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ABSTRACT 

The legal system and the social sciences share an interest 

in the concept of privacy. However, the two fields have developed 

seperate conceptualizations of privacy that make different 

assumptions about how people behave and how that behavior can be 

controlled. The purpose of this study was to begin testing these 

theories by examining the operationalization of privacy through 

mandated standards for the physical environment intended to ensure 

privacy for the mentally ill. Specifically, the standards set in 

Wyatt v. Stickney, which reflect the idea that privacy is a sphere 

of space free from outside intrusion, were examined to see if they 

did indeed ensure privacy. Using two units in a facility that met 

the standards mandated by the court in Wyatt v. Stickney, the 

research examined staff and patient perceptions of privacy. 

Thirty-five patients were interviewed and twenty-four staff 

completed questionnaires on the overall habitability of the unit 

and patient privacy. Results indicated that the the Wyatt court's 

operationalization of privacy as primarily a visual phenomena was 

inadequate and although the specific standards ordered to ensure 

privacy were reported to be effective by a simple majority of 

patients, overall patients reported a lack of privacy. Staff 

vii 
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responses were generally in agreement with patients but they 

tended to use more extreme or stronger ratings. The present study 

also has implications for the legal conceptualization of privacy. 

It was found that privacy was perceived as important by patients; 

that autonomy as evidenced by control was an important issue for a 

minority of patients; and, the right of selective disclosure was 

not a major concern of patients. Needed future areas of research 

that were identified included: comparing privacy ratings across a 

variety of group living situations, comparing the mentally ill's 

conceptualizations of privacy from others, determining the effect 

of privacy on the therapeutic goals of an institution and 

therapeutic outcome and, determine the relative importance of 

privacy to the mentally ill. 



CHAPTER 1 

INTRODUCTION 

During the past decade the courts have taken an increasingly 

active role in shaping the physical facilities that house 

environmentally captive individuals such as prisoners (Pugh v. Locke, 

1976) the mentally ill (Wyatt v. stickney ,1972) , the mentally retarded 

(Ricci v. Okin, 1982), and others. Citing the Bill of Rights as a 

basis for the rights of privacy, dignity, and treatment, the courts 

have set specific constitutionally required minimum standards, ranging 

from the provision of a modern toilet (Flakes v. Percy, 1981) to square 

foot per patient minimums (Wyatt v. Stickney,1972). 

The empirical basis for such rules is not readily apparent 

however. For example, the standards set in Wyatt relied heavily upon 

the Joint Commission on the Accreditation of Hospitals' and the 

American Psychiatric Association's recommendations, neither of which 

were data based. The courts' mandates may be good and reasonable, but 

there was no factual basis to support them. This observation becomes 

particularly troublesome since court ordered minimum standards often 

become a ceiling for change in practice, and requirements set in a 

landmark case such as Wyatt often become guides for other courts and 

decision makers who typically do not question their validity or 

1 
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efficacy. There are methods, however, that could be used to assess the 

validity of these standards. 

This study will begin this task by focusing on privacy in the 

landmark Wyatt case. It is of interest for several reasons. First, it 

has been frequently cited in similar right to treatment cases (Davis v. 

Hubbard, 1980) and in the law literature (Hoffman, Browning and Dunn, 

1975; Drake, 1982). Second , it has been used to guide change in 

facilities for the mentally ill that are beyond the purview of the 

Wyatt court (Staff, 1977; Sommer & Kroll, 1979). Third, the standards 

set in Wyatt have no apparent empirical basis and their efficacy has 

never been tested (Kleeman, 1981; Leaf, 1977). Finally, the Wyatt 

court's operationalization of privacy provides an opportunity for 

empirically assessing the behavioral effect of one component in the 

legal conceptualization of privacy. 

The remainder of this section provides a brief introduction to 

the history and conceptual development of privacy in law and the social 

sciences, and how this development was reflected in the Wyatt case. 

A History of Privacy in Law 

Privacy is a legal concept of relatively recent development. 

Although privacy may be intuitively evident, it has no clear, widely 

accepted definition in law. Many posit that it is the right to be left 

alone (Warren & Brandeis, 1890; Bazelon, 1977). Some suggest that it 

is freedom from official regulation (Henkin, 1974). others suggest 

that it is really a right to dignity in which "one has autonomy over 
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himself until and unless he begins to infringe on the autonomy of other 

persons" (Singer, 1972, p.694; Bloustein,1964). Privacy has also been 

defined as "the legally recognized freedom or power of the individual 

to determine the extent to which another may: (1) obtain or make use of 

his ideas, writings, etc., (2) obtain or reveal information" about him, 

and, (3) intrude physically or in more subtle ways into his life space 

or chosen activities" (Beaney, 1966, p.254). Perhaps the most 

authoritative definition is that of Words and Phrases (1983, v.33A, 

p.52) which states"the constitutionally protected concept of privacy is 

a sphere of space that a man may carry with him which is protected from 

outside intrusion, as a right of selected disclosure about oneself, and 

as a right of personal autonomy." 

Today the legal concept of privacy is still in flux. Prior to 

the early 1900's the protection of privacy was viewed as a matter of 

property rights. More recently the trend has been away from the 

property right concept to that of privacy as a personal right. 

Essentially, the question that arises is, do we ignore privacy in favor 

of more specific and well established rights, or, do we see it as a 

unifying right and legal doctrine? The following is a brief history of 

how this issue has been addressed in case law and constitutional law" 

Privacy in Case Law 

Some of the earliest "privacy" cases can be found in English 

law. In 1741 Alexander Pope tried to stop the unauthorized publishing 

of his private correspondence with Johnathan Swift and others (Pope v. 



Curl, 1741). The court ruled for Pope and found that the right of 

property could be expanded to intangibles, "to the right of one's 

personality as mirrored in things of his creation" (Dionisopoulos & 

Ducat, 1976, p.23). Similarly in Yovatt v. Winyard (1820) the court 

found a right to property in composition or ideas when it ruled for a 

veterinarian whose employee had learned his secret formulas, and then 

left to set up his own shop selling the medicines. 

4 

Although these cases dealt with privacy issues, they did not 

directly raise privacy as a right. As a rule, the courts prior to 1900 

would not grant relief for invasion of privacy unless it could be 

classified as a nuisance, a breach of confidence or contract, a 

trespass, or affected property rights. 

It is not until the late 1800's that we find legal scholars 

arguing for a separate right to privacy. The seminal article arguing 

for privacy as a tort was written by Samual Warren and Louis Brandeis 

(1890). Inspired by the gossip written in the press about the private 

lives of the Warren family, they argued that the writings were 

injurous, and "the injury was the invasion of privacy itself- the 

violation of that splendid isolation to which human beings qua human 

beings were entitled. The invasion of privacy constituted a tort in 

itself because it impaired the individual's sense of his own 

uniqueness, trammeled his independence, impaired his integrity, and 

assaulted his dignity" (Dionisopoulos & Ducat, 1976, p. 20). Although 
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not immediately embraced by the courts, this piece was to become one of 

the most cited law review articles by the courts. 

In 1905 a Georgia court was the first to directly recognize 

privacy when it awarded damages because of infringement of privacy to 

an individual whose picture was used without his consent in an ad 

(Pavesich v. New England Life Insurance Co., 1905). other courts were 

quick to ignore this precedent, and it wasn't until the late 1930's 

that privacy became an acceptable legal concept. 

Although it was accepted, privacy did not quickly coalesce into 

a clear legal concept or area of case law. In 1956 one court (Ettore 

v. Philco, 1956, p. 481) was to define the state of privacy laws as 

"sti11 that of a haystack in a hurricane." In 1960 Dean Prosser 

(p.387) reviewed many of the cases involving privacy issues and 

concluded that there was not one tort of privacy, but four: intrusion 

upon an individual's solitude or seclusion, or into his private 

affairs; public disclosure of embarrasing private facts; publicity 

which places a person in a false light; and, appropriation of the name 

or likeness of an individual for anothers gain. In essence, Prosser 

was insidiously attacking Warren and Brandeis by suggesting that 

privacy was not a unifying concept, rather it was a new name for some 

old torts. In response, Bloustein (1964, p. 1003) offered a schema for 

organizing the courts privacy rulings in order to "put the straw back 

in the haystack" (Bloustein, 1964, p.963). Examining the same cases as 

Prosser, he concluded that there was but one tort of privacy in which 

pri vacy meant "an interference with indi viduali ty, an interference with 
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the right of the individual to do what he will. The 

difference ••• (suggested by Prosser is simply) the character of the 

interference." In 1965 the Supreme Court entered the fray (hay?) by 

addressing the issue of privacy as a constitutional right. 

Privacy in Constitutional Law 

Privacy was not explicitly stated as a right in the 

constitution. For example, in Olmstead v. u.S. (1928) the Supreme 

Court ruled that although an individual's conversations had been 

wiretapped, there could be no redress unless the invasion of privacy 

involved physical intrusion. It was not until 1965 that privacy was 

"found" in the penumbra of the Bill of Rights (Griswold v. Connecticut, 

1965). The court appeared to rely on the first, fourth, fifth, eighth, 

ninth, and fourteenth amendments which concern such issues as freedom 

of expression, freedom from unreasonable search and seizure, and the 

guarantee that an individual cannot be denied life, liberty or property 

without due process of law. 

Since that case, the court has more fully developed the concept 

of a constitutional right to privacy. In Stanley v. Georgia (1969, 

p.564), which considered the legality of possessing pornography in 

one's own home, the court found that "fundamental is a right to be 

free, except in very limited circumstances, from unwarranted 

governmental intrusion into one's privacy." In Roe v. Wade (1973), in 

which women were guaranteed the right to an abortion, privacy was more 

explici tly affirmed when the Supreme Court recognized that "a right of 
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personal privacy, or a guarantee of certain areas or zones of privacy, 

does exist under the constitution" (p .152) • In a ca se involving the 

bugging of a phone booth (Katz v. U.S., 1967), the Supreme Court found 

that the fourth amendment protected people rather than places, and if a 

person had a reasonable expectation to privacy in a situation, then 

bugging constituted a search and seizure under the fourth amendment. 

The test of whether a person had a right to privacy was "first that a 

person exhibited an actual subjective expectation of privacy, and, 

second, that the expectation be one that society is prepared to 

recognize as reasonable" (p.361). 

Although these decisions clearly establish some type of 

constitutionally guaranteed right to privacy, this does not mean that 

the concept of privacy has been unanimously or wholeheartedly accepted 

by the Supreme Court. For example, Justice Rehnquist (1974, p.23) 

seems to take a position compatible with Prosser or the pre-1900 courts 

when re states that "a group of quite separate and different values 

that have been assembled under the heading of privacy could be more 

meaningfully evaluated if they were more accurately catalogued." Also, 

decisions by the Burger court on what is a reasonable expectation of 

privacy show a trend toward limiting the concept of privacy. For 

example, the court ruled that limited sharing of information 

constituted an abandonment of one's expectation of privacy (California 

Bankers Assoc. v. Schultz, 1974), and that privacy was neither a 

liberty nor a property protected by the constitution against 

interference from state officials (Paul v. Davis, 1976). 
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Overall, however, it appears that privacy has followed the same 

pattern in constitutional law that it has in case law. At first, 

privacy was ignored in favor of more specific rights, such as property, 

trespass, or First Amendment rights. Over time, however, the trend has 

clearly been toward viewing privacy as a personal right, as seen in 

Griswold v. Connecticut (1965) and Roe v. Wade (1973). 

A History of Privacy in the Social Sciences 

The history of privacy in psychology parallels the history of 

the concept in law. Interest in privacy can be traced back through the 

centuries, but it is not until 1906 that the literature reflects 

privacy as a specific area of study (Simmel, 1956). Like their legal 

counterparts, psychologists were quick to ignore this development, and 

it was not until the 1960's that privacy became an important focus of 

social science research. 

Over the past twenty years a pattern of overlapping but 

differing definitions of privacy has developed. Privacy has been 

defined as control over access to oneself (Altman, 1975); as an 

individual's freedom to choose what and to whom one will communicate 

(Westin, 1967); as the control of transactions between people in order 

to enhance autonomy and/or minimize vulnerability (Margulus, 1977); as 

freedom of choice (Ittelson, Proshansky & Rivlin, 1976); and, as the 

interaction of a set of constructs, with its meaning being dependent on 

access to self or information about self, autonomy as evidenced by 

control or choice, and cultural definitions of appropriate privacy 



based on stage of life cycle and socio-physical situations (Laufer, 

Proshansky & Wolfe, 1976). 

9 

Theoretical analyses of privacy are almost as numerous as 

definitions. Pastalan (1970), Laufer and Wolfe (1977), Kelvin (1973), 

Johnson (1974), and others have proposed a variety of explanations for 

privacy. Two theories, however, stand out as particularly 

comprehensive and influential. Westin's (1967) Privacy and Freedom put 

forth a theory that has been very influential throughout the social 

sciences. His conceptualization of privacy arose out of his interest 

in the role privacy plays in society and the implications of this for 

law and policy. His emphasis was on an individual's control over 

communication and information. The major drawback to Westin's 

conceptualization is its limited scope. There is a need to put privacy 

in a broader context. What precipitates privacy needs in an 

individual? What physical or cultural mechanisms are used? What is 

the effect of one's pest or age? All these are important questions 

that are left for later scholars. 

Building on the work of Westin and others, Altman (1975) greatly 

expanded the concept of privacy. His conceptualization encompasses 

personal space, territoriality, crowding, density, and the impact of 

the physical environment. Although this approach may be a bit too 

ambitious, as Altman suggests when he states that his work is an 

orientation rather than a theory, it probably has been the most 

influential work on privacy in psychology, especially environmental 

psychology, during the last decade. 
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Altman not only expanded the concepts encompassed by privacy, he 

also expanded the definition. Westin (1967) defined privacy as the 

right of an individual to decide what and how information should be 

communicated to others. Altman (1975, p.1S) defined privacy as 

"selective control over access to oneself or one's group." Thus, 

control becomes a major concern and what one controls is expanded from 

information to any type of access. 

Altman's theoretical analyses revolves around this control of 

access or boundary regulation process. He suggests that privacy is a 

dialectic process, in which one both seeks and restricts contact; an 

optimizing process in which one seeks to achieve a desired level of 

interaction; an interpersonal process that involves different social 

units from an individual to a group; an input/output process in which 

one attempts to regulate information and stimuli from and to others; 

and, a psychological process in which one compares a desired to an 

achieved level of privacy. Further, he suggests a number of verbal, 

non-verbal, territorial and cultural mechanisms used in this boundary 

regulation process. 

Privacy serves three functions in this conceptualization. 

First, it enables one to control interpersonal interaction. This is 

inherently important and it contributes to self-identity by 

demonstrating personal boundaries and competency with controlling 

boundaries. Second, privacy enables one to define the self-other 

interface. That is, one can define and evaluate oneself in relation to 

others. Also, privacy assists in maintaining status relationships. 
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For example, a doctor may obtain very private information and intrude 

on a patient during very intimate conversation without warning, but the 

reverse is not allowed. Third, privacy allows self-observation for the 

development of self-identity. Without privacy one could not develop a 

cognitive, psychological, or emotional definition of one's self 

(Altman, 1975). 

Altman's conceptualization is particularly useful when 

considering environmental matters in general for several reasons. 

First, by encompassing crowding, territoriality, and personal space he 

is able to focus on the cause and development of privacy needs. Altman 

also posits behavioral, physical, psychological, and cultural 

mechanisms involved in maintaining optimal privacy. This provides a 

basis for nypothesizing conditions necessary for ensuring privacy. 

Third, Altman's analysis is based on empirical evidence and is directly 

linked to environmental factors that influence privacy (Altman, 1975). 

This provides a solid basis for developing standards for the physical 

setting. 
It should be emphasized, however, that Altman's work is an 

"orientation" or framework within which one can organize observations 

rather than a theory that allows one to explain and predict. This is 

because, as in law, the conceptualization of privacy is in a relatively 

early stage. Margulus (1974) suggests that privacy research is 

following a three stage developmental process. First, studies 

justified interest in privacy by demonstrating its importance and 

viability. This is exemplified by Goffman's (1961) participant 
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observation study in psychiatric hospitals. In the second stage 

researchers have accepted the importance of privacy and have turned to 

systematic explorations of what constitutes privacy. The emprirical 

work with adolescents (Wolfe & Golan, 1976), the elderly (Pastalan, 

1970), prisoners (Smith, 1982), and even the present study reflect this 

phase. Third, theories that provide systematic explanations of the 

workings of privacy will be developed. The attempts by Altman (1975), 

Westin (1967), and Laufer, Proshansky and Wolfe (1976) to conceptualize 

privacy and related concepts reflects a movement towards this stage. 

At present there appear to be mini-theories explaining a small part of 

privacy (e. g., Archea, 1977), and "orienta tions" or general frameworks 

for discussing privacy, but not testable encompassing explanations of 

privacy phenomena. Thus it appears that we are somewhere between the 

second and third stage. 

Integrating Legal and Psychological 
Conceptualizations of Privacy 

We have seen in law and the social sciences a parallel 

development of the concept of privacy. For the most part these two 

domains have remained separate - lawyers have not litigated using 

social science data, judges have not incorporated such data into their 

decisions, and social scientists have not geared their research to the 

needs of the courts (Levin & Askin, 1977). 

This does not have to remain the case however. Privacy is 

clearly an area of common interest - psychologists are concerned with 

behavior, and the law is making assumptions about how people behave and 
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how that behavior can be controlled. A first step in integrating these 

two areas is to compare the legal conceptualization of privacy with a 

social science perspective. For the purpose of discussion, let us use 

the following legal definition: "the consti ttitionally protected concept 

of privacy is a sphere of space that a man may carry with him which is 

protected from outside intrusion, as a right of selected disclosure 

about oneself, and as a right of personal autonomy" (Words and Phrases, 

1983, p.52). Using Altman's conceptualization, let us examine each of 

the three m~jor components of this definition separately. 

First, 'one has a sphere of space that one carries with oneself 

that is protected form outside intrusion'. This right was first found 

in a case in which an individual's conversation in a phone booth was 

bugged and the court ruled that the fourth amendment, which guards 

against unreasonable search and seizure, protects individuals rather 

than specific places (Katz v. U.S., 1967). The test set out by the 

court to determine if this right existed is that "a person has 

exhibited an actual expectation of privacy, and second, that the 

expectation be one that society is prepared to recognize as reasonable" 

(Katz v. U.S., 1967, p.361). 

This right has been tempered in subsequent decisions (Levin & 

Askin, 1977). It has been found that warrants for health and safety 

inspections require less stringent evidence than for criminal searches 

(Camara v. Municipal Court of San Francisco, 1967); welfare recipients 

can be denied benefits if they refuse a caseworker entry into the home 

(Wyman v. James, 1971); and if a police officer reasonably suspects an 



individual is armed and dangerous, that person can be stopped for 

questioning and frisking (Terry v. Ohio, 1967). 
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Altman's theory encompasses this right to a personal space or 

territory free from outside intrusion. Altman views personal space and 

territoriali~ as privacy mechanisms necessary in order to regulate 

interpersonal interaction so as to achieve an optimal level of privacy. 

He differs from the legal conceptualization in that he sees these 

mechanisms as devices useful in a dialectic, optimizing process. That 

is, privacy involves either increasing or decreasing inputs from or 

outputs to others in order to achieve a desired level of privacy. In 

contrast, the law views this area as a somewhat static space intended 

only to keep others out. 

This aspect of the definition raises interesting questions. 

What constitutes an intrusion of one's privacy? Is it being seen, 

heard, hearing others, just the potential of being seen or heard? In 

cases in which an operational definition of what constitutes an 

invasion have been provided there is an opportunity for empirically 

testing the law's conceptualization of an intrusion. In cases in which 

no operationalization is found then perhaps one can examine the 

public's perceptions of what the definition should be. Also, it is 

interesting to note that the test of this right is an individual's 

reasonable expectation of privacy. This appears to raise a second 

empirically testable issue - what are people's perceptions of and 

expectations for privacy? 
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The second component of the legal definition of privacy is that 

'one has a right of selective disclosure about oneself'. This ability 

to control information about oneself is grounded in the fourth 

amendment, which bars unreasonable search and seizure, the fifth 

amendment, which protects against self incrimination, and, in some 

cases, the first amendment which guarantees freedom of speech. 

In practice, the court has operationalized this to mean a 

dichotomous disclosure/non-disclosure situation for an individual. If 

an individual shares information the right is forfeited. For example, 

police can testify to statements made to an informant equipped with a 

recording device (U.S. v. White, 1971), and selective disclosure of 

information during a bank transaction results in the forfeiture of any 

expectation of privacy concerning that information (California Bankers 

Association v. Schultz, 1974). In addition, exceptions to this right 

are allowed such as when the court orders one to produce a handwriting 

sample (U.S. v. Mara, 1973) or voice print (U.S. v. Dionisio, 1973). 

Altman would agree that selective disclosure of information is a 

necessary characteristic of privacy. This is one way one controls 

access over oneself. His theory conflicts with the legal definition in 

two major ways however. First, the courts have excluded selective 

disclosure to another or one's group. In essence, the law has excluded 

intimate or confidential conversations from an expectation of privacy. 

The ability to have intimacy, to include as well as exclude, is common 

to most privacy theories in the social sciences (Westin, 1967; Laufer & 

Wolfe, 1977; Itte1son, Proshansky & Rivlin, 1970; Altman, 1975). It is 
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thought that most people believe that they are maintaining control over 

information and that they have a reasonable expectation of privacy when 

they confide in another with whom they have a close relationship. 

Second, the focus of the court is much more restricted than the 

focus of Altman and other social scientists. The court emphasized the 

limiting of information given to others. Altman's conceptualization 

emphasizes increasing or decreasing all types of interactions -

informational, nonverbal, visual, etc. so as to provide an optimal 

level of contact. 

This suggests two areas of empirical inquiry that would provide 

a test of the conflicting assumptions underlying the legal and 

psychological theories on privacy and information disclosure. First, 

do people expect intimate and confidential conversations to remain 

private, and to what extent is society, as represented by a random 

sample of the population, willing to grant the reasonableness of that 

expectation? This is one of the most glaring discrepancies between the 

legal and psychological conceptualizations of privacy, and as such 

would provide an important test of these two theories of privacy. 

Another area of inquiry could focus on the interactional aspect of 

privacy - do people view privacy as an optimizing process or a limiting 

process? Some authors (Margulus, 1974; Cooley,1888) suggest that the 

average person often views privacy as the latter, as a right to be left 

alone. This would suggest that the legal definition may more 

accurately reflect society's views. However, this has not been tested 

and it could simply be that the reasonable person feels that they have 



a right to increase or decrease interaction, but do not commonly 

consider this an aspect of privacy. 
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The final component of the legal definition of privacy is a 

right of "personal autonomy." The decisions in Griswold v. Connecticut 

(1965) and Roe v. Wade (1973) indicate that the court has found that 

the constitution has immunized certain acts from governmental 

interference, in a sense provided bodily privacy. It has been 

suggested by some that this right arises from the constitution, and not 

some behavioral or psychological characteristic, so it is beyond the 

influence of social science (Henkin, 1964; Lewin & Askin, 1977). 

It may be true that social science research is less useful for 

determining which acts are protected by constitutional guarantees of 

autonomy than when an individual has an expectation of privacy. 

However, there is much evidence demonstrating the importance of 

autonomy, as evidenced by control (Johnson, 1974; Laufer & Wolfe, 

1977). For example, the possibility of intrusion was found to be just 

as important as intrusion itself for the perception of privacy (Wolfe & 

Golan, 1976). This suggests the need for research on the relationship 

between control and privacy, and the relationship between autonomy and 

control. 

In contrasting the legal and psychological conceptualizations of 

privacy one finds a consistent pattern of the courts taking a 

restricted view of privacy and social scientists taking a broader view. 

This may be due to inherent differences between the two fields. The 

court's focus is idiographic, deductive, based on precedent and 
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authority, and results in legally minimum standards. The researchers' 

focus is nomothetic, inductive, based on empirical data, and results in 

maximal or optim~l standards. 

This raises an important question - which view more accurately 

reflects how privacy is actually experienced and perceived in 

situations with which the courts may be concerned? If the courts are 

correct then there is a need to reevaluate psychological 

conceptualizations of privacy. If Altman's theory is more accurate, 

however, then questions are raised about decisions based on the legal 

definition of privacy. Testing the assumptions underlying these two 

conceptualizations would require a programmatic series of studies 

focusing on a variety of privacy cases in which these issues were of 

primary concern. In each case one would have to identify the specific 

functions of privacy of primary concern to the court, how the court 

operationalized the definition of privacy, what behavioral assumptions 

underlie this operational definition, and how empirical research could 

test these assumptions. The issue of patient privacy raised in Wyatt 

v. Stickney (1972) is an example of how this process could occur. 

Privacy in the Wyatt Case 

The concern for privacy was extended to Alabama'S 

institutionalized mentally ill in the Wyatt decision. This case arose 

out of a layof£ dispute which caused the patients and employees o£ 

Bryce Hospital to claim that the layof£s e£fectively ended all 

treatment programs. The court ruled in £avor of the patients and £ound 
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the hospital deficient in three fundamental areas: staffing ratios, 

individual treatment plans, and the provision of a humane physical and 

psychological environment. The court then ordered administrative and 

physical changes to remedy these deficiencies. 

It was in regards to the physical environment that the court 

raised the issue of privacy: "facilities shall be designed to ••• ensure 

privacy"(Wyatt v. Stickney, 1972, p.381). Curtains between beds, 

separate toilet stalls, and individual or partitioned showers were then 

ordered so that privacy would be ensured. It appears that the court 

set the goal of providing privacy and then mandated standards that it 

believed would result in the achievement of that goal. 

The standards set in Wyatt reflect a number of behavioral and 

psychological assumptions. The court appears to assume that privacy is 

psychologically important to patients, that it is primarily a visual 

phenomena, and, that screens, curtains, or stalls will actually serve 

as barriers and will provide patients with a feeling of privacy. 

Psychological research can directly address these assumptions. 

First, is privacy important to the mentally ill? Theoretically 

and empirically there is no doubt that it is. Altman posits that 

privacy is important because it allows one to regulate and control 

interpersonal boundaries, to make social comparisons, and to develop 

self-identity. Empirically, privacy has been shown to be essential to 

the therapeutic program of a mental health facility (Osmond, 1957), and 

that a lack of it negatively affected client-counselor rapport in a 

therapeutic setting (Holahan & Slaikeu, 1977). Also, it has been found 
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that children in a mental health setting will act out so that they will 

be put into a seclusion cell in order to meet their privacy needs 

(Wolfe & Golan, 1976), and that patients and staff cite lack of privacy 

in sleeping and bath areas as the worst aspect of their wards (Sommer & 

Kroll, 1979). Finally, having control over one's own space has been 

found to be important for increasing certain behavioral outcomes, such 

as increased interpersonal contact, and decreasing other behaviors such 

as passive staring into space (Ittelson, Proshansky & Rivlin, 1970). 

Second, is privacy perceived by patients as being a problem in 

hospitals that do not meet the Wyatt standards? The court assumed that 

privacy was a problem at Bryce Hospital because, it appears, the court 

knew a lack of privacy when it saw it. A question arises then about 

how patients in a non-Wyatt compliant hospital percieve their privacy. 

Unfortunately no data were collected at Bryce Hospital. 

However, data that indirectly address the privacy issue were collected 

by Sommer and Kroll (1979) from a non-Wyatt compliant hospital. The 

hospital housed patients in large, barn like structures. Six months 

after the survey was completed the hospital lost JCAH accreditation 

with "most of the deficiencies ••• (being) environmental, such as the 

absence of partitions and doors in bathrooms and toilets, a lack of 

privacy in sleeping quarters and showers, undesirable odors, a lack of 

opportuni ty to be outdoors, and a shortage of individual stora ge space" 

(Sommer & Kroll, 1979, p.210). A reexamination of the data from 677 

staff questionnaires from this facility revealed that privacy (30%) or 

privacy related (33%) problems were most frequently spontaneously 
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mentioned as the worst aspect of the ward. Also, on a 

1(poor)-2(ok)-3(good) scale, privacy in the bathroom was rated 1.3, 

noise in the bedroom 1.7, and bed arrangement 1.8. This indicates that 

privacy was perceived by staff in a non-Wyatt compliant hospital as a 

problem. Although patient interview data was not available for 

reexamination, it was reported that "lack of shower curtains and toilet 

doors were the predominant complaints" and "a lack of resident privacy 

in the sleeping areas and bathrooms was one of the worst features of 

the hospital as a whole (Sommer & Kroll, 1979, p.210). 

Third, is privacy primarily a visual phenomena? Theoretically, 

Altman suggests a number of privacy regulation mechanisms such as 

verbal content and structure, body language, clothing, personal space, 

and cultural customs that would suggest that visual aspects are only 

one component of privacy. Research, and common sense, also suggest 

that there are other equally important aspects to privacy. Noise has 

been found to be one. For example, residents of an apartment complex 

reported a total lack of privacy because everything said in one 

apartment was audible in the adjacent apartment (Kuper, 1976) and 

workers have reported that noise greatly affects their feelings of 

privacy (Sundstrom, Burt & Karp, 1980). Smells, especially those 

associated with bodily functions, and the expectation of privacy also 

affect perceived and actual privacy. Thus, research suggests that 

treating privacy as primarily a visual state in insufficient. 

Fourth, will screens and curtains actually serve as barriers? 

If privacy is essentially visual then they could serve effectively. 
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However, if it has an olfactory, auditory, or other component then 

these measures will probably be insufficient. Further, even if privacy 

is primarily a visual phenomena, how partitions are installed and 

respected will affect privacy. The author has seen hospitals for the 

mentally ill that technically meet the Wyatt standards but probably do 

not provide privacy. In these facilities bathroom stalls have no 

doors, and curtains open on circulation routes or public spaces. Also, 

if staff members do not view curtains or partitions as barriers then 

privacy would be essentially non-existant. 

Fifth, will curtains or screens result in a feeling of privacy? 

It has been found that partitions increase psychological comfort in 

overloaded spaces (Baum, Reiss, & O'Hara, 1974), and the installation 

of partitions in a facility for the mentally ill resulted in more 

personalized use of space (Holahan & Saegert, 1973). This suggests 

that partitions may be beneficial. However, it has been found that the 

potential for intrusion has as great an effect on behavior and 

perceived privacy as physical intrusion (Wolfe & Golan, 1976).Thus, one 

can be visually separate or even alone, but if privacy is not perceived 

it essentially does not exist. This suggests that the physical 

measures used by the court to ensure privacy are tenuous at best and 

rely heavily on both staff and patients perceiving them as barriers. 

Present study 

The present study makes a first exploratory step in answering 

some of these questions. The specific assumptions made by the Wyatt 
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court to be addressed are: what does privacy mean to patients?; is it 

important?; is privacy primarily a visual phenomena?; are Wyatt 

standards effective so that patients perceive themselves as having 

priva~y? Essentially, this research is providing a test of one court's 

operationa1ization of privacy as a sphere of space that is protected 

from outside intrusion. 

This research will also have implications for the general legal 

definition of privacy also. The Wyatt court is operationalizing 

privacy as essentially a sphere of space free from outside intrusion. 

Thus, this research is a test of this component of the legal definition 

of privacy. In addition, the present study examines a more basic 

assumption, that privacy is important, and some of the findings also 

address the other components of the legal definition of privacy. 

It should also be noted that the present study is descriptive in 

nature. There are two major reasons for this. First, privacy is a 

somewhat ambiguous concept that is hard to quantify or make assumptions 

about how it is perceived by others. Second, there are no studies that 

directly address the issues raised by the Wyatt court. Although there 

are related studies on mental health facilities (Sommer & Kroll, 1979; 

Ittelson, Proshansky & Rivlin, 1976; Wolfe & Golan, 1976) and privacy 

(Marshall, 1972; Wolfe, 1975; Altman, 1975), none directly and fully 

address the assumptions underlying the Wyatt decision. 

The goal of this work then is to provide the groundwork for 

future empirical research by examining patient perceptions of privacy 



in general, and specifically as it relates to the physical changes 

mandated by the Wyatt court. 
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CHAPTER 2 

METHODS 

Facilities 

Northwest state Hospital (NSH) is the state's only acute public 

long term facility for the mentally ill. It is the primary focus of 

this study because, in the organizational structure of state 

government, it is the equivalent state facility to Bryce Hospital, the 

focus of the Wyatt case. Two long term (1-6 months) wards with 

populations of 35 and 28 patients each were used in this study. The 

admission unit and wards containing patients incapable of responding to 

a 30 minute interview, primarily those with organic brain syndrome or 

severe schizophrenia, were excluded. One ward, on which only 6 of 35 

patients were capable of completing an interview was used for 

pretesting data collection instruments. The purpose of this was to 

test comprehensibility of questions, ease of vario1ls response formats, 

and to measure interview length. 

NSH Unit 1 has an average daily patient census of 34 men and 

women, with most patients housed in 5 to 6 person bedrooms. Unit 1 is 

a locked ward. It consists of 10 bedrooms, 2 bathrooms, and one shower 

room on a double loaded corridor, a dayroom, a visitors area, an 

outside patio, a nurses station, and a conference room. The average 

square feet per patient is 30.3 in the dayroom plus an enclosed patio 
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and yard and 81.5 in the bedroom. There are 6 patients per shower, 5.7 

patients per toilet, and 5.7 patients per lavatory. The unit meets all 

the standards set in Wyatt with the exception of no provision of 

individual chairs and tables in the bedrooms. 

NSH Unit Two has a daily average patient census of 28 men and 

women, with most patients housed in six person rooms. The ward is 

unlocked and most patients have grounds privileges. The bedrooms, 

however, are off limits to patients during most of the day except for 

short periods around meal times. The design of the unit is virtually 

identical to unit 1. The average square feet per patient is 25 in the 

day room plus a covered patio and outside yard, and 94.5 in the bedroom. 

There are 4.67 patients per shower, 3.1 patients per toilet, and 5.6 

patients per lavatory. The unit meets all the standards set in Wyatt 

except that individual chairs and tables are not provided in the 

bedrooms. 

Subjects 

Subjects were psychiatric patients and staff on the two 

aforementioned wards of NSH. All patients on each unit with a Global 

Adjustment Score (GAS) of 35 or higher were asked to participate. The 

only grounds for exclusion was if their mental state during the time 

the researcher was on the ward made them incapable of completing a 30 

minute interview. If there was any question of a subject's ability to 

participate then an interview was begun and, when the individual's 

functioning level was too low, halted before completion. Subjects were 
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primarily long term inpatients involuntarily committed (79%) and 

diagnosed as schizophrenic (59%), bipolar (28%), depressive (7%), 

organic-affective (3%), and anti-social (3%). The average age was 32, 

average length of stay was 118 days, and average number of prior 

hospitalizations was 2.2. Respondents were almost equally divided 

between males (52%) and females (48%). Thirty-five patients and 

twenty-four staff completed interviews or questionnaires. On Unit 1 

twenty two patients were interviewed, six were not functioning at a 

high enough level to complete an interview, and four refused to be 

interviewed. On Unit 2 thirteen patients were interviewed, one patient 

declined, and the rest were not at a leval of functioning that would 

have permitted a half hour interview. 

Instruments 

The present study utilized an interview/questionnaire technique. 

An interview format is particularly suited for research with 

psychiatric patients because it allows one to clarify the meaning of 

questions, probe for fuller answers, keep individuals on task, and 

judge the extent to which a person's illness is interfering with 

hiS/her responses. Questionnaires were used to collect data from staff 

members because they require a minimal time committment, staff could 

complete them as their schedules allowed, and virtually the same 

questions as those found in the interview protocol could be used. 

Other methods would have strengthened the study but had to be ruled out 

for several reasons. Privacy inventories were not used because there 
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were no validated instruments that were relevant to the research 

questions concerning privacy in psychiatric facilities. Observation 

was not undertaken because of ethical considerations - almost any 

observation of privacy behaviors would be an invasion of that privacy. 

Three instruments are used in the present study. First, an 

Environmental Rating Scale (ERS) was utilized (see Appendix A). This 

questionnaire was developed for, and used in, an evaluation of 

psychiatric hospitals in California (Sommer & Kroll, 1979). 

Respondents were asked to rate a number of physical and psychological 

features including lighting, ventilation, comfort, ease of access, 

privacy, etc.,on a four point scale (excellent-good-fair-poor). The 

questionnaire included many of the issues raised in Wyatt because it 

was developed in response to California's concern that it would be sued 

if it didn't meet the Wyatt standards. Several specific questions 

about privacy and physical features were also added in order to 

determine if these issues would arise as problems when embedded in a 

larger context. In addition, an "Other Features Rating Scale!' was 

added (see appendix A). This questionnaire required the respondent to 

rate a number of non-physical hospital features such as crowding, 

noise, staff, security, privacy, food, patients, etc., on a four point 

scale (excellent-good-fair-poor). This provided the researcher with 

information on how overall privacy is rated within a context of other 



non-physical issues and what other aspects of the ward were viewed as 

problems. 
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Second, ten open ended and fifteen closed ended questions about 

privacy were asked (see appendix A). Most were developed specifically 

for this study, although some were based on the open ended interview 

protocol used to examine perception of privacy in an adolescent 

psychiatric facility (Wolfe, 1977). 

The ERS, other features rating scale, and specific privacy 

questions were changed slightly for use as a staff questionnaire. 

Referrents wer changed from "you" to "the patient", and a question 

concerning staff privacy was added to the end of the questionnaire. 

Third, a standards checklist was used (see Appendix B). This 

was a listing of all the standards mandated by the Wyatt court. The 

purpose of including this was to document each unit's degree of 

compliance with the Wyatt standards. These standards included mandated 

patient rights, physical changes, and treatment procedures. 

Procedure 

Patient Interviews. At the time of an interview a behavioral 

health counselor of nurse who was familiar with the patients identified 

individuals whose functioning and schedule permitted interviewing. The 

purpose of the study and what was expected from the patient was 

described. The staff member introduced the researcher to the subject 

and said "this is Joe 0' Reilly from the Uni versi ty of Arizona. He is 

working on a project for school and would like to ask you some 
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questions about what you think about the unit. Would you like to talk 

to him?" If a patient asked for more information s/he was told the 

study focused on "how they felt about the set up of the unit - the 

lighting, the bedrooms, etc." The researcher and patient then went to 

a private office area for the interview. 

Once in the office, the researcher told the subject that "this 

research is for my degree at the university. It has nothing to do with 

the hospital or your treatment. I am getting my degree in 

environmental psychology, so I am interested in how hospitals are set 

up and run in the best way possible for patients and staff. What I'll 

be asking you are questions about unit "x". Wha t I'd like you to do is 

tell me about how you feel about the unit. I will be talking to other 

patients here and other patients on unit "y" to see how they feel about 

their unit. The information you give me will be combined with their 

answers and then I will write a report on how patients in general feel 

about these units. No one else will know what you told me, they will 

only know what "patients in general" feel about the ward. Do you have 

any questions? Would you still like to talk to me? If the subject 

agrees, he/she is given a human subject form to read and sign, and an 

interview protocol (see Appendix A). 

The researcher then reads the questions to the subject and 

transcribes his/her verbal responses. The order of presentation of 

instruments were: the Environmental Rating Scale, the other features 

rating scale, 15 specific closed ended privacy questions, and 10 
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specific open ended privacy questions. If the subject rated something 

excellent or poor on the ERS then they were probed with the question 

"what makes it excellent/poor?" Interviews aVeraged twenty to thirty 

minutes. 

In order to minimize the possibility of patients guessing the 

purpose of the study and answering in a way that would please or upset 

the experimenter, several steps were taken. First, patients were not 

told the purpose of the study was to focus specifically on privacy. 

Instead, they were told that they would be asked questions about how 

they felt about specific features on their unit. Second, of the first 

45 questions only 3 specifically mentioned privacy. It is unlikely 

that a patient picked out privacy as the focus of the study from these 

questions. Third, every attempt was made to minimize cues from the 

experimenter. This is potentially one of the most significant problems 

with the study because the experimenter did all of the interviewing. 

However, that could not be avoided and so it was consciously monitored 

throughout the interviewing process. 

Staff Questionnaire. Staff on each ward were personally given a 

questionnaire to complete and return in a sealed envelope to the 

researcher. Sealed envelopes were put in a manila envelope in the 

nurses station for safe keeping until picked up by the researcher. The 

questionnaire was virtually identical to the patient interview protocol 
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and took approximately 10 minutes to complete. The questionnaires were 

distributed and explained at shift change by the researcher. 

Standards Checklist. A list of all standards mandated by the 

Wyatt court, ~ncluding patient rights, physical changes, and treatment 

procedures, was compiled in checklist form (see Appendix C). The 

researcher and an experienced staff member went through the checklist 

and determined the extent of compliance with the Wyatt standards. 



CHAPTER 3 

RESULTS 

The following results are organized by instrument and presented 

in the order given to subjects. Within instruments questions have been 

reorganized according to issue or topic. The data from the two wards 

were collapsed because, except where noted, chi-square analysis 

indicated no significant differences between the two wards in response 

patterns. 

It should be noted that one may question the validity of the 

following responses because of the nature of the respondents - mentally 

ill individuals. Since the focus of this study is on perception of 

privacy, the patient's responses are not necessarily invalid just 

because of their mental illness. A question could be raised about the 

accuracy of their perceptions however. That is, one could ask if 

patients could distinguish between excellent, good, fair and poor 

conditions, and if their responses would be similar to a "normal" 

population. The data suggests that patient responses are reasonably 

accurate. Responses showed a range of ratings from poor to excellent, 

and average ratings ranged from 1.89 to 3.11. When describing their 

rationale for these ratings, the patients showed a rational, logical 

thought process. For example, one of the most delusional patients 

interviewed was asked about safety on the unit. She described several 
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ways in which the ward was made safe and concluded the ward was safe, 

except for her invisible mother who was always trying to trip her, but 

that had nothing to do with the ward itself, so safety was rated 

excellent. Also, the pattern of patient ratings is very similar to 

staff ratings. In fact, patients rated the unit more conservatively 

(with less extreme scores) than the staff. 

Environmental Rating Scale 

Responses to the Environmental Rating Scale (ERS) have been 

organized along five topics - open-ended questions, direct privacy 

scale items, privacy related items, items relevant to other Wyatt 

standards, and items on other features of the unit. 

Open-ended Questions 

The interview began by asking respondents to name the best and 

worst features of the unit. Percentages represent the frequency of 

comments made. Appendix F summarizes this and percentage of patients 

mentioning each type of comment. The best features mentioned by 

patients were: that the unit was set up well (17%), the patio (14%), 

lighting (10%), few or no good features (10%), furniture (10%), front 

window (7%), TV video game (3%), volleyball (3%), smoking area is 

casual (3%), ventilation is good (3%), rooms (3%), bedrooms (3%), and 

the hall is nice for pacing (3%). The worst features of the wards were 

crowding or lack of space (27%), specifically mentioned privacy 

problems (18%), bathrooms (12%), noise (6%), doors locked (6%), nothing 
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to do (6%), patients not cleaning up after themselves (6%), 

uncomfortable furniture (3%), smoking (3%), medications (3%), getting 

up at 6 a.m. (3%), the unit needs physical improvements (3%), and there 

are no worst features (3%). 

Direct Privacy Questions 

For these and the following ERS items, ratings were made on a 1 

(poor) - 2 (fair) - 3 (good) - 4 (excellent) scale. In the text the 

scale ratings represent average patient responses. Figure A contains 

mean, median and modal responses. Appendix E contains frequency of 

responses by category snd Appendix D contains detailed average ERS 

ratings. 

Three questions required specific privacy ratings. Overall, 

privacy was rated as 1.89. Privacy in the bathroom and bedroom was 

rated as 2.00. 

Privacy Related Items 

Overall crowding was rated as 2.10. Overall noise was rated as 

2.15 with noise in the bedroom rated 2.59 and noise in the dayroom 

2.21. The suitability of the bedroom for being alone was rated 2.11 

and the suitability of the dayroom for being alone was rated 1.93. In 

regards to suitability for resident interaction the bedroom was rated 

2.10 and the dayroom was rated 2.24. The suitability of the dayroom 

for resident-staff interaction was rated 1.90. The arrangements of 
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beds was rated 2.31, and one's freedom to choose activities was rated 

2.35. 

Items Related to other Wyatt Standards 

Temperature and ventilation were rated 2.66 and 2.10 

respectively. Smells and odors were rated 2.66 in the dayroom and 2.93 

in the bedroom. Overall, cleanliness was l~ted 3.0, safety 2.83, and 

security 2.72. Access to outside was rated 2.36 and access to 

bathrooms was rated 2.97. Within the bathroom toilets were rated 2.35, 

showers 2.17, and sinks 2.32. Within the bedrooms lockers were rated 

2.77, and comfort of beds was rated 2.23. 

other Features 

Food was the lowest rated non-privacy feature. Lighting in the 

dayroom was rated 2.57 and windows were rated 2.40. Decorations were 

rated 2.13 and recreational equipment was rated 2.36. Color of walls 

was rated 2.39 and flooring was rated 2.76. Staff received the highest 

rating given (3.11) and other patients were rated 2.57. 

Comments 

Comments on the direct privacy items were content analyzed to 

determine what complaints people had about privacy on the unit. 

Results indicated that people view problems as arising from crowding 

(40%), being overheard (10%), doors in the bathroom not locking (7%), 

being seen in the bedroom or bathroom (7%), noise (3%), no control 
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(2%), or just not having any privacy on the unit (29%). Three percent 

of comments indicated that privacy on the unit was fine. 

Privacy Situation Questions 

Patients read a statement regarding a privacy situation they 

would encounter on the unit. They were then asked to indicate, on a 1 

(strongly agree) to 6 (strongly disagree) scale, the degree to which 

they thought the situation existed on the unit. Subject responses 

almost completely fell between three (agree some) and four (disagree 

some) (see Appendix G). Batient privacy in the bedroom was rated 3.72 

and patient privacy in the bathroom was rated 3.28. Subject responses 

to the sta tement "the physical layout of the ward, the way the 

bedrooms, bathrooms, and dayroom are set up, allows patients to have 

privacy", received an average rating of 3.86, and average response to 

the statement "patients can usually find a place to be alone" was 3.55. 

In regards to interruptions, subjects rated the statement "patients 

have a place to go where they are not disturbed" 3.07, "patients can do 

something alone with out having to worry about being interrupted" 3.64, 

"staff intrude on or inturrupt patients" 3.31, patients intrude on or 

inturrupt staff" 3.04, and "a staff member and a patient could have a 

one on one and not be disturbed" 3.07. statements on personalization 

received the most agreement. Subjects rated the statement "patients 

can put things out in their bedroom area to show that it is theirs" 

2.79, and rated the statement "patients have a place to keep their 

personal things" 2.26. Situations involving personal control received 
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the following ratings: "patients have a good deal of choice over what 

activities they do" 3.43; "patients can control how much other patients 

know about them" 3.30; and, "patients can control how much staff know 

about them" 3.62. 

Open-ended Privacy Questions 

These questions were included in order to provide a fuller 

picture of patient's perceptions of privacy. Because of multiple 

answers to some of these questions, percentages reflect the number of 

times a comment was raised, not the number of patients that raised that 

point. 

What does privacy mean to you? Patients defined privacy as 

being alone with no inturruptions (70%),having control over one's 

things, activities, or contact by others (20%), intimacy (5%), and 

security or peace of mind (5%). 

Is privacy an important concern to patients? Why or why not? 

An overwhelming majority of patients (93%) agreed that privacy was 

important. The reasons cited for its importance were that it gives one 

a chance to think things out (45%), it is important for dignity and 

self-esteem (7%), it gives one a chance to calm down (7%), some 

activities (e.g., painting) are meant to be done alone (7%), it is 

necessary for undressing and grooming (7%), it is important for health 

(7%), it allows freedom (3%), it allows one to have control over things 
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(3%), you need it to have friends (3%), and you feel better afterwards 

(3%). 

How would you rate, on a scale of 1 to 10, the amount of privacy 

you now have? The amount of privacy you would like to have? The 

average rating of actual privacy by patients was 7.63 and the average 

rating of ideal privacy was 3.30. 

Describe a situation in which patient privacy was invaded. 

Patients mentioned visual situations (30%), such as when they are seen 

while in their bedrooms by people in the hall; noise (26%), as when 

others talk or scream in the night or overhear one's conversations; 

physical intrusions (26%), such as someone coming in while one is 

dressing; a loss of control (11 %), as when a person can't watch "his 

show"; and, someone going into one's possessions (7%) when one is not 

present. 

How does a patient tell you and/or show you he or she wants 

privacy? Patients report others using verbal means (54%), not talking 

(13%), sitting apart (8%), non-verbal means (8%), leaving (8%), 

watching tv (8%), going to one's room (4%), or not having any methods 

(4%) . 

Is there anyplace patients can go where they don't have to worry 

that someone will bother them? Only 56% of patients felt they had 

somewhere to go where they wouldn't be disturbed. Of those that said 

they red a place to go, 59% reported that place was off the ward, 

typically some place on the grounds. Areas on the ward where one could 
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be undisturbed where the bed (18%), the patio (6%), pacing the hall 

(6%), the visitor room (6%), and t~e bathroom (6%). It should be noted 

that where people go for privacy appears to be a function of which ward 

one is on. On the open ward 82% of the patients who had a place to go 

went on the grounds. On the locked ward only 2 patients who had a 

place to go mentioned an area off the ward. 

Do the curtains between the beds provide patients with enough 

privacy? Exactly half the patients said yes, 43% said no, and 7% said 

they provided some privacy. 

Do the stalls between toilets provide patients with enough 

privacy? Seventy-two percent of patients thought they did and 

twenty-eight percent thought they did not. 

Do patients have enough privacy in the showers? Batients 

replied affirmitively 57%, negatively 43%. 

How could the hospital be improved to provide more privacr? In 

the bedroom the patients suggested dividers (32%), fewer patients 

(18%), individual rooms (12%), more privacy (9%), having a curtain by 

door (3%), limit noise (3%), have a lock on bedroom doors (3%), 

soundproof ceiling (3%), allow you to go in one at a time (3%), provide 

a radio or tv in each room (3%), provide towels in rooms (3%), and 

provide normal dressers (3%). In the bathrooms patients buggested they 

be larger or more be provided (31%), they be cleaner (12%), there be 

full toilet partitions (8%), there be stricter sex segregation (8%), 

more privacy (4%), partitioned sinks (4%), a bathtub with a lockable 
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door (4%), stall doors that close (4%), newer (4%), homier (4%), locks 

on toilet doors (4%), and general physical improvements (4%). In the 

dayroom it was suggested that there be more space (30%), better 

furniture (13%), areas for privacy (9%), seperate tv area (9%), 

seperate smoking area (9%), seperate reading area (4%), soundproof 

ceilings (4%), patients not as noisy (4%), rugs (4%), more home like 

(4%), and so that the office can't watch (4%). 

Patient v. Staff Response 

Staff responses are contained in Appendices D, E, F, and G. 

They were not included in the above section because it does not 

directly address the research questions involving patients' perceptions 

of privacy. However, examining staff response is interesting for 

several reasons. First, it provides a check on patient response to see 

if they differ significantly from "normals". Second, if there is 

disagreement between the two groups over the need for or presence of 

privacy then any physical measures taken to ensure privacy might be 

ineffective. For example, if staff feel that privacy is not necessary 

they would not respect any physical barrier the court might order. 

Results indicate that staff and patients have similar 

perceptions about privacy, but staff members responses are stronger 

than pa tient responses. This can be seen in Appendices D, E and G 

which present the two groups responses to the ERS and the privacy 

situations questionnaire. It is not known whether this difference is 
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due to patient habituation, not wanting to give a bad answer, or actual 

differences in perception. 

standards Checklist 

A standards checklist was used to determine if the units met all 

the standards mandated by the Wyatt court (see Appendix B). Both units 

met all standards required by the court except for the provision of 

individual chairs and tables in the bedrooms. 
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ITEM P::x:JR FAIR GOOD EXCELLENT 

Direct Privacy Ite r;J s 

Overall Privacy • , . 
Ba t hroom Pri vac y II •• Be droom Privacy ... I 

Indirect Privacy Items 

Overall Noi s e • •• • Bedroo m No ise I •• Dayroo rn Hoise A g al 
Number of People •• Eedroo::~ OK for Alo:1e • •• Day room OK for Alone • • Dayroo~ OK fo r 1 : 1 s • • • D3yroom 0 :( for pt . ~-·~l '< aQ 
:Sed room Q l< 

·' for ?t. ~ :::! 1'< • II 
Be d Arrange:ne!lt • ~ • Free t o Choos~ ktbity • •• • 1!1 

Othe r V..'yg. t t Stanc'.lds 

Cleanliness ·-~af~ty ••• Security __ll__ll 
Ventilation • .t.i 
Te~"9era ture ...... 
Deyroom Odors I .. 
!?e::l.roo:n Cdors ... 
Co"lfor t of re-:s ~ I!!! 
Loc !-:ers ~ .. 
Toilets • •• Showers • AD 
SinJ.: s • •• Eet!"lroo:r.s /l.vaibbl e •• Acce ss to Outside •• • 

Other I tems 

I'ayroom Li g!".ti::g § ... 
IByr oom Windo;.;s •• • Decorations • .-a 
Recres.tio:1 Equip . • Q • Color of Ws.ll s •• I • Floorin g ••• Food • h 
Patients • • • Staff ••o 

Figure- A. Summary ERS Patient Ratings 

e : Mean Res ponse a : ~o~al ~~sponse 



CHAPTER 4 

DISCUSSION 

The purpose of this study was to address one part of the legal 

definiUon of privacy by examining some of the behavioral assumptions 

underlying design standards ordered by the wyatt court. Because of the 

preliminary nature of this study there are many problems that require 

one to use caution in interpreting or utilizing these results. 

However, as a first step towards empirically testing court ordered 

standards and one component of the legal definition of privacy, these 

results serve as a very valuable groundwork for future studies. 

Wyatt Standards and Privacy as an Invasion Free Space 

The conceptualization of privacy found in the Wyatt decision 

reflects the idea that privacy is a sphere of space protected from 

outside intrusion. This view of privacy was operationalized in terms 

of barriers - curtains, partitions and stalls. This operationalization 

indicates that the court assumed that intrusion meant visual intrusion, 

that barriers served to 

protect from that intrusion, and, that these standards were adequate 

for ensuring overall patient privacy. These assumptions were tested in 

the present study. 
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Is Privacy Primarily a Visual Phenomena? 

By mandating changes that block visual access, the court appears 

to be assuming that privacy is primarily a visual phenomena. The data 

casts some doubt on this assumption. When asked to describe a 

situation in which their privacy was invaded only 30% of the comments 

involved a solely visual invasion. Other forms of privacy violations 

were noise (26%), a personal intrusion (26%), having no control in a 

situation (11%), and having someone go into one's possessions when one 

is not around (7%). It is also interesting to note that many of the 

visual invasions described are not prevented by court ordered changes. 

For example, the court ordered curtains between beds. This did not 

help indivivduals closest to the door who complained that people 

walking down the hall, as well as the roomate across from them, could 

see everything he or she did. 

In addition to direct questions, comments on the Environmental 

Rating Scale reveal what people feel are the problems causing a lack of 

privacy. Included were comments concerning crowding (40%), noise or 

being overheard (13%), physical problems (7%), being seen (7%), having 

no control (2%), and just not having any privacy at all (29%). 

How one shows others one wants privacy and where one goes to 

obtain privacy may also be relevant to this question. In order to 

obtain privacy patients report using verbal means (54%), not talking to 

others (13%), sitting apart from others (8%), using nonverbal cues like 



curling up (8%), leaving an area if someone comes (8%), watching TV 

(4%), and going to one's room (4%). 

These results suggest that privacy has a visual component, but 

it is not solely or primarily a visual phenomena. Equally important 

considerations appear to be noise and physical intrusion. 

Were the Wyatt Standards Effective? 

A majority of patients reported that the specific environmental 

features mandated by the Wyatt court were effective. Patients reported 

that the barriers between beds provided enough privacy (50%), there was 

enough privacy in the showers (57%), and toilet stalls were effective 

in providing privacy (72%). 

Despite this, overall results suggest that meeting the Wyatt 

standards did not ensure patient privacy as the court intended. There 

are several reasons for questionning the efficacy of the court ordered 

standards. First, a significant minority (43% to 28% of comments, 

depending on the specific feature) did not think the mandated changes 

provided enough privacy. Standards that are effect·ive for only a 

simple majority of patients are probably insufficient because they deny 

the privacy rights of a large number of individuals. 

Second, patient response to these direct questions are 

contradicted by responses to other items. In the first part of the 

interview, when the concern with privacy was less salient, most 

patients rated privacy in the bedroom poor (50%) or fair (17%), and 

privacy in the bathroom poor (37%) or fair (37%). Comments indicated 
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that problems in the bedroom were due to no privacy at all, too many 

people, too little space, and being able to be seen. Similarly, 

comments about the bathroom indicated that problems were due to others 

being around and doors not shutting. At the end of the interview 

patients were asked "how could the hospital be improved to provide more 

privacy?" In the bedrooms patients suggested dividers or curtains 

around beds (32%), individual rooms (12%), fewer patients (18~), and 

other privacy related changes (15%) such as limit noise, have a curtain 

by the door to block view, soundproof the ceiling, have a lock on the 

door, and limit room use to one person at a time. In the bathrooms 

patients suggested more or larger areas (31%), sex segregation (8%), 

and other privacy related measures (28%) such as private showers, block 

the view from the hall, full stall partitions, lockable doors, stall 

doors that close, and partitioned sinks. 

Third, NSH exceeds the wyatt standards in many areas and so one 

would expect stronger support for the efficacy of the standards. That 

is not what was found. In the bathrooms the court ordered stalls 

between toilets. NSH has this plus doors on the stalls which probably 

increase feelings of privacy. Several patients complained that some 

toilet doors did not work, but besides that there is enough privacy. 

This suggests that the lack of doors would result in lower privacy 

ratings. The court also ordered individual showers, which NSH has. 

Many patients complained that the showers were private enough, but 

everyone had to undress together and wait for a shower to become 

available, people of the opposite sex would occasionally try to enter 
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during showers, and that showers could only be taken at specific times 

in groups. If p:ltients were to rate the "shower room" results may have 

been different. In the bedroom the court ordered curtains or dividers 

between beds. NSH has a tall locker/dresser barrier between beds. 

Although many patients were not satisfied with this, it probably served 

to block noise and sight better than the minimally required curtain. 

This suggests that the Wyatt standards were less successful than the 

current data indicate. 

Finally, a facility that meets the standards set by the Wyatt 

court should have patients that perceive themselves as having privacy. 

This question was addressed by a number of direct and indirect 

questions concerning privacy. On the Environmental Rating Scale 

privacy relat~d complaints made up 57% of the comments about the worst 

aspect of the ward, and overall privacy was rated aa 1.89 on a 1 (poor) 

to 4 (excellent) seale, and direct privacy questions were the lowest 

rated on the scale. Similarly, when later asked to rate the amount of 

pri vacy they had on a 1 (high) to 10 (low) sea Ie, the average p9. tient 

rating of actual privacy was 7.63 and ideal privacy 3.30. Also, 

patients tended to disagree somewhat with statements such as "the 

physical layout allows privacy" (see Appendix G). 

That does not mean that patients do not have any privacy. 

Patients did not rate actual privacy as low as possible. Also, patient 

responses to statements describing privacy situations revealed a trend 



toward feeling a lack of privacy, but this trend was in no way clear 

cut or significant. 
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What this data may indicate is that patients perceive themselves 

as having some privacy, but there is a need for more. This suggests 

that the court's standards may be necessary, but they are not 

sufficient to meet the goal of ensuring patient privacy. This raises 

an interesting general question - how much privacy is enough legally 

and psychologically? As mentioned earlier, the focus of these two 

fields are different, with the courts determining a minimal level and 

psychologists determining an optimal level of privacy. 

How does one draw the line to ensure adequate privacy? 

Psychologists can provide some data useful for making rational 

decisions. They can determine when standards are not effective. For 

example, the present results indicate that the Wyatt standards are not 

~ufficient to ensure that most patients perceive themselves as having 

overall privacy. Researchers can also determine the effects of 

different standards on privacy. For example, when comparing what staff 

reported were the worst aspect of the ward in a pre-Wyatt hospital 

(Sommer & Kroll, 1979) and NSH we find that virtually the same 

percentage of privacy (30%/27%) and privacy related (33%/31%) issues 

were reported. Having valid pre-/post-change data could be very 

valuable to a court, especially in a case where there is on going 

litigation and implementation of court ordered changes. Researchers 

could also determine how much a particular set of conditions deviates 

from a patient's optimal level of privacy. This would give the court 
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some indication of the need for, and perhaps efficacy of, changes from 

a patient's perspective. Finally, social scientists could help 

determine what society would consider a reasonable level of privacy. 

This would provide empirical evidence that could be used to determine 

if an expectation of privacy was reasonable. 

What psychologists cannot do is determine what should be the 

legally mandated level of privacy, and when one's constitutional right 

to privacy has been violated. At this level the question becomes one 

of social policy and political decision making. It is up to the legal 

and political institutions to draw the line, to determine what 

resources will be used to provide privacy. It is the role of the 

psychologist to provide empirical evidence concerning human behavior 

that could be used to make these decisions and to test the validity and 

efficacy of the behavioral and psychological assumptions underlying 

these decisions after they are implemented. 

For example, in the Wyatt case the court had to determine what 

conditions would minimally be required in order to reasonably protect 

patients' right to privacy. To do this Judge Johnson requested outside 

opinions from such groups as the American Psychiatric Association, but 

these opinions were not empirically based, and apparently not adequate. 

At this point empirical findings would have been very useful and 

welcomed by the court. There are several questions researchers could 

focus on in order to aid courts in similar situations in their decision 

making. 
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First, one could examine patient's perceptions of privacy in 

different mental health facilities. Thus, one could have a privacy 

ratings from patients in facilities ranging from Backward state 

Hospital to Country Club Hospital for the Exceedingly Wealthy. Because 

of differences in populations in these hospitals one could not compare 

them on a continuum. However, using a self-anchoring scale, such as 

rating one's ideal and actual privacy, it would be possible to 

determine if patients in a given facility perceive themselves as having 

privacy, and to compare their perceptions to typical ratings for 

patients from a similar socio-economic and racial background, with a 

specific diagnosis, and perhaps from a similar facility. This would 

tell the court if patients perceive themselves as being in a situation 

with an inadequate amount of privacy, and if that expectation is 

reasonable given the perceptions of similar patients in similar 

situations. 

Second, it would be useful to compare privacy ratings across 

different group living situations. Should patients have more privacy 

than a prisoner or physically ill patient and less than a student in a 

dorm or a soldier in a barracks? Essentially this would provide some 

calibration of privacy levels using a variety of typical group living 

situations. 

Third, researchers could determine how patient's perceptions of 

privacy differ from other people. Perhaps patients do not perceive 

themselves as having adequate privacy because their conceptualization 

differs significantly from that of judges, lawyers, mental health 
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workers, or the law's mythical "reasonable man". Results from this 

study suggest that patient's definitions of privacy are probably not 

that different from other typical individuals in our society. This 

question was not directly tested, however, end can only be inferred 

from the patient's definitions of privacy and examining definitions 

offered by others in the literature. 

These "examples indica te a need for future research and a 

potential role psychologists and other social scientists can play in 

improving legal decision making. What is needed is programmatic 

research on topics of interest to the law, lawyers who will litigate 

using empirical data, and judges who will rely on empirical findings 

when making decisions. 

Implications of Wyatt 
for the Legal Conceptualization of Privacy 

Although the Wyatt court emphasized privacy as an intrusion free 

space, and the present research focused on providing a test of this one 

aspect of the legal conceptualization of privacy, these findings have 

some implications for the overall legal definition of privacy. 

Specifically, the results address the major underlying assumption that 

privacy is important, and the results suggest what effect standards set 

in Wyatt would have for autonomy and information control. 

Is Privacy Important? 

One of the most basic assumptions the Wyatt court, end the law 

in general, make is that privacy is important. Before asking if one 



has privacy or if the Wyatt standards are effective one must ask if 

they are necessary - if privacy is a concern on the ward, and is it 

important because of its contribution to the therapeutic milieu? 
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Theoretically, Altman would suggest that privacy is important 

because it allows one to regulate interpersonal interaction, to provide 

time for self-reflection and social comparison, and to provide an 

opportunity for self-observation and the development of self-identity. 

The data appear to support these, and the court's, assumptions. 

In a direct question, 93% of the patients said that privacy was 

important. Patients who did not feel that it was important felt that 

they were getting out soon and so their situation was temporary or they 

were suffering from depression and needed to be around people rather 

than alone. 

Another indication of the importance of privacy are the 

responses to the first survey question, "what is the worst aspect of 

the ward?" Privacy was directly mentioned in 18% of patient comments. 

Privacy related issues, such as crowding, noise, and lack of control 

consti tuted 48% of patient comments. Thus, the majority of 

spontaneously mentioned problems (66%) were privacy related. 

Privacy also is important if it fufills a need that is crucial 

to the therapeutic goals of the institution. Patient explainations of 

why privacy is important to them suggests that privacy may serve to 

foster situations that have some therapeutic value. Privacy was 

perceived as important by patients because it gave them a chance to 

think things out (45%), it is important for individuality (7%), it 



allows one to calm down (7%), and it is important for health (7%). 

This indicates that the court's concerns may have been valid and that 

privacy is an issue of concern in a mental health setting. 
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Clearly privacy was considered important by both the patients 

and staff, as indicated in both direct and indirect questions. Two 

crucial questions about the importance of privacy have not been 

answered however. First, what is the relative importance of privacy to 

mentally ill patients? That is, what features of the unit are more and 

less important to patients than privacy? For example, a patient may 

perceive privacy as very important but feel that food, therapy, and 

recreational facilities are more important. Although this can be 

indirectly addressed by comparing privacy ratings to other ratings on 

the environmental rating scale, this question was not directly asked in 

this study. 

Second, what is the importance of privacy to therapeutic 

outcome? If providing privacy is important for the therapeutic milieu, 

then one would expect better patient recovery in, all things being 

equal, facilities that provide more privacy. This has not been tested 

here or in other studies. Although it seems intuitively obvious that 

privacy would be beneficial, that may not be the case. For example, 

after improvements at Bryce Hospital an administrator noted that "with 

the drastic improvements in physical surroundings, many patients have 

an environment superior to that from which they came many years ago, 

and they prefer to remain institutionalized and cared for ••• " (Bisbee, 

1977, p.359). At NSH one staff member reflected a similar concern -



"areas and time to do exactly as one pleases may not be therapeutic." 

This suggests the need for further research on privacy in hospitals 

that do and do not comply with the wyatt sta~dards. 

Wyatt and Privacy as Autonomy 

A second component of the legal definition of privacy is 'a 

right of personal autonomy'. For the purposes of this study this has 

been operationalized as control - the freedom to do as one wishes. 

This arose as a secondary issue in the present study. 
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Autonomy or control was mentioned as a privacy related concern 

by a minority of patients in the present study. Twenty percent of the 

responses to the question 'what does privacy mean to you' involved 

control issues such as others making you do things. When asked why 

privacy was important, patients said it was important for individuality 

(7%), freedom (3%), and control over things (3%). On the privacy 

situation questionnaire items which indicated how much controlone had, 

patients tended to agree with the statements that they could put things 

out in their bedrooms in order to show that it was theirs (2.79), and 

they had a place to keep personal things (2.36). Freedom to choose 

activities fell between agree and disagree at 3.43. It is my 

impression that this rating is in the middle because patients did feel 

that they had a choice to participate in a given activity, but they did 

not have a choice of what activity would be available. On the ERS, 

patients rated freedom to choose activites as fair (2.35). 
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This indicates that autonomy or control is an issue for a 

minority of patients, and in a facility that meets the Wyatt standards 

autonomy does not appear to be a major problem. This is consistent 

with Altman's theory which views control as central to privacy, but the 

fact that autonomy was not very salient raises some questions. It 

could be that Altman overemphasizes this concept, or people do not 

immediately think of autonomy when they think of privacy. Also, in an 

institutional setting a person may assume that one loses a right to 

autonomy, especially if one is a long term patient, and so this does 

not become a major concern. Of course, this was not the primary focus 

of this study so any conclusions regarding autonomy are very tentative. 

However, these questions do raise a number of empirically testable 

issues such as examining the legal and psychological conceptualizations 

of autonomy, determining what effect long term institutionalization has 

on autonomy, and how much autonomy is reasonable in a psychiatric 

setting. 

Wyatt and Privacy as Selective Disclosure 

The final component of the legal definition of privacy is 'a 

right of selected disclosure'. This did not arise as a major concern 

in this study. When asked what privacy meant, 10% of patient resp0l'lses 

involved intimate interactions, or the ability to 'eliminate others 

from your area or history [knowledge of you]'. When asked why privacy 

was important no one mentioned control over information, but one person 

did mention it was necessary to have friends. When asked if they could 
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control how much staff knew about them patients tended to disagree some 

(3.62), and when asked if they could control how much other patients 

knew about them they tended to agree some. Patients also tended to 

agree somewhat (3.07) with the statement that a staff member and a 

patient could have a one on one and not be disturbed. The only problem 

area for control over information was in the dayroom where one could 

not have a personal conversation or one on one without being disturbed. 

I believe information control was not perceived as that much of a 

problem because even though others were always around, and an 

individual's problems were well documented, as one patient said 'they 

may have my files, but I decide what I want to tell them about me'. 

This indicates that selective disclosure of information was not 

a primary concern of patients. This could be because the staff runs 

the unit well or because there are other privacy needs that are more 

pressing. It could also be that in an institution one does not expect 

to have control over information so a lack of control is not seen as a 

problem. Once again, this concern was incidental to the focus of this 

study so no answers to these questions can be forthcoming. 

It is interesting to note that patient response suggests support 

for Altman's view rather than the legal conceptualization of privacy in 

regards to control of information. The law has tended to focus solely 

on information and has emphasized a dichotomous 

disclosure/nondisclosure situation. Patients response to the question 

'what does privacy mean' indicate an emphasis on interaction rather 

than information, and the need for limited disclosure in private in 



order to have friends. This suggests an interesting direction for 

future research. 
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APPENDIX A 

SAMPLE QUESTIONNAIRE/INTERVIEW FORM 

EBVIHONHENTAL RATING SCALE 

Dato ____ _ Unit:..-__ _ Role~ __ _ 

What ore the best physical foatures (layout, equipment, deSign, otc) ot this ward? 

What are tho worst physical teat~sB ot this ward? 

The (ollowing Boction is divided into 3 parts: dayrooc, bedroom, and bathrooc. I am going 
to osk you to rato some featuros ot each area aa excellent, good, fair or poor. It you 
think something is vory good or a problem pleaae tell me why in the comments aection. This 
is very important for understanding why something works or dosen't work, and for making 
recommendations in the tinal report. 

LIGHTING 

wiNDOIlS 

mTrLATIOH 

NorSE 

TEJl!PERA TURE 
(\lINTER) 
(Smoo:R) 

SMELLS/ODORS 

DECORATIONS 

REC. EQUIP. 

COtoR OF 
WALLS 

FLOORING 

ACCESS TO 
OUTSIDE 

EXCELLENT GOOD FAIR POOR COJl!HENTS 

59 



6C 

EXCELLrnT GOOD FAIR POOR COPU'lEllTS 
STAFF a 
RESIDEllTS 
CAN HAVE 
01lE Oll OIlES 

SUITABLJ<.: POR 
RESIDEllTS 
TO INTERACT 

SUITABLE POR 
BEING ALONE 

OVERALL 
SUITABILITY 

BEDROOPIS 
EXCELLENT GOOD FAIR POOR COP!P!ENTS 

ARRANGEMENT OF 
BEDS 

COMFORT OF BEDS 

BEDSIDE TABLES 

LOCKERS 

NOISE LEVEL 

SMELLS/ODORS 

PRIVACY 

SUITABLE FOR 
INTERACTION 

SUITABLE FOR 
BEING ALONE 

OVERALL 
SUITABILITY 

BATHROOMS 
EXCELLENT GOOD FAIR POOR COfo!P!ENTS 

TOILETS 

~HOWEHS 

SINKS 

PRIVACY 



AVAILABLE 
FROI! DA UlOOI! 
FROI! BEDROOM 

OVERALL 
SUITABILITY 

OTHER Cl'I'OOm'l'S: 

EXCELLENT 
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GOOD FAIR POOR COMHENTS 

So far I have asked you to rato tho physical environment. Now I would like you to rate 
some other things that affect you while at tho hospital. 

Issue 

RUMllER OF 
PEOPLE 

FOOD 

CLEANLIIiESS 

SAFE'!'Y 

SECURITY 

PRIVACY 

NOISE 

PATIENTS 

STAFF 

EXCELLENT 

FREEDO~ TO CHOOSE 
ACTIVITIES 

GOOD FAIR POOR COMENTS 
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Please circle the vord that best reflects your response to each statement. 

1. Patients can usually find a place to be alone. 

2. The dividers betveen beds give patients enough privacy. 

3. A staff member ana a patient can have a one on one and not be disturbed. 

4. Patients intrude on or interrupt staff. 

5. Staff intrude on or interrupt patients. 

6 . Pa tients have enough privacy i n the becroow. 

7 . T~e physical layout of t he •ard , the way t he bedrooms, bathroocs and dayrooc are set 
u ~, allovs pbtients to have pr~vacy. 

c. Patients can put their things out in their bearooc area to show that it is theirs. 

9· Patients have a place to keep personal things. 

1C . Patients have a good deal of choice over what activities they do. 

11. Patients have enough ~rivacy in the bathrooc. 

12 . Patie~ts have a place to gc vnere tney are net aisturbea. 

lj. Patients can control how ~uch other patients ~now about them . 

14. Patient s can ao scmeth1ng a:cne ~i: ho ut havi~~ to worry atout be1ng 1r.terruptea. 

15 . F~ticnts can ccn: rol ho • muc h staff ~n o w a ~ou t :he~. 



what does privacy aean to you? 

Is privacy an important concern to patients? Vhy or why not? 

Ho w would you describe the actual level of privacy patients have? 

How W·::>uld you rate the amount of privacy patients n0 w have on a 1-10 scale, a ith 1 being 
the most privacy they cou ld have and 10 be ir~ the l east privacy they could ha ve . 

~ow • ould you desc ri be the amount of privacy patie nt s w::>uld like t o have? 

Ho • wo~ld yo u rate it? 

Lescn.be a s~ tua t ion in w!'li~h pat i ent privac y was ir.vad ed. 

Are ~here a ny other wa ys ~atient privacy is invade d '-

Ho w d·::>e s a patient t ell you and/ or sho w you he or sl:e wants J:riv&ci '' 

ls there any}lace patients can go where t hey don't n&ve to worry ttat s::>~eo~e wili 
i n t er r upt t~. em? 

ro the curt&i ns bet we en be ds provide patiects with e~::>ugh privacy? 

Do t~e stal l s betwe~n to ilets provi de patients a ith en::>~gh privac y? 

Do patients have enough privacy i n t he showers ? 

~ staff have en ough privacy on the ward? If no, ple& se explain . 

Hew could t he hospi ta l be improved to provide more pri va cy? 

be dro oms: 

a&y r oom: 
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APPENDIX B 

SAMPLE STANDARDS CHECKLIST 
STANDARDS CHECKLIST 

WARD ____ _ DATE ____ _ RESPONDENT ______ _ 

BEDROOMS 

no more than 6 people per bedroom 

80 sq. ft./patient in multibed rooms 

screens or curtains between beds 

single rooms have 100 sq. ft. 

changes of linen provided 

comfortable beds 

closet/locker 

chair 

table 

BATHROOMS 

toilet/e patients 

lav./6 people 

seperate stalls 

clean 

_ safety devices ror tnndicapped 

1 shower or tub/15 pAtients 

curtains between showers 

DAYROO~l 

40 sq. rt./patient in day room 

convenient to bedroom9 

DTNTNG Rom' 
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POSITION ____ _ 



__ dining room bas 10 sq. tt./patient 

__ dining roca ie seperate frca kItchen 

has comfortable chairs IlIld tables 

GEliERAL 

adequate beat1ng and cooling throughout 

adequate hot water 

__ adequate refuse tecili ties 

meets fire and safety codes 

clean 

PATIENTS RIGHTS 

can have visitors and phone calls 

can manage own affairs 

__ unrestricted mail priviledges 

free from unnecessary aod/or excessive medication 

free from physical restraint and isolation 

not subject to experimental research 

prompt and adequate medical treatment 

can wear own clothes 

keeps IlIld uses own possessions 

clothes are laundered 

clothing provided to those thnt need it 

right to regular exercise 

can be outdoors at frequent and regular intervals 

__ free to worship 

can 1nteract with the opposite sex 

not required to work 
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PROCEDURES 

patients are fed in dining rooms 

me ~ ls meet dietary requirements 

substantial orientation for nonprofessional staff 

regular in service training 

review of behavioral eta tus within 48 hours of admittance 

patients have individual treatment plans 

nature of specific problem 

eta tement of LRA treatment conditions 

treatment goals with timetable 

rationa.le for treatment 

specify staff responsibility & roles in treatment 

cri te :_·ia for release sta"U:! d 

note of therapeuti c tasks 

individual post treatment pla ns 

t rea ted for physical illnesses 

66 

re cords· are kept on ward and inc lude legal status , family data ___ , education ___ , 

employment ___ , prior medica l history ___ , chief compla ints of petienta and others 

evaluation , onset , circ~~stances leading to admission ___ , attitudes 

behavior ___ , intellectual functioning ___ , memory ___ , orientation , patient's assets 

summary of physical exam 



APPENDIX C 

WYATT STANDARDS FOR PHYSICAL SPACE 

19. Pl&t~•~ Fa.cilitU. 
A puticnt 1ul.a a ri;-bt t..o a humAne 

pa;tchologic:al and phyaic:al environment 
within the hospital fn.cilitiea. These fa
cilities shall be designed to a!!ord pa
tients with comfort and safety, p('Om~ 
d i~:nity, and ensure privncy. The 11lcili
l.ICB shall be designed t.o mD.ke a positive 
contribution to the e!!icient attainment 
o! the t.rcollmcnt ¥~Us of the hospitAl. 

A. ft.:si...~ lJmt. 
The number of patients in n multi-pa

tient room aha.ll not exceed aix persona. 
There 11h<!ll lxl nlloc.at.cd u minimum of 
80 square feet of floor space per patient 
in a multi-patient room. Scree ns or cur
tains shall be provided to ensure privacy 
within the resident unit. Single rooma 
shall have a minimum o! 100 a-quare feet 
of floor apace. Each patient will. be fur
nished with a comfortable bed wlth ade
quate changcs o! linen, A ciOatOl or. locker 
for h ia personal belon~nga, a eb.:ur, and 
a bed3ide tablo. 

B . Toileta and Lava.UJriu 
There will be one toilet. provided for 

eaeh eight patient.a and one lavat..oJ?' for 
each llix patient.a. A lavat.o?' wlU be 
provided with each toilet !aellity. The 
toilet& will be inat.alled in separate stalls 
to ensw-e privacy, will be clean ~d free 
of odor. and will be equippcU wllh. "'~ 
propriate &&fety devices for the phyalcal-
ly handicapped. 

C. Slwwn-• 
There will be one tub or abower ~or 

each 15 patient.&. If a central bathl~i 
area ia provided. each ahower ·~ Wlll 
bo divided by curtaina to crusu:o pravn~Y· 
Showers and tubsV\1/ill be equipped Wlth 
adequate aafety acceaaoriea. 

D. Dav Room 
The minimum dny room area aha.ll be 

40 aquare feet per patient. Day rooma 
will be attractive and adequately fur
nished with readini' lamps, tables, 
chain, television And other rccrcutionnl 
facilities. They will be conveniently le>
.c.at.cd to patient.&' bcdrooma And aha.ll 
have outside windows. There shall be at 
l~t ouu <luy room urcu on eo1ch ~-<lroom 
floor in a multi-story hospital. Areas 
..ased for corridor trAffic Qnnot be 
counted u day room apace; nor can n 
ch:~pcl with fixed pcw!j be countcu all a 
day room area. 

F;. Dining Facilitiu 
The minimum dining- room area shall 

be ten square feet per patient. The din
ing room shall be separate from tho 
kitchen and will be !urn i ~hcd wilh com
fortable chairs and tables with hard, 
W<.L!;halJlc t~ur!acc.:~. 

F. Linen Servicing ar.d Handling 

The hospital .shall proviuc ndequat.e 
facilities · and equipment for handling 
clean and .soilc<l bcddinll nnd other linen. 
There must be frequent changes of bed
din¥ and other linen, r.o lcs:1 t.Mn every 
seven day11 to assure patient comfort. 

G. Hrnueluep1ng 
B.c¥Ul.u houackccpini' a.nd main~ 

na.nco proc:od u rca which will enaure that 
tho hoapit.al ia mAintAined in a aa.fe, 
dun, and attractive eondit.ion will be 
developed and impleme.Dt.ed. 

H. Geri4tric and OtM-r N071Gm.bWG.
torJI M en.tal PDJ.ien.tr 
There mu.t be special !acilit.iea for 

i'eria\llie and other non.ambulatory pa
tient.a to aaaure their aafety and com
fort. including llpccia.l fittinga on toilet.a 
and wbee!chaira. Appropriate proviaion 
shall be m&de to permit nonambulatory 
patient.a t..o communicate their nee-is to 
st.a!!. 
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I. Ph.11•i.ca.l Plant 
(1) Pursuant to an eat.abli.ahed rou

tine ~inten.1ncc And rcJ)Air proi'ram. 
the physical plant ahall be kept in a con
tinuous atate of ~tood repair and opera
tion in accordance with the needs of tile 
health, comfort, a.afety and well-bcini' of 
the patients. 

(2) Adequate heating, air condition
in~ and ventilation aystcma and equip
ment shaU be a!!orded to maintain tem
pcr:J.turca and air chang-CJJ which are re
quired for the comfort of patients at all 
times nnd the removal of undesired heat, 
11~m ~nd offcn!l.ive odon. Such !Acili
lic.:~ 11h.ull eru;uro that the temperature in 
the hospital shAll not exceed 83*F nor 
!all below GS*F. 

(3) T hermosl..ltiCA!ly controlled hot 
water !!h.ull be provided in adequate 
qu:mtitic.':l and maintained at tht re
quired tcmpcr.1turc for patient or l'C3i· 
dent usc (llO*F at the fixture) nna ior 
mechanical disbwcling and l:lundry use 
(l80"F at the equipment). 

(4) Adequate refuse facilities w ill be 
provid ed ao that solid waste. rubbish 
and other refuse will be collected a nd 
disposed of in a manner which will pro
hibit transmission of disea.se and not 
create a nuisance or fire hazard or pro
vide a breed ing plncc for rodents and in
sects. 

(5) The phytiical facilWe.s must meet 
nil .fire and safety standards established 
by lhe atate and locality. In addition, 
the boapit.nl ahall meet auch provision.a 
of lhc Life SAfety Code of the Nntiorull 
Fire Protection Aaaociation (21st edi
tion, 1DG7) u arc applicable to hospit.ala. 

l!>A. The boapital ahall meet all 
5t.a.nciardA eat.abli&bed by the alate !or 
~cncra.l boapit.ala, insofar u they are 
relevant t..o p!lychwtric !aciliti~. 



APPENDIX D 

AVERAGE ERS RATINGS 

QLTESTI ON 11 ?-ft.N HAT ING t'.~IA"i RATI!:G ~ !JI t.L t:?A -:- P:r; 

Patient Ctaff ?a tien t staff patie:1t s ta ff 

DIRECT PRIVACY ITEY.S 

overall privacy 1 . 89 1 . 63 2 2 2 

bathroom privacz 2 . 00 1 . 79 2 2 2 

bedroom privac:y 2 .(: 1. 33 

INDIRECT PRI VACY ITEMS 

over3.ll noise 2 . 15 2 . 08 2 2 I, 3 2 

bedroom noise 2 . 59 2 . 13 3 2 3 2 

dayroom noise 2.21 1 . 96 2 2 3 2 

:1umber of people 2 . 11J 1 . 7 4 2 2 2 2 

can be alene in bedroom 2.11 1 . 57 2 2 1 ' 2 

can be alone i!1 day room 1 . 93 1.4 6 2 

dsyroom ok for 1 :1 s 1.90 1.78 1. 5 2 2 

da yrm . ok for intersction 2 . 24 2 . 39 2 2 2 3 

bed a r rangement 2 . 31 1. 96 2 2 2 2 

f r ee to choose activities 2 . 35 2.35 2 2 1 '2 '3 2 

bedroom ol< for interaction 2.10 2 . 09 3 2 3 2 

')THER WYATT STNDRD . ITE!1S 

c leanl i nes s 3. 0 0 2. e a 3 3 3 3 

safety 2.133 2 . 53 3 3 3 3 

sec uri t y 2 . 72 2 . 67 3 3 3 3 

ventila ti on 2 . 10 1 . 92 2 2 3 

temEera t ure 2 . £)1) 1 . 83 3 2 3 

da y r oom ooors 2.6F, 2 . 04 "3 2 3 3 

be droom odors ? .93 2 . 00 3 2 3 2 
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comfor t of beds ? . ::!3 1 . 71 2 3 1 12 

loc kP. r s 2 .77 2 . 54 3 ) 3 3 

t oilets 2 . 35 2 . 04 -:.: 2 3 2 -' 

s howers 2 . 17 1 . 92 2 2 2 

s inks 2 . 32 1 . 7 4 3 2 3 

bathrooms a v:~ ilable 2 . 97 2 . 38 3 2 . 5 3 3 

outside accessible 2 . 36 2 . 87 2 3 3 3 

OTHER ITEMS 

dal:roorn Hehting 2 . 57 2 .46 3 3 3 3 

day room windows 2 . 40 2 . 54 2 3 2 3 

decor3.tions 2 . 13 2 . 33 2 2 . 5 1 12 3 

r e c r eati onal equip . 2 .36 2.21 2 2 3 3 

color of w3lls 2 . 7;9 2.09 2 2 213 3 

f l ooring 2 . 76 2.61 3 3 -:.: 3 -' 

food 1 . 93 2 . 41 2 2 1 I 2 I 3 

patients 2 . 57 2 . 59 2 . 5 3 2 3 

s"bl.ff 3 . 11 2 . 92 3 3 3 L1 



APPENDIX E 

ERS RESPONSE FREQUENCIES 

ITE:~ EXCELLE NT GOOD FAIP POO R 
~t . Stf. Ft . Stf. Dt, Stf Pt. Stf. 

DI ~ECT PRIVACY ITEMS 

oversll Erivscy 0 7 1 7 13 1 2 ~ 0 

ba t :; roOOJ p:-:i.v3 cy 3 0 5 4 1 0 11 1 1 c:-

bedroom pri ve. c y <1 c 7 0 5 8 1 r:; 
./ 1~ 

I};DI RECT PRIVACY IT~S 

overall noise 2 0 9 7 7 12 9 5 

i::<?droom noise 3 0 17 6 3 14 E 7 
./ 

d.:: yroom noise 2 0 1 0 7 e 9 e e 

nur.: ber of people 2 0 C) 4 1<1 9 7 1 0 

ce. n be al an<? in bedroom 2 0 1 0 5 11 11 11 

ca:1 ~ e. lone i.l'l d3yroom 3 0 6 0 6 11 1,1 13 

d a)TOO!:] ok for 1 :1 s 3 0 6 3 6 1 2 15 c 

de. y rm . ok for i.11tersction 4 ,} 6 11 1 2 1 0 7 2 

bed arrsngement 0 1 0 4 6 1 5 9 c:: 
..) 

free to choose activities 5 g 9 e 1 0 8 3 

bedroom oY. f or inter3ction 2 0 12 6 4 1 3 9 .1 

OTI-!ER HYATT STANDARDS 

cleanliness 7 2 1 5 18 7 8 0 

safety 5 0 17 15 4 8 3 

security 5 1 5 15 5 7 4 

ventilation ) I) 9 5 5 12 12 7 

temperature 5 0 1 3 7 7 6 4 11 

da y room oo ors 2 19 9 4 7 4 7 
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be droom o::!ors 3 0 23 7 10 2 7 

comfort of t..eds ., 0 10 3 9 9 7 9 

lockers 6 2 15 12 5 7 t1 3 

toilets ::? 0 1<1 8 5 9 g 7 

showers 4 0 8 5 6 12 11 7 

sinks 2 0 1-.: 4 5 9 e ~ ,.. 
: . .1 

bathrooms available 6 0 19 12 3 9 2 3 

outsi de accessible 

OTriER IT21"S 

dayroorn lighti!"lg t1 14 1 2 6 8 5 2 

day r oom wi!"ldo ;.; s 4 14 12 6 8 5 2 

dec ora t io!"l s 4 0 6 12 10 8 10 :; 

r ecrea tior:sl ~uip . t1 9 9 8 8 7 15 

color of walls 2 0 11 9 11 7 .1 7 

flooring 2 20 13 5 6 2 ::? 

food 3 4 7 10 7 12 7 

patients 3 0 11 11 13 10 c 

staff 9 9 11 8 6 3 0 t1 



APPENDIX F 

"WORST ASPECT OF WARD' RESPONSES 

.CATFCORY 

~IRECT MENTION OF PRIVACY 

PRIVACY RELATED ISSUE 

Intrusion: 
Crowding 

Noise 

Smoke 

Control: 
Locked Doors 

Can't control water in showers 

Forced wake up. 

&throoms 

Dorms 

bTHER 

People don't clean up 
after themselves 

Nothing to do 

Uncomfortable furniture 

Medication 

Needed physical improvements 

Security 

Not comforts ble 

None 

~ OF COMMENTS 
PT. 

18 

48 

27 

6 

3 

3 

12 

0 

24 

6 

6 

3 

3 

3 

0 

0 

3 

STF. 
27 

33 

11 

4 

0 

0 

0 

0 

2 

0 

0 

0 

0 

20 

20 

2 

7 

Percentage of people mentioning category are virtually the same as percentage o! comments. 
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APPENDIX G 

PRIVACY STATEMENT RATINGS 

Ql 'ESTIONS 

!=' '1 tients fe Ve '1 pl3Ce to be '3lOne. 

Ps tients b3ve p~ivacy in their bedrooms. 

P3.tients rave j:rivacy in the b'lthroom. 

Tte physical layout allowa privacy. 

?3. tients rave a place to be U.'1disturbed. 

P3.tients c3.n ~o something without inturruptions. 

Staff intrude on patients. 

?=1 tie:1ts intrude on staff. 

One o~ ones are possible. 

Pstients C~'1 put their possessions out. 

F3. tients !-ave s pl3ce to kee p their own things . 

Pstients C3n choose their o-wn activities. 

Patients control how much other pstie:1ts 
lmow 9.bout t.'1e'!l. 

?3tie~ts control hoN much staff know 
3tout the :n . 
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PATIP:T MEAN 

3.55 

3.72 

3 . 28 

3.86 

3 . 07 

3 .61 

3 . 31 

3 .04 

3 .07 

2.79 

2 . 26 

3 . 13 

3.30 

3.62 

4 . 55 

4 . 77 

.:1. 59 

3 . 32 

2 .; s 

2 .ss 

Li . C'':. 
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