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ABSTRACT 

The purpose of this study was to test research instruments to 

measure social and therapeutic rules, role incompetence and violence in 

hospitalized psychiatric patients. Instruments were tested to measure 

the specific concepts of: the Discrepant Interpretation of the 

Therapeutic Rules (GTRS and PTRSI), the Inconsistent Enforcement of the 

Social Rules (SRSI), the patients' Inability to Adhere to the 

Therapeutic Rules (PTRSII), the patients' Inability to Adhere to the 

Social Rules (SRSII) and Violence (VS). 

The study used a descriptive correlational design. The nursing 

staff sample consisted of 57 nursing staff working in nine clinical 

psychiatric units of four local hospitals. The nursing staff sample 

completed research ratings on 162 patient subjects hospitalized on the 

units. The data were analyzed for estimations of the psychometric 

properties of the research instruments. The theory was estimated using 

correlational and multiple regression techniques. 

The results indicated that with the exception of the General 

Therapeutic Rule Scale, the instruments had strong evidence of 

reliability and validity. The General Therapeutic Rule Scale had 

limited evidence of reliability and validity. The theoretical model 

testing indicated that three of the predicted theoretical relationships 

were supported. The expanded empirical model testing indicated three 

additional relationships. The amount of variance in violence explained 

by the expanded empirical model was R2 = 18%. 

xiv 



xv 

The major findings of this study were: (a) the social rules were 

more important than the therapeutic rules in predicting violence, (b) 

contrary to the literature, personal patient variables such as, age, 

sex, and diagnosis did not contribute to violence in the hospital 

setting, (c) a patient history of violence outside the hospital 

contributed to the patients' inability to adhere to the rules, (d) a 

direct relationship existed between the therapeutic and social rules, 

(e) the subdimensions of violence against self, others and property may 

be theoretically distinct dimensions of violence, and (f) the 

relationship of violence and other variables may be curvilinear. 



CHAPTER 1 

INTRODUCTION 

The purpose of this investigation was to construct and test 

instruments to measure selected institutional and interpersonal 

variables that explained psychiatric patient's violent behavior within 

institutional settings. Chapter one substantiates the need for 

research by providing an overview of the problem of violence, the 

clinical significance of the problem and the purpose of the study. The 

overview of the problem explores issues of concern at both the 

individual and institutional level. Violent incidents and violent 

patients are described followed by a discussion of the context of 

violence and factors related to the nurse-patient relationship found to 

contribute to deviant or disruptive behavior. 

All the reviewed studies of violence have conceptual and 

methodological difficulties. These difficulties are related to the 

lack of a unified theory with testable propositions and the lack of 

adequate measuring instruments. The existence of these problems 

support the continued need for the development and testing of research 

instruments to measure psychiatric inpatient violence. 

Overview of the Problem 

Violence in society has become more apparent as recent 

epidemiological studies have documented that violence (suicide, 

1 
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homicide and accidents) is now the leading cause of death in person's 

under 4~ years of age (Holinger, 1979). Violence also exists in 

psychiatric settings. Clinical experience and the literature indicates 

that nurses are exposed to violence and threats of violence on a 

routine basis (Basque & Merhige, 198~; Lanza, 1983). In addition, 

deaths of staff and patients have occurred in psychiatric institutions 

as a result of patient violence (Cournos, 1985; Haffke & Reid, 1983). 

Despite these clinical findings, the psychiatric community has 

largely ignored the problem of violence in institutional settings. In 

nursing, the literature has been confined primarily to the assessment 

of homicidal behavior and the management of assaultive behavior, while 

in medicine, the literature has described the clinical characteristics 

of the violent patient. Recently, articles have appeared suggesting 

that psychiatric nursing staff, when assaulted, should prosecute the 

patient (Applebaum, 1984; Phelan, Mills & Ryan, 1985). But there is 

still a dearth of information describing the causes of violence or its 

prevention. Research needs to be conducted to explore the context of 

violence and the variables that contribute to violence on an 

institutional and interpersonal level. 

Violent Behavior 

This section documents the existence of violent behavior by 

describing the prevalence of assault on psychiatric staff, the 

prevalence of violence in psychiatric patients and characteristics of 

the violent patient. 



Assault on Staff. Several studies have explored the incidence 

of violence directed at staff in psychiatric settings. Whitman, Armao, 

and Dent (1976) surveyed 1~1 psychotherapists in psychiatry, psychology 

and social work to assess how many of their patients posed a threat to 

the therapist. The results indicated that 79~ of the therapists 

reported at least one incident in which a patient was perceived as 

threatening. Of the 79~, 24~ of the therapists were actually 

assaulted. Madden, Lion and Penna (1976) surveyed 115 psychiatrists 

and found 42~ had been assaulted by a patient in the course of their 

career. Ruben, Wolkon and Yamamoto (198~) surveyed 31 psychiatric 

physicians and found that 48~ had been assaulted at least once during 

their residency program. 

Adler, Kreeger and Zigler (1983) reviewed incident reports in a 

private psychiatric hospital from 1975 to 198~. The results of their 

review indicated that the number of staff injuries as a 'result of 

patient violence increased from 56 in 1975 to 289 in 198~. The number 

of patients injured as a result of patient violence rose from 36 in 

1975 to 85 in 198~. In addition, the number of workdays lost as a 

result of violence during the three years 1975-1977 were 62, while the 

number of workdays lost during 1978-198~ were 422. 

Haffke and Reid (1983) surveyed psychiatrists in Nebraska 

regarding assaultive behavior. Of the 66~ who responded (N=54), 32% 

had been the victim of at least one assault. Forty-three percent of 

the respondents received verbal threats and 26 respondents reported 

assaults against staff with whom they worked. This review of incidents 
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in eleven community mental health centers revealed 34 assaultive 

incidents over a two year period. 

To assess the extent of violence experienced by psychiatric 

nurses, Basque and Merhige (1980) surveyed 

setting. The results indicated that 76~ 

67 nurses in an inpatient 

of the nurses encountered 

verbally abusive or threatening behavior at least once a week. Other 

results were: 34~ of the subjects reported verbal abuse on a daily 

basis, 32~ had weekly contact with patients who damaged property, 33~ 

had weekly contact with patients who physically abused other patients, 

21i encountered patients who physically abused staff, and 12~ had been 

physically injured by patients during the 30 day study period. 

Lanza (1983) offered further support for the extent of violence 

experienced by psychiatric nurses. In a study of 91 incidents over a 

one year study period, forty of 67 staff members reported an average of 

seven assaults each prior to the one year study. The results also 

indicated that nursing staff experienced minimal emotional and 

psychosocial reactions to assault. Only 39i of the sample reported 

emotional reactions such as fear, anger, anxiety or self-blame. In 

follow-up studies, Lanza (1984, 1985) determined that nurses were 

reluctant to acknowledge reactions due to a role conflict between their 

experience as victims and nursing's professional goals. 

These studies indicate that violence occurs frequently and is 

often directed at psychiatric staff. Nursing staff spend the greatest 

amount of time involved in direct patient care, often in intimate 

interactions with patients. The Basque and Merh1ge study (198~) 
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indicated that nursing staff experienced violence on a routine basis. 

Lanza's research (198~) supported the high frequency of assaults 

directed at nursing staff. This high incidence of nursing staffs' 

involvement with violence must no longer be ignored by the psychiatric 

community. 

Violence by Psychiatric PC;l~ients. Studies evaluating the 

prevalence of violence by psychiatric patients have indicated a recent 

trend toward increasing violent behavior exhibited by former 

psychiatric patients as measured by arrest rates (Durbin, Pasewark, & 

Albers, 1977; Herjanic & Meyer, 1976; Rappeport & Lassen, 1966; 

Sosowsky, 1978; Sosowsky, 198~; Steadman, Vanderwyst & Ribner, 1978; 

Zitrin, Hardesty, Burdock & Drossman, 1976). However, these results 

must be interpreted with caution since the observed increase in arrest 

rates may be related to the methodological problems discussed in 

Appendix A. 

The incidence of psychiatric patient violence prior to or at the 

time of admission to psychiatric units has been documented in several 

studies (Craig, 1982; Tardiff & Sweillam, 198~; Tardiff & Sweillam, 

1982; Tardiff, 198~). Tardiff and Sweillam (198~) determined that 1~% 

of 9,~65 patients were physically assaultive just before or at the time 

of admission to a psychiatric setting. Another similar study examined 

medical record admission notes for 1,687 patients over a four year 

period to determine the incidence of violent or fear-inducing behavior 

initiated just prior to hospital admission (Rossi, Jacobs, Monteleone, 
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Olsen, Surber, Winkler & Wommack, 1985). In 1979, 198~ and 1981, 

violent or fear inducing behavior precipitated 37~ of the admissions 

and 45~ of the admissions in 1982. The increase for 1982 over previous 

rates was found to be statistically significant. In addition, the 

patients admitted for violent or fear-inducing behavior had a higher 

rehospitalization rate than patients without violent behavior. 

Studies reporting on the incidence of violence after 

institutional admission indicated smaller percentages of occurren~6Q as 

compared to pre-admission incidences. Tardiff and Sweillam (1982) 

reported that 7~ of 5,164 patients were assaultive during their 

hospitalization. The studies reviewed clearly document the existence 

of violence among psychiatric patients prior to, during and after 

admission to psychiatric settings. 

Characteristics of the Violent Patient. A great deal of research 

has been conducted describing the characteristics of violent patients. 

The violent psychiatric patient usually is characterized by such 

voriables as sex, age, level of education, socioeconomic level, 

subculture and psychiatric diagnosis. The American Psychiatric 

Association Task Force (1974) which was organized to develop a profile 

of the violent patient described violent offenders as: men who are 

within the age range of 15-24, undereducated, poor, and possessing few 

employment and verbal skills. The violent patient often came from a 

subculture which condoned or expected the use of conflict as a 

problem-solving strategy. A previous history of violence predisposed 
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an individual to continued episodes of violent behavior. Babich, Brown 

and Burckhardt (1981) found that over half of the studied patients were 

found to be from unhappy homes and 2~~ of violent patients had been 

abused as children. 

Organic and medical factors found to be related to violent 

behavior in the clinical setting were genetic constitution, minimal 

brain dysfunction, epilepsy and alcohol/drug intoxication. Genetic 

research has suggested that a familial "antisocial spectrum" disorder 

may exist that includes an increased frequency of antisocial behavior 

such as, substance abuse, legal problems and violent behavior. A 

higher frequency of antisocial personality, alcoholism, drug dependence 

and hysteria has been found among convicted felons, their parents and 

relatives. Further studies on adopted offspring of antisocial parents 

provided direct evidence of the existence of an "antisocial spectrum". 

In addition, sex chromosomes have been investigated as a cause of 

violent behavior. People with the XVV karyotype were overrepresented 

among aggressive patients in 

Voineskos, 1981). 

psychiatric facilities (l'lJenuck & 

Minimal brain dysfunction (MBD) also has been linked to 

violence in psychiatric patients (Bach-V-Rita, Lion, Climent & Ervin, 

1971: Bach-V-Rita & Veno, 1974; Lion, 1972). Episodic dyscontrol 

syndrome, a specific type of MBD, is manifested by loss of control with 

minimal provocation. Childhood trauma, meningitis and febrile 

convulsions have been associated in violent adults with episodic 

dyscontrol syndrome. An adult form of MBD was observed in individuals 
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with a pattern of impulsive restless behavior, chronic interpersonal 

difficulties and abuse of alcohol or drugs. This form of MBD was not 

associated with any childhood conditions (Menuck & Voineskos, 1981). 

Epilepsy and violence has frequently been correlated 

(Bach-V-Rita et 01., 1971; Lion, Bach-V-Rita, & Ervin, 1969; Tardiff & 

Sweillam, 1982; Tardiff, 1983). Tardiff (1983) determined that violent 

patients had an incidence of seizure disorder over twice that of 

non-violent patients. 

The association of alcohol and violence among psychiatric 

patients has been reported frequently (American Psychiatric 

Association, 1974; Bach-V-Rita, Lion, & Ervin, 197~; Craig, 1982; 

Menuck & Voineskos, 1981; Lion, et 01., 1969). Alcohol is thought to 

release inhibitions against antisocial behavior by decreasing 

perceptual and cognitive alertness resulting in impaired judgement. 

Craig (1982) found that 35~ of violent patients (N=876) had alcoholic 

syndrome. Bach-V-Rita et 01. (1971) found that 55~ of violent patients 

in the emergency room had used alcohol prior to their violent behavior. 

Conflicting evidence existed regarding the relationship of 

psychiatric diagnosis to violence. One study concluded that patients 

with neurosis, organic brain syndrome, or personality disorders had a 

higher incidence of assaultive behavior than psychotic individuals 

(Evenson, Sletton, Altman & Brown, 1974). Craig (1982), however, found 

that patients with a diagnosis of schizophrenia and organic brain 

syndrome had a high incidence of assaultive behavior. Werner, Rose, 

Vesavage and Seeman (1984), in a descriptive correlational study 
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examined patient personality characteristics related to violence. 

Hostility, excitement, uncooperativeness, grandiosity, conceptual 

disorganization, tension, suspiciousness, and posturing were positively 

correlated with violence. 

Ta summarize the studies in this section, demographic variables 

such as age, sex, education and socioeconomic level have been found to 

be related to violence among psychiatric patients. Organic and medical 

factors such as, genetic constitution, the presence of MBD, epilepsy 

and alcohol or drug abuse also have been found to be related to violent 

behavior. However, the relationship of psychiatric diagnosis to 

violence is unclear and requires further research. 

Characteristics of Violent Incidents 

Certain staff characteristics hnve been identified which may 

contribute to violence. Several studies have suggested that staff acted 

in a provocative manner towards patients and precipitated violent 

behavior. Madden et al.- (1976) found that 53~ of the assaulted 

therapists felt they had acted provocatively. Ruben, Walkon and 

Yamamoto (198~) found that 14 of 15 psychiatric physicians in a 

res~dency program, who had been assaulted, believed they had triggered 

the assault. The provocations for violence were the staff's 

therapeutic expectations of the patient when the patient did not want 

to comply. Hatti, Dubin and Weiss (1982) concluded that of 4~~ 

assaults on psychiatrists, 6~~ of the assaults could be traced to known 
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precipitants: conflict in therapy (24~), paranoid ideation (22~) and 

transference problems (1~~). 

Conn and Lion (1983) in an 18 month study reviewed 2165 incident 

reports to explore situations involving physical violence (N=61). The 

types of incidents were characterized as unprovoked or provoked. The 

unprovoked, unanticipated incidents were 28~ of the sample. Among the 

incidents classified as "provoked", 32~ of the assaults occurred while 

secluding a patient, 2~~ of the assaults occurred following a verbal 

argument or staff breaking up an orgument, 16~ of the assaults occurred 

following the verbal denial of a privilege, and 4~ of the assaults were 

miscellaneous. 

Ruben et al. (198~) explored characteristics of psychiatrists in 

their residency program who had been assaulted (N~31). On an 

irritability scale, 7~~ of the assaulted psychiatrists scored above the 

mean. Ruben et al. measured the psychiatrists on an irritability 

scale, anger and general response to threat scale. The results 

determined that 71~ of the psychiatrists with an irritability score 

above the mean were attacked, compared to 36~ of those below the mean. 

Of the psychiatrists who said tiley would speak up when angry, 73% were 

hit, compared to 25~ of those who would not speak up. Of those who 

stated they would fight in response to a physically threatening 

situation, 83~ were hit, compared to 38~ of those who would not fight. 

To summarize, staff variables or interactional variables related 

to violence included: provocative behavior by staff, (Madden et al., 

1976), expectations of the patient to comply with treatment when the 
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patient did not want to follow the treatment regimen (Ruben et al., 

198~), transference reactions and conflict in therapy (Hatti et al., 

1982) and staff irritability (Ruben et al., 198~). 

Context: Psychiatric Setting 

Patient behavior cannot be examined independently of the 

context, or the setting in which the behavior occurs. The impact of 

the environment on psychiatric patients' behavior was of major interest 

in the 5~'s and 6~'s when seminal studies researched the institutional 

environment, institutional hopelessness and the therapeutic community. 

This section reviews these pioneering works which examined the effects 

of the environment on patient behavior. 

Institutions. Goffman (1962), in his classic study on 

institutions, identified four features of total institutions: (a) all 

aspects of life are conducted in the same place; (b) all daily 

activities are conducted in the company of others; (c) the day's 

activities are tightly scheduled, and the activities are imposed 

through a strict system of explicit rulings; and (d) all the activities 

are brought together as parts of an overall rational plan which was 

designed to meet the official objectives of the institutions. Indirect 

evidence for Goffman's work on institutions in psychiatric patients is 

demonstrated by research linking an authoritarian approach by staff to 

violent behavior by patients (Coffey, 1976; Straker, Carman, Fulton & 

Smith, 1977; Tardiff, 1983). In some institutions, a psychiatric 

patient is expected to comply with the regimented social structure of 
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the institution. When a patient does not comply, then a sanctioning 

system is implemented by nursing staff. 

Milieu. In the mid 5~'s, sociologists and health care 

professionals became interested in what was defined as the milieu of an 

institution. stanton and Schwartz (1954) conducted a naturalistic 

study of a mental hospital and found that patient symptoms could be 

understood as a result of the informal organization of the hospital. 

In other words, the environment could cause a symptom. Their 

conclusions stressed the importance of coherent social norms for the 

ego integrity of patients. For example, Stanton and Schwartz presented 

an analysis of a patient with manic excitement. The patient's manic 

excitement was theorized to be the result of staff disagreement 

regarding the patient's treatment. When staff were able to work out 

their differences regarding treatment, the manic excitement subsided. 

The authors also demonstrated how collective patient disturbance on a 

ward resulted from low staff morale. Low morale was related to staff 

conflict and lack of communication which may itself result from other 

aspects of the social environment. 

Similarly, Stotland and Kobler (1965) documented a suicide 

"epidemic" in a psychiatric hospital related to staff hopelessness. 

Changes in the financial and social structure of the hospital resulted 

in changes in the staff morale, attitudes, and expectations of patient 

improvement. The result of this process was a loss of hope among the 
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staff that was communicated to the patients. The communicated loss of 

hope was translated by patients into a suicidal epidemic. 

Tudor-Will, working with Schwartz, was the first to develop and 

test a nursing model about the effects of milieu on patient behavior by 

the identification of "mutual withdrawal" as a phenomenon of study for 

psychiatric nurses (Schwartz & Tudor-Will, 1953). Mutual withdrawal 

was observed to occur between patients and staff when the staff 

experienced low morale. Tudor applied the theoretical framework of 

mutual withdrawal to a description of the nursing role and supplied 

nursing interventions for reducing mutual withdrawal in psychiatric 

settings (1952). Throughout these studies, the social structure of the 

organization was found to have a strong impact on patients' and staffs' 

behavior. 

In response to an increased awareness of the environmental 

effects on patient behavior, Maxwell Jones (1953) founded the 

therapeutic community at Belmont Hospital in London. The therapeutic 

community emphasized communal life and the sharing of feelings to 

produce a meaningful life experience. The program was designed to 

parallel the nonhospital environment. Group therapy, social 

activities, and work experience were included in the program to provide 

patients with the social and work skills they lacked. Rapaport (196~) 

conducted the first study which attempted to empirically evaluate the 

effectiveness of a therapeutic program on changing patient behavior. 

Rapaport (196~) identified the program ideology, the organization of 

patient and staff roles, and the treatment and rehabilitation goals as 
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critical indicators of the program effectiveness. The results of this 

study showed that the program ideology or goals were not as effective 

as supporters believed. The program goals such as, the achievement of 

insight and improved decision making skills, were not consistent with 

the socioeconomic expectations of the community in which patients 

lived. An example of a treatment goal was to teach patients social and 

work skills that would generalize to outSide settings. But patients 

were generally from the low socioeconomic group and only qualified for 

unskilled or semiskilled positions where decision making was 

discouraged. The results of this research indicated that the 

therapeutic community was not effective in preparing patients for life 

outSide the hospital setting. 

Later, other researchers of the therapeutic environment became 

interested in the consistency of patient behavior across psychiatric 

settings. In both laboratory and naturalistiC studies Moos (1968, 

1969, 1974) demonstrated that persons, settings, modes of response, and 

the interactions between these factors contributed to statistically 

significant end practically important proportions of the obtained total 

variance in disturbed behavior. In addition, Moos found that settings 

were differentially beneficial t.o different groups of patients. Thus, 

a patient's behavior in one setting may not be generalized to a second 

setting. The need for disorder specific treatment environments is 

currently receiving attention in the literature and the development of 

disorder-specific treatment environments may be the future direction 

for milieu research (Sederer, 1984; Talbott, 1984; Whitehead, 1984). 
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Despite the attention paid to the environment in psychiatric 

settings during the 5~'s and the 6~'s, canditions in many settings have 

not improved. Wing and Brown (197~) provided a detailed description of 

an institutional setting in which the patients lived entirely on a 

locked ward. The nursing staff directed the patients in all their 

activities of daily living. Storerooms were locked and patients were 

required to ask staff for all personal belongings. All the patients' 

activities were under close supervision, including bathing and 

tOileting. In addition, patients were never allowed to wear their own 

clothes. This social environment was geared to staffs' needs for 

efficiency rather than the therapeutic or social needs of patients. 

For example, the patients were not encouraged to socialize or engage in 

any activities. Staff did not encourage patients to assume 

responsibility for their own activities and patients did not have 

control over their own decision making. This study supported Goffman's 

(1962) work on institutions in which a regimented approach was designed 

for institutional efficiency. Clinical experience indicates that many 

psychiatric settings continue to function in this regimented 

controlling manner. 

Rosenhan's (1973) classic study j.n which eight sane individuals 

were admitted to psychiatric un~ts after complaining of hearing voices 

supports the concept of psychiatric facilities as coercive, regimented 

institutions. The pseudopatients were a varied group of individuals 

including students, professionals and a housewife. After the initial 

complaint of hearing vOices, the subjects behaved normally with no 
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fabrication of symptomatology. All the subjects received a diagnosis 

of schizophrenia. Despite the normal behavior portrayed throughout 

hospitalization the staff did not detect the subjects as falsifying 

their condition. All of the subjects developed feelings of 

powerlessness and depersonalization in response to the institutional 

structure. Rosenhan summarized the study results by concluding that 

the hospital environment itself imposes meaning on behavIor. The 

consequences to the patients are powerlessness, depersonalization, 

segregation, mortification and self labeling. 

In another study, Haney, Banks and Zimbardo (1977) created a 

prison-like situation in which students assumed the role of guard and 

inmate. All the subjects were "normal" college students. The patterns 

of behavior that resulted from the imposed roles, and the cognitive, 

emotional and attitudinal reactions were studied. The researchers' 

goal was to create a functional representation of a prison, not a 

literal simulation. The results indicated that the simulated prison 

environment had great impact upon the affective states, and 

interpersonal interactions of the guards and prisoners. Both groups 

evidenced negative affect, bleak outlook and deprecating self 

evaluations. Prisoners expressed a great desire to harm others. 

Interpersonal contacts between guards and prisoners were negative, 

hostile, affrontive and dehumanizing. Five prisoners had to be 

"released" because of severe depression, crying, rage and anxiety. The 

researchers concluded that the intensity of subjects' responses were 

the result of powerful operating social forces. Psychiatric nursing 
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staff and patients experience role transforming behavior due to social 

forces operating in the environment. The imposed roles of staff and 

patient result in patterns of behavior, affective states and 

interpersonal reactions. 

To summarize this section on institutions and milieu, several 

classic works conducted in the 5~'s and 6~'s supported an association 

between the environment and patient behavior. Goffman's research 

linked an authoritarian approach by staff to deviant behavior. Stanton 

and Schwartz (1954) explored two theoretical relationships one between 

a patient's manic behavior and disagreement regarding treatment; and 

one between collective disturbance and low staff morale. Tudor-Will, 

working with Schwartz determined that low staff morale resulted in 

"mutual withdrawal" among patients and staff (1953). Stotland and 

Kobler (1965) found that hopelessness among the staff contributed to a 

suicide epidemic among psychiatric patients. Moos conducted a series 

of experiments on the milieu and found that persons, settings, and mode 

of response all contributed to patient disruptive behavior (196B, 1969, 

1974). Rosenhan (1973) and Haney et al. (1977) determined that 

powerful social forces exist in institutions and create feelings of 

powerlessness, helplessness, depersonalization, depression and anxiety 

in persons functioning within the institution. 

Significance of the Problem 

The significance of this study for nursing is related to five 

major factors. The first factor is the prevalence of violence in 
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inpatient psychiatric settings and the frequency of violence directed 

at psychiatric staff. Studies documented that approximately 1~~ of 

psychiatric patients were assaultive prior to or at the time of 

admission to a psychiatric unit (Craig, 1982j Tardiff, 1982j Tardiff & 

Sweillam, 198~). This figure was a conservative estimate due to 

underreporting of incidents. Several studies reported that most 

professional staff have been victims of patient violence at least once 

in their careers (24~-76~) (Basque & Merhigej Lanza, 1983). The second 

factor is the importance of studying the context of psychiatric patient 

behavior. In this case, the context is the institutional setting where 

most psychiatric patients receive nursing care. The third factor is 

the importance of the nurse- patient relationship as the unit of study 

for psychiatric nurses. The fourth factor is the need for testing a 

comprehensive integrated theoretical framework on inpatient violence. 

The fifth factor is the need for reliable and valid instruments to 

measure the defining variables of the nurse-patient relationship. 

Since factor one has been previously discussed, this section on the 

significance elaborates on the second, third, fourth and fifth factors 

beginning with the domain of practice for psychiatric nursing. 

The second factor related to the significance of this study is 

the importance of reviewing the institutional setting as the domain of 

control for psychiatric nurses. Personal experience indicates that 

graduate nursing education has focused on training psychiatric nurses 

for roles in private practice or community settings. However, most 

psychiatric nurses continue to practice in institutional settings and 
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very little nursing research has been conducted on institutional 

variables that may affect the nurse-patient relationship within the 

institution. As the reviewed literature on the impact of environmental 

influences on patient behavior indicates (Stanton & Schwartz, 1954; 

Stotland & Kobler, 1965; Schwartz & Tudor-Will, 1953), behavior occurs 

within a context, or setting which shapes and supports behavior. 

Therefore, priority for psychiatric nursing research should be the 

continued identification of phenomena and outcome variables related to 

the institutional settings or environment in which the nurse-patient 

relationship develops and grows. 

The third factor is the importance of theory development on the 

nurse-patient relationship. In the 5~'s and 6~'s, psychiatric nursin~ 

theorists began the work of theory development related to the nurse

patient relationship. Two of the most prominent theorists of this time 

were Tudor-Will (1952) and Peplau (1963). Tudor (1952) conceptualized 

"mutual withdrawal" as a concept of importance to psychiatric nursing 

care while Peplau (1963) identified "anxiety" as a concept of 

importance for psychiatric nursing care. Unfortunately, very little 

progress was made with psychiatric nursing theory development until the 

early 7~'s when Altschul (1971; 1972) studied the interaction patterns 

of hospitalized psychiatric patients. Altschul provided important 

information on nurse-patient interactions by describing the number, 

duration, existence of reciprocity and the patient's perception of the 

interaction as therapeutic. However, no direct research was conducted 

on the process or content of the nurse-patient relationship. During 
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the mid 7~'s, Hall (1976, 1977) and Mitsunaga and Hall (1979) returned 

to the study of the nurse-patient relationship and identified 

interpersonal attraction as a central concept in psychiatric care. 

Although some nurse theorists and scientists have made progress 

in the development and testing of psychiatric nursing theory related to 

the nurse-patient relationship, this progress hcs been sporadic. 

Additional research to identify the interpersonal variables that affect 

patient behavior is warranted. 

Theory development related to psychiatric patient violence has 

been conducted. Hall's exploratory research on the socialization 

process of the role of the psychiatric patient pioneered research on 

the effects of the environment and resulting patient behaviors (1975). 

Cobb (1984) continued this research by specifically exploring the 

relationship of role strain and violence in psychiatric patients. This 

research on patient violence is reported on in detail in Appendix A and 

Chapter 2. 

The fourth factor is the need for the development and testing of 

theoretical frameworks integrating variables identified as important 

for study by nursing researchers (Hinshaw, 1982; Hinshaw, Gerber, 

Atwood & Allen, 1983). In 1982 an important article was published that 

identified the need for the development of nursing theory for 

psychiatric nursing practice (Hoeffer & Murphy, 1982). The authors 

emphasized the importance of identifying intrapersonal, interpersonal 

and extrapersonal systems of central concern to psychiatric nursing 

practice. Once identified, the concepts must be empirically tested and 
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Through this retroductive process comprehensive psychiatric 

nursing theories may be developed. For this study, voriables have been 

identified and relationships proposed. The focus of this study was on 

the institutional rules and how these rules affect patient behavior. 

The theoretical framework presented in Chapter 2 presents well defined 

concepts and predicted relationships among the variables. The 

preliminary testing of this framework contributed to the body of 

psychiatric nursing knowledge and psychiatric nursing theory 

development by exploring institutional variables that affect patient 

behavioral outcomes. 

The fifth factor is the need for reliable and valid research 

instruments to test concepts of importance to psychiatric nursing. 

Ventura, Hinshaw and Atwood (1981) identified the development of 

research instruments to index nursing staff, client and health care 

system behavior and interactions as a priority for nursing scientists. 

Without reliable and valid instruments the results of research cannot 

be clearly interpreted and lack meaning. Several factors related to 

instrumentation can be determined from the review of research on 

violence: (a) a lack of clear conceptual frameworks to gUide the 

researcher's measurement of variables, (b) a lack of measuring 

instruments clearly related to the operational definitions of the 

concepts under study, and (c) the lack of adequate testing of the 

psychometric properties of the research instruments. 

To summarize, the clinical significance of this study is derived 

from several factors. Violence exists and is directed at nursing staff 
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(Basque & Merhige, 198~; Lanza, 1983). Research on institutional 

settings documented the potential negative effect of the environment on 

patient behavior (Stanton & Schwartz, 1954; Stotland & Kobler, 1965; 

Schwartz & Tudor-Will, 1953) and studies documented the existence of 

violent behavior in institutional settings (Basque & Merhige, 198~; 

Lanza, 1983; Tardiff & Sweillam 1982). In addition, there is a need 

for psychiatric theory development related to the nurse-patient 

relationship. In particular, Hoeffer and Murphy (1982) emphasized the 

need to identify intrapersonal, interpersonal and extrapersonal systems 

of central concern to psychiatric nursing practice and research. 

Research on these areas by psychiatric nurses is glmost nonexistent. 

Lastly, there is a need for reliable and valid research instruments to 

measure the operational definitions of the concepts under study. As is 

documented in Appendix A the research instruments used in the studies 

of violence and the associated variables are plagued by serious 

conceptual and methodological problems. 

Purpose 

The purpose of this investigation was to test instruments to 

measure the impact of selected institutional and interpersonal 

variables that explained psychiatric patients' violent behavior within 

psychiatric settings. The specific variables measured were the 

therapeutic and social rules psychiatric patients were expected to 

follow by nursing staff. No reliable and valid research instruments 

existed to measure these variables. Instruments were tested to measure 
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the concepts of: (a) Discrepant Interpretation of the Therapeutic Rules 

by nursing staff (GTRS and PTRSI), (b) Inconsistent Enforcement of the 

Social Rules by nursing staff (SRSI), (c) patients' Inability to Adhere 

to the Social Rules (SRSII), (d) patients' Inability to Adhere to the 

Therapeutic Rules (PTRSII), and (e) Violence. 

questions posed for this study were: 

The specific research 

1. Was the research instrument, designed to measure a nursing 

staff's therapeutic expectations (PTRSI) for a specific 

patient, reliable and valid? 

2. Was the research instrument, designed to measure the 

patient's therapeutic behavior (PTRSII), reliable and valid? 

3. Was the research instrument, designed to measure the general 

ward therapeutic expectations (GTRS), reliable and valid? 

4. Was the research instrument, designed to measure a nursing 

5. 

6. 

staff's social expectations for a specific patient (SRSI), 

reliable and valid? 

Was the research instrument, designed to measure the 

patient's social behavior (SRSII), reliable and valid? 

Was the research instrument, designed to measure the 

patient's violent behavior (VS) reliable and valid? 

7. Were the relationships proposed in the theoretical framework 

as predicted? 
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Summary 

This chapter provided an overview of the problem of psychiatric 

patient violence, the clinical significance of the problem and the 

purpose of the study. The overview reviewed the studies documenting: 

(a) that violence is often directed at nursing staff; (b) that violence 

exists in psychiatric patients; (c) that the environmental context 

affects patient behavior; and (d) that staff characteristics'and staff 

interactions can affect patient behavior. 

The clinical significance of this study was derived from the 

existence and the frequency of the problem, i.e., violence exists and 

is directed at nursing staff on a routine basis. In addition, the 

reviewed studies indicate a noticeable lack of recent research 

describing interpersonal variables of the nurse-patient relationship or 

research describing variables of the institutional environment that 

contribute to violent behavior by psychiatric patients. If progress is 

to be made in the area of theory development, psychiatric nursing must 

attend to the importance of the nurse-patient relatil)nship and its 

context as the domain of control. In addition, instrumellts are needed 

to measure this domain. Psychiatric nursing research should be focused 

on these priorities. 



CHAPTER 2 

THEORETICAL FRAMEWORK 

Although the purpose of this study was instrument testing, the 

theoretical framework for which these instruments were developed is 

discussed in order to identify the concepts for which the instruments 

were constructed. This chapter reviews the derivation and substantive 

content of the theoretical framework, theoretical relationships, and 

research related to the relationships. 

Derivation of the Model 

The theoretical framework underlying this study described the 

impact of selected institutional and interpersonal variables on 

psychiatric patient violence in psychiatric settings. Social behavior 

was viewed as adherence to normative standards or institutional 

expectations of behavior in various situations. Socialization was 

viewed as the process that produces internalization of rules and 

consensus about expected behavior. Deviance was viewed as resulting 

from structural strain or inadequate socialization. Specifically, the 

framework identified the impact of nursing staffs' Discrepant 

Interpretation of Therapeutic Rules and Inconsistent Enforcement of 

Social Rules on the patient's Inability to Adhere to these sets of 

rules. In addition, the framework identified the impact of the 

patient's Inability to Adhere to the Social and Therapeutic Rules on 
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Violence. This theoretical framework was developed retroductively, 

using both inductive and deductive methods. Three sources of inductive 

data were used. The study was originally generated from personal 

experience as a psychiatric nurse working within inpatient settings. 

Observed violence generated curiousity and created inquiry. The second 

source of inductive data was reports of violence from other psychiatric 

nurses working in psychiatric settings and involved in violent 

episodes. The third source of inductive data was participant 

observation as a nurse in a psychiatric unit. 

The main source of deductive data was the literature in the 

field of sociology, social psychology and organizational psychology 

which was reviewed for the identification of person-environment 

variables. This person-environment interactive perspective provided 

the theoretical basis for the development of the nursing theoretical 

framework. The variables were identified from the literature and 

refined during an analysis of violent episodes in the clinical setting. 

In this retroductive process using theory and clinical experience, the 

variables were modified to fit the nursing experience. 

Structure of the Theoretical Framework 

The Gibb's paradigm (1972) was used as a general organizing 

framework for the concepts and relationships. The theoretical 

framework (Figure 1) was drawn in the form of an arrow diagram that 

reflected causal processes. The arrow or path diagram is a graphic 

representation of a causal model that facilitates the clearer statement 
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Figure 1: The Theoretical Framework: The Relationship of Social and 
Therapeutic Rules, Role Incompetence and Violence in 
Hospitalized Psychiatric Patients. 
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of hypotheses (Asher, 1983). The postulated causal relations among the 

variables were represented by one-way arrows leading from each 

independent variable to each dependent variable. The unit of analysis 

was the patient as perceived and measured by nursing staff. The 

functional form of the variables was represented by 1ndicat1ng e1ther a 

positive or negative relationship between the variables. 

The conceptual framework was based on social and organizational 

theories related to interaction and behavior in organizations. 

Sociological theor1es provided background information in interactional 

concepts and relationships (Biddle & Thomas, 1979; Collett, 1977; 

Gibbs, 1981; Gosl1n, 1969; Harre' & Secord, 1972; Heise, 1981; Iscoe & 

Stevenson, 196~; McCall & Simmons, 1966; Merton, 1957; Merton, 1966) 

while organizational theories clarified the 

environmental influences on the interactional process 

relationship of 

(Dunnette, 1976; 

Gouldner, 1954; Kahn, Wolfe, Quinn & Snoek 1964; Katz & Kahn, 1966; 

Lawler, 1976). 

Theoretical Definitions and Relationships 

Violent behavior was viewed as a result of an individual moving 

through a series of stages. At each stage, aspects of staff or p~tient 

behaviors were predicted to influence the subsequent violent behavior. 

Theoretical definitions, relationships and supporting evidence for the 

conceptual framework are discussed. However, a complete list of 

definitions is included in Appendix B. The unit of analysis was an 

individual patient as perceived by nursing staff. 
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The concepts for this study were derived mainly from 

socialization theory. role theory. and deviance theory. Socialization 

was defined as the "process by which individuals acquire the knowledge. 

skills and dispositions that enable them to participate as more or less 

effective members of groups and the society" (Brim. 1966. p.3) This 

view of socialization emphasized an interactional process. whereby the 

learner responded to stimuli in the environment and these responses 

constituted 

responsible 

significant stimuli 

for socialization 

for those individuals who are 

(Goslin. 1969; Hardy. 1978). 

Socialization was viewed as the learning of roles in a social 

structure. The psychiatric nursing staff within the hospital setting 

function as scientific observers. creators of a therapeutic 

environment. socializing agents. and psychotherapeutic agents (Kalkman. 

1974). The nurse as the socializing agent focuses on the content of 

the patient role and uses mechanisms to facilitate appropriate role 

behaviors of patients. 

Role theorists disagree regarding the definitions of concepts 

such as role. role behavior. role strain. role ambiguity and role 

conflict. The confusion regarding concept definitions that is apparent 

in the literature and research testing role theory is of importance to 

persons evaluating the current state of empirical support for role 

theory. When researchers define concepts differently. then the results 

of studies may not be comparable and must be interpreted with caution .. 

The definitions of concepts in role theory have been discrepant 

in many ways. The focus of the definition may be on the person 



enacting the role or on the expectations of the role sender. If the 

focus was on the person enacting the role, an objective behavioral or 

subjective emotional emphasis may have been evident in the definition. 

For example, role ambiguity was generally defined as felt difficulty in 

fulfilling role obligations (Goode, 196~). Goode's focus was on the 

subjective emotional response of the person enacting the role. 

However, Hardy (1978) described role ambiguity as resulting from a lack 

of clarity in role expectations. Role ambiguity from this perspective 

was the idiosyncratic role performance of the actor in response to 

ambiguous conditions. Hardy focused on the objective behavioral 

performance of the person enacting the role. Further confusion existed 

when the operational measure of the concept was examined. In some 

studies, a subjective definition of role ambiguity or role strain was 

used, but a behavioral rating scale was used as the operational measure 

and focused on the role occupant's performance, e.g., Cobb (1984). 

If the focus of the definition was on the role sender, then the 

type of expectations held by the role sender was the focus of the 

definition. For example, role ambiguity has been related to vague role 

expectations and role conflict has been related to contradictory role 

expectations. These conceptual and methodological problems were 

multiplied when additional concepts such as role overload, role strain, 

role stress and role incongruity were used. This section describing 

the theoretical framework includes studies on role ambiguity and role 

conflict if the definitions were consistent with the definition of role 

stress and incompetence used in this study. 
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For this study, role was defined as the "set of prescriptions 

defining what the behavior of a position member should be" (Biddle & 

Thomas, 1979, p. 29). This definition was chosen because of its 

universal appeal to role theorists and the advantages of the behavioral 

emphasis to nursing scientists researching role relationships in the 

clinical setting. The socializing agents, the psychiatric nursing 

staff, were viewed as responsible for communicating the kinds of 

learning necessary for patients to enact role appropriate behaviors. 

A traditional sociological approach to deviance was used in 

this study in which deviance was viewed as a property inherent in 

certain behavior. This approach to deviance is opposed to the 

labelling theorists' view that deviance is conferred on a person's 

behavior by the judgement of an observer. For example, the labelling 

theorists consider mental illness to be deviant behavior because 

society judges the behavior and conveys disapproval and stigmatization. 

Deviance is a property conferred through the process of judgement by 

observers. A traditional sociologist considers certain behaviors such 

as juvenile delinquency, to have the property of deviance that is 

unrelated to society's judgement of the behavior (Gove, 198~). 

Stage I 

Inadequate Socialization. The construct represented in Stage I 

was Inadequate Socialization. Inadequate Socialization was partially 

defined as a faulty process in which individuals are not able to 

acquire the knowledge, skills, and dispositions that enable them to 
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participate as effective members of groups and society (Brim, 1966). 

For this study, some psychiatric patients were viewed as being 

inadequately socialized into the social structure of the psychiatric 

facility by the psychiatric nursing staff. As a result of this 

inadequate socialization, patients were unable to acquire the 

knowledge, skills and dispositions that enable them to function as 

effective members of the patient group. 

Support for the processes of socialization comes from several 

sources (Biddle & Thomas, 1979; Brim, 1966; Goslin, 1969; Hardy, 1978; 

Iscoe & Stevenson, 196~). Hall (1975), in a naturalistic study, 

explored the socialization process for psychiatric patients after 

admission to a psychiatric facility. Patients were socialized into the 

patient role after admission through nursing staffs' communication of 

the expected behaviors and application of sanctions for performing the 

expected behaviors. Inadequate Socialization, however, is not a term 

often discussed or defined in the literature. When the term is 

discussed, confusion is often evident in the description. For example, 

Hardy (1978) discussed socialization deficits in relation to the 

socialization of nurses into the profession. However, Hardy did not 

define the term or 

socialization deficits. 

identify the components or processes of 

The construct Inadequate Socialization was 

viewed as having two components: role learning by the individual being 

socialized and role sending by the socializing agents. This study 

focused only on the concept of role sending by the socializing agents. 
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Inadequacy of Role Sending. In Stage I, two hierarchical 

concept levels have been identified. Inadequacy of Role Sending was 

the higher level concept identified. The definition of Inadequacy of 

Role Sending was faulty transmittal by the socializing agents of the 

kinds of learning that have relevance for the adult role (Kahn et al., 

1964). The role senders for this study were the nursing staff in the 

psychiatric facilities who were responsible for socializing p'sychiatric 

patients into the appropriate role. When role sending was inadequate, 

the nursing staff did not transmit the kinds of learning that were 

necessary for psychiatric patients to participate fully as members of 

the patient group. Support for the concept of role sending by 

socializing agents comes mainly from organizational psychology (Kahn et 

al., 1964; Katz & Kahn, 1966; Merton, 1957; Rommetveit, 1954). 

Kahn, a prominent social theorist and researcher of 

organizational roles, supported the importance of a role occupant's 

role set for role conflict and further elaborated on discrepancies 

within the role set. The role set are all those people in an 

organization associated with the role occupant in a certain position 

(Kahn et al., 1964; Merton, 1957). Kahn et al. defined the term 

intra-send~r conflict: "different proscriptions and prescriptions from 

a single member of the role set that may be incompatible" (1964, p. 

19). For this study, psychiatric nurses were viewed as role senders 

experiencing some form of intra-sender conflict. The nursing staff 

have incompatible proscriptions and prescriptions for behavior that are 

conveyed to the patients. 
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Therapeutic and Social Rules. In the lower concept level two 

concepts have been identified: Discrepant Interpretation of 

Therapeutic Rules and Inconsistent Enforcement of Social Rules. 

Discrepant Interpretation af the Therapeutic Rules was defined as the 

difference between a nursing staff member's belief about the ward's 

general therapeutic expectations for psychiatric patients and the staff 

member's personal expectations for an individual patient. The 

therapeutic rules were the expectations nursing staff held for the 

patient's participation in his/her own treatment (Hall, 1975). 

Inconsistent Enforcement of the Social Rules was defined as the 

nursing staff member's differential execution of the institutionally 

defined social rules for individual psychiatric patients. Sacial rules 

were defined as the expectations nursing staff held for patients 

regarding group living (Hall, 1975). Nurses have been generally 

responsible for maintaining order in psychiatric facilities. However, 

nursing staff have not always consistently enforced the social rules 

related to patient group living. 

Theoretical evidence to support the importance of the concept 

of rules is derived from sociological literature. Role theorists use 

the terms, such as expectations, norms, standards and guidelines to 

refer to the rules that proscribe or prescribe behavior. Harre' and 

Secord (1972) provided direct theoretical support for the importance of 

rules for roles. Rules are propositions that guide actions and 

determine expectations and roles are "produced by the subset of rules 

followed by some individuals defined as belonging to a particular 
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category of persons" (p. 183). The role is a sequence of actions. 

Knowledge of the rules allows a person to perform properly. Generally, 

rules provide information about ways to behave in a socially 

appropriate manner. Consequently, rules are associated with 

expectations about how other people act. Despite the popular interest 

in rules, very little empirical evidence exists regarding the 

relationship of rules and behavior. 

Psychiatric facilities have rules that psychiatric patients are 

expected to follow while hospitalized. Hall (1975) identified and 

defined social and therapeutic rules that psychiatric nursing staff 

used for socializing patients into the patient role. The social role 

expectations involved all the rules governing group behavior on a day 

to day basis, such as tending to hygiene, respecting the privacy of 

others, and engaging in activities during free time. The therapeutic 

role expectations were more often implicit and involved setting goals, 

controlling psychotic behavior, and going to staff for help. 

To summarize the Stage I concepts, the studies from general 

sociological literature and from psychiatric nursing literature lend 

strong support for the existence of rules, i.e., expectations that role 

senders have for role occupants. The nursing staff have expectations 

that are communicated to psychiatric patients and are sometimes 

conflicting. The general expectations have been identified to be 

social and therapeutic expectations related to the patient role. 
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Stage II 

Role Stress. In Stage II, the construct Role Stress was 

defined as a general situation which occurs: (a) when a social 

structure creates very difficult, conflicting or impossible demands for 

occupants of positions, and (b) results in subjective feelings of 

distress and bahavioral difficulties (Goode, 196~: Goode, 1973: Hardy, 

1978). For this study Role Stress was a general term and included role 

conflict, role ambiguity, role incompetence, role overload and role 

strain. 

Inadequate Socialization in Stage I was expected to impact 

positively on role stress in Stage II: consequently, the more 

Inadequate Socialization, the more Role Stress. This relationship has 

never been directly tested in empirical studies of psychiatric 

patients. 

Role Incompetence. 

levels have been identified. 

In Stage II, two hierarchical concept 

Role Incompetence is the higher level 

concept. Role Incompetence was defined as the inability of a role 

occupant to perform the social behaviors related to the specific role 

expected by the socializing agent in the environment (Hardy, 1978). 

For this study, psychiatric patients were viewed as experiencing Role 

Incompetence as a result of inadequate role sending by the nursing 

staff. Psychiatric patients have been found to have difficulty 

performing the behaviors expected in their role (Cobb, 1984; Hall, 

1975). Theoretical support for the existence of role incompetence has 
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Hardy (1978) described three conditions 

under which conflicting role expectations resulted in role stress/role 

incompetence. The first type of role condition was when a patient's 

reference group contributed to conflicting role expectations. For 

example, when a patient was encouraged to break certain rules by other 

patients. The second type was when one's role set holds conflicting 

role expectations for the role occupant. This situation occurred when 

different nurses or the same nurse have conflicting expectations about 

how the patient should be treated. The third type was when a patient 

experienced intrapositional conflict. Such conflict occurred when 

patients found that their own expectations for the patient role 

conflicted with the nursing staff's expectations. 

Empirical support for the existence of Role Incompetence in 

psychiatric patients is derived from Cobb (1984) who found evidence of 

role strain/role incompetence in hospitalized psychiatric patients in a 

descriptive correlational study (N=6~). The Psychiatric Patient Role 

Strain Scale (PPRSS) measured psychiatric patients' behavioral 

responses to nursing staffs' expectations. The results indicated that 

the sample experienced significant amounts of role incompetence. 

Kahn et al. (1964) extensively explored role conflict and 

ambiguity in the organizational setting. However, the focus of the 

study was on the focal person's perception of the sent role. Two sets 

of variables were studied: the environmental conditions and the 

individuals' responses to the environmental conditions (role 

incompetence). Two studies were conducted. The first study utilized a 
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qualitative design with intensive interviews (N=54) of individuals in 

six organizational settings. The qualitative data provided an 

intensive review of the focal person's perceptions of the sent role and 

enough data to construct an objective index of role 

conflict/incompetence. 

Kahn's second study was a national survey (N=725) utilizing an 

objective measure of role conflict developed from the qualitative data. 

The results of the two studies led to three generalizations about the 

nature of role conflict: (a) conflicts about what a person should do 

generate conflict in the person, (b) the needs and values and 

capabilities of the person contribute to the conflict, and (c) the 

conflict is generated by pressures or forces on a person to change. 

Consequences of role conflict were found to include tension, worry, 

decreased job satisfaction, decreased self confidence and decreased 

work performance. Sometimes more intense reactions were found, such 

as, a marked sense of futility, loss of self esteem, acute anxiety, 

confusion and indecision. Role ambiguity or ambiguous role 

expectations were found to be related to job satisfaction and feelings 

of futility. 

Inadequacy of Role Sending in Stage I was expected to impact 

positively on Role Incompetence in Stage II. The more Inadequate the 

Role Sending by the nursing staff, the more Role Incompetent the 

psychiatric patient is likely to be. Empirical support for this 

relationship came from studies of role ambiguity and role conflict. 

Role ambiguity and lack of role clarity have been found to be related 
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to tension (Kahn et al., 1964; Wardwell, 1955), anxiety and perceived 

threat (Caplan & Jones, 1975; Hamner & Tosi, 1974) and frustration in 

meeting role obligations (Hardy, 1978). Although these studies do not 

directly address the concept of Role Incompetence, frustrations in 

meeting role obligations implies difficulty in performing role 

appropriate behaviors or role incompetence. 

Inability to Adhere to the Rules. Two lower level concepts 

were represented in Stage II: Inability to Adhere to the Therapeutic 

Rules and Inability to Adhere to the Social Rules. Inability to Adhere 

to the Therapeutic Rules was defined as the role occupant's inability 

to perform the therapeutic behaviors that are expected by the 

socializing agent (nursing staff) and are appropriate to the setting. 

Inability to Adhere to the Social Rules was defined as the role 

occupant's inability to perform the social behaviors that are expected 

by the socializing agents and considered appropriate to the patient 

role. Within this framework, when there is Inconsistent Enforcement of 

the Social Rules by nursing staff, psychiatric patients were likely to 

be unable to perform the expected social behaviors. 

Some psychiatric patients have been found to have difficulty in 

performing the expected behaviors while hospitalized (Hall, 1975; Ruben 

et al., 198~). Hall (1975) found the social rules were more clearly 

communicated to the patients than the therapeutic rules. The social 

rules were presented to patients through a written orientation form, 

while therapeutic rules were not communicated in any formal manner. 
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Discrepant Interpretation of the Therapeutic Rules in Stage I 

was expected to impact positively on Inability to Adhere to the 

Therapeutic Rules in Stage II. The more Discrepancy in Interpretation 

of the Therapeutic Rules by the nursing staff, the more the patient's 

Inability to Adhere to the Therapeutic Rules. The Discrepancy in 

Interpretation increases when a difference exists in the general 

therapeutic expectations and the nursing staff member's personal 

therapeutic expectations for a particular patient. Inconsistent 

Enforcement of the Social Rules in Stage I was expected to impact 

positively on Inability to Adhere to the Social Rules in Stage II. The 

more the nursing staff Inconsistently Enforced the Social Rules with 

psychiatric patients, the more the patient's Inability to Adhere to the 

Social Rules increased. These empirical relationships have never been 

directly tested in psychiatric patients. However, indirect support was 

available. 

The relationship of the social and therapeutic rules and 

patient behavior was explored by Hall (1975) in a naturalistic study on 

an inpatient psychiatric setting. Hall identified types of social and 

therapeutic expectations and explored the methods nursing staff used to 

communicate and enforce the rules. The social rules were communicated 

to patients in a clear manner and patients were expected to comply with 

the patient role behaviors. The therapeutic behaviors were not 

communicated clearly to patients, yet patients were expected to comply 

with role appropriate behavior. Negatlve sanctions were used by staff 

to enforce compliance with the rules. Role Incompetence occurred when 
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the staff or patients did not play their appropriate role. When the 

patient resisted being socialized into the patient role and/or when 

staff resisted their appropriate role, role incompetence resulted. 

Stage III 

Deviance. Stage III was comprised of the construct Deviance, 

which was defined as "an instance of a type of behavior that is 

contrary to the norms of at least one particular social unit" (Gibbs, 

1972, p.22). In this framework psychiatric patients were seen as 

acting in such a way that normative standards of the inpatient 

psychiatric unit were violated due to Role Stress experienced in Stage 

II. Support for the existence of Deviance in psychiatric patients was 

derived from the studies documenting violence, arrest rates and 

assaultive behavior prior to, at the time of, and after admission to 

psychiatric units (Adler et a1., 1983; Conn & Lion, 1983; Craig, 1982; 

Depp, 1976; Hatti et a1., 1982; Haffke & Reid, 1983; Lanza, 1983; Lion 

et a1., 1969; Lion & Pasternak, 1973; Madden et a1., 1976; Menuck & 

Voineskos, 1981; Ochiti11, 1983; Rappeport & Lassen, 1966; Ruben et 

01., 198~; Sosowsky, 1978, 198~; Steadman et a1., 1978; Tardiff, 1983; 

Tardiff & Swei11am, 198~, 1982). 

Relationships were presented for the concepts identified in 

this stage of the conceptual framework (Figure 1). Role Stress in 

Stage II was expected to impact positively on Deviance in Stage III, 

As psychiatric patient Role Stress increased, the patient's Deviance 

increased. 
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Disruptive Behavior. In this stage, two hierarchical levels of 

concepts were represented. In the higher level, Disruptive Behavior 

referenced Deviance and was defined as all acts committed by the person 

being socialized which were classified as violating the normative 

standards of the psychiatric ward and which disturbed the efficient 

functioning of the ward. Role Incompetence in Stage II was expected to 

impact positively on Disruptive Behavior in Stage III. As Role 

Incompetence in psychiatric patients increased, Disruptive Behavior by 

psychiatric patients increased. Hall's (1975) research on psychiatric 

patients supported the existence of disruptive behavior by psychiatric 

patients when staff or patients did not play their respective role. 

Violence. The lower level concept referencing Disruptive 

Behavior was Violence which was defined as verbal, nonverbal or 

physical behavior which was threatening to persons (self or others) or 

actually harmed or injured people, or destroyed property (A.P.A., 

1974). The focus of this study was violent behavior by psychiatric 

patients while hospitalized as a result of the patient's Inability to 

Adhere to the Social and Therapeutic Rules. As reported in Chapter 1 

support for the existence of violence by psychiatric patients came from 

several sources (Adler et al., 1983; Lanza, 1983; Madden et al., 1976; 

Tardiff & Sweillam, 198~; Whitman et al., 1976). 

Inability to Adhere to the Therapeutic Rules in Stage II was 

expected to impact positively on violence in Stage III. As psychiatric 

patient's Inability to Adhere to the Therapeutic Rules increased, 
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Inability to Adhere to the Social Rules in Stage 

II was expected to impact positively on Violence in Stage III. As 

psychiatric patient's Inability to Adhere to the Social Rules 

increased, Violence increased. These relationships have never been 

empirically studied in psychiatric inpatients. However, Cobb (1975) 

explored the relationship of patient behavior on the rules and 

violence. 

Cobb (1984) explored the relationship of social and therapeutic 

rules and violence among adult psychiatric patients in an inpatient 

setting. The relationship among age, education, verbal ability, 

psychopathology and the patient's performance on the rules; and the 

effects of a history of violence and psychotropic medication on the 

relationship between the patient's performance on the rules and 

violence were all tested. Results indicated a high correlation between 

patient behavior on the rules and violence. In addition, verbal 

ability and psychopathology were significantly correlated with the 

patient's performance on the rules. History of violence was defined as 

an intervening variable between role strain and violence. Verbal 

ability and psychopathology explained 37.28% of the variance in role 

strain. Role strain, history of violence, and psychotropic medication 

explained 46.45% of the variance in violence. Cobb's study lends 

strong support to the relationship of patient performance on the rules 

and violence in psychiatric patients. 
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Referential Level 

Research instruments were developed to test the theoretical 

framework presented in this chapter. Six scales were developed for 

this study. Three of the scales were negative indicators of the 

referents due to the scoring procedures used for the scales. Four of 

the scales were represented by acronyms at the referential level in 

Figure 2. In addition. the Discrepancy Score (OS) was calculated using 

two of the new scales. 

In Stage I of the operational framework. the OS was proposed as 

a positive indicator of the nursing staff's Discrepant Interpretation 

of Therapeutic Rules. The OS was obtained by calculations using the 

General Therapeutic Rule Scale (GTRS) and the Personal Therapeutic Rule 

Scale I (PTRSI). The GTRS measured the general nursing ward philosophy 

regarding patient's participation in therapy and treatment. The PTRSI 

measured the nursing staff member's expectations for a specific 

patient's participation in therapy and treatment. The Social Rule Scale 

I (SRSI) was proposed as a negative indicator of the nursing staff's 

Inconsistent Enforcement of the Social Rules. A low score on the SRSI 

indicated the nursing staff's inconsistent enforcement of the social 

rules. 

In Stage II. Inability to Adhere to the Social Rules and 

Therapeutic Rules was operationalized by the Social Rule Scale II 

(SRSI) and the Personal Therapeutic Rule Scale II (PTRSII). The SRSII 

measured a specific patient's social behavior as perceived by a nursing 

staff member. The PTRSII measured a specific patient's therapeutic 
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Figure 2: The Operational Level: The Relationship of Social and 
Therapeutic Rules, Role Incompetence and Violence in 
Hospitalized Psychiatric Patients 
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The empirical 

measures, SRSII and PTRSII, were negative indicators of the identified 

concepts. A low score on both scales indicated the patient was unable 

to adhere to the rules. 

In Stage III, Violence was operationalized at the referential 

level by the Violence Scale (VS). The VS measured a specific patient's 

behavior in the areas of Violence to Self, Violence to bthers and 

Violence to Property as perceived by a nursing staff member. 

was a positive indicator of violent behavior. 

The VS 

The SRS I was predicted to have a direct, positive relationship 

with SRS II. Three of the referents (SRSI, SRSII, PTRSII) were 

negative indicators of the concepts they were designed to measure. As 

a result, three of the relationships at the referential level were 

predicted to be negative. The Discrepancy Score was predicted to have 

a direct, negative relationship with PTRSII. The PTRSII and the SRSII 

were predicted to have a direct, negative relationship with VS. 

Summary 

A three stage theoretical framework has been constructed to 

explain violence by hospitalized psychiatric inpatients. Specifically, 

the framework was designed to explain some of the variance that may 

account for violence due to the therapeutic and social rules nursing 

staff maintain for psychiatric inpatients. The framework guided the 

present research in the development and testing of the research 

instruments for five concepts identified in the model: Discrepant 
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Interpretation af Therapeutic Rules, Inconsistent Enforcement of the 

Social Rules, Inability to Adhere to the Therapeutic Rules, Inability 

to Adhere to the Social Rules and Violence. 



CHAPTER 3 

METHODOLOGY 

This chapter presents the methodological techniques designed to 

test the psychometric properties of the instruments developed for this 

study. The methods are reviewed by which reliability and validity 

estimates of the scoles were obtained. The data collection procedure 

describes how the sample was tested, and the data analysis plan reviews 

the statistical techniques that were employed 

potential usefulness of the instruments. 

to ascertain the 

The instruments to measure the concepts and relationships 

specified in the conceptual framework developed for this study were 

the: General Therapeutic Rule Scale (GTRS), Personal Therapeutic Rule 

Scale I (PTRSI), Personal Therapeutic Rule Scale II (PTRSII), Social 

Rule Scale I (SRSI), Social Rule Scale II (SRSII) and Violence Scale 

(VS). First, the nursing stoff's Discrepant Interpretation of the 

rules was measured by the Discrepancy Score calculated by the GTRS and 

the PTRSI. Secondly, the nursing stoff's Inconsistent Enforcement of 

the Social Rules was measured by the SRSI. Thirdly, the patient's 

Inability to Adhere to the therapeutic and Social Rules was measured by 

the PTRSII and SRSII. Lastly, Violence was measured by the VS. 

48 
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Research Questions 

The validity and reliability of the six instruments was tested. 

Specifically, the following research questions were posed: 

1. Was the research instrument, designed to measure a nursing 

staff's therapeutic expectations (PTRSr) for a specific 

patient, reliable and valid? 

2. Was the research instrument, designed to measure the patient's 

therapeutic behavior (PTRSrr), reliable and valid? 

3. Was the research instrument, designed to measure the general 

ward therapeutic expectations (GTRS), reliable and valid? 

4. Was the research instrument, designed to measure a nursing 

staff's social expectations for a specific patient (SRSr), 

reliable and valid? 

5. Was the research instrument, designed to measure the 

patient's social behavior (SRSrr), reliable and valid? 

6. Was the research instrument, designed to measure the patient's 

violent behavior (VS) reliable and valid? 

7. Were the relationships proposed in the theoretical framework as 

predicted? 

The specific questions proposed for this study referred to the 

reliability and validity of the research instruments. Six of the 

questions focused specifically on the reliability and validity of the 

six individual research instruments. The seventh question focused on 

predictive model testing for evidence of construct validity. 
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Reliability is the extent to which an instrument provides 

consistent or stable results. Two basic strategies can be used to 

assess reliability: stability and consistency. Test-retest reliability 

evaluates the stability of measurements by administering the same test 

to the same people at more than one point in time. Estimates of 

reliability based on the average correlation among items within a test 

are concerned with internal consistency. 

Internal consistency coefficients produce an estimate of true 

variance (Kerlinger, 1973). The reliability coefficient is defined as: 

Xtt = Xt + Xe (3.1) 

when Xtt is the total score, Xt is the true score and Xe is measurement 

error. The internal consistency of the research instruments were tested 

using coefficient alpha and theta. The alpha coefficient assumes each 

item in a scale is a parallel variable. If ~tems in a subscale measure 

a single construct, but measure the construct unequally, the assumption 

has been violated. When the assumption is violated the value of alpha 

understates the true reliability (Armour, 1974). Cronbach's alpha 

(1951) is a conservative estimate of the reliability of an instrument. 

Theta, based on factor analysis, weights items unequally according to 

their correlations with other items. Therefore, theta overcomes the 

limitations of alpha when scales are assumed to be unidimensional thus 

enhancing the reliability estimates of the scales. Theta is 

appropriate as a measure of consistency when items are nonparallel, 

heterogenous in their relation to one another and the total number of 
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items is small (Anastasi. 1982; Carmines & Zeller. 1979; Nunnally. 

1978; Zeller & Carmines. 198~). 

Construct validity is concerned with the extent to which a 

measure is related to other measures consistent with theoretically 

derived hypotheses concerning the concepts being measured (Carmines & 

Zeller. 1979; Nunnally. 1978). According to Nunnally (1978) three 

major aspects of construct validity were identified. Firstly. the 

domain of observables should be outlined. The outline constitutes a 

theory with theoretical and operational definitions. A well specified 

domain allows the researcher to determine which studies need to be 

conducted to test the adequacy with which a construct is measured. 

Specifying a domain of observables is related to content validity and 

is discussed in Appendix C. 

The second aspect of construct validity is the specification of 

relations among observables. This aspect includes the determination of 

how well the measures of observables "go together" in empirical 

investigations. An analyses of the "resulting correlations provides 

evidence of the extent to which all the measures relate to the same 

thing" (Nunnally. 1978. p. 1~~). This second aspect of construct 

validity is related to measures of internal consistency. 

Measures of internal consistency and factor analysis address the 

issue of common variance. Construct validity is defined as: 

Vtt = Vc + Vs + Ve (3.2) 

Vc is the common variance of scales which measures a single 

theoretically predicted construct; Vs is the specific variance for 
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individual items or scales, and Ve is the variance due to measurement 

error (Kerlinger, 1973). Internal consistency estimates provide a 

method for estimating the amount of common variance, Vc ' when 

constructs are theoretically predicted prior to testing (Anastasi, 

1982). 

Factor analysis also estimates common variance and provides an 

estimation of the number of underlying dimensions within a scale or 

subscale. Confirmation of theoretically predicted dimensions support 

the existence of construct validity (Anastasi, 1982; Kerlinger, 1973). 

For this study, confirmatory and exploratory common factor 

analysis for the research instruments was used to determine the 

specification of relations among observables. However, the existence 

of internal consistency by factor analysis is a necessary, but not 

sufficient condition of construct validity. The third aspect of 

construct validity is a sufficient condition. 

The third aspect of construct validity is the specification of 

relations among constructs. Do the measures of observables behave as 

expected? Construct validity concerns the hypothesized relations 

between the supposed measure of a construct and a particular, 

observable variable. Studies of construct validity require that: (a) 

the domains of the other constructs are well defined, and (b) the 

assumption of a relationship between the two constructs is unarguable. 

Nunnally (1978) summarizes construct validity as construct explication: 

the process of making an abstract work explicit in terms of observable 
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variables. For this study, predictive model testing was used to 

determine if the measures of observables behave as expected. 

The conceptual framework proposed that the Discrepant 

Interpretation of the Therapeutic Rules by the nursing staff impacts 

positively on the patient's Inability to Adhere to the Therapeutic 

Rules and results in an increase in Violence. In addition, the 

conceptual framework proposed that the Inconsistent Enforcement of the 

Social Rules impacts positively on the patient's Inability to Adhere to 

the Social Rules and results in an increase in Violence. The remainder 

of this chapter describes the research strategies used in this 

investigation in more detail. 

Desig!:!. 

This study used a descriptive correlational design. Nurse 

subjects completed five instruments at one point in time on each 

specific patient. 

Instruments 

Six research instruments were developed for use in this study: 

the GTRS, the PTRSI, the PTRSII, the SRSI, the SRSII and the VS. A 

complete review of the development of the instruments is included in 

Appendix C. A brief review of the development of the instruments will 

be included in this section. 

The instruments used in this study were developed using the 

following strategies: (a) review of the literature, (b) Q-Sort of 

social and therapeutic rules, (c) qualitative interviews with nursing 
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staff, and (d) review by an expert panel. The two social (SRSI and 

SRSII) and two therapeutic rules scales (PTRSI and PTRSII) were 

developed concurrently. Items from the PTRSI and PTRSII were adapted 

to develop the third therapeutic rule scale (GTRS). The Q-Sort 

determined the important social and therapeutic rules that nursing 

I 

staff generally agreed were im~ortant for patient treatment and 

recovery (Cobb, 1984). The rules with high agreement formed the basis 

of the therapeutic and social rule scales. The next phase of 

instrument development was a qualitative study to explore disturbances 

in the processes of application, enforcement and communication of the 

rules. As a result of this phase, the concepts were identified, 

potential items chosen and a scaling methodology determined for the 

instruments based on social and therapeutic rules. 

The Violence Scale was developed from the literature review, 

personal clinical experience, the Q-Sort and qualitative data. The 

conceptual framework included three components: violence against 

others, violence against self and violence against property. 

The final step in instrument construction was a review of the 

newly established instruments by a panel of expert judges for the 

determination of content validity. Five experts in psychiatric nursing 

with knowledge of research and instrumentation reviewed the instruments 

and completed several activities. The results of the review were 

analyzed using descriptive statistics (TobIe C-15 and C-16). The 

instruments were determined to have content validity by the experts. 
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The Personal Therapeutic Rule Scale I (PTRSI) was designed to 

measure the nursing staff's therapeutic expectations for a specific 

patient. The scale is a ten item, four choice, cumulative scale scored 

from 1-4 (Appendix J). The concept underlying the scale was determined 

to be Activity/Passivity, therefore the responses were ordered along 

this dimension. The Active response for a particular therapeutic rule 

was scored 4, while the passive response was scored 1. The scores from 

the PTRSI were used in the calculation of the Discrepancy Score. 

The General Therapeutic Rule Scale (GTRS) is a 2~ item, four 

choice, Likert-type scale which measured the ward's general philosophy 

regarding therapeutic expectations (Appendix J). The responses were 

scored from 1 to 4 and ordered from strongly disagree to strongly 

agree. The scores from the GTRS were used in the calculation of the 

Discrepancy Score. 

A discrepancy score was calculated for eacll therapeutic rule 

using the following equations: 

(3.3) 

(3.4) 

Equation 3.3 was used to calculate the average of the two items 

on the GTRS for a specific therapeutic rule, (GTx ). The discrepancy 

for each therapeutic rule (DSx ) between the general ward philosophy and 

a nurse's interpretation of the rule for one specific patient was 

calculated using equation 3.4. The Discrepancy Score for each 

therapeutic rule (DSX) was summed to obtain a total Discrepancy Score 
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for all the therapeutic rules. Statistical analysis for the OS was 

conducted using the absolute values of the total Discrepancy Score. 

The Personal Therapeutic Rule Scale II (PTRSII) is a ten item, 

four choice, cumulative scale scored from 1-4 designed to measure the 

patient's therapeutic behavior (Appendix J). The responses for the 

scale were also ordered along the dimension of Activity/Passivity. The 

Active end of the dimension was scored 4 while the Passive end scored 

1. A summated score was obtained for the PTRSII. 

The Social Rule Scale I (SRSI) was designed to measure the 

nursing staff's social expectations for a specific patient (Appendix 

J). The scale is a five choice Likert-type scale scored from 1-5. The 

responses are ordered from strongly disagree to strongly agree. A 

summated score was obtained for the SRSI. Five of the items were 

positive and five of the items were negative. 

The Social Rule Scale II (SRSII) was designed to measure the 

patient's social behavior on the ward (Appendix J). The scale is a 

five choice Likert-type scale scored from 1-5. The responses were 

ordered from strongly disagree to strongly agree. Five of the items 

were positive and five of the items were negative. 

was obtained for the SRSII. 

A summated score 

The Violence Scale was designed to measure a specific patient's 

violent behavior since admission to a psychiatric ward (Appendix J). 

The VS is a 15 item, five choice, Likert-type scale scored from ~-4. 

The items were graded in the degree of violence exhibited. The first 

item in the subscale measured a greater degree of violence while the 
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last item measured a lesser degree of violence. The responses were 

ordered from never to frequently. The VS has three subscales with five 

items in each subscale: violence against others, violence against self 

and violence against property. A summated score was obtained for the 

three subscales as well as for the total scale. 

Sample and Setting 

Clinical settings that were used in the study included local 

private, county, state and federal psychiatric facilities. Four 

general hospitals participated in the study. Out of the four 

hospitals, nine clinical psychiatric units were used. The psychiatric 

units included: short-term acute admission units, moderate-term 

treatment units and long-term discharge units. All psychiatric units 

used a variety of treatment modalities such as, chemotherapy, milieu 

therapy, and group therapy. Of the nine psychiatric units, five were 

locked units and four were unlocked. 

Subjects for the testing of the newly constructed instruments 

were selected from the psychiatric nursing staff in the participating 

hospitals. Criteria for selection of nursing staff subjects were: (a) 

aged 18 or older, (b) spoke and wrote English, (c) involved in direct 

patient care, and (d) worked in the setting 3 out of the past 7 days. 

Although nursing staff working in psychiatric facilities were the 

subjects for this study, the nursing staff were asked to complete the 

newly developed instruments for particular hospitalized patients. 



Therefore, the unit of analysis was the individual patient. 

size of N=57 nursing staff was obtained. 

58 

A sample 

The criteria for selection of patient subjects for nursing 

staffs' completion of ratings were: (a) aged 18 years or older, and (b) 

has been in the hospital for at least 3 days. A proportional sampling 

method was used to ensure that all units within each facility were 

equally represented. Approximately 2~ patient subjects were obtained 

from each unit. The sample of patients included men and women from 

various cultural groups. A variety of major psychiatric diagnoses were 

represented. A sample size of N=162 patients was obtained and 

considered adequate for testing of the instruments. The sample size 

indicated the number of nursing staff ratings on particular patients, 

not the number of nurses participating. 

Data Collection Procedures 

Formal access to the settings was obtained by a formal review of 

the project by the Nursing Ethical Review Subcommittee of the Research 

Committee, University of Arizona (Appendix K) and the Research 

Committee at each participating institution (Appendix L). Informal 

access was gained through discussions with psychiatric medical 

directors, nursing administrators, head nurses and nursing staff to 

explain the purpose and procedures of the study. Once nursing staff 

subjects were identified, informed consent was obtained (Appendix M). 

All interested nursing staff sUbjects were solicited to participate in 

the study. The subjects were given a full description of the study, 
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risks and benefits of the study. The subjects were assured of their 

anonymity and told they could withdraw from the study at any time. The 

nursing staff were trained in the use of the research instruments. 

Training included one didactic session in the use of the tools. During 

the training session several activities were required of the subjects. 

First, the subjects completed the Demographic Data Form (Appendix N) 

and the GTRS. Second, the subjects read a fictitious case study on a 

Schizophrenic patient admitted to the hospital (Appendix 0). Third, the 

subjects completed the remaining instruments on the case study: the 

PTRSI, PTRSII, SRSI, SRSII and VS. 

During the training session, the researcher reviewed the 

criteria for the selection of patients for completing ratings. In 

collaboration with the nursing staff member, the researcher chose the 

patient sample, based on the nurse's familiarity with the patient and 

his/her care. The nursing staff subjects completed ratings on patients 

they were assigned to on a daily basis. Procedures for the selection 

of patients were outlined in the training period and individualized for 

each psychiatric unit. In several settings the head nurses volunteered 

to distribute research instruments to the nursing staff. However, this 

administrative involvement was resented by the nursing staff and new 

procedures were developed that did not involve nursing administration. 

Each nursing staff member completed the following scales on patient 

subjects: PTRSI, PTRSII, SRSI, SRSII and the VS. The scales took 

approximately 30 minutes to complete. The researcher completed the 

Patient Demographic Data Form (Appendix p) on the individual patients 
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through a chart review. The nursing staff completed scales on one 

patient a week for four to six weeks, until a maximum of five patient 

sUbjects were completed. However, every nurse did not complete ratings 

on all five patients. Therefore, a variable number of nursing 

staff/unit was obtained. In addition, not all the patients who fit the 

criteria participated in the study due 

constraints. 

to nursing staff time 

The researcher spent two to three days a week in the clinical 

setting to review procedures and to problem solve as necessary with the 

nursing staff. On occasion, a patient was discharged before a nursing 

staff member was able to complete the scales. If this occurred, the 

scales were not completed and the patient omitted from the study. 

After reaching a maximum of five patients, the staff subjects repeated 

the ratings on the fictitious patient, as well as the GTRS. These 

ratings were completed individually and returned to the researcher. 

Data Analysis Plan 

Descriptive statistics were employed to examine the nursing 

staff and patient sample characteristics. Tests of reliability 

included test-retest reliability and internal consistency. Tests of 

validity included factor analysis and predictive model testing. 

Reliability 

Test-retest correlations for the GTRS, PTRSI, SRSI PTRSII, SRSII 

and VS were analyzed using scores obtained from the ratings of the case 

study. The Pearson Product Moment correlation coefficient was used as 
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the estimate of test-retest reliability. In order for the research 

instruments to be considered reliable, a test-retest correlation 

coefficient of r ~ .7~ was required (Carmines & Zeller, 1979; Nunnally, 

1978). This criterion level was based on Nunnally's (1978) observation 

that correlation coefficients are seriously attenuated by measurement 

error at levels below r = .7~. 

Reliability statistics to analyze internal consistency using 

coefficient alpha and theta were calculated. Cronbach's alpha is 

appropriate if the scale is unidimensional and the items are assumed to 

be parallel. Cronbach's alpha was calculated by the SPSS reliability 

program (Hull & Nie, 1981). The criterion of r > .7~ was used to 

determine the adequacy of internal consistency 

coefficient alpha (Cronbach, 1951; Nunnally, 1978). 

as measured by 

Theta is appropriate when the scale is unidimensional and the 

items are nonparallel. Theta was calculated after performing a 

principal components factor analysis and using the following formula: 

e = (N/N - 1)(1 - 1/">..) (3.5) 

where e represents theta; N equals the number of items and ">.. is the 

largest (i.e. the first) eigenvalue. A theta level of > .7~ was 

considered acceptable (Nunnally, 1978). Criteria to determine if theta 

was appropriate as a measure of consistency was: (a) the first 

extracted component should explain a large proportion of the variance 

in the items ( ~ 4~%), (b) subsequent components should explain fairly 

equal proportions of the remaining variance except for a gradual 

decrease, (c) all or most of the items have substantial loadings on the 
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first component, and (d) most of the items have higher loadings on the 

first component than on subsequent components (Carmines & Zeller, 

1979). Since the scales were conceptualized as unidimensional with 

nonparallel items, theta was the internal consistency estimate of 

choice. However. when the results of statistical analysis suggested a 

unidimensional scale with parallel items, then coefficient alpha was 

presented as the appropriate estimate of internal consistency. 

The Pearson Product Moment correlation coefficient was employed 

to analyze the internal' consistency of the scales by item-item 

correlations. item-total scale correlation, and item-subscale 

correlation. The consistency of the total Violence Scale was evaluated 

by the calculation of Pearson Product Moment correlations of 

subscale-subscale correlations and subscale-total scale correlations. 

The Pearson Product Moment correlation coefficient was computed by the 

SPSS reliability program. The criterion of 5~~ of the items within the 

range of r > 3 and r < .7 was considered acceptable (Gordon, 1968; 

Kerlinger, 1973; Risser. 1975). Inter-item correlation values within 

this range were identified as those which indicated adequate item 

relationships without redundancy of items (Risser. 1975). For the same 

reasons an item-total scale correlation of r > .3~ and r ~ .7~ was 

considered adequate (Gordon. 1968; Kerlinger, 1973; Risser, 1975). An 

item-subscale criterion level of r > .5~ and r < .8~ was considered 

acceptable (Anastasi. 1982; Gordon. 1968). 

Variance of the items was examined to determine the stability of 

the items and to determine if the entire range of scores were used. 
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Items with a standard deviation less than or greater than ane standard 

deviation below/above the standard deviation mean were judged unstable 

(Phillips, 1985). 

Validity 

Construct validity was estimated with confirmatory factor 

analysis and predictive model testing. Exploratory factor analysis was 

conducted for revisions of the scales and for further theoretical 

conceptualization. All scales were factor analyzed using the common 

factor method with iterative and orthogonal (varimax) rotation. Factor 

analysis is a statistical technique that takes into account the fact 

that the items measure a factor unequally. The common factor analysis 

model uses communality estimates in the main diagonal of the 

correlation matrix prior to factoring (Zeller & Carmines, 1980). 

Classical-factor analysis is based on the idea that observed 

correlations are the result of underlying regularity in the data. The 

assumption of classical factor analysis is that the observed variable 

is influenced by several other factors, some of which are affecting 

other variables in the set, while others may not be shared by variables 

in the set (Kim, 1975). Common refers to the shared variance, while 

unique refers to the idiosyncratic variance. Under this assumption, 

the unique variance does not contribute to relationships among 

variables. Common factor analysis was the factor analysis of chOice 

because the observed variable was assumed to be influenced by other 
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determinants. Orthogonal rotation (Varimax) was used which ensured 

that extracted factors are independent of one another (Kim, 1975). 

The confirmatory method of factor analysis was used to determine 

if the items loaded onto the predicted theoretical dimensions. 

Confirmatory factor analysis was conductgd by specifying the number of 

factors to be extracted. The exploratory factor analytic approach 

described the underlying ~imensional structure of the scales without 

specifying the "number of factors to be extracted. Varimax rotation was 

used to examine the composition of the research instruments. This 

procedure rotated the extracted factors so that factors were simplified 

and loadings were as high or low as possible on the extracted factors 

(Zeller & Carmines, 1980). 80th confirmatory and empirical factor 

analysis was conducted using the SPSS statistical package. 

A patient sample size of N=162 allowed for testing of the PTRSI, 

PTRSII, SRSI, SRSII and VS on 10 subjects per item per scale. However, 

the GTRS (k=20) was tested on the nursing staff sample (N=57) and the 

number of subjects did not meet the subject number criterion for factor 

analysis. 

Criteria used for evaluation of extracted factors included: (a) 

eigenvalue of 1.00 or greater (Kim & Mueller, 1978), (b) all the items 

should have substantial loadings on the one factor ( l .40), (Armour, 

1974), and (c) all or most of the items should have higher loadings on 

the one component than on subsequent components (a difference of l .20) 

(Carmines & Zeller, 1979). If a scale is unidimensional the first 

factor should explain 40% of the variance (Zeller & Carmines, 1979). 
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Regression analysis formed the basis for predictive model 

testing. The theoretical model specified the order in which variables 

were analyzed for simple regression analysis and the empirical 

correlations between the independent and dependent variables determined 

the ordering for the stepwise regression. The statistical model for a 

test of the predicted relationships was as follows: 

(3.6) 

where Vi is the dependent variable (violence) and X'i 

fixed independent variables; a. b, . . b r are unknown parameters; and 

ei are unobservable random error terms which are assumed to be 

independent. normally distributed with zero mean and equal variance 

(Pedhazur. '982). 

The regression equations for the theoretical model are shown in 

Figure 3. In addition. empirical models were generated using stepwise 

regression in which all independent variables in the model were 

regressed on the dependent variable. The significance level of p i .~5 

was used for variable entry into regression equations and for the R2 ,s 

which indicated the amount of explained variance for the variable. 

This level was chosen as a liberal test of thv variable's statistical 

significance to allow for retention of a concept in the model that had 

conceptual or substantive significance. The regression coefficients 

and R2 ,s of the theoretical and empirical model were compared to 

determine if the theoretical model was supported. 
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Summary 

This chapter described the instrument testing procedures that 

were used to estimate the psychometric properties of the newly 

developed instruments. Both test-retest and internal consistency 

reliability methods were discussed as well as methods to estimate 

content and construct validity. The design and sample were described 

and the data collection procedures summarized. Finally, the plan for 

data analysis was presented. 



CHAPTER 4 

RESULTS OF DATA ANALYSIS 

This chapter presents the statistical analysis of the data 

collected during this study. The statistical analysis is presented in 

three sections. The first section is the description of the sample. 

The second and third section is organized according to the research 

questions proposed in Chapter 3. The second section is the analysis of 

the reliability and factor analysis of the instruments. The 

statistical analysis for the original and revised scales is presented 

in the following order: the therapeutic rule scales, the social rule 

scales and the violence scale. Since the predictive modeling analysis 

was based on the revised scales, this is presented in the last section. 

Description of the Sample 

This study ~tilized two subject samples. The primary sample 

was the psychiatric nursing staff working in nine psychiatric settings. 

However, the nursing staff sample completed research instruments on 

patients hospitalized in the psychiatric clinical settings. 

Descriptive data on both the nursing staff sample and patient sample 

will be presented. 

Nursing Staff Sample 

The nursing staff sample for this study included 57 nursing 

staff members currently employed in nine psychiatric clinical settings. 

68 
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Tables 1 and 2 summarize the personal and professional characteristics 

of the nursing staff sample (N=57) participating in this study 

according to the type of data collected. 

Table 1 summarizes variables for the nursing staff sample (N=57) 

with nominal level data. Thirty-nine out of 57 subjects were female. 

The occupational status of the sample included 33 nurses, out of 57 

subjects. The remaining subjects were aides, orderlies, mental health 

specialists and psychiatric technicians. The ethnic background of the 

nursing staff included 46 Caucasians. Hispanics had the next highest 

frequency with 6/57 subjects. Most of the nursing staff worked the day 

shift (37/57) (missing data = 1) and most worked full time (52/57). 

Table 2 summarizes variables for the nursing staff sample with 

interval level data. The mean age of the nursing staff was 40.92 with 

a 9.07 standard deviation and range of 22-60. The mean educational 

level of the subjects was 14.83 years with a standard deviation of 3.05 

and range of 6-24 years. This result indicated that some nursing staff 

did not have a grammar school education, while most had some college 

education. The mean nursing experience (in years) was 13.34 with a 

standard deviation of 9.34 and range of 0-39. The mean psychiatric 

experience (in years) was 10.00 with a standard deviation of 7.28 and 

range of 0-27. The level of experience was high, but this result was 

consistent with the age of the subjects. The mean experience of 

nursing staff in their current setting was 4.63 with a standard 

deviation of 5.08 and range of 0-25. 



Table 1. Nursing Staff Sample: Description of the Personal and 
Professional Characteristics (N=57). 

Variable 

Sex 
Female 
Male 

Occupational Status 
RN 
LPN 
Other 

Ethnic Background 
Caucasian 
Hispanic 
Afro-American 
Oriental 

Shift Worked 
Day 
Evening 
Rotating 

Number of Hours/week Worked 
Less than 4'" 
4'" hours 
More than 4'" 

Frequency 

39 
18 

27 
6 

24 

46 
6 
4 

37 
15 

4 

1 
52 

4 

Percentage 

68.4% 
31.6~ 

47.4% 
1"'.5~ 
42.1% 

8"'.7% 
1"'.5% 
7."'% 
1.8% 

7'" 



Table 2. Nursing Staff Sample: Description of the Personal and 
Professional Characteristics (N=57). 

Standard 
Variable Mean Deviation Range 

Age 4f1j.92 9.fIj7 22-6f1j 

Education 14.83 3.fIj5 6-24 
(Vears) 

Nursing 13.34 9.34 f1j-39 
Experience (Vears) 

Psychiatric Nursing 1f1j.fIjflj 7.28 f1j-27 
Experience (Vears) 

Experience in Current 4.63 5.fIj8 f1j-25 
Setting (Vears) 

71 
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The clinical settings that participated differed in many ways. 

The unit in Federal Hospital was an unlocked, admission and treatment 

unit with a high chronic patient population. Federal Hospital had a 

high patient acuity rate and seclusion and restraints were used 

frequently. The length of stay varied, with some patients remaining 

for one day while others remained for several months. Emphasis was 

placed on an active ward treatment pragram with nursing evaluation and 

planning. Federal Hospital had a greater proportion of RN's working in 

the facility, than other participating hospitals. 

Private Hospital had less chronic patients and a lower acuity 

rate. Private hospital staffed primarily with non-professional nursing 

staff. Registered nurses distributed medications and acted as "charge 

nurses". Seclusion and restraint was used frequently on the locked 

crises unit. After patients stabilized, s/he was transferred to the 

unlocked short-term unit or discharged. The length of stay was brief 

(days). The short-term admission unit had a low acuity rate and the 

length of stay was longer, several weeks to several months. Treatment 

emphasis was placed on the activity program and "talking" therapies by 

nonprofessional staff. 

Three units participated from State Hospital. This hospital was 

staffed primarily by nonprofessional nursing staff. The admission unit 

had a very high patient census with a very high acuity rate. Patients 

were admitted to this locked unit and transferred to the locked 

short-term units as soon as possible. The staff on the admission units 

dealt with multiple admissions, transfers and seclusions on a daily 
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basis. Very little nursing assessment and treatment planning was 

conducted on this ward. The short-term treatment unit maintained 

patients for 2 weeks to several months. However, a few patients 

remained on this unit for years. This unit had a lower patient acuity 

rate than the admissions unit. Evaluation and treatment planning was 

an integral part of care on this ward. The third unit from State 

Hospital was a long term, unlocked, discharge unit. The goal of this 

unit was to prepare long-term chronic patients for discharge to the 

community. Patients remained on this unit for months to years. 

Seclusion and restraints were rarely used on this unit. Rehabilitation 

therapies were emphasized for treatment. 

County Hospital provided three units for the study. The staff 

at County Hospital included an equal number of professional and 

nonprofessional nursing staff. Assessment and treatment planning 

frequently occurred at the County Hospital. The acute admission unit 

was a locked crises unit with a high admission and transfer rate, and 

frequent use of seclusion and restraints. When a patient's condition 

stabilized, s/he was transferred to the State Hospital or the locked 

short-term treatment unit, or discharged. The length of stay was brief 

(days). Patients remained on the short-term treatment unit for two 

weeks to two months. Seclusion was used infrequently on this ward and 

emphasis was put on an activity program and treatment planning. Unit 3 

from County Hospital was an unlocked long-term psychogeriatric unit 

that emphasized an activity program, self care and treatment planning. 

The length of stay varied. 
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Table 3 describes the nursing staff sample according to the 

agency characteristics. Of the nursing staff sample, 19 worked in 

acute admission wards, 21 worked in short-term admission wards, 7 

worked in a rehabilitation ward, 7 in a crises ward and 7 in a 

psychogeriatric ward. Unit 1 at State Hospital had only one subject 

participating. The high patient acuity level made it difficult to meet 

with staff and discuss the study. Crises constantly occurred and 

disrupted discussions. The nursing staff also complained that they did 

not have time to do "extra work". As a result of these difficulties 

only one nurse participated in the study. 

Unit 1 in Private hospital had the next lowest frequency of 

nurses participating in the study. Many nurses expressed interest in 

the study and received ratings to complete on patients. But, only four 

nurses completed ratings on patients. Since the unit was quiet with a 

low patient acuity level, this result was unexpected. 

In the same private facility, the nursing staff on the crisis 

unit were very enthusiastic about participating, despite the high 

patient acuity level and work load. The staff on the crises unit 

expressed great concern over the increasing amount of observed violence 

on the Crises Unit and this may have influenced the participation rate. 

Patient Sample 

Tables 4 and 5 summarize the personal characteristics of the 

patient sample (N=162) for the study according to the type of data 
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Table 3. Nursing Staff Sample: Description of the Agency 
Characteristics (N=57). 

Locked Type of Subject Hospital '1> of 
Hopsital Unit YIN Treatment Frequency '1> Total 

Federal N Short-term 8 1~~% 14.~% 
treatment 

Private N Acute 4 36.3% 7.~% 
admission 

2 N Crisis 7 63.6% 12.3% 

State Y Acute 7.1% 1.8% 
admission 

2 Y Short-term 6 42.8% 1~.5% 
treatment 

3 N Rehabili- 7 5~.~% 12.3% 
tation 

County Y Psycho- 7 29.1% 12.3% 
geriatric 

2 Y Acute 1~ 41.6% 17.5% 
admission 

3 Y Short-term 7 29.1% 12.3% 
treatment 



Table 4. The Patient Sample: Description of the Personal 
Characteristics (N=162). 

Variable 

Sex 
Male 
Female 

Ethnic Background 
Caucasian 
Afro-American 
American-Indian 
Oriental 
Hispanic 

Marital Status 
Single 
Married 
Divorced 
Widowed 

History of Violence 
Suicidal ideation 
Suicide attempt 
Homicidal ideation 
Homicidal attempt 
Threatened property 
Damaged property 

Frequency 

89 
73 

124 
11 

2 
1 

23 

72 
37 
4111 

6 

79 
63 
76 
82 
23 
23 

Percentage 

54.9~ 
45.111~ 

76.5~ 
6.7~ 
1.2~ 
.6~ 

14.6~ 

44.4~ 
22.8~ 
24.6~ 
3.7~ 

48.7~ 
38.8~ 
46.9~ 
5111.6~ 
14.1~ 
14.1% 

76 



Table 5. The Patient Sample Description of the Personal 
Characteristics (N=162). 

Standard 
Variable Mean Deviation 

Age (Years) 38.89 16.53 

Education (Years) 11.6" 2.77 

Length of Hospitali- 564.59 564".55 
zation (Days) 
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Range 

18-88 

~-19 

3-7~.~~3 
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collected. Table 4 summarizes the nominal data collected. The patient 

sample included 89 men, out of 162 subjects. The ethnic background of 

the patient sample included 124 Caucasian, 11 Afro-Americans, two 

American-Indians, one Oriental and 23 Hispanics (missing data = 1). Of 

the 162 patients, only 37 were married, The remaining subjects were 

single, divorced or married (missing data 7) . These results were 

expected because most psychiatric patients have great difficulties in 

interpersonal relationships 

relationship. 

and are unable to maintain a close 

Homicidal attempts and suicidal ideation were the most 

frequently observed variables 

Homicidal ideation and suicide 

(5l1J.6% and 

attempts were 

48.7"/> of 

the next 

the sample) . 

highest (46.9% 

and 38.8"/». The data on the variable, history of violence to property 

was problematic due to poor documentation in the charts and the amounts 

of missing data. Only 14% of the sample had documentation of damage to 

property. In many cases, a patient had evidence of both ideation and 

actual attempts of violence. It was possible but unlikely, for a 

patient to have evidence of all six behaviors. 

Table 5 summarizes the interval level data for the personal 

characteristics of the patient sample. The mean age for patients was 

38.89 with a standard deviation of 16.53 and range of 18-88. The mean 

education for the patient sample was 11.6l1J years with a 2.76 standard 

deviation and range of l1J-19 (missing data, N=46). This result 

indicated that most of the patient subjects did not have a high school 

diploma and was expected. The mean for the length of hospitalization 
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(days) was 564.59 with a standard deviation of 5640.55 and range of 

The median was 15.0~ days. One outlier of 70,003 days 

accounted for the unusually high mean and standard deviation. In this 

case the median of 15.00 was the more appropriate statistical measure. 

Table 6 summarizes the diagnostic characteristics of the patient 

sample. Six major diagnoses were found in the patient sample. Most 

patients had more than one diagnosis. For example, most Personality 

Disorders also have a Substance Abuse Disorder. Out of 162 subjects 46 

were diagnosed Schizophrenic. 

and 26 had Major Depression. 

Thirty had Bipolar-Affective Disorder 

Twenty-one patients had Organic Brain 

Syndrome. Twenty-five had a Personality Disorder. Thirty-three had 

Substance Abuse. Five had an Eating Disorder. Of the total 162 

patient sample, only 11 had a diagnosis of Epilepsy. 

Table 7 describes the patient sample according to the agency 

characteristics. The short-term admission unit provided 67 out of the 

total 162 patients. The admission unit provided 4~ of the total 

subjects. Twenty-two patients were obtained from the crises unit; 16 

subjects from the rehabilitation unit, and 17 from the psychogeriatric 

unit. 

Findings Related to Research Questions 

The instruments underwent reliability testing which included 

estimates of scale and item stability and internal consistency. 

Estimates of internal consistency and factor analysis were conducted on 



Table 6. The Patient Sample: Description of Diagnostic 
Characteristics (N=162). 

Variable Frequency Percentage 

Schizophrenia 46 28.3~ 

Bipolar Affective Disorder 30 18.5~ 

Paranoid Disorder 0 0~ 

Major Depression 26 16.0% 

Organic Brain Syndrome 21 12.9% 

Personality Disorder 25 15.4% 

Post-Traumatic Stress Disorder 2 1.2% 

Substance Abuse 33 20.3% 

Eating Disorder 5 3.0% 

Schizoaffective Disorder 9 5.5% 

Mental Retardation 3 1.8% 

Epilepsy 11 6.7% 

80 
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Table 7. The Patient Sample: Description of Agency Characteristics 
(N=162). 

Locked Type of Frequency Hospital i of 
Hospital Unit V/N Treatment Subject i Total 

Federal 1 N Short-term 29 Hl0% 17.9% 
treatment 

Private 1 N Acute 18 45.0% 11.1% 
admission 

2 V Crisis 22 55.0% 13.5% 

State 1 V Acute 4 11.7% 2.4% 
admission 

2 V Short-term 14 41.1% 8.6% 
treatment 

3 N Rehabili- 16 47.1IJ% 9.8% 
tat ion 

County 1 V Psycho- 17 28.8% 111J.4% 
geriatric 

2 V Acute 18 311J.5% 11.1% 
admission 

3 V Short-term 24 40.6% 14.8% 
treatment 
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the total patient sample of N=162. Instrument stability was estimated 

with the test-retest method based on scores obtained using the case 

study method. The nursing sample (N=57) was retested on the GTRS, 

PTRSI, PTRSII, SRSI, SRSII and the VS. Due to attrition of the nursing 

staff sample, a sample of 24 was used for test-retest reliability. The 

average length of time (days) between retesting was 47.18 days 

(median=43.5~) with a range of 15-1~3 and a standard deviation of 

23.82. Estimates of scale and item consistency included alpha 

coefficients, theta coefficients, item to item correlations, item to 

subscale correlations, item to total scale correlation, subscale to 

subscale correlations, and subscale to total scale correlations. 

Variance of the items was examined by a review of the means, standard 

deviations and variances. 

The criteria used for the evaluation of the psychometric 

properties were introduced in Chapter 3 and will not be repeated in 

this chapter. After initial testing of the psychometric properties, the 

instruments underwent revisions. The statistical analysis was repeated 

on the revised scales and commonly accepted criteria for psychometric 

evaluation applied to determine the adequacy of the scales on the 

estimates of reliability and validity. If an instrument contained 

missing data the scale was eliminated from a specific analysis. 

However, other scales which were complete were used in the analysis. 

A scale was considered for revision if: (a) a large number 

(~ 66%) of item-item correlations did not meet the criterion, 

(~) item-total correlations did not meet the stated criterion, and 
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(c) reliability estimates were lower than the criterion. Items were 

eliminated/revised based on the following criteria: (a) item variance 

in the lower or upper quartile of individual item observations, (b) 

items did not load onto theoretically predicted dimensions, (c) 

investigator observed difficulty during data collection with individual 

items, and (d) the need for similar items for the PTRSI and PTRSII and 

the SRSI and SRSII. Test-retest reliability was not used as a 

criterion for revision due to observed limitations inherent in its use. 

The analysis of each scale will be discussed followed by a 

presentation of the revised scale and the associated statistical 

analysis. The statistical analysis of the research instruments will be 

presented in the following order: therapeutic rule scales, social rule 

scales and violence scale. 

Therapeutic Rule Scales 

PTRSI. The PTRSI was a ten item cumulative scale designed to 

measure the nursing staff's therapeutic expectations for a specific 

patient. The items were scored from 1-4 and the total score was a 

summative score. The responses to the items were ordered on the 

dimension of Active/Passive with 4 indicating an octive patient on the 

items (Appendix J). The scole mean wos 25.97 with a standard deviation 

of 7.74 and range of 0-37. The average item mean was 2.60 with a range 

of 1.87 to 3.42 and a standard deviation of .19. Table 8 summarizes 

the results of internal consistency and variance estimates for the 

PTRSI (N=153). 



Table 8. The Personal Therapeutic Rule Scale I: Summary of 
Reliability Estimates (N=153) (k=1~). 

Measure Criterion Result 

Test-Retest Correlation r > .7~ .4~ 

(N=26) 

Cronbach's Alpha ex > .7~ .86 
Standardized 

Theta r > .7~ .88 

Item Intercorrelations 5~% items in range 27/45 
r > .3~ and > .7~ 

Item-Total Correlations r > .3~ and i6.7~ 7/1~ 

84 
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Test-retest reliability was computed to be r = l .4~ and did not 

meet the criterion. Cronbach's alpha was a = .86 and theta was r 

= .88. 80th values of internal consistency exceeded the criteria level 

and was sufficient evidence of internal consistency. Cronbach's alpha 

did not underestimate internal consistency. The number of item-item 

correlations meeting the criterion was 27 out of a total 45. This 

number met the criterion and was sufficient evidence of reliability of 

item-item correlations. The number of item-total correlat~ons meeting 

the criterion was seven out of ten. However, two items were close to 

the criterion (r .71; r =.73). The average item-total correlation 

was r = .58 and the correlation range was .15-.73. Further analysis of 

individual items is summarized in Table 9. 

Analysis of the individual items indicated that all the items 

met the criterion for item variance. The mean of the standard 

deviations was 1.~3 with a standard deviation of .4~. All the standard 

deviations fell within the stated criterion range. Items 5 and 6 

accounted for all the item-item correlations that did not meet the 

item-item criterion. Item 6 accounted for the item-total correlation 

that did not meet the criterion. 

referred to relationship issues. 

The content areas of items 5 and 6 

Item 5 referred to the type of 

relationship the patient was expected to form with the nursing staff 

member. Item 6 referred to the type and amount of the family's 

involvement in care expected by the nursing staff member. 
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Table 9. The Personal Therapeutic Rule Scale I: Summary of Item 
Analysis (N~153) (k=1f1J). 

Item-Total Item-Item Range of 
Standard Correlation Correlation Item-Item 

Devia- r ~ .3fIJ r ~ .3fIJ Correla-
Item Mean tion ~ .7fIJ ~ .7fIJ tions 

1 2.5fIJ 1.flJ3 .71 7/9 .15-.62 

2 3.42 .94 .68 7/9 .flJ7-.61 

3 2.78 .89 .67 7/9 .19-.56 

4 2.73 1.flJ6 .58 7/9 .flJ9-.56 

5 2.flJ7 1.flJ7 .32 1/9 . flJ2-.3fIJ 

6 1.87 1.22 .15 fIJ/9 . flJ2-.16 

7 2.64 1.41 .62 7/9 .16-.55 

8 2.39 1.26 .6fIJ 7/9 .flJ2-.55 

9 2.73 1.39 .73 7/9 .12-.64 

1fIJ 2.84 1 .31 .69 7/9 . 1f1J-. 64 
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The results of the confirmatory factor analysis for the PTRSI 

are presented in Table 1~. The confirmatory factor approach forced the 

items to load onto one factor. Eight of the ten items loaded onto the 

one predicted factor. The range of loadings for items in the confirma

tory factor analysis was .15-.79. The values for the factor loadings 

for item 5 and 6 did not meet the criterion. 

counted for 47.5% of the variance. 

The first factor ac-

PTRSI Revised. Based on the analysis of internal consistency, 

variance and confirmatory factor analysis, the PTRSI was revised. 

Items 5 and 6 did not meet the stated criteria for item-item correlati

on, item-total correlation and the loading criterion for factor 

analysis. These two items were removed from the PTRSI and estimates of 

reliability, variance and factor analysis recalculated. The revised 

scale mean was 21.97 with a standard deviation of 7.~6 and range of 

3-31. The average item mean was 2.75 with a range of 2.37 to 3.41 and 

standard deviation of 1.4~. Table 11 summarizes the reliability and 

variance estimates for the revised scale. The test-retest correlation 

and variance did not meet the stated criteria for the revised scale. 

The test-retest correlation was reduced in the revised scale (r = .23). 

However, all the remaining estimates improved and exceeded the cri

teria. Cronbach's alpha and theta were identical (r =.89) suggesting a 

homogenous scale with parallel items. All the item-item correlations 

exceeded the criterion and all eight items exceeded the item-total 

correlation criterion. 
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Table 1~. The Personal Therapeutic Rule Scale I: Confirmatory Factor 
Analysis with Varimax Rotation (N=153) (k=1~) 

Item Coefficient Factor 

.77 

2 .75 

3 .72 

4 .64 

5 .34 

6 .15 

7 .67 

8 .66 

9 .79 

1~ .73 
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Table 11. The Revised Personal Therapeutic Rule Scale I: Summary of 
Reliability Estimdtes (N=155) (k=8). 

Measure 

Test-Retest Correlation 

Cronbach's Alpha 
Standardized 

Theta 

Item Intercorrelations 

Item-Total Correlations 

Criterion 

r > • 7~ 

Cl > .70 

r 1. .70 

50~ of items in range 
r 1. .3~ and < .7~ 

r > .30 and < .70 

Result 

.23 
(N=25) 

.89 

.89 

28/28 

8/8 
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Confirmatory factor analysis (Table 12) indicated that all 

eight items met the criterion and loaded onto the one predicted factor. 

One significant factor was revealed by the factor analysis with an 

eigenvalue of 4.56. accounting for 56.9~ of the variance. 

A summary of the results of the statistical analysis on the 

revised PTRSI (k=8) indicated the scale has strong evidence of internal 

consistency and item variance. The analysis of Cronbach's alpha. theta 

and factor analysis indicated a homogenous scale with parallel items 

and alpha was the most appropriate measure of internal consistency. 

PTRSII. The PTRSII is a ten item cumulative scale designed to 

measure the patient's behavior on the therapeutic rules (Appendix J). 

The PTRSII was comparable to the PTRSI with similar content items 

(Table C-11). A nursing staff member completed the research instrument 

based on observation of the patient's participation in therapy and ward 

activities. The items were scored from 1 to 4. The responses to the 

items were ordered along the dimension of Active/Passive ~'ith a high 

score indicating an active patient. The scale mean was 22.17 with a 

standard deviation of 7.50 and range of 0-37. The average item mean 

was 2.22 with a range of 1.49 to 3.21 and standard deviation of .25. 

Table 13 summarizes the analysis of reliability and variance for the 

PTRSII (N=152). Test-retest reliability was computed to be r = -.17 

and did not meet the criterion. Cronbacl1's alpha was a = .84 and theta 

was r = .85. Both values of internal consistency met the criteria. 
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Table 12. The Revised Personal Therapeutic Rule Scale I: Confirmatory 
Factor Analysis with Varimax Rotation (N=155) (k=8). 

Item Factor Coefficient 

1 .75 

2 .73 

3 .71 

4 .65 

7 .67 

8 .66 

9 .79 

1'" .74 

Table 13. The Personal Therapeutic Rule Scale II: Summary of Re
liability Estimates (N=152) (K=1"'). 

Measure 

Test-Retest Correlation 

Cronbach's Alpha 
Standardized 

Theta 

Item Intercorrelations 

Item-Total Correlations 

Criterion 

r > .7'" 

a 2. .7'" 

r 2. .7'" 

5"'% of items in range 
r > .30 and < .7'" 

r > .3'" and < .7'" 

Results 

- .17 
(N=19) 

.84 

.85 

19/45 

9/1'" 
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Internal consistency estimates indicated that coefficient alpha did not 

underestimate internal consistency. Only 19 out of 45 total item-item 

correlations met the criterion. This value was not sufficient for 

evidence of item-item correlation reliability. The average item-total 

correlation was .48 with a range of .23-.67. One item did not meet the 

item-total correlation. 

A summary of the analysis of individual items is presented in 

Table 14. The mean of the standard deviations was 1.16 with a standard 

deviation of .18 and range of .98 to 1.34. Three items had variances 

that did not meet the criterion; items 3, 5 and 6. However, all items 

were close to the criterioh. An analysis of the items indicated that 

item 9 did not meet the item-total correlation criterion and items 3 

and 9 accounted for 14 of the 19 item-item correlations that did not 

meet the criterion. 

The results of confirmatory factor analysis for the PTRSII are 

summarized in Table 15. Of the ten items only item 9 did not meet the 

criterion for factor loading. The content of item 9 focused on the 

family's involvement with patient care. The factor approach for 

confirmatory factor analysis revealed two factors on the rotated 

solution. The first factor had an eigenvalue of 4.24 accounting for 

42.4% of the variance and the second factor had an eigenvalue of 1.~4 

accounting for 1~.5% of the variance. The cumulated variance was 

52.9%. Exploratory factor analysis was not conducted. 
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Table 14. The Personal Therapeutic Rule Scale II: Summary of Item 
Analysis (N=152) (k=1"'). 

Item-Total Item-Item Range of 
Standard Correlation Correlation Item-Item 
Devia- r 1- .3'" r > .3'" Correla-

Item Mean tion < .711J > .711J tions 

1 1.98 1.11J9 .67 8/9 .27-.52 

2 2.11J9 1.27 .66 8/9 .1"'-.57 

3 1.76 .82 .41 3/9 .17-.34 

4 3.21 1. "'1 .57 7/9 ."'4-.49 

5 2.34 1.36 .58 7/9 ."'8-.57 

6 2.1'" 1.44 .54 6/9 .18-.52 

7 2.47 1.23 .56 8/9 .17-.46 

8 2.74 1."'5 .6'" 6/9 .29-.47 

9 1.49 1.16 .23 (/J/9 ."'4-.27 

1'" 1.97 1.19 .54 7/9 .13-.43 
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Table 15. The Personal Therapeutic Rule Scale II: Confirmatory Factor 
Analysis with Varimax Rotation (N=152) (k=1~). 

Item Factor Coefficient 

1 .72 

2 .73 

3 .44 

4 .64 

5 .66 

6 .59 

7 .62 

8 .66 

9 .24 

1~ .59 
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PTRSII Revised. Based on the analysis of internal consistency, 

variance, factor analysis, and observed difficulty with items, the 

PTRSII was revised. Items 3 and 9 did not meet the criterion for 

item-item correlations. The variance for item 3 did not meet the 

criterion and item 9 did not meet the criteria for item- total correla-

tion and confirmatory factor analysis. Items 3 and 9 on the PTRSII 

were comparable to items 5 and 6 on the PTRSI and referred to the same 

relationship issues as items 5 and 6 on the PTRSI. Since items 5 and 6 

were removed from the PTRSI, items 3 and 9 were removed from the 

PTRSII. The revised scale mean was 18.95 with a standard deviation of 

6.75 and range of 4-32. The average item mean was 2.37 with a range of 

1.96 to 3.23 and standard deviation of 1.48. Estimates of reliability, 

variance and factor analysis were recalculated for the revised scale 

(Tables 16 and 17). 

Test-retest reliability did not meet the criterion (r -.18) . 

Estimates of theta and Cronbach's alpha were identical (r = .85) 

indicating a homogenous scale with parallel items. Only one of the 

item-item correlations did not exceed the criterion and all the items 

exceeded the item-total correlation criterion (Table 16). 

The confirmatory factor approach to factor analysis (Table 17) 

indicated that all the items met the criterion for loading on the one 

predicted factor. One significant factor was revealed on the rotated 

solution with an eigenvalue of 3.93, accounting for 49.1% of the 

variance. 
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Table 16. The Revised Personal Therapeutic Rule Scale II: Summary of 
Reliability Estimates (N=157) (k=8). 

Measure 

Test-Retest Correlation 

Cronbach's Alpha 
Standardized 

Theta 

Item Intercorrelations 

Item-Total Correlations 

Criteria 

r > • 7~ 

a. l . 7~ 

r l . 7~ 

5~. items in range 
r > .3~ and ~ .7~ 

r > .3~ and < .7~ 

Results 

-.18 (N=1S) 

.85 

.85 

27/28 

8/8 

Table 17. The Revised Personal Therapeutic Scale II: Confirmatory 
Factor Analysis with Varimax Rotation (N=157) (k=8). 

Item Factor Coefficient 

1 .75 

2 .78 

4 .71 

5 .72 

6 .65 

7 .66 

8 .7~ 

1~ .63 
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A summary of the results of the statistical analysis of the 

revised PTRSII (k=8) indicated the scale has strong evidence of 

internal consistency and item variance. The analysis of Cronbach's 

alpha, theta and factor analysis indicated a homogenous scale with 

parallel items and coefficient alpha was the most apprapriate measure 

of internal consistency. 

GTRS. The GTRS (Appendix J) is a 2~ item Likert-type scale 

designed so that the items were comparable to the items on the PTRSI 

and PTRSII. The ten items on the PTRSI and PTRSII each contributed two 

items to the GTRS. The GTRS differed from the PTRSI by measuring the 

general ward philosophy of patient participation in therapy and 

treatment issues. The nursing staff sample (N=57) completed the scale 

once at the beginning of the study and at the conclusion of the study. 

The items were scored from 1 to 5. Since the GTRS had to be comparable 

to the PTRSI and PTRSII, revisions were conducted on the GTRS based on 

revision~ on the PTRSI and PTRSII. Only data on the revised scale is 

presented. 

GTRS Revised. Since the GTRS was designed to contain the same 

items as the PTRSI and PTRSII, the items that were removed from the 

PTRSI and PTRSII were removed from the GTRS. Items 11, 12, 14 and 16 

were removed from the GTRS and related to the patient's involvement 

with nursing staff and the family's involvement in care. Estimates of 

reliability and validity were calculated (Table 18). 
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Table 18. The Revised General Therapeutic Rule Scale: Summary of 
Reliability Estimates (N=54) (k=1S). 

Measure Criterion Results 

Test-Retest Correlation r ) .7~ .33 
(N=24) 

Cronbach's alpha Cl 1- .7~ .74 
Standardized 

Theta r ) .7~ .81 

Item Intercorrelations 5~st of items in range S/12~ 

r ) .3~ and ( .7~ 

Item-Total Correlations r ) .3~ and ( .7~ 1~/1S 
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The scale mean was 48.83 with a standard deviation of 4.76 and 

range of 36-57. The average item mean was 3.~5 with a range of 1.83 to 

3.46 and standard deviation of .44. Table 18 indicates that three 

estimates did not meet the criteria: test-retest reliability, item-

item correlations and item-total correlations. Test-retest correlation 

was r = .33. Only 36 of the total 12~ item-item correlations exceeded 

the criterion and ten out of 16 item-total correlations exceeded the 

criterion. Neither item-item correlations or item-total correlations 

were sufficient evidence of reliability. The values for Cronbach's 

alpha (a = .74) and theta (r = .81) met the criteria. Coefficient 

alpha underestimated the internal consistency of the scale suggesting 

nonparallel items. The variance of the items met the criterion. 

Analysis of the items (Table 19) revealed that items 1, 3, 4, 5, 10, 

15, and 20 accounted for the item-item correlations and item-total 

correlations that did not meet the criterion. The mean of the standard 

deviations was .62 with a standard deviation of .17. All the standard 

deviations fell within the stated criterion range and all the items 

were determined to have variance. 

The confirmatory approach to factor analysis forced the items 

to load onto one predicted dimension (Table 2~). However, seven items 

did not meet the criterion for factor loading: items 1, 3, 4, 5, 10, 15 

and 20. Exploratory factor analysis was conducted on the GTRS (Table 

21). Items 9, 13, and 18 met the criterion for loading onto factor 1. 

Items 4, 5 and 10 met the criterion for loading onto factor 2. Factor 3 

included items 1 and 3, while items 7 and 15 met the criterion for 
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Table 19. The Revised General Therapeutic Rule Scale: Summary of Item 
Analysis (N=54) (k=16). 

Item-Total Item-Item Range of 
Standard Correlation Correlation Item-Item 
Oevia- r 1- .3'" r 1- .3'" Correla-

Item Mean tion ~ .7'" 1- .7'" tions 

1.83 .67 - ."'7 1/19 ."''''-.5''' 

2 3.26 .65 .45 6/19 ."'2-.56 

3 3.16 .54 - ."'8 2/19 ."'1-.5'" 

4 3."'6 .66 .25 4/19 ."'2-.48 

5 2.98 .66 .24 3/19 ."'1-.48 

6 3.22 .6'" .47 7/19 ."'1-.46 

7 3.43 .6'" .38 6/19 ."'4-.43 

8 3.46 .57 .73 13/19 ."''''-.53 

9 3.3'" .66 .61 9/19 ."'1-.56 

1'" 2.9'" .71 ."'7 "'/19 ."'2-.29 

13 3."'7 .77 .39 5/19 ."''''-.49 

'5 2.69 .75 .27 3/19 ."'2-.4'" 

17 3.39 .56 .56 '1/19 ."'1-.48 

18 3."'2 .69 .6'" '1/19 ."'3-.55 

19 3."'2 .66 .5'" 7/19 ."'3-.52 

2'" 3."'4 .78 .2'" 2/19 ."'5-.38 
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Table 21/J. The Revised General Therapeutic Rule Scale: Confirmatory 
Foetor Analysis with Varimax Rotation (N= 54) (k=16). 

Item Factor Coefficient 

1 - .11/J 

2 .57 

3 .1/J4 

4 .36 

5 -.27 

6 .52 

7 .42 

8 .77 

9 .72 

11/J .21/J 

13 .44 

15 .24 

17 .63 

18 .61/J 

19 .55 

21/J .27 
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Table 21. The Revised General Therapeutic Rule Scale: Exploratory 
Factor Analysis with Varimax Rotation (N=54) (k=16). 

Item Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 

-.30 .51 - .15 .03 

2 .55 .38 .14 -.1111 .10 

3 .16 .12 -.93 -.29 .12 

4 .04 .70 -.08 .17 .10 

5 -.03 .57 -.18 -.06 .35 

6 .48 -.08 -.07 .33 .20 

7 .21 .29 -.08 .57 -.03 

8 .44 .18 .13 .33 .79 

9 .66 .40 .08 .12 .03 

10 .09 .42 -.04 -.05 -.04 

13 .49 -.06 -.07 .13 .11 

15 .12 -.09 .14 .40 .11 

17 .47 .31 -.11 .11 .13 

18 .73 -.09 .05 .23 -.01 

19 .45 .27 .57 .26 

20 .31 -.41 -.01 .38 .21 

Eigenvalue Variance 
Factor 1 4.16 26.0% 
Factor 2 2.37 14.8% 
Factor 3 1. 67 10.2% 
Factor 4 1.19 7.4% 
Factor 5 1.02 6.3% 
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loading onto factor 4. Item 8 loaded onto factor 5. Items 2, 6, 17, 

19 and 20 did not meet the criterion for loading onto any factor. Five 

significant factors were determined from the rotated solution. The 

first factor had an eigenvalue of 4.16, accounting for only 26.0~ of 

the variance. A review of the content areas for the items did not 

reveal any regularities in the manner of factoring. However, factor 

analysis on this scale was problematic since the small nursing staff 

sample size (N=54) did not provide a sufficient number for unbiased 

estimates. No further factor analysis was conducted on this scale. 

A summary of the statistical analysis for the revised GTRS 

(k=16) indicated the scale had limited evidence of internal consis

tency. The estimates of internal consistency such as, Cronbach's 

alpha, theta and factor analysis suggested the scale was multidimen

sional with nonparallel items. For this scale omega, which considers 

the multidimensionality of a scale, would be the most appropriate 

measure of internal consistency. Omega was not calculated in this 

study. The revised GTRS did have evidence of item variance. 

Social Rule Scales 

SRSI. The SRSI is a ten item Likert-type scale designed to 

measure patient behavior related to the social rules expected by 

nursing staff while in the hospital (Appendix J). The nursing staff 

members completed the scale on a specific hospitalized patient they 

were caring for at the time of the study. One-half of the items were 

positive and one-half the items were negative. The items were scored 
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from 1-5. The scale mean was 38.69 with a standard deviation of 5.18 

and a range of 23-5~. The average item mean was 3.87 with a range of 

3.13 to 4.34 and a standard deviation of .16. Estimates of reliability 

are summarized in Table 22. Three estimates did not meet the criteria: 

test-retest correlation, item-item correlations and item-total correla

tions. Test-retest correlation was r = .4~ and did not meet the 

criterion. Only 17 of the total 45 item-item correlations exceeded the 

criterion and was not sufficient for item-item reliability. Eight of 

the total 1~ item-total correlations exceeded the criterion. Cron-

bach's alpha was ~ = .75 and theta was r .81. Both values met the 

criteria but Cronbach's alpha underestimated the internal consistency 

suggesting that the items were not parallel. 

Table 23 reviews the data for individual items on the SRSI. 

The mean for the item standard deviations was .84 with a standard 

deviation of .31. All the standard deviations fell within the crite-

rion range. Items 1 and 2 accounted for both item-total correlations 

that did not meet the criterion. However, Items 1, 2, 4, 5, 6, 7, 8, 

and 9 did not meet the criterion for item-item intercorrelation. Items 

1 and 2 did not correlate with any item in the scale and accounted for 

most of the item-item correlations that did not meet the criterion. 

The results of confirmatory factor analysis are reviewed in 

Table 24. The results indicated that four items did not meet the 

criterion for loading on the one predicted factor items 1, 2, 6 and 8. 

However, item 6 (.39) and item 8 (.35) were close to the criterion. 



Table 22. Social Rule Scale I: Summary of Reliability Estimates 
(N=158) (k=HI). 

Measure 

Test-Retest Correlation 

Cronbach's Alpha 
Standardized 

Theta 

Item Intercorrelations 

Item-Total Correlations 

Criterion 

r ) .7111 

ex l .7111 

r l .7111 

5111~ of items in range 
r ) .3111 and < .7111 

r ) .3111 and < .7111 

11115 

Result 

.4111 
(N=25) 

.77 

.81 

17/45 

8/1111 
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Table 23. The Social Rule Scale I: Summary of Item Analysis (N=158) 

Item 

1 

2 

4 

5 

6 

7 

8 

9 

111J 

(k=111J). 

Mean 

4.11 

3.54 

3.41 

3.811J 

4.11J8 

3.86 

4.18 

3.13 

4.26 

4.34 

Standard 
Devia
tion 

.91 

1.11J8 

1.11J6 

.94 

.85 

.99 

.74 

1.111J 

.78 

.81 

Item-Total 
Correlation 

r > .311J 
.i .711J 

.19 

- .11J1 

.58 

.53 

.61 

.46 

.52 

.41 

.51 

.51 

Item-Item 
Correlation 

r > .311J 
> .711J 

11J/9 

11J/9 

6/9 

3/9 

4/9 

3/9 

2/9 

3/9 

3/9 

5/9 

Range of 
Item-Item 
Correla
tions 

.15-.62 

.11J4-.23 

.11J8-.46 

.11J4-.49 

.11J6-.48 

.11J3-.42 

.11J7-.78 

.11J3-.49 

.16-.78 

.11J9-.58 



Table 24. The Social Rule Scale I: Summary of Confirmatory Factor 
Analysis with Varimax Rotation (N=158) (k=1~). 

Item Factor Coefficient 

1 .3111 

2 -.1116 

3 .56 

4 .5111 

5 .78 

6 .39 

7 .74 

8 .35 

9 .76 

10 .68 

11117 
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The confirmatory factor analysis indicated that two significant 

eigenvalues were evident from Varimax Rotation. The eigenvalue for 

factor 1 was 3.67 and accounted for 36.7~ of the variance. The 

eigenvalue for factor 2 was 1.6~ and accounted for 19.9~ of the 

variance. The cumulative percent variance was 64.5~. Exploratory 

factor analysis was not conducted. 

SRSI Revised. The SRSI was revised based on the analysis of 

reliability, variance, factor analysis and investigator observed 

difficulty. Item 1 referred to patient's dressing seductively on the 

ward. The nursing staff were unable to complete this item for male 

patients due to confusion about male seductive dress. Item 2 related 

to patients' forming intimate relationships with other patients. Items 

1 and 2 were removed from the scale and estimates of reliability, 

variance and factor analysis recalculated (Tables 25 and 26). The 

revised scale mean was 31.~~ with a standard deviation of 4.77 and 

range of 13-4~. The average item mean was 3.88 with a range of 

3.11-4.33 and standard deviation of .84. The revised scale improved on 

the estimates of reliability. Only one estimate did not meet the 

criterion for the revised scale, test-retest reliability. Test-retest 

reliability decreased to r = .27 from r = .4~. Cronbach's alpha and 

theta were identical «l = • 82) . Fifteen of the totol 28 item-item 

correlations exceeded the criterion and all eight item-toto 1 correla

tions exceeded the criterion (Table 25). 
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Table 25. The Revised Social Rule Scale I: Summary of Reliability 
Estimates (N=16f1l) (k=8). 

Measure 

Test-Retest Correlation 

Cronbach's Alpha 
Standardized 

Theta 

Item Intercorrelations 

Item-Total Correlations 

Criterion 

r > .7f1l 

ex 1. .7f1l 

r 1. .7f1l 

5f1l~ of items in range 
r > .3f1l and < .7f1l 

r > .3f1l and < .7f1l 

Table 26. The Revised Social Rule Scale I: Confirmatory Factor 
Analysis with Varimax Rotation (N=16f1l) (k=8). 

Item Factor Coefficient 

3 .56 

4 .51 

5 .78 

6 .41 

7 .72 

8 .37 

9 .74 

1f1l .67 

Result 

.27 
(N=26) 

.82 

.82 

15/28 

8/8 
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The results of confirmatory factor analysis on the revised scale 

are summarized in Table 26. The results indicated that item 8 was the 

only item that did not exceed the criterion for loading on the 

predicted factor. However, the factor coefficient ( .37) was close to 

the criterion level. The content of item 8 related to visiting outside 

of visiting hours. The rotated solution for confirmatory analysis 

revealed two significant factors. The first significant factor had an 

eigenvalue of 3.57 and accounted for 44.6% of the variance. The second 

factor had an eigenvalue of 1.6~ and accounted for 19.9% of the 

variance. The cumulative variance was 64.5~. Exploratory factor 

analysis was not conducted on the revised scale, since item 8 was the 

only item that did not load on the one predicted factor. A methodolog

ical artifact caused these results. Item 8 included the reference to 

"resisting privileges" and resulted in a second factor. Editing of 

this item by removing "visiting privileges" as one of the examples 

would improve the statistical estimates. 

A summary of the statistical analysis of the revised SRSI (k=B) 

indicated that the scale had strong evidence of internal consistency 

and item variance. The results of Cronbach's alpha, theta and factor 

analysis suggested that the scale was unidimensional with parallel 

items and alpha was the most appropriate measure of internal 

consistency. 

SRSII. The SRSI is a ten item Likert-type sc~le designed to 

measure a patient's behavior on the social rules (Appendix J). The 
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scale was completed by the nursing staff sample on specific 

hospitalized patients they were caring for at the time of the study. 

The items were scored from 1-5. One-half were positive and one-half 

were negative items. The scale mean was 36.8~ with a standard 

deviation of 5.18 and range of 0-48. The average item mean was 3.68 

with a range of 3.~1 to 4.04 and standard deviation of .1~. Estimates 

of reliability and variance were calculated for the SRSII (Table 27). 

Three estimates did not meet the criteria: test-retest reliability, 

item-item correlations and item-total correlations. Test-retest 

reliability was r = .23 and was not sufficient evidence of stability. 

Only 13 of the total 45 item-item correlations exceeded the criterion 

level and only five of the ten item-total correlations exceeded the 

criterion. Cronbach's alpha was a 

suggesting the scale items were nonparallel. 

criteria. 

.71 and theta was r = .76 

Both estimates met the 

Further analysis of the items was conducted and summarized in 

Table 28. The mean of the standard deviations was .89 with a standard 

deviation of .31. All the item standard deviations were within the 

criterion range. Items 2, 5, 7 and 10 did not meet the criterion for 

item-total correlation, although item 5 was close to the criterion (r 

= .27). Items 1, 2, 5, 7, 8, 9 and 1~ did not meet the criterion for 

item-item correlation and item 7 did not correlate with any item. 

The results of confirmatory factor analysis is summarized in 

Table 29. The results indicoted that items 1, 2, 5 and 10 did not meet 

the criterion for loading on the one predicted factor. In the 



Table 27. The Social Rule Scale II: Summary of Reliability 
Estimates (N=151) (k=1~). 

Measure 

Test-Retest Correlation 

Cronbach's Alpha 
Standardized 

Theta 

Item Intercorrelations 

Item-Total Correlations 

Criterion 

r > .7~ 

a > .7~ 

r > .7~ 

5~% of items in range 
r > .3~ and < .7~ 

r > .3" and < .7~ 

112 

Result 

.23 
(N=26) 

.71 

.76 

13/45 

5/1~ 
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Table 28. The Social Rule' Scale II: Summary of Item Analysis 
(N=151) (k=1~). 

Item-Total Item-Item Range of 
Standard Correlation Correlation Item-Item 

Devia- r ) .3~ r ) .3~ Correla-
Item Mean tion < .7~ ) .7~ tions 

1 3.75 1.17 .3~ 1/9 .~~-.31 

2 4.~4 .94 .19 1/9 .~2-.3~ 

3 3.~1 1. ~8 .5~ 5/9 .~~-.46 

4 3.61 .98 .55 5/9 .0~-.46 

5 3.6~ .89 .27 1/9 .~~-.52 

6 3.91 .96 .57 5/9 .~~-.63 

7 3.93 .86 . 1 ~ ~/9 . ~~- .17 

8 3.91 .84 .53 4/9 .~3-.58 

9 3.3~ 1. ~7 .56 4/9 .~2-.63 

1~ 3.73 .95 .22 1/9 .~~-.51 
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Table 29. The Social Rule Scale II: Confirmatory Factor Analysis with 
Varimax Rotation (N=151) (k=8). 

Item Factor Coefficient 

1 .33 

2 .23 

3 .57 

4 .64 

5 .25 

6 .75 

7 .1/J6 

8 .69 

9 .76 

11/J .15 
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confirmatory analysis the rotated solution reavealed four significant 

foctors with factor 1 accounting for 31.6~ of the variance. 

Exploratory factor analysis was conducted on the SRSII (Table 

30). The results of exploratory factor analysis revealed four 

significant factors on the rotated solution. The first eigenvalue was 

3.16 and accounted for 31.6% of the variance. The second factor had an 

eigenvalue of 1.53 and accounted for 15.3 % of the variance. The third 

factor had an eigenvalue of 1.12 and accounted for 11.2% of the 

variance. The fourth factor had an eigenvalue of 1.05 and accounted 

for 10.5 % of the variance. The cumulative variance was 68.6%. Items 

3, 4, 6, 8 and 9 met the criterion for loading on factor 1. Factor 2 

included items 5 and 10 that met the criterion for factor loading. 

These two items factored similarly in the SRSI and were related to the 

use of the term "visiting privileges" in each item. Item 1 met the 

criterion for loading on factor 3 and the content for item 1 related to 

following smoking rules. Item 2 met the criterion for loading on 

factor 4 and related to seductive dress. Only item 7 did not meet the 

criterion for loading on a factor and focused on developing an intimate 

relationship with another patient. 

SRSII Revised. The SRSII was revised based on the analysis of 

reliability, variance, factor analysis and investigator observed 

difficulty. The content areas of items 2 and 7 were patient's dressing 

seductively and forming intimate relationships with other patients and 

were the same items that were removed from SRSI. Items 2 and 7 were 
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Table 30. The Social Rule Scale II: Exploratory Factor Analysis with 
Varimax Rotation (N=151) (k=10). 

Item Factor 1 Factor 2 Factor 3 Factor 4 

1 .27 -.02 .64 - .10 

2 .14 -.01 .07 .64 

3 .51 .25 .15 .01 

4 .59 .18 .24 -.01 

5 .21 .63 -.09 -.09 

6 .75 .03 .28 

7 -.01 .fIl4 .22 .1 fIl 

8 .74 .fIl3 .fIl4 -.fIl6 

9 .77 -.fIl4 .fIl4 .22 

1f1l -.fIl5 .87 .21 . Hll 

Eigenvalue Variance 
Factor 1 3.16 31.6~ 
Factor 2 = 1.53 15.3~ 
Factor 3 1 . 11 11.2% 
Factor 4 1.05 1f1l.5~ 
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removed from the SRSII and estimates of reliability, variance and 

factor analysis recalculated. The scale mean was 28.85 with a standard 

deviation of 4.76 and range of 14-4~. The average item mean was 3.6~ 

with a range of 3.~2 to 3.91 and a standard deviation of .98. 

Three estimates in Table 31 did not meet the criteria: 

test-retest reliability, item-item correlations and item-total 

correlations. Test-retest reliability was r = .19. Only twelve of the 

total 28 item-total correlations exceeded the criterion. Six of the 

total eight item-total correlations exceeded the criterion. Cronbach's 

alpha (a =.75) and theta ( r = .77) increased and values were similar. 

The results of the confirmatory factor analysis for the revised 

scale are summarized in Table 32. The results indicated that three 

items did not meet the criterion for loading on the one predicted 

factor. The values for item 1 (coefficient .33), item 5 (coefficient 

.26) and item 1~ (coefficient .15) did not meet the criterion. The 

content areas of items 1, 5, and 1~ respectively were following smoking 

rules, visiting outside of visiting times, and allowing special 

privileges. Exploratory factor analysis was conducted on the revised 

scale. 

The results of exploratory factor analysis revealed two factors 

on the rotated solution (Table 33). Items 1, 3, 4, 6, 8, and 9 loaded 

onto factor with on eigenvalue of 3.1~ accounting for 38.8 ~ of the 

variance. However, item did not meet the criterion for factor 

loading (.32). Items 5 and 1~ loaded onto factor 2 with on eigenvalue 

of 1.51 accounting for 18.9~ of the variance. The cumulative variance 
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Table 31. The Revised Social Rule Scale II: Summary of Reliability 
Estimates (N=152) (k=8). 

Measure 

Test-Retest Correlation 

Cronbach's Alpha 
Standardized 

Theta 

Item Intercorrelations 

Item-Total Correlations 

Criterion 

r > . 7 III 

(l > . 7 III 

r > . 7 III 

5 III % of items in 
r > . 3 III and < 

r > . 3 III and < 

Result 

.19 
(N=26) 

.75 

.77 

range 12/28 
. 7 III 

. 7 III 6/8 

Table 32. The Revised Social Rule Scale II: Confirmatory Factor 
Analysis with Varimax Rotation (N=152) (k=8). 

1 
3 
4 
5 
6 
8 
9 

1 III 

Item Factor Coefficient 

.33 

.58 

.65 

.26 

.72 

. 7 III 

.74 

.15 



Table 33. The Revised Social Rule Scale II: Exploratory Factor 
Analysis with Varimax Rotation (N=152) (k=8). 
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Item Factor 1 Factor 2 

4 

5 

6 

8 

9 

1"" 

Eigenvalue 

Factor 1 
Factor 2 

3.1"" 
1 . 51 

.32 

.53 

.61 

.16 

.75 

.72 

.79 

-.""3 

Variance 

38.8% 
18.9% 

.1118 

.28 

.22 

.54 

.1113 

-.1112 

.93 
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was 57.7%. A methodological artifact resulted in items 5 and 1~ 

factoring similarly. Item 5 related to visiting privileges, while item 

1~ focused on allowing special privileges. Item 1~ included visiting 

as an example of special privileges. The items were retained on the 

scale and item 1~ will be rewritten to remove visiting privileges as an 

example. 

A summary of the results of statistical analysis of the revised 

SRSII (k=8) indicated the scale had moderate evidence of internal 

consistency and the items had sufficient evidence of variance. The 

estimates of factor analysis resulted in two significant factors. 

However, a methodological artifact caused this result. The items will 

be rewritten to eliminate this problem in future studies. 

Violence Scale 

The VS is a 15 item Likert-type scale consisting of three 

subscales: Violence against Others (VOTH), Violence against Self 

(VSELF) and Violence against Property (VPROP) (Appendix J). The scale 

was designed to measure the amount of violent behavior exhibited by a 

specific patient while hospitalized. The nursing staff sample 

completed the VS on a specific patient they were caring for at the time 

of the study. The items were scored from ~-4 and the scores summated. 

Assumptions underlie the criteria used to evaluate the 

instruments: (a) the distribution is normal and (b) variance exists in 

the scores. The data for the VS indicated that these assumptions were 

not met for the VS scores. The distribution was highly skewed due to 
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the large number of subjects with no violent behavior (62 out of the 

total sample of 162). The mean and standard deviation are not robust 

to irregularities in the data due to a skewed distribution. If scores 

are to be meaningful and interpretable, then irregularities in the skew 

must be considered in the analysis (Atwood, 1986). 

The statistical analysis for the VS included: (a) estimates of 

reliability and validity for the total scale with the total sample, (b) 

estimates of reliability and validity for thesubscales using the total 

sample, and (c) estimates of reliability for the subsample of subjects 

that exhibited violent behavior (N=1~~). The subsample with zero 

scores on the VS were eliminated from the third analysis to improve the 

interpretation by eliminating the extreme positive skew. 

for the total sample will be discussed first. 

The results 

Total Scale with Total Sample. The scale mean was 5.84 with a 

standard deviation of 8.67 and range of ~-45. The median was 1.95. The 

scale reliability was calculated. Test-retest correlation for the VS 

was r = .79 and was the only test-retest coefficient that met the 

criterion. Cronbach's alpha for the VS was a = .91 and well within the 

criterion level. Theta was r = .94 and evidence that coefficient alpha 

underestimated the internal consistency. The number of item-total 

correlations exceeding the criterion were 12 out of 15. 

Subscales with Total Sample. The VOTH subscale mean was 2.5~ 

with a standard deviation of 3.94 and range of ~-2~. The median was 

.21. The average item mean was .37 with a range of .3~ to .46. The 
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VSELF subscale mean was 1.86 with a standard deviation of ~.82 and 

range of ~-18. The median was .41. The average item mean was .5~ with 

a range of .29 to .75 and a standard deviation of .92. The VPROP 

subscale mean was 1.5~ with a standard deviation of ~.44 and range of 

~-19. The median was .17. The average item mean was .~~ with a range 

of .21 to .41 and a standard deviation of .66. 

Estimates of reliability for each of the subscales were 

calculated (Table ~4). Only one estimate of the three subscales did 

not meet the criteria: test-retest correlation. However, test-retest 

for the three subscales was higher than for previous scales (r = .69, r 

= .48, r = .6~). Cronbach's alpha and theta were similar and exceeded 

the criteria. The item-item correlations exceeded the criterion. 

Item-subscale correlations did not meet the criterion for the VSELF and 

VPROP subscales. 

Subscale-subscale correlations and subscale-total correlations 

were calculated for the three subscales in the VS (Table ~5). No 

subscale-subscale correlations met the criterion. Two correlations 

were below the criterion (r = .1~, r .~~), while one correlation 

exceeded the criterion (r = .71). Only one subscale-total correlation 

did not exceed the criterion: VOTH r = .64. However, this correlation 

was close to the criterion of r ~ .65. 

Table ~6 summarizes the analysis of the items in the three 

subscales by presenting the means, standard deviations, item-subscale 

correlations, the number of item-item correlations exceeding the 

criterion, the range of item-item correlations and the item-total 
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Table 34. The Violence Subscales: Summary of Reliability Estimates 
for the Total Sample (k=5). 

Results 
VOTH VSELF VPROP 

Measure Criterion N=16111 N=159 N=159 

Test-Retest r > .7111 .69 .48 .6111 
Correlation N=2111 N=2111 N=27 

Cronbach's Alpha a. > .7111 .9111 .89 .9111 
Standardized 

Theta r > .7111 .91 .89 .91 

Item Inter- 5111% of items 13/14 12/14 13/14 
correlations r > .3111 < .7111 

Item-Subscale r > .5111 and < .8111 5/5 4/5 3/5 
Correlations 

Table 35. Violence Subscale Correlation Matrix for the Total Sample 
(N ranges from 153 to 156) (k=5). 

VOTH 

VOTH 

VSELF 

VS (Total) .64 

NS = Non-Significant at p ~ .1115 
Criterion 
Subscale-subscale correlation r ~ .55 i .7111 
Subscale-totcl scale correlation r > .65 

VSELF 

.13 
NS 

.8111 

VPROP 

.33 

.71 

.88 
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Table 36. Violence Subscales: Summary of Item Analysis for the Total 
Sample (N=159) (k=5). 

Item-Sub Range of Item 
Standard Scale Item-Item Item-Item Total 
Oevia- Correla- Correla- Correla- Correla-

Item Mean tion tion* tion** tions tion*** 

Violence Against Others 

1 .29 .76 .64 3/4 .42-.81 .57 
2 .43 .88 .77 3/4 .58-.81 .59 
3 .40 .89 .76 4/4 .54-.70 .61 
4 .62 1.09 .75 4/4 .48-.70 .61 
5 .75 1.14 .70 4/4 .42-.69 .62 

Violence Against Self 

6 .33 .88 .73 4/4 .56-.67 .44 
7 .46 1.06 .68 4/4 .52-.66 .51 
8 .34 .85 .82 3/4 .67-.71 .54 
9 .31 .78 .75 2/4 .52-.71 .49 

10 .42 .99 .72 3/4 .53-.71 .34 

Violence Against Property 

11 .36 .96 .78 4/4 .65-.69 .69 
12 .40 .86 .70 4/4 .61-.69 .76 
13 .22 .70 .83 3/4 .61-.94 .76 
14 .21 .66 .82 3/4 .61-.94 .73 
15 .30 .84 .71 4/4 .59-.65 .62 

Criteria 
* r > .50 and < .80 

** r > .30 and < .70 
*** r > .30 and < .70 
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correlation. The item means were exceptionally low with a range of .21 

to .75. The standard deviation's were high in comparison to the means. 

The mean of the standard deviations was .83 with a standard deviation 

of .26. Only item 5 did not meet the criterion for item variance. 

Three items did not meet the criterion for item-subscale correlation, r 

1 .5~ and r i .8~. Items 8, 13 and 14 had correlations just over the 

criterion: r = .82, r = .83 and.r .. - .82. The item-item correlations 

for the three subscales exceeded the criterion. Three item-total scale 

correlations did not meet the criterion: items 12, 13 and 14. Items 

13 and 14 were highly correlated with each other (r = .94) accounting 

for their high correlation with the total scale (r = .76) and the high 

item-subscale correlation (r = .83 and r = .82). 

The subscales in the VS were analyzed using confirmatory factor 

analysis (Table 37). Confirmatory factor analysis indicated that the 

items loaded on the three predicted factors. All the items in the VOTH 

subscale and the VSELF subscale loaded onto the two predicted factors 

and met the criterion. However, three items on the VPROP subscale were 

problematic. Items 11 and 15 loaded on both factors 1 and 3 and did 

not exceed the criterion, while item 12 loadeu highly on factor 1. The 

content areas of these items were: damaging property, threatening 

property and neglecting property. Three significant factors were 

evident and the first factor explained 44.6~ of the variance; the 

second factor accounted for 21.2~ of the variance and the third factor 

accounted for 6.8~ of the variance. A methodological artifact, 
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Table 37. Violence Subscales: Confirmatory Factor Analysis with 
Varimax Rotation for the Total Sample (N=159) (k=5). 

Item 

VOTH 
1 
2 
3 
4 
5 

VSELF 
6 
7 
8 
9 

1{6 

VPROP 
11 
12 
13 
14 
15 

Factor Loading 

1 
1 
1 
1 
1 

2 
2 
2 
2 
2 

1 (3) 
1 
3 
3 
1 (3 ) 

Factor Coefficient 

.82 

.92 

.68 

.67 

.6{6 

.77 

.71 

.87 

.79 

.81 

.58 (.49) 

.73 

.9{6 

.82 

.5{6 (.43) 
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discussed later in this section, was thought to have caused this 

result. 

Confirmatory factor analysis was conducted on each on the three 

subscales (Tables 38, 39 and 4~). For each subscale the five items 

loaded on the one predicted factor. The eigenvalue for the Violence to 

Others Subscale was 3.45 accounting for 69~ of the variance. The 

eigenvalue for the Violence to Self Subscale was 3.54 accounting for 

70.7~ of the variance. The eigenvalue for the Violence to Property 

Subscale was 3.69 accounting for 73.9~ of the variance. These results 

suggested that each subscale of the VS was a theoretically distinct 

dimension. 

Subsample of Violent Subjects. The estimates of mean, standard 

deviation, range and median were recalculated for the violent subsample 

excluding sUbjects with total zero scores on the VS. The scale mean 

was 9.27 with a standard deviation of 9.29 and range of 1 to 45. The 

median was 5.89. The mean for the VOTH subscale was 2.90 with a 

standard deviation of 4.48 and range of 0 to 20. The median was .60. 

The mean for the VSELF subscale was 4.13 with a standard deviation of 

4.36 and range of 0 to 18. The median was 2.78. The mean for the VPROP 

subscale was 2.35 with a standard deviation of 4.1~ and range of 0-19. 

The median was .37. Subjects with a zero score on the subscale were 

included in the sample, if the total score for the scale indicated 

violent behavior. 



Table 38. Violence Against Others Subscale: Confirmatory Factor 
Analysis for the Total Sample (N=159) (k=5). 

Item Factor 1 

.71 

2 .85 

3 .81 

4 .8'" 

5 .74 

Table 39. Violence Against Self Subscale: Confirmatory Factor 
Analysis with Varimax Rotation for the Total Sample 
(N=159) (k=5). 

Item Factor 1 

6 .78 

7 .73 

8 .89 

9 .80 

1'" .79 
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Table 4~. Violence Against Property Subscale: Confirmatory Foetor 
Analysis with Varimax Rotation for the Total Sample 
(N=159) (k=5). 

Item Foetor 1 

11 .81 

12 .73 

13 .92 

14 .9~ 

15 .74 

129 
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Coefficient alpha and theta were recalculated for the subsample 

of subjects with violent behavior. The coefficient alpha for the total 

scale was .86 and theta was .89. The coefficient alpha for the VOTH 

subscale was .85 and theta was .85. The coefficient alpha far the 

VSELF subscale was .87 and theta was .88. The coefficient alpha for 

the VPROP subscale was .89 and theta was .9~. 

A summary af the statistical analysis af the VS indicated the 

total scale and the subscales had strong evidence of internal 

consistency and reliability. The total scale had strong evidence of 

test-retest stability while the subscales had moderate evidence of 

test-retest stability. The items had evidence of variance. The 

results of factor analysis suggested that each subscale may be a 

distinct dimension of violence. 

VS Revised. Minor revisions in the directions were made in the 

VS based on the analysis of reliability, variance and factor analysis. 

The item analysis revealed that two items in the VPROP subscale were 

redundant with the VOTH subscale. The results of factor analysis for 

the VPROP subscale supported these results. An exploration of the 

items revealed that a methodological artifact caused this problem. 

Patients frequently use personal or hospital property to harm or 

threaten others while in the hospital. The nursing staff subjects were 

directed to score the patient on both subscales if this situation 

occurred. This scoring procedure may have resulted in the items in the 
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VPROP loading onto the VOTH subscale. Revisions in the directions and 

scoring were conducted. 

Predictive Model Testing 

Prior to regression analysis, the correlation matrix generated 

from the variables measured by the scales was first examined for 

multicollinearity of the independent variables. Whenever the 

correlation between two or more independent variables in the same 

theoretical stage is high, the standard error of the regression 

coefficient becomes very large and estimates of these coefficients 

become quite unstable. Correlations of ~.7~ or higher for independent 

variables in the same stage of the theoretical framework are considered 

to present problems for the substantive interpretation of regression 

coefficients (Blalock, 1963; Gordon, 1968). The correlation matrix of 

the variables is presented in Table 41. No correlations exceeded the 

criterion indicating the variables were not redundant and 

multicollinearity was not a problem. The correlations of ~.7~ or higher 

are noted: (a) for variables in different stages of the theoretical 

framework, (b) for variables utilized in the calculation of the 

Discrepancy Score, or (c) for the Violence Scale subscales. 

The statistical form of the theoretical model is presented in 

Figure 4. Theoretical and empirical tests of the model were conducted. 

The theoretical test consisted of staging the variables in the multiple 

regression equations as predicted by the model. Theoretical model 

testing was conducted using forward multiple regression techniques. 
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Table 41. Correlation Matrix for the Independent Variables in the 
Regression Equations (N Ranges from 13~ to 155). 

ADS PTRSI PTRSII SRSI. SRSII VS VOTH VSELF VPROP 

ADSA -.86 -.68 -.19 -.45 -.16 -.2~ .13 .~5 

.~~1 .~~1 .~1 .~~1 .~3 .~1 .~7 .28 

PTRSI B .67 .14 .39 ."'2 .21 -.14 -.45 
.~~1 .~4 .~~1 .42 .~~5 .~5 .45 

PTRSIIC .12 .45 .16 .~8 -.28 -.17 
.~8 .~~1 .~3 .16 .~~1 .~2 

SRSID .31 .~8 .1~ .~2 .~7 

.~~1 .17 .1~9 .42 .2~ 

SRSIIE -.29 .~7 -.44 -.37 
.~~1 .2~4 .~~1 .~~1 

VSF .64 .8~ .88 
.~~1 .~~1 .~~1 

VOTHG .13 .33 
.~5 .~~1 

VSELFH .71 
.~~1 

ADSA Absolute Value of the DS (GTRS-PTRSI) 
PTRSI B Personal Therapeutic Rule Scale I 
PTRSIIC Personal Therapeutic Rule Scale II 
SRSID Social Rule Scale I 
SRSII E Social Rule Scale II 
VsF Violence Scale 
VOTHG Violence Towards Others Subscale 
VSELFH Violence Towards Self Subscale 
VPROp I Violence Towards Property Sub scale 
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Structural Equations 
for the Theoretical Model: 

X3 b, X, + e3 
X4 b2 X2 + e4 
X5 b3 X3 + b4 X4 + e5 

(X4 ) 

Figure 4. The Statistical Model: The Relationship of Social and 
Therapeutic Rules, Role Incompetence and Violence in 
Hospitalized Psychiatric Patients. 
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The stepwise multiple regression technique of 
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regressing all 

independent variables on the dependent variable was used to generate an 

empirical model from the data. 

are presented separately. 

Theoretical Model 

The theoretical and empirical models 

Three multiple regression equations were constructed for the 

theoretical model shown in statistical form in Figure 4. The equations 

were: 

X3 = b1 X, + e3 

X4 b2 X2 + e4 

(4.1) 

(4.2) 

(4.3) 

In the first equation (4.1), the Stage I variable, Discrepant 

Interpretation of the Therapeutic Rules, was regressed on the Stage II 

variable, Inability to Adhere to the Therapeutic Rules. The results 

are presented in Figure 5. The regression coefficient and the R2 met 

the level of statistical significance indicating a direct, negative 

relationship between the two variables (b = -.67; R2 = 45~). 

In the second equation (4.2) the Stage I variable Inconsistent 

Enforcement of the Social Rules was regressed on the Stage II variable, 

Inability to Adhere to the Social Rules. The coefficient and R2 met 

the level of statistical significance indicating a direct, positive 

relationship between the two variables (b = +.31; R2 c 9~). 

In the third equation (4.3) the variables, Inability to Adhere 

to the Therapeutic Rules and Inability to Adhere to the Social Rules, 



STAGE I 

b -.67 
DS 

b +.31 
SRSI 

Structural Equations: 

PTRSII (-.67) DS + e3 

SRSII (+.31) SRSI + e4 

STAGE II STAGE III 

r 
> PTRSII 

r R2 = 45 ~ 

b~VS 

) SRSII R2 8~ 
R2 = 9 ~ 

t 
e4 

VS (-.29) SRSII + (NS) PTRSII + e5 

Figure 5. Theoretical Mod~l Testing: Relationship of Social and 
Therapeutic Rules, Role Incompetence and Violence in 
Hospitalized Psychiatric Patients (N=162). 
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were regressed on the Stage III variable, Violence. 
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Only the 

coefficient for the variable, Inability to Adhere to the Social Rules, 

met the level of statistical significance indicating a direct, negative 

relationship (b = -.29; R2 8%). No significant relationship 

existed between Inability· to Adhere to the Therapeutic Rules and 

Violence. 

Construct Validity through Predictive Modeling 

Construct validity for the variables was assessed through 

predictive modeling in which the regression coefficients were used to 

determine the existence and direction of relationships between 

variables (Hinshaw, 1978). If relationships between variables were 

found to exist as predicted and the direction of the relationships were 

as predicted, initial construct validity was 

predicted relationships were shown in Figure 4. 

established. The 

Figure 5 shows the 

regression coefficients for the theoretical model. Three of the 

predicted relationships were found to be statistically significant and 

in the predicted direction. Initial evidence of construct validity for 

the concepts of Discrepancy Score, Inconsistent Enforcement of the 

Social Rules, Inability to Adhere to the Social Rules, Inability to 

Adhere to the Therapeutic Rules and Violence has been supported by the 

theoretical model. 
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Explanatory Model Testing 

Empirical Model 

Empirical models were generated from the data using stepwise 

multiple regression. The equations for regressing the dependent 

variable in Stage I on the independent variable in Stage II were 

(Figure 6): 

X3 b, X, + b2 X2 + e3 

X4 b, X, + b2 X2 + e4 

(4.4) 

(4.5) 

In the first equation (4.4) the variables, Discrepancy Score 

and Inconsistent Enforcement of the Social Rules, were regressed on the 

Stage II variable, Inability to Adhere to the Therapeutic Rules (Figure 

6). Only the variable, Discrepancy Score, had a direct, negative 

relationship with the variable, Inability to Adhere to the Therapeutic 

Rules (b = -.67; R2 = 45~). 

In the second equation (4.5) the variables, Discrepancy Score 

and Inconsistent Enforcement of the Social Rules, were regressed on the 

Stage II variable, Inability to Adhere to the Social Rules. The 

Discrepancy Score had a direct, negative relationship with the Stage II 

variable, Inability to Adhere to the Social Rules (b = -.4~). As the 

Discrepancy Score increased, the Inability to Adhere to the Social 

Rules increased. The Stage I variable, Inconsistent Enforcement of the 

Social Rules, had a direct, positive relationship with the Stage II 

variable, Inability to Adhere to the Social Rules (b = +.25). When 

Inconsistent Enforcement of the Social Rules increased, Inability to 



STAGE I STAGE II STAGE III 

OS 

18 % 

SRSI 

Structural Equations: 

PTRSII (-.67) OS + e3 

SRSII (+.25) SRSI + (-.4~) OS + e4 

VS (-.21) OS + (+.24) SRSI + (NS) PTRSII + (-.48) SRSII + e5 

Figure 6. Empirical Model Testing: The Relationship of Social and 
Therapeutic Rules, Role Incompetence and Violence in 
Hospitalized Psychiatric Patients ( N = 162). 
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Adhere to the Social Rules increased. The amount of variance in 

Inability to Adhere to the Social Rules accounted for by the two 

variables was R2 = 26%. 

The equation for regressing all four independent variables on 

the Stage III dependent variable was: 

(4.6) 

Using equation 4.6 three variables entered the model. The 

Stage I variable, Discrepancy Score, significantly influenced the Stage 

III variable, Violence. The coefficient met the level of statistical 

significance. The Discrepancy Score was found to have a direct, 

negative relationship with the variable, Violence (b = -.21). When the 

Discrepancy Score increased, Violence decreased. The coefficient and 

R2 for the Stage I variable, Inconsistent Enforcement of the Social 

Rules was also statistically significant. A direct, positive 

relationship between Inconsistent Enforcement of the Social Rules and 

Violence occurred (b +.24). When Inconsistent Enforcement of the 

Social Rules increased, Violence decreased. The Stage II variable, 

Inability to Adhere to the Social Rules had a direct, negative 

relationship with the Stage III variable, Violence (b = -.48). When 

the patient's Inability to Adhere to the Social Rules increased, then 

Violence increased. The Stage II variable, Inability to Adhere to the 

Therapeutic Rules, was not found to have a statistically significant 

relationship with the Stage III variable, Violence. The resulting 

variance in Violence was R2 = 18 %. 



Expanded Empirical Model. 

'4~ 

An analysis of the demographic 

variables using stepwise multiple regression led to the generation of 

an expanded empirical model (Figure 7). The equations for regressing 

the independent variables on the 

X3 b, X, + b2 X2 + bS X6 + 

X4 b, X, + b2 X2 + b6 X6 + 

X5 b, X, + b2 X2 + b3 X3 + 

+ ba Xa + e5 

dependent variable 

b7 X7 + ba Xa + e3 

b7 X7 + ba Xa + e4 

b4 X4 + b6 X6 + b7 

were: 

X7 

(4.7) 

(4.a) 

(4.9) 

In the first equation (4.7) the variables, History of Violence 

to Self, History of Violence to Others, History of Violence to Property 

and Discrepancy Score, were regressed on the variable, Inability to 

Adhere to the Therapeutic Rules. The variable, History of Violence to 

Others, had a direct, negative relationship on the Stage II variable, 

Inability to Adhere to the Therapeutic Rules (b = -.23). The Stage I 

variable, Discrepancy Score, had a direct, negative relationship with 

the Stage II variable, Inability to Adhere to the Therapeutic Rules (b 

-.62). The R2 for the Stage II variable increased to R2 = 5~~. 

In the second equation (4.a) the variables, History of Violence 

to Self, History of Violence to Others, History of Violence to 

Property, Discrepancy Score, and InconSistent Enforcement of the Social 

Rules, were regressed on Inability to Adhere to the Social Rules in 

Stage II. The variable, History of Violence to others was found to 

have a direct, negative relationship with the Stage II variable, 

Inability to Adhere to the Social Rules (b = -.23). When a patient's 



STAGE I STAGE II STAGE III 

HVSELF 
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HVOTH 18% 

b 

HVPROP 

Structural Equations: 

PTRSII (-.62) OS + (NS) HVSELF + (-.23) HVOTH + (NS) HVPROP + e3 

SRSII (.27) SRSI + (-.36) OS + (NS) HVSELF + (-.29) HVOTH + (NS) 
HVPROP + e4 

VS (-.48) SRSII + (NS) PTRSII + (.24) SRSI + (-.21) OS 
+ (NS) HVSELF + (NS) HVOTH + (NS) HVPROP + e5 
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Figure 7. Expanded Empirical Model Testing: The Relationship of 
Social and Therapeutic Rules, Role Incompetence and Violence 
in Hospitalized Psychiatric Patients (N=162). 
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History of Violence to Others increased, then the patient's Inability 

to Adhere to the Social Rules increased. The Stage I variable, 

Inconsistent Enforcement of the Social Rules, was found to have a 

direct, positive relationship with the Stage II variable, Inability to 

Adhere to the Social Rules (b = .27). The variable Discrepancy Score 

was found to have a direct, negative relationship with the variable, 

Inability to Adhere to the Social Rules (b = -.36). As the Discrepancy 

Score increased, the patient's Inability to Adhere to the Social Rules 

increased. The variance in the Stage II variable, Inability to Adhere 

to the Social Rules, accounted for by the two variables was R2 = 35%. 

In the third equation (4.9) all nine variables were regressed 

on the Stage III variable, Violence. Only the three variables from the 

empirical modal were shown to have statistically significant 

relationships with the Stage III variable, Violence. 

Summary of Theoretical and Empirical Models 

In testing the theoretical model underlying this study three of 

the four relationships were found to be statistically significant in 

the direction predicted. Inability to Adhere to the Therapeutic Rules 

was not found to be related to Violence. In the empirical model, three 

additional relationships were found to be statistically significant. 

The Discrepancy Score was related to Inability to Adhere to the Social 

Rules and Violence. As the Discrepancy Score increased, Inability to 

Adhere to the Social Rules increased, and as the Discrepancy Score 

increased, Violence decreased. The last relationship determined in the 
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empirical model was a direct relationship between the Inconsistent 

Enforcement of Social Rules and Violence. As the Inconsistent 

Enforcement of the Social Rules increased, Violence decreased. The 

demographic variables were used to generate an expanded empirical model 

and one variable was found to be statistically related to the concepts 

in the theoretical model. 

The presence of a History of Violence to Others had a direct 

relationship with the patient's Inability to Adhere to the Social and 

Therapeutic Rules. As the History of Violence increased, the Inability 

to Adhere to the Social and Therapeutic Rules increased. As predicted, 

the presence of a Discrepant Interpretation of the Therapeutic Rules by 

nursing staff was related to the patient's Inability to Adhere to the 

Therapeutic Rules. However, the Discrepant Interpretation of the 

Therapeutic Rules by nursing staff was negatively related to Violence, 

indicating that a discrepancy in the therapeutic rules does not cause 

Violence. The patient's Inability to Adhere to the Therapeutic Rules 

was not found to be related to Violence as predicted. The patient's 

Inability to Adhere to the Social Rules was related to three variables: 

the Discrepancy Score, the Inconsistent Enforcement of the Social Rules 

by nursing staff and the presence of a patient History of Violence to 

Others. The Inconsistent Enforcement of the Social Rules was 

positively related to Violence. If the nursing staff consistently 

enforced the rules, then violence resulted. The patient's Inability to 

Adhere to the Social Rules was related to Violence as predicted. 
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Residual Analysis 

Residual analysis was conducted on the data as part of 

theoretical model testing. The 'technique of residual analysis 

determines if the statistical and theoretical assumptions underlying 

multiple regression statistics have been violated. Residual analysis 

was conducted on the expanded empirical model. 

Multiple regression is based on six statistical assumptions: 

(a) the mean of the residuals is zero, (b) the residuals are normally 

distributed, (c) the variance of residuals at one point is equal to the 

variance of residuals at another point of the predicted dependent 

variable, indicating homoscedasticity, Cd) the independent variables in 

the equations are fixed, (e) the residuals are not autocorrelated, and 

(f) the independent variables are measured without error (Ferketich & 

Verran, 1984; Pedhazur, 1973, Verran & Ferketich, 1984). 

The four assumptions of zero mean, normal distribution, 

homoscedasticity, and independence were examined directly through a 

preliminary graphic residual analysis. The assumption of fixed 

independent variables was investigated indirectly by plotting the 

values of each independent variable against the standardized residuals 

for each regression equation. The fifth assumption, that residuals 

were autocorrelated was not examined since data was collected on 

subjects independently of each other. The sixth assumption of no 

measurement error in the independent variables was evaluated based on 

the reliability and validity estimates. Measurement error was evident 

in the estimates of reliability and validity. However, the scales met 



the criterion level for establishing reliability, 

assumption was considered to be met. 
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so the sixth 

No assumption was violated for the first two equations in the 

expanded empirical model (4.7 and 4.8). The data for the Violence 

residuals (equation 4.9) indicated the distribution was nonnormal. The 

distribution was highly skewed due to the unusually high number of 

nonviolent subjects. However, since multiple regression is robust to 

nonnormalcy no corrections were made in the data. In the future, the 

residuals will be examined using only the violent subjects to determine 

if assumptions were violated in the violent sample. 

Three assumptions underlie causal modeling: (a) all major 

variables influencing the dependent variable are in the model, (b) the 

relationships in the model are linear and additive, and (c) the 

residuals, error terms, from one equation are not correlated with 

residuals from another equation in the model nor with preceding 

variables in the model (Verran & Ferketich, 1984: Ferketich & Verran, 

1984). The first assumption was violated in all three multiple 

regression equations for the expanded empirical model as indicated by 

the low R2 ·s. The second assumption may have been violated for the 

Violence variable. A slight curvilinear relationship was noted in the 

scatterplot of predicted versus standardized residuals. The 

possibility of a curvilinear relationship will be further studied. The 

third assumption was not violated by the data as indicated by 

correlations of the residuals with each other and with other variables. 
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Empirical Model with Violence Subscales 

The expanded empirical model was tested using each of the 

violence subscales as the dependent variable. 

regression was used to generate the model. 

Stepwise multiple 

The equations for 

regressing the independent variables on each of the dependent variables 

were as previously discussed in equations 4.7, 4.8 and 4.9. The 

equations for regressing the Stage I variables on the Stage II 

variables were the same as for the empirical model and will not be 

discussed in this section. The equations for the Stage III variable, 

Violence, and the violence subscale will be discussed. 

Violence Against Others. The results of the expanded empirical 

model for the Violence against Others Subscale is presented in Figure 

8. In the third structural equation the variables, Inability to Adhere 

to the Social Rules, Inability to Adhere to the Therapeutic Rules, 

History of Violence to Others, History of Violence to Self, History of 

Violence to Property and Discrepancy Score were regressed on the 

dependent variable, Violence to Others. Only one variable was 

significantly relatod to the dependent variable. Discrepancy Score was 

found to have a direct, negative relationship with Violence to Others. 

As the Discrepancy Score increased, Violence decreased. The variance 

in the Violence Towards Others Subscale accounted for by the 

Discrepancy Score was R2 = 4%. 

Violence Against Self. The results of the expanded empirical 

model for the Violence against Self Subscale is presented in Figure 9. 
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Structural Equations: 

PTRSII (-.62) OS + (NS) HVSELF + (-.23) HVOTH + (NS) HVPROP + e3 

SRSII (.27) SRSI + (-.36) OS + (NS) HVSELF 
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Figure 8. Expanded Empirical Model Testing with Violence Against 
Others Subscale: Relationship of Social and Therapeutic 
Rules, Role Incompetence and Violence in Hospitalized 
Psychiatric Patients (N = 162). 
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Structural Equations: 

PTRSII (-.62) OS + (NS) HVSELF + (-.23) HVOTH + (NS) HVPROP + e3 

SRSII (-.27) SRSI + (-.36) OS + (NS) HVSELF + (-.29) HVOTH 
+ (NS) HVPROP + e4 

VSELF (-.5"') SRSII + (NS) PTRSII + (.19) SRSI + (NS) OS 
+ (NS) HVSELF + (NS) HVOTH + (NS) HVPROP + e5 

Figure 9. Expanded Empirical Model Testing with Violence Against Self 
Subscale: Relationship of Social and Therapeutic Rules, 
Role Incompetence and Violence in Hospitalized Psychiatric 
Patients (N = 162). 
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In the third structural equation the variables, Inability to Adhere to 

the Social Rules, Inability to Adhere to the Therapeutic Rules, 

Discrepancy Score, Inconsistent Enforcement of the Social Rules, 

History of Violence to Others, History of Violence to Self, and History 

of Violence to Property were regressed on the dependent variable, 

Violence to Self. Two variables were significantly related to the 

dependent variable. Inconsistent Enforcement of the Social Rules was 

found to have a direct, positive relationship with Violence to Self. 

As the Inconsistent Enforcement of the Social Rules increased, the 

Violence decreased. The Stage II variable, Inability to Adhere to the 

Social Rules, was found to have a direct, negative relationship with 

Violence. As the Inability to Adhere to the Social Rules increased, 

the Violence increased. The variance in Stage III accounted for by the 

Inconsistent Enforcement of the Social Rules and Inability to Adhere to 

the Social Rules was R2 = 18~. 

Violence Against Property. The results of the expanded 

empirical model for the Violence against Property Subscale is presented 

in Figure 1~. In the third structural equation the variables, 

Inability to Adhere to the Social Rules, Inability to Adhere to the 

Therapeutic Rules, History of Violence to Others, History of Violence 

to Self, History of Violence to Property, Inconsistent Enforcement of 

the Social Rules, and Discrepancy Score were regressed on the dependent 

variable, Violence to Property. Two variables were significantly 

related to the dependent variable. The Inconsistent Enforcement of the 
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Figure ,"'. Expanded Empirical Model Testing with Violence Against 
Property Subscale: Relationship of Social and Therapeutic 
Rules, Role Incompetence and Violence in Hospitalized 
Psychiatric Patients (N = 162). 
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Social Rules was found to have a direct, negative relationship with 

Violence to Others (b = -.2~). As the Inconsistent Enforcement of the 

Social Rules increased, the Violence increased. The Inability to 

Adhere to the Social Rules was found to have a direct, negative 

relationship with Violence to Property (b = -.43). As the Inability to 

Adhere to the Social Rules Increased, Violence to Property increased. 

The variance in Stage II accounted for by the Inconsistent Enforcement 

of the Social Rules and Inability to Adhere to the Social Rules was R2 

= 17%. 

Summary 

The purpose of this study was to determine the reliability and 

validity of each of the research instruments. This chapter included a 

description of the nursing staff sample and patient sample on which the 

instruments were tested and a description of the reliability and factor 

analysis of the research instruments. Estimates of reliability 

included test-retest correlations and internal consistency. 80th 

confirmatory and empirical common factor analysis was conducted on the 

research instruments. The results of validity testing included 

regression analysis to test the predicted model. Empirical model~ were 

generated from the data and described. Construct validity for the 

major variables under investigation was assessed through predictive 

modeling. 

Five instruments were determined to have strong evidence of 

reliability and validity: PTRSI, PTRSII, SRSI, SRSII and the VS. The 
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GTRS was determined to have moderate evidence of reliability and 

validity and the GTRS was not determined to be comparable to the PTRSI. 

This result limits the usefulness and the interpretation of the 

Discrepancy Score as the empirical measure of Discrepant Interpretation 

of the Therapeutic Rules. Three of the predicted relationships were 

supported by the theoretical model testing. Three additional 

relationships were determined to be significant 1n the empirical model 

test. The results of graphic residual analysis indicated that only 

minor violations of the assumptions underlying multiple regression 

analysis occurred. The residuals for Violence indicated that the data 

had a nonnormal distribution and the relationship may be curvilinear. 



CHAPTER 5 

CONCLUSIONS AND IMPLICATIONS 

The purpose of this research was to investigate the 

psychometric properties of the instruments developed for the study: 

the General Therapeutic Rule Scale (GTRS), the Personal Therapeutic 

Rule Scale I (PTRSI), the Personal Therapeutic Rule Scale II (PTRSII), 

the Social Rule Scale I (SRSI), the Social Rule Scale II (SRSII) and 

the Violence Scale (VS). 

following questions: 

Specifically, the research addressed the 

1. Was the research instrument, designed to measure a nursing 

staff's therapeutic expectations (PTRSI) for a specific 

patient, reliable and valid? 

2. Was the research instrument, designed to measure the patient's 

therapeutic behavior (PTRSII), reliable and valid? 

3. Was the research instrument, designed to measure the general 

ward therapeutic expectations (GTRS), reliable and valid? 

4. Was the research. instrument, designed to measure a nursing 

staff's social expectations for a specific patient (SRSI), 

reliable and valid? 

5. Was the research instrument, designed to measure the patient's 

social behavior (SRSII), reliable and valid? 

153 
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6. Was the research instrument, designed to measure the patient's 

violent behavior (VS), reliable and valid? 

7. Were the relationships proposed in the theoretical framework as 

predicted? 

This chapter discusses the interpretation of the results. The 

presentation is organized according to the following format: (a) 

interpretation of the reliability and validity of the six individual 

research instruments, (b) interpretation of the theoretical model 

testing, (c) sources of error inherent in the study, (d) implications 

for theory development, (e) implications for nursing practice, and (f) 

implications for further research. 

Interpretation of Findings Related to Research 
Questions 

The reliability and validity of each of the revised research 

instruments is presented. The instruments are discussed in the 

following order: the PTRSI, the PTRSII, the GTRS, the SRSI, the SRSII 

and the VS. With the exception of the VS, the instruments did not have 

evidence of scale stability as measured by test- retest reliability. 

This problem is discussed in a later section on measurement error. 

Reliability and Validity 

PTRSI. The revised PTRSI (k=8) had strong evidence of 

reliability and validity as indicated by Cronbach's alpha, theta, 

factor analysis, item intercorrelations and item-total correlations. 
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The PTRSI was affected by time as indicated by low test-retest 

coefficients. The items had strong evidence of variance and the full 

range of scores was utilized. 

PTRSII. The revised PTRSII (k=8) had strong evidence of 

reliability and validity as evidenced by Cronbach's alpha, theta, 

factor analysis, item intercorrelations and item-total correlations. 

The PTRSII was affected by time as indicated by low test- retest 

coefficients. The items had strong evidence of variance and the full 

range of scores was utilized. 

GTRS. The revised GTRS (k=16) had limited evidence of 

reliability as measured by Cronbach's alpha and theta. Estimates of 

internal consistency such as, item intercorrelations and item-total 

correlations did not meet the criteria and limited the internal 

consistency of the scale. The scale was affected by time as indicated 

by low test-retest coefficients. The results of factor analysis 

indicated the scale was not homogenous but consisted of five factors. 

This result was supported by the underestimation of internal 

consistency as measured by Cronbach's alpha. The use of the GTRS was 

problematic due to the limitations of reliability and validity. The 

development of the GTRS was based on the items in the PTRSI and PTRSII. 

But the statistical analysis of the GTRS differed greatly from the 

statistical analysis of the PTRSI and PTRSII and the GTRS cannot be 

considered comparable to the PTRSI; an assumption made in this study to 

calculate the DS. 
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SRSI. The revised SRSI (k=B) had strong evidence of reliability 

validity as measured by Cronbach's alpha, theta, item 

intercorrelations, item-total correlations, and factor analysis. The 

scale was affected by time as indicated by low test-retest 

coefficients. The items had adequate variance and responses to the 

items covered the full range of possible scores. 

SRSII . The revised SRSII (k=B) had moderate evidence of 

reliability and validity as measured by Cronbach's alpha and theta. An 

analysis of the results of factor analysis suggested a methodological 

artifact caused problems with factoring, item intercorrelations and 

item-total correlations. The scale was affected by time as indicated 

by low test-retest reliability. The items had adequate variance and 

the responses covered the full range of possible scores. 

VS. The VS and the three subscales were determined to have 

strong evidence of reliability and validity as measured by Cronbach's 

alpha, theta, item intercorrelations, item-total correlations and 

factor analysis. The total VS was stable over time, but stability of 

the subscales was limited. Subscale-subscale correlation, subscale

total correlations and factor analysis suggested the three subscales, 

Violence against Others, Violence against Self and Violence against 

Property were three distinct theoretical dimensions. 
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Theoretical Model Testing 

In Chapter 2 (Figure 1) a theoretical framework was presented 

that was based on social and organizational theories related to 

interaction and behavior in organizations. Sociological theories 

provided background information on interactional concepts and 

relationships, while organizational theories clarified the relationship 

of environmental influences on the interactional process. The staged 

model identified constructs and concepts that contributed to the 

problem of violence by hospitalized psychiatric patients. The 

variables were: Discrepant Interpretation of the Therapeutic Rules, 

Inability to Adhere to the Therapeutic Rules, Inconsistent Enforcement 

of the Social Rules, Inability to Adhere to the Social Rules and 

Violence. These concepts were tested in this study in their operational 

forms. Multiple regression was used to assess the predicted impacts of 

the sequential independent variables on the dependent variables. 

Theoretical Model. The results of the theoretical model test 

were presented in Figure 5. Three of the predicted relationships in 

the theoretical framework were supported in the statistical analysis. 

If a discrepancy existed in the nursing staff's interpretation of the 

therapeutic rules, 

therapeutic rules. 

then patients' had difficulty following the 

But the patients' inability to follow the 

therapeutic rules was not related to violence. If nurses enforced the 

social rules inconsistently, then patients had difficulty following the 

social rules. If patient's had difficulty following the social rules, 
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then violence occurred. The variance in Violence explained by the 

theoretical model was only 8~ with the direct relationship of Inability 

to Adhere to the Social Rules (b -.29) accounting for all the 

variance in violence. The patient's Inability to Adhere to the 

Therapeutic Rules and Violence was the only predicted relationship not 

determined to be significant. This relationship has never been tested 

in empirical studies and no literature exists that might explain these 

results. Possible explanations for these results were specification 

error and researcher bias. 80th explanations are discussed in the 

sources of error section later in this chapter. 

Empirical Model. The results of the statistical analysis for 

the empirical model were presented in Figure 6 (Chapter 4). Three 

additional significant relationships were added to the model. The 

first new relationship was a discrepancy in the nursing staff's 

interpretation of the therapeutic rules resulted in a decrease in 

patient violence. Theoretical and empirical research of noted nursing, 

social psychological and sociological sCientists (Hall, 1975; Hardy, 

1978; Kahn et 01., 1964; Katz & Kahn, 1966) does not support this 

result. These role theorists have proposed that conflicting role 

expectations result in role str'ess, disruptive behavior and problems in 

ful filling role expectations. Several studies explored the 

relationships of role expectations, role incompetence and behavioral 

difficulties (Corwin, 1961; Kahn et 01., 1964; Kramer, 1968, 1969; 

Palola, 1962) . These researchers identified the effect of role 
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ambiguity, role conflict and role stress on the behavioral outcomes of: 

(a) anxiety, (b) frustration and (c) tension. 

No study has directly tested the relationship between Inadequate 

Socialization and Violence in hospitalized psychiatric patients. 

However, the studies reviewed in Chapter 2 lend indirect support to the 

existence of a relationship between discrepancies in interpretation and 

violence. However, the study results implied the relationship was 

positive, not negative, indicating that if nursing staff had 

discrepancies in the interpretation of the therapeutic rules, then 

patients exhibit violence. 

Four explanations exist to explain a direct, negative 

relationship between the Discrepancy Score and Violence: (a) 

measurement error, (b) nonnormal distribution of Violence data, (c) 

specification error in early nursing, qualitative research, or (d) 

literature on role conflict in nursing staff that leads to "burn-out" 

and withdrawal and decreased patient violence. 

The first explanation refers to the potential for a high degree 

of measurement error related to the limited reliability and validity of 

the GTRS that was used to calculate the OS. To explore this possibility 

a highly reliable and valid research instrument measuring the staff's 

therapeutic expectations was used to retest the theoretical model. The 

PTRSI was substituted in the model instead of the OS and the analysis 

repeated. The statistical results for the theoretical model using the 

PTRSI was almost identical to the OS. This result suggested that the 



16~ 

findings were not due to measurement error from 

instrument. 

an unreliable 

The second explanation refers to the nonnormalcy of the Violence 

data. The data was positively skewed and this could have affected the 

results. The high number of nonviolent sUbjects with a zero score on 

the VS may have resulted in the positive direction of the relationship. 

The third explanation refers to the potential for specification 

error in early nursing qualitative research on which the theoretical 

model for this study was based. Two qualitative studies on nursing 

staff interactions with patients and violent behavior may have been 

affected by specification error in the conceptual basis of violence. 

Schwartz and Tudor-Will (1953) and Hall (1975) identified patient 

behavioral outcomes such as, interpersonal conflicts, destructive 

'behavior and anxiety, as consequences of nursing staff role conflict or 

low morale. These qualitative studies prov~ded important information 

regarding social processes, but were limited by the nonrepresentative 

sample, researcher bias, and lack of statistical analysis. Researcher 

bias in qualitative studies may be a major source of error and may have 

affected the interpretation of data and the evolving conceptual 

orientation of violence. To elaborate on researcher bias and the 

relationship of patient withdrawal and violence, a study by Werner et 

al. (1984) is discussed. 

Werner et al. compared clinician's judgements of the 

dangerousness of psychiatric patients with the actual predictors of 

dangerousness (N=4~). The results suggested that clinicians emphasized 
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hostility, agitation, previous assaultiveness and suspiciousness as 

factors predictive of violence in psychiatric patients. The actual 

correlates of violence presented a different picture of violent 

patients. Emotional withdrawal, anxiety and motor retardation were 

negatively correlated with violence. Hostility, grandiosity, 

conceptual disorganization, hallucinatory behavior and history of 

assault were positively related to violence. The result of this study 

and other studies (Quinsey & Maguire, 1986; Goldberg, 1968; Kress, 

1979) concluded that clinicians have not been able to predict which 

patients are likely to become violent, either in the hospital or after 

discharge. This body of research indicates that researcher bias by 

psychiatric clinicians is a potential source of error in qualitative 

studies of violence. This bias may lead to the assumption of a 

correlation of variables with violence when the relationship does not 

exist. This source of bias could be reduced through procedures aimed 

at increasing the reliability and validity of the data collection and 

data analysis procedures. 

The last explanation focuses on different aspects of nursing 

staff role conflict, besides discrepancies in expectations. Role 

conflict for nurses results in emotional and physical withdrawal among 

nurses and patients and withdrawal leads to decreased patient Violence. 

Evidence to support this explanation comes from three sources: (a) 

early psychiatric nursing literature, (b) nursing literature on 

"burn-out", and (c) data from the qualitative study (Appendix C). 

Schwartz and Tudor-Will (1953) conducted a qualitative study of 
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psychiatric hospitals and staff. The results indicated that low morale 

in the staff resulted in a process of emotional and physical withdrawal 

from patients. In response to withdrawal, patients distanced 

themselves from staff and a stable equilibrium existed in which the 

withdrawal of each reinforced that of the other. In this way, the 

feeling isolated institutional attitudes of indifference and 

contributed to the low staff morale and was communicated to the 

patients. In a more recent qualitative study, Hall (1975) identified 

role conflict in nursing staff when staff were unable to play their 

appropriate role. 

The burn-out literature supported the concept of withdrawal in 

nurses by documenting the effects of chronic stress on nurse's work 

performance. Key aspects of burn-out are: emotional exhaustion, the 

development of negative, cynical attitudes and feelings about the 

client, and the evaluation of oneself as negative. Burn-out can lead 

to: a deterioration in the quality of care or service, absenteeism, 

job turnover, and low morale (Maslach & Jackson, 1981). 

The results of the qualitative study reported in Appendix C 

further supported the existence of burn-out and withdrawal in 

psychiatric nursing staff. 

following comments: "I've 

interviewing with patients." 

One subject in this study made the 

seen very little interaction, or 

In response to a direct question 

regarding the amount of withdrawal noted in the nursing staff, the 

subject responded "yeah, definitely, I would say 90% (of nurses) at 

least." The subjects also reported frequent negative comments among 
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nursing staff about patients. For example, one patient was called a 

"bitch" and a "spoiled brat," while another was called an "animal." 

One subject related how she felt walking onto a locked psychiatric unit 

for the first time. "I felt this real withdrawal within myself, or 

just fear . . . cause there is a real tension when you ore there . 

its a scary feeling." This qualitative data clearly documents the 

withdrawal or disengagement from work and loss of respect for patients 

that occurs when nurses experience burn-out. 

The relationship between patient withdrawal ond violence was 

clearly documented by Werner et al. (1984). A negative stotistical 

relationship between patient withdrawal and violence was determined 

from this study. As potients show increased withdrawal and motor 

retardation, violence decreased. 

When nursing staff experienced burn-out and withdrew from 

patients, patients experienced withdrawal. Patient withdrawal has been 

linked to decreased violence (Warner et al., 1984), not increased 

violence as indicated in eorly nursing qualitative studies (Schwartz & 

Tudor-Will, 1953; Hall, 1975). The role conflict experienced by 

nursing staff in this study, as measured by the Discrepancy Score, may 

have resulted in nursing staff withdrawal and decreased violence, 

rather than increased violence as suggested by the role theory 

literature. 

The second new relationship determined in the empirical model 

indicated that if the nursing staff had discrepancies in the 

interpretation of the therapeutic rules, then patients had difficulty 
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adhering to the social rules. The theoretical and empirical research 

of the role theorists supported this relationship (Kahn et al., 1964; 

Katz & Kahn, 1966) . If a staff member has conflicting role 

expectations, then behavioral difficulties in following the rules will 

occur. The results of the current study suggested that conflicting 

role expectations resulted in patient difficulties following all the 

rules, not just the therapeutic rules. Data from a previous 

qualitative study, (Morrison, 1985), not reported here, also supported 

an interaction between the social and therapeutic rules. Stories of 

violent episodes from psychiatric staff indicated that when a social 

rule was broken by a patient, an implicit therapeutic rule was often 

broken as well. However, since the therapeutic rules were implicit, 

this interaction was not clearly explicated by the qualitative results. 

The third new relationship determined in the empirical model was 

between the Inconsistent Enforcement of the Social Rules and Violence. 

When the nursing staff enforced the rules inconsistently, patients 

exhibited less violence. One possible explanation for this result is 

that the consistent enforcement of social rules is related to a rigid, 

authoritarian approach by staff. Literature reviewed in Chapter 1 

supported the relationship of an authoritarian approach by staff to 

violence (Coffey, 1976; Straker et al., 1977; Tardiff, 1983). Several 

studies suggested that staff acted provocatively to patients and 

precipitated the violence (Madden et 01., 1976; Rubin et al., 1980; 

Hatti et al., 1982). In addition, Conn and Lion (1983) reported that 

16% of assaults occurred following the denial of a privilege. 
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A second possible explanation is that specification error 

occurred in the definition of the operational measure for the 

Inconsistent Enforcement of the Social Rules. This possibility is 

discussed in the sources of error section of this chapter. 

Expanded Empirical Model. The relationship of the demographic 

variables to the variables in the theoretical framework were tested in 

this phase of model testing. The variables of age, sex, diagnosis, 

education, drug treatment, and presence of epilepsy were not related to 

violence in hospitalized psychiatric patients. This result contradicts 

previous research that supported the relationship of personal variables 

and violence (American Psychiatric Association, 1974; Bach-V- Rita et 

al., 1971; Craig, 1982; Evenson et al., 1974; Lion et al., 1969; 

Tardiff, 1983). However, recent research by Quinsey & Maguire (1986) 

supported the results of the current study. Quinsey et al., did not 

find that personal variables such as, age, sex and diagnosis influenced 

hospital assaultiveness. 

One variable and two new relationships were added in the 

expanded empirical model (Figure 7). History of Violence against Others 

was related to the patient's Inability to Adhere to the Therapeutic and 

Social Rules. When a patient had a history of violence against others 

the patient had difficulty adhering to all the rules. Previous studies 

have determined that history of assault was related to inhospital 

assault (A. P. A., 1974; Babich et al., 1981; Rubin, 1980; Werner et 

al., 1984). However, the statistical results of the current study did 
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not support the conclusions found in the literature. Instead, History 

of Violence impacted on both Stage II variables, significantly 

increasing the amount of explained variance (PTRSI, R2 = 5~%; SRSII R2 

= 35%). This result supported the temporal staging of both Stage II 

variables as precursers to violence. 

Empirical Model with Violence Subscales. The expanded empirical 

model with the three Violence Subscales as the dependent variable was 

tested (Figures 8, 9, and 1~). The results indicated that the three 

models for Violence against Others, Violence against Self and Violence 

against Property differed in statistical and substantive significance. 

In the Violence against Self and Violence against Property model, only 

the Stage I and II social rule variables impacted on Violence and 

accounted for 18% of the variance. However, the direction of the 

relationship of Inconsistent Enforcement of the Social Rules and 

Violence differed in the . two models. In the Violence against Others 

model, only the ~tage I therapeutic rule variable (DS) impacted on 

Violence against Others, accounting for only 4% of the variance. This 

relationship was not significant in the model for Violence against Self 

or Property. Possible theoretical explanations for this relationship 

was discussed in the previous discussion of the empirical model and 

will not be discussed here. These results suggested that the subscales 

were different dimensions of violence and need to be conceptualized 

differently. Currently, no research has been done that makes this 

theoretical distinction. 
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Sources of Error 

Compromises are often made in research due to field conditions 

that introduce sources of error. This section will discuss the sources 

of error in this study that may have resulted in attenuation of the 

data. The sources of error as identified by Hinshaw (1981) and 

discussed in this section are: specification error, design error, 

measurement error, and subje9t error. 

Specification Error. The discussion of the results of 

theoretical model testing and the subsequent interpretation of the 

results indicated that specification error did occur. Two types of 

specification error can occur: (a) definitional errors of content or 

relationships and (b) content errors in which variables were omitted or 

redundant (Hinshaw, 1981). Definitional errors of content or 

relationships were made in this study. Relationships were misspecified 

in the model. A specification error of definition may have occurred 

with the operational definition of Inconsistent Enforcement of the 

Social Rules. The theoretical definition of this concept was: 

"selective enforcement of the nursing staff's social expectations for 

hospitalized psychiatric patients". The operational definition, the 

SRSI, measured the nursing staff's social expectations for the patient. 

The enforcement of the social rules was assumed to have occurred if the 

nursing staff expected a certain behavior. However, the nursing staff 

may not have enforced the expected behaviors. 
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Specification errors of content were evident in the theoretical 

model. The relationship of Inability to Adhere to the Therapeutic Rules 

was specified, but not supported in the statistical analysis. Two new 

relationships were statistically significant in the empirical model, 

but not specified in the theoretical model. The relationships were 

between DS and Violence and between Inconsistent Enforcement of the 

Social Rules and Violence. Perhaps the most serious specification 

error was the determination of the need to conceptualize the 

subdimensions of Violence in the theoretical model. 

Design Errors. Three types of design issues were pertinent to 

this study and limited the findings. First was the issue of using 

nursing staff to rate patients on the instruments. Due to the ethical 

issues of using a vulnerable population of psychiatric patients as 

sUbjects and the difficulties of gaining access to patients, nursing 

staff rated patients on the research scales. The use of nursing staff 

as subjects to rate patients' behavior may have been a major source of 

random error in this study. 

Second was the selection of nurse and patient subjects. Both 

groups of subjects were a convenience sample. The nursing staff 

employed in the settings were asked to participate. Some nursing staff 

did not feel they had the time "for more paper work" and did not 

participate. Other staff felt there was no reason to participate if 

they did not receive financial reimbursement for their time. The 

selection of patients for the study was not dependent on a willingness 
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to participate. However, the patients being cared for by the nurses 

participating in the study were chosen for the completion of ratings. 

This convenience sample may have been a random source of error 

affecting the results and limiting the interpretation. 

Third was the large number of nonviolent patient subjects in the 

patient sample. 

undoubtedly affected 

The nonnormal 

the results 

interpretation of the results. 

distribution of violent scores 

of the data analysis and limited the 

Subject Error. Subject error refers to the characteristics of 

the research subjects which affect the scores. Two possible subject 

errors may have occurred: the Hawthorne Effect and "social 

desirability." The Hawthorne Effect is a change in the behavior of the 

subject due to the knowledge that they are in a research project, while 

social desirability is the tendency to put up a good front or facade 

(Edwards, 1957). Research on the personality patterns of nurses has 

documented that nurses tend to be higher on "deference, nurturance, and 

endurance, and lower on dominance and autonomy then college women" (p. 

1~2). Since nurses tend to be more submissive and dependent than 

college women, they are more likely to be affected by the Hawthorne 

Effect and the environmental situation. The nursing staff were likely 

affected by both the Hawthorne Effect and social desirability. The 

researcher received feedback from nurses attempting to find the "right 

answer" on the research instruments by comparing answers with each 

other. The researcher oriented all nursing staff to the purpose of 
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research, but this education did not always prevent this source of 

error. In addition, nursing staff may have been more aware of their 

expectations for patients selected for the study and may have attempted 

to "do a particularly good job" in their nursing care for these 

patients. 

Measurement Error. Measurement error refers to inaccuracies of 

the scores due to the reliability and validity of the research 

instruments. 

relationships 

This source of error can cause attenuation of the 

in the theoretical model. 

interpretation of the reliability and validity 

The analysis and 

of the research 

instruments indicated that five of the instruments had strong evidence 

of reliability and validity with no serious threat of measurement 

error: the PTRSI, PTRSII, SRSI, SRSII, and VS. The GTRS was found to 

have moderate evidence of reliability and validity and measurement 

error for this instrument was a source of random error. 

A second source of measurement error occurred in the 

estimates of test-retest correlations. The test-retest coefficients 

with the exception of the VS were poor. Several possible reasons 

existed for this result. Test-retest correlations have serious 

limitations that lead to underestimations of the degree of reliability 

in measurement instability (Carmines & Zeller, 1979). One major 

limitation that occurred in this study is that the underlying 

theoretical concepts changed during the time frame of the study. The 

longer the time interval, the greater chance of a change in the 
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concept. The time between testing for the current study varied. The 

mean (days) for retesting was 47.18 with a standard deviation of 23.82 

and range of 15 to 1~3. The period for retesting was longest at 

federal hospital where data collection stopped for two months. 

A second problem with test-retest correlations was reactivity. 

Reactivity occurs when the process of measuring a phenomenon induces 

change in the phenomenon itself (Carmines & Zeller, 1979). During data 

collection many nursing staff reported that they never considered their 

expectations for patients. As we discussed the items on the research 

instrument, staff often commented "I guess I do expect them to do this, 

I just never thought of it." A third problem with test-retest 

correlations was the possibility that the nurses perception of the 

concept changed, resulting in a change in the scores. 

Two obvious procedural problems were evident with the case study 

used for test-retest reliability. The first problem was that the case 

study did not present the clinical information in a clear manner. 

Subjects frequently complained about the case study. Some subjects did 

not feel adequate information was available in the case study to 

evaluate their expectations and rate the patient's behavior. Other 

staff felt that sufficient information was implied in the case study 

and was adequate for rating the patient. This obvious discrepancy 

allowed for different interpretations of the information in the case 

study and contributed to the presence of random error in the data. 

The second problem with the case study related to the type of 

admission ward. The case study reported the process of a patient 
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admission to an acute treatment or crises unit and the patient's 

subsequent behavior. However, some staff were confused and rated their 

expectations of the fictitious patient as if the patient was admitted 

to the ward on which the staff was currently employed. Expectations 

differed according to the philosophy of the unit. 

the patient as indicated in the case study. 

Other staff rated 

Another problem with the test-retest reliability was the small 

sample size. Only 24 of the 54 nursing staff completed both ratings on 

the case study and correlations are unstable with a sample size less 

than 3~. 

Implications for Future Research 

Several recommendations for future research are suggested based 

on the findings of this study. Future qualitative research needs to be 

conducted to explore and identify conceptual variables that are related 

to violent behavior in organizational settings by psychiatric patients. 

The purpose of this qualitative research would be to.reduce the amount 

of specification error in th~ theoretical framework. To reduce the 

amount of researcher and subject bias in this qualitative study, 

special attention to the reliability and validity of the data 

collection and data analysis procedures should be conducted. 

Interviews with psychiatric patients should be included to allow for a 

more accurate exploration of 

perspective. 

the problem from the patient's 
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Several revisions in the theoretical framework should be 

considered during the qualitative study: (a) to identify the specific 

dimensions of Violence against Others, Self and Property, (b) to 

propose relationships for each dimension of violence with the variables 

related to the social and therapeutic rules, (c) to further explore the 

relationship of Inability to Adhere to the Therapeutic Rules and 

Violence, and (d) to identify the missing theoretical variables thQt 

contribute to violence. 

Secondly, an instrumentation study is recommended to accomplish 

two purposes. The first purpose is to develop and test a new measure 

of the general ward therapeutic expectations. The GTRS had limited 

reliability and validity and was inadequate as a measure of the general 

ward expectations. The new scale needs to be comparable to the PTRSI 

and PTRSII to accommodate the calculation of the OS. The second 

purpose of the instrumentation study is to repeat the calculations of 

the test-retest reliability for all the instruments. Test-retest 

reliability could be conducted on an actual patient or a new case study 

developed and pretested to ensure adequate reliability. Both didactic 

and practice sessions would be necessary to ensure training of subjects 

in the use of the instruments and to sensitize the subjects to the 

concepts under study. 

Lastly, the study needs to be replicated before any conclusions 

can be drawn in reference to the theoretical model. Support existed 

from previous research findings for certain relationships predicted in 

the model (Cobb, 1985; Hall, 1975). A replication of the study in 
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similar settings would support the results of the theoretical model 

testing for this population. 

Implications for Clinical Nursing Practice 

The theory underlying this study stemmed from social and 

organizational theories related to interaction and behavior in 

organizations. Violence was viewed as a result of an individual moving 

through stages. At each stage, aspects of staff or patient behaviors 

were predicted to influence the subsequent violent behavior. The 

patient was viewed as an individual within a social environment who was 

socialized by socializing agents into a role. In this case, the 

socializing agents, the psychiatric nursing staff, have not adequately 

communicated the expectations for behavior to the patient. This 

inadequate role-sending resulted in patient role incompetence and 

violent behavior. The specific variables for study were: the 

Inconsistent Enforcement of the Social Rules by nursing staff, the 

Discrepant Interpretation of the Therapeutic Rules by patients, the 

Inability to Adhere to the Social Rules by patients, the Inability to 

Adhere to the Therapeutic Rules by patients and Violence. 

The results of the current study suggested that the 

Inconsistent Enforcement of the Social Rules was an important variable 

that contributed to Violence in patients. However, the Discrepant 

Interpretation of the Therapeutic Rules was not a significant variable 

related to Violence in hospitalized psychiatric patients, except 
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through an indirect link to the patients' Inability to Adhere to the 

Social Rules. 

This study extended the present knowledge base of psychiatric 

nursing by examining the environmental and organizational factors that 

impact on violent behavior by patients. A knowledge of these factors 

and how they increase or decrease violent behavior by patients will 

assist the nurse to intervene and alter the environmental stimuli 

affecting patients. The findings indicated that: (a) when a 

discrepancy occurred in the therapeutic rules, violence decreased, (b) 

when nurses enforced the social rules inconsistently, then violence 

decreased, (c) when nurses inconsistently enforced the social rules, 

then patients were unable to adhere to the social rules, (d) when 

patients were unable to adhere to the social rules, violence occurred, 

and (e) when a discrepancy occurred in the therapeutic rules, patients 

were unable to adhere to the therapeutic and social rules. The 

development of nursing interventions guided by this knowledge would be 

premature. However, if the results are supported in future studies, 

then nursing interventions would be directed to clarifying the social 

rules and assisting patients to adhere to the rules. If consistent 

enforcement of the social rules is found to be related to rigid 

environments and violence, then nursing interventions could be 

developed to allow for a more flexible enforcement of the social rules. 
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Implications For Theory Development 

The predicted and unpredicted findings from this study are 

useful for further theory development and testing. After testing of 

the theoretical model, the empirical model and expanded empirical 

models using the sub-dimensions of violence were proposed and tested. 

Other models can be expected to emerge as more scientifically based 

information becomes available on the variables investigated in this 

study. 

The most important theoretical issues raised in this study 

relate to madel respecification by: (a) subdivisions of the original 

model along the dimensions of violence, (b) the inclusion of violence 

against others as a variable in the model, (c) the importance of the 

social rules as a factor contributing to violence, (d) the relative 

unimportance of the therapeutic rules as a factor in violence, and (e) 

the unimportance of demographic variables, such as, age, sex, and 

diagnosis to violence. 

Summary 

The central purpose of this study was to develop and test 

research instruments to measure the impact of selected institutional 

and interpersonal variables that explain psychiatric patients violent 

behavior within psychiatric settings and to test the theoretical 

framework of psychiatric inpatient violence. The results indicated the 

research instruments were reliable and valid. Three of the four 

predicted relationships were supported in the test of the theoretical 
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model. The findings were interpreted and discussed. The sources of 

error inherent in this study, and the implications for future research, 

clinical practice and theory development were discussed. 



APPENDIX A 

INSTRUMENTATION ISSUES IN ROLE STRAIN AND 
VIOLENCE RESEARCH 

This appendix has two major sections. The first section 

provides a general introduction to measurement and instrumentation 

issues. The second section discusses the specific measurement and 

instrumentation issues found in the studies reviewed in Chapters 1 and 

2. A discussion of both conceptual and measurement issues related to 

evaluating these studies on role strain and violence will be included. 

Introduction to Measurement 

Ventura, Hinshaw and Atwood (1981) identified that the 

development and testing of instruments should be a priority for nurse 

researchers. This need has been identified through three factors. The 

first factor is the lack of instruments to measure most variables 

related to patient care and patient outcomes. If instruments have been 

constructed, testing of the psychometric properties has been incomplete 

and criteria often have not been used in the evaluation of the 

instruments. Secondly, some instruments used by nurse researchers need 

to be adapted to fit health core settings and professional staff. Job 

satisfaction, burnout, anxiety, social support and stress are examples 

of variables in which instruments "borrowed" from other disciplines to 

be adopted to fit a nursing context. Thirdly, in order to conduct a 
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strong test of construct validity, multiple indicators for the variable 

need to be used. The nursing scientific community has a responsibility 

for establishing standards and criteria for instrument construction and 

testing. These standards and criteria can then be used for the 

evaluation of newly constructed instruments and for instruments 

previously developed or adapted to nursing situations. The development 

of standards and criteria for evaluating research instruments is 

facilitated by a knowledge of measurement principles. 

Measurement was defined by Stevens as the "assignment of numbers 

to rules" (1951, p. 22). Blalock, in describing the basic nature of 

measurement, described the association between abstract concepts and 

empirical indicants. In addition, Blalock identified measurement error 

as the problem of bridging the gap between theory and research (1968). 

These two issues introduced by Blalock made measurement a more dynamic 

process from that defined by Stevens. 

The basic inferences of measurement are: (a) the empirical 

meaning of specific theoretical concepts, and (b) the correspondence 

between theoretically specified relationships and empirically generated 

relationships. A successful measurement strategy should provide 

evidence for both inferences (Zeller & Carmines, 198~). 

The essential language of measurement includes two key terms: 

reliability and validity. Classical test theory is the main body of 

statistical theory from which calculations of reliability and validity 

are derived. Basic to a discussion of reliability is an understanding 

of measurement error and basic to an understanding of validity is 
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specification error. The measurement of any phenomenon always contains 

a certain amount of chance error. The amount of random error in the 

measurement is inversely related to the degree of reliability of the 

measuring instrument (Carmines & Zeller, 1979). In other words, 

measurement error refers to inaccuracies in the score due to 

unreliability of the instruments. Measurement error can cause an 

attenuation of the empirical relationships and distort the results. 

Psychometric techniques exist to determine the amount of attenuation 

and researchers can correct their results if attenuation occurs 

(Sohrnstedt, 197~; Murdaugh, 1981; Zeller & Carmines, 198~). 

The second type of error of major concern to researchers is 

specification error. 

theoretical perspectives. 

Specification error refers to incorrect 

Definitional errors are errors in the 

content or relationships specified by the theory. Errors of content 

include omitted or redundant variables and poorly defined variables 

(Hinshaw, 1981). Specification error leads to invalid instruments. If 

the theoretical concepts are not properly defined, then the empirical 

indicants will not be capable of correctly measuring the concept. 

Instrumentation Issues 

The research studies reviewed in Chapters 1 and 2 have serious 

conceptual and methodological problems leading to specification and 

measurement errors. The conceptual problems include the lock of 

comprehensive, integrated theoretical frameworks to provide consistency 

for the empirical studies and inconsistent operational definitions for 
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The measurement problems include 

the lack of reliable and valid instruments to measure the concepts of 

interest. The conceptual and measurement issues for role strain and 

violence will be discussed in detail. Statistical criteria applied to 

the evaluation of the reliability and validity of research instruments 

will be presented when appropriate. 

Conceptual Issues 

Role Strain. Cobb (1984) explored the relationship of role 

strain to violence among psychiatric patients. Role strain was defined 

broadly as a subjective state of distress resulting from conflicting, 

ambiguous demands. However, the behavioral rating scale that was 

developed did not measure a subjective state of distress. The 

statements on the rating scale were related to patient behaviors. ," The 

subject (nursing staff) was asked to agree or disagree to the 

statement. For example, item 6 was "accepts staff decisions regarding 

restrictions and item 18 was "accepts compliments or positive comments 

on own behavior from others". The nursing staff were asked to rate a 

specific patient on the items. These two items did not measure a 

subjective state of patient distress. The scale more accurately 

measured the nursing staffs' observations of patient behavior. Thus, 

the operational and theoretical definitions of the variable were 

inconsistent in Cobb's study. In addition, Cobb presented a pictorial 

model that lacked a clear organizing focus and integration of the 

theoretical concepts and relationships. For example, the construct of 
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socialization was discussed in detail, but was not included or 

integrated in the pictorial model. A strength of Cobb's model was the 

clear identification of theoretical hypotheses from the pictorial 

model. 

Violence. Violence has been defined in many different ways. 

Violent behavior may be described as: (a) an activity that involves 

the use of force to inflict injury on another (Shaw, 1978), or (b) may 
f 

include overt or covert threats and/or behavior that is likely to harm 

another person (A.P.A., 1974). Suicidal or self destructive behavior 

mayor may not be included in the definition of violent behavior. 

Tardiff and Sweillam (1980; 1982) defined violence as assaultive 

behavior towards others .. Self injury, damage to objects and verbal 

threats were not included in the definition. Cobb (1984) included 

assault towards others, verbal threats and damage to property in the 

definition of violence. Self-injury was not included in the definition 

of violence. 

In addition to the researcher's definition of violent behavior, 

the subject or respondent has a personal definition of the situation. 

In studies exploring assault on staff, staff members interpreted the 

behavior differently. For one staff member the loud and aggressive 

accusation of a patient may be viewed as violent, whereas a second 

staff member may ignore the behavior. The meaning of an incident is 

determined by the staff member's psychological, sociological and 

cultural background. As a result, the event is defined differently by 
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individuals and the need for documentation is viewed differently. 

Violent behavior that is unexpected, inexplicable, targeted against 

oneself and bizarre in its form has a greater impact on the observer. 

In addition, the context ploys a role in the attribution of meaning to 

on event. A person who feels he or she has contributed to the violence 

may exaggerate or minimize events (Ochitill, 1983). 

Dietz and Rada (1983) conducted a review of studies on violence 

in forensic facilities and determined that only one study overcome the 

problem of reporting bioses based on the subject's interpretation of 

the event. The study by Quinsey and Varney (1977) overcame reporting 

bioses through the use of a prospective design that included interviews 

with patients and stoff concurrently regarding the incident. This 

study combined qualitative and quantitative methods in the collection 

of data. The qualitative data on the meaning or interpretation of the 

event by the patient and staff was used by the researchers to determine 

an objective estimation of violence. 

To summarize, several conceptual issues surrounded the study of 

violence. First, was th& lack of studies using well integrated 

conceptual frameworks to organize research studies and reduce 

specification error. Only Cobb (1984) presented a theoretical 

framework. Other researchers focused exclusively on identifying 

demographic characteristics of violent patients or incidents. 

Secondly, not all researchers defined concepts similarly. This 

confusion in definitions caused lack of comparability of results. 

Thirdly, both the researcher's and the subject's definition of violence 
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may have contributed to an overestimation or underestimation of the 

incidence of violence. For example, if the researcher was depending on 

incident reports as the measure of violence, then the staff's response 

and definition of the incident affected if and how an incident report 

was written. 

Measurement Issues 

Role Strain. Cobb (1984) developed the Psychiatric Patient Role 

Strain Scale (PPRSS), a 4 point summated Likert-type scale, to measure 

role strain in psychiatric patients. Measures of reliability and 

validity computed for the PPRSS were internal consistency, test-retest, 

interrater reliability, content, criterion, and construct validity. 

Internal consistency was tested using coefficient alpha and determined 

to be .89 (N=52). This value met the criterion level of > .70 

(immature scale) (Nunnally, 1978). However, the mean and range for the 

PPRSS scores was low (mean = 20.77; range, 0-84) and these may have 

caused inflated internal consistency estimates. The variance of the 

items and scale was not reported. Test- retest reliability was r .79 

and within the criterion level of r > .70 (Carmines & Zeller, 1979; 

Nunnally, 1978). Interrater agreement was tested by having the expert 

panel rate the "ideal patient." The percentage agreement was 78% (N=5) 

and met the criterion level of 70%. 

Content validity was tested by a panel of experts. However, no 

statistical calculations were conducted or reported. Criterion 

validity was tested by a review of progress notes, but information on 
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procedures was lacking and no statistical calculations were reported. 

Construct validity was tested by the empirical test of predicted 

relationships. Of seven stated hypotheses, only two were statistically 

supported (p .~5). However, the main theoretical relationship of 

role strain and violence was supported. 

An evaluation of reliability and validity estimates for the 

PPRSS according to the stated criteria was inconclusive. Only one 

measure of internal consistency was determined, coefficient alpha, and 

evaluation of internal consistency was incomplete. Interitem 

correlations and item-total correlations would improve the estimates of 

internal consistency. In addition, subscales seemed evident within the 

scale. Items referred either to social or therapeutic rules, but Cobb 

did not conceptualize subscales or test internal consistency of 

subicales with coefficient alphas, factor analysis or cluster analysis. 

The PPRSS was shown to have adequate interrater agreement and 

test-retest reliability. Content and criterion validity was not 

established according to the stated criteria. Empirical support for 

two of the eleven hypotheses suggested limited evidence of construct 

validity. 

Violence. Most researchers have used incident reports and 

arrest rates as their empirical measure of violence. However, several 

problems are inherent in these measures of violence. Lion, Snyder, and 

Merrill (19B1) found that incident reports underestimated violent 

incidents. In a comparison of nursing notes and incident reports, Lion 
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et al., found five times as many violent episodes recorded in the 

patients' chart as recorded in incident reports. Lion's results cast 

doubt on studies using incident reports to measure the extent of 

violent incidents in institutional settings. A closely related second 

problem with incident reports was a lack of accurate measurement of 

rates of assaultive behavior. Studies using incident reports as the 

measurement tool for assault produced differing rates of incidents and 

confusing patterns of patient characteristics. One possible 

explanation is that staff tended to report only those assaults of a 

serious or repetitive nature. 

Arrest rates have been used as a measure of violence for 

ex-psychiatric patients in the community. Two problems existed with 

the use of arrest rates. First, arrests may be made for minor 

violations, such as, vagrancy or loitering and not be related to 

violent behavior. Second, an arrest does not necessarily indicate 

responsibility or guilt for the offense, whereas a conviction does. Any 

research instrument should be a reliable and valid measure of the 

concept it has been designed to measure. The psychometric properties 

of incident reports and arrest rates have not been reported in the 

literature. Without testing the psychometric properties, the results 

of a study are inconclusive. 

One research instrument which measured violence directly was the 

Behavioral Rating Scale (BRS) (Cobb, 1984). The BRS was developed to 

measure violence against other persons and property. Psychometric 

testing of the BRS included interrater reliability, content validity, 
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criterion validity and construct validity. The scale mean was 3.68 

with a range of ~-32 out of a maximum possible score of 195. 

Interrater reliability estimates were calculated using percentage of 

agreement among four nurses. The percentage of agreement was 94~ and 

exceeded the stated criterion. However, the number of patients used 

for this calculation was not reported. No further tests of reliability 

were conducted on this instrument. 

Content validity was conducted through an expert panel review. 

In addition, Cobb conducted a Q-Sort to determine the rank ordering of 

the items, but no statistical analysis from this Q-Sort was presented. 

An evaluation of content validity based on selected criteria cannot be 

determined. Criterion validity was established through calculation of 

correlation coefficients with progress notes. The progress notes were 

reviewed and coded on a five point scale ~-4. The Spearman-Brown 

correlation coefficient was .68 (N = 51), just under the criterion of 

.7~. Construct validity was retested through the empirical test of the 

hypotheses. Of seven hypotheses tested, two were supported (p .~5) 

including the main hypothesis predicting a relationship between role 

strain and violence. To summarize, the BRS had limited interrater 

reliability and construct validity. Evaluation of the content validity 

cannot be determined and criterion validity was minimally supported. 

To summarize, three problems exist with the measurement of 

violence. The first problem is the use of incident reports as an 

indirect measure of violence. The use of incident reports leads to 

underreporting and to differing rates of violent behavior (Lion et al., 
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1981). The second problem is the use of arrest rates to measure 

violence. The use of arrest rates leads to inaccurate rates of 

violence. Since arrests are not always related to violent behavior and 

arrests do not indicate convictions, the incidence of violent behavior 

is inaccurate. The third problem is the lack of psychometric testing of 

the violence measures. Without knowledge of the reliability and 

validity of the instruments the researcher cannot be confident in the 

results of the study. 

Summary 

This appendix reviewed instrumentation issues gleaned from the 

studies reported in Chapters 1 and 2. Multiple conceptual and 

methodological difficulties existed in the studies of role strain and 

violence. A coherent, unified theory of role strain or violence was 

not evident in the studies and no reliable and valid measures were used 

to operationalize the theoretical concepts. These conceptual and 

methodological problems limit the usefulness of the studies. 
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DEFINITIONS OF MAJOR CONCEPTS 

Deviance: "An instance of a type of behavior that is contrary to the 
norms of at least one particular social unit" (Gibbs. 1972. 
p.22). 

Discrepant Interpretation of the Therapeutic Rules: Difference in a 
nursing staff member's beliefs in the general ward therapeutic 
expectations for psychiatric patients and the nurse's personal 
therapeutic expectations for an individual patient. 

Disruptive Behavior: All problematic acts which violate the normative 
standards of the psychiatric ward. 

Inconsistent Enforcement of the Social Rules: 
differential execution of the institutionally 
rules for individual psychiatric patients. 

Nursing staff's 
defined social 

Inability to Adhere to the Social Rules: Role occupant's inobility to 
perform the social behaviors appropriate to the patient role 
expected by the role senders. 

Inability to Adhere to the Therapeutic Rules: 
inability to perform the therapeutic behaviors 
the patient role expected by the role senders. 

Role occupant's 
appropriate to 

Inadequacy of Role Sending: Faulty transmittal of the kinds of 
(patient) by learning that have relevance for the adult role 

the socializing agents (nurses) 

Inadequate Socialization: Faulty process in which individuals are not 
able to acquire the knowledge. skills and dispositions that 
enable them to participate as effective members of a group or 
society (Brim. 1966). 

Nursing Staff: Persons employed in a psychiatric 
direct nursing care to psychiatric 
registered nurses. licensed vocational 
technicians, aides and orderlies}. 
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setting to provide 
patients (included 

nurses. psychiatric 
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Position: A location in a social structure (Hardy, 1978). 

Role Expectations: The prescriptions and proscriptions held by members 
of a role set (Kahn et al., 1964). 

Role Incompetence: Inability of a role occupant (patient) to perform 
the behaviors related to the specific role expected by the role 
senders (nurses) in the environment (Hardy, 1978). 

Role Occupant: "A 
structure" 

person who holds a 
(Hardy, 1978, p. 75). 

position within the social 

Role Pressures: The numerous acts which make up the process of role 
sending that are influence attempts directed toward the role 
occupant and intended to bring about conformity with the 
expectations of the role senders (Kahn et al., 1964). 

Role Sender: "A person (nurse) occupying an interdependent position 
with the occupant of the focal position (patient) and holding 
role expectations for the occupant" (Hardy, 1978, p. 76). 

Role Set: All those people in an organization associated with the role 
occupant in a certain position (Kahn et al., 1964; Merton, 
1957). 

Role Stress: A general situation resulting when a social structure 
creates very difficult, conflicting, or impossible demands for 
occupants of positions resulting in subjective feelings of 
distress and behavioral difficulties (Hardy, 1978). 

Rules: Direct or indirect messages given to patients by nursing staff 
regarding the expectations for their behavior. 

Sent Role: Expectations communicated to the 
from the role set (nursing staff) 
Rommetveit, 1954). 

focal 
(Kahn 

person (patient) 
et al., 1964; 

Socialization: "The process by which 
knowledge, skills and dispositions 
participate as more or less effective 
society" (Brim, 1966, p. 3) 

individuals acquire the 
that enable them to 

members of groups and 

Social Rules: Nursing staffs' expectations for patients participation 
in group living (Hall, 1975). 

Therapeutic Rules: Expectations that nursing staff hold for patients' 
participation in their own treatment and treatment of other 
patients (Hall, 1975). 



191 

Violence: Verbal, nonverbal or physical behavior that is threatening 
to persons (self or others) or actually accomplishes harm or 
injury to persons or destroys property (A.P.A., 1974). 



APPENDIX C 

THE DEVELOPMENT OF RESEARCH INSTRUMENTS TO MEASURE 
SOCIAL AND THERAPEUTIC RULES, ROLE INCOMPETENCE 

AND VIOLENCE IN PSYCHIATRIC INPATIENTS 

Instrument Construction 

This appendix describes the strategies used to develop 

instruments to measure the concepts identified in the theoretical 

framework of Chapter 2. The research instruments to measure the social 

and therapeutic rules were developed through a two phase research 

study. Phase I, a Q-Sort with psychiatric nursing staff, was designed 

to identify important social and therapeutic rules. Phase II, a 

qualitative study with psychiatric nursing staff, was designed to 

clarify disturbances in interpretation, application, and enforcement of 

the rules and the relationship of these processes to violence. The 

scale designed to measure violence was developed at the conclusion of 

the two phases. A discussion of the content validity of the newly 

developed research instruments is presented last. 

Six scales were developed for this study. Four of the scales 

were represented by acronyms at the referential level in Chapter 2. In 

addition, the Discrepancy Score (OS) was calculated using two of the 

new scales. In Stage I of the operational framework, Discrepant 

Interpretation of Therapeutic Rules was operationalized by the 

Discrepancy Score (OS). The OS measured the Discrepant Interpretation 
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of the Therapeutic Rules by the nursing staff. The OS was obtained by 

calculations using the General Therapeutic Rule Scale (GTRS) and the 

Personal Therapeutic Rule Scale I (PTRSI). The GTRS measured the 

general nursing ward philosophy regarding patient's participation in 

therapy and treatment. The PTRSI measured the nursing staff member's 

expectations for a specific patient's participation in therapy and 

treatment. The Inconsistent Enforcement of the Social Rules was 

operationalized at the referential level by the Social Rule Scale I 

(SRSI). In Stage 2, Inability to Adhere to the Social Rules and 

Therapeutic Rules was operationalized by the Social Rule Scale II 

(SRSI) and the Personal Therapeutic Rule Scale II (PTRSII). The SRSII 

measured a specific patient's social behavior as perceived by a nursing 

staff member. The PTRSII measured a specific patient's therapeutic 

behavior as perceived by a nursing staff member. In Stage III, Violence 

was operationalized at the referential level by the Violence Scale 

(VS). The VS measured a specific patient's behavior in the areas of 

Violence to Self, Violence to Others and Violence to Property as 

perceived by a nursing staff member. 

The two social (SRSI and SRSII) and two therapeutic rule scales 

(PTRSI and PTRSII) were developed concurrently using the same 

procedures. Items from the PTRSI and PTRSII were adapted to develop 

the third therapeutic rule scale (GTRS). The first phase of instrument 

construction used a Q-Sort to determine the important social and 

therapeutic rules that nursing staff generally agreed were important 

for patient treatment and recovery. The rules were taken from Cobb's 
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(1985) PPRSS. The rules with high agreement formed the basis of the 

therapeutic and social rule scale instruments. Once the rules were 

identified in the first phase, the second research phase was 

implemented. Problems related to the application, interpretation, and 

enforcement of the rules were explored to determine discrepancies. As 

a result of Phase 2, potential items were identified and a scaling 

methodology determined for the instruments. 

The VS was developed from the literature review, personal 

clinical experience and qualitative data. The final step in instrument 

construction was a review of the newly established instruments by a 

panel of expert judges for the determination of content validity. 

The development of the instruments is discussed in detail. 

First, the results of the two phase research project using a Q-Sort and 

qualitative study will be discussed. The Q-Sort presentation includes 

a discussion of the social and therapeutic rules that formed the basis 

of the items for the instruments. The discussion of the qualitative 

data elaborates on the development of the three therapeutic rule scales 

and the two social rule scales. Socond, development of the Violence 

Scale will be discussed. Last, the test of content validity by a panel 

of experts is discussed. 

Q-Sort 

The first research phase included a descriptive study using a 

Q-Sort methodology with psychiatric nurses. 
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Purposes 

The specific objectives of this Q-Sort were to: (a) identify 

social and therapeutic rules nursing staff believed were important for 

patients' treatment and recovery, and (a) obtain a prioritized list of 

social and therapeutic rules. A Q-Sort methodology was chosen to 

determine similarities in nurse's perceptions about the rules. The 

items chosen for the structured Q-Sort were theoretically derived 

(Hall, 1975; Cobb, 1984) and taken from Cobb's Psychiatric Patient Role 

Strain Scale (Appendix D). Forty two items reflected the social and 

therapeutic rules nursing staff expected patients to follow while 

hospitalized. 

Sample 

Seven subjects participated in the Q-Sort. Criteria for 

selection of subjects were: (a) was a psychiatric nursing staff 

member, (b) was currently employed in a psychiatric facility, (c) was 

over 18 years of age, and (d) spoke English. Subjects were recruited 

from an informal network of psychiatric nurses. Tables C-1 and C-2 

summarize the descriptive characteristics of the Q-Sort sample. The 

subjects were all Caucasian and primarily women (six women, one man). 

All the subjects were registered nurses. One nurse had an associate 

degree; four had baccalaureate degrees; and two had masters degrees. 

Six held the position of staff nurse and one held the position of head 

nurse. One nursa worked in a youth service. Two nurses worked in 

adult locked wards and four worked in adult unlocked wards. They 



Table C-1: Q-Sort Sample: Summary of the Personal and Professional 
Characteristics of the Subjects (N=7). 

Variable Frequency 

Gender 
Male 
Female 

Education 
AD 
BSN 
MSN 

Position in Setting 
Staff Nurses (RN) 
Head Nurse (RN) 

Type of Setting 
Youth Service (Private) 
Adult locked Wards (Private) 
Adult Unlocked Wards (Private) 

Private 
Federal 

6 

1 
4 
2 

6 

1 
2 
4 

3 

Percentage 

14.3% 
85.7% 

14.3% 
57.1% 
28.6% 

85.7% 
14.3% 

14.3% 
28.6% 
57.1% 
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Table C-2. Q-Sort Sample: Summary of Personal and Professional 
Characteristics (N=7). 

Standard 
Variable Mean Deviation Range Median 

Age (Years) 3{r5 7.5 23-45 28 

Total Psychiatric 49.3 46 4-120 28 
Experience (Months) 

Experience in Current 13.8 16.6 4-28 6 
Setting (Months) 
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ranged in age from 23-45 (median=3~). The length of psychiatric nursing 

experience ranged from four months to 12~ months (median= 28 months). 

The length of time worked in their current setting ranged from four 

months to 28 months (median = six months). 

Methodology 

The Q-Sort was conducted in various settings, however, the 

researcher created a quiet, private place for testing, either in ihe 

subject's home or an office in their place of employment. The 

procedure required one hour of the subjects time. After informed 

consent was obtained (Appendix E), the researcher began the procedure. 

The procedure required the subject to perform five activities. First, 

the subjects sorted the rules into piles according to how important the 

rule was for patients' treatment and recovery. Second, when the 

subject was satisfied with the sorting, the subject rank ordered items 

within each pile to obtain a complete rank order for all 42 rules. 

Third, the subject sorted the rules into social or therapeutic rules. 

Fourth and fifth, the subject then sorted each of the two groups of 

rules according to how important the rule was for patients' treatment 

and recovery. The directions given to the subject were standardized 

(Appendix F). 

Statistical Analysis 

Several types 6f data were obtained from this study. The scored 

categories (~-4) for the rules were obtained as well as a rank ordering 

for all 42 rules. Categorical data was obtained for the subjects' 
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determination of social and therapeutic rules. Descriptive statistics 

were used in the analysis'consistent with the purpose of the study. 

Means and standard deviations were calculated for the ranks of the 

items. The percentage of agreement for the items was calculated. 

After the rules were separated and sorted within groups into categories 

of importance, the means were rank ordered. 

Criteria for the selection of rules were: (a) percentage 

agreement that the rule was therapeutic/social ~ 7~% (Nunnally, 1978), 

(b) overall ranking that the rule was important, (c) standard deviation 

~ 7.~~, and (d) group ranking that the rule was important when social 

and therapeutic rules were separated. Since the therapeutic rules were 

overwhelmingly ranked most important, the first three criteria were 

most influential in the selection of therapeutic rules. 

Results 

Therapeutic Rules. Table C-3 summarizes the results of the 

statistical analysis for the therapeutic rules. Therapeutic rules 

fitting the criteria were (a) "actively participates in setting 

therapeutic goals for self," (b) "seeks out staff to help control 

psychotiC or illness related behavior," (c) "attends individual therapy 

as scheduled," (d) "examines own progress realistically when 

considering changes in status," (e) "accepts the need for 

hospitalization," (f) "attends family therapy/conferences as 

scheduled," (g) "acknowled~es the need for treatment," 



Table C-3. Statistical Analysis of the Q-Sort: Therapeutic Rules 
Determined To Be Important by Psychiatric Nursing Staff 
(N = 7). 

Therapeutic Rules 

Actively participates in 
setting therapeutic goals 
for self. 

Seeks out staff to help 
control psychotic and/or 
illness related behavior 

Attends individual therapy 
as scheduled. 

Examines own progress 
realistically when 
considering changes in 
status 

Accepts the need for hos
pi talization . 

Attends family therapy 
or group therapy as 
scheduled. 

Acknowledges the need 
for treatment. 

Participates in individual 
therapy as scheduled. 

Participates in family 
therapy and/or group con
ferences as scheduled. 

Percent Overall 
Agreement Rank 

12 

5 

8 

6 

2 

Standard Group 
Deviation Rank 

2.48 1 

4.57 6 

4.65 6 

7 

5.87 2 

9 

6.15 2 

6.35 4 

3.95 4 



201 

(h) "participates in individual therapy as scheduled," and (i) 

"participates in family therapy as scheduled." 

Social Rules. Since the social rules were ranked low when 

combined with the therapeutic rules, the fourth criterion was 

particularly helpful in determining a rank order of the social rules, 

independently of the therapeutic rules. Table C-4 summarizes the 

statistical results of the social rules identified in the Q-Sort. 

Social rules that met the criteria were: (a) "abides by unit rules 

regarding smoking and handling of matches," (b) "listens attentively to 

patients talk in meetings," (c) "does not dress in a sexually revealing 

manner," (d) "eats at designated places and times," (e) "uses TV and or 

stereo with consideration for others' needs," (f) "uses telephone with 

consideration for others," (g) "does not interrupt conversation," (h) 

"abides by unit rules regarding visitors," and (i) "does not intrude 

into areas prohibited by staff." 

Qualitative Study 

The second research phase included open-ended interviews with 

subjects using a qualitative design methodology. 

Purposes 

The objectives of this phase of instrument construction were to 

identify the concept under study for the therapeutic and social rules 

and to develop the items for the research instruments. Once the social 

and therapeutic rules were identified from the Q-Sort, this information 



Table C-4. Statistical Analysis of the Q-Sort: Social Rules 
Determined To Be Important by Psychiatric Nursing Staff 
(N = 7). 

Percent 
Social Rules Agreement 

Abides by unit rules 1(1l0~ 
regarding smoking and 
handling of matches. 

Listens attentively to 71~ 
other patients talk about 
their problems in appro-
priate meetings. 

Eats at designated places 
and times. 

Uses TV and/or stereo 
with consideration for 
other patients desires 
and needs. 

Uses telephone with 
consideration for other 
patients desires and needs. 

Does not interrupt 
conversations. 

Abides by unit rules 
regarding visitors 
(numbers permitted 
and hours). 

Does not intrude into 
areas prohibited by staff. 

Does not dress in a 
sexually revealing 
manner. 

71% 

71% 

Overall Standard 
Rank Deviation 

17 5.96 
(6Ss.) 

14 7.58 
(6Ss.) 

37 5.82 

27 

34 6.09 

35 5.5(1l 

41 6.0 

36 6.08 

36 5.42 

Group 
Rank 

1 

2 

8 

8 

6 

5 

10 

8 
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was used to explore disturbances in the processes of the 

interpretation, implementation or application of the rules and the 

relationship of these processes with violence. 

Sample 

Eleven sUbjects participated in the qualitative study. Subjects 

were chosen based on the following criteria: (a) was currently working 

in a psychiatric facility, (b) spoke English, (c) was over 18 years of 

age, and (d) involved in direct patient care. Subjects were recruited 

from an informal network of nursing staff members working in a local 

psychiatric private hospital and RN students enrolled in the 

undergraduate baccalaureate program at the University of Arizona, 

College of Nursing who were working in psychiatry. Tables C-5 and C-6 

summarize the characteristics of the subjects participating in the 

qualitative interviews. 

The subjects were all Caucasian and principally women (two men 

and nine women). Four of the subjects were RN students: five were staff 

nurses and two were nonprofessional mental health workers. Nine of the 

eleven sUbjects were registered nurses: four were diploma graduates: 

four had associate degrees and one had a baccalaureate degree. Two of 

the subjects were nonnurses: one had an associate degree and one had a 

masters degree. The subjects worked in a variety of settings: nine were 

working in an adult unlocked facility; one worked in an adult locked 

facility and one worked in an adolescent locked facility. The age 

ranged from 25 to 53 with a mean of 35.7. Since the RN students only 
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Table C-5. Qualitative Study Sample: Summary of Personal and 
Professional Characteristics (N=11). 

Variable Frequency Percentage 

Gender 
Male 2 18.2~ 
Female 9 81.8~ 

Position in Setting 
RN Students 4 36.3~ 
Staff RN 5 45.5~ 
Mental Health Specialists 9.1~ 
Mental Health Technician 9.1~ 

Education (RN=9) 
Diploma 4 36.3~ 
AD 4 36.3~ 

BSN 2 18.2~ 
MS 9.1~ 

Type of Setting 
Adult Unlocked (Private) 9 81.8~ 
Adult locked (Private) 9.1~ 
Adolescent L~cked (Private) 9.1~ 



Table C-6. Qualitative Study Sample: Summary of Personal and 
Professional Characteristics (N = 11). 

Variable 

Age (Vears) 

Total Nursing Experience 
Student RN's (Months) (N=4) 

Total Psychiatric 
Experience (Months) 

Staff ( N=7) 
Students (N=4) 

Experience in the Setting 
(Months) 

Staff (N=7) 
Students (N=4) 

Standard 
Mean Deviation 

35.7 7.7 

115.5 61.4 

148 79.9 
1.75 .5 

9~.3 

1.5 
49.~7 

.57 

Range 

25-53 

6~-18~ 

18-24~ 

1-2 

18-156 
1-2 

2~5 
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had 1-2 months of psychiatric experience their total nursing experience 

was reported. The range was 6~-18~ months {mean = 115.5}. The total 

psychiatric experience for the subjects ranged from 18-24~ months {mean 

= 148} for the staff RN's, while the student RNs ranged from 1-2 months 

{mean = 1.75}. The experience in their current setting ranged from 

18-156 for the nursing staff (148 = mean), while the students' ranged 

from 1-2 months (1.5 = mean). 

Methodology 

After informed consent was obtained (Appendix G) subjects were 

asked a series of grand tour questions designed to elicit information 

regarding their social and therapeutic expectations of psychiatric 

patients (Appendix H). Subjects were asked to discuss patient 

behaviors, but no patient names were used. Data was recorded by 

audiotape recorder and transcribed. The interviews were conducted in 

the psychiatric setting while the nursing staff member or student was 

on duty. The interview required approximately one hour. 

Data Analysis 

Data was analyzed using the constant comparative method (Glaser 

& Strauss, 1967). The purpose of the comparative method was to 

generate conceptual categories and their properties from qualitative 

data in order to build grounded substantive theory. Substantive theory 

is theory that helps to elucidate a specific substantive or empirical 

area. In this study the substantive area was social and therapeutic 

rules that nursing staff expect hospitalized patients to follow and the 
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relationship of these rules to violence. According to the constant 

comparative method, by comparing similar groups, basic properties of a 

category are brought out. By comparing different groups, the 

conceptual categories can be modified or broadened. Among the 

comparative groups for this study were the day shift nursing stoff, 

evening shift nursing s~aff, 

psychiatric clinical practicum. 

Results 

and RN students completing their 

Therapeutic Rules. The core category that emerged from the data 

regarding the therapeutic rules was the Discrepant Interpretation of 

Therapeutic Rules. The Q-Sort data from the earlier study indicated 

that nursing staff agreed on the major rules. However, the qualitative 

data supported the idea that agreement on the rules did not necessarily 

indicate that nurses applied the rules in the same manner with specific 

patients. For example, the most important therapeutic rule was that 

patients participate in setting treatment goals. However, the 

qualitative data indicated that not all nursing staff required patients 

to actively participate in setting treatment goals. Nursing staff 

members often identified patient problems without' input from the 

patients. The patients were asked to sign their treatment plans and 

the nurse interpreted the signiture as active participation. This 

discrepancy was identified as the nursing staffs' Discrepant 

Interpretation of the Therapeutic Rules. 
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Table C-7 summarizes examples from the qualitative study to 

further elaborate on the process of Discrepant Interpretation of the 

Therapeutic Rules. The emerging properties were the individual nursing 

staff interpretations of a general ward rule identified in the Q-Sort. 

The first rule identified was "actively participates in setting 

therapeutic goals for self" and the emerging properties gleaned from 

the qualitative data were: (a) "making changes to get better," (b) 

"setting own goals," (c) "accepting staff decisions regarding treatment 

goals," and (d) "working with staff to set goals." Properties of the 

next rule, "attends and participates in family therapy/conferences" 

were: (a) "only visiting with family," (b) "participating in informal 

meetings while visiting with family," (c) "resolving family conflicts 

in therapy," and (d) "only maintaining outside obligations with 

family." The third rule ~as "attends and participates in individual 

therapy" and the emerging properties were: (a) "being motivated to work 

on problems," (b) "developing insight into problems," and (c) "learning 

to change behavior." The last rule identified in Table C-7 was "seeks 

out staff to control psychotic or illness related behavior" and the 

emerging properties were: (a) "talking with staff when upset", (b) 

"controlling own behavior when upset", (c) "taking medications when 

upset", and (d) "reasoning with nursing staff". 

Three new therapeutic rules were identified by the subjects in 

the qualitative study and are presented in Table C-8 "communicating 

with nursing staff," "becoming involved with nursing staff," and 

"participating in discharge planning." Properties of the therapeutic 
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Table C-7. Results of Content Analysis 
The Core Category of 
Therapeutic Ruies with the 
Therapeutic Rules. 

from Qualitative Study (N=11): 
Discrepant Interpretation of 
Emerging Properties for four 

Actively participates in setting therapeutic goals for self by: 

making changes to get better 
setting own goals 
accepting stoff decisions regarding goals 
working with stoff to set goals 

Attends and participates in family therapy/conferences by participating 
in: 

visiting only 
informal meetings while visiting 
formal meetings to resolve to family conflicts 
only maintain outside obligations 

Attends and participates in individual therapy 

works on problems 
develops insight into problems 
learns to change behavior 

Seeks out staff to help control psychotic or illness related behavior 

talks with nursing stoff when upset 
controls own behavior 
receives medications 
reasons with nursing stoff 
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Table C-S. Three New Categories of Therapeutic Rules Determined From 
the Content Analysis of the Qualitative Study. 

Communication with nursing staff 

talks about feelings 
expresses needs clearly 
utilizes feedback from nursing staff 
expresses positive feelings regarding treatment 
talks about problems to get them off their chest 
learns to seek out staff to talk 
tolerates confrontation by nursing staff 

Involvement with nursing staff 

establishes a trusting relationship with one 
nursing staff member 
realizes nursing staff care about him/her 
learns to rely on self rather than nursing staff 
is taken care of by nursing staff 
develops rapport with several nursing staff 

Participation in discharge planning 

focuses on discharge planning in hospital 
sets own discharge plans 
accepts staff decisions regarding discharge 
works with staff to develop discharge plans 
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rule, "communicating with nursing staff" were: (a) "talks about 

feelings," (b) "expresses needs clearly," (c)" utilizes feedback from 

nursing staff," (d) "expresses positive feelings regarding treatment," 

(e) "learns to seek out staff to talk," and (f) "tolerates 

confrontation by nursing staff." Examples of involvement with nursing 

staff were: (a) "establishes a trusting relationship with one nursing 

staff member," (b) "realizes nursing staff cares about him," (c) learns 

to rely on self rather than nursing staff," (d) "is taken care of by 

nursing staff," and (e) "develops rapport with several nurses." 

Examples of the emerging properties of the rule, "participates in 

discharge planning" were (a) "focuses on discharge planning," (b) "sets 

own discharge plans," (c) "accepts staff decisions regarding discharge 

plans," and (d) "works with nursing staff to develop discharge plans." 

To reduce redundancy several therapeutic rules were combined, 

i.e., "attends individual therapy" was combined with "participates in 

individual therapy." The rule, "attends family conferences/therapy as 

scheduled" was combined with "participates in family conferences as 

scheduled." "Examines own progress realistically" was eliminated as a 

therapeutic rule because it was not supported by the qualitative data. 

An alternative explanation to Discrepancy in the Interpretation 

of the Therapeutic Rules was considered for the conflicting results of 

the Q-Sort data and qualitative data. The Q-Sort might have been 

conducted on a biased sample, i.e., young, well educated, registered 

nurses, interested and motivated in involving patients in their care. 

To determine the reliability and validity of the Q-Sort data, two new 
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subjects were tested. The subjects were chosen specifically as a 

contrast group to the original Q-Sort sample. The two subjects were 

older, less educated and had many years of psychiatric nursing 

experience. The results from the two additional subjects were 

conSistent with the earlier Q-Sort data and eliminated the alternative 

explanation for the qualitative results. 

Based on the Q-Sort and the qualitative data, Discrepant 

Interpretation of the Therapeutic Rules was identified to indicate a 

discrepancy between a nursing staff's personal interpretation of the 

rules and the general ward belief regarding the same therapeutic rules. 

Thus, the qualitative data proved particularly helpful in generating 

information regarding each nurse's personal interpretation of the 

general ward beliefs determined by the Q-Sort. 

The twelve items used for the content validity check of the 

PTRSI and PTRSII are identified in Table C-9 and are as follows: (a) 

"accepts the need for hospitalization," (b) "accepts the need for 

treatment," (c) "involvement in a relationship with nurses," (d) 

"partiCipates in nursing care," (e) "partiCipates in discharge 

planning," (f) "partiCipates in group therapy," (g) "communicates with 

nursing staff," (h) "management by nursing staff when upset," (i) 

"partiCipates in family therapy/conferences," (j) "participates in 

decision making regarding attendance in ward activities," and (k) 

"focus of treatment." 

When the concept for therapeutic rules was clarified and items 

chosen, a scaling model was chosen and scoring procedures determined 



Table C-9. Personal Therapeutic Rule Scale I and II: 
Determined After the Qualitative Study. 

Acceptance of the need for hospitalization. 

Acceptance of the need for treatment. 

Participation in setting treatment goals for self. 

Involvement in a relations~ip with nursing staff. 

Participation in nursing care. 

Participation in discharge planning. 

Participation in group therapy. 

Communication with nursing staff. 

Management by nursing staff when upset. 

Participation in family therapy/conferences as scheduled. 

Participation in decision making regarding attendance 
at ward activities. 

The focus of treatment. 
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Items 
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for the instruments. 

emerging properties 

An underlying theoretical dimension for the 

of the therapeutic rules emerged from an 

examination of the organized data bits. The theoretical dimension of 

Activity (Active/Passive) was identified and provided the organizing 

framework for a choice of scaling methodology. The scaling methodology 

chosen for the PTRSI was a four choice, cumulative scale, scored from 

1-4. The Active end of the dimension was scored 4 with the Passive end 

scored 1. 

Table C-1~ presents examples of how the emerging properties for 

the concept Discrepant Interpretation of the Therapeutic Rules were 

organized into a scaling methodology along the dimension of 

Active/Passive. The first rule, "acceptance of the need for 

hospitalization," had four responses. The first response, "accepts 

others decisions but does not work to get better," indicated a passive 

patient. The last response, "accepts the need for treatment by making 

changes to get better," indicated on active patient. The passive 

response for the second rule was "to be token core of by nursing 

stoff," while the active response was "learns to core for self." The 

passive response to the third rule was "attends but does not 

participate in group therapy" while the active response was 

"participates in group therapy by talking about self, listening to 

others and responding when appropriate". The passive response to the 

fourth rule was "to be given medications when upset" while the active 

response was "to control own behavior when upset." 
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Table C-1~. Examples of Items and Responses for the PTRSI and PTRSII 
based on the Core Category of Discrepant Interpretation of 
the Therapeutic Rules. 

Therapeutic Rule 

Acceptance of 
the need for 
hospitalization 

Approach to 
nursing care 

Participation 
in group ther
apy 

Management by 
nursing staff 
when upset 

Emerging Properties/Responses 

a) ~ccepts other's decisions but 
does not work to get better 

b) accepts other's decisions and 
listens to staff about 
suggestions for change. 

c) discusses need for treatment and 
works with nursing staff to over
come problems 

d) accepts the need for treatment by 
making changes to get better. 

a) is taken care of by nursing staff 
b) is told by nursing staff how to 

care for self 
c) seeks out nursing staff for care 
d) is learning to care for self 

a) attends but does not necessarily 
participate in group therapy 

b) participates by listening to 
others and responding when 
appropriate 

c) participates by talking about 
self 

d) participates by talking about 
self, listening to others and 
responding when appropriate 

a) takes medications when upset 
b) takes verbal directions by staff 

when upset 
c) talks with nursing staff when 

upset 
d) controls own behavior when upset 



216 

The same items and scaling methodology were used for the PTRSI 

and PTRSII. The only difference in the two scales was the stem used 

for the items. The PTRSI focused on the nursing staff's expectation, 

while the PTRSII focused on the patient's actual behavior. The stem 

for the PTRSI was "I expect this patient to", while the stem for the 

PTRSII was "this patient behaves." Table C-11 provides an example of 

how one item was adapted for the PTRSI and PTRSII. The item for the 

PTRSI was: which of the following statements best describes your 

expectations about the most appropriate approach to nursing care for 

this patient. The four responses to the item were: (a) "I expect this 

patient to learn to care for self," (b) "I expect this patient to learn 

to seek out nursing staff for care," (c) "I expect this patient to be 

told by nursing staff how to care for self," and (d) "I expect this 

patient to be taken care of by nursing staff." 

The same item for the PTRSII was "which of the following 

statements best describes this patient's behavior related to the 

nursing care s/he is receiving." The four responses to the item were: 

(a) "this patient is caring for or is learning to care for self," (b) 

"this patient seeks out staff or is learning to seek out staff for 

nursing care," (c) "this patient is told how to care for self," and (d) 

"this patient is being taken care of by nursing staff." 

When the items and scaling model for the PTRSI and PTRSII were 

completed, the GTRS was developed. Each item on the PTRSI provided two 

extreme responses for addition to the GTRS. For example, the item 

identified in Table C-11 contributed two items to the GTRS. Responses 



Table C-11. An Example of the Adaptation of Items for the PTRSI and 
PTRSII. 

Item from PTRSI 

Which of the following state
ments best describes the 
most appropriate approach to 
nursing care for this patient 

A. I expect this patient 
to care for self. 

B. I expect this patient 
to learn to care for 
self. 

C. I expect this patient 
to be told by nursing 
staff how to care for 
self. 

D. I expect this patient 
to be taken care of by 
nursing staff. 

Item from PTRSII 

Which of the following 
statements best describes 
this patient's behavior 
related to the nursing care 
s/he is receiving 

A. This patient is caring 
for or is learning to 
care for self. 

B. This patient seeks out 
or is learning to seek 
out nursing staff for 
care. 

C. This patient is told 
how to care for self 
by nursing staff. 

D. This patient is being 
taken care of by nursing 
staff. 
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A and 0 each became items on the GTRS and the stem for the items was "a 

key ward belief is that" (Table C-12). The item developed from 

response A was "a key ward belief is that the best approach for nursing 

care is for patients to care for themselves." The item for response 0 

was "a key ward belief is the best approach to nursing care is for 

patients to be taken care of by nursing staff." The passive item for 

the GTRS regarding the acceptance of the need for treatment was: "a key 

ward belief is that it is important for patients to accept other's 

decisions regarding the need for treatment but not necessarily work to 

get better." The active response was: "a key ward belief is that it is 

important for patients to accept the need for treatment by making 

changes in order to get better." 

"management when upset" was: 

The passive response for the item 

"a key ward belief is that it is 

important for patients to control own behavior when upset," while the 

passive response was"a key ward belief is that it is only important 

for patients to receive medications when upset." 

This procedure for selection of items assured the comparability 

of items among the GTRS, PTRSI and PTRSII. This version of the GTRS 

consisted of 24 items. The scaling methodology chosen for the GTRS was 

a four choice Likert-type scale scored from strongly disagree to 

strongly agree for the following advantages: (a) practicality, (b) 

ease of construction and adaptable to subject matter, (c) 

administration, (d) quick to complete, (e) high reliability estimates, 

and (f) use with parametric techniques. A neutral choice for both the 



219 

Table C-12. Examples of Items for the GTRS Derived From the PTRSI an 
PTRSII. 

Approach to Nursing Care 

1. A key ward belief is that the best approach for nursing care is 
for patients to care for themselves. 

2. A key ward belief is that the best approach to nursing care is 
for patients to be taken care of by the nursing staff. 

Acceptance of the Need for Treatment 

1 . A key ward belief is that it is 
accept other's decisions regarding 
not necessarily work to get better. 

important for patients to 
the need for treatment but 

2. A key ward belief is that it is important for patients to 
accept the need for treatment by making changes in order to get 
better. 

Management by Nursing Staff when Upset 

1. A key ward belief is that it is important for patients to 
control own behavior when upset. 

2. A key ward belief is that it is only important for patients to 
receive medications when upset. 
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GTRS and the PTRSI was not used in order to force an answer and 

decrease response bias. 

The Social Rules. The core concept that emerged from the 

qualitative data regarding the social rules was the Inconsistent 

Enforcement of the Social Rules. The social rules as Hall (1975) noted 

were found to be more often explicitly communicated to the patients, 

usually in written form. The qualitative data supported Hall's 

observation. However, the data indicated that nursing staff did not 

always enforce the rules after communicating the rules to patients. 

When the rules were inconsistently enforced, the patients exhibited 

disruptive behavior. The concept, Inconsistent Enforcement of the 

Social Rules, was identified for the conceptual level of the framework. 

The nine social rules identified in the Q-Sort were reviewed 

after the qualitative data analysis. Two rules were eliminated due to 

lack of support from qualitative data. The rules "eats at designated 

places and times" and "listens attentively to other patients talk about 

their problems in appropriate meetings" were eliminated. One new rule 

emerged as important, i.e., "patients are not to form an exclusive or 

sexual relationship with another patient while in the hospital." Two 

new items were added to reflect all the rules on the scale. A total of 

ten comparable items were included on both the SRSI and SRSII. 

The final ten items for the SRSI and SRSII were identified as 

follows: (a) "abides by unit rules regarding smoking," (b) "does not 

dress seductively," (c) "does not intrude into areas prohibited by 
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staff," (d) "does not interrupt conversations," (e) "uses telephone 

with consideration of others needs," (f) "uses TV and or stereo with 

consideration for others," (g) "follows all the rules," (h) abides by 

unit rules regarding Visitors," (i) "receives special privileges" and 

(j) "does not become intimately involved with other patients." The 

SRSI focused on nursing staff expectations, while the SRSII focused on 

the patient's actual behavior. The SRSI and SRSII differed in the stem 

for the items. An item for the SRSI was: "this patient should be 

expected not to dress in a seductive manner," while the same item for 

the SRSII was: This patient does not dress in a seductive manner". 

The scaling methodology chosen for the SRSI was a five choice 

Likert scale, scored from 1-5. A Likert scale was chosen for the SRSI 

and SRSII for the advantages described previously. A summated score 

was obtained for the instrument. Five of the items were positive items 

and five of the items were negative items. Table C-13 summarizes the 

final items for the SRSI. 

Summary of Social and Therapeutic Rule Scales. The items for 

the therapeutic and social rule instruments were chosen based on 

literature review, the Q-Sort and the analysis of the qualitative data. 

The literature review provided descriptions of therapeutic and social 

rules (Hall, 1975) . Cobb (1984) provided 42 SOCial and therapeutic 

rules used in the Q-Sort. The Q-Sort results provided nine therapeutic 

and nine SOCial rules perceived to be most important by nursing staff 

for patients' treatment and recovery. The nine therapeutic rules 
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Table C-13. The Social Rule Scale I: Items After Revision (k='~). 

1. This patient should be expected not to dress in a seductive 
manner. 

2. There is something to be gained from allowing this patient to form 
an exclusive or intimate relationship with another patient in the 
hospital. 

3. Sometimes it is permissible for this 
conversation. 

patient to interrupt 

4. This patient should be allowed special privileges regarding 
visitors, smoking, telephone, etc. 

5. This patient should be expected to follow all the rules. 

6. Sometimes it is permissible for this patient to intrude into areas 
prohibited by staff. 

7. This patient should be expected to use the telephone with 
consideration for other patient needs. 

8. Sometimes this patient should be allowed to visit outside of 
visiting hours. 

9. This patient should be expected to use TV and or stereo with 
consideration for other's needs. 

,~. This patient should abide by unit rules regarding 
smoking and handling of matches. 
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determined from the Q-Sort provided a general framework to organize 

data bits from the qualitative study. 

The core categories of Discrepant Interpretation of the 

Therapeutic Rules and Inconsistent Enforcement of the Therapeutic Rules 

were identified from the qualitative study. Three therapeutic rule 

scales were developed: the PTRSI to measure the nursing staffs' 

expectations of patients on the therapeutic rules, the PTRSII to. 

measure the patient's behavior on the therapeutic rules and the GTRS to 

measure the general ward philosophy regarding the therapeutic rules. 

Two social rule scales were developed: the SRSI to measure the nursing 

staff's expectations for a patient on the social rules, and the SRSII 

to measure the patient's actual behavior on the social rules. 

Violence Scale (VS) 

The identification of the domain for the Violence Scale was 

determined by literature review, personal clinical experience, and 

qualitative data. Three components of violence have been noted in 

psychiatric patients: (a) violence to other persons, (b) violence to 

self, and (c) violence to property. Fifteen items were developed for 

the VS to measure each of these three types of violence. The scale had 

three subscales with five items each. Each subscale was designed to 

have comparable items. In addition, the items were graded in the 

degree of violence exhibited. The first item in the subscale measured 

a greater degree of violence while the last item measured a lesser 

degree of violence. The first item indicated actual physical violence, 
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while the last item indicated neglect or verbal abusiveness. Table 

C-14 summarizes the items in the three subscales. For example, the 

first item in the Violen~e against Others subscale was "this patient 

has physically harmed another person", while the last item was "this 

patient has engaged in arguments with others involving curses, 

inSights, or bragging about previous episodes of violence. The first 

item in the Violence against Self subscale was "this patient has harmed 

self (hanging, overdose, cuts on body)," while the last item was "this 

patient has discussed his feelings with others implying a passive 

desire not to live." The first item in the Violence against Property 

subscale was "this patient has damaged property (broke a chair, mirror, 

punched a hole in the wall, set a fire)," while the last item was "this 

patient has neglected personal or hospital property resulting in damage 

to the property (clothes, apartment, car, etc)" 

Several scaling methodologies were considered for the VS, i.e., 

Guttman, Semantic Differential and Likert type scales. In order to 

capture maximum variance a Likert-type scaling methodology was chosen 

using five responses (scored from ~-4) on a scale of never to 

frequently. A five choice response was chosen to capture greater 

discrimination. A summated score was obtained for the total of the 

three subscales. 

Content Validity Review 

Two reviews of the instruments were conducted by a 

panel of experts to critique all the instruments. Five experts 
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Table C-14. The Violence Scale Subscales: Items After Revision (k=15). 

Violence against Others 

1. This patient has physically harmed another person (patient, staff, 
family) 

2. This patient has touched another person in a threatening manner 
(e.g., pushing, shoving, etc) 

3. This patient has verbally threatened to harm another and had a 
plan of action to carry it out. 

4. This patient has verbally threatened to harm another person, but 
did not have a plan of action to carry it out. 

5. This patient has engaged in verbal arguments with others involving 
curses, insults, or bragging about previous episodes of violence. 

Violence against Self 

6. This patient has harmed self (e.g., hanging, overdose, cuts on 
body) 

7. This patient has engaged in self-destructive behavior (e.g., 
superficial cuts, drinking alcohol on passes) 

8. This patient has verbally threatened to harm self and had a plan 
of action to carry it out. 

9. This patient has verbally threatened to harm self but did not haJe 
a plan of action to carry it out. 

10. This patient has discussed his feelings with others implying a 
passive desire not to live. 

Violence against Property 

11. This patient has damaged property (e.g., broke a chair, mirror, 
punched a hole in the wall, set a fire). 

12. This patient has used property in a threatening manner without 
damaging the property (e.g., slammed a door, pushed a chair) 
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Table C-14.--Continued. 

13. This patient has made specific verbal threats to harm property 
with a plan of action (e.g., I'm going to take this chair and 
throw it at the TV). 

14. This patient made vague threats to harm property without having a 
plan of action (e.g., "if you want to keep this stereo ... " or 
"there will be some things broken around here") 

15. This patient has negl~cted personal or hospital property resulting 
in damage to the property (e.g., clothes, apartment, car, etc).· 
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participated in each review. For the first review three experts were 

faculty members in the College of Nursing with doctoral degrees 

(2=Ph.D. 's in Psychology, 1=Ph.D. in Nursing). Two experts were second 

year doctoral students in the College of Nursing. The second review 

included four master's students in psychiatric nursing and one master's 

prepared psychiatric nursing faculty. All experts were psychiatric 

nurses with knowledge of the content areas, research design, 

instrumentation issues and statistical analysis. The experts completed 

several activities specific to the GTRS and the PTRSI (Appendix I). 

First, the experts rank ordered the responses on the PTRSI according to 

the dimension of Activity (Active/Passive). Second, the experts chose 

the response that indicated the standard for hospitalization. Third, 

the subjects reviewed the items from the GTRS and determined their 

relationship to the items on the PTRSI. In addition to these specific 

activities, the experts reviewed the therapeutic rule, social rule and 

violence scales for content, representative sampling of items, 

directions, and scaling methodology. 

The materials sent to the experts included: (a) a letter of 

introduction, (b) directions for completing activities, (c) PTRSI, (d) 

GTRS, (e) SRSI, and (f) VS. The first expert review led to revision of 

several items. The identification of the dimension of Activity 

(Active/Passive) guided the revision and reordering of the responses on 

the PTRSI. 

The results of the second expert review were analyzed using 

descriptive statistics. The mean and standard deviation for the rank 
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ordering of the responses on the PTRSI for all five experts were 

calculated. The means for the responses were then rank ordered to 

determine the ordering of the responses on the dimension of Activity 

(Active/Passive). The percentage of agreement for all the responses 

were calculated. The correlation of the two items from the GTRS with 

each item on the PTRSI was calculated using the percentage of agreement 

among the raters. These results are included in Tables C-15 and Table 

C-16. 

Table C-15 presents the results of the experts' ordering of the 

responses to the items on the PTRSI according to the dimension of 

Active/Passive. The mean, standard deviation and percent agreement is 

reported. The responses to item 2 had high variances (.44-.89) and low 

expert agreement (60%-80%). A review of the item revealed two concepts 

in the item. Similarly, the responses to item 6 had high variance 

(.44-.89) and low expert agreement (40%-80%). These two items were 

deleted from the PTRSI (2 and 6). The responses to several items with 

high agreement and low standard deviations were reordered to be 

consistent with the experts: items 5, 10, 11 and 12. A review of the 

responses indicated the experts used a collaborative model of the nurse 

and patient working together to set treatment goals and this model 

altered the ordering of the responses. 

Table C-16 reviews the experts' agreement on the items in the 

PTRSI and GTRS. All the items met the stated criteria for percentage 

of agreement and no revisions were necessary based on this data. The 
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Table C-15. Results of Statistical Analysis of Expert Review: PTRSI 
(N = 5). 

Standard Percent 
Item Mean Deviation Agreement 

1 . A 1.8 .44 8~~ 
8 , .2 .44 8~~ 
C 3.8 .44 8~~ 
D 3.2 .44 8~~ 

2. A '.4 .89 8~~ 
8 1.8 .44 8~~ 
C 3 .7~ 6~~ 
0 3.8 .44 8~~ 

3. A 3.8 .44 8~% 
8 , ~ ,~~% 

C 3.2 .44 8~~ 
0 2 ~ ,~,,~ 

4. A 1.6 .89 6~% 
8 4 ~ 1~~% 
C 1.6 .54 6~% 
0 2.8 .44 8~% 

5. A 1.6 .54 6~% 
8 3 ~ 1~~% 
C 4 ~ ,~~~ 

0 1.4 .54 6~% 

6. A 2 .89 4~% 
8 1.6 .89 60~ 
C 3.8 .44 8~~ 
0 2.6 .89 6~~ 

7. A 1 ~ 1~~% 

8 4 ~ 1~~~ 
C 2.2 .44 80% 
0 2.8 .44 8~~ 
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Table C-15.--Continued. 

Standard Percent 
Items Mean Deviation Agreement 

8. A 2.2 .44 8~~ 
B 2.8 .44 8~~ 
C 1 f/J 8f/J~ 
D 4 ~ 8~~ 

9. A 2.2 .44 8~~ 
B 1 4 1QlQl~ 

C 4 ~ 1f/JQl~ 

D 2.8 .44 8~~ 

1~. A 2 ~ 1~~~ 
B 1.6 1 . f/J 8~~ 
C 4 ~ 1~~~ 
D 2.6 .89 8Ql~ 

11. A 1.4 .89 8Ql~ 

B 2.6 .89 8Ql~ 
C 2 Ql 1QlQl~ 

D 4 ~ 1QlQl~ 

12. A 2.3 1.Ql 8Ql~ 
B 4 Ql 1~Ql~ 
C 1.8 .44 8Ql~ 
D 1.6 .89 6Ql~ 



231 

Table C-16. Statistical Results of Expert Panel Review: Percent 
Agreement for the Comparability of Items in the PTRSI and 
GTRS (N=5) 

PTRSI 'GTRS 
Item 1 Item 2 Agreement Percent Item 

1 3 6 H:l1/J 11/J1/J 

2 13 17 11/J1/J 11/J1/J 

3 11 16 81/J 11/J1/J 

4 5 7 11/J1/J 11/J1/J 

5 4 8 11/J1/J H'JI/J 

6 12 9 11/J1/J 11/J1/J 

7 14 21/J 11/J1/J 81/J 

8 15 18 11/J1/J 11/J1/J 

9 19 21 11/J1/J 11/J1/J 

1 III 1 23 8 III 1 III III 

11 2 22 11/J1/J 11/J1/J 

12 11/J 24 11/J1/J 11/J1/J 



232 

final PTRSI and PTRSII consisted of ,~ items. The final version of the 

instruments used in this study are included in (Appendix J). 

Summary 

This appendix reviewed the procedures utilized to develop 

instruments to measure the stated theoretical relationships. In Stage 

I, two referents were present: the OS and the SRSI. The OS was 

calculated using two new scales, the PTRSI and the GTRS. In Stage II 

two referents were indicated, the PTRSII and the SRSII. In Stage III 

one referent was indicated, the VS. The instruments were developed in 

two phases. The first phase was the identification of the major 

dimensions and content areas. The second phase included the choice of 

items and the determination of the items to be representative of the 

domains of interest. A scaling methodology was chosen and a set of 

rules determined for scoring the scale for the quantification of the 

concepts of interest. 

For this study, the following strategies were used to construct 

the instruments: (a) review of the literature, (b) Q-Sort of social 

and therapeutic rules, (c) qualitative interviews with nursing staff, 

and (d) review by expert panel. The research instruments developed for 

this study were determined· to have content validity by the panel of 

experts. 



APPENDIX D 

Q-SORT ITEMS 

1. Actively participates in setting therapeutic goals for self. 

2. Acknowledges that s/he is mentally ill and/or has problems. 

3. Abides by unit rules regarding smoking and handling of matches or 
lighters. 

4. Uses free time to engage in activities with others. 

5. Seeks out staff to help control psychotic and/or illness-related 
behavior. 

6. Accepts staff decisions regarding restrictions. 

7. Keeps own room, or area orderly. 

8. Listens attentively to other patients talk about their problems in 
appropriate therapeutic meetings. 

9. Eats at designated places and times. 

10. Abides by the unit schedule in getting up in the morning. 

11. Controls psychotic and/or illness related behavior to the extent 
believed POfisible by the staff. 

12. Attends individual therapy as scheduled. 

13. Handles privileges or passes according to unit expectations 

14. Discusses freely own problems with other patient's desire's and 
needs. 

15. Uses TV and/or stereo with consideration for other patient's 
desires and needs. 

16. Examines own progress realistically when considering changes in 
status (such as privileges, passes, discharge, transfer). 

17. Accepts the need for hospitalization. 
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18. Accepts compliments or positive comments on own behavior from 
others. 

19. Dresses in street clothes appropriate for daily activities. 

2~. Attends family therapy (or family conferences) and or/group 
therapy as scheduled. 

21. Acknowledges that s/he needs treatment. 

22. Uses free time to socialize with others. 

23. Accepts staff decisions regarding privileges. 

24. Abides by the unit schedule in going to bed at night. 

25. Participates in individual therapy as scheduled. 

26. Uses telephone with consideration for other patient's desires and 
needs. 

27. Participates in family therapy (or family conferences) and/or 
group therapy as scheduled. 

28. Interrupts conversations. 

29. Cooperates with medical tests. 

3~. Uses alcohol or other non-prescribed drugs while on the unit. 

31. Objects to unit regulations regarding visitors (number permitted 
and visiting hours). 

32. 8een physically intrusive, touches patients and staff. 

33. Uses job, family or other obligations outside the hospital to 
avoid therapy. 

34. Intrudes into area prohibited by staff (offices, nursing station, 
staff meetings, or other patient rooms). 

35. Becomes more involved with other patients and their problems, than 
with his/her own. 

36. Dresses in a sexually revealing manner. 

37. Refuses medication. 

38. Questions the staff's competence to make decisions about therapy. 
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39. Forms sexual or intimate relationship with another patient. 

40. Becomes upset when behavior is commented on or critiqued by other. 

41. Interrupts meetings. 

42. Comes to staff at designated times for medications. 

43. Are there any other behaviors that have not been mentioned? 

*taken from: Cobb, B. (1984). A descriptive correlational study 
exploring the r.elationship between adult psychiatric patient role 
strain and violence in an inpatient setting. Unpublished dissertation, 
University of California, San Francisco. 



APPENDIX E 

INFORMATION FORM: Q-SORT 

I am a doctoral candidate in the College of Nursing at the University 
of Arizona. I am interested in organizational and interpersonal 
variables that may have an effect on patient behavior. The purpose of 
this study is the development of research instruments to measure the 
specific variables of therapeutic and social rules and violent behavior 
by patients. The relationship of the variables will eventually be 
explored. If I can determine the relationship among these variables, 
nurses can be better prepared to plan the nursing care of psychiatric 
patients. 

Your participation is completely voluntary and you are free to withdraw 
at any time without ill will. Any questions that you may have will be 
answered at any time- before, during, or after the interview. There 
are no known physical, psychological or social risks to you. You will 
not benefit directly from this study. However, the findings of this 
study could improve the environment in psychiatric settings and 
ultimately improve nursing care to hospitalized patients. The tasks 
you will be asked to complete will take approximately one hour of your 
time. 

Data from all the subjects in the study will be analyzed collectively 
and you will in no way be individually identified. I, or my advisors, 
will be the only persons with access to the data. I will keep your 
name, address and phone number in a file separate from the scores. 

Eileen Morrison R.N., M.S. 
Doctoral Candidate 
College of Nursing 
University of Arizona 
Tucson, Arizona 
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Q-SORT DIRECTIONS 

Activity 1 
Each card in this pile has a statement about how nursing staff 

expect psychiatric patients to behave while a patient on the ward. 
First, I want you to sort the cards, according to how important you 
think the rule is for patients' treatment and recovery. If you think 
the behavior is most important, place the card here. If you think the 
rule is least important, place the card here. If you think the 
behavior is somewhat important place the card here. The number in the 
lower corner indicates the number of cards you are allowed to put in 
each pile. Only four cards may be placed in the most and least 
importont pile, while ten cards may be placed in these two piles (point 
to piles). You may take your time and rearrange the cards as 
necessary. You may begin. 

Activity 2 
Now I want you to take the cards in 

order them according to how important 
procedure with each pile of cards. 

Activity 3 

the most important pile and 
they are. Continue this 

This is the same set of cards. I now want you to sort the cards 
into one of two piles of cards labeled social and therapeutic. These 
are the definitions (point to cards). Social refers to behaviors 
related to group living. Therapeutic behaviors are behaviors related 
to patient's participation in their own therapy and the therapy of 
other patients. If the statement you read is a social behavior please 
place the card here (point to pile). If the statement is a therapeutic 
behavior, place the card here (point to pile). You may begin. 

Activity 4 
I would now like you to take the pile of cards labeled social 

behaviors and sort them according to how important you think the 
behavior is for patient's treatment and recovery. If you think the 
behavior is most important place the card here. If you think the 
behavior is somewhat important, place it here (point to pile). If you 
think the behavior is least important place it here (point to pile). 
You may place any number of cards in the piles. You may begin. 

Activity 5 
Now take the card labeled therapeutic and sort them into piles 

as you did for the social behaviors. 
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APPENDIX G 

INFORMATION FORM: QUALITATIVE STUDY 

I am a doctoral candidate in the College of Nursing at the University 
of Arizona. I am interested in organizational and interpersonal 
variables that may have an effect on patient behavior. The purpose of 
this study is the development of research instruments to measure the 
specific variables of therapeutic and social rules and violent behavior 
by patients. The relationship of the variables will eventually be 
explored. If I can determine the relationship among these variables, 
nurses can be better prepared to plan the nursing care of psychiatric 
patients. 

Your participation is completely voluntary and you are free to withdraw 
at any time without ill will. Any questions that you may have will be 
answered at any time- before, during, or after the interview. There 
are no known physical, psychological or social risks to you. You will 
not benefit directly from this study. However, the findings of this 
study could improve the environment in psychiatric settings and 
ultimately improve nursing care to hospitalized patients. 

The interview will take approximately one hour of your time. I will 
make notes during the interview. With your consent, I will audiotape 
record the interview. Although we will be discussing specific patient 
behavior, no patient names will be mentioned. 

Data from all the subjects in the study will be analyzed collectively 
and you will in no way be individually identified. I, or my advisors, 
will be the only persons with access to the data. I will keep your 
name, address and phone number in a file separate from the interview 
data. 

Eileen Morrison R.N., M.S. 
Doctoral Candidate 
College of Nursing 
University of Arizona 
Tucson, Arizona 

238 



APPENDIX H 

INTERVIEW QUESTIONS: QUALITATIVE STUDY 

1. Describe a patient you are now working with. 

2. How do you interact with the patient? 

3. Tell me about the first hour or two of admitting the patient. What 
do you expect? What did the patient expect? 

4. Describe a really good day with a patient. 

5. Describe a really bad day with a patient. 

6. Have you ever been angry at a patient? Describe the incident. 

7. Can you remember feeling very frustrated working with a patient? 
Describe the situation. 

8. Have you ever had unrealistically high expectations for a patient? 
Describe the situation. 
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APPENDIX I 

MATERIALS PROVIDED TO PANEL OF EXPERTS 
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October 8,1985 

Students and Faculty 
University of Arizona 

Dear Colleague, 

241 

Thank you for participating in my second expert review for the 
development and testing of research instruments to measure the social 
and therapeutic expectations nursing staff have for psychiatric 
patients. In addition to the tasks specified in the instructions, I 
would like you to review the scales for content. Please consider the 
following questions. 

1. Does the Personal Therapeutic Rule Scale provide a representative 
sample of the therapeutic rules? 

2. Does the Social Rule Scale provide a representative sample of the 
social rules? 

3. Does the Violence Scale provide an adequate sample of violent 
behavior? 

Please note that the procedure you are being asked to complete is 
not the procedure that will be asked of the subjects. In the larger 
study, the scales will be completed by nursing staff on specific 
patients. The subjects will be asked to choose one answer for each 
item in the scale. Your procedure is intended to test the scaling 
methodology and comparability of the Personal Therapeutic and the 
General Therapeutic Rule Scales. I want to clarify this point since 
there was a great deal of confusion during the first expert review 
regarding the procedures. Thank you for your time and cooperation. If 
you have any questions, please call. Return the materials to myself by 
October 15, 1985. 

College of Nursing 
Mailbox #91 
Phone (home) 888-7582 

Sincerely, 

Eileen F. Morrison 
3555 N First Ave. E-15 
Tucson Arizona 85719 
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PERSONAL THERAPEUTIC RULE SCALE I 

Please read each item from the Personal Therapeutic Rule Scale 
with the four associated responses. Your first task is to rank order 
the responses on a scale of 1-4 according to the patient's level of 
activity, from most active (1) to most passive (4). For some items all 
the responses require an active patient. On these items you will be 
ranking the responses from most active (1) to least active (4). 

Your second task is to read the General Therapeutic Rule Scale 
and choose the best two items from the GTRS that correlate with each 
item from the Personal Therapeutic Rule Scale (PTRS). Each item from 
the GTRS can be used only once. 

Your last task is to choose the standard for hospitalization 
for each item from the PTRS, i.e., the most appropriate choice for any 
particular patient. 

1. Which of the following statements best describe your expectations 
about patients' acceptance of the need for and participation in 
treatment. 

a. It is important for patients to be able to discuss the need for 
treatment and to attempt to work with nursing staff to overcome 
problems. 

b. It is important for patients to accept the need for treatment by 
making changes to get better. 

c. It is important for patients to accept others' decisions regarding 
the need for treatment but not necessarily work to change behavior. 

d. It is important for patients to accept other's decisions regarding 
the need for treatment and actively listen to staff regarding 
suggestions for change. 

Rank Order 2 ______ _ 4 ______ _ 

Standard 

Items from GTRS 
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2. Which of the following best describe your expectations regarding 
patients' acceptance of the need for hospitalization. 

a. It is important for patients to talk openly with nursing staff 
regarding the need for hospitalization. 

b. It is important for patients to accept the need for 
hospitalization. 

c. It is important for patients to accept others' decisions regarding 
the need for hospitalization. 

d. It is important for patients to listen to nursing staff regarding 
the need for hospitalization. 

Rank Order ,---- 2 ___ _ 3 ___ _ 4 ___ _ 

Standard 

Items from GTRS 

3. Which of the following statements describe the most appropriate 
approach to giving nursing care for patients. 

a. It is important for patients to be taken care of by nursing staff. 
b. It is important for patients to learn to care for self. 
c. It is important for patients to be told by nursing staff how to 

care for self. 
d. It is important for patients to learn to seek out nursing staff for 

care. 

Rank Order 2 ___ _ 4 ___ _ 

Standard 

Items from GTRS 
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4. Which of the following statements best describe your expectations 
of patient management by nursing staff when patients are upset. 

a. It is important for patients to control own behavior when upset. 
b. It is ifT1portant for patients to receive medications when upset. 
c. It is important for patients to talk with nursing staff when upset. 
d. It is important for patients to be given directions by nursing 

staff regarding behavior when upset. 

Rank Order , 2 3 4 

Standard 

Items from GTRS 

5. Which of the following statements best describe your expectations 
of patients' communication (ability to talk) with nursing staff. 

a. It is important for patients to develop insight into their problems 
through discussions with nursing staff. 

b. It is important for patients to talk with nursing staff about their 
problems to "get them off their chests". 

c. It is only important for patients to listen to feedback from 
nursing staff, rather than participate in discussions with nursing 
staff. 

d. It is important for patients to be able to express needs clearly 
and ask nursing staff for help. 

Rank Order ,---- 2 ___ _ 3 4 ___ _ 

Standard 

Items from GTRS 
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6. Which of 
of the most 
hospitalized. 

the following statements best describe your expectations 
appropriate focus for treatment for patients while 

a. It is important for patients to focus on behavioral and 
psychological issues such as dependency, anger, assertiveness or 
self-esteem. 

b. It is important for patients to focus on solving the problems that 
brought them into the hospital and upon making discharge plans. 

c. It is important for patients to facus on resolving interactional 
problems in past relationships and experiences. 

d. It is important for patients to focus on learning social and living 
skills. 

Rank Order ,---- 2 ___ _ 3 ___ _ 4 ___ _ 

Standard 

Items from GTRS 

7. Which of the following statements best describe the type of 
relationship patients require from nursing staff. 

a. It is important for patients to establish a trusting relationship 
with one nursing staff member. 

b. It is only important for patients to realize that nursing staff are 
available if needed, rather than establish a relationship with a 
nursing staff member. 

c. It is important for patients to establish rapport with several 
nursing staff instead of one. 

d. It is important for patients to be able to establish rapport with 
one nursing staff member. 

Rank Order ,---- 2 ___ _ 3 ___ _ 4 ___ _ 

Standard 

Items from GTRS 
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8. Which of the following statements best describe your expectations 
of the family's involvement in patient's treatment. 

a. It is important for patients to have scheduled conferences with 
family to discuss issues of immediote concern (i.e. discharge). 

b. It is important for patients to have nursing staff observe and 
intervene if necessary during visits. 

c. It is important for patients to have scheduled family therapy to 
work out and resolve family relationships and conflicts. 

d. It is only important for patients to maintain outside obligations 
with family and friends. 

Rank Order ,-------- 2 ______ _ 3 ______ __ 4 ______ _ 

Standard 

Items from GTRS 

9. Which of the following statements best describe your expectations 
of patients' participation in group therapy. 

a. It is important for patients to participate in group therapy by 
talking about self. 

b. It is important for patients to participate by talking about self, 
and listening to patients talk about themselves and responding when 
appropriate. 

c. It is important for patients to attend, but not necessarily 
participate in group therapy. 

d. It is important for patients to participate in group therapy by 
listening to others and responding when appropriate. 

Rank Order ,-------- 2 ______ _ 3 ______ __ 4 ______ __ 

Standard 

Items from GTRS 
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'0. Which of the following statements best describe your expectations 
regarding the patients' participation in decision making regarding 
attendance at ward activities. 

a. It is important for patients to choose ward activities to attend 
after consulting with nursing staff. 

b. It is important for patients to work with nursing staff to develop 
a schedule of appropriate activities. 

c. It is important that nursing staff make decisions for patients 
regarding attendance at appropriate activities. 

d. It is important for patients to make own decisions regarding 
attendance at appropri~te activities. 

Rank Order ,---- 2 ___ _ 3 ___ _ 4 ___ _ 

Standard 

Items from GTRS 

". Which of the following statements best describe your expectations 
regarding patients' participation in setting treatment goals. 

a. It is important for patients to work with nursing staff to define 
treatment goals. 

b. It is important for patients to set own treatment goals. 
c. It is important for patients to set own treatment goals after 

consulting with nursing staff. 
d. It is important for patients to accept nursing staff's decisions 

regarding treatment goals. 

Rank Order ,---- 2 ___ _ 3 ___ _ 4 ___ _ 

Standard 

Items from GTRS 
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12. Which of the following statements best describe your expectations 
regarding patients' participation in discharge planning. 

a. It is important for patients to make own discharge plans. 
b. It is important for patients to accept nursing staff decisions 

regarding appropriate discharge plans. 
c. It is important for' patients to determine own discharge plans after 

consulting with nursing staff. 
d. It is important for patients to work with nursing staff regarding 

discharge plans. 

Rank Ol~der ,---- 2 ___ _ 3 ___ _ 4 ___ _ 

Standard 

Items from GTRS 



GENERAL THERAPEUTIC RULE SCALE 
(GTRS) 
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Choose the best two items from this scale that correlates with 
each of the items from the Personal Therapeutic Rule Scale. Use each 
item from this General Therapeutic Rule Scale only once. 

1 . A key ward belief is that it is 
their own decisions regarding 
activities. 

important for patients to make 
attendance at appropriate 

2. A key ward belief is that it is important for patients to set own 
treatment goals. 

3. A key ward belief is that it is important for patients to accept 
the need for treatment by making changes in order to get better. 

4. A key ward belief is that it is important for patients to develop 
insight into their problems through discussions with nursing 
staff. 

5. A key ward belief is that it is important for patients to control 
their own behavior when upset. 

6. A key ward belief is that it is important for 
others' decisions regarding the need for 
necessarily work to change behavior. 

patients to accept 
treatment, but not 

7. A key ward belief is that it is only important for patients to 
take medications when upset. 

8. A key ward belief is that it is 
listen to, rather than participate 
staff. 

only important for patients to 
in discussions with nursing 

9. A key ward belief is that the focus of treatment for patients 
should be on resolving interactional problems in past 
relationships and experiences. 

1~. A key ward belief is that it is important for patients to make 
their own discharge plans. 

11. A key ward belief is that the best approach for nursing care is 
for patients to care for self. 



25~ 

12. A key ward belief is that it is anly important for patients to 
focus on learning social and living skills. 

13. A key ward belief is that it is important for patients to accept 
others' decisions regarding the need for hospitalization. 

14. A key ward belief is that it is only important for patients to 
realize that nursing staff are available if needed, rather than 
establish a relationship with a nursing staff member. 

15. A key ward belief is that it is only important for patients to 
maintain outside obligations with family and friends. 

16. A key word belief 1s that the best approach to nursing care is for 
patients to be taken core of by nursing staff. 

17. A key ward belief is that it is important for patients to accept 
the need for hospitalization. 

18. A key ward belief is that it is 
scheduled family therapy to 
relationships and conflicts. 

important for 
work out and 

patients to have 
resolve family 

19. A key word belief is that it is important for patients to attend 
group therapy, but not necessarily participate in group therapy. 

2~. A key ward belief is that it is important for patients to 
establish a trusting relationship with one nursing staff member. 

21. A key ward belief is that it is important for patients to 
participate in group therapy by talking about self and listening 
to others talk about themselves. 

22. A key ward belief is that it is only important for patients to 
accept staff decisions regarding treatment goals, rather than 
develop own treatment goals. 

23. A key ward belief is that it is important that nursing staff make 
decisions for patients regarding attendance at appropriate 
activities. 

24. A key ward belief is that it is important for patients to accept 
stoff decisions regarding appropriate discharge plans. 
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SOCIAL RULE SCALE I 

In answering each question, please circle the answer that best 
describes your current expectations for this particular patient in the 
hospital. If the statement fits with your expectations then you would 
select "strongly agree" or "agree." If the statement does not fit with 
your views, then you would select either "strongly disagree" or 
"disagree." If you are in the middle between agreeing and disagreeing 
then select "neutral." 

Q) 
Q) 
L. 

Q) 01 
Q) 0 
L. I/) 

01 • .-1 
-< 0 

> Q) > 
r-4 r-4 Q) r-4 
01 0 L. 01 
C Q) L. 01 C 
0 Q) .j.J 0 0 
L. L. :s I/) L. 
.j.J 01 Q) or-! .j.J 
en -< z 0 en 

1 . This patient is expect~d SA A N 0 SO 
not to dress in a seductive 
manner. 

2. Sometimes it is permissible SA A N 0 SD 
for this patient to interrupt 
conversations 

3. This patient should be allowed SA A N 0 SO 
special privileges regarding 
smoking, visitors, telephone, etc. 

4. This patient should be expected SA A N 0 SO 
to use the telephone with 
consideration for others' needs. 

5. This patient should be expected SA A N 0 SO 
to follow all the rules. 

6. There is something to be gained SA A N 0 SO 
from allowing this patient to 
form an exclusive or intimate 
relationship with another patient. 

7. Sometimes this patient should be SA A N 0 SO 
allowed to go into areas meant 
only for staff. 
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8. This patient should be expected SA A N D SD 
to follow the unit rules for 
smoking and handling of matches. 

9. Sometimes this patient should be SA A N D SD 
allowed to visit outside of 
visiting hours. 

HlJ. This patient should be expected SA A N D SD 
to use ward equipment (TV, 
stereo, pool table) with 
consideration for others. 
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VIOLENCE SCALE 

In answering each question, please circle the number that best 
describes this particular patient's behavior in the past week. If the 
patient has not shown the behavior then circle the "~". If the patient 
has shown the behavior sometimes then circle the "2". If the patient 
exhibited the behavior frequently then circle the "4". 

Some patient behaviors may include several items. For example, 
if a patient used a pool stick to hurt another then two items will be 
rated (1) physically harmed another, and (2) used property in a 
threatening manner without damaging the property. 

VIOLENCE TOWARDS OTHERS . 
1. This patient physically harmed 
another person (family, friends, staff). 

2. This patient touched another person 
in a threatening manner (pushing, shov
ing etc). 

3. This patient verbally threatened 
to harm another and has a plan of 
action to carry it out. 

4. This patient verbally threatened 
to harm another without a plan of 
action to carry it out. 

5. This patient engaged in verbal 
arguments with others involving 
insults, curses, or bragging 
about episodes of previous violence. 

VIOLENCE TOWARDS ONESELF 
6. This patient harmed self (hanging, 
overdose, cuts on body etc.), 

~ 
~ 
> 
~ 
Z 

1 

1 

1 

1 

1 

1 

> 
0 ~ 
~ ~ 
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~ ~ 
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~ ~ 
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2 3 4 

2 4 

2 4 

2 4 

2 3 4 

2 4 



7. This patient engaged in self 
destructive behavior, such as, 
superficial cuts, drinking on 
pass, etc. 

8. This patient verbally threatened 
to harm self and has a plan of action. 

9. This patient verbally threatened 
to harm self without a plan of action 
to carry it out. 

10. This patient engaged in discussions 
with others indicating feelings of 
worthlessness and helplessness 
implying a desire not to live. 

VIOLENCE TOWARDS PROPERTY 
11. This patient damaged property 
(broke a chair, window, pool stick, 
set a fire etc.) 

12. This patient used property in a 
threatening manner without damaging 
the property (slammed a door, 
pushed a chair). 

13. This patient made specific verbal 
threats to harm property with a plan 
of action ("I'm going to take this 
chair and throw it at the TV"). 

14. This patient made vague threats 
to harm property without a plan of 
action ("if you want to keep this 
stereo", or "there will be some things 
broken up around here"). 

15. This patient neglected personal or 
hospital property resulting in damage 
to the property (car, opt. etc.). 

1 

1 

1 

1 

1 

1 

1 

1 

1 
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APPENDIX J 

INSTRUMENTS TO MEASURE SOCIAL AND THERAPEUTIC 
RULES, ROLE INCOMPETENCE AND VIOLENCE IN 

PSYCHIATRIC INPATIENTS 
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SOCIAL RULE SCALE I 

In answering each question, please circle the answer that best 
describes your expectations for this particular patient for the past 
week in the hospital. If the statement fits with your expectations 
then you would select "strongly agree" or "agree". If the statement 
does not fit with your views, then you would select either "strongly 
disagree" or "disagree". If you are in the middle between agreeing and 
disagreing then select "neutral". If you are unable to answer any 
questions, please write a comment in the margin explaining the reason. 
Remember to mark your answer for your current expectations for this 
patient. ~ 

~ 
~ 

1. This patient should be expected 
ted not to dress in a seductive 
manner. 

2. There is something to be gained 
from allowing this patient to 
form on exclusive or intimate 
relationship with another patient. 

3. Sometimes it is permissible for 
this patient to interrupt conver
sations. 

4. This patient should be allowed 
special privileges regarding 
smoking, visitors, telephone. 

5. This patient should be expected 
to follow all the rules. 

6. Sometimes it is permissible for 
this patient to intrude into 
areas meant only for stoff. 

SA A 

SA A 

SA A 

SA A 

SA A 

SA A 

N o 

N o 
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N o 

N o 
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rn 
c 
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SO 

SO 
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7. This patient should be expected SA A N D SD 
to use the telephone with 
consideration for others' needs. 

8. Sometimes this patient should be SA A N D SD 
allowed to visit outside of 
visiting hours. 

9. This patient should be expected SA A N D SD 
to use ward equipment (Tv, stereo, 
pool table) with consideration for 
others. 

1(/' . This patient should be expected SA A N D SD 
to follow the unit rules for 
smoking and handling of matches. 
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VIOLENCE SCALE 

In answering each question, please circle the number that best 
describes this particular patient's behavior in the past week. If the 
patient has not shown the behavior then circle the "~". If the patient 
has shown the behavior somewhat, then circle "2". If the patient has 
shown the behavior frequently, then circle the "4". Do not include 
violence prior to, or at the time of admission in this scale. 

Some patient behaviors may include several items. 
if a patient used a pool stick to hurt another, then two 
rated (1) physically harmed another, and (2) used 
threatening manner without damaging the property. 

Violence Towards Others 

1. This patient physically harmed 
another person (family, friends, 
staff). 

2. This patient touched another 
person in a threatening manner 
(pushing, shoving etc). 

3. This patient verbally threatened 
to harm another and has a plan of 
action to carry it out. 

4. This patient verbally threatened 
to harm another without a plan of 
action to carry it out. 

5. This patient engaged in verbal 
arguments with others involving 
insults, curses, or bragging 
about episodes of previous violence. 

2 

2 

2 

1 2 
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For example, 
items will be 
property in a 

4 

4 

3 4 
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Violence Towards Oneself 

6. This patient harmed self (hanging, 
overdose, cuts on body, etc.), 

7. This patient engaged in active 
or passive self destructive behavior 
(superficial cuts, drinking on pass, 
not eating) 

8. This patient verbally threatened 
to harm self and has a,plan of 
action. 

9. This patient verbally threatened 
harm self without a plan of action 
to carry it out. 

10. This patient engaged in 
discussions with others indicating 
feelings of worthlessness and 
helplessness implying a desire 
not to live. 

Violence Towards Property 

11. This patient damaged property 
(broke a chair, window, pool 
stick, set a fire, etc.) 

12. 'fhis patient used property in a 
threatening manner without 
damaging the property (slammed 
a door, pushed a chair). 

13. This patient made specific verbal 
threats to harm property with a plan 
of action ("I'm going to take this 
chair and throw it at the TV"). 

L.. 
Q) 

> 
Q) 
z 

1 

1 

1 

1 

1 

1 

1 

1 

III 
Q) 
E 
oM 
+' 
Q) 
E 
o 
In 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

259 

4 

4 

4 

4 

4 

4 

4 

4 



14. This patient made vague threats 
to harm property without a plan of 
action ("if you want to keep this 
stereo", or "there will be some 
things broken up around here"). 

15. This patient neglected personal 
or hospital property resulting 
in damage to the property 
(car, apt. etc.). 
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PERSONAL THERAPEUTIC RULE SCALE I 

In answering each question, please circle the response that best 
describes your expectations of this particular patient at this point in 
time. If none of the answers match your expectations, then choose the 
answer that comes closest to how you feel. 

If you are unable to answer any questions, please write a 
comment in the margin explaining the reason. Please remember to answer 
each question with reference to this particular patient. 

1. Which of the following statements best describe your expectations 
about this patient's qcceptance of the need for and participation 
in treatment. 

a. 

b. 

I expect this patient 
need for treatment but 
I expect this patient 
need for treatment 
suggestions for change. 

to accept others' decisions regarding the 
not necessarily work to change behavior. 
to accept other's decisions regarding the 
and actively listen to staff regarding 

c. I expect this patient to be able to discuss the need for treatment 
and to attempt to work with nursing stoff to overcome problems. 

d. I expect this patient to accept the need for treatment by making 
changes to get better. 

2. Which of the following statements describe the most appropriate 
approach to nursing care for this patient. 

a. I expect this patient to learn to care for self. 
b. I expect this patient to learn to seek out nursing staff for care. 
c. I expect this patient to be told by nursing staff how to care for 

self. 
d. I expect this patient to be taken care of by nursing staff. 
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3. Which of the following statements best describe your expectations 
of management for this patient by nursing stoff when upset. 

a. I expect this patient to control own behavior when upset. 
b. I expect this patient to talk with nursing stoff when upset. 
c. I expect this patient to be given directions by nursing stoff 

regarding behavior when upset. 
d. I expect this patient to receive medications when upset. 

4. Which of the following statements best describe your expectations 
of this patient's communication (ability to talk) with nursing 
stoff. 

a. I expect this patient to develop insight into their problems 
through discussions with nursing stoff. 

b. I expect this patient to be able to express needs clearly and ask 
nursing stoff for help. 

c. I expect this patient to talk with nursing stoff about their 
problems to "get them off their chests". 

d. I expect this patient to listen to feedback from nursing stoff, 
rother than participate in discussions with nursing stoff. 

5. Which of the following statements best describe the type of 
relationship this patient requires from nursing stoff. 

a. I expect this patient to establish a trusting relationship with 
one nursing stoff member. 

b. I expect this patient to establish rapport with several nursing 
stoff instead of one. 

c. I expect this patient to be able to establish rapport with one 
nursing staff member. 

d. I expect this patient to realize that nursing staff are available 
if needed, rather than establish a relationship with a nursing 
stoff member. 
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6. Which of the following statements best describe your expectations 
of the family's (or significant others) involvement in this 
patient's treatment. 

a. I expect this patient to maintain outside obligations with ,family 
and friends. 

b. I expect this patient to have nursing staff observe and intervene 
if necessary during visits. 

c. I expect this patient to have scheduled conferences with family to 
discuss issues of immediate concern (i.e., discharge). 

d. I expect this patient to have scheduled family therapy to work out 
and resolve family relationships and conflicts. 

7. Which of the following statements best describe your expectations 
of this patient's participation in group therapy. 

a. I expect this patient to attend, but not necessarily participate 
in group therapy. 

b. I expect this patient to participate in group therapy by listening 
to others and responding when appropriate. 

c. I expect this patient to participate in group therapy by talking 
about self. 

d. I expect this patient to participate by talking about self, and 
listening to patients talk about themselves and responding when 
appropriate. 

8. Which of the following statements best describe your expectations 
regarding this patient's participation in decision making 
regarding attendance at ward activities. 

a. I expect this patient to work with nursing staff to develop a 
schedule of appropriate activities 

b. I expect this patient to choose ward activities to attend after 
consulting with nursing staff. 

c. I expect this patient to make own decisions regarding attendance 
at appropriate activities. 

d. I expect this patient to accept nursing staff decisions regarding 
attendance at appropriate activities 
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9. Which of the following statements best describe your expectations 
regarding this patient's participation in setting treatment goals. 

a. I expect this patient to work with nursing staff to define 
treatment goals. 

b. I expect this patient to set own treatment goals after consulting 
with nursing staff. 

c. I expect this patient to set own treatment goals. 
d. I expect this patient to accept nursing staff's decisions 

regarding treatment goals. 

1~. Which of the following statements best describe your expectations 
regarding this patient's participation in discharge planning. 

a. I expect this patient to work with nursing staff regarding 
discharge plans. 

b. I expect this patient to determine own discharge plans after 
consulting with nursing staff. 

c. I expect this patient to make own discharge plans. 
d. I expect this patient to accept nursing staff decisions regarding 

appropriate discharge plans. 



GENERAL THERAPEUTIC RULE SCALE 
(GTRS) 
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Please place a mark in the appropriate space regarding the 
ward's philosophy about treatment for psychiatric patients. If you 
feel the statement fits with the general ward philosophy then you would 
"strongly agree" or "agree." If you feel the statement does not fit 
with the general ward philosophy then you would "strongly disagree" or 
"disagree." Remember to mark your answers regarding the general ward 
philosophy. 

1. A key ward belief is that it is 
important that nursing staff 
make decisions for patients 
regarding attendance at 
appropriate activities. 

2. A key ward belief is that it is 
important for patients to work 
with nursing staff to define 
treatment goals. 

3. A key ward belief is that it is 
important for patients to accept 
the need for treatment by making 
changes in order to get better. 

4. A key ward belief is that it is 
important for patients to express 
needs clearly and ask nursing 
staff for help. 

5. A key ward belief is that it is 
important for patients to control 
their own behavior when upset. 

6. A key ward belief is that it is 
important for patients to accept 
others' decisions regarding the 
need for treatment, but not 
necessarily work to change 
behavior. 
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7. A key ward belief is that it is SA- A D SD 
only important for patients to 
take medications when upset. 

8. A key ward belief is that it is SA A D SD 
only important for patients to 
listen to, rather than participate 
in discussions with nursing staff. 

9. A key ward belief is that it is SA A D SD 
importont for patients to work with 
nursing staff regarding discharge 
plans. 

HI. A key ward belief is that the best SA A D SD 
approach to nursing care is for 
patients to care for themselves. 

11 . A key ward belief is that it is SA A D SD 
only important for patients to 
realize that nursing staff are 
available if needed, rather than 
establish a relationship with a 
nursing staff member. 

12. A key ward belief is that it is SA A D SD 
only important for patients to 
maintain outside obligations with 
family and friends. 

13. A key ward belief is that the SA A D SD 
best approach to nursing care 
is for patients to be taken care 
of by nursing staff. 

14. A key ward belief is that it is SA A D SD 
important for patients to have 
scheduled family therapy to work 
out and resolve family relationships 
and conflicts. 
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15. A key ward belief is that it is SA A 0 SO 
important for patients to attend 
group therapy, but not necessarily 
participate in group therapy. 

16. A key ward belief is that it SA A 0 SO 
is important for patients to 
establish a trusting relationship 
with one nursing staff member. 

17. A key ward belief is that it SA A 0 SO 
is important for patients to 
participate in group therapy by 
talking about self and listening to 
others talk about themselves. 

18. A key ward belief is that it is SA A 0 SO 
only important for patients to 
accept staff decisions regarding 
treatment goals, rather than develop 
own treatment goals. 

19. A key' ward belief is that it is SA A 0 SO 
important for patients to work with 
nursing staff to develop a schedule 
of appropriate activities. 

2!1J. A key ward belief is that it is SA A 0 SO 
important for patients to accept 
staff decisions regarding 
appropriate discharge plans. 
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SOCIAL RULE SCALE II 

In answering each question, please put a mark in the 
appropriate space that describes this particular patient's behavior for 
the past week. If the statement fits with your views then you would 
strongly agree" or "agree." If the statement does not fit with your 
views then select "strongly disagree" or "disagree." If you are in the 
middle between agreeing and disagreing then select "neutral." Please 
mark your answer for this particular patient. 

1. This patient follows the unit rules for smoking and handling of 
matches. 

Strongly 
Disagree Disagree Neutral Agree 

2. This patient does not dress in a seductive manner. 

Strongly 
Agree Agree Neutral Disagree 

3. Sometimes this patient interrupts conversations. 

Strongly 
Agree Agree Neutral Disagree 

Strongly 
Agree 

Strongly 
Disagree 

Strongly 
Disagree 

4. Sometimes this patient goes into areas meant for staff only. 

Strongly 
Agree Agree Neutral Disagree 

Strongly 
Disagree 



5. Sometimes this patient visits outside visiting hours. 

Strongly 
Agree Agree Neutral Disagree 

269 

Strongly 
Disagree 

6. This patient uses ward equipment (TV, stereo, pool table) with 
consideration for others. 

Strongly 
Agree Agree Neutral Disagree 

Strongly 
Disagree 

7. This patient is gaining something by becoming intimately or 
exclusively involved with another patient in the hospital. 

Strongly 
Agree Agree Neutral Disagree 

Strongly 
Disagree 

8. This patient uses the telephone with consideration for other 
patients' needs. 

Strongly 
Agree Agree Neutral 

9. This patient follows all the rules. 

Strongly 
Agree Agree Neutral 

Disagree 

Disagree 

Strongly 
Disagree 

Strongly 
Disagree 



10. This patient was given special privileges regarding 
telephone, visitors, smoking etc. 

Strongly 
Agree Agree Neutral Disagree 
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Strongly 
Disagree 
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PERSONAL THERAPEUTIC RULE SCALE II 

In answering each question, please circle the response that 
best describes this particular patient's behavior over the past week in 
the hospital. If none of the answers match the patient's behavior, 
then please choose the answer that comes closest. 

If you have any questions please ask or write them in the space 
provided below. Please ,"emember to answer each question with reference 
to this particular patient's behavior over the past week. 

1. Which of 
patient's 
treatment. 

the following statements best describes this particular 
acceptance of the need for and participation in 

A. This patient accepts other's decisions regarding the need for 
treatment, but does not necessarily work to change behavior. 

B. This patient accepts other's decisions regarding the need for 

C. 

D. 

treatment and actively listens to staff regarding suggestions for 
change. 
This patient 
with nursing 
This patient 
get better. 

discusses the need for treatment and attempts to work 
staff to overcome problems. 
accepts the need for treatment by making changes to 

2. Which of the following statements best describes your expectations 
regarding this particular patient's participation in setting 
treatment goals. 

A. This patient is setting own treatment goals. 
B. This patient is working with nursing staff to define treatment 

goals. 
C. This patient consults with nursing staff in formulating treatment 

goals. 
D. This patient is accepting of nursing staff decisions regarding 

treatment goals. 
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3. Which of the following statements best describes the type of 
relationship this particular patient is establishing with nursing 
staff. 

A. This particular patient is establishing a trusting relationship 
with one nursing staff member. 

B. This patient is working with one nursing staff member 
C. This patient is establishing rapport with several nursing staff 

instead of only one. 
D. This patient has only realized that nursing staff are available if 

needed. 

4. Which of the following best describes the nursing approach being 
used to care for this particular patient. 

A. This patient is learning to care for self. 
B. This patient is learning to seek out nursing staff for care. 
C. This patient is being told how to care for self by nursing staff. 
D. This patient is being taken care of by nursing staff. 

5. Which of the following best describe this particular patient's 
participation in discharge planning. 

A. This patient is making own discharge plans. 
B. This patient is working with nursing staff regarding discharge 

plans. 
C. This patient is consulting with nursing staff regarding discharge 

plans. 
D. This patient is accepting of nursing staff decisions regarding 

discharge plans. 

6. Which of the following statements best describe this particular 
patient's participation in group therapy. 

A. This patient attends, but does not participate in group therapy. 
B. This patient participates in group therapy by listening to others 

and responding when appropriate 
C. This patient participates in group therapy by talking about 

himself. 
D. This patient participates in group therapy by talking about self, 

and listening to others talk about themselves and responding when 
appropriate. 
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7. Which of the following statements best describes this patient's 
communication with nursing staff. 

A. This patient is developing insight into his/her problems or 
illness. 

8. This patient is expressing needs clearly to nursing staff. 
c. This patient is talking about problems in the hospital to "get 

them off his chest". 
D. This patient is utilizing feedback from nursing staff. 

8. Which of the following statements best describes this patient's 
management by nursing staff when he/she is upset. 

A. This patient is learning to change behavior. 
8. This patient controls own behavior when upset. 
C. This patient talks with nursing staff when upset. 
D. This patient receives medication when upset. 

9. Which of the following statements best describ0s the family's 
involvement in this patient's treatment. 

A. This patient is only maintaining outside obligations with family 
and friends. 

8. This patient has inpromptu family conferences during visiting 
times only when problems arise. 

C. This patient is discussing issues of immediate concern such as 
discharge in periodic conferences with family. 

D. This patient is working out and resolving family conflicts and 
relationships in scheduled fam~ly therapy. 

1~. Which of the following statements best describe this particular 
patient's participation in decision making regarding attendance at 
ward activities. 

A. This patient attends all activities decided on by nursing stoff. 
8. This patient works with nursing staff to develop a schedule of 

appropriate activities. 
C. This patient chooses activities for self after consulting with 

nursing staff. 
D. This patient makes own decisions regarding attendance at 

appropriate activities. 
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HUMAN SUBJECTS APPROVAL 

~.~ I.~'· '. <;' THE U N I V E R SIT Y 0 FAR I Z 0 N A 
I~ .. .. "OIl't-.. •• ~. 

'~{:.:·...:.,:..:;,;8~ T t.: C s 0:-':. A R J Z 0 ~ A 85721 
\t. ~,!j . 

';--/s"':. :.-:,: 'c.t-" 
~V COL l [ Co E 0 F 1'0: II R S J N G 

TO: 

ME!·:C RhNDGt1 

Eileen Morrison, RN, MS 
Doctoral Candidate 
College of ~ursing 

f:"; 
Ada Sue Hinsha\~, PhD, RN ,'6 
Director of Research 

Katherine Young, PhD, RN 
Chal rman, Research Cli~:ni ttee 

DATE: July 15, 1985 

RE: Hur:an Subjects Revie\~: The De· .. elo;:~.ent 0f Research Instru::Jents 
to Test a ~ursing Conceptual Fra~ework of Psychiatric 
Inpatient Violence 

YGur project ~,as been revie .. ied and ~Pp"C".'ed as ei:ec'ilt :"rom l!niversi ty 
review by the College of ~ursing Ethical ReviE'd SuJwJmittee of the 
Research Cc~~it:ee and the Director of Research. A consent form with 
subject si9~at~re is not required for projects exe~pt frc~ full 
UniVErsity revie\~. Please use cnly a disclair:er fenlat for subjects 
to read befere giving their oral ccnsent to t~e research. The HU~En 
Sjbjects Project Approval Form is filed in the office of the Djrect~r 
of Research if JOu need access to it. 

We ~ish you a valuable a~d sti~ulating exp~riEnce with jc~r research. 

ASI-!/fp 
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MARICOPA MEDICAL CENTER 

ADDRESSEE SUBJECT FROM-DATE 

George Woodard, MD 
Chairman, Maricopa Medical 
Center Research Committee 

Patricia Dollar, RN ;V~a 
Assistant Director of ;. 
Nursing - Mental Health 

081 usa "I-"~ 

October 4, 1985 

I have read and reviewed the Research Proposal from Ms. Eileen 
F. Morrison, RN, M.S. (Doctoral Candidate, University of Arizona) 
entitled, "The Development and Testing of Research Instruments 
to Measure Social and Therapeutic Rules and Role Incompetence 
in Psychiatric Patients." I do support the participation of 
the the Psychiatric Nurses at Maricopa Medical Center in this 
research project. 

This proposal has been discussed with the Director of Nursing, 
Psychiatric Head Nurses, and Stuart Hollingsworth, M.D., Chairman 
of the Department of Psychiatry. All have agreed to support this 
recommendation for participation to the Research Committee. The 
Research Methadology will be interviews with Psyclliatric Nurses 
providing direct patient care. 

Thank you for your consideration of this recommendation. 

PD:ayn 



MARICOPA MEDICAL CENTER 
2601 EAST ROOSEVELT P.O. BOX 5099 PHOENIX, ARIZONA 85010 267·5011 

!'bvember 21, 1985 

Eileen F. Morrison, R.N. 
3555 N. 1st Ave., E-15 
Thcson, AZ 85719 

Dear Ms. Morrison: 

D.Jring the October 21, 1985, neeting of the Medical Education & I\!search 
Committee, which serves as this institutions IRS, your protocol "The 
Deve10pnent and Testing of lesearch Instrurrents to Measure Social and 
nlerapeutic Rules, ~le Incompetence and Violence in Psychiatric Patients" 
was approved as submitted. 

Sincerely, 

4~' f//(~/J' iI/f). 
Georg ard, M.D. 
Chai n 
Medical Education & lesearch Committee 

C2/28 
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ARIZONA DEPARTMENT OF HEALTH SERVICES 
PLEASE REMIT CORRESPONDENCE TO: 

DRUCE OABBllT. Governor 
LLOYD F. NOVICK. M.D .• M.P." .. Di=or 

Eileen F. Morrison, R.N., M.S. 
3555 North First Avenue, E-15 
Tucson, Arizona 85719 

Dear Ms. Morrison: 

Arizona State Hospital 
2500 East Van Buren 
Phoenix, AZ 85008 

(602) 244-1331 

November 19, 1985 

I am pleased to inform you that your research application regarding "The 
Development and Testing of Research In~truments to Measure Social and 
Therapeutic Roles; Role Incompetence and Violence in Psychiatric Patients" 
has been approved. 

It is suggested that you follow the stipulated guidelines and contact 
B.J. Moore, R.N., Research Committee member, to arrange your schedule. 

If I can be of assistance to you with this project, please feel free to call 
on me. 

jk 

cc: Research Committee f1embers 

Sinc¢'ely, " () 1
,/" 

II ' , '-l'''' ~'" ,,--
Arnold L. Kendall, M.D. 
Chairman 
Research Committee 

Tiu Ikpart1M,., of H.oW! Struic<, if A,. Equal Opportunity Affjrmatiu. Actio,. Employ.,. 
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State Health Building 1740 West Adams Street Phoenix, Arizona 85007 



PalcFVeIC1E.Hospital 
P.O. Box 40030 I Tucson. Arizona 85717·0030 I (602) 795·4357 

2695 N. Craycroft Road / Tucson. Arizona 85712 

ALAN I. LEVENSON. M,D, 
PreSlde"1 and 

Chlel Executive OHICIH 

August 12, 1985 

MEI10RANDUM FOR THE RECORD 

The research proposal for the Development of Research Instruments to test a 
Nursing Conceptual Framework of Psychiatric Inpatient Violence, submitted 
by Eileen F. Morrison, R.N., M.S., is approved to be conducted at Palo 

~~L. 
Alan I. Levenson, M.D. 
President 

A non· profit community psychiatric hospital operated 
by the Palo Verde Mental Health Services 
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~ Veterans 
~ Administration Memorandum 

Date' 

From: 

Subr 

To' 

August 29, 1985 

Chairman, R&D Committee 

#013 - The Development and Testing of Research Instruments to Measure Psychia
tric Inpatient Violence ~~ 

Robin Palmer, R.N. (Morrison) 

1. The Research and Development Committee discussed the above referenced 
study at its meeting of August 28, 1985 and approved it. 

2. An initial report is due within 15 days of the commencement of the project, 
and a progress report is due yearly on the anniversary date. A final report 
is due within 15 days of the termination of the study for any reason. A Form 
10-1436 is attached for your convenience. 

~ BERNARD R. GREENBERG, M.D. 
Chairman, R&D Committee 
Chief, Hematology/Oncology 

Attachment 
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APPENDIX M 

INFORMATION FORM 

I am a doctoral candidate in the College of Nursing at the University 
of Arizona. I am intereste~ in organizational and interpersonal 
variables that may have an effect on patient behavior. The purpose of 
this study is the development of research instruments to measure the 
specific variables of therapeutic and social rules and violent behavior 
by patients. The relationship of the variables will eventually be 
explored. If I can determine the relationship among these variables, 
nurses can be better prepared to plan the nursing care of psychiatric 
patients. 

Your participation is completely voluntary and you are free to withdraw 
at any time without ill will. Any questions that you may have will be 
answered at any time- before, during, or after the interview. There 
are no known physical, psychological or social risks to you. You will 
not benefit directly from this study. However, the findings of this 
study could improve the environment in psychiatric settings and 
ultimately improve nursing care to hospitalized patients. The rating 
scales will take approximately 2~ minutes of your time to complete per 
patient. I will not ask you to complete scales on more than two 
patients at one time. 

Data from all the subjects in the study will be analyzed collectively 
and you will in no way be individually identified. I, or my advisors, 
will be the only persons with access to the data. I will keep your 
name, address and phone number in a file separate from the rating scale 
scores. 

Eileen Morrison R.N., M.S. 
Doctoral Candidate 
College of Nursing 
University of Arizona 
Tucson, Arizona 
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APPENDIX N 

NURSING STAFF DEMOGRAPHIC FORM 

ID # _____ _ 

Date 

Place a check in the appropriate space for the following questions. 

1. Age: 

2. Sex: 

3. Occupation: RN 

-, LVN/LPN 

Other 

4. Formal Education (Years of School): 

5. Ethnic Background: 

Caucasian 
Mexican-American 
Afro-American 
American Indian 
Oriental 
Other 

6. Experience in Nursing (Years): 

7. Experience in Psychiatry (Years) 

8. Length of time you have worked in your current setting 

(Years) : 

9. Shift you usually work: 

Day 
Evening 
Night 

1~. Number of hours a week you work? 
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APPENDIX 0 

PRACTICE CASE STUDY 

Mr. Jones is a 45 year old male with a history of multiple 
psychiatric admissions resulting from barroom fights and other 
disruptive social behavior. Treatment in previous hospitalizations 
included stabilization on antipsychotic medication and referrals to 
supportive services such as, day treatment and a half way house. 

Upon admission he reported to the nurse that he hit a bar 
patron because the man was an FBI agent and was attempting to poison 
his drink. His eating and drinking has been poor in the last few weeks 
because he feared being poisoned. He was disheveled and dirty. Mr. 
Jones refused to tell the nurses where he had been living because 
"they" would find him. No precipating stress was evident. During the 
physical exam he became combative and had to be secluded. His primary 
diagnosis was Schizophrenic Disorder, Paranoid Type with Alcohol Abuse. 

After two days Mr. Jones was out of seclusion and settled more 
comfortably on the unit. He continued to eat very little, but his 
sleeping pattern improved (4 hours). His main interest was in getting 
out of the hospital as fast as possible. The staff located his family, 
a son and daughter, living.in a town close by. 

After Mr. Jones regained control, his intrusive behavior 
decreased. However, he continued to interrupt conversations, walk into 
the nursing station, and steal other patients cigarettes. He washed 
his clothes and his hygiene improved. Some friends from the bar came 
to visit late one night. The nursing staff allowed them on the ward to 
visit since they were the only friends he had. His son came to talk 
with the physician and expr'essed concern over his father's welfare. 
Mr. Jones maintained distance from other patients on the ward and did 
not develop any friendships. He tended to dominate the TV and 
frequently spent long periods on the phone calling the police to report 
the nursing staff for various offenses against him and for holding him 
against his will. Mr Jones was suspicious of most of the staff, but he 
could talk with one male nursing staff. His attendance at groups 
improved when staff escorted him to the group. Once in the group he 
either sat quietly listening to his own thoughts or he became 
argumentative with other patients. 

Mr. Jones had several outbursts with others while in the 
hospital. He engaged in frequent arguments with his roommates which 
included insults, curses, and yelling. On one occasion he threatened 
to kill another patient before nursing staff intervened. On two 
occasions, while in seclusion, he physically attempted to harm nursing 
staff. He never made any attempts to harm himself and did not destroy 
any property. 
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APPENDIX P 

PATIENT DEMOGRAPHIC INFORMATION FORM 

ID # Hospital Sett 

Patients: 

1. Age: 

2. Sex: 

3. Formal Education: 

4. Ethnic Background: 

Caucasian 
Mexican-American 
Afro-American 
American Indian 
Oriental 
Other 

Nurse 

5. Marital Status (S/M/D/W): 

6. History of Violence (number of times): 

Threatened 

Others 

Self 

Property 

7. Admission date: 

8. Days in hospital: 

284 

Date: 

"' Pafient 

Actual 

-~-
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9. Current Medication regimen: 

,~. Diagnosis (DSM-III): 
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