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ABSTRACT 

Loss of control is a well-documented human response to 

hospitalization. The purpose. of this study was to construct and test a 

theoretical model of perceived territorial control among hospitalized 

adults. Territorial control was defined as the freedom or choice one 

has in regulating or influencing the objectives,activities, and social 

interactions within a particular space claimed or identified as one's 

own. The space of concern in this study was the patient's hospital 

room. The study focused not on the negative aspects of a loss of con

trol but on the positive outcomes of having a sense of control. 

A three-stage, multivariate, causal-modeling design was used to 

estimate the impact of perceived territorial control on state anxiety 

and satisfaction with care in a convenience sample of 80 Hispanic and 

Anglo-American males and females between the ages of 18 and 79 who were 

in the hospital for short-term orthopedic care. Attitudinal, self

report measures were used predominantly. Instruments were constructed 

to index centrality of territory and territorial control perceptions. 

Correlational and multiple regression statistical techniques were used 

to estimate the theoretical model. Tests for violations of the sta

tistical and causal assumptions were performed. 

Centrality of territory, assistance needs, and the powerful 

others locus of control significantly influenced patient territorial 

xi 
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control perceptions. Temporal duration, internal locus of control, 

and chance locus of control made no significant impact on perceived 

territorial control. Patient territorial control perceptions signif

icantly decreased state anxiety and significantly increased satisfac

tion with care. Perceived territorial control explained 24 percent 

of the variance in patient state anxiety and 21 percent of the variance 

in satisfaction with care. An unstaged, empirical test of the model 

increased the explained variance to 32 percent for state anxiety and 

40 percent for satisfaction with care. There was a positive relation

ship (r = .41) between age and centrality of territory and a negative 

relationship (r = -.31) between age and state anxiety. The implica

tions were related primarily to continued theory-building and the de

velopment of nursing practice theories. 



CHAPTER 1 

INTRODUCTION 

A territory is a segment of space which one values and 

experiences as his own and in which he or she exerts control, takes 

initiative, has expertise, or accepts responsibility (adapted from 

Bakker & Bakker-Rabdau, 1973). Territory itself provides the poten

tial for power, influence, comfort and control (Edney,1974). Per

ceived choice and control over what happens within a territory has 

been described as an adaptive mechanism which facilitates the meeting 

of a basic privacy need (Altman,1975; Proshansky, Ittelson & Rivlin 

1976). It has been suggested that territorial ownership, whether real 

or symbolic, and the control of space allows for organization and pre

dictability in our lives (Edney, 1976; Evans & Eichelman, 1976) as 

well as the maintenance and furtherance of a positive self-image 

(Goldschmidt, 1959). 

Territorial control, as a theoretical construct, derives from 

a growing knowledge of human territoriality and the psychology of 

control. Territorial control is defined in this study as the freedom 

or choice one has in regulating or influencing the objects, activities, 

and social interactions within a particular space claimed or identi

fied as one's territory. Levy-Leboyer (1982) emphasizes the social 

dimension of space and discusses ways in which people use sociospatial 
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behavior in everyday life. The exertion of territorial control 

permits the individual to establish a comfortable degree of inter-

action with other people through the management of objects and activ-

ities within one's territory. 

currently the research focus in studies of human territoria1-

ity is shifting from the description of domination and defense behav-

iors (Ardrey,1966; Hedige~196l) and physical distancing or personal 

spacing behaviors (Hall, 1966; Somme~ 1969) to the use of territoria1-

ity as an explanatory variable in hopes of increasing our understanding 

of social interactional behavior within a situational or environmental 

context (Levy-Leboye~ 1982). Malmberg (1980) has concluded that 

territoriality is not at all, as is sometimes maintained, 
a reactionary device, an antithesis to the open society. 
Instead it offers the maybe only natural and so the only 
solid basis for the two cornerstones of democracy: 
freedom and equality (Malmberg, 1980, p. 262). 

Territorial control, as a regulatory process, refers to the manage-

ment of a claimed space. Management of one's physical and social 

resources, in turn, enhances one's sense of freedom. Proshansky, 

et a1. (1976) suggest that a desire for privacy,and the 

freedom afforded by that privacy, is really at the heart of territor-

ia1ity. 

The amount of control exerted within a territory varies 

according to personal, societal and environmental conditions. Some 

individuals expect or desire more control over a territory than others. 

At times one's social status or role may prescribe the amount of con-

tro1 which mayor may not be exerted within a particular territory. 



The amount of control exerted may also be influenced by the type of 

territory in which one is situated. Altman (1975) has specified three 

kinds of territories: primary, secondary or semi-public, and public. 

Primary territories are relatively permanent, private places owned or 

used exclusively by an individual or small group. Primary territories 

are clearly marked to show ownership and are central to the day-to-day 

functioning of the person or group. Secondary territories are semi

public places which are legally and symbolically unowned by anyone of 

the occupants but are used by two or more persons cooperatively on a 

fairly regular basis. Public territories, such as recreational spaces 

and concert halls, are spaces where almost everyone is allowed tempor

ary access providing they observe the behavioral norms and regulations. 

Exercising territorial control in a semi-public place where 

space is shared can be difficult. The semi-public space of concern 

3 

in this study is the space allotted to patients in the general hospital-

the patient's room. The patient's room is, in reality, a space which is 

shared by the patient and members of the nursing staff. 

Statement of the Problem 

For some patients, admission to the hospital produces a sense of 

relief because help is at hand. For many, however, the hospital is a 

source of stress and emotional discomfort. Hospitalization, in general, 

has been identified as a stressful and dehumanizing experience (Howard 

& Strauss, 1975; Ronco, 1972; Roth, 1972; Taylor, 1979). One source. of 

stress and dehumanization appears to be a loss of control among 



hospitalized persons. "The hospital is one of the few places where an 

individual forfeits control over virtually every task he or she custom

arily performs" (Taylor, 1979, p. 157). Patients are subjected to both 

physical and psychological confinement; there are few spaces beyond the 

patient's room where they may move about freely and at will and pa

tients frequently lose the freedom to make decisions affecting them

selves (Ronco, 1972). Ronco (1972) adds that in the hospital setting 

it is nearly impossible to seclude or isolate oneself from others; 

that even in private rooms the patient's territory is invaded at will 

by the staff. Although it is well-documented that it is difficult for 

a patient to establish and maintain control in the hospital, clinical 

observations by this investigator suggested that territorial control-

control over the objects, activities and social interactions within the 

patients' hospital rooms--was a kind of control that patients can and 

do experience in varying degrees. 

4 

The specific question confronted in this study was: what are 

the effects of territorial control on the psychosocial well-being of 

short-term, medical-surgical patients in the general hospital? It was 

assumed that all patients experience at least some control over their 

hospital spaces. The problem, then, was focused not on the netative 

outcomes of a loss of control but on the positive outcomes of having a 

sense of control. The intent of this study was to provide! 1) empirical 

evidence that would expand our understanding of human territoriality, 

especially as related to having a sense of control over one's territory, 

and 2) support for the eventual development of nursing practices aimed at 



helping hospitalized patients achieve a sense of territorial control 

when it is to their advantage to do so. 

Patient Territorial Control 

5 

Decreases in territorial control perceptions among general hospi

tal patients occur as a result of personal deterritoria1ization, boundary 

ambiguity associated with space-sharing between patients and hospital 

staff, and role asymmetry. 

Deterritoria1ization 

When a patient enters the hospital he or she leaves a familiar 

and supportive primary territory behind and moves into an unfamiliar 

and uncertain environment. The patient is temporarily "deterritoria1-

ized" (Edney,1976). He or she is assigned to a room which, until re

cently, has been occupied by someone else. The room is void of 

self-markers, those items which personalize a space and support one's 

identity (A1tman,1975). The unfamiliar surroundings provide limited 

security and usually there is little or no emotional attachment to the 

space at the time of admission. Space which is not territorialized, 

that is, marked and identified as one's own, is much more difficult, or 

even impossible, to control. 

Deterritoria1ization is a natural occurrence whenever one leaves 

a primary space and occupies a semi-public or public space. Lack of 

control in semi-public and public places is of little importance unless 

it is a stressful situation (Altman & Hay thorn, 1967; Levy-Leboyer, 

1982), "flight" from the situation is not possible, or one is required 



to live there for a period of time (Edney,1972). When one is admitted 

to the hospital the situation is generally stressful, "flight" is a 

socially inappropriate behavior, and one is required to live in the 

space for a period of days or weeks. Therefore, deterritoria1ization, 

especially in the early period of hospitalization, is a potential 

source of decreased perceptions of territorial control. 

Boundary Ambiguity and Shared Spaces 

6 

Another factor contributing to decreased territorial control 

among patients in hospitals is boundary ambiguity and space-sharing 

among patients and hospital staff. Boundary ambiguity is a fundamental 

characteristic of semi-public territories (Altman,l975). When a patient 

enters the hospital he or she is assigned to a bed in a room on a par

ticular medical unit. It is intended that the assigned space is "the 

patient's" space for the duration of hospitalization. Temporary pos

session and symbolic ownership with concommitant control over space is 

implied. Simultaneously the nurse and other employees in the hospital 

have been assigned to work and to function within the same physical 

space. Again, control over space is implied. In reality patients and 

employees share certain spaces within the hospital, especially the space 

within the patient's room. Exertion of control within a shared space 

is a potential source of conflict between the patient and hospital 

staff (Altman,1975). 

Role Asymmetry 

In addition to boundary ambiguity and dual assignment of space, 

the problem is confounded by a health care system that promotes "pa-



tient's rights" within a social structure that maintains well

established asymmetrical role relationships between patients and 

staff members. Staff members possess both legitimate and expert power 

of influence over the patient (Lorber~ 1975). 
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The hospital patient role requires not only Parson's (1951) sick

role prescriptions of cooperation and motivation to get well~ but in

cludes such things as submission to professional authority, tolerance 

of loss of privacy, and enforced cooperation. Patients react somewhat 

differently to these role prescriptions depending upon specific situa

tional factors~ individual personality traits, and past learning experi

ences. Most patients, however, conform to the social behavioral norms 

even though they frequently resent the passivity and submission expected 

by the physicians and hospital staff (Lorber,l975). The use of organi

zational social controls by the more powerful staff members, whether 

intentional or unintentional, further limits the ability of the pa-

tient to make choices and to experience a sense of control over what 

may be his or her rightful territory. 

Purpose of the Study 

The purpose of this study was to construct a theoretical model 

of perceived territorial control among patients, and then test the model 

on a group of adults who were admitted to a general hospital for short

term care. The objectives of the study focused on estimation of the 

strength of the predicted relationships among selected situational and 

personal variables, perceived territorial control, and two indicators 

of psychosocial well-being. 



Although this study may be of interest to physicians, techni

cians, and others who share space with patients in the hospital, and 

perhaps to those who occupy other semi-public territories where 

similar space-sharing is necessary, it was expected that the results 

of this study would be of more value to nurses. It has been suggested 

that nurses provide 95 percent of the care a patient receives while 

hospitalized (American Hospital Association, no date). The nurse is 

in a pivotal position to foster humanization of patient care in hospi

tals. Furthermore, it is the responsibility of the nurse to provide 

a euthenic environment for patients within the hospital setting (Ameri

can Nurses' Association~1980). 

Specific Objectives 

The specific objectives of this study were: 

1) Estimation of the degree to which perceived territorial 

control predicted state anxiety and satisfaction with nursing 

care among patients. 

8 

2) Identification of the direct and indirect impact of centrality 

of territory, temporal duration, assictance needs in activities 

of daily living, and internal-external locus of control on per

ceived territorial control and on state anxiety and satisfaction 

with nursing care. 

3) Description of the relationships between perceived territorial 

control and selected demographic and situational correlates, 

especially age. 
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Summary 

Hospitalization, for many patients, is a source of stress and emo

tional discomfort. Decreased territorial control, strongly influenced 

by the social nature of hospitals, was identified as a source of 

stress among patients. The theoretical formulations of human terri

toriality and the psychology of control suggest that achieving a sense 

of control over one's territory might be expected to enhance one's 

emotional well-being. 



CHAPTER 2 

THEORETICAL FRAMEWORK AND LITERATURE REVIEW 

The theoretical framework for territorial control among 

hospitalized patients will be presented in both graphic model and 

linguistic forms to facilitate identification of the constructs and 

concepts under consideration. The constructs and concepts will be de

fined and the relationships among the concepts will be specified ac

cording to the literature reviewed. Theoretical model construction 

and testing requires empirically-based theoretical formulations. 

Therefore, the review of the literature will not stand alone but will 

be integrated into the discussion of the theoretical framework. 

General Theoretical Perspective 

The basic orientation of this study is that of adaptation. 

Mechanic (1978) has stated that illness, illness behavior, and re

actions to the ill are aspects of an adaptive social process in which 

participants are often actively striving to meet their social roles 

and responsibilities, to control their environment, and to make their 

everyday circumstances less uncertain and, therefore, more tolerable 

and predictable. Within the stress-adaptation paradigm the behavioral 

goal is homeostasis and well-being, the focus is on the individual, 

and the central concern is with the mechanisms which individuals 
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employ to maintain behavioral continuity in the face of 

bio-physica1-socia1 environmental change. The person and his or her 

environment are perceived as inseparable. Human behavior is viewed 

as a dynamic interplay between societal structures, physical environ

mental factors, and individualized responses. Human behaviors are as

pects of and reactions to situations in which persons are actively 

seeking to control their environment and life experiences. 

The person is further viewed as having inherent worth, unique

ness and responsibility for his or her self and is thought to have 

considerable control over his or her destiny. Each person, unless 

psychologically and or physically disabled, has an active capacity to 

structure his or her environment and relations with others, although 

people vary in the extent to which they view themselves as active 

forces in their environment and as having a choice in what happens 

to them. While cultural values and social norms place constraints 

on the means people can use to control their lives, there is a range 

of behavior within the limits of normative acceptability. In general, 

human beings display remarkable resilience in adaptation when stress

ful events occur or when faced with stressful life situations. 

Territoriality as an Adaptive Mechanism 

The social psychological phenomenon of human territoriality 

refers to the tendency of individuals, within the context of social 

systems, to seek and maintain a territory. It also refers to the 

cultural ways a person locates himself in his universe and establishes 

11 
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self-other boundaries (Altman, 1975). Territoriality is viewed as an 

adaptive mechanism which motivates behavior (Altman, 1975; Edney, 1974; 

Levy-Leboyer, 1972; Malmberg, 1980; Oland, 1978; Proshansky, Ittelson & 

Rivlin, 1976) and is associated with the control of space (Lyman & 

Scott, 1967; Proshansky, et al., 1976). Historically, human territori-

ality has been defined in a number of ways with the central issue being 

whether or not active territorial defense is a necessary component of 

territorial behavior (Edney, 1976). Today perceived control over one's 

territory is thought to be a more important function of territoriality, 

and in order to maintain the perception of control, people may defend 

their space (Edney, 1975). 

Perceived Territorial Control Model: 
Theoretical Formulation 

A theoretical model of territorial control was formulated 

around the focal concept of perceived territorial control. It was 

hypothesized that perceptions of increased territorial control would 

result in or "cause" increased psychosocial well-being among non-

critically ill persons in the general hospital. According to Asher 

(1976), a causal approach is a valuable heuristic device which often 

facilitates a clearer statement of hypotheses and helps to generate 

additional insights into the topic at hand. The theoretical model of 

territorial control is presented in graphic form in Figure 1. The 

variables in this three-staged, causal model were selected on the basis 

of substantive and theoretical insights into the problem under investi-

ation. Interactive feedback loops between the person and the environ-



ment or social situation were not identified since this study was 

concerned with the broader nature of adaptation and not single en

counters or individual adaptive behaviors. 

In causal models, a distinction is made between exogenous and 

endogenous variables. The variability of an exogenous variable is 

assumed to be determined by factors outside the causal model; an en

dogenous variable is one whose variation is explained by exogenous or 

endogenous facto~s in the system (Pedhazur, 1982). In this model of 

perceived territorial control the Stage I variables were exogenous; 

Stage II and Stage III variables were endogenous. 
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Both the theoretical constructs and concepts are included in 

Figure 1. The theoretical constructs are presented in capital letters. 

The constructs are the broad "conceptual organizers" and, as such, are 

neither completely defined nor empirically applicable (Gibbs, 1972). 

The theoretical concepts, or variables, are presented in small letters 

beneath the construct. Concepts, which flow from the constructs, can 

be defined operationally and measured (Gibbs, 1972). This discussion 

of the model proceeds from Stage I to Stage III and includes the 

theoretical definitions and relational statements. 



Stage I 

SHARED SPACE 

Centrality 
of Territory 

Temporal 
Duration 

WELLNESS-ILLNESS 

Assistance 
Needs 

INTERNAL-EXTERNAL 
LOCUS OF CONTROL 

Internal 

Powerful 
Others 

Chance 

Stage II 

~ TERRITORIAL CONTROL 

Perceived 
Territorial 
Control 

Stage III 

PSYCHOSOCIAL 
WELL-BEING 

State Anxiety 

Satisfaction 
with Care 

Figure 1. Theoretical Model: Perceived Territorial Control among Hospitalized Adults·. -- Theoretical 
constructs are indicated by capital letters; theoretical concepts by small letters. 

...... 
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Stage I of the Model 

Of the many personal, health-related, and sociocultural factors 

affecting a patient's territorial responses to hospitalization, three 

exogenous constructs were identified as having special importance rela

tive to territorial control. One construct was shared space and its 

social significance for the individual and his or her need to control 

the semi-public space. Altman (1975) postulated and Taylor and Stough 

(1978) validated that the main dimensions along which types of terri

tories vary are centrality (how central a space is in the life of a 

person) and temporal duration (how much time a person spends in the 

space). The second construct considered in Stage I was the state of 

we11ness or illness and the person's need for assistance in moving 

around in and manipulating his hospital environment, especially as re

lated to activities of daHy living (Chang, 1978bj Johnson, 1978; 

Oland, 1978). The third construct was the psychological variable of 

internal-external locus of control (Rotter, 1966), or the individual's 

generalized expectancy or belief that rewards are contingent upon 

internal resources or the generalized expectancy that rewards are ex

ternally related to powerful others or to fate, luck or chance. 

Share d Space 

Shared space is defined in this study as public or semi-public 

space which is legally and symbolically unowned by anyone of the occu

pants and which is used simultaneously and cooperatively by two or 

more persons (Gerber, 1983). Cleland and Dingman (1970) have used the 
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term "mutual spaces" to describe hospital spaces where patients and 

staff members have equal access and control of use. Bakker and Bakker

Rabdau (1973) have introduced the term "co-territory" to designate that 

space over which no one individual has full control but that space in 

which two or more persons must interact and share the control. Space

sharing implies that two or more persons have equal rights and privileges 

to use a designated space as well as to use the space in a responsible 

manner for the mutual benefit of all concerned. Sharing a territory 

demands that an individual subordinate some aspects of his behavior to 

the dictates of the other person or the group of persons with whom he 

or she shares (Bakker & Bakker-Rabdau, 1973). 

When people must share a territory, the outcome is usually more 

successful if each individual feels that he or she can control some 

portion of the territory. In a study of pairs of male U.S. Navy vol

unteers who were confined together for eight to ten days, Altman and 

his colleagues found that the most compatible pairs were those whose mem

bers established clear territorial control over individual beds, chairs, 

and other parts of the room early in the experiment (Altman and Hay

thorn, 1967; Altman, Taylor & Wheeler, 1971). Additionally, they found 

that the pairs that were territorial were also more successful in or

ganizing their daily activities, resisting stress, and in performing 

various tasks. 

Spaces within the hospital have been described as staff spaces, 

patient spaces and mutual spaces (C1e1anq & Dingman, 1970). The nurse's 

space included the nurse's station, conference rooms and other areas 
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in which a significant portion of time is spent in performing a 

work-related role. Hallways and elevators are examples of mutual 

spaces. The patient's space is generally limited to his or her assigned 

room (Ronco, 1972). Patients tend to describe the doorway to their as

signed rooms as the boundaries of their territory. In semi-private 

rooms patient's territories may even shrink to that of bed space. The 

patient's room is also thought of as the nurse's territory (Gerber & 

Jewsbury, 1984). In reality, much of the patient's rightful territory 

becomes mutual or shared space (Ronco, 1972). The general nature of the 

hospital as semi-public territory and the patient's room as shared space, 

then, was the first construct considered in this theoretical model. 

Centrality of Territory. Altman (1975, pp. 111-112) used the 

term centrality to refer to how important a territory is to a person or 

how close it is to one's everyday life in terms of pervasiveness and 

personal involvement. Centrality has to do with the meaning or cogni

tive significance of a particular space relative to the person as an 

interactive social being. Bakker and Bakker-Rabdau (1973), in their 

discussion of territorial importance, pointed out how each person rates 

the value of his or her territory in a different way; spaces which one 

individual defends with utmost vigor, another gives away with pleasure. 

The degree to which a person values a particular space or territory 

influences the way he or she exerts control (Altman, 1975) and responds 

to threatened or actual invasion of his or her territory (Bakker & 

Bakker-Rabdau, 1973). 
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The empirical validity of Altman's typology of human territories 

was assessed by Taylor and Stough (1978) who interviewed a matched sam

ple of eight urban and eight suburban subjects and then compared their 

perceptions of control over primary, secondary and public territories. 

Subjects were asked to rate 18 theoretical constructs chosen to repre

sent the concepts under study: centrality to daily life and time spent 

in the territories. By definition, a more central territory was one 

over which a person had more control; felt safer and had more privacy; 

felt comfortable or at ease; and the space was perceived as more use

ful. Based on multivariate analysis of variance, a significant main 

effect for type of territory was observed; primary territories were 

highest on centrality; secondary or semi-private territories were inter

mediate; and public territories were lowest. Subjects also spent the 

most time in primary territories and the least amount of time in public 

territories. The results confirmed the conceptual validity of primary, 

secondary and public territories as well as the theoretical importance 

of the dimensions of centrality and temporal duration. Based on their 

findings, they suggested that future research on territoriality include 

these two dimensions. 

Based on Taylor and Stough's (1978) work, it was assumed that 

patients who felt their hospital rooms contributed to their privacy, 

safety and being at ease and in control, among other things, would 

place more value on their hospital space and would view their rooms as 

more important. More valued and more important space, in turn, was 

thought to be reflective of centrality (Altman, 1975). According to 
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Altman (1975, p. 112), a person attempts to exert more control over a 

more central territory. Therefore, in this model of territorial control 

it was proposed that greater feelings of centrality of territory would 

impact positively on perceptions of territorial control. 

Temporal Duration. Temporal duration, the second dimension in 

Altman's typology, refers to the duration of occupancy or permanence of 

the territory (Altman, 1975). The more time one spends in a territory 

the more opportunity one has to personalize the space and establish a 

sense of ownership. Also, the more familiar the surroundings become 

and the more secure one becomes within a territory, the more easily 

control can be exerted. 

Edney (1972) tested the relationship between the "permanence" 

(past residence and anticipated future residence) of a person's occu

pancyof a primary territory and territorial behavior among suburban 

homeowners in a non-experimental field survey. Fifteen homes defended 

with "no tresspassing" signs and fences were compared with 15 homes 

with no visible defensive displays. The results showed a significant 

relationship between property defense and the length of time a person 

had been a resident on his land; people who had occupied their terri

tories for a longer period of time exhibited more defensive behavior 

in an effort to exert control over their space. The mean length of 

past residence for all those surveyed was 17.42 years, a relatively 

long duration of occupancy. Edney's (1972) findings were congruent 
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with those of Altman and Hay thorn (1967) which suggested that 

territorial behavior increases as a person invests more time in a given 

place. Altman and Hay thorn (1967) studied U.S. Naval men in a natural 

semi-public territory during a la-day experiment. 

Based on the work of Altman and Hay thorn (1967) and Edney (1972), 

temporal duration, or the length of occupancy of the hospital room, was 

predicted to positively influence patient perceptions of territorial con

trol. That is, spending more time in a particular space was expected 

to lead to an enhanced sense of having control over the objects, activ

ities and social interactions as they occur within the patient's hospi

tal room. 

Wellness/Illness 

Wellness/illness refers to a range of health-related conditions 

which may alter the biopsychosocial functioning of the individual 

(Jahoda, 1958). As a continuum, there is a range of possible health

related conditions from wellness on one end to illness on the other 

end. Patients who are well need little or no assistance with daily 

activities; patients who are critically ill generally need much assis

tance. Disability refers to how impairment affects the person in re

gard to limitation of activities and functioning (Linn & Linn, 1982). 

However, it is clearly recognized that there are many personal and 

social factors not directly associated with an illness which also in

fluence the person's biopsychosocial functioning (Mechanic, 1978). 

Therefore, one's functional status, that is, the ability to perform 



activities of daily living unassisted, is more informati~e .than one's 

general health status. 

Assistance Needs. Functional ability, or the amount of assis

tance needed with activities of daily living (ADL), focuses on present 

behavior and specifies what the person actually does independently 

rather than what he or she would be able to do (Linn & Linn, 1982). 

Activities of daily living include the most basic everyday activities 

such as eating, toileting, bathing, dressing, walking and mobility. 
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There is a limited amount of research evidence available to 

support a prediction of the effects of assistance needs of perceived 

territorial control. For example, Oland (1978, p. 108) conjectures 

that deficits in mobility limit acquisition, exploration and manipula

tion of a territory. It can be logically deduced, however, that limit

ed acquisition, exploration and manipulation of a territory results in 

decreased feelings of control of one's space. 

In a descriptive study of territorial behavior among 56 nursing 

home residents, Johnson (1978) investigated the association between 

territorial behavior and independent mobility. Residents who needed 

more assistance in moving from one place to another were considered to 

have restricted territorial ranges. Residents with restricted terri

torial ranges spent more time in the same immediate environment. 

Johnson (1978) suggested that the additional time spent in the resi

dent's proximal environment would probably make them quite possessive 

toward their specific territory and that they would likely experience 



anxiety with territorial intrusion. As far as this investigator could 

determine, the time and possessiveness relationship remains untested. 
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Although Chang (1978a,b, 1979) did not specifically address the 

ADL-territoria1 control relationship of concern in this study, her in

vestigation of situational control and morale among institutionalized 

older persons lent support to the link between independence in ADL and 

feelings of control. Chang (1978a, p. 318) defined situational con

trol as the perception held by an individual that either he, or others, 

determined the use of his time, space and resources (assistance) in 

eight activities of daily living. Using semi-structured interviews, 

Chang (1978a, 1979) ascertained the source of control, that is, "inter

nal" or "external," over daily activities from the perspective of the 

older person. The questions asked included queries of who determined 

whether the activity would take place and the time, setting, and amount 

of assistance needed. Sixteen residents (53 percent) perceived them

selves in control of decisions regarding their activities while 14 

(47 percent) perceived most decisions were made by others. Among the 

30 elderly subjects participating in Chang's (1979) study, situational 

control of daily activities emerged as the strongest contributor to 

morale. 

Based on Chang's (1978a,b, 1979) study of situational control 

which focused on control over daily activities and on Oland's (1978) 

suggestion that deficits in mobility limit acquisition, exploration 

and manipulation of a territory, it was proposed that an increased 
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need for assistance with activities of daily living would likely produce 

decreased perceptions of territorial control. 

Internal-External Locus of Control 

Social learning theory, according to Rotter (1954, 1966), is 

a theory of personality which integrates individual belief systems and 

situational determinants, and which emphasizes that behavior is in

fluenced by the person's expectancies about oneself in relation to one's 

world. Each time a person's behavior is followed by the expected out

come, the individual's belief that the outcome is related to his or 

her behavior is increased; that is, the individual's expectancy that 

the reinforcement is related to his or her behavior is strengthened 

(Rotter, 1966, p. 1). Reinforcements not related to the individual's 

efforts result in the expectancy that reinforcements are not contingent 

upon one's own behavior, but from an outside, external source (Rotter, 

1961, p. 1). Additionally, the potential for a behavior to occur is a 

function not only of the individual's expectancy that the behavior will 

lead to a particular reinforcement, but is also a function of the in

dividual's value of that reinforcement and the social-psychological 

nature of the situation at that point in time (Rotter, 1975, p. 57). 

Rotter (1966) specified two kinds of expectancies: specific 

and generalized. "Expectancies in each situation are determined not 

only by specific experiences in that situation but also, to some vary

ing extent, by experiences in other situations that the individual 

perceives as similar" (Rotter, 1975, p. 57). Specific expectancies 
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for reinforcement, or a class of reinforcements, occur when one is in 

a familiar and predictable -situation or which is perceived as having 

some similarity to the present situation. The more similar the situa

tions, the more specific are the expectations; the more dissimilar the 

situations, the more general are the expectations. For example, pa

tients who have had little or no previous hospital experience behave 

according to expectancies which are gleaned from other experiences 

viewed as similar or from vicarious experiences; patients who have had 

extensive or recent hospital experience have had an opportunity to learn 

how to behave in the hospital and their expectancies for reinforcement 

are more specific. Generalized expectancy for reinforcement goes up 

as the situation is more novel or ambiguous and goes down as the in

dividual's experience in that situation increases. Generalized expec

tancies accumulate with life experiences and become important influences 

of behavior in everyday life as one frequently faces new and different 

situations. 

Rotter (1966) identified an "internal-external locus of con

trol" phenomenon to reference the degree to which an individual per

ceived that the events that happen to him or her are due to one's own 

behavior or to powers beyond one's personal control. A history of re

inforcements leads to either the general expectancy that rewards 

(reinforcements) are contingent upon resources internal to the person 

or to the general expectancy that rewards are related to external 

things such as chance, luck, fate, or powerful others. Locus of 

control, then, refers to a general expectancy for outcomes which 



result from one's behavior. Over time, some individuals become more 

internally oriented and others become more externally-oriented. 
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Rotter (1966) originally conceptualized the "external" locus of 

control as included luck, chance, fate ~ powerful others. Levenson 

(1972) questioned the wisdom of categorizing all these factors as ex

ternal since the concept of powerful others involves social activity. 

Levenson (1974) discussed the multi-dimensionality of the internal

external (I-E) control conc-ept and demonstrated the validity and use

fulness of a tripartite division. The three dimensions identified by 

Levenson included a belief in chance (C) as separate from expectancy of 

control by powerful others (P), and perceived mastery over one's per

sonal life (I). The rationale underlying the separation of chance 

expectancies from a powerful others orientation, according to Levenson 

(1974), stems from the reasoning that people who believe the world is 

unordered (chance) would think and behave differently from those who 

believe the world is ordered but that powerful others are in control. 

A potential for control exists in an ordered world. In this model of 

territorial control the effects of each of Levenson's three dimensions 

of I-E locus of control perceptions were predicted as follows. 

Internal Locus of Control. Responses of internally-oriented 

persons appear to be determined by the degree to which they can exert 

control and take responsibility for some of their own behavior 

(Strickland, 1977). Johnson, Leventhal and Dabbs (1971) reported 

that among 62 female patients who had undergone abdominal surgery, 



internally-oriented women were more able to influence their 

post-operative care than externally-oriented women. 
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Rotter (1966, p. 19) suggests that perhaps the most important 

kind of data to assess construct validity of I-E control dimension in

volves the attempts of people to better their life conditions, that is, 

to control their environment in important life situations. Rotter 

(1966) suggests that the I-E construct is a psychological equivalent 

of the sociological concept of alienation, in the sense of powerless

ness. Seeman and Evans (1962), in a study of alienation, investigated 

the behavior of 43 matched pairs of patients in a tuberculosis hospital 

by measuring how much patients knew about their own condition and how 

much they questioned doctors and nurses about their medical condition. 

Seeman and Evans (1962) found that internally-oriented persons knew 

more about their own condition and questioned the doctors and nurses 

more. These findings suggested that internally-oriented patients 

actively sought control of what was happening to them through the 

acquisition of relevant information. 

Based on the studies cited above, it was hypothesized in this 

theoretical model that given increased generalized expectancies that 

rewards are contingent upon internal resources, perceptions of terri

torial control would likely be produced. That is, internal orienta

tions among hospitalized persons would lead to greater amounts of per

ceived territorial control. 
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Powerful Others Locus of Control. In general, externally-oriented 

persons tend to lose their sense of control and to succumb to pressure 

from others, particularly when the outside source is seen as prestigious 

or as an "expert" (Strickland, 1977, p. 732). The powerful others con

cept originated in the study of sociopolitical activism among college 

students in this country during the late 1960's and early 1970's 

(Levenson, 1972; Levenson & Miller, 1976). Considering the social na

ture of the general hospital in which the less powerful patients is 

surrounded by more powerful staff members, it seemed appropriate to 

include the powerful others locus control concept in this causal model. 

In the past the powerful others concept has been studied in 

relation to the I-E construct and not as a separate entity. Therefore, 

the prediction that increased expectancies that rewards are contingent 

upon powerful others would likely produce decreased perceptions of 

territorial control was based on the same research cited above (John

son, et al., 1971; Seeman & Evans, 1962). However, the sign of the 

causal effect was changed from positive to negative to reflect the dif

ference between the internal and external orientations. 

Chance Locus of Control. Much of the earlier research on 

internal-external locus of control was conducted prior to Levenson's 

(1972, 1974) specification of the chance dimension of external locus 

of control. Therefore, there was a limited empirical base on which to 

ground the prediction of the impact of a chance orientation on terri

torial control. 



Lacking a solid empirical base, a case was still made 

conceptually for predicting that a chance orientation negatively in

fluences perceptions of territorial control among hospitalized pa

tients. Chance-oriented persons who believe that events that happen 

to them are the result of luck, fate or chance would most likely be

lieve that rewards and reinforcements are not influenced by anyone's 

behavior, including their own (Levenson, 1974). 

Earlier research suggests that powerful others and chance 

orientations are moderately correlated: Levenson found a correlation 

of r = .54 (Levenson, 1973, p. 400) and r = .59 (Levenson, 1974, 
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p. 379); Hall, Mroz & Braunwald, (1983) found a correlation of r = .34. 

Therefore, it was expected that powerful others and chance orientations 

would also be correlated in this study. 

The final proposition in Stage I, then, was that increased 

generalized expectancies that rewards are contingent upon fate, luck 

or chance would likely produce decreased perceptions of territorial 

control. Again, this prediction was the opposite of the prediction 

for internally-oriented persons and was based on the same research 

cited earlier (Johnson, et al., 1971; Seeman & Evans, 1962). 

In summary, the exogenous conditions as specified in Stage I 

of this causal model of territorial control are illustrated in Figure L 

Arrows specify the predicted asymmetrical and directional relationships 

among the variables. Centrality of territory, temporal duration of 

territorial occupancy, and an internal locus of control orientation 

were expected to impact positively on perceived territorial control. 



Need for assistance, powerful others and chance locus of control 

orientations were expected to impact negatively on perceived terri

torial control. Additionally, it was expected that the correlations 

between conceptual indicators under the various theoretical constructs 

in the first stage of the model would be statistically insigificant 

with the exception of powerful others and chance, which were expected 

to be positively correlated. 

Stage II of the Model 

Territorial Control 
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Positive relationships between territoriality and feelings of 

control (Altman, 1975; Edney, 1972; Patterson, 1978; Proshansky, et al., 

1976), and between feelings of control and well-being (Langer & Rodin, 

1976; Schulz, 1976) have been documented. However, the strength of 

these relationships when people are ill and situated in the complex 

social environment of the hospital remains unclear. Therefore, it was 

postulated that perceived control of a territory would positively in

fluence psychosocial well-being in hospitalized persons. Perceived 

territorial control was defined here as the extent to which the pa

tient feels that he or she has freedom or choice in regulating or 

influencing the objects, activities, and social interactions within 

a particular segment of space identified as one's own. 

Control, as regulation, refers to the management of choices in 

such a way as to meet both short- and long-range personal goals and to 

balance self and societal concerns (Arnkoff & Mahoney, 1979). Control 
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as management over choices and action ultimately increases the 

probability of producing positive outcomes for the individual. Bakker 

and Bakker-Rabdau (1973) point out that management is an important as

pect of sharing a territory; sharing a territory demands that an in

dividual subordinate some aspects of his or her behavior to the dictates 

of the other person or group of persons. Sharing a territory also means 

shared responsibility for the management of the territory. Obviously 

the degree to which control as regulation or management is exerted will 

vary from person to person. Some patients will be more skillful than 

others; some will be more powerful than others; and some will 

exhibit more restraint than others. The definition of territorial con

trol, as used in this study, refers primarily to the freedom of choice 

patient's feel they have in co-managing what occurs in their territory, 

when it occurs, or how it occurs. 

Perceived Territorial Control. Earlier studies of individual 

control demonstrated that the stress-inducing effects of an aversive 

event were produced by experimenter's manipulations of experimental 

events without looking at the subject's belief or perception of con

trol. Recently there have been studies in which the researchers have 

manipulated the perception of control over a stressor where there 

actually was none (Geer, Davison & Gatchel, 1970). The results in

dicated that the perception of control, even when not veridical, 

significantly decreased autonomic arousal, as measured by electro

dermal skin conductance. An illusion of control is an expectancy of 



personal success in exerting control which is inappropriately higher 

than the objective probability would warrant (Langer, 1975). 
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In experimental laboratory studies of personal control over 

unpleasant and stressful noise, Glass and Singer (1972) were primarily 

concerned with perceived control--that is, the belief that control over 

aversive stimulation is possible even thought the individual does not 

actually exert control. It was found that exposure to uncontrollable 

noise produced feelings of helplessness whi~h interferred with later 

functioning. Also, the helpless group of human subjects experienced 

anxiety with their felt inability to do anything about the noise. By 

contrast, subjects in the perceived-control group did not develop 

feelings of helplessness and did not experience anxiety. 

Actual control, then, which mayor may not exist in laboratory 

experiments or in complex social situations, is probably of lesser im

portance than perceptions of control. Research suggests that it is the 

feeling of having control, or feeling free to exercise control, that 

is important in the continual human attempt to deal effectively with 

and to manipulate one's environment. 

Control and Well-Being. Exercising individual control appears 

to be a major way of meeting the challenges in the environment and de

creasing the negative emotional impact of a stressor. Greater feel

ings of control have been shown to enhance morale (Chang, 1978a), 

general well-being (Langer & Rodin, 1976; Pohl & Fuller, 1980; Schulz, 

1976), satisfaction (Liem, 1975), and performance (Glass & Singer, 
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1972; Per1muter & Monty, 1977) in a variety of settings. On the other 

hand, uncontrollable situations have been shown to lead to performance 

decrements (Glass & Singer, 1972; Seligman, 1975) and to negative emo

tional states. Psychological reactance (Brehm, 1966; Wortman & Brehm, 

1975), an initial response to the threatened loss of freedom and con

trol, is characterized by increased arousal and anxiety during the per

iod of time the person attempts to reexert control. When a situation 

remains uncontrollable in spite of attempts at mastery, a state of 

learned helplessness and depression occurs (Seligman, 1975; Wortman & 

Brehm, 1975). 

In the hospital situation, the patient is unlikely to desire or 

to expect complete control over the situation. For example, it may not 

be possible for patients to have much choice about what treatments they 

will have, but they can often decide when, where, and in what way the 

treatments will be done (Hayter, 1981). Perhaps the hospitalization 

experience would produce fewer negative emotional responses and more 

positive responses if the patient felt that he or she could exercise 

control over at least a part of the experience (Hayter, 1981). In

creased control of the patient's territory is one form of control that 

conceivably could be exercised by patients to enhance psychosocial 

well-being and adaptation. 



Stage III of the Model 

Psychosocial Well-Being 

The third stage of the model, the outcome state of adaptation, 

is the psychosocial well-being which results from the patient's sense 

of territorial control. Psychosocial well-being denotes a condition 

in which one is emotionally and socially adjusted and is living con

structively and in harmony with his or her physical and sociocultural 

environment (adapted from Murray & Zentner, 1975, pp. 171-179). Of the 

many possible indicators of psychosocial well-being, the two selected 

for inclusion in this theoretical model of territorial control were 

state anxiety and satisfaction with care. 

State Anxiety. State anxiety was selected as one indicator of 

psychosocial well-being because of its well-recognized relationship to 

stress (Spielberger, 1966, 1972), and hospitalization generally is a 

stress-inducing event. Also, higher levels of state anxiety may im

pede progression toward health and wellness and are of much clinical 

importance. Another reason was that situational or state anxiety may 

be diminished directly by independent nursing action. Independent 

nursing actions are nurturative, generative and protective behaviors 

which are within the boundary of professional nursing practice and in

dependent of other health care professionals (American Nurses' Associ

ation, 1980). 

Anxiety is a natural individual human response to threat which 

results in feelings of apprehension, tension, uneasiness or even a 
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vague sense of impending doom. May (1950) defined anxiety as 

apprehension cued off by a threat to some value which the individual 

holds essential to his existence as a personality. The values are 

unique to each individual--one person may value being loved by others 

while another may value financial security. Others amy value inde

pendence and freedom. Whatever the value, the actual or symbolic 

threat to that value creates the condition known as anxiety. 

Anxiety is an emotion which is usually unpleasant and occurs 

in degrees. As a spectrum disorder, small amounts of anxiety have 

survival value because anxiety motivates people to alter their own 

behavior or the events around them. Anxiety in its healthy form pro

vides the energy necessary to get on with life's tasks and a manage

able amount of anxiety may even be growth-producing. However, in its 

more intense forms it may create a variety of dysfunctional behaviors 

ranging from minor physical symptoms to major psychotic illness. 
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Currently two forms of anxiety can be distinguished conceptual

ly and operationally. The state-trait theory of anxiety (Spielberger, 

1966, 1972) specifies this distinction: state anxiety is a transitory 

state or condition of the organism which fluctuates over time and 

varies in intensity; trait anxiety is a stable and relatively per

manent personality characteristic which distinguishes between indiv

iduals in the way they perceive the world and experience certain 

emotional states. State anxiety (A-State) is characterized by con

sciously perceived feelings of apprehension and tension, often asso

ciated with physiological arousal. State anxiety is brought on by a 



situation that is perceived as stressful and over which the person 

feels an absense of control. It is seen in a crisis situation where 

one experiences powerlessness and inability to alter the situation. 
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It has been suggested that stress refers to variations in environmental 

conditions or circumstances that occur and that are characterized by 

some degree of objective danger; threat refers to the subjective ap

praisal of a situation as physically or psychologically frightening 

or dangerous; and state anxiety refers to the emotional reaction or 

response that is evoked in a person who perceived a particular situa

tion as personally dangerous or frightening, irrespective of the pres

ence or absence of a real or objective danger (Spielberger, Lushene & 

McAdoo, 1977). Because of the subjective nature of state anxiety, the 

individual's self-report of feelings and emotional reactions is con

sidered to be a valid approach to operationalizing the concept of the 

situational form of anxiety (Spielberger, Gorsuch & Lushene, 1970). 

Earlier studies of territoriality and personal control served 

as the basis for the prediction that patients' feelings of territorial 

control would impact negatively on state anxiety, i.e., patients who 

perceive increased amounts of territorial control would exhibit lower 

levels of state anxiety. Stotland and Blumenthal (1964) observed that 

humans who were made to feel they were in control were generally less 

anxious that those who did not have this belief. Bowers (1968) and 

Geer, et al. (1970) found that diminished feelings of control induced 

stress and anxiety. Gatchel (1980), in a summary statement of the 
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research conducted in his laboratory during the past few years, states 

that there is little doubt that the cognitive factor of controllability 

plays a significant role in the anxiety-reduction process. Bakker and 

Bakker-Rabdau (1973) have stated, based on a synthesis of the empirical 

work of others, that anxiety occurs when an individual finds himself in 

a situation in which he or she wants or needs to act, anticipates un

pleasant consequences if he does not, but has insufficient experience, 

information, or knowledge to behave in a way that will give him con

trol. Territorial control, as a form of mastery over an anxiety

producing situation, may serve as an antidote to state anxiety. 

A11ekian (1973) tested the hypothesis that hospitalized pa

tients would experience anxiety when intrusion of territorial space 

occurred. Seventy-six patients in four metropolitan hospitals were 

found to have feelings of anxiety when they perceived that their ter

ritory was intruded upon. Johnson (1979) and Bauer (1980) studied 

intrusion of territorial space in institutionalized elderly persons 

in the nursing horne setting. Johnson (1979) found that the majority 

of subjects expressed anxiety toward territorial intrusion, with fe

male residents having significantly higher anxiety toward intrusion 

than male residents. Bauer (1980), too, reported that elderly persons 

living in nursing homes experienced anxiety associated with territorial 

intrusion. If intrusion of one's territory implies a loss of terri

torial control, then these studies lend empirical support for the pre

dicted relationship between territorial control and anxiety. 



Hinshaw and Schepp (1983) investigated the effects of hospital 

nursing staff intrusion into the territorial space of sixty subjects 

using a mathematical correlational design and a magnitude estimation 

instrument technique. The results suggest that intrusive activities 

which are not expected and over which the client has less perceived 

control produce higher levels of anxiety. 

In summary, anxiety was chosen as an indicator of patient 

psychosocial well-being because of its theoretical relationship to 

both stress and territorial control. State anxiety was selected as 

a particular form of anxiety due to the situational nature of the 

problem under study. Finally, studies in the areas of both terri

toriality and the psychology of control were cited as the basis for 

the prediction that perceived territorial control would lead to de

creased state anxiety in hospitalized patients. 

Satisfaction with Care. Satisfaction with care was chosen as 

the second indicator of psychosocial well-being because measures of 

consumer satisfaction reflect the extent to which the care given and 

received gratifies the wants, wishes and desires of clients for ser

vice (Lebow, 1982, p. 244).. Satisfaction, as an attitude, emotional 

response or outcome, involves positive and negative evaluations based 

on individual cognitions and expectations. Balance and consistency 

among cognitive elements such as expectations and evaluations tend to 

be tension-reducing and imply psychological comfort and well-being 
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(Fox & Storms, 1981, p. 558). Dissatisfaction, on the other hand, may 

produce anger, hostility and related negative emotional states. 

Consumer satisfaction with nursing care in hospitals is of 

particular interest since the patient is cared for primarily by the 

members of the nursing staff who occupy the most proximal position to 

the patient and are present in the situation the greatest amount of 

time. Earlier studies suggest patients hold rather clear expectations 

for the nursing care delivered in hospitals. Competency in technical 

skills is consistently cited as being valued by patients (Hinshaw & 

Oakes, 1977; Holliday, 1961; Tag1iocozzo, 1965; White, 1972). For 

example, physical care given the patient and expertise in implementing 

the physician's plan of care are considered to be important functions 

of the nursing staff. White (1972) found the importance of personal 

hygiene and physical comfort, including environmental factors, among 

hospitalized patients was underestimated by the nurses in that study. 

White interpreted these findings as implying that patient satisfaction 

with nursing care may increase if nurses 1) give higher priority to 

physical comfort and environmental factors, and 2) assess more care

fully each patient's need for assistance. Rather than attempting to 

do more for the patient relative to this finding, perhaps a different 

approach of utilizing increased patient regulation of these activities 

of daily life, which occur within the patient's assigned territory, 

would be more productive of patient satisfaction. This latter 

interpretation was based on Liem's(1975) finding .that greater 
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feelings of control enhanced satisfaction. In an experimental study 

of 171 male and female undergraduate psychology students, the experi

mental group was given some decision-making power in the selection of 

recitation sections and teaching methods; the control group had no 

choice. Based on the findings of that study, Liem (1975) suggested 

that decision-making power in salient areas may, of itself, constitute 

a valuable experience independent of the opportunity it permits to 

select preferred alternatives. 
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White (1972) also found that patients placed highest priority 

for importance on the nursing activities that implement the physicians' 

plan of care. This was no surprise since it was recognized that "pa

tients come to the hospital to be under the care of a physician whom 

they expect to prescribe treatment and effect a cure, if possible" 

(White, 1972, p. 12). However, during the past ten years there has 

been a trend toward increased participation by patients in their plan 

of care. In an experimental study of satisfaction with care among 268 

elderly women in an ambulatory care setting, Chang and Uman (1983) 

found that consumers were able to detect differences in technical qua

lity and that consumer satisfaction could be increased if nurses allow

ed patients to participate in decision-making regarding their care. 

While patients may not wish to become directly involved in the physi

cian's plan of medical care, which includes prescribed medicines and 

treatments, they may benefit from regulating some aspects of their 

nursing care. For example, the patient might help to determine, 



whenever possible, the time or way in which a medicine is given or a 

treatment is done. Limited decision-making is more likely to produce 

satisfaction than having no choice at all. 
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Previous studies cite te,aching and informati:on-giving as an 

important function of the nursing staff (Holliday, 1961; Tagliocozzo, 

1965). Nurses must also obtain information from the patient in order 

to perform the nursing role. There is a give-and-take flow of inform

ation between the patient and the nurse. It is well-recognized that 

information gain and knowledge, as well as the withholding of informa

tion, are sources of power. Therefore, the patient will likely experi

ence satisfaction if he or she meets personal expectations for either 

obtaining or withholding information. 

Finally, trust is expected to influence patient satisfaction 

with care. Trust is important when sharing space, as it occurs among 

hospitalized patients and members of the nursing staff. "Trust refers 

to a state of affairs in which a person believes that the other will 

respect and, if needed, protect his territorial integrity" (Bakker & 

Bakker-Rabdau, 1973, p. 88). Hospital personnel frequently open or 

close doors and raise or lower window shades in patients' rooms based 

on the staff member's interpretation of the patient's need or pref

erence rather than on information obtained directly from the patient. 

A1lekian (1973) reported that patients seemed to react with annoyance 

when they perceived behavior by hospital staff members to be inconsis

tent with their own best interests, comfort and well-being. 
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Both patients and nurses are confronted with the need to 

establish control over what seems like an appropriate amount of the 

shared territory. But at the same time both occupants will have to 

respect each other's integrity if a relationship of trust is to survive 

(Bakker & Bakker-Rabdau, 1973, p. 84). Although the relationship be

tween territorial control and trust has not been empirically validated, 

it appears likely that having no control of the space would lead to 

distrust and dissatisfaction among patients. 

In summary, earlier studies indicate that patients hold clear 

expectations for nursing care including competency in technical skills, 

physical comfort and environmental factors, implementation of the phy

sician's plan of care, acquisition of information, and trust. Satis

faction also results from positive patient evaluations of the care they 

receive relative to the expectations they have of caregivers. 

Summary of Propositional Statements 

A theoretical model, as a set of interrelated propositions, 

specifies a relationship between each independent variable and a de

pendent variable. The purpose of this theoretical model was to provide 

a plausible summary of what is known about territorial control among 

hospitalized persons. Table 1 contains the verbal statements that 

summarize the relationships illustrated earlier in Figure 1. 

The stated linkages between the independent and dependent 

variables are probabilistic in nature. Probabilistic statements mean 

that the event may occur some of the time or most of the time, but not 



Table 1. Propositions in the Theoretical Model of Perceived 
Territorial Control 

Propositions 

1. Increased perceptions of territorial control will likely produce 
decreased amounts of state anxiety. 

2. Increased perceptions of territorial control will likely produce 
increased amounts of satisfaction with care. 

3. Greater feelings of centrality of territory will likely produce 
increased perceptions of territorial control. 
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4. Longer occupancy of a territory will likely produce increased per
ceptions of territorial control. 

5. Increased need for assistance with activities of daily living 
will likely produce decreased perceptions of territorial 
control. 

6. Increased generalized expectancies that rewards are contingent 
upon internal resources will likely produce increased perceptions 
of territorial control. 

7. Increased generalized expectancies that rewards are contingent 
upon powerful others will likely produce decreased perceptions of 
territorial control. 

8. Increased generalized expectancies that rewards are contingent 
upon fate, luck or chance will likely produce decreased perceptions 
of territorial control. 
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all of the time. The propositions are unidirectional, are specified as 

positive or negative relationships, and are based on earlier statistical 

data. 

This model was intended to be a starting point in the explana-

tion of territorial control as a mediating variable and adaptive 

response mechanism among patients experiencing the stress of hospitali-

zation. Other arrangements of the variable are possible. Therefore, 

the model estimated in this study was tentative and was considered to 

be a model in the process of being developed. 

Theoretical Assumptions Underlying 
the Model 

The relational statements in this model of territorial control 

were causal in nature. The basic conditions of causality included: 

1) covariation of the variables under study, 2) temporal ordering of 

the "causal" or independent variable, and 3) inclusion of all causal 

factors in the system (Asher, 1976). It was assumed that individual 

subject differences would result in covariation of the variables and 

that staging, or temporal ordering, of the variables would reflect a 

complete and correctly interpreted theoretical base. The third condi-

tion frequently presents some difficulties in causal modeling since 

there may be a very large number of causal factors affecting the out-

corne or dependent variables in varying degrees. The goal in causal 

modeling is to select those independent variables which have the most 

explanatory power and to close the model when the effects of con-

founding variables are minimal (Asher, 1976; Blalock, 1969). It was 
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assumed that the independent variables specified in the model of 

perceived territorial control were the most useful and most parsimonous 

selection of variables possible. Additionally, the proposed relation

ships were assumed to be linear rather than non-linear, additive rather 

than multiplicative, and recursive (unidirectional) rather than non

recursive. 

Summary 

The general theoretical perspective of this study is that of 

adaptation. A three-stage, multivariate theoretical model of terri

torial control, the focal concept, was proposed. It was postulated 

that perceived control of a territory was a mediating factor and a 

specific mechanism by which the condition of psychosocial well-being 

was produced in hospitalized persons. 

Perceived territorial control was defined as the extent to 

which the person feels that he or she has freedom or choice in regu

lating, directing, or influencing the objects, activities and social 

interactions within a particular segment of space identified as one's 

own. Territorial control was believed to be an outcome of effective 

sociospatial behavior, the actions taken by an individual for the pur

pose of achieving or asserting control over a segment of space, or 

territory. Perceived territorial control, in turn, was expected to 

enhance subjective well-being. 



The theoretical model of territorial control was presented in 

both graphic and linguistic form. The literature was reviewed rela

tive to the theoretical framework. The propositions and the causal 

assumptions underlying the theoretical model were identified. 
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CHAPTER 3 

METHODOLOGY 

Altman (1975, p. 128) suggests that territorial behavior 

should be studied in naturalistic settings because: 1) by definition, 

territories include areas and objects that exist only in real loca

tions which cannot be adequately simulated in the laboratory; 2) it 

takes time for many territories to develop, especially primary and 

secondary territories; and 3) people actually use territories as a 

part of their daily lives. Likewise, it has been suggested that con

trol is best studied in the complex situations where it occurs in real 

life. DeCharms (1979, p. 29) proposed that "we look for the beast in 

situ rather than try to produce it under artificial conditions." In a 

plea for better theory building, he emphasized the need to study con

trol in a practical context. "In order to build a useful network of 

concepts, we need to study a common everyday context where control is 

central and manifest in its complex relations" (DeCharms, 1979, p. 34). 

For these reasons, this field study was conducted in a natural 

hospital setting. At che same time, the methodological limitations 

inherent in field studies, especially the inability to manipulate in

dependent variables and the control of field noise (extraneous vari

ables), were recognized and were dealt with through both research 

design and statistical control techniques. 
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Research Design 

A cross-sectional, causal modeling design was used to 

investigate the effects of perceived territorial control on patients' 

state anxiety and satisfaction with care. As a nonexperimental, cor

relational method, causal modeling attempts to resolve questions about 

possible causes; that is, providing explanations of phenomena or ef

fects as the result of previous phenomena or causes (Asher, 1976; 

Blalock, 1964). The three-staged, multivariate causal model concep

tualized for this study (Figure 1) was estimated and the goodness-of

fit of the model to sample data was determined statistically. If a 

model does not fit the data, the model is thought to be false and is 

rejected. If the model cannot be rejected, it is thought to be a 

plausible representation of the causal structure underlying the data. 

The word "cause" is meant to provide no philosophical meaning beyond a 

shorthand designation for a hypothesized unobserved process (Bentler, 

1980, p. 420). Causal modeling is a useful technique for indirect 

testing of causality when experimentation with randomization of sub

jects is not feasible or manipulation of variables is not possible in 

real-world behavioral settings. 

Sample and Setting 

The purposive, nonprobability sample selected for this study 

consisted of 80 adults admitted to a 44-bed orthopedic care unit in a 

374-bed general community hospital in the southwestern United States. 

In theoretical model testing it is recommended that the sample 
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consist of 10 subjects per variable (Pedhazur, 1982); 80 subjects 

satisfied that recommendation in this study of eight variables per re

gression equation. Male and female subjects were studied in nearly 

equal proportions. Ages ranged from 18 to 79 years. All subjects 

were informed, non-paid volunteers. 

As a means of increasing sample homogeneity and limiting ex

traneous field noise, participants were selected according to the fol

lowing criteria: 1) patients' medical illnesses were not life

threatening and their physical and emotional conditions were relatively 

stable; 2) patients were mentally alert and oriented; 3) patients were 

hospitalized between 2 and 14 days and the anticipated discharge from 

the hospital was at least one day in the future; 4) patients were con

tinuously assigned to the same care unit since admission to the hos

pital; 5) patients had no previous in-patient hospital experience 

during the past year and not more than four hospitalizations during 

the past three years, including maternity care; 6) surgery was not 

anticipated; 7) patients were able to read and speak English at a 

sixth grade level; and 8) the patient had sufficient physical stamina 

and was willing to respond to 5 self-report questionnaires requiring 

approximately 60 self-paced minutes within a 24 to 36 hour period. 

Post-operative surgical patients were included if they met the above 

criteria for admission to the study. The subject's hospital admission 

status (emergency versus elective) was allowed to vary. The type of 

room (private versus semi-private) also varied; however, subjects 

occupying larger rooms (wards) with multiple occupants were excluded. 
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Measurement of the Variables 

Four concepts in the proposed causal model were operationa1ized 

through the use of existing instruments with known psychometric prop

erties: 1) assistance needs, 2) internal-external locus of control, 

3) state anxiety, and 4) satisfaction with nursing care; two variables 

were, by necessity, measured by instruments developed specifically for 

this investigation: 5) centrality of territory, and 6) perceived ter

ritorial control. Temporal duration was measured in days sin~e hospi

tal admission. Each of the variables under study, as shown in Figure 1, 

was.operationa1ized as shown in Figure 2. Attitudinal, self-report 

measures were the predominant construct-oriented measurement technique. 

The tests were selected, or developed, on the basis of the proposed 

theory about the concepts under study. A description of each instru

ment, and its reported psychometric properties, is presented sequen

tially, beginning with Stage I of the model. 

Centrality of Territory 

Centrality of territory was measured by use of the Index of 

Centrality of Patient Territory '(ICPT), a short, seven-item attitudinal 

scale related to subjective feelings about a particular assigned hos

pital room (Gerber,1983). Each independent item reflects the meaning 

of the territory in question relative to privacy, identity, security 

and freedom. The Index of Centrality of Patient Territory (ICPT) is 

presented in Appendix A. The construction and pretesting of the ICPT 

is described in Appendix B. 



Stage Concept 

I Centrality of Territory 

Temporal Duration 

Assistance Needs 

Internal-External Locus of Control 

II Perceived Territorial Control 

III State Anxiety 

Satisfaction with Nursing Care 

Instrumentation 

Index of Centrality of Patient Territory 
(Gerber, 1983) 

Calendar Days 

The Rapid Disability Rating Scale--2: Modified 
(Adapted from Linn & Linn, 1982) 

Internal, Powerful Others and Chance Locus of 
Control Scale 

(Levenson,1972; Leve~son & Miller, 1976) 

Index of Patient Territorial Control Perceptions 
(Gerber, 1983) 

State-Trait Anxiety Inventory, Form Xl 
(Speilberger et a1., 1970) 

The Patient Satisfaction Instrument 
(Risser,1975; Hinshaw & Atwood, 1982) 

Figure 2. Instrumentation for the Study of Perceived Territorial Control among 
Hospitalized Adults 

lJl 
o 
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The rCPT used a visual analogue scaling format which required 

the subject to respond to a series of quantitatively-oriented questions 

of "How much ••• ?" The subject rated his or her feelings by marking 

anywhere on the 98 mm horizontal line between scale anchors of "Not at 

all" to "Most possible." This technique was adapted from clinical 

rating scales of anxiety (Lader & Marks, 1971) and pain intensity 

scales (Ohnhaus, & Adler, 1975). The unidimensional, nonweighted, 

multi-item scale provided at least ordinal data. The subject's score, 

or the degree of centrality, was a summative, linear composite; that 

is, the higher the score the more central the territory. The data 

range for the total scale is from 0 to 686; the range is from 0 to 98 

for each item. 

According to Nunnally (1978, p. 592) content validity is a 

major issue if one is interested in measuring verbalized attitudes. 

The content of this instrument flowed from the theoretical concept of 

centrality of territory (Altman, 1975) and earlier empirical testing 

of the concept (Taylor & Stough, 1978). The rCPT items were derived 

primarily from the results of Taylor and Stough's (1978) study of ter

ritorial cognition of private, secondary, and public territories. 

Content validation procedures for the rCPT are described in Appendix B. 

Estimation of criterion validity was not attempted because there were 

no relevant criterion measures known to this investigator. Construct 

validity was assessed through the use of the scale in this study of 

territorial control and will be reported with the analysis of data. 



Pretest reliability, based on a pilot test of the lCPT on 

20 subjects who were similar to the subjects in this study, demon

strated the potential usefulness of the scale and resulted in minor 

scale revisions. Cronbach's (1951) standardized alpha was estimated 

to be .86. 

Temporal Duration 
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Temporal duration refers to the length of time the subject has 

been in the hospital. Time was recorded by the investigator in calen

dar days from time of hospital admission to time of admission to the 

study. 

Assistance Needs 

Linn and Linn's (1982) revised Rapid Disability Rating Sca1e-2 

(RDRS-2), an observational tool, was modified to measure need for as

sistance with activities of daily living. The original Rapid Disabil

ity Rating Scale (RDRS), as described in 1967 (Linn, 1967), was used 

to assess disability among the elderly. The revised form, the RDRS-2, 

better reflects present behavior and what the person actually does, as 

opposed to what might be expected; includes behaviors related to mobil

ity, toi1eting and adaptive tasks; eliminates sex biases; and includes 

global items relating to special problems such as mental confusion and 

depression. Items on the RDRS-2 are scored for 1 = none to 4 = severe 

disability; the scale range is from 18 (no disability) to 72 (severe 

disability). Linn and Linn( 1982) found that the average score was 

"about 32" for hospitalized elderly patients. 



Linn and Linn (1982) assessed the reliability of the RDRS-2 

using intraclass correlations between the findings of two nurses who 

independently rated the same 100 patients. Correlations ranged from 
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r = 0.62 to r = .98. The global measures of depression (r = .62), men

tal confusion (r = .68), and uncooperativeness (r = .70) were the 

least reliably assessed. The intraclass correlations were highest for 

sight (r = .98), walking (r = .98), hearing (r = .96), eating (r = .93) 

and communication ( r = .93). All these higher correlations were 

statistically significant. Test-retest reliability for 50 of the same 

patients, within a three-day period, ranged from r = .58 to r = .96 

between the first and second ratings using Pearson product-moment 

correlations. 

Factor analysis of the RDRS-2 resulted in a three-factor struc

ture: the first and largest factor appeared to measure a pure ADL 

dimension; the second factor appeared to be a disability dimension, 

especially as related to sensory disability;· the third factor grouped 

the three global psychological items (Linn & Linn, 1982). While these 

factors seem consistent with what one might expect, they should be 

viewed somewhat cautiously since the data base for this analysis was 

120 hospitalized patients, a relatively small number of subjects for 

an l8-item scale (Zeller & Carmines, 1980). The testing of the in

strument on hospitalized patients, as well as the higher reliabilities 

among items related to ADL, lent support to the adaptation of this 

scale for use in this proposed study. 
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The RDRS-2, as modified for this study, is presented in 

Appendix A. Modifications were based on the following theoretical and 

methodological rationale. Only those items pertaining to activities 

of daily living were included in the scale since the subject's ability 

to perform ADL were of theoretical importance. Methodologically, par

ticipation in the study required the person to see, write, and think-

requirements which would reduce the variability to zero on a number of 

items on the RDRS-2 and, thus, limit the research utility of those 

items. Also, the items on the RDRS-2 related to special or global 

problems (depression and mental confusion), while of much clinical 

significance, are of questionable use in research based on the re

ported reliability and validity estimates. Therefore, the RDRS-2, as 

modified for this study, simply consisted of seven of the eight items 

related to ADL. The RDRS-2 item on dressing was eliminated because 

patient role norms discourage dressing in anything other than bed 

clothes; thus, among hospitalized patients, dressing does not appear 

to be a conceptually valid indicator of assistance needs. 

The final adaptation of the RDRS-2 for use in this study was 

clarification and verbal expansion of the behavioral descriptors to 

reflect hospital care and to increase the clarity of the response op

tions. In summary, the modified RDRS-2 scale was composed of seven 

activities to be rated on a four-point scale of assistance needs based 

on observation of the patient. The scale range is from 7 (no assis

tance needed) to 28 (total assistance needed). 
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Internal-External Locus of Control 

Levenson's (1972, p. 1974) three interna1-ex~erna1 locus of 

control scales, with several alterations, were used to determine the 

subject's internal (I), powerful others (P), and chance (C) orienta

tions in control beliefs. Levenson's (1974) I, C, and P scales each 

consist of eight items in a six-point Likert format (possible range of 

scores on each scale is 8 to 48); the total of 24 items are randomly 

ordered and presented to the subject as a unified attit~de scale. The 

scales are comprised of several items adapted from Rotter's (1966) I-E 

scale and a set of statements written specifically for the new three

part measure. The items attempt to measure the degree to which a sub

ject perceives the events in one's life as being a consequence of his 

or her own acts, under the control of powerful others, or determined 

by chance forces (Levenson & Miller, 1976). 

Levenson (1974) reports that item analyses with several pretest 

groups indicated that all of the items significantly distinguished be

tween high and low scorers for each of the Lhree scales. Correlations 

between the Mar1owe-Crowne Social Desirability Scale (Crowne & Marlowe, 

1964) and each of the items were all very near 0.00, the highest being 

only +0.19 (Levenson, 1974). Levenson further reports that item-to

total score correlations ranged between .38 and .77. Internal consis

tency estimates were moderately high: r = .64 for the I scale, .77 

for the P scale, and .78 for the C scale using Kuder-Richardson reli

abilities (coefficient alpha). Spearman-Brown split-half reliabi1ities 

were: r = .62 for the I scale, r = .66 for the P scale, and r = .64 
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for the C scale. Test-retest reliabilities for a one-week period 

were: r = .64 for the I scale, r = .74 for the P scale, and r = .78 

for the C scale. Two studies were conducted by Levenson (1974) to 

validate the separation of locus of control into I, P, and C dimension. 

Construct validity for internal-external locus of control was original

ly demonstrated by Rotter (1966). 

One change. made in the content of Levenson's I, C, and P scales 

(1974) for use in this study was the omission of one item from each 

scale (items #1, 8, and 16) which were statements related to leadership 

events. On face validity, these items were deemed inappropriate to 

the measurement of locus of control in hospitalized persons. All 

other alterations were changes in format. For example, the original 

item #5 was placed as the first item to avoid potentially unintended 

subjective reactions to the words "accidental happenings" in Levenson's 

first stimulus statement; it was thought that "When I make plans, I am 

almost certain to make them work" was less likely to produce reactiv

ity and initial response setting within hospitalized subjects. Also, 

the instructions were shortened to preven~ repetition of some intro

ductory remarks to the subject, considering the general instructions 

that were given to subjects relative to all questionnaires. Final-

ly, the response options were moved from the left side of the page, 

preceding the statements, to the right side, following the statements. 

The purpose of this change was to facilitate the ease of responding, 

especially in right-handed subjects. 
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The scale, as used in this study, is presented in Appendix A 

under the label of "Opinion of Events in Life." The title was changed 

to disguise the specific content of the index while still being able 

to distinguish it from other questionnaires when presenting it to sub

jects. In summary, Levenson's (1974) three I, C, and P scales, as 

adapted for this study, were comprised of seven items each in a six

point Likert. format. The 21 statements were ordered approximately the 

same as in the original scale. 

Perceived Territorial Control 

The Index of Patient Territorial Control Perceptions (IPTCP), 

a self-report instrument developed by this investigator (Gerber, 1983), 

was used to measure perceived territorial control in Stage II of the 

model. The IPTCP is presented in Appendix A. Each of the 30 items is 

related to subjective feelings about how much control the patient 

feels he or she has in regulating or influencing the objects, activ

ities, or social interactions which occur within his or her assigned 

hospital space. The scale is composed of four subscales: 1) social

izing and privacy, 2) activities of daily living, 3) care-related 

activities, and 4) physical environment. Subscale definitions and the 

identification of items in each subscale is presented in Appendix B, 

as is a more detailed discussion of the construction and pretesting 

of the scale. 

The IPTCP was developed as a multidimensional Likert-type 

scale which provided at least ordinal data. Response options for each 
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item varied from 1 = no perceived control to 7 = complete control. 

The subject rated his or her perceptions about the amount of control 

perceived by circling the "X" which best described his or her feelings. 

The subject's summated score was a linear indicator of territorial con

trol perceptions; that is, the higher the score the more territorial 

control the patient felt he or she had. All items were scored from 

low to high and were "positive" items. The possible data range was 

from 30 to 210. 

Content validity, as well as content relevancy and representa

tiveness, for the IPTCP is presented in Appendix B. Criterion valid

ity was not assessed because there were no relevant criterion measures 

known to this investigator. Construct validity was estimated through 

the use of predictive modeling, subscale factor analysis, and cluster 

analysis in this study. The outcomes of the psychometric evaluation 

of the IPTCP are discussed in the data analysis section. 

The IPTCP was pretested on 20 subjects similar to ~he subjects 

to be studied here. Internal consistency was assessed using Cronbach's 

(1951) alpha and an item analysis was conducted to determine the best 

items in each subscale. The standardized alpha was .93; subscale 

alphas ranged from .67 to .86. After eliminating several items, revis

ing several items, and re-working the physical environment subscale, 

the IPTCP was considered satisfactory for use in the study. 

State Anxiety 

Anxiety was measured by Form Xl of the State-Trait Anxiety 

Inventory (STAI-Xl), a "self-evaluation questionnaire" measuring a 



59 

transitory emotional state that is characterized by subjective, 

consciously perceived feelings of tension and apprehension which may 

vary in intensity and fluctuate over time (Speilberger et al., 1970). 

The inventory contains 20 statements to which subjects are asked to 

rate how they feel right now, that is, at this moment. Response op-

tions range from I = not at all (anxious) to 4 very much so. The 

possible summated score range was from 20 to 80. The subjects re

sponded to each STAI item by blackening the appropriate number to the 

right of the statement. Sample statements include: "I feel calm," 

"I feel upset," "I am jittery," and "I feel content." The inventory 

has no time limit; it takes approximately 8 to 10 minutes to complete 

the scale. 

The STAl Manual (Speilberger et al., 1970) reports the follow

ing psychometric properties for the A-State (Form Xl) index. The con

tent, concurrent and construct validity of the STAI compared favorably 

with other published tests of anxiety. The validity of the STAl rests 

upon the assumption that the respondent has a clear understanding of 

the "state" instructions which requires one to report feelings at this 

moment. Test-retest correlations for the A-State (Xl) scale at three 

varying time intervals were relatively low, ranging from .16 to .54, 

with a median r of only .23; however, given the transitory nature of 

state anxiety, a valid measure of A-State should change over time to 

reflect the influence of unique situational factors. Cronbach's (1951) 

alpha coefficients, as a measure of internal consistency, ranged from 

.83 to .92 for the A-State scale and were generally slightly higher 
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when given under conditions of psychological stress. Further evidence 

of the internal consistency of the STAI is provided by the item

remainder correlations; over half the item-remainder correlations on 

the A-State scale were .50 or higher and 18 of the 20 items had itern

remainder correlations of .30 or above. 

The STAI has been used extensively in research and clinical 

practice and is a sensitive indicator of changes in transitory anxiety. 

Normative data are available for general medical and surgical patients, 

males only. 

Satisfaction with Care 

The Patient Satisfaction Instrument (PSI), a self-report scale 

developed by Risser (1975) to measure patient satisfaction with nurses 

and nursing care in primary care settings, and revised by Hinshaw and 

Atwood (1982) for use with inpatient hospital subjects, was used to 

measure patients' satisfaction with care. The PSI is a 25-item, Likert

type summated rating scale comprised of three dimensions of patient 

satisfaction: technical-professional care, trusting relationships, and 

educational relationships. Response options are: strongly disagree 

= 1, disagree = 2, uncertain = 3, agree = 4, and strongly agree = 5. 

The composite score range is from 25 to 125. The Patient Satisfaction 

Instrument, presented in Appendix A, tends to concentrate on interper

sonal relationships and the conduct of the care provider. It appeared 

that the PSI was an appropriate outcome measure for this study since 
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human territoriality is a social psychological phenomenon which 

involves social in~eraction, trust, and information-sharing (education

al) behaviors between patients and nurses in the hospital situation. 

Stability of psychometric estimates for instrument reliability 

and validity over multiple studies has been demonstrated by Hinshaw and 

Atwood (1982). In addition to Risser's (1975) initial testing of the 

PSI, Hinshaw and Atwood (1982) reported results of a psychometric test

ing program which included four clinical studies of medical and surgi~ 

cal patients. Internal consistency estimates met established criteria 

and remained satisfactory across the various studies. Alpha coeffi

cients averaged .79 for the Technical-Professional subsca1e, .78 for 

the educational subsca1e, and .88 for the trusting subsca1e. Inter

item, item-subsca1e, and intersca1e correlations supported the alphas. 

Content validity was addressed in the developmental stages of 

the Patient Satisfaction Instrument (Risser, 1975). Construct validity 

was addressed b~r l-Iinshaw and Atwood (1982) who suggested that overall, 

the PSI has acceptable levels of validity and reliability. However, 

on the basis of their findings, Hinshaw and Atwood questioned the 

existence of one general scale of patient satisfaction, rather than 

three distinct subsca1es as originally suggested by Risser (1975). 

Correlates Outside the Causal Model 

The relationships between selected non-causal correlates and 

the dependent variables were considered. Corre1a~es refer to the prop

erties or characteristics of individuals which may have produced 
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variations in the dependent variables but the means by which they 

produced the variation are unknown; that is, the effect could not be 

substantiated in the current literature. The correlates were observed 

in order to check the comprehensiveness of the hypothesized model and 

to allow for secondary exploration of causal effects. 

The demographic and situational correlates under consideration 

in this study included age, gender, ethnicity, marital status, educa-

tion, type of room (private versus semi-private), prior hospital ex-

perience, diagnosis, admission status, occurrence of a surgical 

procedure during this hospitalization, and length of hospitalization. 

Age was the correlate of primary interest in this study. 

Age as a Correlate of Territorial 
Control 

Older people differ from younger people in significant ways. 

However, age, as the number of years lived, does not indicate what it 

is about these years that impacts on territorial control. For example, 

there are a variety of reasons why older people might exert degrees of 

territorial control: older people have been socialized into the health 

care system differently than younger people; older people may have had 

more opportunity to learn how hospitals function; and the physical and 

psychosocial resources of older people may be different. It is not age 

itself, then, that produces variations in territorial control but a 

multitude of other variables commonly associated with aging. 

Age is a clinically significant variable considering the large 

number of older persons who are admitted to general hospitals for 
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treatment and care. Also, since existing knowledge of the association 

between age and territorial control is somewhat limited and controver

sial, there is a need for additional description of this relationship. 

The importance of studying the relationship between age and territo

rial control is implied in earlier studies. 

For example, Johnson (1978) found that nursing horne residents 

above the age of 78, the median age in that study, exhibited more ter

ritorial behavior than residents below that age. Likewise, Gioella 

(1977), in a study of 100 well-elderly women, found a positive 

relationship between age and preferred personal space. Older women 

may need more space. 

Another characteristic of older patients appears to be the 

tendency to clutter the proximate environment with many small objects. 

DeLong (1970) suggests that the pattern of cluttering is very important 

in the organization of space for the elderly. 

Age did not appear to be an influential factor in Allekian's 

(1973) study of territorial intrusion and anxiety among hospitalized 

patients. The sample of 76 adults was divided into two groups: those 

over fifty years of age and those under fifty. There was no statis

tically significant difference between the two groups of patients. 

This, too, is an interesting finding. 

According to Brim (1974), there is a developmental sequence 

that characterizes one's belief in personal control. Brim dernonstrate~ 

by reviewing studies, that there is a gradual increase in the sense of 

perceived control through childhood and adulthood, up to about age 50. 



From then on, the sense of perceived control gradually declines. 

Although Brim was referring to personal control, the same might be 

applicable to territorial control. 
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Age, then, was a clinically significant variable and was 

studied in this investigation of territorial control--not as a causal 

variable, but as a correlate instead. The degree of concommitant 

variation between age and territorial control among hospitalized adults 

was described in hopes of gaining increased insight into the relation

ship between these variables. 

Data Collection Protocol 

Patients who met the criteria for admission to the study were 

identified from a population of subjects housed on the orthopedic care 

unit within a general hospital. All subjects who met the criteria 

were considered for admission to the study. All data were collected 

by the investigator. 

According to hospital policy, the patient's private physician 

was contacted and consent requested. After obtaining the physician's 

consent, the patient was approached by the principal investigator and 

informed of the purpose, the activities and time requirements, the 

benefits and risks, and the voluntary/confidential nature of the study. 

The subjects were informed of the study through verbal ineraction with 

the investigator and also through the use of a written description and 

disclaimer (see Appendix A). The disclaimer also served as the cover 



for the packet of questionnaires. If the patient chose to participate 

in the study, additional verbal instructions were given relative to 

completion and return of the questionnaires. 
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The five self-report questionnaires were administered to all 

subjects in random order as a means of randomly distributing the effects 

of external influences and of counteracting any bias from the order of 

the presentation of the questionnaires. Also, a manila envelope marked 

"confidential" and containing only the investigator's name and the name 

of the study was provided with each questionnaire. The investigator and 

subject planned for the time the data were to be picked up (within 24 to 

36 hours) by the investigator. 

Whenever possible the demographic and situational data were 

observed unobtrusively from the patient's hospital record (see Data 

Collection Form, Appendix A). By necessity, information related to 

the person's educational background and previous hospital experience 

was obtained through verbal interaction with the subject. 

The subject's assistance needs were measured by the investiga

tor at the time the questionnaires were presented to the subject. 

Assistance needs judgements were based on direct observation of the 

subject, on information charted in the individual's hospital record, 

and from information gained from verbal questions asked of hospital 

staff members, especially the nurses caring for the patient. 
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Data Analysis Plan 

A variety of statistical techniques were planned to analyze 

the data in this study. Measures of central tendancy and dispersion 

were used to describe the demographic and situational characteristics 

of the sample. The psychometric properties of the instruments were 

evaluated through the use of Cronbach's (1951) coefficient alpha, item 

analysis using the Pearson product-moment correlation coefficient, per-

cent agreement among independent raters, factor analysis and cluster 

analysis. Pearson product-moment correlation coefficients were used 

to assess bivariate relationships among the variables outside the model 

as well as inside. 

Correlational and multiple regression techniques were used to 

estimate the theoretical model and to generate a new empirical model. 

Tests for violations of the statistical and causal assumptions under-

lying the model included assessment of the size of the explained vari-

ances, psychometric evaluation of the instruments, correction for 

attenuation, examination of the correlation matrix for multicollinear-

ity among the independent variables in the regression equations, and 

graphic residual analysis. 

The decision rule for determining statistical significance was 

2 
p ~ .05 for all data, including the S's and R 's; p. > .05 and ~ .10 

2 
was considered to be a trend in the data, including the S's and R 'so 

The adjusted R2 statistic was used to analyze the data since it takes 

into account the number of independent variables in the regression 

equation and the number of cases (Nie et al., 1975). 
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The statistics were computed using the Statistical Package for 

the Social Sciences (SPSS) as developed by Nie et al. (1975) and SPSS 

Update (Hull & Nie, 1981). The BMDP-IM (Dixon, 1981) computer program 

was used to form clusters. 



CHAPTER 4 

DATA ANALYSIS AND RESULTS 

The data were analyzed to: 1) determine the demographic and 

situational characteristics of the sample, 2) evaluate the psychometric 

properties of the instruments used to measure the variables, 3) assess 

bivariate relationships among the demographic and situational charac-

teristics and the variables in the proposed model, 4) estimate the ef-

fects of the independent variables on patients' state anxiety and 

satisfaction with nursing care, the two dependent variables in the 

model, as well as to generate a new empirical model based on the avail-

able data and 5) test for violation of the assumptions that underlie 

multiple regression and causal modeling analysis techniques. 

Demographic and Situational Characteristics 
of the Sample 

All 80 subjects in the sample were orthopedic patients who were 

receiving care on one hospital unit. All subjects were admitted di-

rectly to the unit and were not transferred from any other unit. The 

demographic and situational characteristics observed in this study in-

cluded age, sex, ethnicity, marital status, education, type of room, 

previous hospital experience, medical diagnosis, admission status, 

occurrence of surgery, and length of hospitalization. 
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Age 

The age of the subjects ranged from 18 to 79, a span of 61 

years. The mean age of the sample was 47.09 years with a standard de

viation of 17.32 years. The median age was 45.5 years. The distribu

tion of the age of subjects by decades is shown in Table 2. 

The distribution of age was somewhat p1atykurtic and bimodal 

with fewer cases occurring in the middle decade of 40 to 49 years. 

Fifty percent of the subjects were between 30 and 59 years of age. 

Thirty percent were 60 years of age or older; only 20 percent were 29 

years of age or younger. 

Sex 

69 

The sample was comprised of 56 percent (n = 45 males) and 44 

percent (n = 35) females. The distribution of males and females by age 

in decades is also presented in Table 2. 

Males and females were represented in nearly equal proportions 

in all decades except the youngest decade. Males outnumbered females 

between the ages of 18 and 29. 

Ethnicity 

Thirty-four percent (n = 27) of the subjects were Hispanic and 

66 percent (n = 53) were Anglo-American accordi,ng to the hospital ad

mission record. Other ethnic backgrounds were represented too infre

quently to be included in the statistical analysis and were, therefore, 

not admitted to this study. The percent and frequency of ethnicity by 

age in decades is displayed in Table 3. 
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Table 2. Distribution of Subjects by Age and Sex (N = 80) 

Age, in Males Females Row 
Decades Only Only Total 

16% 4% 20% 
< 29 (13) (3) (16) 

30-39 11% 9% 20% 
(9) (7) (16) 

40-49 6% 4% 10% 
(5) (3) (8) 

50-59 10% 10% 20% 
(8) (8) (16) 

60-69 8% 11% 19% 
(6) (9) (15) 

70-79 5% 6% 11% 
(4) (5) (9) 

Column Total 56% 44% 100% 
(45) (35) (80) 
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Table 3. Distribution of Subjects by Age and Ethnicity (N - 80) 

Age, in Anglo- Row 
Decades Hispanic American Total 

<.29 7% 13% 20% 
(6) (10) (16) 

30-39 10% 10% 20% 
(8) (8) (16) 

40-49 4% 6% 10% 
(3) (5) (8) 

50-59 9% 11% 20% 
(7) (9) (16) 

60-69 3% 16~ 19% 
(2) (13) (15) 

70-79 1% 10% 11% 
(1) (8) (9) 

Column Total 34% 66% 100% 
(27) (53) (80) 



72 

Hispanics and Anglo-Americans were represented in nearly equal 

proportions in the younger decades. However, Anglo-Americans were more 

highly represented among subjects who were 60 years of age or older. 

This difference probably reflects the research methodology that re

quired subjects to read and speak English. 

The distribution of ethnicity and sex is shown in Table 4. 

Anglo-American males and females were represented in equal porportions. 

Among the Hispanic subjects, however, there were twice as many males. 

Marital Status 

Sixty percent (n = 48) of the sample were married, 27 percent 

(n = 22) were single or separated, 6 percent (n = 5) were divorced, 

and 6 percent (n = 5) were widowed. The data is summarized in Table 

Cl, Appendix C. 

Education 

The number of years of education ranged between six and 18. 

Overall the subjects were fairly well educated with a mean of 12.73 

years and a standard deviation of 2.86 years. The median number of 

years of education was 12.44; the mode (n = 18) was 12 years. Table 

C2 summarizes the educational background of subjects. 

Type of Room 

Fifteen percent (n = 12) of the subjects were located in 

private rooms; the remaining 85 percent (n = 68) were in semi-private 

rooms. Of the 85 percent of subjects in semi-private rooms, 50 percent 
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Table 4. Percent and Frequency of Ethnicity by Sex {N = 80) 

Sex Row 
Ethnicity Male Female Total 

Hispanic 23% 11% 34% 
(18) (9) (27) 

Anglo-American 33% 33% 66% 
(27) (26) (53) 

Column Total 56% 44% 100% 
(45) (35) (80) 

~.,1; .. : 



(n = 40) were assigned to beds on the window side of the room and 35 

percent (n = 28) were located on the hallway side of the room. The 

data are shown in Table.C3. 

Previous Hospital Experience 
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Based on the criteria for admission to the study, only subjects 

without recent (less than one year) in-patient experience in any hos

pital were included in the sample. Eleven percent (n = 9) of the sub

jects had no previous in-patient experience; 89 percent (n = 71) had 

been admitted for hospital care at least once during his or her life

time (see Table C4). The frequency of in-patient experience during the 

last three years varied between never and four times, the upper limit 

for admission to the study. Forty-one percent (n = 33) of the subjects 

had not been an in-patient during the past three years; 31 percent 

(n = 25) had been in once; 14 percent (n 11) had been in twice; six 

percent (n = 5) had been in three times; and seven percent (n = 6) had 

been in four times. In summary, the subjects had limited hospital ex

perience; 72 percent (n = 58) had been in the hospital only once or 

never during the past three years. The data are displayed in Table C5. 

Medical Diagnosis 

Among the orthopedic conditions, five percent (n = 4) had upper 

extremity and shoulder problems, 35 percent (n = 28) had back and neck 

problems, and 60 percent (n = 48) had lower extremity and hip problems 

(see Table C6). The small number of upper extremity and shoulder 

diagnoses reflected the research methodology. Patients with hand and 
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arm injuries were not able to respond to the paper-and-pencil 

questionnaires either because they were not ambidextrous or because 

their activity was restricted by bilateral bandages and therapeutic ap

pliances. Also, patients having upper extremity surgery were frequently 

discharged from the hospital 24 to 48 hours postoperatively--just about 

the time they would have felt well enough to participate. 

Hospital Admission Status 

Whether or not the patient's hospital admission was an "emer

gency" was determined by the presence or absence of an emergency room 

record on the patient's chart and whether or not the patient had time 

to pack his or her suitcase and make necessary personal arrangements. 

For thirty-six percent (n = 29) of the subjects the hospital admission 

was an unexpected or emergency event; for 64 percent (n = 51) it was an 

elective or planned admission (see Table C7). 

Surgical Experience 

Seventy-one percent (n = 57) of the subjects had undergone 

surgery during this hospitalization; 29 percent (n = 23) were treated 

with non-surgical interventions (see Table C8). 

Length of Hospitalization 

The number of days patients were in the hospital before par

ticipating in the study (temporal duration) varied between two and 12 

days; the mean was 4.20 days. The standard deviation of 2.49 days in

dicated there was considerable variation in temporal duration. 



Twenty-seven percent (n = 22) of the subjects were in two days; 24 

percent (n = 19) were in three days; 21 percent (n 17) were in four 

days; the remaining 26 percent (n = 22) were in five to 12 days before 

participating in the study. The data are displayed in Table C9. 
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The number of days between the time the questionnaires were 

answered and the patient was discharged from the hospital were recorded. 

The mean number of days to discharge was 3.36 days; the standard devi

ation was 2.35 days. Thirty percent (n = 24) were discharged one day 

after answering the questionnaires; 20 percent (n = 16) were discharged 

in two days; 11 percent (n = 9) in three days; 10 percent (n = 8) in 

four days; the remaining 28 percent en = 23) were in the hospital five 

days or longer (see Table ClO). 

The total length of hospitalization for subjects ranged from 

three to 19 days. The mean was 7.56 days; the standard deviation was 

3.44 days. In summary, the average subject in this study was in the 

hospital for approximately one week and responded to the questionnaires 

near the mid-point of his or her hospital experience. 

Response Rate 

One-hundred-ten patients were approached and invited to par

ticipate in the study. Of these 110 patients, there were 80 who pro

vided complete data sets~ a response rate of 72 percent. There were a 

variety of reasons for nonparticipation. Six percent (n = 7) clearly 

refused; the stated reasons included, "not feeling well" (n = 4), "too 

much bookwork" (n = 2), and "I don't like questionnaires" (n = 1). 
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The nine percent (n = 10) of the patients who were able and who 

indicated a willingness to participate but then failed to respond to 

any part of the questionnaire were identified as "passive refusals"; 

their reasons for not responding included: "just didn't get around to 

it," "too busy," "did not feel good later," and similar comments. Sev

eral patients completed parts of the questionnaire. Reasons given for 

partial completion included: increased pain and nausea, early and un

anticipated discharge from the hospital, "just changed my mind," and 

"some questions were too difficult" (specifically,the satisfaction and 

locus of control scales). The completed questionnaires of two subjects 

were eliminated by the investigator as it became apparent that the 

sample would need to be limited to Hispanic and Anglo-American subjects. 

One completed questionnaire was eliminated because later it became 

known that the subject had a history of carcinoma and there was a pos

sibility of life-threatening metastasis at this time. 

The amount of selection bias created by nonparticipation re

mains unknown. It was assumed, however, that the multiple reasons for 

nonparticipation minimized systematic error which might result if sub

jects did not participate for only one or two reasons. It was further 

assumed that generally the personal and situational characteristics of 

the participants and nonparticipants were similar. 

Psychometric Properties of the Instruments 

Regression analysis is generally robust in the presence of 

violations of the underlying statistical assumptions, except for 
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measurement errors and specification errors (Bohrnstedt & Carter, 

1971). Measurement errors in the dependent variable may increase the 

standard error of the estimate and weaken the test of statistical sig

nificance; however, measurement errors in the independent variables 

lead to underestimation of the regression coefficient (Pedhazur, 1982). 

In multiple regression analysis, measurement errors in the independent 

variables may lead to either an upward or downward bias in the estima

tion of the regression coefficient (Asher, 1976; Pedhazur, 1982). Re

liability and validity estimates, then, were very important consider

ations. 

Reliability and validity estimates were obtained on all instru

ments used in this study. Cronbach's (1951) coefficient alpha was used 

as a measure of internal consistency reliability. Coefficient alpha is 

the average of all split-half correlations (Zeller & Carmines, 1980). 

The criterion level for coefficient alpha was set at .70 or above for 

new scales and .80 or higher for mature scales (Nunnally, 1978). 

Item analysis, using the Pearson product-moment correlation 

coefficient, was performed on all scales and subscales. The criterion 

correlations used to assess relationships among items, subscales and 

total scales were those recommended by Hinshaw and Atwood (1981). The 

relationships and criteria are summarized in Table 5. 

Inter-item correlation coefficients were expected to range be

tween .30 and .70, which were high enough to index similar content yet 

low enough to avoid redundancy (Kerlinger, 1973). The criterion for 

item-total scale correlation was r = .40 or higher. An item was 
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Table 5. Item-Scale Relationships and Criterion Correlations 

Item-Scale Relationships Correlation Criteria 

Item-to-Item r = .30 to .70 

Item-to-Subscale r > .50 

Item-to-Total Scale r > .40 

Subscale-to-Subscale r = .40 to .65 

Subscale-to-Total Scale r = .55 to .80 
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expected to be more closely correlated with its designated subscale 

than with the total scale; scales having mUltiple subscales are more 

heterogeneous than subscales. The criterion for subscale-subscale cor

relations was r = .40 to .65; lower correlations were preferred since 

it was expected that the subscales were tapping difference dimensions 

of a concept. Subscale-total scale correlations were expected to range 

between r = .55 to .80; the higher, the better. 

The criterion for item stability was assessed by comparing the 

size of the item mean with the standard deviation of that item. Items 

in which the standard deviation was equal to or greater than one-half 

the mean were considered to be unstable (Hinshaw & Atwood, 1981). 

Missing data was a potential source of error since blanks may 

have been read by the computer as a zero, a condition which could have 

confounded the real data. Also, any case with missing data is omitted 

in the SPSS multiple regression program. Casewise, 36 of the 80 sub

jects had one to four pieces of data missing (missed items or double 

markings); three subjects left eight to 11 items blank. Item-wise, 

missing data was not a big problem in that of the 103 questionnaire re

sponses required of each subject, most of the items were lacking only 

one or two responses; ten items had three or four pieces of data miss

ing; one item had five missing responses (item 20 on the satisfaction 

scale); one item had seven missing responses (~tem lIon the locus of 

control scale). It was assumed that mean substitution for this small 

amount of missing data would not markedly affect the substantive out

comes of the study. Since there were no more than two blanks on any 
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scale or subscale for any subject, that person's scale or subscale mean 

was computed and substituted. Use of the subject's mean was based on 

the assumption that the individual differed from the group and that the 

computed score reflected that individual's view. 

Principal components analysis, a form of factor analysis, was 

used to estimate construct validity on all independent variables in 

the theoretical model. Since there were an insufficient number of sub-

jects to use the statistical technique confidently on the larger scales 

(Nunnally, 1978), factor analysis was performed on each of the sub-

scales in the Index of Patient Territorial Control Perceptions. The 

purpose of factor analysis is to determine the variance components of 

the total common factor variance (Kerlinger, 1973). A factor is a con-

struct, a hypothetical entity that is assumed to underlie measures. 

Factor loadings express the correlations between variables (in this 

case items) and identified factors. Since it was thought that the sub-

scales were unidimensional concepts, it was expected that all subscales 

would contain only one factor and all items in that subsca1e would 

load on that one factor. The criteria for construct validity included: 

1) a factor coefficient of ~ .50 and 2) a difference of at least > .20 

if an item loaded on more than one factor. 

Index of Centrality of Patient 
Territory (ICPT) 

Internal consistency reliability for the ICPT with this sample 

was estimated at a = .90 (ptandardized). The average item mean was 



61.79 on a scale of 0 (low) to 98 (high). The average item standard 

deviation was 29.44, slightly less than one-half the mean. 
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The reliability estimates for the ICPT are summarized in Table 

Dl, Appendix D. All seven items were intercorrelated within the cri

terion range of r = .30 to .70. That is, every item was correlated 

with every other item at a point high enough to show a relationship and 

low enough to avoid redundancy. The item-total scale correlations 

ranged from r = .63 to .84. An examination of the item means and 

standard deviations revealed that five of the seven items provided 

stable estimates; items D4 and #7 were less stable. 

The results of the factor analysis are presented in Table D2. 

Construct validity of the ICPT was strong with all seven items loading 

clearly on one factor; all factor coefficients met the criterion of 

.50 or higher. This one factor explained 61.70 percent of the variance 

underlying this theoretical construct. 

The visual analog scaling technique used in the lCPT required 

that the researcher measure and record the subject's markings--another 

potential source of error. To estimate this error, two raters indepen

dently measured and recorded markings for all seven items on a random 

sample of 20 of the 80 subjects in the study. The interrater agreement 

of 96 percent suggested that this scaling technique can be used by 

more than one person with considerable accuracy. Intra-rater reliabil

ity was also assessed. It was estimated that the investigator's 

accuracy for observing and recording the scale markings was 99 percent. 
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Assistance Needs Rating Scale (ANRS) 

Subjects' needs for assistance with activities of daily living 

were measured with the ANRS. After using the scale with approximately 

one-fourth of the sample it became apparent that there would be little 

or no variation in item #l--the item related to eating activity. Selec

tion of subjects for the study required that they be ·able to handle the 

paper-and-pencil questionnaire; those subjects who were capable of 

manipulating the questionnaire were also able to eat unassisted. There

fore, item #1 was deleted and all reliability and validity estimates 

were based on the remaining six items. 

Internal consistency of reliability was a = .90 (standardized) 

for use of the ANRS with this sample. The average item mean was 2.09 

on a scale of one to four; the average item standard deviation was 

0.86. The reliability estimates for the ANRS are presented in Table D3. 

Item-item correlational criteria were met at least one-half of the time 

for all six items. The item-total scale correlations ranged from .64 

to .85, all exceeding the criterion. All items provided stable measures 

except item #6--toileting activities--which approached instability. 

The ANRS was IIfactorally pure" (Kerlinger, 1973) with factor 

coefficients ranging between .65 and .89 and all loading on one factor. 

The ANRS accounted for 67.30 percent of the variance in assistance 

needs. The results of the factor analysis are shown in Table D4. 

Observer subjectivity is a source of error in the use of any 

rating scale. Percent agreement was used to assess the investigator's 

ability to use the instrument in a reliable manner. The nursing unit 
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director, a registered nurse, served as the second rater. After a brief 

training session on the use of the scale, the first pre-study check was 

done on ten patients randomly selected from all patients on the unit at 

that time. The percent agreement between raters was a disappointing 63 

percent; there were 44 exact agreements out of 70 judgments. Ninety-six 

percent agreement on summated scores for 10 subjects suggested that 

there was overall agreement on the assistance needs between the two ob

servers; the problem was one of agreement on the exact categorization 

of the amount of assistance needed. To facilitate categorization of the 

needs, several behavioral descriptors were reworded and the observers 

were retrained. A second pre-study check was done on another 10 pa

tients. This time there were 63 exact agreements out of 70 judgments; a 

90 percent agreement. There was a 99 percent agreement using the sum

mated scores. The investigator then pro ceded to use the ANRS in the 

study. A third check, at a mid-point approximately two-thirds of the 

way through data collection, resulted in 81 percent exact agreement on 

items and 97 percent agreement on summated rating scores. 

Internal-External Locus of Control Scales 

Levenson's (1974) tripartite measure of locus of control was 

analyzed as three separate scales: internal (INT) , powerful others 

(PO), and chance (CHAN). Summation of scores was deemed theoretically 

inappropriate. 

Internal Locus of Control. An initial test of reliability on 

the seven items in the INT scale resulted in a standardized alpha of 
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.50, which was undesirably low. The data for the initial reliability 

estimates are shown in Table D5. Very few of the item-item correlations 

met the criterion range of r = .30 to .70; only one of the seven items 

achieved the item-total scale criterion of > .40. It was obvious that 

there was a problem in the use of this scale with this sample. Factor 

analysis revealed a factorally complex scale (see Table D6). Four of 

the items clearly loaded on the first factor; the other three items 

loaded on the remaining two factors. Together the three factors ex

plained 62.90 percent of the variance. On the basis of the item analy

sis, low coefficient alpha, and the results of the factor analysis, it 

was decided to delete items #1, #4 and #7 from the INT scale. 

The reliability estimates for the modified INT scale are pre

sented in Table D7. The standardized alpha coefficient for the modified 

INT scale was a more acceptable .64. The average item mean was 5.02 

on a scale of one to six; the average item standard deviation was 1.25. 

The relatively high mean indicated a strong internal orientation among 

subjects in this study. With only four items in the scale, the item

item correlations were somewhat improved and two of the four items met 

the item-total scale criterion. The four items accounted for 29.40 

percent of the explained variance of the INT concept. 

Powerful Others Locus of Control. The internal consistency re

liability for the PO scale was estimated at a = .74 (standardized). 

Although the alpha coefficient for the PO scale was higher than that of 

the INT scale, the items appeared to be less stable indicators. The 
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average item mean was 2.39 on a scale of one to six; the average item 

standard deviation was 1.55--greater than one-half the mean. The item 

standard deviation exceeded one-half the mean for all seven items. The 

reliability estimates for the PO scale are summarized in Table D8. 

Item-item correlational criteria were met at least one-half of the time 

for five of the seven items; six of the seven items met the item-total 

scale criterion. 

Factor analysis of the PO scale resulted in the appearance of 

two factors (see Table D9). Five of the seven factors loaded on the 

first factor; items #9 and #11 loaded on both factors. Together the 

two factors accounted for 57.50 percent of the variance underlying the 

PO concept. 

Chance Locus of Control. The initial estimate of the coeffi

cient alpha with this sample was .67 (standardized). The criterion 

range of item-item correlation was met infrequently; three of the seven 

items met the item-total scale criterion. The data for the initial re

liability estimates are shown in Table D10. Factor analysis demon

strated the presence of two factors with six items clearly loading on 

the first factor; item #5 loaded heavily on the second factor (see 

Table D11). The two factors accounted for 49.30 percent of the ex

plained variance. Based on item and factor analysis, it was decided 

to delete item #5 for use of the CHAN scale with this sample. 

The reliability estimates for the modified CHAN scale are pre

sented in Table Dl2. The standardized alpha coefficient was maintained 



87 

at .68; there was a slight increase in the number of item-item 

correlations meeting the criterion range; three of the six items met the 

item-total scale criterion. The explained variance for the six items 

was 34.90 percent. Item instability was evident in all items except 

item 118. 

In summary, the INT, PO, and CHAN scales did not perform as well 

as expected with this group of subjects. The modification of the-scales 

to increase reliability was only partially successful. 

Index of Patient Territorial Control 
Perceptions (IPTCP) 

The reliability and validity for the IPTCP was estimated for 

the total scale and for each of the four subscales. The reliability 

estimates are summarized in Table D13. The alpha coefficient for the 

total scale was estimated at .93 (standardized). Considering the im-

maturity of this new scale, it functioned quite well with alpha coeffi-

cients exceeding the criterion of > .70 (Nunnally, 1978). The average 

item mean was 5.41 on a scale of one to seven; the average item standard 

deviation was 1.73. On the average, these subjects perceived that they 

had between "much" and "very much" control over their hospital terri-

tories. 

Socialization and Privacy Subscale (SOC). The initial estimate 

of internal consistency reliability for the SOC subscale was a = .71 

(standardized). However, an item analysis demonstrated a clear weak-

ness in item 1115. The data for the initial reliability estimates are 
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displayed in Table D14. For item #15 there were no item-item 

correlations that met the r = .30 to .70 criterion, the item-subscale 

correlation was a low r = .26, and the item-total scale correlation was 

a low r = .24. Factor analysis of the six SOC subscale items (see 

Table D15) revealed the presence of a one-factor subscale. Item #15, 

however, did not meet the factor coefficient criterion of .50. It was 

decided that item #15 was not a reliable measure and was dropped from 

the SOC subscale. The single factor subscale explained 43.10 percent 

of the variance. 

The reliability estimates for the modified five-item SOC sub

scale are presented in Table D16. The standardized alpha was .73. The 

items performed in a stable manner. Item-item correlations met the 

criterion range at least one-half of the time for all but one item. 

Three of the five item-subscale correlations achieved the criterion; 

all five items met the item-total scale criterion. 

Activities of Daily Living Subscale (ADL). The estimated in

ternal consistency reliability for the ADL subscale was a = .81 (stan

dardized). The average item mean was 5.51 on a scale of one to seven; 

the average item standard deviation was 1.71. Table D17 contains the 

reliability estimates of the eight-item ADL subscale. All items ap

peared to be stable indicators; item-item correlations met the criterion 

range at least one-half of the time for all but one item; five of the 

eight correlations met the item-subscale criterion; all eight items met 

the item-total scale criterion. 
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Factor analysis revealed that seven of the eight items loaded 

on the first of two factors; one item, item #24, loaded on both factors 

(see Table D18). The two factors explained 57.40 percent of the vari-

ance. 

Care-Related Activities Subscale (CARE). The initial reliabil

ity estimates for the seven-item CARE subscale was a = .71 (standard

ized). The data are shown in Table D19. Item analysis suggested that 

item #30 was unstable (K = 3.83; s.d. = 2.05) on this scale of one to 

seven, did not correlate well with other items, and was poorly corre

lated with both the CARE subscale (r = .26) and the total IPTCP scale 

(r = .33). When factor analyzed, all items loaded on the first of two 

factors except item #30; item #30 clearly loaded on the second factor, 

suggesting the item was significantly different (see Table D20). The 

two factors explained 56.50 percent of the variance. Item #30 was de

leted from the CARE subscale. 

The reliability estimates for the modified CARE subscale are 

presented in Table D21. The standardized alpha coefficient was .75. 

The remaining six items were stable indicators. The average item mean 

was 5.14 on a scale of one to seven. The item-item correlations met the 

criterion range at least one-half of the time in four of the six items. 

Three of the six items met the item-total scale criterion. 

Physical Environment Subscale (ENV). The reliability estimates 

for the nine-item ENV subscale are presented in Table D22. The stan

dardized alpha coefficient was .85. The average item mean was 5.53 on 
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a scale of one to seven; the average item standard deviation was 1.70. 

Item-item correlations met the criterion range at least one-half of the 

time in eight of the nine items. Eight of the nine items met the item

subscale criterion correlation; all nine items met the item-total scale 

criterion. Factor analysis resulted in the identification of two fac

tors, with all nine items loading on the first factor (see Table D23). 

The first factor accounted for 45.30 percent of the variance; together 

the two factors accounted for 57.50 percent of the variance. 

Construct Validity of the IPTCP Subscale Structure. Results of 

reliability estimation, item analysis, and subscale factor analysis 

raised the question of the existence of four subscales within the IPTCP. 

An exploratory principal components factor analysis suggested there 

were seven factors present--one strong factor and six weak factors (see 

Table D24). Twenty-three of the 30 items loaded on Factor 1 with a 

factor coefficient of ~ .50. When the criterion was relaxed to > .40 

(Nunnally, 1978, p. 434), 28 of the 30 items loaded on Factor 1. Only 

items #15 and #30 did not load on the first factor. The interpretation 

of a factor analysis based on a 30-item scale tested on 80 subjects is 

limited since it is recommended that there be at least 10 subjects per 

item (Nunnally, 1978). Therefore, a cluster analysis was also performed 

to better understand the internal structure of the IPTCP and the inter

relations between items. 

Cluster analysis, an exploratory technique, group variables or 

objects (in this case items) by similarity. A cluster is a subset of 
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variables that are more homogeneous with respect to each other than 

they are to other variables (Thorndike, 1978). Factor analysis on the 

other hand, is a method for extracting common factor variances from a 

set of measures; it tells us which items measure the same thing, and 

how much they do it (Kerlinger, 1973). Unlike factor analysis, which 

attempts to reduce data into smaller units (parsimony), cluster analysis 

attempts to build sets of data into larger and larger units. Clustering 

builds on simple bivariate relationships. 

The BMDP-lM (Dixon, 1981) computer program was used to form 

clusters. The single-linkage rule was used; that is, at each step the 

two clusters that are combined have the minimum single linkage (the mini

mum distance or maximum similarity) between any two variables that are 

not in the same cluster (Dixon, 1981, p. 449). Pairs of items, pairs 

of clusters, or an item and a cluster were joined stepwise until all 

items were joined into one large cluster. The primary advantage of 

cluster analysis is that cluster building is based on bivariate correla

tional statistics which can be used with more confidence with a smaller 

number of subjects. The major disadvantage of cluster analysis is that 

subjectivity is required in interpreting the cluster outcomes. There 

are no numerical criteria established on which to base decisions. Also, 

decisions are based primarily on visual displays. 

The purpose of using cluster analysis in this study was to 

empirically explore the existence of the theoretically predicted IPTCP 

subscales. Neither the tree diagram nor the shaded correlation matrix 

demonstrated the existence of the prediced subscales. The tree diagram 



resulted in the formation of five clusters, none of which conformed to 

the theoretical predictions (see Table D25). The absolute values of 

correlations in sorted and shaded forms is presented in Figure 3. 

Cluster D, as specified in Table D25, can be visualized at the top of 

the matrix in Figure 3. Cluster D included items #1, #3, #19, #2, and 

#11. Cluster A is perceptible, but less clear. Cluster A included 

items #7, #26, #8, #18, U13, #9, and #10. Cluster B (items #20, #22, 

and #23) and Cluster C (items #14, #17, and #24) are visible. Cluster 

E (items #25, #28, and #29) is weak. In summary, the cluster analysis 

failed to confirm the theoretically-predicted subscales. 

State Anxiety Index 

92 

Reliability estimates for the State-Trait Anxiety Index, X-I 

(Spielbergeretal., 1970) are summarized in Table D26. The standard

ized coefficient alpha was .89. The average item mean was 1.76 on a 

scale of one to four; the average item standard deviation was 0.90. 

Item-item correlations met the criterion range at least one-half the 

time for 14 of the 20 items. Fifteen of the 20 items achieved the item

total scale criterion. Factor analysis was not performed on this scale. 

Patient Satisfaction Instrument (PSI) 

Internal consistency reliability for Risser's (1975) Patient 

Satisfaction Instrument (PSI) was estimated at a = .94 (standardized) 

for this sample. Subscale reliabilities were: a = .82 for the 

technical-professional subscale, a = .81 for the educational subscale, 

and a = .88 for the trusting subscale. The average item mean for the 
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PSI was 3.78 on a scale of one to five; the average item standard 

deviation was 0.91. The reliability estimates for the PSI and the 

three subscales are summarized in Tables D27, D28, D29 and D30. Factor 

analysis was not performed On this scale. 

Summary of the Psychometric Evaluation 
of Instruments 

All scales and subscales but two, the INT and the CHAN scales 

met the a = .70 or higher criterion. Item analysis helped to clarify 

strengths and weaknesses in the scales used in this study. Factor 

analysis of the independent variables provided evidence of construct 

validity and was used to modify the INT, CHAN, SOC and CARE scales. 

Exploratory factor analysis and cluster analysis were used to assess 

the validity of the predicted subscale structure of the IPTCP; data 

analysis revealed that the IPTCP was probably a single scale. 

Relationships among the Demographic and Situational 
Variables and Variables in the Theoretical Model 

Bivariate relationships were examined through the use of the 

Pearson product-moment correlation coefficient. Pairwise relationships 

studied included: 1) variables with other variables outside the the-

oretical model, 2) variables outside the model with variables inside 

the model, and 3) variables with other variables within the model. In 

this study correlations between r's of .30 to .40 were considered to 

be somewhat correlated; r's between .45 and .55 were moderately corre-

lated; r's between .60 and .70 were highly correlated; and r's between 



.80 and .90 were very highly correlated. This interpretation of the 

correlation coefficient is consistent with the sociological literature 

(Millter, 1981). 

Relationships between Variables 
Outside the Model 

In this study there were very few correlations outside the 

model that were strong enough to pay attention to and even fewer rela-

tionships that were of either clinical or theoretical significance. 

The correlation matrix for demographic and situational variables is 

presented in. Table El, Appendix E. 

The strongest correlation (r = .45) occurred between subjects' 

diagnoses and the occurrence of surgery; the correlation coefficient 

simply confirmed the clinical phenomen.on that patients with diagnoses 

of lower extremity tended to experience surgery while those with back 
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and neck problems were treated medically. It should be noted, too, that 

when using the Pearson r with dichotomous data only the sign and not the 

absolute value of the coefficient can be interpreted. Neither was it a 

surprise that patients admitted under emergency conditions also tended 

to undergo surgery (r = .33). The only other correlation above .30 was 

between the type of room the patient occupied and the number of days 

to discharge (r = .31). This relationship can be explained clinically 

--patients were purposefully assigned to a private room when undergoing 

total joint surgery, which then involved a rather extensive program of 

postoperative rehabilitation and a longer hospitalization. 
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In summary, there were no bivariate correlations among the 

variables outside the model that were of substantive significance. The 

majority of the demographic and situational variables were only slightly 

(r ~ .30) correlated with other demographic and situational variables. 

Relationships between Variables Outside 
and Inside the Model 

The highest correlations which occurred between variables out-

side the model and those inside the model were between the subjects' 

assistance needs and diagnosis (r = .63), and between assistance needs 

and number of days to discharge from the hospital (r = .34). Again 

these correlations confirm that patients who undergo surgery frequently 

have their activity restricted, are less independent, and in need of 

more assistance with activities of daily living. While that may not 

necessarily be true of all patients, the patients in this sample who 

experienced lower extremity surgery also were less mobile due to trac-

tion, casts and/or prescribed bedrest. The correlations between diag-

nosis, surgery and assistance needs appeared to be confounded and were 

of limited explanatory usefulness. 

The only correlations of substantive significance were those 

between age and centrality of patient territory (r = .41) and between 

age and state anxiety (r = -.31). The older the person, the more 

central the territory and the less anxiety he or she experienced at 

that point in time. 

The remaining correlations between age and other variables in 

the model were all weak and statistically insignificant at p = < .05. 



97 

Age was slightly correlated with satisfaction with care (r = .18; 

P ~ .10), which was due primarily to the educational subscale (r = .20; 

p ~ .10). The older the person, the more he or she tended to be sat

isfied with educational and informational aspects of care. Younger 

people may have been slightly more internally oriented (r = -.12) • 

Older persons may have needed slightly more assistance (r • 09) and 

may have perceived that they had slightly more control over their ter

ritories (r = .10). It is also entirely possible that these small 

and statistically insignificant correlations were simply a matter of 

chance. 

The correlation matrix of Pearson rls for relationships between 

variables outside the model and those inside the model is presented in 

Table E2. Assessment of bivariate relationships outside the theoret

ical model are of interest primarily for the information they provide 

relative to closure of the model. Significant correlations between 

extraneous variables outside the model and endogenous variables inside 

the model would be indicative of premature closure of the model, an 

error in specification. 

In summary, there were relatively few significant correlations 

between variables inside the model and those outside the model. The 

only correlations of substantive significance existed between age and 

centrality of patient territory and between age and state anxiety. 



Relationships between Variables within 
the Theoretical Model 

The correlation matrix for variables inside the theoretical 
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model is presented in Table E3. Both the interscale and the intrascale 

(i.e., subscale-to-subscale and subscale-to-total scale) correlations 

were assessed. Interscale correlations were examined both within 

stages and between stages in the model. 

Stage I. The presence of mutlicollinearity, or the presence of 

highly correlated independent variables within stages of the model 

poses serious threats to the interpretation of regression coefficients 

as indices of effects (Pedhazur, 1982, p. 246). There were two statis-

tically significant correlations within the first stage of the model; 

assistance needs and the chance locus of control were somewhat corre-

lated (r = .33) and the powerful others and chance orientation were 

moderately correlated (r = .44). The relationship between chance and 

powerful others occurred as predicted; the relationship between chance 

and assistance needs was not expected. Neither relationship was high 

enough to be considered as multicollinearity. Centrality of territory, 

temporal duration, and internal locus of control were not correlated 

with any other Stage I variables. 

Stage I, Stage II. There was a moderate correlation between 

centrality of territory and perceived territorial control (r = .51), 

as expected. There was a weaker, negative correlation between assis-

tance needs and territorial control (r = -.35) and between the powerful 
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others locus of control and territorial control (r = -.29). There was 

a trend in the data suggesting a possible correlation between the chance 

locus of control and territorial control (r = -.20). Temporal duration 

and the internal locus of control did not correlate significantly with 

perceived territorial control. 

Stage I, Stage III. Centrality of territory was moderately and 

negatively correlated with state anxiety (r = -.43) and more strongly 

associated with satisfaction with care (r = .62). The powerful others 

locus of control and state anxiety were positively correlated (r = .35); 

and there was a weak, but statistically significant, positive correla

tion between the chance orientation and state anxiety (r = .22). Tem

poral duration, assistance needs and the internal locus of control 

variables were not correlated with either of the third stage variables. 

Stage II. Stage III. Perceived territorial control was moder

ately and negatively correlated with state anxiety (r = -.50) and 

moderately and positively correlated with satisfaction with care (r 

= .48). The relationships between the IPTCP subscales and the two inde

pendent variables reflected the same pattern of relationships, although 

the relationships were somewhat weaker. 

Stage III. There was a statistically significant, weak nega

tive relationship (r = -.29) between state anxiety and satisfaction, 

the two Stage III variables. A weak relationship was expected to re

flect theoretical convergence on the well-being construct and still 

discriminate between measures. 
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Intrascale Correlations. Subscale-subscale and subscale-total 

scale correlations were examined on the IPTCP and the PSI, the two 

instruments with specified subscales. The subscale-subscale correla·

tions for the IPTCP ranged between .56 and .78. The correlations be

tween the ENV-SOC subscales (r = .73) and the ENV-ADL subscales (r 

= .78) were very high. The four subscale-total scale correlations on 

the IPTCP were all very high and exceeded the subscale-subscale cor

relations. 

The three subscales on the PSI were all highly correlated: 

technical-professional and educational (r = .79); technical-professional 

and trusting (r = .79); educational and trusting (r = .83). The three 

PSI subscales were very highly correlated with the total scale: 

technical-professional and total (r = .89); educational and total 

(r = .93); and trusting and total (r = .96). 

The high subscale-subscale correlations suggested the presence 

of redundancy among the subscales. Since the subs cales were intended 

to function as parts of a larger whole, it was decided to use only 

total scale scores for the IPTCP and PSI variables in the regression 

equations. 

Theoretical Model Estimation 

The central analytic problem in this study was to test the 

stated theoretical propositions; that is, to determine the effects of 

perceived territorial control on state anxiety and satisfaction with 

care among hospitalized persons. Pedhazur (1982, p. 579) emphasizes 



101 

that while covariation among variables may be suggestive of causal 

linkages, explanation is not arrived at on the basis of the data, but 

rather on the basis of knowledge, theoretical formulations and as sump-

tions, and logical anlaysis. Path analysis is one method of analysis 

designed to examine the tenability of an hypothesized causal model 

(Pehazur, 1982); this method is concerned with estimating the magnitude 

of the linkages between variables and using these estimates to provide 

information about the underlying causal processes (Asher, 1976, p. 29). 

A path coefficient indicates the direct effect of a variable 

hypothesized as a cause of a variable taken as an effect. Asher (1976) 

states that the simplest way to obtain path coefficients is to employ 

ordinary regression techniques, providing the regression assumptions 

are met. 

Assumptions 

The assumptions underlying the use of multiple regression and 

path analysis are (Asher, 1976; Pedhazur, 1982; Verran & Ferketich, 

1984): 

1. The variables are measured on an interval scale. 

2. The variables are measured without error. 

3. The relations among the variables in the model are linear 
and additive. 

4. There is a unidirectional causal flow in the system; i.e., 
reciprocal causation between variables is ruled out. 

5. The mean of the error term (residual) is zero. 



6. The error term has a constant variance; i.e., the variance 
of residuals at one point is equal to the residuals at 
another point of the predicted dependent variable (homo
scedasticity). 

7. The residuals are normally distributed. 

8. Pairs of error terms are not correlated; the value of one 
residual does not influence the value of another residual 
in the same vector. The absence of autocorrelation among 
residuals implies that all relevant variables are included 
in the model being tested. 

Calculation of Regression Coefficients 
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Each endogenous (dependent) variable in a causal model is repre-

sen ted by an equation composed of the independent variables and an error 

term. Standardized regression coefficients (S's) were used in this re-

cursive model. According to Pedhazur (1982), the major advantage of 

S's is that they are scale-free and can be compared across different 

variables; the major disadvantage of S's is that they are population-

specific and, therefore, cannot be used to generalize across popula-

tions. Results of this study will be generalized to the theory under 

construction. 

Estimation of the Theoretical Model 

Multivariate correlational and regression statistics were 

used to estimate the hypothesized model of perceived territorial con-

trol. The statistical model is presented in Figure 4. Estilnation of 

the model required the following three multiple regression equations: 

(4.1) 

(4.2) 
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(4.3) 

In the first equation (4.1), the six Stage I variables were regressed 

on X7 using the stepwise method since there was no theoretical basis 

for ordering the variables. 

The estimated parameters (S) and explained variances (R2) for 

the full theoretical model of perceived territorial control are pre

sented in Figure 5 and Table Fl, Appendix F. Centrality of territory 

(S = .46), assistance needs (S = -.29), and having a powerful others 

locus of control (S = -.lS) significantly influenced patient percep

tions of territorial control. Temporal duration, internal locus of 

control, and chance locus of control made no significant impact on 

territorial control perceptions. In sum, the six independent variables 

specified in Stage I of the model explained 36 percent of the variance 

(R2 = .36) in patient territorial control perceptions. 

Perceived territorial control, Stage II, was then regressed on 

each of the Stage III variables. Patient territorial control percep

tions significantly decreased (S=-.50) state anxiety (R2 = .24) and 

significantly increased (S = .46) satisfaction with care (R2 = .21). 

Empirical Model Testing 

It was conceivable that other arrangements of the independent 

variables might offer more explained variance. Therefore, two un

staged empirical models were generated, one for each dependent vari

able. In the first equation (4.4) all seven Stage I and II variables 

were regressed on XS' state anxiety. The regression equation was: 
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(4.4) 

Using the stepwise method for solving the regression equation, 

perceived territorial control (S = -.31) made the strongest impact on 

state anxiety, followed by centrality of territory (S = -.25) and the 

powerful others locus of control (S = .19). These three unstages vari

ables resulted in a small increase in the explained variance (R2 = .32) 

of state anxiety. 

In the second equation (4.5), all seven Stage I and II vari-

abIes were regressed on X9 , satisfaction with care. 

(4.5) 

Centrality of territory (S = .50) made a rather strong impact on sat-

isfaction with care. Perceived territorial control (S = .16) made a 

smaller positive impact. The explained variance in satisfaction was 

increased from R2 = .21 to R2 = .40, a fairly large increase over that 

of the theoretical model. The empirical model is illustrated in 

Figure 6 and is presented in table format in Table F2. 

Tests for Violations of Statistical and Causal 
Assumptions 

When a linear regression model is applied to a particular data 

set, one cannot be certain in advance that the model is appropriate 

for the data at hand, hence, it is necessary to examine the aptness of 

the model for the data before further analysis is undertaken. 
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Amount of Explained Variance 

The amount of variance explained by the theoretical model is 

an indirect test of the causal assumption that all the explanatory 

variables have been included in the model and the specified relation

ships among the variables have been correctly stated. The larger the 

R2, the less residual variance and the less error in the specification 

of relationships. 

In this study of territorial control, the relatively small 

R2 ,s are probably indicative of premature closure of themodel; that is, 

there are factors other than those specified that are influencing per

ceived territorial control, state anxiety and satisfaction with care. 

The increases in R2 observed in the unstaged empirical model suggest 

that some of the proposed relationships are probably misspecified. 

In sum, the R2 ,s in this study are relatively small and only a 

fraction of state anxiety and satisfaction with care have been ex

plained by the proposed model. At the same time, when one considers 

the large number of factors impinging on patients when they are in the 

hospital, R2 ,s of .21 and .24 take on a fair amount of significance. 

Measurement Error 

The magnitude of correlation coefficients are reduced by ran

dom measurement error. To assess the extent of the reduction of the 

correlation coefficients, correlations in which the alpha reliability 

of an instrument was less than .80 were "corrected" for attenuation 

(Zeller & Carmines, 1980, p. 64). Table Gl, Appendix G, contains the 
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observed and corrected correlation coefficients between the three 

locus of control scales and other variables in the model. The increase 

in correlations ranged from .01 in one pair (chance, centrality of 

territory) to .08 in two pairs (powerful others, state anxiety and in

ternal, satisfaction with care). These increases were considered to 

be relatively small increases. Correction for attenuation among the 

three locus of control scales themselves, Table G2, resulted in a 

significant increase in the correlation between powerful others and 

chance; the correlation was increased from r = .44 to r = .62. In 

general, the correlations between the variables in this model were 

minimally affected by random measurement error. 

Multicollinearity 

The presence of multicollinearity among the independent vari

ables in the theoretical and empirical models was assessed through an 

examination of the matrix of Pearson product-moment correlation coef

ficients. Multicollinearity was defined as correlations> .70. The 

correlations among the Stage I and Stage II variables are presented in 

Table G3. There was no evidence of multicollinearity among the inde

pendent variables in Stage I of the theoretical model or among the 

unstaged variables in the empirical models. 

Residual Analysis 

Graphic residual analysis was used to examine the statistical 

assumptions related to'zero mean, normal distribution of residuals, 

equal variance of residuals, and that independent variables were 
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fixed. Autocorrelation of residuals was not assessed because there was 

no logical reason to believe that the value of one residual would in

fluence the value of another residual in the same vector since each 

subject answered his or her own questionnaire independently of other 

subjects. 

In the first equation (4.1), the three significant Stage I 

variables (centrality of territory, assistance needs, and powerful 

others locus of control)'were regressed on perceived territorial con

trol. The mean of the standardized residuals for Equation 4.1 was 

zero. The residuals were nearly normally distributed as evidenced by 

the histogram (Figure Hl, Appendix H) and the normal probability plot 

(Figure H2). The greater number than expected at +1.0 standard devi

ation in the histogram was not enough to detract from normality. No 

outliers exceeded +2.04 or -2.26. 

The variance of the residuals in Equation 4.1 at one point is 

equal to the variance of residuals at another, as shown by equal scat

ter around the mean in Figure H3. The lack of data points at the far 

left and right sides of the scatterplot reflects the normal distribu

tion of the residuals. 

The residuals were plotted against the independent variables to 

assess for fixed independent variables in Equation 4.1. Scatterplots 

for each of the three significant Stage I independent variables are 

presented in Figures H4 through H5. The scatter about the mean in 

each plot indicates indirectly that the independent variables were 

fixed. 



III 

In summary, a preliminary visual analysis of residuals in the 

first equation indicated that the basic regression assumptions were 

met. The outcomes of the first equation were not significantly af

fected by systematic error. 

In the second equation (4.2) perceived territorial control was 

regressed on state anxiety. The mean of the standardized residuals 

was zero. The residuals for Equation 4.2 were distributed fairly nor

mally. The histogram (Figure H7) tended toward bimodality and was 

slightly kurtotic at and below the mean. The deviations from the nor

mal curve were also evident in the normal probability plot (Figure H8). 

However, this distribution of residuals remains symmetrical and the 

regression equation is more robust to kurtosis than to asymmetry 

(Verran & Ferketich, 1984). The single outlier was a standardized re

sidual of +3.18. The scatterplot of standardized residuals against 

predicted state anxiety (Figure H9) demonstrated homoscedasticity with 

a typical bulge in the middle and relatively few data points at the 

upper and lower ends of the scale. 

In the third equation (4.3) perceived territorial control was 

regressed on satisfaction with care. Equation 4.3, like the other 

two equations, had a mean of zero for the standardized residuals. 

Equation 4.3 also approximated a normal, perhaps slightly kurtotic, 

distribution as shown in Figures HIO and Hll. The single outlier was 

a standardized residual of -3.02. The scatterplot of standardized re

siduals against predicted satisfaction with care (Figure H12) showed 

a tendency toward fanning--the distribution of residuals in the lower 
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part of the plot, excluding the isolated data points, appeared narrow 

relative to the spread of data points in the upper portion of the plot. 

It would be advisable to statistically test the assumption of homo

scedasticity before building on or extending this model; the dependent 

variable may have been influenced by a non-random source of variance 

outside the regression equation. 

In summary, except for the possibility of heteroscedasticity 

affecting the third equation, the basic assumptions underlying the 

regression statistics were met in all three equations. 

Summary 

In general, the sample of 80 subjects consisted of Hispanic and 

Anglo-American males and females between the ages of 18 and 79 who 

were in the hospital for short-term care of back, hip and lower ex

tremity problems. They were fairly well-educated and had relatively 

little recent in-patient hospital experience. The majority of pa

tients were in semi-private rooms and had undergone surgery during 

this hospitalization. 

Reliability and validity estimates were obtained on all in

struments used in this study as one means of assessing measurement 

error. The three scales used to measure internal-external locus of 

control did not perform as well as expected with this sample. The 

reliability estimates for all other scales exceeded the criterion of 

a > .80. Validity estimates suggested that the Index of Patient 



Territorial Control Perceptions was really one scale rather than a 

combination of four subscales as originally proposed. 
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There were no bivariate correlations among the variables out

side the model that were of substantive significance. There were very 

few statistically significant correlations between variables outside 

the model and those inside the model; the only two correlations of sub

stantive interest were the positive relationship .between age and cen

trality of territory and the negative relationship between age and 

state anxiety. Multicollinearity, as evidenced by high correlations 

among the independent variables in the model, was nonexistent. 

Estimation of the theoretical model, the central analytic 

problem of this study, demonstrated moderate support for the predicted 

relationships among the variables. Three of the Stage I variables 

(centrality of territory. assistance needs, and powerful others locus 

of control) explained 36 percent of the variance in perceived terri

torial control. Perceived territorial control, in turn, explained 24 

percent of the variance in state anxiety and 21 percent of satisfac

tion with care. Based on the relatively low explained variance in the 

dependent variables and on the outcomes of the test of the empirical 

models, it appeared that there was some specification error present 

in the proposed causal model. Based on graphic residual analysis, it 

was determined that the basic assumptions underlying the three re

gression equations were met. 



CHAPTER 5 

DISCUSSION, IMPLICATIONS AND RECOMMENDATIONS 

Based on the analysis of the data, conclusions were drawn, 

implications and issues related to theory-building and nursing prac

tice were identified, and recommendations for future study were offered. 

Discussion of Results 

The conclusions drawn from the data reflect the three specific 

objectives for the study: 1) Estimation of the impact of perceived 

territorial control on state anxiety and satisfaction with care, 

2) estimation of the impact of the exogenous, Stage I variables on per-

ceived territorial control as well as on state anxiety and satisfaction 

with care, and 3) description of the relationships between territorial 

control and selected demographic and situational correlates, especial-

ly age. 

Impact of Territorial Control 

As predicted, perceived territorial control had a significant 

negative impact on state anxiety (R2 = .24) and a positive impact on 

satisfaction with care (R2 = .21). Propositions 1 and 2, as stated in 

Table 1, were supported. Increased perceptions of territorial control 

produced decreased amounts of state anxiety and increased amounts of 

satisfaction with care. 
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The observed effect of perceived territorial control on state 

anxiety among subjects in this study was congruent with earlier find

ings of laboratory studies reported in the psychology of control liter

ature (Bowers, 1968; Gatchel, 1980; Stotland & Blumenthal, 1964). It 

was also congruent with the findings of earlier field studies done in 

nursing homes (Langer & Rodin, 1976; Schulz, 1976) which demonstrated 

that enhanced personal responsibility and choices enhanced a general 

sense of well-being among residents. 

The positive impact of perceived territorial control on satis

faction observed in this study was consistent with Liem's (1975) find

ings that perceptions of control enhanced feelings of satisfaction and 

Chang and Uman's (1983) finding that consumers of health care were 

more satisfied when nurses allowed patients to participate in their 

care. Again, the construct validity of perceived territorial control 

was demonstrated through the use of predictive modeling. 

Predictive validity, a form of construct validity, has been 

demonstrated for the developing concept of territorial control. At 

the same time, it is not possible to completely separate territorial 

control from the braoder, more elusive concept of personal control. 

It was intended that the IPTCP would tap Langer's (1983) newer defini

tion of control as the mindful process of mastering an environment. 

The items in the IPTCP focused on the hospital environment, and spe

cifically on the patient's territory within the hospital. Given the 

predictive validity shown in this study, the concept of perceived 



territorial control appears worthy of additional study and continued 

refinement. 

Impact of Exogenous Variables 
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Three of the six exogenous variables in Stage I of the theoret

ical model significantly influenced perceived territorial control; 

three did not. Each of the six variables will be discussed. 

CentraU.ty of Territory. Centrality of territory had the 

largest effect (S = .46) on perceived territorial control. Proposi

tion 3, that greater feelings of centrality of territory would likely 

produce increased perceptions of territorial control, was supported. 

The correct prediction also provided construct validity for the measure 

of centrality of territory. It appeared that a territory in which 

people felt "at home," safe, and like they could do as they pleased, 

reflected the importance of the space and was congruent with Altman's 

(1975) conceptualization of centrality. Also, the strength of the re

lationships between centrality of territory and other variables in the 

model supported Taylor and Stough's (1978) recommendation that central

ity is an important dimension of territoriality and that it should be 

included in future studies. 

In addition to the proposed relationships between centrality 

and perceived territorial control, the test of the empirical model 

demonstrated the direct effects of centrality on state anxiety 

(S = -.25) and satisfaction with care (S = .50). Although neither 

effect was anticipated base on the available literature, both are 
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logical uutcomes. People who feel "at home," secure and like they can 

influence their environment probably would be less anxious. The 

reason for the stronger,direct effect of centrality on state anxiety 

remains unclear. People who identified their hospital room as being 

more central, and who had positive feelings about their assigned space, 

might h~ve been expected to be more satisfied. In general, feelings 

of insecurity, uneasiness, and inability to influence what happens in 

any environment would tend to lead to dissatisfaction. 

In summary, the centrality of territory influenced state anxi

ety and satisfaction with care directly and also indirectly through 

patient perceptions of territorial control. Centrality of territory 

made a relatively strong impact on all three variables it affected. 

Temporal Duration. Propostion 4, that longer occupancy of a 

territory would likely produce increased perceptions of territorial 

control, was not supported by the data in this study. Temporal dura

tion (S = -.02) did not significantly affect perceptions of territor

ial control. The earlier research base for Proposition 4 (Altman, 

1975; Altman & Hay thorn, 1967; Edney, 1972; Taylor & Stough, 1978) 

did not specify the amount of time that was needed to make a differ

ence. Statistical insignificance may have been due to the relatively 

short period of time of territorial occupation (X = 4.20 days). Also, 

temporal duration in this particular secondary territory may have been 

conceptually different than temporal duration in a primary territory-

the type of territory studied by Edney (1972). In other words, there 
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may be interaction effects between the type of territory and the amount 

of time spent in the territory. These alternative explanations could 

not be tested with the data obtained for this study. 

Assistance Needs. Proposition 5, that increased need in assis

tance with activities of daily living would likely produce feelings of 

decreased territorial control, was supported (S = -.29). This finding 

concurred with the Johnson (1978) and Oland (1978) reports which were 

based on studies of older persons in the nursing horne setting. It was 

interesting to note that in this study there were no significant rela

tionships (r = .09) between age and assistance needs. It appeared 

that the effect of one's need for assistance with activities of daily 

living on one's perceptions of territorial control was age-free and was 

cornmon to more than one kind of health care institution. 

Internal-External Locus of Control. The three loci of control 

made very little impact on perceived territorial control. Perceived 

territorial control was not significantly affected by either the in

ternal (S = .05) or the chance (S = -.03) locus of control. Therefore, 

Propositions 6 and 8 were not supported by the data in this study. 

The powerful others locus of control had a relatively weak (S = -.18) 

effect on perceived territorial control. Proposition 7, which stated 

that increased generalized expectancies that rewards are contingent 

upon powerful others would likely produce decreased perceptions of 

territorial control, was minimally supported. In general, the three 



internal-external locus of control scales were of limited usefulness 

in explaining the concept of perceived territorial control. 

The powerful others locus of control had a slightly stronger 
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(S = .19), direct and positive impact on state anxiety which was not 

predicted, but which is also quite logical. Externally-oriented per

sons succumb to pressure from others particularly when the outside 

source is seen as prestigious or an "expert" (Strickland, 1977, p. 232). 

In toe hospital setting, the p.::ltient is surrounded by staff members 

who are considered to be experts in care-giving. Additionally, pa

tients having a powerful others orientation are probably more affected 

by role asymmetry between patients and staff members. 

It is not clear why the internal-external locus of control 

concept did not contribute more to the explained variance in perceived 

territorial control in this study. Subjects were purposefully selected 

who had limited recent hospital experience to encourage ambiguity or 

novelty in the situation (Rotter, 1975); the selection process should 

have allowed for operationalization of the generalized expectancy con

cept. 

It is more likely that the effect of the I-E concept was lost 

to measurement error. For one thing, the reliability estimates for 

the internal, powerful others and chance scales were of borderline 

acceptability, ranging between a = .64 and .74. Or perhaps use of 

the scales with this group of patients was inappropriate. Levenson's 

I, P and C scales were developed for use with college students to 

study sociopolitical activism (Levenson, 1972) and later applied to 
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the study of psychiatric patients (Levenson, 1973). Also, could this 

investigator's alteration of the scales have affected their utility in 

a negative way? Whatever the reason, it appears that there was a mea

surement problem present. 

In summary, the internal-external locus of control concept may 

be a valid explanatory variable in the study of human territoriality 

but its effects were not apparent in this study. The insignificant ef

fects observed in this study were probably related to errors in measure

ment of the I-E concept. 

Correlates of Territorial Control 

When this study was designed it was anticipated that a number 

of extraneous variables might be correlated with perceived territorial 

control variables that perhaps should have been included in the first 

stage of the model but for which there was no empirical base for their 

inclusion. As it turned out, there was only one extraneous variable 

that was even slightly correlated with perceived territorial control. 

There was a weak negative correlation (r = -.21) between diagnosis and 

the total Index of Patient Territorial Control Perceptions, due pri

marily to two subscales--activities of daily living (r = -.29) and 

physical environment (r = -.20). There was an insignificant correla

tion (r = .10) between age and perceived territorial control. The 

absence of significant relationships could be considered an important 

finding since it provides some direction for the design of future 

studies and sheds additional light on earlier controversial findings 



on the relationship between age and territoriality (Allekian, 1973; 

Gioella, 1977; Johnson, 1978). 

121 

The lack of correlation between the extraneous variables and 

perceived territorial control was also important theoretically for this 

study since it indicated that these extraneous variables were not 

casual variables that were omitted from the theoretical model. At 

the same time, the lack of correlation did not provide much informa

tion about which variables may have predictive utility when revising 

the theoretical model. There were no clues as to the sources of the 

unexplained variance in any of the regression equations. 

Implications 

The findings of this study are potentially useful for continued 

theory-building and for developing specific nursing practice theories. 

Although perceived territorial control explained a relatively small 

part of state anxiety and satisfaction with care, that may be a sizable 

effect when one considers the multitude of variables present in the 

complex hospital setting. The effects of perceived territorial con

trol, even though small, appear to be clinically significant and worthy 

of additional study. 

When building theroy it is desirable to explain as much of the 

variance in a concept as is possible. What else would help to explain 

perceived territorial control? Control-related expectations, as mea

sured by the I-E scales in this study, reflected past learning experi

ences. In addition to a person's expectations of being in control is 
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a basic need or desire for control. That is, some patients may have a 

strong need to be "in control" at all times, including when in the hos

pital. Other persons may intentionally give up the control to the ex

pert. Some people go to the hospital to be taken care of. Some 

patients appear to have little need to be in control as reflected by 

comments like, "You're the nurse, you know best." Perhaps including 

the need variable in the model would help to explain the effects of ter

ritorial control on psychosocial well-being among hospitalized persons. 

Other control-related variables that might be considered are those 

associated with varying circumstances, such as long-term rehabilitation 

patients or more critically-ill patients. While this study has pro

vided empirical support for the concept of perceived territorial con

trol among hospitalized adults, there are still many unknown factors 

which alter patient perceptions and the outcomes of these perceptions. 

This study focused on state anxiety and satisfaction as indi

cators of psychosocial well-being. It would be interesting to investi

gate the effects of perceived territorial control on other dependent 

variables such as depression or pain perception. This study also used 

one small group of subjects on one hospital unit. The generalizability 

of this theory will remain limited unless additional concepts are inter

woven and unless different research designs are used with different 

kinds of subjects. 

Further validation of the epistemic link between the defini

tion of centrality of territory and the measurement of centrality 

might be useful for theory-building based on the conceptual strength 
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of centrality in this study. The lePT as used here was strongly 

oriented toward the patient's hospital room. Would a more general mea

sure of centrality (one that could be used in variolls types of ~erri

tories) produce the same results? Or, would this same measure produce 

similar results in a non-hospital setting if only the name of the room 

were changed? The relationship between the concept of centrality and 

its measure remains open to further study. The same is true for the 

concept of territorial control. 

Theory-building is an iterative process. The strategy used in 

this study was that of theory synthesis, or model building, and testing. 

Perhaps it is time now to return to an analysis and clarification of 

the concepts of centrality and territorial control as a way of improv

ing the theoretical and operational definitions undergirding the the

oretical formulations in this study. 

It is possible that the iterative process of theory-building 

could progress slowly unless there is simultaneous movement toward 

application of theory to practice. The findings of this particular 

study are not directly applicable to practice since the purposive 

sampling technique used in this causal modeling design does not permit 

generalizations to other populations. However, the results of this 

study might alert staff members to the potential problem of space

sharing in hospitals and help to sensitize caregivers to the impor

tance of the territorial control phenomenon. The most important 

implication for practice is the anticipated development and testing 

of specific nursing practices aimed at helping the hospitalized 
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patient achieve a sense of territorial control when it is to his or her 

benefit to do so. This study was intended to provide the groundwork 

for other studies more directly related to the care of patients in hos

pitals. 

A major issue looms over the whole question of territorial con

trol among hospitalized patients. The issue is related to the escalat

ing cost of health care in this country and the value placed on such 

matters as psychosocial well-being. Can we still afford to be con

cerned about how patients feel about their hospital experiences? Or, 

are the concerns about the high cost of hospital care so great that we 

are interested only in getting people into and out of the hospital as 

fast as possible? Inherent in the issue is identification of the cost 

of territorial control-sharing in terms of staff time and emotional ex

penditure. If territorial control-sharing is too expensive we may not 

be able to afford it. At the same time, if it does not cost any more 

but still has beneficial outcomes, then why not practice it? The nurs

ing staff is in a pivotal and powerful position to humanize hospital 

care. Sharing the control and co-managing the objects, activities and 

social interactions within the patient's territory may be one way of 

achieving a more euthenic and more humanistic environment for patients. 

Recommendations 

One aspect of future study might be respecification of the 

theoretical model. The revised model could be based on the outcomes 

of this study as well as on the continuously developing research base 



as reported in the literature. The nonsignificant Stage I variables 

should be reconsidered. 
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The Index of Patient Territorial Control Perceptions should be 

altered before it is used again. Only the most reliable and most rep

resentative items should be retained. Also, the subscale format should 

be eliminated and the IPTCP used as a unidimensional scale. Construct 

validity could be further evaluated by testing the .scale for the pres

ence of social desirability and acquiescence, phenomena commonly seen 

in hospitalized persons. Little theory can be built unless there are 

valid and reliable measures of the concepts under study. 

As indicated earlier, the relationship between temporal dura

tion and type of territory might be explored. More specifically, how 

much time is required to territorialize a semi-public hospital space? 

The meaning of control-sharing and co-management of shared 

territory might be explored with hospital staff members. Are staff 

members aware of how much control they have? Which care-related activ

ities might be effectively co-managed? Under what circumstances? If 

the staff members cannot or will not allow the patient to exercise 

more control over his or her territory, there will be little opportu

nity for change. The staff members tend to be the key neogtiators of 

territorial control in the hospital since they are in a legitimately 

powerful position. 

The sociospatial behaviors used by patients to gain or main

tain territorial control are worthy of description. For example, 

patients frequently feign sleep as a means of avoiding interaction 
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with other people, especially the staff members. Some patients have 

been known to go into the bathroom just to get away from it all for 

awhile. Some behaviors are more socially acceptable and more effective 

-than others. Knowledge of effective and ineffective sociospatial behav-

iors used by patients could be used to teach patients how to gain con-

trol of their territories if or when it was desired. 

The concept of territorial control should be tested with dif- . 
~ 

ferent patients within the hospital to determine the generalizahility 

of the concept. The concept might also be tested under different hos-

pital conditions, such as whether the patient was in a private room 

or a semi-private room. What effect does the transfer of a patient 

from one room to another, or from one hospital unit to another, have 

on the patient's ability to establish territorial control? 

These recommendations are not exhaustive but reflect some of 

the questions which could not be answered by this study and some of 

which were raised as the study was in progress. In general, future 

study should focus on concept clarification, further testing of causal 

relationships among the variables, and improved instrumentation. 

Summary 

In summary, it was concluded that five of the eight propos i-

tions in the theoretical model were supported by the data in this 

study. It was suggested that increased perceptions of territorial 

control resulted in decreased state anxiety and increased satisfaction 

with care. The implications were related primarily to theory-building 
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and to the development of specific nursing practice theories. 

Recommendations for further research were related to theoretical model 

testing and instrumentation. 
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Territorial Control among Hospitalized Patients 

You are invited to participate in a study of territorial 
control among patients in the hospital. Territorial control refers to 
the freedom or choice you have in regulating or influencing what you do 
or what is done to you while in your hospital room--your "territory" 
while you are a patient. 

Participation involves indicating your opinions in response to 
the statements on the following pages. The statements are related to 
how you feel about: 1) your hospital room; 2) events in your life, in 
geQeral; 3) the amount of control you have as a patient; 4) your nurs
ing care; and 5) some of your emotions at the present time. This is 
not a test and there are no right or wrong answers. Your personal opin
ions--that is, what you believe or how you feel about things--is what 
is important. It will take approximately 45 to 60 minutes of your time, 
at your leisure, during the next 24 to 36 hours. 

This study is being conducted in partial fulfillment of degree 
requirements at the University of Arizona and your responses will in no 
way effect the care you are receiving at this time. Only your confiden
tial code number will appear on the questionnaires and your name and 
your answers will be known only to the investigator. 

Although there may not be any direct benefits to you, there are 
no known risks to you. The information you provide is expected to lead 
to a better understanding of factors that influence how much territori
al control patients feel they have had and, in turn, how territorial 
control affects their well-being. 

You are invited to voluntarily give your opinion. You may 
choose to not answer some or all of the questions if you so desire. You 
may ask questions of the investigator at any time during the study. By 
responding to the questionnaires, you will be giving your consent to 
participate in the study. 

If you choose to participate, your assistance is appreciated. 
If you choose not to participate, your decision will be respected and 
will be known only to the investigator. Your participation, or deci
sion to not participate, in this study will in no way affect your care 
at St. Mary's Hospital and Health Center. 

Rose M. Gerber, R.N., M.S. 
Graduate Student 
College of Nursing 
University of Arizona 
Tucson, Arizona 85721 
626-7550 or 882-9839 
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FEELINGS ABOUT YOUR HOSPITAL ROOM 

DIRECTIONS: The purpose of this questionnaire is to determine how you feel about your hospital 
room. You are asked to rate your feelings by DRAWING A MARK across the line between 
"not at all" and "most possible". Please look at the following example. 

EXAMPLE: How relaxed do you 
feel in this hos
pital room? 

Not Most 
at all , possible 

I 

The mark above suggests a "somewhat relaxed" feeling. If this person had 
felt completely relaxed, then the mark would have been drawn at the far 
right end of the line. If this person had not felt relaxed at all, then the 
mark would have been drawn at the far left end of the line. 

PLEASE GO ON TO THE STATEMENTS BELOW. Rate your feelings as they are at this time. 

1. How much do you feel "at Not Most 
home" in this hospital room. at all _______________________________________________ possible 

2. How much do you feel like 
you can do as you please in Not Most 
this hospital room? at all ~ _____________________________________________ possible 

3. How much does this hospital 
room provide you with pri- Not Most 
vacy? at all ~ ________________________________________ ~possible 

..... 
w 
o 



4. How much do you feel you can 
influence what happens in 
this hospital room? 

5. How much do you feel at 
ease in this hospital room? 

6. How safe do you feel in 
this hospital room? 

7. How much does this hospital 
room feel like "your room"? 

2/84 rmg 

Not 
at all 

Not 
at all 

Not 
at all 

Not 
at all -----

Most 
possible 

Most 
possible 

Most 
possible 

Most 
possible 

..... 
w ..... 



ASSISTANCE NEEDS RATING SCALE" 
(Activities of Daily Living & Adaptive Tasks) 

I. D. Code 

DIRECTIONS: The purpose of this scnle is to rate the patient's needs for aaststance with activiti~s of daily living 
and adaptive tasks. 

The assistance required should refl~ct what the patient actuallv does, not what he or she can or should 
be able to do. Rate activities with any aids or prostheses normally used. 

None • Coopletely independent or normal behavior. 
A little· Minimal assistance needed. 
A lot • Moderate assistance needed. 
Total • Cannot, will not, or may not (because of medical restrictions) perform the activity. 

CIRCLE THE NUMBER which best describes the assistance needed at the present time. 

ASSISTA.~CE ~EEDS 

PATIE~'T ACTIVITY Xone A little A lot "", Total 

EATI!\G 1 2 3 4 
Eats by self; Assist with setting up Partially feeds self; Complex total feed; 
unassisted, tray; feeds self. assistance needs. tube-feedinz· 

~luhIL1TY (The ability 1 , 2 3 ~ 

132 

to rno\.'c about-in Up and about as I Cp and about with Assist out of bed; use Unable to leave room; 
wheelchair, if used.) desired; unassisted. ",inimal assistance. of ar:ns/legs limited. mobility restricted. 

WALKING (lath cane, 1 2 3 4 
crutches, or walker. Walks unassisted Walks with supervision Stand and pivot to Does not walk; total 
if used.) and unsupervised. or one assistant. chair; walks with two lift into chair or 

assistants. complete bed res t. 

BATHI!\G (Includes I 2 3 4 
dressing Bathes or showers Set up bath supplies; Set up bath supplies Must be bathed; 

unassisted. bathes self with cini- and assist with bath complete bed bath. 
mal assistance. (back and legts). 

GROOm:;G (Includes I 2 3 4 
hair, nails, shave Groocs self un- Obtain and set up Partially grooms self; Must be groomed. 
for ocn, hairdress- assisted. supplies; grooms self sOUle assistance needed. 
ing for women.) unassisted. 

TOILETI!\G (Includes I 2 3 4 
help ... ith clothing.) Uses bathroom (BRP) Uses bathroom with Uses bedSide commode Uses bedpan; does not 

unassisted. ass is tancel supervis ion with assistance. care for self. 

ADAPTI\'E TASKS 1 2 3 4 
(Includes managing Manages own tasks Manages O"'TI tasks Manages own tasks Does not manage own 
own possessions; without assistance. with minimal assist- with moderate assist- tasks. 
writing; telephoning; anee. ance. 
buy ins newspaper; en-
tertaining self.) 

.Adapted from. The Rapid Disabllit) Rating Scale-2 (Linn & Linn, 1982) 

Rater _______________________ ___ 

Summated Score __________ ___ 
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OPINIONS OF EVENTS IN LIFE 

DIRECTIONS: Each statement below represents a commonly held op~n~on 
about events in life. Please indicate the extent to 
which you agree or disagree with each statement by 
CIRCLING ONE NUMBER following each statement which is 
closest to the way you feel at this time. 

There are no right or wrong answers. Your responses 
will be kept confidential. 

EXAMPLE: 

:>. 
r-l 
bO 
~ 
o 
1-1 
.j.I 

CI.l 

Ql 
Ql 
1-1 
bO « 

.u 
ctS 
'§ 
~ o 

CI.l 

Ql 
Ql 
1-1 
bO « 

I do pretty much what I want 
to during my leisure time • • • • • +3 ~ +1 

1. When I make plans, I am almost 
certain to make them work ••• +3 +2 +1 

2. To a great extent my life is 
controlled by accidental 
happenings . . . . · · · · · • +3 +2 +1 

3. I feel like what happens in my 
life is mostly determined by 
powerful people . . · · · · · • +3 +2 +1 

4. Whether or not I get into a car 
accident depends mostly on how 
good a driver I am · · · · · · +3 +2 +1 

5. Often there is no chance of 
protecting my personal interest 
from bad luck happenings · · +3 +2 +1 

(Continued on next page) 

-1 -2 

-1 -2 

-1 -2 

-1 -2 

-1 -2 

-1 -2 

-3 

-3 

-3 

-3 

-3 

-3 
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:>... .j.I :>... 
r-I I'tI r-I 
.j.I 'S .j.I 

:>... .j.I :>... ..c: ..c: 
r-I I'tI r-I bO OJ bO 
bO 'S .j.I 'rl 13 'rl 
c:: ..c: r-I 0 r-I 
0 ~ bO tf.l tf.l tf.l 
1-1 OM 
.j.I 0 r-I OJ OJ OJ 
tf.l tf.l tf.l OJ OJ OJ 

1-1 1-1 1-1 
OJ OJ OJ bO bO bO 
OJ OJ OJ I'tI I'tI I'tI 
1-1 1-1 1-1 til til til 
bO bO bO OM OM OM 
< < < ~ ~ ~ 

6. When I get what I want, it's 
usually because I'm lucky · · · • +3 +2 +1 -1 -2 -3 

7. How many friends I have depends 
on how nice a person I am · · · · · +3 +2 +1 -1 -2 -3 

8. I have often found that what is 
going to happen will happen · · · • +3 +2 +1 -1 -2 -3 

9. My life is chiefly controlled by 
powerful others · · · · · · · · · +3 +2 +1 -1 -2 -3 

10. Whether or not I get into a car 
accident is mostly a matter of 
luck . . · · · · · · +3 +2 +1 -1 -2 -3 

11. People like myself have very 
little chance of protecting our 
personal interests when they 
conflict with those of strong 
pressure groups · · · · · · · · · • +3 +2 +1 -1 -2 -3 

12. It's not always wise for me to 
plan too far ahead because many 
things turn out to be a matter 
of good or bad fortune · · · · · · +3 +2 +1 -1 -2 -3 

13. Getting what I want requires 
pleasing those people above me · · +3 +2 +1 -1 -2 -3 

14. If important people were to de-
cide they didn't like me, I prob-
ably wouldn't make many friends · • +3 +2 +1 -1 -2 -3 

(Continued on next page) 



:>. 
.-I 
00 
I=l 
0 
1-1 
.\.J 
tf.I 

OJ 
OJ 
1-1 
00 
< 

15. I can pretty much determine 
what will happen in my life . +3 

16. I am usually able to protect 
my personal interests · · · · +3 

17. Whether or not I get into a car 
accident depends mostly on the 
other driver · · · +3 

18. When I get what I want, it's 
usually because I worked hard 
for it . · · · · · +3 

19. In order to have my plans work, 
I make sure that they fit in 
with the desires of people who 
have power over me · · · · · · +3 

20. My life is determined by my own 
actions . . . . . . · · · · . · · • +3 

21. It's chiefly a matter of fate 
whether or not I have a few 
friends or many friends · · . · · · 

(Adapted from Levenson and Miller 1976). 
1/84 rmg 
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LD. Code 1/ 

:>. .\.J :>. 
.-I ClI .-I 
.\.J '§ 00 

.\.J :>. .c: I=l 
ClI .-I 00 OJ 0 
'§ .\.J .,-i 13 1-1 .c: .-I 0 .\.J 
OJ 00 tf.I tf.I tf.I 
13 .,-i 
0 .-I OJ OJ OJ 

tf.I tf.I OJ OJ OJ 
1-1 1-1 1-1 

OJ OJ 00 00 00 
OJ OJ ClI ClI ClI 
1-1 1-1 III III III 
00 00 .,-i .,-i .,-i 

< < ~ ~ ~ 

+2 +1 -1 -2 -3 

+2 +1 -1 -2 -3 

+2 +1 -1 -2 -3 

+2 +1 -1 -2 -3 

+2 +1 -1 -2 -3 

+2 +1 -1 -2 -3 

+2 +1 -1 -2 -3 
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PATIENT CONTROL 

When you are in your own home territory you more or less have control 
over what you do, when you do it, and how you do it. The focus of this 
questionnaire is HOW MUCH CONTROL you feel you have while you are a 
patient in the hospital. 

Control is defined as the freedom or choice you have in regulating or 
influencing the things you do or that are done to you. Your control 
may be direct (through something you do) or indirect (through others). 

AMOUNT OF CONTROL 

DIRECTIONS: For each item below, DRAW A CIRCLE Q) 

around the one X which best describes ...-l 
.u ..c 

how much control you feel you have at .u Q) tJ Q) ..... .u ::J .u 
this time. ...:l Q) t1l ::<: Q) 

...-l 1-1 e Q) >. .u Q) ..c >. 
I::l 1-1 .u "C tJ 1-1 S 
0 Q) ..... 

~ ::J Q) 0 
Z :> ....:l ::<: :> u 

EXAMPLE: How much food you eat · · · · · · · · · X X X X X X ~ (This marking would indicate that you 
feel you have complete control over 
how much you eat. That is, you can 
stop eating when you wish, or you feel 
you can ask for more food is you so 
desire.) 

How much CONTROL do you have over: 

1. The lighting in your room? · · · · · · · · · X X X X X X X 

2. When you use the toilet (urinal, bedpan or 
commode)? . . . . . · · · · · · · · · · · · · X X X X X X X 

3. Your assigned storage space such as closets 
and draswers? . . . · · · · · · · · · · · · · X X X X X X X 

4. Obtaining "as needed" medicines such as 
laxatives or pain medicines? · · · · · · · · X X X X X X X 

5. Whether or not you use your "nurse-call"? · · X X X X X X X 

6. Closure of the door to your room when 
privacy is desired? · · · · · · · · · · · · · X X X X X X X 

7. Your personal belongings such as clothing, 
eyeglasses, and dentures (false teeth)? · · · X X X X X X X 
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I D Code tI . . 2 - --- AMOUNT OF CONTROL 

Q) 
r-I 
,j.I -5 ,j.I Q) Q) 

'1"1 ,j.I 

~ 
,j.I 

H Q) III Q) 
r-I I-l r-I 

Q) t;' ,j.I Q) -5 >. 0.-
I:l ,j.I '"d I-l 13 

How much CONTROL do you have over: 0 Q) '1"1 0 ~ 
Q) 0 z :> H ;:;:: :> u 

8. The amount of time you spend with visitors? · X X X X X X X 

9. The opening (or closing) of the window 
curtains in your room? · · · · · · · · · · · · X X X X X X X 

10. Whether or not you watch television? · · · · X X X X X X X 

II. When you brush your teeth? · · · · · · · · · X X X X X X X 

12. Signing (or not signing) hospital forms'? · · · X X X X X X X 

13. The use of the chair(s) in your room? · · · · X X X X X X X 

14. What you know about your medical condition? · X X X X X X X 

15. What you tell others about yourself? · · · · · X X X X X X X 

16. What you drink? · · · · · · · · · · · · · · · X X X X X X X 

17. What you know about your medications and 
treatments? · · · · · · · · · · · · · · · · · X X X X X X X 

18. When you visit with friends or family? · · · · X X X X X X X 

19. When you get into or out of bed during the 
day? . . . . · · · · · · · · · · · · · · · · · X X X X X X X 

20. Obtaining comfort items such as additional 
blankets or pillows? · · · · · · · · · · · · · X X X X X X X 

2I. When you get a backrub? · · · · · · · · · · · X X X X X X X 

22. What you eat? · · · · · · · · · · · · · · · · X X X X X X X 

23. The use of your bedside tables? · · · · · · · X X X X X X X 

24. How much you sleep? · · · · · · · · · · · · · X X X X X X X 

25. Whether the door to your room remains open 
or closed? . · · · · · · · · · · · · · · · · · X X X X X X X 
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loD. Code II -3- AMOUNT OF CONTROL 

Q) 
.-l 
~ .t: 
~ Q) u Q) 
.~ ~ £ ~ 
H Q) ro Q) 

.-l H .-l 
Q) :>. ~ Q) .t: ~ 0.. 
~ H ~ '1:1 U S 

How much CONTROL do vou have over: a Q) .~ :S £ Q) a 
Z :> H :> t..) 

26. The comfort of your bed? . . . . . · · · · · · X X X X X X X 

27. Being alone, if and when desired? · · · · · X X X X X X X 

28. What time you go to bed at night? · · · · · · X X X X X X X 

29. The amount of physical exercise you get? · · · X X X X X X X 

30. The times at which treatments or other 
care measures are done? . . . . . · · · · · · X X X X X X X 
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SELF-EVALUATION QUESTIONNAIRE 

STAI FORM X-l 

Developed by C. D. Spielberger, R. L. Gorsuch, 

and R. Lushene 

Reproduction of the State-Trait Anxiety Index 
or any portion thereof by any process without 
written permission of the Publisher is prohibited. 

Copyright, 1970, by Consulting Psychologists Press, 
Inc., 577 College Avenue, Palo Alto, CA 94306 
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I.D. Code /I ---
PATIENT'S OPINION OF NURSING CARE 

Directions: 

Please give your honest opinion for each statement below by 
circling one of the five answers to describe the nurse(s) caring for 
you. 

Your name is not on the questionnaire and your answers will not 
in any way affect your nursing care. 

1. The nurse should be more attentive than he/she is. 
strongly 
agree agree uncertain disagree 

strongly 
disagree 

2. Too often the nurse thinks you can't understand the medical ex
planation of your illness, so he/she just doesn't both to explain. 

strongly strongly 
agree agree uncertain disagree disagree 

3. The nurse is pleasant to be around. 
strongly strongly 
agree agree uncertain disagree disagree 

4. A person feels free to ask the nurse questions. 
strongly strongly 
agree agree uncertain disagree disagree 

5. The nurse should be more friendly than he/she is. 
strongly strongly 
agree agree uncertain disagree disagree 

6. The nurse is a person who can understand how I feel. 
strongly strongly 
agree agree uncertain disagree disagree 

7. The nurse explains things in simple language. 
strongly strongly 
agree agree uncertain disagree disagree 

8. The nurse asks a lot of questions, but once he/she finds the 
answers, he/she doesn't seem to do anything. 

strongly strongly 
agree agree uncertain disagree disagree 

(Continued on next page) 
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9. When I need to talk to someone, I can go to the nurse with my 

problems. 
strongly strongly 
agree agree uncertain disagree disagree 

10. The nurse is too busy at the desk to spend time talking to me. 
strongly strongly 
agree agree uncertain disagree disagree 

11. I wish the nurse would tell me about the results of my tests more 
than he/ she' does. 

strongly strongly 
agree agree uncertain disagree disagree 

12. The nurse makes it a point to show me how to carry out the 
doctor's orders. 

strongly strongly 
agree agree uncertain disagree disagree 

13. The nurse is often too disorganized to appear calm. 
strongly strongly 
agree agree uncertain disagree disagree 

14. The nurse is understanding in listening to a patient's problems. 
strongly strongly 
agree agree uncertain disagree disagree 

15. The nurse gives good advice. 
strongly strongly 
agree agree uncertain disagree disagree 

16. The nurse really knows what he/she is talking about. 
strongly strongly 
agree agree uncertain disagree disagree 

17. It is always easy to understand what the nurse is talking about. 
strongly strongly 
agree agree uncertain disagree disagree 

18. The nurse is too slow to do things for me. 
strongly strongly 
agree agree uncertain disagree disagree 

(Continued on next page) 
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19. The nurse is just not patient enough. 
strongly strongly 
agree agree uncertain disagree disagree 

20. The nurse is not precise in doing his/her work. 
strongly 
agree agree uncertain 

21. The nurse gives directions at just the 
strongly 
agree agree uncertain 

22. I'm tired of the nurse talking down to 
strongly 
agree agree uncertain 

23. Just talking to the nurse makes me feel 
strongly 
agree agree uncertain 

24. The nurse always gives complete enough 
are ordered. 

strongly 
agree agree uncertain 

25. The nurse is skillful in assisting the 
strongly 
agree agree uncertain 

(Adapted from Risser 1975) 

ASH/JRA 
4/7/81 

strongly 
disagree disagree 

right speed. 
strongly 

disagree disagree 

me. 
strongly 

disagree disagree 

better. 
strongly 

disagree disagree 

exp1anataions of why tests 

strongly 
disagree disagree 

doctor with procedures. 
strongly 

disagree disagree 



DATA COLLECTION FORM 

LD. Code II 
Date ------------------
Age __ Sex __ Ethnicity __ 

Marital Status 
Admission ----------------
Diagnosis 
Date 0 f -----~D:-a-y-s--s-1~· n--c-e-----
Admission Admission 

Type of Room? 
Private 
Semi-Private 

----

If semi-private, location of bed? 
Door side of room 
Window side of room 

Surgical Procedure? 
No 
Yes Date 

Procedure 

Admission Status? 
__ Unexpected or emergency 

Planned or elective 

Previous experinece as a hospital 
patient? No 

Yes 
If yes, how many times during the 
past three years? __ 

Number of years of education? __ __ 

Date of discharge from hospital? 

Number of days between question
naires and discharge? 

2/84 rmg 

(Pat1ent Addressograph) 

Investigator field notes: 

Complete set of data? 
No 

--Yes 

Missing data and reason: 
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APPENDIX B 

INSTRUMENT CONSTRUCTION AND PRETESTING: INDEX OF 

CENTRALITY OF PATIENT TERRITORY AND INDEX OF 

PATIENT TERRITORIAL CONTROL PERCEPTIONS 
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Instrument Construction and Pretesting: Index of 
Centrality of Patient Territory 

The Index of Centrality of Patient Territory (ICPT) is 

14.5 

presented in Appendix A. The following discussion of the development 

of the ICPT includes the method of item construction, description of 

scale properties, instrument validities, and pretest procedures and 

results. 

Item Construction 

The Index of Centrality of Patient Territory (ICPT) is based 

primarily on the empirical work of Taylor and Stough (1978). Addition-

a1 theoretical support for items was obtained from Altman (1975), Bak-

ker and Bakker-Rabdau (1973), Edney (1976), and Itte1son et a1. (1974). 

Field observations and conversations with hospitalized persons and 

staff nurse colleagues provided the clinical orientation for this in-

strument. 

By definition, a more central territory is one in which a person 

has more control and more privacy; in which one is likely to know more 

people and to feel safer and more comfortable or at ease; and which is 

perceived as more useful to the person (Taylor & Stough 1978). Taylor 

and Stough (1978) demonstrated the validity of these theoretical con-

structs. With the exception of "people I know here," which did not 

appear appropriate for infrequently hospitalized persons, items were 

written to reflect "at homeness" and territorial "ownership," both of 

which are common to primary territories which Taylor and Stough (1978) 

found to be most central in the lives of subjects. One item which 
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dealt with the patient's being transferred to another hospital room was 

derived from clinical observation. Patients were frequently trans

ferred to other rooms for a variety of reasons such as to accommodate 

the use of an empty bed in double-occupancy rooms. 

An original pool of fifteen items was developed for the IePT by 

this investigator. The items were written for sample heterogeneity 

within the hospital setting. That is, the items were written for a 

sixth-grade English reading ability. They were applicable to males and 

females, to adults of all ages, to patients on all clinical services 

except younger pediatric patients, and to patients in both private and 

semi-private rooms. The focus of each item was on the patient's feel

ings about this hospital room in order to avoid responses to hospitals 

in general or to another hospital room at an earlier point in time. 

The items were constructed to obtain quantitatively-oriented opinions 

which reflected the meaning or value of the space for that person. 

Three nurse colleagues judged the items for clarity and redun

dancy, after which several items were rewritten and the number reduced 

to ten. The ten items were then presented to a panel of eight judges 

(graduate students in nursing) who were considered to be expert clini

cians as well as having the ability to think conceptually. After an ori

entation to the concept of centrality of patient territory, the judges 

were asked to respond to the relevancy and clarity of the items, as well 

as to the ease and clarity of the response format. Items and directions 

were revised and the number was reduced to eight. The eight remaining 

items were pretested on a convenience sample of medical-surgical 

patients. 
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Scale Properties 

The purpose of the lCPT is to scale persons through the 

measurement of self-reported opinions. The hospital room is the atti

tudinal object. The multiitem index was expected to be unidimensional, 

although Taylor and Stough (1978) acknowledged that centrality is a 

"complex dimension" of territoriality and they suggested that central

ity may be multidimensional. 

The response format of the lCPT requires the respondent to in

dicate his or her opinions or feelings by marking on a horizontal 10 cm 

(100 nun) line between quantitative scale anchors of "Not at all" to 

"Most possible." The visual analog scaling technique was adapted from 

clinical rating scales of anxiety (Lader & Marks, 1971) and pain (Ohn

haus & Adler, 1975; Scott & Huskisson, 1976). The scale provides ordi

nal data ranging from 0 to 100 for each item. All items are "positive" 

items. The subjects linear composite score, or degree of centrality, 

is obtained by sununing the scores for all items. The higher the score 

the more central the territory. 

Because social desirability and acquiescence are common prob

lems with self-report inventories (Anastasi, 1976; Nunnally, 1978), 

instructions were written to emphasize the importance of individual 

opinions as they were at the moment and confidentiality of responses 

was assured. Anastasi (1976) recommends balancing the number of posi

tive and negative items as a way of counteracting acquiescence in 

trait scales. Although it would have been possible to alternate the 

scale anchors on this scale, it was deemed to be undesirable for the 
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lCPT which involves considerable situational specificity (as opposed to 

a trait scale) and might even be distracting for less healthy subjects 

in the hospital setting. Therefore, within-subject response styles 

were assessed relative to this particular aspect of scale format. 

Instrument Validities 

The ICPT was expected to appear valid to patients. Fundamental

ly, face "validity" concerns rapport and public relations (Anastasi, 

1976, 139) and is an important consideration in conducting research 

within real-world hospital settings. It is possible that hospitalized 

persons can become emotionally distressed by an instrument that appears 

irrelevant or does not make sense to them. Therefore, it was important 

that the ICPT looked right to the person responding to the items. 

Content validity was built into the ICPT from the outset 

through the choice of items. The preparation of items was preceded by 

a thorough and systematic review of the literature as well as more than 

2000 hours of focused field observation conducted by this investigator 

as a part of clinical nursing practice with medical and surgical 

patients in the general hospital. Additionally, clinical experts were 

used to clarify and refine the items. Finally, subjects who partici

pated in the pretest of the instrument were interviewed after they re

sponded to the ICPT to assess representativeness and relevancy of the 

items and to ascertain item clarity and ease of response. 

Criterion validity has not been estimated since there are no 

relevant criterion measures known to this investigator. Construct 
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validity was to be evaluated by factor analysis and predictive modeling 

after the lCPT was used in this study of territorial control. Factor 

analysis provides information about the commonality of the items. Pre

dictive modeling as a type of construct validity, entailed specifying 

the relationship expected among the variables, then examining the em

pirical data to determine if the relationships held as predicted. 

Pretest Procedures and Results 

A convenience sample of 20 consenting orthopedic and cardiac 

patients in a general hospital were invited to respond to the lCPT. 

They were informed of the purpose of the lCPT, as well as the risks and 

benefits. Subjects were instructed regarding the response format. 

After completing the questionnaire, the subjects were debriefed as to 

the content of the items and information was sought from the patients 

regarding relevancy and representativeness of the items. Field notes 

were written. 

The subject's markings were measured using a single metric

scale ruler. Decision rules were specified ahead of time ~o guide 

measurement decisions that might occur; decision rules encourage ob

servational consistency from rater to rater. A criterion of inter

rater agreement not differing by more than 1 mm was established. 

Pretest internal consistency reliability, using Cronbach's 

(1951) coefficient alpha for the eight-item scale was .76 (.79 stan

dardized). The average item mean on the scale of zero to 100 was 

57.42. Item-item correlations for all items were good (i.e., the 
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majority of items correlated with other items between r = .30 and .70) 

with the exception of item #8. Item #8, which was related to patient 

feelings about being transferred to another room, did not correlate 

with any of the other seven items. Item #8 also appeared to be un-

stable since the item mean was 51.20 with a standard deviation of 42.54. 

Item #8 was deleted from the scale. The unstandardized alpha coeffi-

cient for the remaining seven items was .86. 

Summary 

The ICPT is a short self-report measure of centrality of ter-

ritory in hospitalized persons which utilizes a visual analog scaling 

technique to obtain quantitatively-oriented opinions. The subject's 

summated score reflects the degree of centrality. In a pretest of 20 

orthopedic and cardiac patients, the ICPT demonstrated high internal 

consistency reliability after one item 'of questionable value was de-

leted. The revised scale contained seven items. 

Instrument Construction and Pretesting: Index of 
Patient Territorial Control Perception 

The purpose of the Index of Patient Territorial Control Per-

ceptions (IPTCP) is to measure an individual's opinions or feelings 

about the amount of territorial control he or she has while a patient 

is in the hospital. Territorial control is defined as the freedom or 

choice one has in regulating or influencing the objects, activities and 

social interactions within a particular segment of space or territory. 

A territory is that segment of acquired or assigned space which one 
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experiences as his own and in which he or she exerts control, takes 

initiative, has expertise, or accepts responsibility (adapted from 

Bakker & Bakker-Rabdau, 1973). The intent was to develop a valid and 

reliable tool that could be administered at low cost, in time and 

energy requirements, to patients in the hospital. Hospitalized per

sons, especially acutely ill persons, cannot and will not respond to 

difficult tasks that do not appear directly related to their recovery 

of health and well-being. 

The conceptual framework underlying the IPTCP derives from the 

study 'and theoretical formulations of human territoriality in general 

(Altman, 1975; Edney, 1976; Hall, 1966; Levy-Leboyer, 1982) and of 

territorial behavior in health care institutions in particular (A11ek

ian, 1973; Chang, 1978; Hinshaw & Schepp, 1983; Johnson, 1979). Cur

rently territoriality is viewed as an adaptive mechanism (Altman, 1975; 

Edney, 1974; Levy-Leboyer, 1982; Proshansky et al., 1976) and is asso

ciated with the control of space (Lyman & Scott, 1967; Proshansky et 

a1., 1976). Increasingly the achievement and maintenance of control 

over one's territory, and the privacy afforded by that control, is 

thought to be the most important function of territorial behavior. 

The IPTCP is presented in Appendix A. The scale properties, 

the method of item construction, instrument validities, and a summary 

of pretest procedures and results will be discussed. 
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Scale Properties 

The intent of the multiitem IPTCP is to scale persons through 

the measurement of self-reported opinions about the amount of terri-

toria1 control one has while a patient in the hospital. The stimuli 

are descriptive statements of potentially controllable objects, activ-

ities and social interactions which commonly occur within the patient's 

room, the patient's territory. The responses are opinions about how 

much control one has. A Likert-type scale containing seven intervals 

was used. Response options for each item varied from 1 = no perceived 

control to 7 = complete control. The subject rates the amount of con-

trol perceived by circling an "X" which best describes his or her feel-

ings at that point in time. The subject's summated score is a linear 

indicator of territorial control perceptions; that is, the higher the 

score the more territorial control the patient feels he or she has. 

Prior to empirical testing of the IPTCP, it was theorized that 

the scale was composed of four subscales: 

Socializing and Privacy (SOC): 

Social interaction (diversiona1 or social in nature) 
with one or more persons (such as with a visitor, room
mate or caregiver) or doing something alone (such as 
reading or "just thinking"), exclusive of self-care 
activities. 

Activities of Daily Living (ADL): 

Usual self-maintenance or self-care and "creature
comforting" activities (such as ambulating, dressing, 
grooming, eating, and eliminating). 



Care-Related Activities (CARE): 

Activities related to therapeutic interventions 
(treatments and medications), to information exchange rela
tive to medical and nursing care, and to meeting special 
care/comfort needs secondary to an illness condition. 

Physical Environment (ENV): 

Inanimate objects (such as furniture) and sensory aspects 
of the environment (such as room temperature and lighting). 

The first two subsca1es in the ;I:PTCP were derived from Chang's (1978) 

study of situational control of daily activities in an institutional 

setting for the elderly. Using factor analysis as a data reduction 

technique, Change identified two factors among what she thought were 
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eight common activities of nursing home residents. The first factor, 

control of socializing and privacy, accounted for 71.2 percent of the 

variance; the second factor, control of "physical care" such as dress-

ing and ambulating accounted for 28.8 percent (Chang, 1978). Wllile 

the results of the small sample (N = 30) study of white subjects with 

a mean age of 78.6 years may need to be viewed with some caution, the 

occurrence of two factors among the eight activities appears valid. 

The third subsca1e of the IPTCP, Care-Related activities, was 

derived primarily from more than 2000 hours of focused field observa-

tion conducted by this investigator as a part of clinical nursing 

practice with medical and surgical adults in a general hospital. The 

fourth subscale, Physical Environment, was derived from a review of 

the literature in the field of environmental psychology and on field 

observations. 
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Item Construction 

The statements in the IPTCP were focused on territorial control 

among patients in the general hospital. All items were potentially 

controllable by all subjects in varying degrees. The items were writ

ten for sample heterogeneity within the hospital setting. They were 

written for a sixth-grade English reading ability. They were applic

able to males and female~ of all ages and to patients on all clinical 

services except younger pediatric patients, and to patients in both 

private and semi-private rooms. 

The focus of each item was one environmental object, one ac

tivity of daily living, one care-related activity, or one aspect of 

socializing and privacy. The stimulus statements were all positive 

statements to which the subject was expected to respond in degrees of 

perceived control. 

Scale Validities 

Content validity was built into the IPTCP from the outset 

through the choice of items. The preparation of items was preceded by 

a thorough and systematic review of the literature as well as clinical 

field observations by the investigator. A large number of items were 

written, and rewritten repeatedly, until a pool of 50 items was ob

tained. The 50 items were then submitted to a panel of six judges 

to assess the relevance and representativeness of the proposed items. 

Judges were selected on the basis of recent contact with hospitalized 

adults and expertise in che nursing care of adults as well as knowledge 
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of human territoriality. The six judges were members of the Nursing 

Department Research Development Committee of a local health sciences 

center. Each judge was independently presented with the 50 items and 

was asked to respond to: 1) In your opinion, does the item reflect 

territorial control? and 2) which of the four subsca1es, as defined in 

this study, is represented by the item? Those items which were judged 

not to reflect territorial control or for which there was not clear 

agreement on which subsca1e was represented by the item were identified. 

Fifteen items were discarded. Four items which were thought by this 

investigator to represent essential content were rewritten and retained. 

The revised scale, consisting of 35 items, was pretested with patients. 

Criterion validity was not estimated since there were no cri

terion measures known to this investigator. Construct validity was to 

be assessed by several methods after the IPTCP was operationa1ized in 

this study of territorial control. Factor analysis and predictive 

modeling was planned. 

Pretest Procedures and Results 

A convenience sample of 20 orthopedic and cardiac patients in 

the general hospital were selected to pretest the 35-item IPTCP. 

Subjects were informed of the purpose of the questionnaire, as well as 

the risks and benefits. Based on pretest data, total scale reliabil

ity was estimated at .93 (unstandardized) using Cronbach's (195l) co

efficient alpha. Unstandardized subsca1e alphas were: .80 for the 

SOC subsca1e; .85 for the ADL subsca1e; .82 for the CARE subscale; 
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and .65 for the ENV subscale. Item-item, item-subscale and item-total 

scale correlations were examined, as were subscale-subscale and 

sub scale-total scale correlations. Those items judged to be reliable 

and stable indicators of perceived territorial control were retained; 

those which were of questionable reliability were revised or discarded. 

Caution was used in making content-related decisions because the small 

number of subjects responding to the pretest limited the amount of 

confidence that could be placed in the pretest results. 

The ENV subscale appeared to have very few satisfactory items, 

so this particular subscale was subjected to major revisions, including 

the writing of additional items. A revised l3-item ENV subscale was 

tested on an additional 20 orthopedic inpatients. The unstandardized 

alpha for this test was .84. Based on item-item and item-subscale 

correlations, the best nine items were selected for the replacement of 

items. 

The items in each subscale are identified in Table Bl. The 

revised IPTCP contained 30 items and was considered ready for use in 

this study of territorial control. 

Summary 

The Index of Patient Territorial Control Perceptions is a 30-

item Likert-type self-report measure of patients' opinions about the 

amount of control over one's hospital territory while a patient in the 

hospital. The subject's composite score, or degree of perceived ter

ritorial control, is obtained by summing the scores for all items. 
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Table Bl. Identification of Items Within Subscales: Index of Patient 
Territorial Control Perceptions 

Number 
Subscale Item # of Items 

Socializing and Privacy 6, 8, 10, 15, 18, 27 6 

Activities of Daily Living 2, 11, 16, 19, 22, 24, 28, 29 8 

Care-Related Activities 4, 5, 12, 14, 17, 21, 30 7 

Physical Environment 1, 3, 7, 9, 13, 20, 23, 25, 26 9 

Total 30 
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Table Cl. Demographic Characteristics--Marital Status (N 80) 

Marital Status N % of Sample 

Married 48 60 
Single or Separated 22 27 
Divorced 5 6 
Widowed 5 6 

Total 80 100 

Table C2. Demographic Characteristics--Education (N 80) 

Years in School N % of Sample 

6 to 8 Years 7 9 
9 to 12 Years 34 42 

13 to 14 Years 16 20 
15 to 16 Years 16 20 
17 to 18 Years 7 9 

Total 80 100 

Mean 12.73 
S.D. 2.86 
Median 12.44 
Mode = 12.00 
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Table C3. Demographic Characteristics--Type of Room (N 80) 

Type of Room N % of Sample 

Private 12 15 
Semi-private (hallway side) 28 35 
Semi-private (window side) 40 50 

Total 80 100 

Table C4. Demographic Characteristics--Previolls In-Patient Hospital 
Experience (N = 80) 

Previous In-Patient 
Hospital Experience N % of Sample 

None 9 11 
At least once 71 89 

Total 80 100 

Table C5. Demographic Characteristics--Frequency of Hospital 
Admissions during Last Three Years (N = 80) 

Frequency N % of Sample 

Never 33 41 
One time 25 32 
Two times 11 14 
Three times 5 6 
Four times 6 7 

Total 80 100 
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Table C6. Demographic Characteristics--Medical Diagnoses (N SO) 

Medical Diagnoses N % of Sample 

Upper extremity and shoulder 4 5 
Neck and back 2S 35 
Lower extremity and hip 4S 60 

Total SO 100 

Table C7. Demographic Characteristics--Admission Status (N SO) 

Admission Status 

Unexpected or emergency 
Elective 

Total 

N 

29 
51 

SO 

% of Sample 

36 
64 

100 

Table CS. Demographic Characteristics--Surgica1 Experience (N SO) 

Surgery, this admission 

Yes 
No 

Total 

N 

57 
23 

SO 

% of Sample 

71 
29 

100 



Table C9. Demographic Characteristics--Number of Days in Hospital 
Prior to Study (N = 80) 
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Number of Days N % of Sample 

Two 22 27 
Three 19 24 
Four 17 21 
Five 5 6 
Six 3 4 
Seven or more 14 18 

Total 80 100 

Mean 4.20 
S.D. 2.49 

Table CIO. Demographic Characteristics--Number of Days in Hospital 
after Study (N = 80) 

Number of Days N % of Sample 

One 24 30 
Two 16 20 
Three 9 11 
Four 8 10 
Five 2 2 
Six 4 5 
Seven or more 17 22 

Total 80 100 

Mean 3.36 
S.D. 2.35 
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Table Dl. Reliability Estimates: Index of Centrality of Patient Territory (N 80) 

Correlations 
Item II Item Item-Itemb Item-Subscale 

Meana s.d. (r =.30 to .)O} (r ~ .50) 

Average 61.79 29.44 

1 62.03 29.06 6/6 

2 60.24 29.28 6/6 

3 61.58 30.05 6/6 

4 54.86 30.47 6/6 

5 68.59 29.78 6/6 

6 77 .88 23.34 6/6 

7 47.35 34.13 6/6 

Scale Source: Gerber 1983 
aRange of scores: 0 (Lo) to 98 (Hi) 
bRatio of correlations meeting criteria 

Total Scale 
Item-Scale Coefficient AlEha 
(r~ .40) Unstd. Std. 

.89 .90 

.70 

.63 

.59 

.76 

.84 

.68 

.69 

7/7b 

I-' 
0" 
~ 



Table D2. Factor Analysis of the Index of Centrality of Patient 
Territory (N = 80) 

Factor Loadings 

Item II 
* (N =- 7) Factor 1 

1 .78 

2 .73 

3 .69 

I .. .84 

5 .90 

6 .77 

7 .78 

Eigenvalue 4.32 

Explained Variance 61.70% 

Cumulative Variance 61.70% 

1;All items loaded on one factor. 
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Table D3. Reliability Estimates: Assistance Needs Rating Scale (N 80) 

Item # Item 
Meana s.d. 

(Values computed on 6 items) 

Average 2.09 0.86 

1 (Item deleted) 

2 2.46 1.11 

3 2.20 1.01 

4 2.23 0.81 

5 1.64 0.51 

6 2.39 1.23 

7 1.68 0.50 

Correlations 
Item-Itemb 

(r =.30 to.70) 

5/5 

4/5 

5/5 

4/5 

4/5 

4/5 

Item-Subscale 
(r ~ .50) 

Item-Scale 
(r ~ .40) 

.57 

.82 

.64 

.71 

.85 

.74 

6/6b 

Total Scale 
Coefficient Alpha 
Unstd. Std. 

.87 .90 

Scale Source: Adapted from the Rapid Disability Rating Scale--2 (Linn and Linn 1982) 

aRange of scores: 1 (Lo) to 4 (Hi) 
bRatio of correlations meeting criteria 

I-' 
0\ 
0\ 



Table D4. Factor Analysis of the Assistance Needs Rating Scale 
(N = 80) 

Item II 
(N = 6) 

2 

3 

4 

5 

6 

7 

Eigenvalue 

Explained Variance 

Cumulative Variance 

*All items loaded on one factor. 

Factor Loadings 

* Factor" 

.65 

.87 

.78 

.84 

.89 

.86 

4.04 

67.30% 

67.30% 

**Item deleted prior to factor analysis. 

167 



Table D5. Reliability Estimates: Levenson's Internal Locus of Control Scale (N 80) 

Correlations 
Item II Item 

Meana s.d. 

(Values computed on 7 items) 
Average 4.75 1.37 

1 5.14 0.90 

4 3.70 1.95 

7 4.34 1. 76 

15 4.00 1.82 

16 5.40 0.96 

18 5.36 1.17 

20 5.30 1.06 

Item-Itemb 

(r =.30 to .70) 

0/6 

0/6 

0/6 

1/6 

1/6 

3/6 

1/6 

Item-Subscale 
(r ~ .50) 

Scale Source: I, P and C Scales (Levenson 1974) 

aRange of scores: 1 (Lo) to 6 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

Item-Scale 
(r z:. .40) 

.l5e 

.17c 

.20c 

.31c 

.20c 

.42 

.40 

2/7b 

Total Scale 
Coefficient Alpha 

Unstd. Std. 

.51 .56 

I--' 
(J\ 

00 



Table D6. Factor Analysis of Levenson's Internal Locus of 
Control Scale (N = 80) 

Factor Loadings 

Item II 
(N = 7) Factor 1 Factor 2 

1 .31 -.28 

4 .21 .55 

7 .29 .75* 

15 .58* .11 

16 .61* -.57 

18 .79* -.09 

20 .70* .16 

Eigenvalue 2.06 1.31 

Explained Variance 29.40% 18.70% 

Cumulative Variance 29.40% 48.00% 
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Factor 3 

.78* 

.51 

-.08 

.10 

.03 

-.32 

-.21 

1.04 

14.80% 

62.90% 

*Factor loading> .05; > .20 difference between loading on other 
factors. -



Table D7. Reliability Estimates: Levenson's Internal Locus of Control Scale, Modified (N 80) 

Correlations 
Item II Item 

Meana s.d. 
(Values computed on 4 items) 
Average 5.02 1.25 

1 (Item deleted) 

4 (Item deleted) 

7 (Item deleted) 

15 4.00 1.82 

16 5.40 0.96 

18 5.36 1.17 

20 5.30 1.06 

I tem-Itemb 

(r =.30 to.70) 

1/3 

1/3 

3/3 

1/3 

Item-Subscale 
(r ~ .50) 

Scale Source: I, P and C Scales (Levenson 1974) 

aRange of scores: 1 (Lo) to 6 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

Item-Scale 
(r ~ .40) 

.32c 

.35c 

.55 

.40 

2/4b 

Total Scale 
Coefficient Alpha 
Unstd. Std. 

.59 .64 

I-' 
....... 
o 



Table D8. Reliability Estimates: Levenson's Powerful Others Locus of Control Scale (N 80) 

Correlations 
Item # Item 

Meana s.d. 

(Values computed on 7 items) 
Average 2.39 1.55 

3 1.93 1.38 

9 1.81 1.40 

11 2.46 1.56 

13 2.74 1.66 

14 1. 70 1. 32 

17 3.19 1. 76 

19 2.88 1. 75 

Item-Itemb 

(r =.30 to.70) 

3/6 

3/6 

1/6 

4/6 

2/6 

3/6 

4/6 

Item-Subscale 
(r ~ .50) 

Scale Source: I, P and C Scales (Levenson 1974) 
aRange of scores: 1 (Lo) to 6 (Hi) 
bRatio of correlations meeting criteria 

cDid not meet criterion correlation 

Item-Scale 
(r ~ .40) 

.48 

.48 

.36c 

.51 

.40 

.48 

.48 

6/7
b 

Total Scale 
Coefficient Alpha 
Unstd. Std. 

.74 .74 

..... ..... ..... 



Table D9. Factor Analysis of Levenson's Powerful Others Locus of 
Control Scale (N = 80) 

Factor Loadings 

Item 1/ 
(N = 7) Factor 1 Factor 2 

3 6'* . \) .29 

9 .64 .60 

11 .53 .48 

13 .68* -.37 

14 .55* -.52 

17 .66* -.01 

19 .66* -.44 

Eigenvalue 2.75 1.28 

Explained Variance 39.30% 18.20% 

Cumulative Variance 39.30% 57.50% 

*Factor loading> .50; > .20 difference between loading on other 
factor. -
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Table DIO. Reliability Estimates: Levenson's Chance Locus of Control Scale (N 80) 

Correlations 
Item If Item Item-Itemb Item-Subscale 

Meana s.d. (r =.30 to .70} 
(Values computed on 7 items) 
Average 2.70 1.50 

2 2.29 1.42 2/6 

5 2.91 1.56 0/6 

6 2.16 1.22 2/6 

8 4.19 1.61 0/6 

10 2.31 1.51 0/6 

12 3.04 1.66 0/6 

21 2.03 1.50 2/6 

Scale Source: I, P and C Scales (Levenson 1974) 
aRange of scores: 1 (Lo) to 6 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

(r > .50) 
Item-Scale 

(r > .40) 

.48 

.22c 

.54 

.29c 

.33c 

.40 

.39c 

3/7b 

Total Scale 
Coefficient Alpha 
Unstd. Std. 

.66 .67 

.... 
'-l 
\,.oJ 



Table Dll. Factor Analysis of Levenson's Chance Locus of Control 
Scale (N = 80) 

Factor Loadings 

Item If 
(N = 7) Factor 1 Factor 2 

2 .72* .16 

5 .37 .71* 

6 .77* .16 

8 .45 -.61 

10 .51* -.21 

12 .58* -.05 

21 .63* -.15 

Eigenvalue 2.44 1.01 

Explained Variance 34.90% 14.40% 

Cumulative Variance 34.90% 49.30% 

*Factor loading> .50; > .20 difference between loading on other 
factor. -
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Table Dl2. Reliability Estimates: Levenson's Chance Locus of Control Scale, Modified (N = 80) 

Correlations 
Item # Item 

Meana s.d. 

(Values computed on 6 items) 
Average 2.67 1.27 

2 2.29 1.42 

5 (Item deleted) 

6 2.16 1.22 

8 4.19 1.61 

10 2.31 1.51 

12 3.04 1.66 

21 2.03 1.50 

Item-Itemb 

(r =.30 to.}O) 

2/5 

2/5 

0/5 

0/5 

0/5 

2/5 

Item-Subscale 
(r ~ .50) 

Scale Source: I, P and C Scales (Levenson 1974) 

aRange of scores: 1 (Lo) to 6 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

Item-Scale 
(r ~ .40) 

.47 

.53 

.31c 

.33c 

.37c 

.43 

3/6b 

Total Scale 
Coefficient Alpha 

Unstd. Std. 

.67 .68 

..... ..... 
In 



Table Dl3. Reliability Estimates: Index of Patient Territorial Control Perceptions by Total 
Scale and Sub scale (N = 80) 

Correlations 
Item II Item Item-Itemb I tem-Subscaleb I tem-ScalJl Coefficient AlEha 

Meana s.d. (r =.30 to .}O) (r ~ .50) (r ~ .40) Unstd. Std. 

(Values computed on 28 items) 

Total 
Scale 5.41 1.73 

SOC 
Sub scale 5.35 1.71 6/10 
(5 items) 
-
ADL 
Subscale 5.51 1.71 17/28 
(8 items) 

CARE 
Subscale 5.14 1.81 9/15 
(6 items) 

ENV 
Subscale 5.53 1. 70 25/36 
(9 items) 

Scale Source: Gerber 1983 

aRange of scores: 1 (Lo) to 7 (Hi) 
bRatio of correlations meeting criteria 

.93 .93 

2/5 5/5 .72 .73 

5/8 8/8 .81 .81 

3/6 5/6 .74 .75 

8/9 9/9 .85 .85 

Legend: 
SOC Socialization and Privacy 
ADL Activities of Daily Living 
CARE Care-Related Activities 
El~ Physical Environment 

l-' 

" 0\ 



.. Table Dl4. Reliability Estimates: Index of Patient Territorial Control Perceptions-
Socialization and Privacy Sub scale (N = 80) 

Correlations 
Item # Item 

Meana s.d. 
(Values computed on 6 items) 
Average 5.34 1.71 

6 5.29 1.94 

8 5.48 1.59 

10 5.61 1.54 

15 5.31 1.68 

18 5.51 1.59 

27 4.86 1.93 

Scale Source: Gerber 1983 

Item-Itemb 

(r =.30 to,)O) 

1/5 

3/5 

2/5 

0/5 

3/5 

1/5 

aRange of scores: 1 (Lo) to 7 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

Item-Subscale 
(r ~ .50) 

.35c 

.53 

.46c 

.26c 

.63 

.38c 

2/6b 

Item-Scale 
(r ~ .40) 

.48 

.68 

.47 

.24c 

.64 

.51 

5/6b 

Sub scale 
Coefficient Alpha 

Unstd. Std. 

.69 .71 

I-' 
-..J 
-..J 



Table DIS. Factor Analysis of the Index of Patient Territorial 
Control Perceptions--Socialization and Privacy Subscale 
(N = 80) 

Factor Loadings 

Item II 
(N = 6) Factor 1* 

6 .54 

8 .79 

10 .65 

15 .46 

18 .84 

27 .57 

Eigenvalue 2.58 

Explained Variance 43.10% 

Cumulative Variance 43.10% 

*All items loaded on one factor. 
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Table D16. Reliability Estimates: Index of Patient Territorial Control Perceptions--
Socializing and Privacy Subscale, Modified (N = 80) . 

Correlations Subscale 
Item II Item Item-Itemb Item-Subscale Item-Scale Coefficient AlEha 

Meana s.d. 

(Values computed on 5 items) 
Average 5.35 1.71 

6 5.29 1.94 

8 5.48 1.59 

10 5.61 1.54 

15 (Item deleted) 

18 5.51 1.59 

27 4.86 1.93 

Scale Source: Gerber 1983 

(r =.30 to.70) 

1/4 

4/4 

2/4 

3/4 

2/4 

aRange of scores: 1 (Lo) to 7 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

(r ~ .50) 

.36c 

.60 

.42c 

.64 

.40c 

2/5b 

(r ~ .40) 

.48 

.68 

.46 

.62 

.4.2. 

5/5b 

Unstd. Std. 

.72 .73 

I-' 
...... 
\0 



~able D17. Reliability Estimates: Index of Patient Territorial Control Perceptions-
Activities of Daily Living Subscale (N = 80) 

Correlations Sub scale 
Item II Item Item-ItemD Item-Subscale Item-Scale Coefficient AlEha 

f>leana s.d. (r =.30 to .70) 

(Values computed on 8 items) 
Average 5.51 1.71 

2 5.80 1.61 5/7 

11 6.08 1.50 4/7 

16 5.76 1.59 4/7 

19 5.19 1.84 6/7 

22 5.56 1. 79 3/7 

24 5.24 1.62 4/7 

28 5.66 1.82 4/7 

29 4.78 1.88 4/7 

Scale Source: Gerber 1983 

aRange of scores: 1 (La) to 7 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

(r ~ .50) (r ~ .40) Unstd. Std. 

.81 .81 

.55 .51 

.52 .44 

.45c .45 

.64 .57 

.48c .58 

.46c .58 

.53 .56 

.54 .58 

5/8
b 

8/8 
b 

I-' 
ex> 
o 
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Table D18. Factor Analysis of the Index of Patient Territorial 
Control P~rceptions--Activities of Daily Living Subscale 
(N = 80) 

Factor Loading 

Item II 
(N = 8) Factor 1 Factor 2 

2 .69* -.34 

11 .66* -.52 

16 .58* -.26 

19 .77* -.18 

22 .61* -.05 

24 .57 .55 

28 .65* .44 

29 .68* .43 

Eigenvalue 3.41 1.17 

Explained Variance 42.70% 14.70% 

Cumulative Variance 42.70% 57.40% 

*Factor loading ~ .50; > .20 difference between loading on other 
factor. 



Table D19. Reliability Estimates: Index of Patient Territorial Control Perceptions-
Care-Related Activities Subscale (N = 80) 

Correlations 
Item # Item 

Meana s.d. 

(Value computed on 7 items) 
Average 4.96 1.84 

4 5.03 1.77 

5 5.61 1. 79 

12 5.24 2.13 

14 4.98 1.61 

17 5.09 1. 70 

21 4.89 1.87 

30 3.91 2.03 

Scale Source: Gerber 1983 

Item-Itemb 

(r =.30 to.70) 

2/6 

1/6 

2/6 

3/6 

5/6 

2/6 

1/6 

aRange of scores: 1 (Lo) to 7 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

Item-Subscale 
(r ~ .50) 

.43c 

.26c 

.40c 

.48c 

.62 

.45c 

.26c 

1/7b 

Item-Scale 
(r ~ .40) 

.38c 

.44 

.50 

.43 

.55 

.52 

.33
c 

5/7b 

Sub scale 
Coefficient Alpha 

Unstd. Std. 

.70 .71 

~ 
(Xl 
N 



Table n20. Factor Analysis of the Index of Patient Territorial 
Control Perceptions--Care-Related Activities Sub scale 
(N = 80) 

Factor Loading 

Item 11 
(N = 7) Factor 1 Factor 2 

4 .61* .36 

5 .47 -.62 

12 .61* -.03 

14 .68* -.23 

17 .81* -.07 

21 .74* -.06 

30 .45 .73* 

Eigenvalue 2.84 1.11 

Explained Variance 40.60% 15.80% 

Cumulative Variance 40.60% 56.50% 

*Factor loadings ~ .50; > .20 difference between loading on other 
factor. 
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Table D2l. Reliability Estimates: Index of Patient Territorial Control Perceptions-
Care-Related Activities Subscale, Modified (N = 80) 

Correlations Sub scale 
Item 1/ Item Item-Itemb Item-Subscale Item-Scale Coefficient AlEha 

Meana s.d. (r =.30 to. 70) 

(Values computed on 6 items) 
Average 5.14 1.81 

4 5.03 1.77 2/5 

5 5.61 1. 79 1/5 

12 5.24 2.13 3/5 

14 4.98 1.61 3/5 

17 5.09 1. 70 4/5 

21 4.89 1.87 5/5 

30 (Item deleted) 

Scale Source: Gerber 1983 

aRange of scores: 1 (La) to 7 (Hi) 
bRatio of correlations meeting criteria 
cDid not meet criterion correlation 

(r 2. .50) (r 2. .40) Unstd. Std. 

.74 .75 

.40c .3Sc 

.35c .44 

.44c .51 

.50 .43 

.67 .55 

.56 .52 

3/6
b 5/6b . 

I-' 
co 
~ 



Table D22. Reliability Estimates: Index of Patient Territorial Control Perceptions-
Physical Environment Subscale (N = 80) 

Correlations Sub scale 
Item II .Item I tem-I temO- Item-Subsca1e Item-Scale Coefficient A1Eha 

Meana s.d. (r =.30 to .70} 

(Values computed on 9 items) 

Average 5.53 1. 70 

1 5.53 1. 91 6/8 

3 5.68 1. 69 4/8 

7 5.85 1.77 8/8 

9 5.30 1.98 5/8 

13 5.21 1. 73 7/8 

20 5.98 1.35 5/8 

23 6.16 1.47 5/8 

25 5.19 1.68 3/8 

26 5.24 1. 79 7/8 

Scale Source: Gerber, 1983 

~ange of scores: 1 (Lo) to 7 (Hi) 
Ratio of correlations meeting criteria 

cDid not meet criterion correlation 

(r ~ .50) (r ~ .40) Unstd. Std. 

.85 .85 

.60 .56 

.51 .47 

.70 .76 

.59 .60 

.55 .67 

.53 .50 

.50 .46 

.45 
c 

.52 

.65 .63 

8/9b 
9/9b 

I-' 
00 
VI 



Table D23: Factor Analysis of the Index of Patient Territorial 
Control Perceptions--Physical Environment Sub scale 
(N = SO) 

Factor Loading 

Item /I 
(N = 9) Factor 1 Factor 2 

1 .70* .30 

3 .62* -.04 

7 .79* .10 

9 .70* .16 

13 .65* .28 

20 .65* -.60 

23 .61* -.52 

25 .55 .48 

26 .76* -.15 

Eigenvalue 4.08 1.10 

Explained Variance 45.30% 12.20% 

Cumulative Variance 45.30% 57.50% 

*Factor loadings ~ ·.50; > .20 difference between loading on other 
factor 

lS6 



Table D24. Summary of Factor Analysis of the Index of Patient Territorial Control 
Perceptions (N = 80) 

% % N of Factor N of Factor 
Explained Cumulative Loadings 2:. .50 Loadings 2:. .40* 

Factor Eigenvalue Variance Variance (N of Items = 30) (N of Items = 30) 

1 9.77 32.60 32.60 23 28** 

2 2.64 8.80 41.40 1 4 

3 1.96 6.50 47.90 1 1 

4 1. 76 5.90 53.80 Z 2 

5 1.38 4.60 58.40 1 2 

6 1.28 4.30 62.70 0 0 

7 1.13 3.80 66.40 1 1 

*Relaxed criterion according to Nunnally (1978, p. 434). 
**Item #15 loaded at .28; item #30 at .36. 

I-' 
co 
~ 



Table D25. Comparison of Empirically-Based Clusters with 
Theoretically-Predicted Subscales: Index of Patient 
Territorial Control Perceptions (N = 80) 

Cluster Item 11* 

A 8 
18 

7 
26 
13 

9 
10 

B 20 
22 
23 

C 14 
17 
24 

D 1 
3 

19 

E 25 
28 
29 

Predicted 
Subscale 

SOC 
SOC 
ENV 
ENV 
ENV 
ENV 
SOC 

ENV 
ADL 
ENV 

CARE 
CARE 
ADL 

ENV 
E~\T 

ADL 

ENV 
ADL 
ADL 

Focus of Content 

Visiting 
Visiting 
Personal belongings 
Bed comfort 
Chairs 
Window curtains 
Television 

Comfort items 
Eating 
Bedside tables 

Knowledge, medical condition 
Knowledge, medicines/treatments 
Sleep 

Lighting 
Storage space 
Getting out of bed 

Door to room 
Going to bed at night 
Physical exercise 

*Items 1115 and 1130 were deleted from the scale prior to cluster 
analysis; items 112, 114, 115, #6, #11, 1112, 1116, 1121, and 1127 did 
not cluster. 
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Table D26. Reliability Estimates: State-Trait Anxiety Inventory, X-I (N = 80) 

Correlations 

Item b Item-Subsca1eb b Item II Item-Item Item-Subsca1e 
(N = 20) Mean a s.d. (r = .30 to .70) (r ~ .50) (r ~ .40) 

Scale 
Average 1.76 . 0.90 

1 1.71 0.77 10/19 .49 
2 1.64 0.72 12/19 .50 
3 1. 76 0.89 11/19 .52 
4 1.59 0.94 1/19 .15c 
5 1.93 0.91 12/19 .51 

6 1.46 0.78 7/19 .49 
7 1. 73 1.03 4/19 .39c 
8 1.99 0.96 10/19 .54 
9 2.03 1.07 2/19 .31c 

10 2.11 0.97 10/19 .42 

11 1.71 0.83 10/19 .54 
12 1.46 0.67 13/19 .65 
13 1.49 0.78 10/19 .55 
14 1.45 0.86 3/19 .34c 
15 1.89 0.91 13/19 .72 

Coefficient Alpha 

Unstd. Std. 

.88 .89 

I-' 
00 
\0 



Table D26.--Continued 

Item 
b Item-Item 

Correlations 

b Item-Subsca1e 
(N = 20) Meana s.d. (r = .30 to .70) (r ~ .50) 

16 2.05 0.95 10/19 
17 1.65 0.83 . 12/19 
18 1.21 0.57 1/19 
19 2.30 1.01 11/19 
20 2.00 0.95 12/19 

Scale Source: Spielberger, Gorsuch and Lushene. 1970 

~ange of scores: 1 (Lo) to 4 (Hi) 
Ratio of correlations meeting criteria 

cDid not meet criterion correlation 

b Item-Subsca1e 
(r ~ .40) 

.66 

.64 

.35c 

.63 

.63 

15/20b 

Coefficient Alpha 

Unstd. Std. 

I-' 
\0 
o 



Table D27. Reliability Estimates: Patient Satisfaction Instrument (N 80) 

Item 

Meana s.d. 

Total 
Scale 
(25 items) 3.79 0.91 

TPSAT 
Subscale 
(7 items) 3.90 0.82 

EDSAT 
Subscale 
(7 items) 3.62 0.96 

TRUSAT 
Subsca1e 
(11 items) 3.80 0.94 

Correlations 

Item-Itemb 

(r = .30 to .70) 

15/21 

17/21 

49/55 

b Item-Subsca1e 
(r ~ .50) 

4/7 

6/7 

11/11 

b Item-Subscale 
(r ~ .40) 

7/7 

7/7 

11/11 

Coefficient Alpha 

Unstd. Std. 

.94 .94 

.80 .82 

.81 .81 

.88 .88 

Scale Source: Risser, 1975 TPSAT Technical-Professional 
ED SAT Educational 

:Range of Scores: 1 (Lo) to 5 (Hi) TRUSAT = Trusting 
Ratio of correlations meeting criteria 

...... 
\0 
...... 



Table D28. Reliability Estimates: Patient Satisfaction Instrument--Technical-Professional 
Subscale (N = 80) 

Item 
b Item-Item 

Correlations 

Item /I Meana s.d. (r = .30 to .70) 
Item-Subscale 

(r ~ .50) 

(Values computed on 7 items) 
Average 3.90 0.82 

12 3.95 0.87 

13 4.01 0.96 

15 3.97 0.67 

16 3.81 0.70 

18 3.55 1.16 

20 3.98 0.75 

25 4.01 0.61 

Scale Source: Risser, 1975 

5/6 

3/6 

4/6 

5/6 

3/6 

6/6 

4/6 

:Range of scores: 1 (Lo) to 5 (Hi) 
Ratio of correlations meeting criteria 

cDid not meet criterion correlation 

.62 

.48c 

.58 

.68 

.42c 

.67 

.44c 

4/7b 

Item-Scale 
(r ~ .40) 

.56 

.62 

.57 

.61 

.55 

.68 

.46 

7/7b 

Sub scale 
Coefficient Alpha 

Unstd. Std. 

.80 .82 

I-' 
\0 

"" 



Table D29. Reliability Estimates: Patient Satisfaction Instrument--Educational Subscale 
(N = 80) 

Correlations Sub scale 
Item b Coefficient Alpha 

Item-Item 
Item II Mean a s.d. (r = .30 to .70) 

(Values computed on 7 items) 
Average 3.62 0.96 

2 3.55 1.21 4/6 

7 4.04 0.60 0/6 

8 3.81 1.00 5/6 

11 2.88 1.17 4/6 

17 3.67 0.83 5/6 

21 3.71 0.86 3/6 

24 3.64 1.02 5/6 

Scale Source: Risser, 1975 

:Range of scores: 1 (Lo) to 5 (Hi) 
Ratio of correlations meeting criteria 

cDid not meet criterion correlation 

Item-Subscale Item-Scale 
(r ~ .50) (r ~ .40) Unstd. Std. 

.81 .81 

.65 .67 

.38c .47 

.62 .71 

.53 .57 

.55 .59 

.55 .58 

.61 .60 

6/7b 7/7b 

I-' 
\0 
VJ 



Table D30. Reliability Estimates: Patient Satisfaction Instrument--Trusting Subsca1e 
(N = 80) 

Correlations 
Item b Item-Item Item-Subsca1e 

Item If Mean a s.d. (r = .30 to .70) (r ~ .50) 

(Values computed on 11 items) 
Average 3.80 0.94 

1 3.51 1.14 9/10 
3 4.14 0.90 10/10 
4 4.10 0.66 8/10 
5 3.61 1.17 9/10 
6 3.84 0.99 9/10 
9 3.59 0.92 9/10 

10 3.29 1.11 8/10 
14 3.95 0.79 9/10 
19 3.92 0.84 9/10 
22 3.86 1.04 8/10 
23 3.93 0.76 9/10 

Scale Source: Risser, 1975 

:Range of scores: 1 (Lo) to 5 (Hi) 
Ratio of correlations meeting criteria 

.60 

.56 

.53 

.62 

.60 

.61 

.56 

.67 

.60 

.66 

.58 

ll/llb 

Item-Scale 
(r ~ .40) 

.64 

.54 

.52 

.60 

.62 

.61 

.61 

.67 

.69 

.66 

.60 

ll/llb. 

Subsca1e 
Coefficient Alpha 

Unstd. Std. 

.88 .88 

f-' 
\0 
.t:-



APPENDIX E 

CORRELATION MATRICES 

195 



Table El. Correlation Matrix of Pearson Product-Moment Correlation 
Coefficients: Demographic and Situational Variables (N = 80) 

'0 .... z ....... 
... rn 

rn ... <II ... rn 
>. 0.>0 rn >. .. rn~ .. .. <II c .... 0 .... coo 

rn 
.. :c <II .. 

t' ........ e >. u >. " ....... ... 0'" 0 0 
rn " 

u 0 0'<: ... ..... rn 0. 0 >. " " <II " co 
... u 

u .. rn 0 .. '" '" .. .. 0'" .... " .. rn ... .. " " .. 0 '" "" ..... " .. .. ..... .. >< " ... " "" il:C .. "" .. > .. 17 .. U 

1~ .<: .. .. .. 0. .. .. OJ 0. <11>0 " "" <II ... .. " .... " " >. " e .. >< .. "0 
< '" '" x:'" c Z'" ... '" w .,.'" ... ~ '" z ... 

Age 

Sex .23* 

Ethnicity .23* .15 

Marital 
Status .06 .16 .15 

Diagnosis .04 .12 .22" .03 

Number of 
Dsys in 
Hospital .12 -.19** -.02 -.06 .02 

Type Room -.21** -.11 -.13 .25* -.07 -.18 

Surgery -.07 .06 .13 -.14 .45* .22* -.19** 

Emergency -.17 -.02 -.10 .00 .04 -.il -.03 .33* 

Previous 
Hospital 
Experience .31* .15 .16 .10 .00 -.12 -.05 -.13 .06 

Frequency 
Last 4 Yrs. .01 .03 .20" .09 -.02 .11 .01 -.10 .05 .31* 

Education -.18 .11 .28* .06 .11 .05 -.06 .29* .11 .01 .13 

Number of 
Days to 
Discharge .26* .00 .15 -.04 .12 .01 -.31'" -.15 -.08 .06 .11 -.11 

*Significant at p ~ .05 
**Significant at p > .05 and ~ .10 

...... 
\0 
C\ 



Table E2. Correlation Matrix of Pearson Product-Moment Coefficients: Demographic and 
Situational Variables with Variables in the Theoretical Model (N = 80) 

>. .. .. u Satisfaction with Locus of ... c >. ..... .. Nursing Care Territorial Control .. Control .. .. .... 
!: " " ..... ... ." .. " c " .. ~.'e .. 

" CIJ TPSAT EDSAT TRUSAT TOl:a1 SOC ADL CARE ENV TOl:a1 IN! PO CHAN u <2: 

Age .41* .09 .12 .20** .17 .18** .10 .03 .1l .14 .10 -.31* -.12 .04 .03 

Sex -.03 .08 .14 .25 .12 .18 .08 -.21** .17 -.17 -.06 .09 -.01 -.07 -.02 

El:hnicity .09 .08 -.10 -.07 .03 -.03 .08 .02 .09 .0'1 .06 .05 .11 .12 -.09 

Marital 
Sto.L:US -.07 -.09 -.09 -.01 -.12 -.09 -.04 .10 -.05 .01 .00 -.09 -.09 -.03 -.06 

Diagnosis .06 .63* -.04 .06 .09 .05 -.16 -.29* -.06 -.20** -.21** .09 -.01 .12 .23 

Type Room -.08 -.18 -.04 -.03 -.15 -.09 -.05 .10 .04 .05 .05 -.03 -.12 -.19** .04 

Surgery .17 .45* .06 .14 .13 .12 .02 -.13 .13 -.02 -.01 -.06 .14 -.02 .17 

Emergency .05 -.02 .04 -.06 -.06 -.04 -.04 .00 .07 .00 .01 -.03 .06 .01 -.01 

Previous 
Hospital 
Experience -.08 .08 -.17 -.21** -.14 -.18 -.07 -.0'1 -.17 -.12 -.13 -.12 -01 -.05 -.12 

Frequency 
Last 4 Yrs. -.20 -.14 -.08 -.22* -.12 -.15 -.04 .05 .04 .09 .04 .09 -.02 .00 -.13 

Education .02 .10 .05 .13 .15 .13 .14 .00 .14 .05 .09 .14 .18 .05 -.03 

Number of 
Days to 
Discharge .06 .34* -.14 -.14 -.03 -.10 .03 -.11 .01 -.11 -.07 .03 -.05 .01 -.02 

*Significant at p ~ .05 
**Significant at p > .05 and ~ .10 

..... c 
.. 0 ..... 
0" 0."" 6 .. 
CIJ ::I 
I-oC 

.12 

-.19** 

-.02 

-.06 

.02 

-.18 

.22* 

-.11 

-.12 

.11 

.05 

.01 

~ 
~ ..... 



Table E3. Correlation Matrix of Pearson Product-Moment Correlation Coefficients: 
Variables in the Theoretical Model (N = 80) 

'" " ... u Satisfaction \lith Locus of -" c '" ~~ .. ~ :lursing Care Territorial Control 
" " 

Control 
0'" 

!: " " ... - Co" -"':J " " 5 .. c " " ... :: " :J " ." " TPSAT EDSAT TRUSAT Total SOC ADL CARE ENV Total til..; I!IT PO CIIAll ~'" u -::20 

Centrality 

Assistance 
Needs -.08 

Satisfacti<>n 
\lith :lurs in~ 

~ 
TP .59* -.22* 

ED .59* -.16 .77* 

TRU .56* -.ll .79* .83* 

Total .62* -.17 .89* .93* .96* 

Territorial 
Contr",l 

SOC .48* -.24* .51* .47* .46* .51* 

ADL .41* -.42* .34* .30* .29* .33* .65* 

CARE .45* -.ll .42* .49* .35* .43* .65* .56* 

ENV .42* -.38* .39* .37* .33* .38* .73* .78* .58* 

Total .51* -.35* .48* .48* .42* .48* .86* .88* .78* .91* 

State Anxiety -.43* .ll -.24* -.33* -.24* -.29* -.42* -.41* -.44* -.45* -.50* 

Locus of 
Control 

I:lT .05 -.07 .09 .11 .16 .14 .14 .05 .05 .11 .11 -.14 

PO -.12 .10 -.16 .18 -.14 -.17 -.25* -.35* -.22* -.16 -.29* .35* -.04 

CIIAII .03 .33* .04 .10 .10 .09 -.15 -.20" -.13 -.19** -.20" .22* -.05 .44* 

Temporal 
Duration .06 -.10 -.11 .01 -.10 -.08 .01 -.07 -.01 .09 .00 -.10 .06 .09 .08 

I-' 
*Significant at p ~ .05 \0 

"Significant at p > .05 and ~ .10 (Xl 
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Table Fl. Variables, Standard Regression Coefficients, Significance, 
and R2's: Theoretical Nodel (N = SO) 

Variables 

Regression Depen- Indepen- Signif-
Equation dent dent Beta icance 

(4.1)** X7 Xl .46 .00 

X3 -.29 .00 

Xs -.lS .03 

X4 .05 .61 

X6 -.03 .74 

X2 -.02 .SO 

(4.2)** -.50 .00 

(4.3)** .46 .00 

*Stepwise Method 
**Regression Equations: 

X7 a + blXl + b2X2 + b3X3 + b4X4 + bSXS + b6X6 + e 

Xs a + b7X7 + e 

X9 a + b7X7 + e 

R2 

.39 

.25 

.22 

Adjusted 
R2 

.36 

.24 

.21 

(4.1) 

(4.2) 

(4.3) 
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Table F2. Variables, Standard Regression Coefficients, Significance, 
and R2,s: Empirical Model (N = SO) 

Variables 

Regression Depen- Indepen- Signif-
R2 

Adjusted 
Equation dent dent* Beta icance R2 

(4.4)** Xs X7 -.31 .00 .34 .32 

Xs .19 .03 

Xl -.2S .02 

X2 -.12 .26 

X4 -.OS .39 

X6 .11 .42 

X3 -.09 .41 

(4.S)** X9 Xl .SO .00 .41 .40 

'x 7 
.16 .04 

X6 .Z3 .16 

Xz -.13 .1S 

X3 -.14 .20 

Xs -.13 .IS 

X
4 

.10 .27 

*Stepwise Method 
**Unstaged Regression Equations: 

Xs a + b1Xl + bZX2 + b3X3 + b4X4 + bSXS + b6X6 + b7X7 + e (4.4) 

X9 = a + bl X1 + b2XZ + b3X3 + b4X4 + bSXS + b6X6 + b7X7 
+ e (4.S) 
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Table Gl. Observed and Corrected Correlation Coefficients between the Three Locus 
of Control Scales and Other Variables in the Model (N = 80) 

Internal-External Locus of Control 
Internal pO~.j'erful Others Chance 
(Std C1 = .64) (Std a = .74) (Std C1 = .68) 

Observed Corrected Observed Corrected Observed Corrected 
Variables r r Difference r r Difference r r 
Centrality 
of Territory .05 .07 .02 -.12 -.15 .03 .03 .04 
(Std C1 = .90) 
Assistance 
Needs -.07 -.09 .02 .10 .12 .02 .33* .38 
~Std C1 = .90) 
Perceived 
Territorial 
Control .11 .14 .03 -.29''< -.34 .05 -.20** -.25 
(Std C1 = . 93~ 
State 
Anxiety -.14 -.19 .05 .35* .43 .08 .22* .28 
~Std C1 = .89) 
Satisfaction 
with Care .14 .18 .08 -.17 -.20 .03 .09 .11 
(Std C1 = .94) 

* Significant at p. < .05 

**Significant at p. > .05 and < .10 

Difference 

.01 

.05 

.05 

.06 

.02 

N 
o 
w 



Table G2. Observed and Corrected Correlation Coefficients among the Three Locus of 
Control Scales (N = 80) 

Internal 
(Std CL = .64) 

Observed Corrected 
r r Difference 

Internal 
(Std Cl '"' .64) 
Powerful 
Others -.04 -.06 
~Std Cl '" • 74) 
Chance 
(Std Cl = .68) -.05 -.08 

*Significant at p. < .05 
**Significant at p. >" .05 and < .10 

.02 

.03 

Powerful Others Chance 
(Std a = .74) (Std Cl = .68) 

Observed Corrected Observed Corrected 
r r Difference r r Difference 

.44* .62 .18 

N 
o 
.I:'-
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Table G3. Pearson Product-Moment Correlation Coefficients in the 
Theoretical and Empirical Models (N = 80) 

.-I .-I 
C/l 0 0 

C/l 1-1 1-1 I 1-1 
1.1-1 ::l 0) .&..J I-I.&..J 
0 0 .C:: !::: C/l Q) !::: 

0 .&..J 0 ::l H 0 
>. 0) ,..:r.-l ou 0.-1 U 
.;:~ 0 0 o 0 "0 

.-I !::: !::: .-I 1-1 .-11.1-1 ,..:r 1-1 0).-1 
.-I 0 ro 0 ro ro .&..J ::l 0 .&..J :> ro 
CIl .&..J 1-1 OM .&..J !::: !::: 1.1-1 0) !::: OM OM 
1-1 OM o .&..J C/l C/l 1-1 0 1-1 C/l o 0 0) 1-1 

.&..J 1-1 Cloro OM "0 O)U ~ B !:::u o 0 
!::: 1-1 13 1-1 C/l 0) .&..J ro 1-1 .&..J 
0) 0) 0) ::l C/l 0) !::: 'j-l o 0 ..c:: 'j-l 0) OM 
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Centrality 
of Territory 
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of Control .12 .09 .10 -.04 
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Perceived 
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Control .51* .00 -.35* .11 -.29* -.20** 

*Significant at p < .05 
**Significant at p > .05 and < .10 
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Figure HI. Histogram of Standardized Residuals: Perceived 
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