences which differ from thope of
the norse may, as with other cultural variablee, cause the norse
frustration and consequent labeling aa difficult or uncooperative,
To teat this idea, a patient rating scale was used in the study.

In summary, the purpose of this descriptive study will be
to correlate privacy preferences to specific privacy behaviors,
A second interest of this study will be to test the hypothesis
that patients with privacy preferences which differ from these
of the mirse will be labeled by that nurse as difficult, demanding,
or irritable,
Definition of Terms

Privacy ié considered to be the ability to control the degree

to which people and institutions impinge on one's life, and to
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adjuet the level of privacy obtained to personal, uﬁnnging needs,
Privacy preferences are evaluated and scaled by the Privacy
YPreference Scale which rates an individunal'e privacy preferencos
on u continuvum from high to low for the purpose of comparison,
High privacy prefcrence scores in this study range from 188 to
280 points; moderate privacy preference scores range from 94 to
187; and low privacy preference scores range from 0 to 97.

Privacy disscnance is the egituvation in which the patient
ahowa a particular ascore on the Privacy Preference Scale and the
murse who is evaluating him shows a different score on the same
senle, For example, the patient is in the moderate range and the
purge ig in the high range,

Interactions refer to the verbal and nonverbal exchange
between patients and staff for the purpose of commmicating neede,
information, and giving or receiving medical treatments, Primary
focus in this stody is on the following types of interationa:
the initial infteraction where the staff and patient first intro-
duce themselves; the socisl interaction where staff and patient
meet informally; and the treatment ioteraction where the marse
intoracts with the patient for a particular purpose, euch as giving

medicines or to teach the patient aboul his condition,



Chapter I

Methodolopy
Settiing of th¢ Study !

The study was done at a swall commmnity hoepital with 93 beda.

The population served by the hogpital wag primarily rural. Tatients

in the atudy were located on both surgical and medical floors, and
at timea of high censua, on the obstetrics unit.
Subjects

The total sample size was 47 persoms, 30 of whom made up the
patient subjeet group, and 17 the nurse subject group,

The following criteria were used for selestion of the patient
groupt

1. pgeneral surgical patients

2, age range 2555 years

3. high school education

4, white Americanas.
The patienil group was selected from the surgery schedule, Those
patients who met the selection eriteria and who agreed to part-
icipate begame part of the patient subject group.

The following criteria vwere unsed for the selection aof the
murge esubject group: -

1. registered nurse

2, caring for patients in subject group at time of patients’

admission to the hoapital.
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Although 17 nmurses were oriented to the gtudy and given the first
questionaire, only 13 completed the final forms. Because four
of the pursges were not present at the time of admiseion of the
patient subjecta, they were dropped from the sample,

Upon suggestion of the administration, each physician was
approached for permiamsion to include his patients in the study.
A total of 30 physicians were contacted. Beeause one physician
refused permigsion, his patients were eliminated as posaible patient
aubjects,

Data Collection Instruments

The Privacy Preference S5Seale, devised to measure privacy
preferences by senpling statements mbout privacy in a variety of
situations, has 56 summative statements requiring one of the five
following ;lternative resgponaest strongly agree, agree, neutral,
disagree, and strongly disagree. A total Privacy Preference Scale
acore wad caleulated hy assigning mumbers from one to five to the
responees, with items sunmmed to eguate a high score with high

preference for privacy,

Marshall gives the validation procesa of the Privacy Preference
Seale in the article "Dimensions of Privacy Preferences" (1974),
It wag ahown that the relationship of Privacy Preference Scale
pecres Lo personality measpures and self-reported privacy-oriented
behavior is pignificant, The factor analysis of responses to the

Privacy Prelerence Scale produced seven major rotated factors;

12
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from the six that appeared in both rample groups, the following
subscales were constructed: Intimacy, Not Neighboring, Secluaiom,
Sclitude, Anonymity, and Reserve, "To test homogeneity of itemas
on the pubscalen, coefficient alpha . . . wae computed and yielded
reliability coefficients ranging from ,80 for Not Neighboriag

to .56 for Intimacy” (Marshall, 1974, p. 264},

Marshall statea that "the walidity for the Privacy Prefereﬁce
3cale is supported by its ability to differentiate between age and
pex groups, and by its personality scale and reporied behavior
correlates" (Marshall, 1974, p. 269). The Extraversion-Intro=-
version scale of the Myers-Brigge Type Indicator was significantly
related to Privacy Preference Scale total score "{r=.30, pe.0l;
high E~-I score indicates introversion), and to the Not Neighboring
(r=.22), Seclusion {r=.24}, and Reserve (r=,2%) subscales at the
+05 level. The Thinking-Feeling acale was also aignificantly
related to Privacy Preference Scale total score {r= =,25 p¢,01;
high score indicates feeling), as well as to Not Neighboring
{r= =.31, p<.01) and Beserve (r= -.22 pc.05)." (Marshall, 1974,
pP. 266}. In additien to these tests, the total score vermion of
the acale was correlated "with the four Affection and Inclusion
scalea of FIRO~B in the earlier study with universiiy students,
and correlations were generally larger (ra = =,.54, ~.44, =.h4,
=.49)" {Marshall, 19?&,' pP. 269),

The second instrument uaed, the Interaction Form, is a check-

ligt of patient behaviors whieh the nurge racorde during three
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interactions with the patient, These behavioras are based on
Schuster's "Hodel of Interpersonal Distancing Within the Hospital,”
(1975) a part of which can be rnuﬁd in Appendix A.

The last instrument, the Patient Rating Form, is a survey of
the attitudes of the murse toward a patient, The nurse is asked
to atate her perception of the patient on threo dimenaions: eco-
operative-uncooperative, undemanding-demanding, and pleasant-
irritable. The deacriptions can range from one to ten, with the
pogitive adjectives located at the low end of tho scale (1-%),
and the negative adjectives at the high end of the scale (5-10}.
Procedure

After the inveatigator explained the purpose of the research
and outlined the procedure, each nurse subject was given the Privacy
Preference Scale as Part One of the study. Vart Twe of the atudy
ineluded ecompletion of the Privacy Preference Scale hy patient
gubjects, Part Three consisted of mirse sobject completion of the
Interaction Form and Patient Eating Form. DBoth patient and muree
gubject groups were given an explonation of the numbering aystem
uvsed to insure confidentiality. Patients were rmumbered 1 to 31
congecutively upon their inclusion inte the patieni subject group.
All forms that they completed were then appropriately labgled by
mmber inatead of name, MNurse subjecta were similarly given pumbers,
37 to 55, which were then used on documents completed by that
nerae,

fnce the nmurse subjecta were oriented to the project, patients
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who fit the eriteria were approached, If he or she agreed to
complete the privacy questionaire, the Conment for Human Nesearch
Projeet form was completed and the investigator prﬂﬁenttd the
Privacy Preference Scale. Verbal instructions reinforced the
printed instructions, OUOne change was made in the marking of the
answers; that is, the numbers chosen by the patient were written
in the margin instend of on a separate sheet, as given in the in-
struoctions., Only twe patients who were approached did not agroe
to participate in the project.

Following the completion of the Privacy Preference Scale by
the patient, the nurse who was responsible for the patient at the
time of his admission was given the Patient Interaction Form and
the Patient Rating Form, and asked to return them within a day or
two., Two forms were mot returned, one Privacy I'reference Scale
from a nurse who left employment at the hospital and one met of

patient behavior and reting forms from a discharged patient.

Aoalysis of Data

The firet step of the analysis was the comparison of the
privacy preference group most frequently scored for the nurse
subjects to that privacy preference group most ofien scored for
the patient subjects. As it is contended that recognition of
these privacy preference groups is important, it woald be helpful
to know how the privacy preference gromps differ in terms of

behavior, The second step was the recording of the behaviores
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af individusls in each of the privecy preference catagories.
The behaviors were anslyzed by freguency counte. Those moat
frequsantly recorded for persons in g specific cstegory were
considered most representative of that natagnry.

Frequency counts smere used to determine whlch types of
interactiona, whether "match" or “diseonant? most often accom-
panles negetive patient sveluations. Finally, behaviors most
representative of negetive evaluations were plnpointed by
analyzing which behaviors were found most fraguently on the

negative rating forms.
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Chapter 111

Reanlty
Privacy Preference Scale

The scores of the Privacy Preference Scale for the nurase
pubject group fall into twe categuriea: those who scored in the
range of 94 to 187 points, that is, the wmoderate privaecy preference
group; and these in the range of 1828 to 230 pointa, or the bigh
privacy preference group. With a tetal of 17 ourse subjects
participating, six scored in the moderate privacy preferemce group
and eleven in the high privacy prefernnce group.

In the second part of the estudy, acores for the patient mubject
group were ohtained. These scores also fell ints either the
moderate or high privacy preference groups. Upon considering the
total group of 30 persons, 9 scored in the high privacy preference
group and 21 in the moderate privacy preference group, The patients
were alae considered hy sex., Of 15 women patients, b6 scored in
the high privacy preference group and 9 in the moderate preference
group, & ratio of 2 ¢ J high privacy preference to moderate privacy
preference, There were also 15 men patient subjects, 5 of whom
scored in the high privacy preference group and 12 in the moderate
privacy preference groupj this is a ratio of 1 : 4% high privacy
preference to moderate privacy preference. The distribution of

scores for nurses and patients is shown in the following two tables,



Table 1

Privacy Preference S5cores for Nurse Schjects

18

Scores

Kurge Number Migh Privacy Moderate Privacy
(188-219) (94-187)

37 === - - - --ee-~-«-18%

1 TR £ 1

40 = = - - = - .- - mmmm--=175

41 - - - - - - - = = 189

4 e m - = - = == = 2]2

Al o= m s 392

bh = = - - = - = = = 193

45 = - = = = = = = =~ 200

A = = = = = w - ==17

A7 == == e w == =205

KB w Go a sl o m e e e 168

4 - % = = = = = =~ 195

50 = = = = = - = = = 199

51 = = = = = = - - I -

53w == mmm 191

b T I e I I 174

T = = - === == mmmem—== 140
Note — Nurses were numbered 37 - 55

Nurse /39's score was omitted as form not completed.

#52 form was misplaced, and nurse was given #53 form,

MNurse



Table 2

Trivacy 'reference Scores for Male and Female Patient Subjects

i3

‘atient Mumber High Vrivacy

Aenrns

Moderate rivacy

{1:8-219) {94-137)
femnle
I 201
Jmmmmm— - 199
b R 143
i 203
A T I e 167
b B e 17%
Mo & m memememem @ mumemsmem m 137
15 = m = = momom e o= 173
5 - - m m - - - - 190
20 = = = m = == D01
R 190
B o W e .o o= e ow = 100
L cmr e W R W T 166
OB ecas & w o - m . 17
Fl = - = m o mmw = e e - - - =« 135



Tahle 2 (Cont,)
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Patient Nuuber Iligh Privacy Moderate Privacy
(15-219) (9%-187)
Male
I - —-——--- 172
6 weosso - - mmmem = 170
Py e er e e 1453
Jum @ miwm e W S V 14
1 199
It = @ v === === e 179
17 = = = = = = = = = - .- - - 160
I em o wwo— o - ---e-- - 146
19 = = = = = = - - !
9] = === - = ==~ 218
D2 v e e mmmmm e e 18
0 v = @« e = - - 191
2 = = e = = m - - - o mmem——- 166
20 = - - - - - - mmmema- 172
M mmm e emmm=e mmem==—a= 175

Note - 'atients were numbered from 1=31, DPatient f10'a score . .

was omitted ag form not completed,

8 Subject was black female patient
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Interaction Form

The results of the Interaction Form, nsed to gollect information
about observed behaviors exhibited by patients in one privacy
preference category as compared to another, were analyzed next,
During this part of the study, patients were cbeerved in three
situations, so that a total picture of the patient could be ob-
tained. In Tables 3 and & that fellow this section, each behavior
aet "a" through "o" contains threes numbers; the numbers 1, 2, and
J designate which of the consecutive behaviors were checked for
each situation, (See Appendix D for the list of behaviors.} Aflter
the nursea checked which one of the 15 aeis of bipelar behaviors
they obeerved, these bohaviors were then compared, firat according
to privacy preference category, and seccondly, according to sex.

In 10 of the 15 seta of behaviors, one behavior most representative
of both high and mederate preference groups was also representative
of female and male bebaviors. An example of this is behavior set
"f" as can be seen in Tables 3 and %, where "1" was most frequently
recorded across all the categories, There were 5 sets of behaviors
that were split in the recordings, soc that no one behavior could
be called repregentative of a group, The splits were noted both
according to privecy preference and aeccording to sex, For example,
in behavior set "g" where patients were observed to either approach
the nurse to initiate conversation or not appreach the nurse, in

the male high privecy preference groups, initiating conversation



wos most representotive. In the female group, one-half initiated
conversation and one=half did not, However, in ihe moderate privacy
preference group, as seen in Table 4, more female patients pro-
portionately approached the nmurse than did male patients. Data

from the observed bhebaviors of "j" category indicate a sex dif-
ference in the high priveacy preference group, TPemales were ob-
served to interact "very mmech" with roommates, while the males

were gcen as interacting one<half “little" and ome-half "moderately”
with roommates, Obgervation of the moderate privacy preference
gronp in thia same behavior category showed one-half of the females
interacting "little" while the other one-half interacied "moderately.”
Males in the moderate privacy preference group were chaerved to
interact "moderately,”

Other behavioral differences noted were closing curtaine,
number of family visits, and making and receiving telephone calls.
Members of the high privacy preference gronp were observed to close
the curtaine more frequently than were those individusls in the
moderate privacy preference group, as can be seen under hehavior "b",
Females im the high privacy preference group had a "moderate"
nunber of family visits, bebavior "n", vhile male members had "few"
vipite most frequently recorded, Members in the mnderate privacy
preference group had a "moderate" amouni of family visits, Of the
members of the high privacy preference group who were obgerved to
make or receive telephone calls, "few" was recorded moet frequently

on their forms, The moderate privacy preference members were asplit
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in their telephone behaviors, behavicor "o": femalea received
and made a "modergte" amount of ecalles and males received and made
"few". |

The ratio, then, of total pame io total differing behaviors
in both preference groups ia 35 3 24 that ia, the data ahowed the
ten same behaviors for both privacy preference groups out of a
total of 15 bhehaviora, The female/male differences were five
instances of differing behaviora for hoth gex groupa, out of 15
gets of behavier, or a ratin of 1 ; 3, There is a wvariation in
the differing behavicrs, however., For example, there is congrence
aheut closing or opening curtaine, according to sex, bul there
iz a meparation in the category "discussed personal problems®
into either "moderately" or'mostly impersonal", as can be aseen in
behavicor "m", Temnles were ohserved to diescuss "moderately" per=
sopal problems mere freguently than males, Thia occurred in both
high and moderate privacy preference groups. The moderate privacy
group, whe bhave lower privacy preferences, ghow behaviers incone
siatent with their preferences when the sex facteor is not considered.
Conageguently, it does not appear valid te describe a group according
te privacy proference alone, Female mederate privacy preferenca
group membere make "moderate' amcunts of phone calls in the hospitald
male members make "few" phone calls, Female membera of the high
privacy preference group have a "moederate" number of family visiig;

male members of the group have "few".
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In conclusion, the most frequently observed behaviors for

both moderate and high privacy preference groups werve aa followae:
they tended to either open or leave open the docor to their room,
They watched the murase and showed interest in her activities rather
than attending to their activity, such ag reading a book or newa-
paper. They listened closely when the nurse speke to them, and
they asked questions. Moat patients did not feel that the room
was too crowded; they did not touch the nurse, Most uged the call
light little. Finally, the majority of the patients spent a mod-

erate amount of time alone,



Table 3

Summary of Behaviors From Interaction FTorms for

High Privacy Preference Scores '

Behaviora

Patient
Number a b ¢ d e £ g h i J kK 1 m n o
Fenale

2 202¢111b222 202 202 111 212 222 211 211 111 222 222 2 2

% 122 221 0208202 222 111 100 000 100 000 000 121 0324 1 1
a0 202 222 222 222 222 111 3111 222 222 000 222 222 111 2 1

1 222 111 000 232 222 111 202 020 222 333 111 122 111 2 1
14 222 111 000 222 222 111 202 022 222 333 111 122 222 2 1
2h 000 on0 000 000 200 100 100 200 00C 300 100 100 000 1 1
Male

15 000 o0 222 222 222 111 111 222 222 252 111 111 333 1 1
25 000 111 222 222 222 111 111 222 111 111 111 222 333 2

21 200 D23 209 392 222 111 2422 232 111 000 111 333 335 1 1

80 = not applicable from nurse's viewpoint

b] -~ indicates first answer marked in behavior sct

€2 -~ indicates second answer marked in behavior set
ﬂ}_ = indicates third answer marked in behavior set
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Swmmary of Behaviora from Interaction Forms for

Hoderate Privaey Prefercnce Scores
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Dehaviora
I'atioent
Famber & b e d e £ g h i § Kk 1 m n o
Temale
7 00 0040 2032 222 2233 111 222 223 312 OO 222 333 233 2
12 Q0 pon dapi Gop 939 111 1131 OO0 2273 00 353% 292 200 a g
15 229 ONQ 2EJ sgpaEa 117 B2D-peR 2ra Saf oog Ian how I D
11 000 000 222 111 021 121 222 202 2230 111 111 211 222 2 1
a6 223 121 282 201 Dax 912 287 ohs o3 000 111 922 333 30 2
31 112 112 202 202 222 117 111 111 222 111 11 2900 oo o
i 231 D00 223 202 D29 1311 11 429 290-H0h 11} 335090 2 1
27 223 223 2272 200 222 111 222 200 023 202 111 292 333 2 2
3 Q02 203 203 003 020 1711 111 229 229 000 111 222 3533 2 2
HMale
5 22 200 Dan ooo o 28d 11 111 222 101 nfe 111 113 202 1
6 ong pan 2a2 202 121 111 010 230 222 o000 331 Lue nn3 2 8
9 (02 0N2 107 222 090 011 i1 O01 011 000 11% 310 290 3 1
18 ane 111 a2z 2og 920 111 222 400 232 nan 3111 222 333 03 1
2k DRI Do oanpnac ] o8D gpd gnn. 8had 171 211533 ) 2
25 000 000 0No GN0 2040 G000 gno ann oon 100 100 ool 30 1
of 000 O 289 2322 202 000 0N 000 222 On0 111 111 333 2 1
g1 OG0 (0D DO 222 999 600 00N BOR 292 092 111 111 i piE S 1
16 SO -R2L 228 RIERENE-RLY 331 PERLREAIR] Llg gminan % B
09 111 131 P22z 212 112 11% 11% 2922 231 221 111 122 553 1 1
h s oG 000 222 203 gos 0P 201 997 o0g 190 111 399 375 2 D
10 0OG ON0 220 233 203 111 112 0060 222 000 111 222 223 3 3
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Patient Rating Form
The results of the Patient Rating Form were analyzed according

to type of narge-patient interaction firet, and then according

to nurse attitudes about a patient, The type of nurse-patient
interaction was signified by the scores on the Privacy Preference
Scale. The patients and nmrses who were in the same range of acores
were said to have a "match" type of interaction, Thuse interactiona
in which the nurse was in one privacy preference category and the
patient in another, were called the "dissonant" type.

As can be peen in Table 5 that follows, there were 30 nurse=
patient interactions; 15 turmed out to de "match” interactions and
15 "diseonant" interaclions. In reference to sex, in the "match"
group, there were 7 female patients involved and 2 male patients,
The "dissonant" group of interactions wae made up of 7 male members
and 8 female members. All the murees involved in the interactions
were females, and one nurse interacted with more than one patient,
in some cases, as can be noted in the table.

The forms were then analyzed according to ratings the murees
made about the patients with which she interacted. She was to mark
her ratinga on three continua called Cooperative=Incooperative,
Undemanding-Demanding, and Pleasant-=Irritable, Scores ranged at
the "poaitive" end if they scored from 1-4; they were seen as
"negative" if they ranged from 5-10., (See Appendix E for a sample

of the Patient Rating Form.)



Tuhle 6
Comparistn of Mateh and Diasonant Nurse-llatient Interactions

from 'atient lnting 1orm

P'atient<burae Funhers Positive fleaponaes Negative feanonses
{8coTes 1-5) L(Sl::vnlrtaazl 5-13)

Vissonant Interactions

oL fify 1 2

Tt 3 3 4]
19-53 5 3]
1735 a 1

G=h0 3 0

fialh 0 i

S ELE 2 1
15=40 3 0
8746 3 0
A 3 0
T1=n0 1 2
2650 1 2
0N-%3 3 !
1144 {1 3

2%-53 3



Tahle 5 {Cont,)

Paticnt-Hurse Numbersa [Positive Hesponses
(Seorea 1-3)

}It-[('

ative [leaponses
Scores 5-10)

Mateh Inferactions

1-5& 3
B=Ll) 3
25-55 3
=47 il
18=5Gh 3
Al 3
P 3
12=-h0} 1
15=-5% 3
1h-RH2 3
30~ 3
D0 =A K]
21-47 3
2%=h6 2
16-37 1

o o o o2

v R SER v R - =

| = = G v R . < R

8Tnteraction with black female patient

29
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-
In the final step, the number of positive and negative ratings

were annlyzed according to type of interaction, It was found that
within the group of "match" interactions, there were 4l positive
scores and & negative scores., For the "dissonant" intermctions,
there were 31 positive and 14 negative, This iz an inerease of
negative ratings found in the "dissonant" group of %} times over
that of the "matich group.

The scores for each contimmum are illustrated according to

type of interaction in Figures 1, 2, and 3 that follow.



Mumber of Interactions

& o~

- N A
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Comparison of the Matech and Dlisaonant Interactions
on Co=operative/Unco-operative

Continuvum

=r=eme=bateh Interactions

Dipaonant Inter=-

—————

' actionas

1 9 10

Co=operative = = « = = =« = = = = = = = = = =« Unco=-oparative

Figure 1 ~ Degree of Co-oparativeness



Nomber of Interactions

32

Comparigon of the Match and Digsonant Interactions

on Undemanding/Demanding Contimwum

9 ~=——=-Mateh Interactions
B Diggonant Inter-
actions
et S A T . T i e
Undemanding - - - .- - - e e === o- = « Demanding

Figore 2 = Degree of Demandingness
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Comparigon of the Match and Dissonant Interactions

on Pleasant/Irritable Contimuum

S— ~ww===Match Interactions

\ IMesonant Inter-

actions

Pleasant = = = = =« = = = = = « == = = = = = == = Irritable

Figare 3 = Degree of Pleasantness
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Chapter IV
Digemssion

The recognition of one's own privacy nreferences and those
of others, if they are seen ams bolh a ecultural and individual
variable, is important, Norses are concermed with Ginsberg {1972)
gbout persgenalizing patient eare. A bread understanding of how
cultural factors affect behavier weuld eeem to be a prerequisite
for accomplishing thias,

Marshall (1972) and Mall (1969} see privacy hehaviors, which
are alae called distancing behaviors, primarily as culture-bounnd.
In llall*s studies of erosp—culitural use of peraonal apace, he
found some notable differences, Children's aspace boundaries were
flexible and well tolerated by adults, whether large or small,
Luropean men used smeller spaces in their interactiona with other
men than women did with other women. Subsequently, according teo
Hall and Marshall, men had lower privacy preferencea, In this
study, Mershall'a I'rivacy Prefercnce Scale scores for the patient
group showed both male and female in the moderate category most
of the time., The difference in the ratio of the pfeference by
pex was rematrkable, The female ratio of preference for moderate
privacy to high privacy was 3 ¢ 23 for male, % 1 1, The nursea'
gcoresa showed a strong tendency aleoi almest 2 : 1 for high over
moderate privacy preference, This finding supporis Marshall'as
¢lgim that the Privecy Preference Scple is able to differentiate

between pubgroups within a eulture (Marshall, 1972}, and points to



the possibility that higher socioeconomic groups may have higher
privacy preferences, since the majority of the paiients had only
a high school education,

Hall alaso studied racinl variatious of interpersonal distancing.
Ile saw Blacks and Latin Amevicans as having smaller diptances for
interaction, In this study, a black female patient was given the
Privacy Preference Scale and found to score in the high preference
category. The nurse-patient interactions turned out to¢ he "wmateh"
and the nurse ratings positive. Although these are contrary to
Hall'a results, the small aize of this sample is aporeciated,

It has also been expressed by some authors like Zderard (1968)
that individuals who are too different in their cultural backgrounds
may not be able to relate in a therapentic manmmer, The resulting
frustration for the murse may be ventilated in a negativism toward
the patient.

In this study it was hypothesized that, when patient and nurse
differed at the level of privacy preferences, morc negative attitudes
would be expressed about that patient than positive. As has been
illustrated by the data, in this study one-half of the internctions
of the subject proup were "match" inferactions and one-half were
"digsopant" interactiona, The finding that twice as many nurace
as patients fell in a certain category would. seem to make the
peraaibility of dissonance greater, when it did in fact resalt in
an even aplit in the types of interactions, When the positive and

negative ratings in both "match" and "dissonant" interactiocns



were compared, it was found that there were almost3atimes as many
negative ratings in the "dissonant" group than in the "match"
group, The nurse rated the patient negatively by marking him
high on uncooperativeness, demandingness, and irritability.

A few current authors like Robinson (1973} and Cropper (1972)
take the position that patient behaviors that are passive and
accepting of treaiments or medicaticn without hesitation on the
patient's part are the typep of hehaviors purses prefer and re-
inforce., As was demonstrated in this study, no recurrent specific
bebkaviors were observed that were common to just negaltive ratings,
The nurses involved in "dissonant” interactions who made negative
ratings, did so for patients who used enll lights "little," who
initiated conversations, that ie, who appeared friendly, and who
in other ways scored hehaviorally like those whu received positive
ratings. Consequently, no group of behaviors can be said to be
irritating or uncooperative in the eyes of the nurseas in this study,

There were few behaviora recorded that differentiated the high
privacy preference group from the moderate privacy prefercnce group.
However, some generalizations about the high privacy preference
group can be made. They did not approach the murse as frequently
as the moderate privacy preference group to initiate conversation,
had fewer family visits, and made fewer phone e¢alls. Implications
for theee beginning descriptions of behavior might be that the
nurse should vateh for signs of sensory deprivation and/or feelings
of isolation as the patients act on their "matural™ inclinations

for gaining and maintaining privacy., On the other hand, those in



the moderate privacy preference group may need some inmsulation
WELDe
from the many family visits and phone calls they cohserved to have

A
while in the hospital. The need for privacy in order to evaluate
changes they are undergeing in body image may be greater at this
time than in other situations., A time to "got out of role" muat

be provided for these people who generally have less time for

privacy in their ordinary life style.

It was not substantiated in this study that certain preference

groups behave in specific ways. The small size of the sample is
recognized as a possible cause for this. Another explanation may
be that there is an accomodative ability of people to adjust to
vhalever privacy they can get, sc that experiences over time may

influence ourrent privacy preferences.

et

3
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Chapter ¥

Summary, Recommendations, and Conclusions

Swma ry
In Part Une of the study, the scores for the Privacy Preference

Scale showed variation for the three aubject groups. The nurees
were predominantly in the high privacy preference group, female
patients moat frequently in the moderate group, amd male patients
mostly in the moderate gromp. Theae results substantiate other
findings in the literature,

In Fart Twe of the study, the beliavioral survey of patients
by nurses, it was found that most members of both high privacy
preference groups and moderata privecy preference groups acted
similarly across the three interactions, These behaviors, then,
were judged as repressntative of both groups in the hospital
pituatiom, For those behaviors which differed per group, it was
found that the sex factor had to be considered for accurate inter-
pretation, HMen and women acted differently even though they had
the same privacy preference.

Part Three of the atudy considered the type of interaction
the npurse and patient were invelved in, that is, in terms of
privacy preference, One-bhalf of the 30 interactions showed con=-
groence of nurse and patient privacy preference, the other half,
dissonance., As hypotheeized, the "dissonani" interactions preduced
more negative ratings of patientsa by the nurses, and apecifically

in this study, there were almost %} times as many negative ratings



made by the "dissonant" grenmp than made by the congruent or "match™

Eroup.

HRecommendationsa

This study is descriptive and needa an experimental demign
for validation, Following are some recommendations,
1. Buch measures as gelting baseline data about how each muree
routinely rates patients would be helpful in elarifying whether
or not some nuraes frequently see patienta negatively, or if they
congsistently rate those who are in privaey preference groups other
than their own more negatively than others.
9. Jt would be helpful for mursee' behaviors to be chserved and
recorded for further information about how pergons in differing
privacy preference groups behave,
3« The patients could rate the purses on how they saw them inter-
acting; comparison of the ourseas' and patients' ratings would
provide data about nurse-patient communication skilla,
., Findings from scores on the Privacy Preference Scale conld be
shared with participants as a means of increasing aelf-knowledge.
5. Sorting out the variables of privacy preference development needa
to he done, One way to accomplish this might be longifudinal astudies
of privacy preferences and distancing behavieors of members of various
cultural groups. In this way, behavioral differences would he

visible initially and consequently ghould be easier to meapure,

Conclusions
The murse has the special task of assessing the patieant's



needs and acting on them, Enowledge of the patient's eultural
characteristics, one of which is his privacy preference, will
agsist the nurse to accurately identify what the patient really
necds,

Finally, the nurse may find that the expectations of the
role of "patient" may invalidate whatever preference the person
way usually express. It seems that the nurse is in & good position
to assist the patient to move from the roule behaviors to those

behaviora that demonstrate the peracn he really ia.



L1
NEFERENCES

Allekian, ©, I, Intruaion of territory and personal space;: an
anxiety-inducing factor for hespitalized persons. Nursing
Research, 1973, 22(3), 236-241.

Arracost, B,, Turner, F., Martin, M., & Hott, ¥, A group of

"problem" patients, American Journal of Nursing, 1974,

74(2), 289-292,

Beck, R, Spatial meaning and the properties of enviromment, In
H. Proshansky & M., Ittleson & L. Rivlin, (¥ds.), Environmental
Psychology -- man and his physical setting., New York: Holt,
Rinehart, and Winston, Ine,., 1972,

Brink, P, J, Critique of "Privacy and the hospitalization ex-

perience.," Commnicating Nursing lNesearch == Critical Iasues
in Assess to Data, 1975, 1, 174-181,

Calhoun, J. D. The role of space in animal sociology. In H.
Proshansky & M, Ittleson & L. Rivlin (Eds.}, Environmental

paychology == man and his physical setting, New York: Holt,
Rinehart, and Wington, Inc,, 1972.

Carleon, C. Behavioral concepts in nersing intervention., Phila-
delphia: J. B, Lippineott, 1970,

Cropper, C. F. The inability ioc eco-operate, the hallmark of the
peychogeriatrie ward, Nursing Timea, 1972, 5, 649-650,

Ginsberg, B. €. DPatients need privacy == and may sue if they
don't get it., Modern Hosptial, 1975, §, 110.



Goffman, LI, Dehavior in publie places —= noles en the social

organization of gotherings, New York: Free Preas, 1903,

Hall, E. The hidden dimension., New York: [oubleday and Co,. Ine.,

1969.

Howard, BR., & Evans, G. W. Dersonal space, [Iaychological Bulletin
1973, 80{%), 33h-344,

Marshall, N, Dimensions of privacy preferences. Multivariate
Behaviorial Research, 1974, 9, 255-272,

Marshall, N. DPrivacy and envirorment, Human Icelogy,1972, 1,
95-110.

Minkley, B. B, Space and space in patient care, JAmerican Journal

of Nursing, 1968, 63(3), 510-516,

Proshansky, M,, & Ittlesvn, M,, & Rivlin, L. (Bds,), Envirommental
psychology -- man and his physical setting, New York: FHolt,
Rinehart, and Winston, Ine,, 1972,

Robinson, L. The demanding patient. Nursing '73, 1, 20-24,

Sehuster, E. A, TPrivacy and the hospitalization experience.
Communicating Nursing Negearch -~ Critical Access to Data,
1975, 1, 155=171.

Smith, D. W. Patienthood and ite threat to privacy., JAmerican

Journal of Nursing, 1969, 69, 509-513,
Sommer, R. Personanl space =-- the behavio basis of ign, New

Jorsey; Prentice-Hall, 1969,

A2



43
Stea, D. Space, territory, and inwman movement., In H., Proshansky,

& M., Ittleson, & L, Wiviirn (Edas,), onmental psychology =—

man and his physical setiting, New York: Heolt, Rinehart,

and Winston, Inec., 1972,

Westin, A. Privacy and freedom, New York: Atheneum, 1972,

Eﬂﬂl"l[‘ﬂ. LI T.. & nﬂ‘lﬁhﬂl‘. H- G.. N‘WIUEIHE bi?ha?'iﬂrﬂ.]. QOH_EE}'J'LE

in_nursing, (Report of Regional Project in Teaching Psychiatric
Nursing) Atlantm, Georgia: Southern Regional Fducational

Bunrﬂ, 1%8‘



APPENDICES

LY



AFPENDIX A

Partial Model For Interpersonal Distancing
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Goal: Withdrawal/retreat Goal: Disclosure/commnication
Perceived needs Actions Actione Perceived needs
1, Being out 1. Clesing 1, Asking 1. Sharing

of aight door concerns

2, Reating 2, Drawing 2. Telling 2y Gaining or

curtain giving in-
formation
3+ Thinking 3. Leaving 3+ Listening 3. Allaying
room fear {with-
in self or
another)

4. Dathing 4, FErecting L, Watching 4, Gaining or
phyvaical giving assist-
harrier ange
(esgs, book
in frent of
face)

5. Dreseing 5« Adjusting 5« Monitoring 5. Gaining or

facial ex-
pression or

pesturs

giving reas=

surance



?.

8.

9.

Elimination

Grieving

Shutting
ont external
stinali
Excluding
sources of

threat

9.

Inattention 6. Adjusting

posture or
facial ex=
pression
Changing 7. Touching
subject of
conversation

Not answer~

ing

Not inguiring

47

6, Protecting
self or an-

other

Note - Goals, needs, and actions are from Schuster (1975)



APPENDIX B

Consent to Participate Forms



Consent for Iluman Hemearch I'roject

Ir agree
{(First Neme) {Middle Initial) (Last Xame)

to merve ag subject in the inveatigation named, DI'rivacy Dissonance
and the Hospitalized Patient, under the supervision of

« The investigation aims at finding how patients

obtain privacy in the boaspiial setting.

It is my understanding that T will be required to answer
questions to a peneil and paper test, The questione relate in
privacy preferences, The time required of me is abont ten to
fifteen minutes.

All information that I give will be handled confidentially.
My anonymity will be maintained on all documents, which will he
identified by means of corde numbera,

I may not receive any direet benefit from participating in
this study, but understand that my contribntion will help expand

the degree ¢f knovledge in regard to pationts' privacy preferences,

has offercd to answer any

questions I mipght have about the tasks required of me in this
study,
I underatand that I am free to withdraw from participation

in the investigation at any time without this decision otherviase



affecting my medical treatment,
I have read the above explanatien and agree 1o participate

ag & patient in the study described,

Signature

Witness

Date

50



AFPENDIX ©

Privaecy Preference Scalej Scoring Instructions

For Privacy Preference Scale
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A2

Preference Inventory

This gueetionnaire {s part of a stuly concerned with beliefs and
attitudes about interacting with other people. In some guestions
you may be asked about living situalions that you have not ex-
perienced. ['lease answer on the busis of how you think you would
react to the situations or choices described., Use the following
five categories to desoribe how you feel about the atatementa:
1. strongly diasgree
2., disagrec
%. neulrnl or don't know
be naygres
5. atrongly agree

Marik your answers on the special answer sheet; please do
not vrite on ihe test booklet, In warking your answere on the
answer aheet, malte sure that the nunber on the sheet is the sanme
as the nunber of the item in the test booklei, DBe sure to answer

every question, even if you mmst guesa,

1. 1 womld like to have a private retreat which ne one would
enter without asking me,

2, I dislike being completely alone, either in a house or in the
wilderneas,

Je¢ I womldn't mind living in a large city == at least everyone



Fa

Ts

9.

11,

11,

12,

wiuldn't know evervthing about you,

It is important to me to be able to be alone yhen I want

to be,

I wonld like to have acquaintances at work, al home, in cluba,
and se forth that don't lmow ench other bhecauvse cach growp
would smly know a part of me,

Ihere should be an arca in the house where the hushand and
wife can get away from the real of the family,

I dislike talkipng about personal mabters Lo s friend in a
crowled place where other people can overhear us,
Acquaintances often asl queations that I conesider Tude and
peraonal,

I aometimes want to get away from everyone for avhile, even
my ¢loge friemds,

I would not like to live in a amall imm hecause there is

too mich gossip about your private life,

Even.members nf a family need to get away from eaech other now
and Lthen,

I usually prefer to apend a free afternoon with one friend
rather than with several,

It woold amnoy me if a friend or family member berrowed some-
thing of mine without ashing lirat, even if I would lend it

freely if asled,

-53



14,

15.

16,

17,

18,

19,

21,

22,

23,

24,

I would like to live in a large city because neighboras and
acquaintances there would probably he less concerned about
my private life,

I uenally don't tell people I don't know very well peraonal
thinge about myself,

I occasionally enjoy getting away from the reat of the world
with an intimate friend,

There are times when I like to get away from people who know
me by getting lost in a crowd.

It ie important for a family te have time togeiher away from
friends or relntiv?u.

It is important to be able to confide in someone and know
that your confidence will be kept secret.

I am usually upset if other members of the family come into
my bedroom when the door is closed without asking.

There are times when I really want other people to leave me
alone and not intrude on my thoughts, even though we're in the
same room,

"A house ehould be so far away from a neighbor that only

by yelling at the top of one's lungs can one be heard,"

I want my frieads to feel that tley can drop in at my heuse
any time they like.

It is very relaxing to get away Ifrom oiher people with just
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27.

29,

0.

k2

32.

33.

T4

your family or gloge frieunds,

I would rather nol bave my elose friends living next door

to me,

It wouldn't hotlier me te he able to overhear the noises of
everyday living from neighhoring houses (footatepa, water
running, ete, ] .

AMthough I enjoy walking in the woods, I would rather not

ge glone,

I like to have someone Lo whom I ean tell everything about
myaelf, even my deepest and meat peracnal thoughts and Teelings.
It is important to me to live where I can do what I want to
williont hothering ether people.

If my living room window were within 20 feet of someone else's,
I wonld probably keep the curtains closed mnst of the time,
Althoungh I vocasionally enjoy talliing to my neighbora, I
don't like to pet very invelved with them,

I den't like to talk about perernal things with friends until
I have kmown them for a long time,

It usually annoye me te have people come to my home without
letting me know they are coming,

I would like to live in a neighborheod where people do things

together now and then.



334

36.

37

3d9.

3%

40,

41,

ha,

43.

55,

46,

56

I often like to ge to a secluded place to talk to an intimate
Eriend,

I often get loat in my thoughts and am not really aware of
what ia guing on around me,

If 1 were at home and didn't feel like being disturbed, I
probably wouldn't anewer the phone,

People shonld respect other's right to be individual and
different,

I would érefer a neighborhood where neighbors had a tendency
to drop in all the time to one in which it was difficult to
get to know them,

It ia important for a child to have & reom of his own after
he reaches a certain age.

I really enjoy being able to loan thinge to friends,

I would dialike having a patio or halcuﬁy that neighborg or
passershy could see inte,

Bven intimate friends should reapact your deaire ta keep
cerlain thinge to yourself,

"Fencesa make good neighbozrs,"

There are often times when I would enjoy wpending an afternoon
or evening at bhome alone,

I enjoy having friends living nearby who feel free to come

into my home when they please.



47,

4a,

49.
50,

31

52+

53,

G,

55
56.

If I were not living with my family, 1 would rather share a
two=bedroom apartment with three friends than live alone,

I would be very upset if a friend read scmething I had written
or my perscnal correspendonce without my permission,

The conatant neise of modern life is really rather exciting,
I would like te live in a sacluded house out of sight of

any other houses.

It ia im@urt&nt to me to have & honae away from the noiae

of traflic,

The idea of a house with windows that look toward the aky
rather tﬁun toward other houses ﬂFPEEIH to me,

1 would dislike living in an urban area where I never got

to know my neighbora,

When I really need te find a soluticn for a problem, I do it
best by talking with others rather than werking alone,

Clome friendships require having time to bhe alone tegether,
When I have a very important deciaion to make I prefer to

make it alone,
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Dr, Nancy J. Marshall
Portland State University

'ortland, Oregun

I'rivacy Preference Scale

If wou vge this scale in research, I would appreciate it very
much if 1 could have accesa te the raw data in order to verify
my principle components analysis on a larger sample, A duplicate
data deck would be particularly nseful to me if you use computer
analysis., If you prefer Lo give a somewhat shorter guestionaire,

it would be wvery helpful to me if you included all of the subscale

itﬂﬂﬂ-l
Subscale pames and item pumberes

Intinecy: 12, 16, 19, 24, 35, 38, 47, 55.

Not Neighboering: 23(-}, 25, 71, 33, 34(=), 39(-), %1(-), 46(-),
53{-)

Seclusion: 1, 22, 26(-), 27(-), 29, 49(-), 50, 51, 52,

Solitude: 1, 2(=), &, 9, 11, 21, 45

Anouymity: 3, 5, 10, 14, 31, 34(-)

Neserve: 7, 8, 13, 32, 42, 44, &3

Seori T

Asaipgn valueato the answers as Tollowas



Strongly disagree 1

Muaagree a

Neuwtral or don't know 7

Agree h

Strongly agree 5

If a (=) apnears after the item number, reverse the ascoring
#o that strongly disagree = 5 and strongly agree =1,

Sum values for all items for I'PS Total Scorej som values for items

on ench subscale for Subscale senres.



APYENDIX D

Interaction Form



Interaction Form

Inatracticons: Dlease check which of the hchaviors best describos

your interaction with the patient in ihe [ollowing three types of

interactions: your initial interaciion, a accial interaction, and

a modicing or teaching interaction, Only check one of the piven

paira,

1. During your initial interaction with the patient, where intro-

ductions were made, the patient:

Aa

i e

Cas

d.

&a

£,

___vt, closed door

__pts apened door

o t, closed curtaing

__pte. upened curtains

_crected physical Barrier between melf and nuree {book
nr newsyaper]

__monitored nureeta actions

_shoved inatiention

. watehed nurse

___changed subjeet of conversation

. listened te rurse

—asked gquestions

_idgnored questions

___approaclied ourse to initiate cenversation

did not approach mirae
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h.

i.

indicated room too crawded
did pnot indieate room too crowded

touclied nurse

did pot touch mirae

Je

1.

nt, interacted with roormate
_little
__moderately
___very nuch
Used eall light
__little
— moderately
—yery much
Spent time alone
_little
— moderately
— Vvery much
Discussed personal prohlems
___very personal
~miderately personal
_ moatly impersonal
Fanily visils
few

miderate

very oany



2.

0. Telephone calls
fow

noderate

— _Very many

During your eccial interactions with the patieat, where you
interact informally with the patient, he:
a., __ closed door
__opened door
b, ___closed curtaing
__ opened curtains
¢. __erected physical barrier between self and nurse (book
or newspaper
__monitored nurse's actiona
d, __ sboyed inattention
—wateched nurse
e, ___changed subject of conversation
_liwtened te nurse
f. _ _asked gquestions
. dgnored questions
ge ___approached nurse to initiate conversation
__did pot approach murae
he __indicetod room too crowded

did nnt indicate room too crowded
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i, __ touclied nurse
. did not teuch murse
J» Interacted with ronmmate
_little
__moderately
_very much
k, used eall light
__little
_ moderately
___wery mach
1. snent time alone
___little
—moderately
__yery mch
m, diseusecd peracnal problema
___Very perdonal
—moderately peracnal ;

mogtly impersonal

J« During yeur interaction with the patient where you are ad-
minimfering medications, treatments, or are teaching, the patient:
f. closed dulor

opened door



b, __elosed curtainas
e Opened curtains
e berected physical barrier botween sell and nurse {bnnk ur
newspaper)
—monitored mrse's actions
d, __ showed inatteation
__watched nurse
e. ___chanpged subject of conversation
—listened to nurse
f. ___osked questions
___ipgnored questions
ts __approached nurse to initiate conversation
_did not approach mmrse
hi. ___indicated room too crowded
__did net indicate room too crowded
i. __touched nurse
__did noil touch purse
Js intoracted with roommate
wJittle
_moderately
—very much
k. used call light

little
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— mnderately
—Vvery mch .
1. spent time alone
_little
—_maderately
—very puch
m. discussed peragnal problems
. Yyery perasonul
—tmoderately personal

—Joatly impersonal

66



APPENDIX E

Patiant Rating Form
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Patient Hating Form

Ingbrictions: ["lease cirele the number on each nf the three
contimuoms below which hest describes hiow you feel the patient

has interacted with youj take an avernge of a variety of aituations
you and the patient have been together. Delow your rating, bltnse
include two or more exammples of the behaviors that resulted in

the mumber you choese,

1. Co-operative -~= Inco=operative

1 2 3 4 % 6 7 8 89 10

P Undemanding -= Demanding

1 2 3 & 5 6 7 8 9 10

e Pleasant == Irritabhle

1 2 3 % 5 6 7 8 9 10



AN ABSTEACT OF THE CLINICAL INVESTIGATION OF
JANET L. MATHEWS
For the MASTER OF NURSING
Date receiving thiu degreet: Junell, 1976

Title: FPRIVACY DISSONANCE AND THE HOSPITALIZED PATIENT:
A CLINICAL INVESTIGATION

Approved:

Recognition of privacy preferences for both murses and patienta
is important for understanding human behavior variables and for
individualizing patient care. Privacy preferences, which are op=
erationalized by what Hall (1969) calls interpersonal distancing
hehaviors, can be identified by means of the Privacy Preference
Scale developed by Marshall (1972). Differences in privacy pre-
ferences and other enltural variables are seen by some authors
like Zderard (1968) to influence how nurses and patients relate.

Attention had been paid to the proceas whereby nurses lahel
patients as "difficult,” by such persons as Cropper (1972) and
Mobinson (1973). They found that nurses condemned certain be-
haviers that were seen as aggressive, like asking questions, and
reinforced behaviors that were accepting of the behavior of the
nurse, without gquestion or hesitatiocm.

One of the purposes of this study was to find ont if there
were differences in the privacy preferences of patients and nurses,
Secondly, it was hoped that privacy preference groups could be

recognized by characteristic behaviors across a mmmber of hospital



aitustions.

If there were Tound to be diffarences in the privacy

prafergnces of patients and nurses, it was hypotheslzed

that thome in differing privacy categories, that la, those
in a "dissorant” intersctlon, would show nurses scdring more
negative attitudestoward the patlient then would ocour in the
interactlons where patlents and nursee were 1n the deme privacy
cateqgory, called the "match" ilnterectlion. Finally, It was
hoped thet the aspegific behaviors the petient diaplayed,
which resulted in tha negative retings, would be pinpointed
in the study.

The study demple was made up of 47 éuhjects, M of whom
were patient subjects, and 17 of whom were nurse sublects,
It was conducted at s Turel communlity hospital located out-
side & metropoliten area, The patlent subjscts wers general
surglcael patlents, from 25 to 55 years of age, whlte Americens,
with a bigh =school education. The nurse subjects wers regls-
tered nurses who wera responsible for the patlent subjects upon
their adwisslion to the hospital. Both groups wers given thé
Privacy Preference Scale which determined which castegory of
privacy preferance they belonged to, whether high or moderata.
flext, the nurses observed and recordad pstient behaviors on
the Interactlon Form, & checklist of bipolar behaviors thet
were marked during three sltuetipna, ¥Finelly, the nurses

evaluested the patlents on the following contimua: Co-oper-

ative/Unco-operative, Untiemanding/Demanding, and Pleassnt/Ir-
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ritable.

The dats showed that nurses in thls study had almost
tuice &8s many persons in the high privecy cetegory me did
tha patient subject froup. The predominance of a subject group 1in
one privacy category ss happensd in thile study, would seem to
meke the poasibility of dissonant interactions greater, One-
half of the interactions were found teo !be “"dissonant" and the
other half "match,”

when locking st the behaviarzl differences of patients in
the two privecy preference groups, thet 1s, the nigh privacy
preferance group and the moderate privacy preference group that
resylted from subject scores on the Privacy Preference Scale,
it was found that they differed only in one out of three behav-
iors. Two examples of different behaviors were the initiation
of conversetions with the nurses and the number of family visits.
In the flrat instance, high privecy females approached the nurse
more frequently than moderste privecy femalss. High privecy malee
had fewsr family vieits then moderate privecy males. There was
8lso divieton of behaviors in one privecy group by sex. For
example, one-half of the men in the high privacy preference
group interacted with roommates *little"” and one-half "moder-
ately,” whiie the femeles in this group interacted "very much.®

The "dissonant" interectlons produced almost 3% times es
meny negative ratings than did the "mstch" interactions. Houw=-

ever, thers were ho consistent bshaviors that sccompanied the
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negative ratinga. Petients recelved negetive ratings although
they used call lights little, and whether or not thsy inltiated
converations with the nurse.

Zderard points out that relatednese occurs more easily
among psople when cultursl differences are recognized; these
differences ere demonstreted by behavior, Attending to the be-

havioral cues thet petients glve about their privacy preferences

would ssem to be helpful for nursas to relate individually and
therspeutically. The recommandatlon, then, thet sesms to follow
is for the investigstion of the cultural veriastions in the expres=-
gion of. privscy preferences. This could be done by lengitudinal
studies of the dlstancing behaviors of zeaverasl cultural groups

as they appear in childhood,





