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ABSTRACT 

The purpose of this study was to investigate the impact of 

three factors, the expectation of events, situational control and situ

ational anxiety, on the coping effort of parents of acutely ill hospit

alized children. A secondary purpose was to determine the influence 

of the parents' locus of control orientation on the parents' coping 

effort. Coping effort was defined as the amount of behavior, both 

action oriented and intrapsychic, employed by parents to master, toler

ate, reduce or minimize stressful events encountered during their 

child's hospitalization. 

The study utilized a mathematical correlational design with a 

causal modeling approach to assess a four-stage theory. The con~ 

venience sample selected for the study was 45 Anglo mothers of acutely 

ill hospitalized children between the ages of one and 24 months. A 

four-scale instrument based on magnitude estimation measurement strat

egy was constructed to index the theoretical concepts. Reliabil.ity, 

validity and cross modality matching were conducted to estimate the 

psychometric properties of the instrument. The theory was estimated 

using correlational and multiple regression statistical techniques. 

Residual analysis was conducted to estimate violations of the causal 

model and statistical assumptions. 

Expectation of events showed a direct effect on situational 

anxiety (R2 = .35) and thus, an indirect impact on parental coping 
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effort. Situational anxiety had a strong, direct, positive influence 

on coping effort (R2 = .97). Situational control did not signif

icantly influence the parents' coping effort directly nor indirectly 

and was not influenced by the expectation of events. The impact of 

the parents' locus of control orientation on their coping effort could 

not be determined since the locus of control index was found to be 

psychometrically inadequate for this sample. 

Parents who knew what events to expect experienced less anxi

ety and, as a result, expended less effort to cope with the stresses 

of their child's hospital experience. By knowing what factors influ

ence the parents' coping effort, the pediatric nurse is able to manipu

late the parents' hospital experience to provide as therapeutic an 

environment for the child and the parents as possible. 



CHAPTER 1 

INTRODUCTION 

The amount of effort expended by parents to cope with the many 

stressful events they encounter when their child is hospitalized is re

flected in the parents' statements describing their experience. The 

terms "hard" (Chan & Leff, 1982; Schepp, 1981; Schulman, 1976), 

Idifficu1t" (Schulman, 1976), and "draining" (Pringle, 1983) 

frequently used by parents to describe their hospital experience can 

be interpreted as their perception of the "hard" work or amount of 

coping effort they must expend in order to adapt to or survive their 

experience (White, 1974). With greater parental effort directed 

toward coping with the stressful events, less effort is available to 

the parents to attend to their needs and the needs of their ill child 

(Helson, 1964; Riehl & Roy, 1980; Roy & Roberts, 1981). 

The purpose of this study was to investigate the impact of 

three major predictor concepts and one major control concept on the 

outcome concept coping effort of parents of acutely ill hospitalized 

children. The three major predictor concepts studied were the expecta

tion of events, situational control and situational anxiety. The par

ents' locus of control orientation was the major control concept 

measured to determine it's influence on the parents' coping effort. 

1 
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The need for this study is substantiated in this chapter by a 

description of the problem of the limited amount of scientific informa

tion available to guide therapeutic nursing interventions with parents 

of hospitalized children. 

Statement of the Problem 

The pediatric nurse is in a strategic position to initiate mea

sures that could decrease the amount of effort parents must expend to 

cope with the stressful events they encounter during their child's ill

ness and hospitalization. Because of the nature of the nursing role, 

the nurse spends more time with the child and his/her parents than 

other members of the health team. Consequently, the nurse is general

ly more aware of the parents' experience from their perspective and 

could intervene to alter their experience. However, the state of the 

art poses a problem for the nurse. The coping effort of parents has 

not been studied. Although parents commonly describe their hospital 

experience in terms of how "hard" or "easy" some aspect of their ex

perience was for them to tolerate, adjust to or change, little is 

known about this effort expended by them to adapt to their hospital ex

perience. Likewise, little information is available about the factors 

that might influence the parents' coping effort. Thus, nursing inter

ventions to decrease the magnitude of the parents' coping effort expen

diture in response to stressful events are largely intuitively based 

with no assurance that a positive, predictable outcome will result. 

To date, the role of the pediatric nurse has evolved to incor

porate information made available from several descriptive studies 



conducted in nursing and medicine. The descriptive studies have 

identified the stressful events with which parents must cope when 

3 

their child is hospitalized (Chodoff, Friedman & Hamburg, 1964; Frei

berg, 1972; Korsch, Gozzi & Francis, 1968; Lewandowski, 1980; Miles, 

1979). As a result, the pediatric nurse's role has expanded to in

clude involvement with parents under the assumption that the parents' 

adjustment to the hospital experience influences the child's adjust

ment and recovery. The kind of nursing interventions with parents 

that have been investigated have pri~Jrily been interventions to 

psychologically prepare the parents for the stressful events they can 

expect to encounter while their child is hospitalized (Prugh, Staub, 

Sands, Kirschbaum & Lenihan, 1953; Skipper, Leonard & Rhymes, 1968; 

Wolfer & Visintainer, 1975). Results of these investigations have in

dicated that the anxiety level of parents and the adjustment and recov

ery of the child can be influenced by psychologically preparing the 

parents. However, the kind of psychological preparation administered 

to the parents varied with the studies as did the actual concepts oper

ationalized under the name of psychological preparation. The impact 

of the preparation on the magnitude of the parents' coping response 

was not investigated. Consequently, the actual factors responsible 

for influencing the parents' experience are difficult to discern and 

the relationship between the parents' anxiety level and their expendi

ture of effort in attempting to cope remains unclear. More scientific 

information is needed upon which to base specific nursing interven

tions with parents. This study extends the present knowledge base of 
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pediatric nursing by investigating the coping effort of parents as a 

health care outcome and the major factors believed to impact on the 

parents' coping effort. 

The concept of coping effort as it was used in this study re

ferred to the amount of behavior, both action oriented and intrapsych- . 

ic, that was employed by parents to master, tolerate, reduce or mini

mize the stressful events they encountered during their child's 

hospitalization (Helson, 1964; Lazarus & Launier, 1978; White, 1974). 

The concept was drawn from Helson's Adaptation Level Theory (1964) and 

Roy's Adaptation Model of Nursing (Riehl & Roy, 1980; Roy & Roberts, 

1981) which maintain that an individual's adaptation to the environ

ment is a dynamic state of equilibrium involving constant heightening 

and lowering of cognitive and behavior responses to internal and ex

ternal stimuli. Helson's (1964) and Roy's (Riehl & Roy, 1980; Roy & 

Roberts, 1981) theories further maintain that when stimuli are easily 

handled (coped with) by an individual, there is a lowering of re

sponses to the stimuli and a heightening of responses to other stimuli 

resulting in a state of equilibrium. As the stimuli become more diffi

cult for the individual to handle (cope with), the individual's re

sponses are heightened and as a result, greater physical and emotional 

energy is expended by the individual to cope with the stimuli in order 

to regain a state of equilibrium. Stressful events encountered by par

ents would necessitate a heightening of responses by parents to the 

stress stimuli and a lowering of responses to other stimuli, i.e., the 
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child's needs, in order to bring about a state of equilibrium (Riehl & 

Roy, 1980; Roy & Roberts, 1981). 

Three major concepts have been identified as possible factors 

influencing the coping effort of parents in response to the stressful 

events they encounter. The concepts were the degree to which the par

ents expected the events, the amount of situational control they ex

perienced over the events, and the amount of situational anxiety that 

was generated by the events. These three concepts have been suggested 

to have influenced other parental outcomes. The expectation of events 

and situational control were derived from the concepts of parental un

certainty and parental control identified by Martinson and Martinson 

(1983) as possible influences of parental outcomes. The concepts 

emerged from Martinson and Martinson's (1983) inductive study during 

the implementation of a home care program for children with cancer. 

Additional support for the uncertainty concept as possibly having a 

significant influence on parental outcomes was provided by Mishel's 

(1983a) study of parents' perceptions of uncertainty involving their 

hospitalized child. Further support for the control concept was pro

vided in studies by Chang (1979) and Hinshaw and Schepp (1983) in 

which the subjects' control over their situations was found to influ

ence the client outcomes under investigation. Additional support for 

the control concept was provided in the study by Wolfer and Visintain

er (1975) who suggested in their discussion that parents' control over 

their child's situation may have been one of the key concepts in the 

psychological preparation program to influence parents' anxiety 
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levels. The concept of situational anxiety as a factor influencing 

parental outcomes was supported by the experimental investigations of 

Prugh et ale (1953) and Wolfer and Visintainer (1975) in which the 

anxiety level of parents was found to influence such outcomes as the 

parents l satisfaction with the care given their child and the parents l 

cooperation with the child's treatment regimen. 

Information about the coping effort of parents in response to 

the stressful events they encounter is needed in order for nursing in

terventions to be directed toward altering those events requiring the 

greatest amount of effort (Riehl & Roy, 1980; Roy & Roberts, 1981). 

Nursing interventions for parents need to be directed toward providing 

the type of environment that is most conducive to the child's welfare. 

The more parental effort that can be directed toward providing the 

care, love, comfort and support for the child the more conducive the 

setting can be expected to be for enhancing the child's adjustment and 

recovery. 

In addition to the three major predictor concepts, the locus 

of control orientation of the parents was believed to possibly influ

ence the parents l coping effort. The locus of control literature sug

gests that parents who are internally oriented, ie, perceive events as 

being dependent upon one's own actions (Rotter, 1966), may tend to per

ceive their child's illness and hospitalization differently than ex

ternally oriented parents, i.e., perceive events to be determined by 

forces outside of one's self (Rotter, 1966). Studies by Davis and 

Phares (1967) and Seeman and Evans (1962) found internally oriented 



7 

individuals to more actively seek information and to have more 

information about their situations than did externally oriented indi

viduals. In response to aversive situations, Levenson and Miller 

(1976) and Mirels (1970) report internally oriented individuals tended 

to take responsibility for their lives and attempted to make changes 

in their situations. Externally oriented individuals tended to leave 

the aversive situations and the responsibility for their lives in the 

hands of more powerful others. Several implications can be drawn from 

the findings of these studies that could influence the parents' coping 

effort. Internally oriented parents may expend greater effort to co~e 

if they experience more situational anxiety from the uncertainty and 

the loss of control over their child's situation. Externally oriented 

parents may experience more situational anxiety and expend greater ef

fort to cope when their uncertainty is decreased such as when they are 

given more information about their child's condition and more control 

over their child's situation. Since it is not clear what influence 

the parents' locus of control orientation may have on the parents' cop

ing effort, the locus of control orientation of parents was investi

gated as a major control concept in this study. 

Purpose of the Study 

The purposes of this study were: (a) to investigate the im

pact of expectation of events, situational control and situational 

anxiety on the coping effort of parents of acutely ill hospitalized 

children, and (b) to determine whether parents' locus of control 
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orientation, i.e., external or internal, influenced the parents' 

coping effort. The specific aims of the study are presented in Chapter 

2 after the description of the stages of the theoretical framework 

underlying the study. 

Significance of the Study 

The pediatric literature strongly supports the premise that a 

child's adjustment to the experience of hospitalization and recovery 

is influenced by the parents' reactions to the hospital experience. 

Children are reported to be extremely sensitive to the emotional 

states of their parents (Adams & Sarason, 1963; Bee, Barnard, Eyres, 

Gray, Hammond, Spietz, Snyder & Clark, 1982; Fletcher, 1981; 

VanderVeer, 1949). When parents experience high levels of stress and 

emotional upset, their feelings may be readily transmitted to the 

child who is already experiencing the physical and emotional stresses 

of illness and hospitalization. High levels of stress have been 

demonstrated to alter the physiological functioning of the body and 

influence the body's normal healing processes (Levi, 1965; Selye, 

1956). Therefore, stresses in addition to the physiological stresses 

of illness could have detrimental effects on the child's recovery. 

Experimental studies by Mahaffy (1965), Prugh et al. (1953), 

Skipper et ale (1968), and Wolfer and Visintainer (1975) investigated 

parents' anxiety levels and children's adjustment behavior during and 

following hospitalization as well as the child's recovery progress 

during hospitalization. Although the stUdies differed in design and 
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measurement techniques, the findings consistently indicated that 

children whose parents had low anxiety levels adjusted more readily to 

the hospital environment and to the home environment following hospi

talization. Children whose parents experienced high levels of anxiety 

had greater adjustment problems to the hospital environment as indexed 

by the amount of upset behavior, sleep and eating disturbances and 

cooperation during procedures. Two of the studies, Mahaffy (1965) and 

Wolfer and Visintainer (1975), used additional indices to measure the 

child's progress toward recovery. Children with low anxiety level par

ents tended to show greater progress toward recovery as measured by 

such indices as ease of fluid intake following surgery, first time of 

voiding following surgery, lower heart rates during and following pro

cedures, and lower incidence of resistance to induction prior to sur

gery. The findings from these studies lend support for the premise 

that parents' emotional states do influence the child. 

The parents' influence can be felt by the child in other ways. 

Parents who must expend excessive amounts of physical and emotional 

energy to cope with the stresses they experience have less energy to 

invest in their child (Helson, 1964; Riehl & Roy, 1980; Roy & Roberts, 

1981). Such parents are less able to provide the sense of security, 

comfort, love, and support they normally would give their child. They 

may tend to be too involved in their own coping and therefore, not 

attuned to the needs of the child. For example, clinic observations 

reported by Chan and Leff (1982) and Lybarger (1979), and a study by 

Visintainer and Wolfer (1975) indicate that parents who are able to 
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psychologically prepare their child for painful procedures and remain 

with the child during the procedure can have a more relaxing effect on 

the child than can hospital personnel. Parents who become depleted of 

physical and emotional energy from expending excessive effort coping 

with their experience are more prone to perceptually distorting the 

seriousness of their child's condition. They are more likely to draw 

inaccurate and distressing inferences about the child's situation 

which may lead them to take inappropriate actions (Mattsson, 1972). 

This, in turn, may increase their need to expend even more effort to 

cope with their situation (Cohen & Lazarus, 1979; Janis & Rodin, 

1979). 

The significance of this study was in its attempt to seek in

formation that leads to a greater understanding of the coping effort 

of parents. The study provides initial information about the factors 

that impact on the parents' coping effort. With further investiga

tion, this information may eventually be used to guide specific nurs

ing interventions to alter the hospital environment so that more 

parental effort can be directed toward caring for the ill child. 

Summary 

The words "hard, II IIdifficultll and "drainingll frequently used 

by parents to describe their experiences when their acutely ill child 

is hospital ized reflect the amount of coping effort or IIhard work ll ex

pended by parents to adapt to or survive their ordeal. Little scien

tific information is available to guide nursing interventions that 

would alter parents' experiences to decrease their coping effort. 
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With less physical and emotional energy expended in coping with the 

stressful events, parents would have more energy to invest in their 

child and in their own welfare. This study investigated the influence 

of three factors, i.e., expectation of events, situational control, 

and situational anxiety, on the coping effort of parents. 

The theoretical framework of the study and the specific aims 

are presented in Chapter 2. The methodology is described in Chap

ter 3. 



CHAPTER 2 

THEORETICAL FRAMEWORK 

The theory underlying this study is illustrated in the 

theoretical model in Figure 1. The model comprises a combination of a 

modified Gibbs (1972) format for theory construction and a causal mod

eling format drawn from the works of Asher (1976) and Blalock (1964, 

1969). 

Description of the Theoretical Model 

The theory, shown in Figure 1, is represented by a four-stage 

causal model showing the relationships at the construct and concept 

levels. The stages represent the causal sequence of the constructs 

and concepts. The arrows depict the hypothesized causal relationships 

with the signs on the arrows indicating whether a relationship is posi

tive or negative (Asher, 1976; Blalock, 1964, 1969). The construct 

level represents a more abstract notion of the theory than the concept 

level which was operationalized and tested in this study. The line be

tween a construct and a concept implies that the concept is an indicat

or of the construct with the sign denoting whether it is a positive or 

negative indicator (Gibbs, 1972). 

The four constructs comprising the theory are uncertainty, con

trol, stress reaction and adaptation responses. The four concepts 

that were operationalized were expectation of events, situational 
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control and situational anxiety as the predictor variables and coping 

effort as the outcome variable. The unit of analysis of the theory 

(Gibbs, 1972) is parents of hospitalized children. According to the 

criteria outlined by Dickoff, James and Wiedenbach (1968) for theories 

in a practice discipline, this theory classifies as a level three or 

situation-relating predictive theory. As such, it presupposes the 

existence of more elementary factor-isolating and factor-relating 

theories and builds on these theories by predicting causal relation

ships between factors. 

Derivation of the Theory 

The theory was derived from three main sources. Roy's Adapta

tion Model of Nursing (Riehl & Roy, 1980; Roy & Roberts, 1981) pro

vided the broad focus for the definition and goal of nursing from 

which the theory stems. Helson's Adaptation Level Theory (1964) and 

White's (1974) theoretical description of adaptation were the two 

sources from which the Stage IV construct and concept were derived. 

Roy's Adaptation Model of Nursing is based on Helson's Adapta

tion Level Theory as well as on theoretical notions of others such as 

Driever (1976), Malaznik (1976), Poush and Van Landingham (1977), Rapo

port (1968), Buckley (1967), Miller (1965), White (1974), and Lazarus, 

Averill, and Opton (1974). Adaptation from Roy's perspective is de

scribed from a broader context than is Helson's perspective which 

views adaptation as an end state of equilibrium. Roy describes adapta

tion as the process of coping with stressful stimuli as well as the 
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end state of equilibrium produced by this process. Although many of 

Roy's theoretical formulations in her Adaptation Model of Nursing (Roy 

& Roberts, 1981) are derived from Helson's Adaptation Level Theory 

(1964), i.e., three classes of stimuli influencing an individual's 

adaptation, Roy's application of the concept of adaptation to nursing 

provided the broad framework for the view of nursing as it 'js per

ceived in the theory underlying this study. Helson's work, considered 

the primary source, was used rather than Roy's in the theoretical for

mulation of adaptation responses and coping effort in Stage IV. 

Drawing .from Roy's Adaptation Model of Nursing (Riehl & Roy, 

1980; Roy & Roberts, 1981), the client of nursing is viewed as an adap

tive system responding to internal and external stimuli. The client's 

responses to the stimuli are considered to be either adaptive or inef

fective. Adaptive responses are defined by Roy as those responses 

that promote the integrity of the client in terms of the goals of sur

vival, growth, reproduction, and self-mastery. Ineffective responses 

are those responses that do not contribute to those goals. The goal 

of nursing is seen as the promotion of client adaptation by interven

ing to manipulate the client's internal and/or external stimuli so 

that his/her responses to the stimuli are adaptive rather than ineffec

tive. Therefore, nursing interventions, instituted within the context 

of the nursing process, are guided by this view of the client as an 

adaptive system and by the goal of nursing to manipulate stimuli to 

promote adaptive responses by the client. The clients in this study 

were the parents of acutely ill hospitalized children. The theory 
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underlying the study proposed a process of adaptation to external 

stimuli encountered by the parent clients. Using Roy's perspective, 

nursing interventions guided by this theory would involve manipulating 

the external stimuli to promote adaptive rather than ineffective 

responses by the clients. 

The Stage IV construct adaptation responses and concept coping 

effort were derived from two sources. White's (1974) theoretical de

scription of adaptation was one source. Viewing adaptation to one's 

environment as the central task to be accomplished by an individual 

experiencing stress, White (1974) described three strategies or re

sponses for achieving adaptation: 1) defense, 2) mastery, and 3) cop

ing. The response of coping was the outcome of interest in this 

theory. 

The theoretical formulation of adaptation responses and coping 

effort in Stage IV of this theory were further derived from a second 

source, namely, Helson's Adaptation Level Theory (1964). Having taken 

the construct of adaptation as it is used in the fields of biology and 

sensory physiology, Helson developed it in the field of psychophysics 

and later applied it to investigations in social psychology of the in

dividual. Several theoretical notions from Helson's theory (1964) 

were adapted for the description of the quantitative measure of adapta

tion responses and coping effort as they were used in this theory. 

Adaptation as described by Helson (1964) refers to a dynamic state of 

equilibrium achieved by an individual through the heightening or lower

ing of responses to internal and external stimuli. The intensity of 
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the stimuli determine which stimuli are responded to and the degree of 

disequilibrium experienced by the individual. The degree of disequili

brium determines the mnount of effort required to regain a state of 

equilibrium (Helson, 1964). The amount of effort expended through cop

ing was the aspect of coping that was of central importance in this 

study. The stimuli of concern were the stressful events encountered 

by parents. 

Theoretical Assumptions Underlying the Theory 

Three major theoretical assumptions underlay the theory. They 

are described as follows. 

1. Parents of hospitalized children experience stressful events 

with which they must cope. 

2. Children are sensitive to the emotional states of their par

ents. 

3. Emotional states influence one's recovery and general well

being. 

Theoretical Relationships and Definitions 

The theoretical relationships of the model shown in Figure 1 

are described by stages at the construct and concept levels. The four 

stages represent the hypothesized causal sequence of the constructs 

and concepts of the theory. Definitions of the construct and concepts 

are presented in the description of each stage and in Table 1. 
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Table 1. Definitions of Constructs and Concepts in Theoretical 
Model 

Constructs 

Stage I: 
Uncertainty 

Stage II: 
Control 

Stage II I: 
Stress Reaction 

Concepts 

Expectation 
of Events 

Situational 
Control 

Definitions 

A state of unknowing created 
in an individual when one is 
unable to perceptually recog
nize and classify stimuli and 
cognitively structure the 
stimuli because of inadequate 
cues (Budner, 1962; Mishel, 
1981, 1983a & 1983b; Norton, 
1975). 

The degree to which a parent 
knows, expects or anticipates 
what events are likely to 
occur or take place when one's 
child is hospitalized (Mishel, 
1981, 1983a & 1983b; Norton, 
1975). 

A state created in an individ
ual when one's outcomes are 
dependent on one's responses 
(Seligman, 1975). 

The degree to which a parent 
is able to determine or have 
an influence over the use of 
time, space or resources (as
sistance) in the child's situ
ation (Chang, 1978a; Hinshaw & 
Schepp, 1983). 

A response to a stimulus that 
results in disequilibrium in 
the human system (Lazarus, 
1966, 1974). 



Table 1.--Continued 

Constructs 

Stage IV: 
Adaptation Responses 

Concepts 

Situational 
Anxiety 

Coping Effort 
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Definitions 

The degree to which a parent 
experiences unpleasant 
consciously-perceived feelings 
of tension and apprehension in 
response to the appraisal of 
threat involving the child's 
situation (Lazarus & Averill, 
1972; Spielberger, 1972). 

The amount of activity or be
havior utilized by an individ
ual to strive towards main
taining a state of equilibrium 
with one's environment 
(Helson, 1964; White, 1974). 

The amount of behavior, both 
action oriented and intra
psychic, employed by parents 
to master. t01erut~, reduce or 
minimize stressful events en
countered during their child's 
hospitalization (Helson, 1964; 
Lazarus & Launier, 1978; 
White. 1974). 
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Stage I 

Uncertainty was the construct identified in the first stage of 

the theoretical model. Mishel's (1981, 1983a, 1983b) theoretical de

scriptions and investigation of the phenomena of uncertainty provided 

the theoretical basis for this stage of the theory. Uncertainty was 

defined as a state of unknowing created in an individual when one is 

unable to perceptually recognize and classify stimuli and cognitively 

structure the stimuli because of inadequate cues (Budner, 1962; 

Mishel, 1981, 1983a, 1983b; Norton, 1975). 

In this theory uncertainty was expected to have a direct nega

tive impact on the Stage II construct control, and a direct positive 

impact on the Stage III construct stress reaction. An indirect posi

tive impact on the Stage III construct stress reaction was also pre

dicted for the Stage I construct uncertainty through two indirect 

negative relationships with control in Stage II as the mediating con

struct. Uncertainty was not predicted to have a direct impact on adap

tation responses in Stage IV since only minimal support was found for 

this relationship. Uncertainty was predicted to have an indirect posi

tive impact on adaptation responses in Stage IV when mediated by 

stress reaction in Stage III. The relationships between uncertainty, 

control, stress reaction and adaptation responses were based on find

ings from several investigations that also undergird the predicted 

relationships at the concept level. The supporting findings are dis

cussed following a description of the concept level of the theory. 
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At the concept level of Stage I, unpredictability was the 

dimension of uncertainty relevant to the theory. Unpredictability is 

one of eight dimensions of uncertainty described by Mishel (1981). 

Drawing from earlier works of Budner (1962) and Norton (1975), Mishel 

(1981) identified the eight dimensions as: 1) vagueness, 2) lack of 

clarity; 3) ambiguity; 4) unpredictability; 5) inconsistency; 6) prob

ability; 7) multiple meanings; and 8) lack of information. The con

cept unpredictability was the dimension of uncertainty relevant to the 

theory underlying this study. Predictability, the negative indicator 

of uncertainty, was operationalized as expectation of events for the 

concept in Stage I. Predictability, the opposite of unpredictabil

ity, is defined by Miller (1981) as foretelling of events prior to the 

events taking place. When one is able to predict an event, one can ex

pect or anticipate the occurrence of the event. Thus, the concept 

expectation of events was operationalized for predictability of 

events, a negative dimension of uncertainty. Expectation of events 

was defined as the degree to which a parent knows, expects or antici

pates what events are likely to occur or take place when one's acutely 

ill child is hospitalized (Mishel, 1981, 1983a, 1983b; Norton, 1975). 

In this theory, expectation of events was predicted to have a 

direct positive influence on the concept in Stage II, situational con

trol, and a direct negative impact on the concept in stage III, situ

ational anxiety. An indirect negative impact was predicted for 

expectation of events on situational anxiety when mediated by the 

Stage II concept situational control. Expectation of events was not 
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predicted to impact directly on the Stage IV concept coping effort 

since little support was found to sUbstantiate this relationship. 

Expectation of events was predicted to have an indirect negative 

impact on coping effort in Stage IV with situational anxiety in Stage 

III as the mediating concept. 

The relationships between uncertainty in Stage I and control 

in Stage II at the construct level and between expectation of events 

and situational control at the concept level were supported by labor

atory studies conducted by Greer and Maisel (1972), Pervin (1963), and 

Staub, Turskey and Schwartz (1971). In these studies, college-age sub

jects were administered electric shocks as aversive stimuli under vary

ing conditions of uncertainty and control. Subjects who experienced 

more uncertainty as to the onset, timing, and severity of the shocks 

reported experiencing less control over the aversive stimuli and more 

stress reactions in response to the stimuli. The findings suggested 

that the amount of uncertainty influenced the amount of control the 

subjects had over the shock stimuli directly which in turn influenced 

the stress reaction. The prediction based on these findings was that 

the more parents were able to anticipate the events they would encoun

ter during their child1s hospitalizltion, the more control the parents 

would perceive they had over their child1s situation. 

Martinson and Martinson1s (1983) inductive study of home care 

for children with cancer lent further support. The two key concepts 

that emerged from the study were parental uncertainty and parental con

trol. Parents who were given information about the changes they could 
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expect to see in their dying child were observed to be able to 

implement care-giving interventions for their child as the child's con

dition warranted. The information that enabled the parents to know 

what to expect was believed to provide the parents with a sense of con

trol over their child's situation as evidenced by the intensive mea

sures those parents were able to carry out as they cared for their 

dying child at home. 

A clinical investigation by Mishel, Hostetter, King and Graham 

(1984) provided further support for the predicted relationships be

tween the Stage I and II constructs and concepts. The purpose of the 

study was to identify predictors of psychosocial adjustment in pa

tients newly diagnosed with gynecological cancer. The concept 

"control over physical function" was found to have a moderately strong 

inverse relationship with complexity, a dimension of uncertainty. 

Subjects who perceived their treatment regimen as being highly complex 

(uncertain) indicated they had less control over their physical 

functioning. The uncertainty was found to influence the subjects' 

perception of control. 

The relationships between uncertainty in Stage I and stress 

reaction in Stage III at the construct level and between expectation 

of events and situational anxiety at the concept level were strongly 

supported by several studies. Berlyne (1960, 1976) and others, in a 

series of laboratory studies, investigated information seeking behav

iors, conflict and arousal. When subjects were exposed to high levels 

of uncertainty, conflict in processing the information resulted which 
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led to an increased state of arousal. High arousal, measured by 

psychophysiological changes in the body, was demonstrated to be the 

equivalent of a high state of stress as shown by the same psychophys

iological indices. When the uncertainty was reduced, the conflict was 

resolved and the arousal level and stress level reduced. Additional 

support for the direct positive relationship between uncertainty and 

stress reaction was found in the previously mentioned laboratory 

studies by Greer and Maisel (1972), Pervin (1963) and Staub et al. 

(1971). In these studies, the more uncertainty or unpredictability ex

perienced by the subjects, the more stress or anxiety the subjects 

reported on subjective stress measures and exhibited on psychophysio

logical stress measures. Similar findings were reported in a series 

of studies by Frankenhaeuser and others (Collins & Frankenhaeuser, 

1978; Frankenhaeuser, Von Wright, Collins, Von Wright, Sedvall, & 

Swahn, 1978; Frankenhaeuser & Johansson, 1976; Frankenhaeuser & Gar

dell, 1976). In these highly controlled laboratory studies, subjects 

were asked to complete tasks of varying complexity and unpredictabil

ity. Psychobiological indicators of stress and anxiety were used to 

measure subjects' physiological responses to the tasks. The results 

indicated that subjects experienced greater physiological signs of 

stress and anxiety, i.e., adrenaline secretion and heart rate, as the 

amount of cognitive conflict, i.e., complexity and unpredictability, 

in the tasks increased. 

Similar findings were obtained in two clinical studies by 

Mishel (1984; Mishel et al., 1984). In one study (Mishel, 1984) with 
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hospitalized medical patients, perceived uncertainty was investigated 

in relation to stressful hospital events. The Mishel Uncertainty. in 

Illness Scale (MUIS) (Mishel, 1981) was used to measure perceived un

certainty in relation to symptoms, treatment, and outcome. The Hospi

tal Stress Rating Scale (HSRS) (Volicer, 1973; Volicer & Bohannon, 

1975) was used to index stress. Uncertainty was found to be a signif

icant predictor of stress. Subjects who experienced high uncertainty 

reported experiencing greater stress. In the second study (Mishel et 

al., 1984), unpredictability was found to relate positively to psycho

logical distress in a clinical investigation of psychosocial adjust

ment in patients with gynecological cancer. Patients who perceived an 

absence of stability in the course of their illness experienced more 

distress than did those patients who perceived their illness as more 

stable and predictable. 

The indirect relationships between the Stage I and Stage III 

constructs and concepts when mediated by control in Stage II were sup

ported from findings of a highly controlled laboratory experiment by 

Frankenhaeuser and Rissler (1970). Electric shock was administered to 

subjects in varying patterns of predictability. Subjects were given 

varying amounts of control over the situation. A rise in the amount 

of adrenaline released, indicative of increased anxiety, was found to 

be the typical response to a situation characterized by uncertainty 

and unpredictability. The amount of adrenaline released decreased as 

the subjects were given increasing degrees of control over the 
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when unpredictability was high. 
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Direct relationships between the constructs uncertainty in 

Stage I and adaptation responses in Stage IV and between the concepts 

expectation of events and coping effort were not predicted since only 

minimal support was found. Indirect relationships were predicted when 

mediated by control in Stage II and stress reaction and anxiety in 

Stage III. 

In summary, direct support for the relationships of the Stage 

I construct and concept with the constructs and concepts in Stages II 

and III of this theoretical model were drawn from findings of studies 

using different subject populations and settings than were used in 

this study. Other than the inductive study by Martinson and Martinson 

(1983) in which parental uncertainty was identified as a key concept, 

Mishel's (1983a) methodological study of uncertainty in parents of hos

pitalized children was the only study reported to date that investi

gated uncertainty per se in parents of hospitalized children. 

Stage II 

The Stage II construct control was defined as a state created 

in an individual when one's outcomes are dependent on one's responses 

(Seligman, 1975). This definition was adapted from Seligman's (1975) 

definition of control in his theoretical formulation of learned help

lessness which he described as an outcome resulting from the loss of 

control. In the theory underlying this study, control was predicted 

to have a direct negative impact on the Stage III construct stress 
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reaction and an indirect negative impact on adaptation responses in 

Stage IV with stress reaction in Stage III acting as the mediator. 

Since only minimal support was found, no direct relationship between 

control in Stage II and adaptation responses in Stage IV was 

predicted. Since the predicted relationships at the construct and 

concept levels were supported by the same findings, the supporting 

studies are discussed following a description of the concept level. 

The Stage II concept situational control was a positive indi

cator of the construct control in the theory underlying this study. 

Situational control was defined as the degree to which a parent was 

able to determine or have an influence over the use of time, space or 

resources (assistance) in the hospitalized child's situation (Chang, 

1978a; Hinshaw & Schepp, 1983). This definition was adapted from the 

definitions of situational control in studies by Chang (1978a) and Hin

shaw and Schepp (1983) which investigated this concept. In the theory 

underlying this study, situational control was predicted to be a medi

ating concept for the Stage I concept expectation of events on the con

cept situational anxiety in Stage III. Situational control was 

predicted to have a direct negative influence on the concept situation

al anxiety and an indirect negative impact on coping effort in Stage 

IV with situational anxiety in Stage III as the mediating concept. 

Parents who perceived themselves as having more control over their hos

pitalized child's situation were expected to report they experienced 

less situational anxiety in response to the various aversive events 

they experienced during their child's hospitalization. 
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Support for this relationship was found in the results of 

laboratory studies reported by Averill (1973), Greer and Maisel 

(1972), Greer, Davison and Gatchel (1970), Pervin (1963), and Staub et 

al. (1971) which consistently indicated that subjects' control over 

aversive events decreased the amount of stress reported and exhibited 

by the subjects in response to the event. Similar findings were ob

tained in experimental studies by Pennebaker, Burnam, Schaeffer and 

Harper (1977). In their laboratory studies with college-age subjects, 

the subjects who were given no control over aversive shock stimulation 

reported more symptoms of physiological distress and anxiety than did 

subjects who had control. The relationship was also supported in the 

findings of an experimental study of environmental control conducted 

by Glass and Singer (1972). Subjects who perceived they had control 

over the noise in their environment reported experiencing less anxiety 

in relation to the noise than did subjects who perceived they had no 

. control over noise in their environment. Similar findings were re

ported by Miller (1980a, 1980b) in laboratory experiments investigat

ing the relationship between potential control and anxiety. Subjects 

who had potential control over electric shock had lower levels of 

arousal and anxiety than did subjects who had no control. Lundberg 

and Frankenhaeuser (1978) also found control to influence subjects' 

anxiety levels. Subjects who were given control over noise intensity 

showed a consistent pattern in cardiovascular, adrenalmedullary, adre

nalcortical, and subjective reactions indicating they experienced less 

arousal or anxiety than did subjects with no control. Although these 
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experimental studies investigated the relationship between anxiety and 

environmental, potential and personal control, which may be different 

than situational control, the findings were consistent. 

Control as a variable has been investigated in clinical set

tings by Rodin and Langer (1977, 1980) and Schulz (1976). In these 

studies conducted in nursing home settings with elderly subjects, 

these investigators found that subjects who were given control over 

their daily activities responded more positively to indices of their 

physical and psychological health status. Those individuals were re

ported to have adapted more readily and more positively to the nursing 

home settings. Subjects who were not given control over their daily 

lives were found to have a more difficult time adapting to the set

tings as evidenced by the indices of their physical and psychological 

health status indicating greater stress. 

Clinical nursing studies conducted by Chang (1978a, 1978b) and 

Hinshaw and Schepp (1983) investigated situational control. Chang 

(1978a, 1978b) investigated perceived situational control of thirty 

elderly clients in nursing home settings. Client morale was the out

come measured in this study. The findings indicated that those sub

jects who perceived they had more control over their routine daily 

activities had higher morale scores than those subjects who perceived 

they had little or no control. Hinshaw and Schepp (1983) investigated 

the influence of situational control on situational anxiety in a study 

of territorial intrusion with sixty elderly subjects hospitalized for 

non-life-threatening surgery. The findings indicated that the more 
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control subjects perceived they had over their situations, the less 

situational anxiety they experienced in response to intrusive nursing 

activities. Subjects in the Chang (1978a, 1978b) and Hinshaw and 

Schepp (1983) studies were elderly clients while the subjects in this 

study were parents of hospitalized children, thus, the findings may 

differ. 

Although parents' control over their ill child's situation was 

suggested by Martinson and Martinson (1983) and Wolfer and Visintainer 

(1975) to be an important factor in decreasing parental stress, little 

information was available describing situational control as perceived 

by parents of acutely ill hospitalized children. As a result, studies 

investigating situational control as perceived by other subject popula

tions provided the support for the relationships between the Stage II 

and III construct and concept of this theory. 

Stage III 

The construct in Stage III, stress reaction, was defined as a 

response to a stimulus that results in disequilibrium in the human sys

tem (Lazarus, 1966). This definition was adapted from Lazarus' (1966) 

theoretical notions of psychological stress. In the theory underlying 

this study, stress reaction was predicted to have a direct positive im

pact on the outcome construct in Stage IV, adaptation responses. The 

greater the stress reaction, the more adaptation responses activated 

in order to bring about a state of equilibrium. Support for this rela

tionship was found in the investigations underlying Helson's 
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undergird the General Adaptation Syndrome (1974). 
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The Stage III concept, situational anxiety, was defined as the 

degree to which a parent experiences unpleasant consciously-perceived 

feelings of tension and apprehension in response to the appraisal of 

threat involving the child's situation (Lazarus & Averill, 1972; Spiel

berger, 1972). Situational anxiety was viewed as a kind of stress 

reaction (Lazarus & Averill, 1972) and an emotional state of arousal 

(Berlyne, 1960, 1976; Frankenhaeuser, 1980). The definition was 

adapted from Spielberger's (1972) work on state anxiety. Situational 

anxiety in this theory was predicted to have a direct positive impact 

on the parental outcome coping effort in Stage IV. It was also pre

dicted to be a mediating concept for the Stage I and II concepts expec

tation of events and situational control as they indirectly impacted 

on coping effort in Stage IV. Support for the relationship between 

situational anxiety and the Stage IV concept coping effort was found 

in a study by Garrity, Marx and Somes (1977) in which coping effort, 

operationalized as psychological situational strain, was found to be 

influenced by the magnitude of threat, i.e., anxiety, perceived in 

relation to various life experiences. Lazarus ' (1966) theoretical 

notions of the relationship between anxiety and intensity of coping 

responses also lent support for the predicted relationship between 

situational anxiety and coping effort. 

A series of laboratory studies conducted by Frankenhaeuser (1980) 

investigated the impact of endocrine and autonomic arousal on subjective 
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reports of effort of college-age subjects. Subjects were subjected to 

situations of increasing demands for task performance. Arousal was 

measured by adrenaline secretion and heart rate. Effort was measured 

by subjective magnitude estimates. The findings consistently 

indicated that increases in arousal indices, indicating greater 

anxiety, led to increases in the subjective magnitude estimates of 

effort. These findings provided strong support for the predicted 

relationship between situational anxiety in Stage III and coping 

effort in Stage IV of this study. 

Stage IV 

The construct in Stage IV, adaptation responses, was defined 

as the amount of activity or behavior utilized by an individual to 

strive towards maintaining a state of equilibrium with one's environ

ment (Helson, 1964; White, 1974). The quantitative aspect of the con

struct definition, amount of activity or behavior, was adapted from 

Helson's Adaptation Level Theory (1964) in which more activity or be

havior is equated with a greater state of disequilibrium with one's 

environment. White's (1974) theoretical formulation of adaptation as 

striving towards a state of equilibrium was also adapted for the defi

nition of this construct. 

Coping effort, the Stage IV concept, was a positive indicator 

of the construct adaptation responses. Coping effort was defined as 

the amount of behavior, both action oriented and intrapsychic, em

ployed by parents to master, tolerate, reduce or minimize stressful 

events encountered during their child's hospitalization (Helson, 1964; 
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Lazarus & Launier, 1978; White, 1974). Coping as an adaptation 

strategy was supported by White's (1974) theoretical formulation of 

adaptation. The description of coping behaviors as being action ori

ented and/or intrapsychic and employed for the purpose of mastering, 

tolerating, reducing or minimizing stress was adapted from Lazarus and 

Launier's (1978) theoretical formulation of coping. Helson's (1964) 

Adaptation Level Theory forms the basis for the quantitative aspect of 

coping, i.e., magnitude or amount of behavior, in the definition of 

this concept. In this theory, the outcome variable, coping effort, 

was predicted to be influenced indirectly by the Stage I concept expec

tation of events and the Stage II concept situational control and 

directly by the Stage III concept situational anxiety. 

Specific Aims 

The specific aims of this study were to determine whether: 

1. the concept expectation of events had a direct positive impact 

on the concept situational control, an indirect negative im

pact on the concept situational anxiety when mediated by 

situational control, and an indirect negative impact on the 

outcome concept coping effort when mediated by situational 

control and situational anxiety; 

2. the concept expectation of events had a direct negative im

pact on the concept situational anxiety, and an indirect 

negative impact on the outcome concept coping effort when 

mediated by situational anxiety; 
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3. the concept situational control had a direct negative impact 

on the concept situational anxiety and an indirect negative 

impact on the outcome concept coping effort when mediated by 

situational control; and 

4. the concept situational anxiety had a direct positive impact 

on the outcome concept coping effort. 

Locus of Control Orientation of Parents 

The locus of control orientation of the parents was believed to 

possibly influence the coping effort of the parents in this study. Locus 

of control orientation of the parents was investigated as a major con

trol concept. 

Several research findings indicated that the amount and type of 

information that is stress-reducing and the amount of control desired by 

individuals in aversive situations can vary from person to person and in

fluence one's coping effort (Cohen & Lazarus, 1973; Johnson, 1973, 1975; 

Johnson & Leventhal, 1974; Miller, 1980b; Miller & Mangan, 1983; Mills & 

Krantz, 1979; Padilla, Grant, Rains, Hansen, Bergstrom, Wong, Hanson, & 

Kubo, 1981). These findings suggest that certain personality characteris

tics or cognitive styles of individuals may be important factors in pre

dicting individuals' responses to stressful situations. 

A personality characteristic that has been found to influence in

dividuals' perceptions of and responses to stressful situations is locus 

of control. The locus of control concept was formulated by Rotter (1954, 

1966) as a result of his Expectancy of Reinforcement Theory derived from 
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social learning theory. Basically, locus of control is defined as an 

individual's belief in the amount of control he/she has over the en

vironment (Rotter, 1966). Rotter (1966) maintained that an individ

ual's behavior in a specific situation is contingent upon his/her 

locus of control. He delineated two types of locus of control which 

he viewed on a continuum. At one end of the continuum is external con

trol orientation and at the other end is internal control orientation. 

An individual is considered to have an external locus of control ori

entation if he/she perceives events in his/her life to be determined 

by forces outside of one's self, i.e., chance, fate, powerful others. 

An individual with an internal locus of control orientation perceives 

events to be dependent upon one's own actions, i.e., one's own abil

ities and skill determine the direction of one's behavior (Rotter, 

1966). 

Little information was available on the locus of control 

orientation of parents of hospitalized children. It was not known 

whether the parents' control orientation influenced their perception 

of the hospital experience nor whether the hospital experience 

influenced the amount of control parents expected. The findings of 

studies that report differences in outcomes for internally and 

externally oriented subjects suggested that the control orientation of 

parents may influence their responses to the four concepts of the 

theory underlying this study. 

In one study, Auerbach, Kendall, Cuttler, and Levitt (1976) 

investigated the influence of two kinds of preparatory information, 
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general and specific, on subjects' anxiety level and behavioral 

adjustment during dental surgery. The subjects' locus of control ori

entation was assessed using Rotters (1966) Internal-External Control 

Scale. The findings clearly indicated that internally oriented sub

jects were facilitated in their adjustment to the surgery by the spe

cific information. Externally oriented subjects were aided in their 

adjustment by the general information. These results suggested that 

the coping effort of externally oriented parents may increase while 

that of internally oriented parents may decrease if they know what 

events to expect. 

A clinical study by Johnson, Leventhal, and Dabbs (1971) of 

factors influencing postoperative coping indicated that subjects' 

locus of control orientation was an important factor. Using Rotter's 

(1966) Internal-External Control Scale, the investigators found 

internally oriented subjects to have used more analgesics postoper

atively and remained in the hospital an average of two days longer 

than did externally oriented subjects. These findings suggested that 

the hospital experience may have been perceived differently by the sub

jects depending on their control orientation. 

The relationship between locus of control and perceived situ

ational control was investigated by Chang (1978a, 1978b, 1979, 1980). 

In a study of elderly institutionalized subjects, Chang (1978b, 1979) 

reported that residents who perceived themselves in control of their 

immediate situations scored higher on morale, regardless of their 

locus of control orientation, than did residents who perceived 
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themselves to have less control over their situations. No significant 

relationship was found between locus of control orientation and per

ceived situational control. However, in a second study of elderly in

stitutionalized residents, Chang (1980) reported a relationship was 

found to exist between perceived situational control and locus of con

trol orientation. The study investigated locus of control orienta

tion, perceived situational control, and morale of three groups of 

residents. The residents were grouped according to their self-rated 

health as "fair," "good," and "excellent." Congruence between per

ceived situational control and internal locus of control was associ

ated with high morale for subjects in the "fair" group. Low morale 

for this group was associated with congruence between external orienta

tion and low perceived situational control. For subjects in the other 

two groups, morale was not associated with either congruence or incon

gruence of the control concepts. Although a relationship was found to 

exist between the two control concepts in Chang's (1980) second study, 

a clear relationship was not delineated. The question as to whether 

onels expectation of control or control orientation influences one's 

perception of control needs further investigation. 

Several consistent findings from non-clinical studies of locus 

of control suggested that parents l control orientation could have in

fluenced their response to the concepts investigated in this study. 

Strickland (1977) reported externally oriented individuals to be more 

conforming and compliant in situations controlled by authority 
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figures. In such situations, internally oriented individuals were 

reported to behave in ways that facilitated independence and negated 

the influence of the authority figures. Davis and Phares (1967) and 

Seeman and Evans (1962) reported internally oriented individuals more 

actively sought information and had more information about their situ

ations than did externally oriented individuals. Levenson and Miller 

(1976) and Mirels (1970) reported internally oriented individuals in 

aversive situations tended to take responsibility for their lives and 

attempted to make changes in their situations. Externally oriented in

dividuals in the aversive situations tended to leave the responsibil

ity for their lives in the hands of more powerful others. These 

findings suggested that locus of control as a personality characteris

tic could have relevance to studying the response pattern of parents 

as in this study. 

Findings from other locus of control studies imply that the 

hospital experience may influence the parents' control orientation and 

thus, their reaction to the experience. Kiehbauch (1967) reported in

dividuals tended to be more externally oriented in situations of high 

uncertainty. Smith (1970) and Wendland (1973) reported similar find

ings of individuals confronted with situations that were unknown and 

unpredictable. Wolk (1976) concluded that long-term residence in set

tings that were constraining in terms of restricting independence and 

personal control influenced residents' locus of control orientation. 

Individuals residing in such settings tended to respond with an exter

nal orientation. Individuals residing in less constraining settings 
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were reported to have responded more with an internal orientation. 

Whether a hospital setting would be considered a constraining setting 

by parents and thus, influence their control orientation has not been 

studied. Since the length of the children's hospitalization for acute 

illnesses was relatively short, the setting was not expected to alter 

the parents' control orientation. 

Since little is known about the locus of control orientation 

of parents of hospitalized children, the impact of the parents' locus 

of control orientation on the concepts investigated in this study were 

not hypothesized. Instead, three research questions were posed: 

1. Was there a difference in parents' rank ordering of the subjec

tive responses given to the stimuli events across each of the 

four concepts for internally oriented versus externally ori

ented parents? 

2. Was there a difference in the significance and magnitude of 

the relationships between the concepts for parents who were in

ternally oriented versus parents who were externally oriented? 

3. Did the explained variance for the parental outcome coping ef

fort differ for parents who were internally oriented versus 

those who were externally oriented? 

Limitations of the Theory 

The theory underlying this study was limited by the omission 

of several factors that may have influenced the parents' responses to 

the concepts investigated. Although several factors were controlled 
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in the study testing the theory, other factors unaccounted for may 

have influenced the parents· responses. Such factors as the parents· 

individual adaptation level in response to aversive stimuli (Helson, 

1964), their individual coping strategies (Cohen & Lazarus, 1979), 

their level of social support (Lieberman, 1982) and their cognitive 

style (Miller, 1980b) may have influenced their perception of their 

coping effort. Likewise, other personality characteristics of the par

ents such as their level of self-esteem and the meaning of their ex

perience (Korsch et al., 1968) may have influenced their perceptions 

and responses. Additional stresses experienced by the parents in 

their home or work situations may also have impacted on their percep

tions of the hospital experience. These factors were not included in 

the theory predicting the magnitude of the parents· coping effort. 

They were not considered to be major concepts impacting on the par

ents· coping effort. 

Summary 

The theory underlying this study was presented in a four stage 

theoretical model. The theory was constructed in an attempt to pre

dict the key concepts accounting for the variance in the coping effort 

of parents of acutely ill hospitalized children. The predictor con

cepts included expectation of events in Stage I, situational control 

in Stage II, and situational anxiety in Stage III. Coping effort in 

Stage IV was the outcome concept of the theory. A major control con

cept, the parents· locus of control orientation, was discussed as 
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possibly having influenced the parents' subjective responses to the 

predictor and outcome concepts. The theory was tested in this study 

with the parents' locus of control orientation investigated as a 

control concept. 



CHAPTER 3 

METHODOLOGY 

This chapter addresses the research design of the study, the 

population, sample, and setting. The instrument section addresses the 

scaling methodology, instruments used to measure the variables and the 

reliability and validity assessment of the instruments. Also in

cluded in this chapter are the pilot study, the data collection proce

dure, the data analysis plan, protection of human subjects, and the 

limitations of the study. 

Research Design 

This study utilized a mathematical correlational design with a 

causal modeling methodology. Magnitude estimation measurement tech

nique was used as the major scaling methodology. 

A mathematical correlational design decreases the amount of 

random measurement error due to extraneous variables when the indepen

dent variables of a study cannot be manipulated as in a mathematical 

experiment (Hamblin, 1971; Hinshaw, 1978). Greater control over extra

neous variables is achieved in a mathematical correlational design 

through the following conditions: (1) control by constancy by which 

all the subjects respond to all the stimuli events across all the vari

ables; (2) simultaneous ratio measurements of all the variables; 

(3) averaging out of random measurement error by aggregating the data 

42 
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and obtaining the group median or geometric mean; and (4) summarizing 

the relationships between variables with the best fitting algebraic 

equation (Hamblin, 1971; Hinshaw, 1978). 

A causal modeling methodology is used in theoretical model 

testing when cause and effect relationships are investigated in set

tings in which experimental designs cannot be implemented due to lack 

of control over the settings (Hinshaw, 1984a). In causal modeling 

methodology, the three conditions of causality; i.e., covariation and 

time ordering of the variables, and controlling or accounting for all 

extraneous variables, are met through theoretical assumptions and con

trol principles. Specification of the major variables and their rela

tionships for the theoretical framework satisfies the condition of 

covariation of the variables. Time ordering of the variables is satis-

fied by staging the variables in the framework. The condition of con-

trolling or accounting fo~ all extraneous variables is met by closing 

the model and assuming that all major variables are included in the 

theoretical model (Asher, 1976; Blalock, 1964; Hinshaw, 1984a). 

Population, Sample Criteria, 
and Setting 

The population for this study consisted of parents of children 

hospitalized for acute but non-critical physical illnesses. The set-

ting for the study was the pediatric unit of a large, private, commu

nity hospital. A convenience sample of 45 parents was interviewed. 

Hamblin and Smith (1966) suggest that a sample size of 20 to 30 sub-

jects is necessary when the magnitude estimation measurement technique 
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is used in order to obtain stable medians or geometric means to 

identify the central or general pattern in responses across a group. 

Since the parent sample was expected to be divided into two groups 

according to whether they were internally or externally oriented in 

their locus of control orientation in the data analysis, the sample N 

of 45 was expected to meet the criteria of a minimum of 20 subjects 

per group. 

The population was further narrowed by the following criteria 

in order to provide more control over extraneous variables. Parent 

was defined to mean Anglo mothers who had a child between the age 

range of 1 month to 24 months who was hospitalized for an acute non

surgical medical condition. Anglo was specified as one of the crite

ria to control for cultural factors which Saunders (1975) points out 

may influence subjects' responses. For the initial test. of this 

theory, mothers only were selected as subjects since differences in at

titudinal responses have been found to occur between mothers and 

fathers (Eron, Banta, Valder & Laulecht, 1961; Rebelsky & Hanks, 

1971). A subsequent test of the theory is expected to be conducted 

with fathers as subjects. 

The age range of the child was limited to the 1 month to 24 

month age group in order to obtain as homogeneous a sample of subjects 

as possible. Child development specialists report many common charac

teristics of children in this age range, i.e., dependency on parents 

(Berger, 1980; Lazerson, 1971; Longstreth, 1974). As a result, par

ents of children from 1 to 24 months of age are subjected to many of 
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the same experiences when their children are hospitalized. This 

similarity in the socialization and conditioning of subjects is an 

essential requirement for use of the magnitude estimation measurement 

technique so that all subjects can respond to the stimuli events (Hin

shaw, 1978). 

Even though the children of the subjects were hospitalized on 

a general pediatric unit rather than in an intensive care unit, the 

severity of the children's conditions and type of conditions were ex

pected to vary considerably and thus influence parents' responses. 

Conditions that were believed to allow extraneous variables to influ

ence parents' responses were physical or emotional abuse or neglect, 

and accidents such as near drownings, falls, or poisonings due to medi

cation overdose, i.e., aspirin. The great amount of guilt reported to 

be experienced by parents of accident-injured children (Korsch et al., 

1968) and by parents of abused or neglected children was expected to 

influence how the parents perceived the hospital experience. Parents 

of children hospitalized for accidental injuries and abuse or neglect 

were excluded from this study in order to permit a more homogeneous 

sample. Parents of children with congenital deformities and chronic 

medical conditions in the acute stage were also excluded since these 

conditions could have influenced parents' perceptions of their 

hospital experience. 

Parents' previous hospital experience was expected to influ

ence parents' responses according to information obtained by Mishel 

(1984) and Volicer, Isenberg, and Burns (1977). However, since 
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imposing the criterion of no previous hospital experience with a child 

would have eliminated several parents who otherwise met the subject 

criteria, the criterion of not having a child hospitalized within six 

months was imposed. The criterion of no hospital experience during 

the previous six months was used in a study by Hinshaw and Schepp 

(1983) to control for subjects' response bias due to previous hospital 

experience. 

The length of time the child was hospitalized prior to the 

data collection interview was seen in the instrument pretests for this 

study to be an important factor in parents' responses. Parents tended 

to become sensitized to certain events the longer they were exposed to 

the hospital setting. Therefore, stipulating the criterion that par

ents of children hospitalized from the second to the seventh day was 

expected to control for response bias due to sensitization of the par

ents. It was expected that by the second day subjects would have had 

a chance to experience the effects of hospitalization from the par

ents' perspective and thus would have a frame of reference from which 

to base their responses. Selecting subjects whose children had been 

hospitalized from two to seven days was expected to allow for a more 

homogeneous sample. 

In summary, several criteria were imposed in selecting the sub

jects for this study in order to control for extraneous variables and 

response biases that could have influenced the data. The subject 

criteria are summarized as: 

1. mother, 

2. Anglo, 
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3. willing to participate in the study, 

4. had a child hospitalized on a general pediatric unit, 

5. child's condition was an acute nonsurgical medical condition, 

excluding such conditions as accidental injuries, abuses, 

congenital deformities and chronic conditions in acute states, 

6. child's age was one to twenty four months, 

7. had not had a child hospitalized within six months, and 

8. length of time the child had been hospitalized when the data 

collection interview was conducted was two to seven days. 

One criterion was relaxed in order to obtain an N of 45 

subjects in a reasonable amount of time. Original plans were to inter

view subjects whose children had been hospitalized for at least three 

days prior to the interview. The criterion of three days had been 

used in studies by Hinshaw and Schepp (1983) and Mishel (1984). How

ever, changes in in-patient pediatric treatment in recent months re

sulted in shorter hospital stays for children whose mothers otherwise 

met the criteria. Therefore, the criterion of length of time the chil

dren had been hospitalized was changed from a minimum of three to two 

days. 

The demographic data on the subjects and on the children of 

the subjects were collected on the Demographic Data Form shown in 

Appendix A. The data describing the sample are presented in Chap

ter 4. 
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Instrumentation 

Three instruments were used to collect the data for this 

study. The major instrument was a four scale magnitude estimation 

instrument constructed specifically for this study to measure the con

cepts expectation of events, situational control, situational anxiety, 

and coping effort. Levenson's Locus of Control Instrument (1974) was 

used to assess the locus of control orientation of the subjects. The 

Control Preference Instrument constructed for this study was used to 

assess the subjects' preference for control or no control over their 

child's situation. The instruments and the psychometric properties of 

the instruments with this sample are described in this section. 

Magnitude Estimation Instrument 

Description of Magnitude Estimation Measurement Technique. 

Magnitude estimation measurement technique is a scaling methodology 

originating in the field of psychophysics for constructing ratio level 

of measurement scales (Stevens, 1957). Hamblin (1971) and Lodge 

(1981) have applied the technique to the measurement of subjective phe

nomena in the social sciences. More recently, Hinshaw (1978, 1975; 

Hinshaw & Field, 1974), Hinshaw and Schepp (1983) and Murdaugh (1982) 

have adapted the technique to the measurement of subjective phenomena 

in nursing. 

The principle underlying magnitude estimation measurement is 

Steven's psychophysical power law which states that equal stimulus 

ratios produce equal perceptual or sensation ratios (Stevens, 1957, 

1966). The power function relationship between sensory responses and 
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physical stimuli has been consistently demonstrated by Stevens (1966) 

and others in the field of psychophysics. The formula describing the 

power function relationship is 

where 

~ = cOn 

~ = sensory response, 

o = physical stimuli, 

c = constant, and 

n = power function (exponent) 

The magnitude of the sensory response increases as a power function of 

the magnitude of the physical stimulus (Stevens, 1966). 

The psychophysical power law was adapted for use in the social 

sciences for scaling subjective responses to social stimuli by Hamblin 

(Hamblin, 1974; Hamblin & Smith, 1966). The formula expressing the 

power function relationship becomes 

where 

R = cSn 

R = subjective response, 

S = social stimuli, 

c = constant, and 

n = power function (exponent). 

The magnitude of the subjective response increases as a power 

function of the magnitude of the social stimulus (Hamblin, 1974). 

Hamblin (1974) also suggested that the bivariate form be extended to 

multivariate relationships which are more common in the social sci

ences: 
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R = c5 n1 x S n2 S nk 1 2' • • k 

where the magnitude of the response is a multivariate power function 

of the magnitude of the stimuli (5 S S ) 1 2' • • k· 

When the power function relationship is logarithmically 

transformed, a linear relationship results: 

Log R = Logc + nLogS1 + nLog52' •• nLogSk 

That is, when the logarithmically transformed data are plotted on 

linear-linear coordinates, a linear plot is produced. The same linear 

plot is produced if the data, not logarithmically transformed, is plot

ted on log-log coordinates (Hamblin, 1974; Lodge, 1981). The linear 

relationship that results from the logarithmically transformed data 

can then be analyzed by the standard correlation and regression proce-

dures (Hamblin, 1974). 

The power function relationship is based on the production of 

ratio level data. Data that are ratio level, as purported to be pro

duced by magnitude estimation scales, can be validated through exact 

measurement when scaling physical stimuli (Stevens, 1975). Social 

stimuli, however, can not be measured exactly. In order to validate 

the production of ratio level data when scaling social stimuli, the 

strategy of cross modality matching, adapted from psychophysics, is 

suggested by Lodge (1981). In cross modality matching, subjects· re

sponses to a set of stimuli on one modality are plotted on log-log 

coordinates against subjects· responses to the same set of stimuli on 
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another modality. If the data is ratio level, the slope of the line 

obtained by plotting the empirical data will approximate the estab

lished slope for the two modalities (Lodge, 1981). In other words, 

the ratio between the empirical exponents for each modality will ap

proximate the ratio between the established exponents for those two 

modalities (Lodge, 1981). The empirically obtained exponent for each 

modality represents the magnitude of change in the subjective response 

in relation to the magnitude of change in the social stimulus. The 

empirical exponent for a modality is produced when subjects respond to 

the stimuli with ratio judgments. The characteristic or theoretical 

exponent for a modality is the exponent established by matching sub

ject responses to physical stimuli under highly controlled laboratory 

experiments. The characteristic or theoretical exponents established 

for numeric estimation and line production modalities are 1.0 (Stevens 

& Guirao, 1963; Teghtsoonian & Teghtsoonian, 1965). The established 

ratio between the two modalities is 1.0, shown as 

where 

NE1•O = established exponent for ratio level numeric 

estimation responses, 

Lp1.0 = established exponent for ratio level line 

production response, 

1.0 = established ratio between established exponents for 

numeric estimation and line production modalities 

(Lodge, 1981). 
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Cross modality matching was used in this study with numeric estimation 

and line production to provide a validity check on the power function of 

the numeric estimation data. 

Magnitude estimation measurement technique was selected as the 

scaling methodology to underlie the instrument constructed for this 

study based upon five criteria. The instrument would (1) allow the 

assignment of numbers to individual attitudes, i.e., parents· 

perceptions, (2) allow for the presentation of a set of stimuli, i.e., 

events, to evoke the attitudinal responses, (3) provide a range for 

attitudinal responses that encompasses both positive and negative 

responses, (4) provide a means to scale stimuli, and (5) provide the 

highest possible level of measurement of the attitudes (Guilford, 

1954; Hamblin & Hamblin, 1982; Hinshaw, 1978; Nunnally, 1978). 

The purpose of the magnitude estimation instrument constructed 

for this study was to allow numbers to be assigned to the parents· per

ceptions of common events in relation to (1) the degree to which par

ents expected the occurrence of each event, (2) the amount of control 

the parents perceived they had over each event, (3) the amount of anxi

ety generated by each event, and (4) the amount of effort required by 

the parents to cope with each event. The events were situations 

commonly encountered by parents during their child·s hospitalization. 

By being able to quantify the perceptions of a number of parents, cen

tral patterns of the parents· perceptions could objectively be identi

fied. The central patterns of the parents· perceptions provided the 
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explanatory and predictive power (Hinshaw, 1978; Lodge, 1981). 
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Description of the Instrument. The magnitude estimation in

strument is shown in Appendix B. The instrument consisted of four 

operational definitions for the theoretical concepts (Figure B-1), a 

set of 16 stimuli events scaled along the intensity of coping effort 

continuum (Figure B-2), and a data sheet grid for recording the 

subjects· responses (Figure B-3). 

The instrument was constructed following the guidelines out

lined by Hinshaw (1978) for a magnitude estimation scale. Since the 

purpose of the instrument was to measure attitudinal responses of 

parents of hospitalized children, the requirement for selecting a 

similarly socialized and conditioned population was met. The 

operational definitions for the theoretical concepts indexed by the 

instrument were developed with the intent that each definition was 

clearly stated and contained only one conceptual dimension. The set 

of 16 social stimuli was selected following the criteria that each 

stimulus present only one cue and that the set of stimuli range in 

intensity along one attitudinal dimension, i.e., coping effort. 

The set of 16 stimuli events resulted from a two-stage screen

ing process which began with a list of 56 events commonly experienced 

by parents of hospitalized children. The 56 events were identified 

from an inductive study (Schepp, 1981) and the literature. The induc

tive study is reported in Appendix C. In the first stage of the 
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screening process, the investigator selected 31 of the 56 events. The 

31 events and the sources for each are listed in Appendix 0 (Figure 

0-1). In the second stage of the screening process, the 31 events 

were reviewed by 5 pediatric nurse experts and 3 pediatric staff 

nurses for content and clarity. The 31 events and the operational 

definitions, comprising the original form of the magnitude estimation 

instrument (Figure 0-2) were then clinically pretested with 5 parents 

of hospitalized children. The parents judged each of the 31 events on 

each of the concepts. The parents also rated the events along the 

intensity of coping effort continuum ranging from no effort to slight 

to moderate to great effort (Figure 0-3). Following the clinical 

pretest, the 31 events were screened and 16 events were selected to 

comprise the set of stimuli events for the instrument. The 16 events 

are presented in Appendix B, Figure B-2. The range of the 16 events 

along the coping effort continuum is shown in Appendix 0, Figure 0-4. 

Procedure for Using the Instrument and Scoring the Oata. 

The instrument was designed to be used according to the procedure de

scribed by Hinshaw (1978). Prior to data collection, subjects were 

trained to give proportional judgments numerically and by line produc

tion. The training procedure used is presented in Appendix E, Figure 

E-l. The procedure used in collecting the data is described in Figure 

E-2. Each subject was be asked to select an average stimulus event 

for each concept and make proportional judgments for each of the other 
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15 stimuli in comparison to the average stimulus. The average 

stimulus was assigned 100 for the numeric estimation modality and 100 

millimeters for the line production modality. Subjects responded pro

portionately by giving a number and then by drawing a line to indicate 

the magnitude of their response. 

The procedure for scoring data from a magnitude estimation in

strument was followed (Hinshaw, 1978; Lodge, 1981). A data set of 

individual responses was produced for each modality. The numeric esti

mation individual data set consisted of 720 numeric judgments for each 

concept scale (45 subjects x 16 stimuli = 720). The line production 

data set consisted of 720 lines drawn by the subjects for each concept 

scale. The lines were measured in millimeters and the number of milli

meters recorded for each stimuli in order to quantify the line produc

tion responses. Aggregated data sets were then created for each modal

ity by aggregating the individual data and selecting the median for 

each of the 16 stimuli as the central tendency statistic (N = 16). 

The aggregation procedure follows the regular protocol for analyzing 

data from magnitude estimation scales (Hamblin, 1974; Hinshaw, 1978; 

Lodge, 1981; Stevens, 1957). Stevens (1957) points out that magnitude 

estimation data gives a skewed distribution, so the median or geomet

ric mean rather than arithmetic mean gives a more accurate central ten

dency statistic. When the data is averaged, random measurement error 

due to individual variations and preferences is eliminated thus making 

it easier to identify general attitudinal patterns in the responses. 

Since the data contained many zero responses, the median was used as 



the central tendency statistic because it was expected to provide a 

more stable parameter for further analysis than would the geometric 

mean (Hinshaw & Schepp, 1983). A constant of 1.0 was added to the 

data in order to logarithmically transform the zero responses. All 

data sets were then logarithmically transformed prior to being used 

for any statistical procedures. 
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The same procedure was followed in obtaining and scoring the 

retest data. The retest procedure is presented in greater detail in 

a following section describing the data collection procedure for this 

study. For the purpose of clarification, the data obtained from the 

magnitude estimation instrument is described below. 

Description of Magnitude Estimation Data. The magnitude 

estimation data consisted of eight data sets which are illustrated in 

Figure 2. Subjects responded to the magnitude estimation instrument 

through two modalities: 1) by giving numbers (numeric estimation), 

and 2) by drawing lines (line production). The line production data 

was used to establish validity of the ratio level of measurement of 

the numeric estimation data. The numeric estimation data was used to 

test the theoretical model of the study. 

The data for each modality consisted of two individual data 

sets: 1) the original data, and 2) the retest data. Four aggregated 

data sets were created from the original and retest individual data 

sets. The aggregated data for the numeric estimation modality was con

sidered the primary data set for testing the theoretical model. The 
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MAGNITUDE ESTIMATION INSTRUMENT 

Subject Response Modality 

NUmej Esti\iOn 
45 Subjects 15 Subjects 

Individual 
Data 
(N = 720) 

Aggregated 
Data 
(N = 16) 

Retest 
Individual 
Data 
(N = 240) 

Retest 
Aggregated 
Data 
(N = 16) 

LijrOdUC\ 
45 Subjects 15 Subjects 

Individual 
Data 
(N = 720) 

Aggregated 
Data 
(N = 16) 

Retest 
Individual 
Data 
(N = 240) 

Retest 
Aggregated 
Data 
(N = 16) 

Figure 2. Magnitude Estimation Data Sets for the Investigation of 
Factors Influencing the Coping Effort of Parents of 
Hospitalized Children 



58 

individual data for the numeric estimation modality was used to 

provide a stability check on the statistical parameters obtained from 

the aggregated data. The line production individual and aggregated 

data sets were used for the validation procedure for ratio level of 

measurement. Reliability and validity estimates were obtained for the 

data from each modality by correlating the test-retest data, by corre

lating the data sets across modalities, and by factor analyzing the in

dividual data. Within each data set were four scales to index the 

four major variables under investigation. Reference is made to the 

different data sets throughout this chapter and in the presentation 

and discussion of the findings in Chapter 4. 

Reliability Assessment. The magnitude estimation instrument 

was tested for two kinds of reliability, stability and internal consis

tency. Stability was assessed u~ing the test-retest technique. Fif

teen of the 45 subjects ~ere randomly selected to be retested within 

48 hours of the initial interview. Pearson correlation coefficients 

were computed on the test and retest data as the stability measure. A 

criterion level of r = .70 for the test-retest correlation coeffi

cients was used to evaluate the stability of each scale of the instru

ment (Kline, 1979). Internal consistency for the instrument was 

assessed by computing the theta and omega coefficients for each scale 

(Armor, 1974; Zeller & Carmines, 1980). The criterion level of .70 

was used for the internal consistency measure since the instrument was 

newly constructed (Nunnally, 1978). The results of the reliability 



assessment are presented below. Tables representing the individual 

numeric data and line production data are shown in Appendix F. 
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Stability measures were computed on both modalities, numeric 

estimation and line production, of the magnitude estimation instru

ment. The Pearson correlation coefficients for each concept scale of 

the numeric estimation data on the aggregated data set (N = 16, stimu

li) were r = .89 for expectation of events, r = .94 for situational 

control, r = .98 for situational anxiety, and r = .96 for coping ef

fort (Table 2). All correlations were significant at p ~ .001. The 

Pearson correlation coefficients for the individual data set (N = 240, 

judgments) of the numeric estimation data were lower, as expected, be

cause of greater measurement error in the data. The correlation coef

ficient for the concept scale, expectation of events, was r = .69, for 

situational control r = .75, for situational anxiety r = .81, and for 

coping effort r = .78 (Table F-1). All correlations were significant 

at p ~ .001. Pearson correlation coefficients for the aggregated 

line production data (N = 16) were r = .90 for the concept scale, ex

pectation of events, r = .81 for situational control, r = .98 for situ

ational anxiety, and r = .97 for coping effort (Table F-1). Again, as 

expected, the correlations on the line production individual data (N 

= 240) were slightly lower because of greater measurement error in the 

data. The correlation coefficient for the concept scale, expectation 

of events, was r = .69, for situational control r = .76, for situation

al anxiety r = .81, and for coping effort r = .77 (Table F-2). In sum

mary, test-retest Pearson correlation coefficients on the aggregated 
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Table 2. Reliability Estimates: Test-Retest Pearson Cortelation 
Coefficient for Magnitude Estimation Instrument with 
Aggregated Data from Numeric Estimation Modality (N = 16) 

Expecta-
tion of Situation- Situation- Coping 

Scale Events al Control al Anxiety Effort 

Expectation 
of Events .89* 

Situational 
Control .94* 

Situational 
Anxiety .98* 

Coping 
Effort .96* 

*Significant at p ~ .001. 



61 

data sets for both modalities met the criterion level of r = .70 

indicating a desirable level of stability for the instrument. One 

concept scale, expectation of events, had a stability coefficient of r 

= .69 on the individual data sets for both modalities. Since the 

amount of measurement error was greater in the individual data sets 

than in the aggregated data sets, the undesirable stability 

coefficient of r = .69 was believed to have been due to measurement 

error in the data set rather than to instability of the concept scale. 

Three concept scales met the stability criterion level of r = .70 on 

the individual data sets for both modalities. 

Internal consistency for the magnitude estimation instrument 

was assessed by computing theta and omega coefficients for each con

cept scale from principal components and common factor analysis respec

tively. Theta and omega weight items unequally according to their 

correlations with other items (Armor, 1974). Since the stimuli in a 

magnitude estimation instrument are not parallel nor equal, an assump

tion underlying Cronbach's alpha, theta and omega coefficients were 

considered the most appropriate measures of internal consistency. 

Theta, based on principal components factor analysis, differs from 

omega by assessing the reliability of separate subscales in a multidi

mensional scale. The omega, based on common factor analysis, provides 

a coefficient that estimates the reliability of all the common factors 

in an item or stimulus set. Since omega is based on estimated commu

nalities, rather than fixed communalities as in theta, the omega coef

ficient has an element of indeterminancy that is not present in theta. 
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Theta is considered a maximized alpha coefficient while omega is 

considered the lower bound to ,reliability (Zeller & Carmines, 1980). 

Theta coefficients were computed by the formula: 

e =.,!L, (1 - L) 
N - J. 1..1 

where 

N = the number of stimuli, and 

Al = the largest eigenvalue (Zeller & Carmines, 1980). 

Using the numeric estimation individual data set, theta coefficients 

for the concept scales were e = .81 for expectation of events, e = .77 

for situational control, e = .84 for situational anxiety, and e = .87 

for coping effort (Table 3). 

where 

Omega coefficients were computed by the formula: 

a- Eh. 2 
1 n = 1 - a + 26 

Eh.2 = sum of the communality of all the stimuli, 
1 

a = number of stimuli indicants, and 

b = sum of the correlations among the stimuli indicants 

(Zeller & Carmines, 1980). 

Omega coefficients for the concept scales were n = .94 for expectation 

of events, n = .95 for situational control, n = .95 for situational 

anxiety, and n = .95 for coping effort (Table 3). The theta and omega 

coefficients for each of the four scales indicated that the magnitude 

estimation instrument met the criterion level of .70 for internal con-

sistency reliability. 



Table 3. Reliability Estimates: Theta and Omega Coefficients 
for Magnitude Estimation Instrument with Individual 
Data from Numeric Estimation Modality (N = 45 cases, 
720 judgments) 

concept Scale Theta Omega 

Expectation of Events .81 .94 

S'itua ti ona 1 Control .77 .95 

Situational Anxiety .84 .95 

Coping Effort .87 .95 
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Validity Assessment, The magnitude estimation instrument 

was constructed to measure four theoretical dimensions, namely, expec

tation of events, situational control, situational anxiety, and coping 

effort. The theoretical dimensions were indexed by the operational 

definitions constructed for the four concepts. Face and content valid

ity were estimated for the theoretical dimensions. Face validity was 

assessed informally by having 3 pediatric staff nurses review the oper

ational definitions and set of stimuli events in relation to each 

theoretical dimension. Initial content validity for the instrument 

was assessed by a formal review of the operational definitions and set 

of stimuli events by a panel of 5 maternal-child nurse experts. One 

hundred percent agreement was reached by the expert panel on a ques

tionnaire assessing the validity of the content for each of the events 

and for the operational definitions of the theoretical dimensions. 

Two methods, predictive modeling and confirmatory factor analy

sis, were used to estimate construct validity for the four concept 

scales of the magnitude estimation instrument. The results of the fac

tor analysis are presented and discussed in this section. The results 

of the predictive modeling are discussed in Chapter 4 following the 

test of the theoretical model. 

Confirmatory principal components factor analysis was used for 

estimating construct validity for the scales. The results are pre

sented in Appendix F. The unidimensional structure of each concept 

was indicated if 1) the first extracted component explained over 40% 

of the variance in the stimuli set (Zeller & Carmines, 1980), 



65 

2) subsequent components explained fairly equal proportions of the 

remaining variance except for a gradual decrease (Zeller & Carmines, 

1980), 3) all of the stimuli loaded at .40 or greater on the first fac

tor (Nunnally, 1978), and 4) all or most of the stimuli loaded higher 

on the first component than on subsequent components with at least a 

.20 loading difference. Caution was taken, however, in interpreting 

the factor analysis results since the number of subjects per stimulus 

was not ten as suggested by Nunnally (1978) for the use of factor anal

ysis. The results are presented separately for each concept scale. 

Factor analysis for the concept scale, expectation of events, 

revealed a multidimensional scale (Table F-4). Six factors emerged 

with eigenvalues greater than one. The first factor explained only 

25.9% of the variance. Only 4 of the 16 items loaded on the first fac

tor. Two items, items #9 and 11, did not load on any of the 6 

factors. The cumulative variance for the factors was 76.5%. 

The scale for situational control was also found to be a multi

dimensional scale with 7 factors emerging (Table F-5). The first fac

tor explained only 22.4% of the variance. Only 3 items loaded on the 

first factor. Four items, items #2, 9, 11 and 15, did not load on any 

of the 7 factors. Total variance for the factors was 75.9%. 

The situational anxiety scale was also multidimensional with 6 

factors resulting from the factor analysis (Table F-6). Three items 

loaded on the first factor which explained 29.4% of the variance. 

Three items, items #9, 10 and 15, did not load on any of the factors. 

The factors' cumulative variance was 73.7%. 
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The scale for coping effort followed the same pattern as the 

other scales (Table F-7). Factor analysis indicated the scale was 

multidimensional with 5 factors emerging. Five items loaded on the 

first factor which explained 33.3% of the variance for the scale. 

Three items, items #10, 11 and 15, did not load on any of the 5 fac

tors. The total variance for the factors was 66.3%. 

Construct validity for the 4 scales of the magnitude estima

tion instrument was not established for any of the scales using factor 

analysis. The scales were all multidimensional with few items loading 

on anyone of the factors. The initial factors explained less than 

40% of the variance for each scale. 

Validation of Ratio Level Data. Validation of ratio level 

data consisted of three procedures. In the first procedure, Pearson 

correlation coefficients were computed between the numeric estimation 

and line production data. The second procedure consisted of plotting 

the logarithmically transformed line production data as a function of 

the transformed numeric estimation data on linear-linear coordinates. 

In the third procedure, the regression coefficient or slope was com

puted as the empirical exponent by regressing the numeric estimation 

data on the line production data. The criteria used to validate the 

ratio level data were those described by Lodge (1981) as: (1) the two 

response modalities are correlated at r ~ .95, (2) the two response 

modalities are linearly related on log-log coordinates, or, when trans

formed, on linear-linear coordinates, and (3) the empirical exponents 



approximate the established ratio between the two modalities (1.0). 

The results of the validation procedures are presented below and in 

Appendix 6. 
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The Pearson correlation coefficients computed between the 

aggregated data (N = 16) from the two modalities were r = .991 for ex

pectation of events, r = .982 for situational control, r = .993 for 

situational anxiety, and r = .994 for coping effort (Table 4). For 

the individual data (N = 720), the coefficients were r = .978 for ex

pectation of events, r = .994 for situational control, r = .984 for 

situational anxiety and r = .981 for coping effort (Table 6-1). The 

correlations were all significant at p i .001. The Pearson correla

tion coefficients were also high for the retest data between the two 

modalities. The correlations ranged from r = .924 to r = .996 for the 

aggregated retest data (Table 6-2) and from r = .988 to r = .997 for 

the individual retest data (Table 6-3). Further validation procedures 

were not conducted with the retest data since the data was assumed to 

be ratio level based on Lodge's (1981) principle of equivalence which 

states that objects equal to the same object are equal to each other. 

The criterion level of r > .95 was met for both the aggregated and 

the individual data. 

In the second validation procedure, the line production re

sponses (Y axis) were plotted as a function of the numeric estimation 

responses (X axis) on linear-linear coordinates. The plots for each 

variable from the aggregated data and from the individual data are 

shown in Appendix G. A near linear relationship was noted on 
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Table 4. Pearson Correlation Coefficients between Numeric 
Estimation Data and Line Production Data for Aggregated 
Data Sets (N = 16) 

Expectation Situational Situational Coping 
Scale of Events Control Anxiety Effort 

Expectation .991* 
of Events 

Situational .982* 
Control 

Situati onal .993* 
Anxiety 

Coping .994* 
Effort 

*Significant at p ~ .001. 
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all the plots. The second criterion of the response modalities being 

linearly related was met. 

The empirical exponents for each concept computed from the 

third validation procedure are shown in Table 5. Cross-modality 

matching for the concept expectation of events resulted in empirical 

exponents of .82 for the aggregated data, and .95 for the individual 

data. For situational control, the empirical exponents were 1.15 for 

the aggregated data and .99 for the individual data. The empirical 

exponents for coping effort were 1.11 for the aggregated data and .95 

for the individual data. For each concept, the empirical exponents 

closely approximated the predicted 1.0 exponent. The deviation of the 

empirical exponents from the predicted exponent of 1.0 may have re

sulted from uncorrected regression bias in the data. Regression bias 

results from the tendency of subjects to overestimate the intensity of 

weak stimuli and underestimate the strength of strong stimuli thus 

tilting the regression exponent away from its theoretical slope. A 

procedure to correct for regression bias is described by Lodge (1981) 

using data from the calibration of the response modalities. The data 

from this study was not corrected for regression bias. The close 

approximations of the linear relationships and empirical exponents to 

the criterion levels and the high correlation coefficients meeting the 

criterion level of p ~ .95 indicated that the data was ratio level. 

Following the validation procedures, the line production data was not 

used in further analyses. 



Table 5. Validation of Ratio Level Data through Cross Modality 
Matching of Numeric Estimation Data and Line Production 
Data 
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Obtained Em~irica1 Ex~onents* 
Predicted Individual Data Aggregated Data 

(N = 720) Concept Exponents (N = 16) 

Expectation 1.00 .95 .82 
of Events 

Situati ona1 1.00 .99 1.15 
Control 

Situational 1.00 .97 .96 
Anxiety 

Coping 1.00 .95 1. 11 
Effort 

*Computed by plotting line production responses as a function of 
numeric estimate responses. 

y-axis = Line Production Data 

x-axis = Numeric Estimation Data 
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Instrumentation Issues. Six major issues commonly arise in 

the use of a magnitude estimation instrument. One issue pertains to 

whether the instrument actually does produce ratio level data as it is 

reported to. Unlike the physical stimuli in psychophysics, social 

stimuli cannot be measured exactly to demonstrate the production of 

ratio data. The strategy of cross modality matching recommended by 

Lodge (1981) to verify ratio data in subjective responses was used in 

this study. The data was found to be ratio level. 

The problem of ambiguity of the stimuli events is a second 

issue in using this instrument. Unlike a physical stimulus, a social 

stimulus is more apt to present multiple cues to the subjects (Hin

shaw, 1978; Lodge, 1981). Multiple cues in the stimuli could lead to 

substantial amounts of error in the data. Although this instrument 

was pretested to eliminate multiple cues, the stimuli set was examined 

again during the pilot test to insure that each stimulus was clearly 

stated and presented only one cue. 

The unit of analysis of the data obtained from this instrument 

is a third issue. The data have three different units of analysis. 

The unit of analysis in the individual data set is the judgments; in 

the aggregated data set, the social stimuli; and in the demographic 

information, the subjects. Since the units of analysis cannot be 

mixed, limitations are imposed on the kinds of analyses that could be 

done. The use of multiple indicators for reliability and validity 

assessment of the instrument are likewise limited. Before this 



72 

instrument was used, the kind of data needed for the study was 

carefully considered. A strategy used for dealing with this unit of 

analysis issue is to subgroup the data according to certain 

demographic characteristics of the subjects, i.e., internally oriented 

mothers versus externally oriented mothers, and analyze the data 

separately for each group using the regular protocol for analyzing 

data from a magnitude estimation instrument. 

A fourth issue in the use of a magnitude estimation instrument 

relates to alternative user populations. Since the stimuli set for 

this instrument was constructed specifically for the population of 

this study, it cannot be used with other populations. However, 

although the use of the instrument is limited, it was expected to pro

vide a high level of precision and accuracy in indexing the theoret

ical concepts with the population of this study. 

Response bias is a fifth issue in using such an instrument. 

Mental concentration is needed by the subjects in order to respond 

with proportional judgments. Situations that interfere with the 

subjects' concentration, i.e., interruptions during the interview or 

subject fatigue, could result in the subjects giving non

discriminating responses, categorical responses, or increasing numbers 

of zero responses. By carefully planning the time of the interview 

with each subject, many of the situations responsible for the sub

jects' response bias were eliminated in this study. The subjects de

termined the most appropriate time and place for them to participate 

in the interview. 
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The sixth issue in using this instrument is the possibility 

that some individuals may not be able to give proportional judgments. 

The systematic training session conducted with each potential subject 

is one method for identifying individuals who can not respond propor

tionately. In this study, all of the subjects were systematically 

trained and all were able to give proportional judgments. 

Other instrumentation issues are relevant to this instrument. 

However, the six issues described above were considered to be the most 

important to address. 

Levenson's Locus of Control Instrument (1974) 

Description. Levenson's Locus of Control Instrument (1974) 

is a refined version of Rotter's Internal-External Locus of Control 

Scale (1966). The instrument (Appendix H) consists of three scales 

with eight items each in a Likert six-point format. The Internal 

Scale measures the extent to which a person believes he/she has con

trol over his/ her life. The Powerful Others Scale measures the ex

tent to which a person believes his/her life is determined by powerful 

others. The Chance Scale measures the extent to which a person be

lieves his/ her life is determined by chance. The Powerful Others 

Scale and the Chance Scale are reported to measure different dimen

sions of external control as defined by Rotters I-E Scale (1966). 

Levenson (1974)reported the Powerful Others Scale and the Chance Scale 
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were significantly related with a correlation coefficient of r = .59. 

Neither scale was found by Levenson to be related to the Internal 

Scale. Kuder-Richardson reliabilities (coefficient alpha) are re

ported by Levenson (1974) as .64 for the Internal Scale, .77 for the 

Powerful Others Scale, and .78 for the Chance Scale. Spearman-Brown 

split-half reliabilities are reported by Levenson (1974) as .62 for 

the Internal Scale, .66 for the Powerful Others Scale, and .64 for the 

Chance Scale. Test-retest reliabilities for a one-week period were 

.64 for the Internal Scale, .74 for the Powerful Others Scale and .78 

for the Chance Scale. Several validation studies conducted by Leven

son (1974) have established construct validity for the instrument. 

Principal components factor analysis yielded the three predicted 

factors of Internal, Powerful Others and Chance. 

Each scale, statistically independent, is scored by summing 

the subjects· responses on the eight items of the scale. The six 

points on each scale range from strongly disagree to strongly agree 

and are scaled from one to six. The higher the subjects· score the 

greater the subjects· degree of expectancy for the particular locus of 

control tapped by the scale. The total score for a scale ranges from 

o to 48 (Levenson & Miller, 1976). For the ~urposes of this study, 

subjects scoring highest on the Powerful Others Scale or the Chance 

Scale were grouped as externally oriented as has been done in other 

studies (Schoeneman, Reznikoff & Bacon, 1983; Bugental, Henker & 

Whalen, 1976; Hall, Mroz & Braunwald, 1983). Subjects scoring highest 

on the Internal Scale were grouped as internally oriented. In this 
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study, only one subject scored as externally oriented while 44 scored 

as internally oriented. The uneven distribution of subjects in the in

ternal and external groups was not anticipated. Reliability assess

ment of the instrument for this subject population was deemed crucial 

to understanding the unexpected outcome. 

Reliability Assessment. Stability reliability was assessed 

for the total instrument and for each scale by computing the Pearson 

correlation coefficients for the test-retest data sets. Fifteen re

tests comprised the retest data set. The coefficients were r = .78 

for the total instrument, r = .72 for the Internal Scale, r = .79 for 

the Powerful Others Scale, and r = .75 for the Chance scale. The data 

is shown in Table 6. The correlations were all significant at p ~ 

.002. All of the coefficients met the criterion level of r = .70 indi

cating a desirable level of stability reliability for the instrument 

with the study sample. However, caution was used in assessing the 

stability since memory bias, due to the short interval between the 

test and the retest, may have influenced the data and inflated the cor

relation coefficients (Zeller & Carmines, 1980). 

Internal consistency for the total instrument and each scale 

was assessed by computing Cronbach's (1951) alpha and theta (Armor, 

1974) coefficients. Cronbach's alpha (a) is a conservative estimate 

of reliability based on the assumptions that each item in a scale is a 

parallel item measuring one concept. Therefore, if items are measur

ing a concept unequally, or the items are measuring more than one 
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Table 6. Reliability Estimates: Test-Retest Correlation 
Coefficients: Levenson's Locus of Control Scale (N = 15) 

Internal Subscale 

Powerful Others 
Subscale 

Chance Subscale 

Total Scale 

*Significant at p ~ .002. 

Internal 
Subseale 

.72* 

Powerful 
Others 
Subseale 

.79* 

Chance 
Subsea 1 e 

.75* 

Total 
Seale 

.78* 
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concept equally or unequally, the assumptions have been violated and 

the true reliability understated by the value of alpha (Armor, 1974). 

Theta coefficient, based on principal components factor analysis, is a 

more accurate estimate of internal consistency when the assumptions 

underlying Cronbach's alpha are violated (Zeller & Carmines, 1980). 

Theta overcomes the limitations of alpha by weighting the items un

equally according to their correlations with other items. Theta also 

assesses the reliability of separate scales in a multidimensional in

strument. The criterion levels for alpha and theta were set at .80 

for the total scale and subscales since the instrument is considered a 

mature instrument (Nunnally, 1978). 

Pearson correlation coefficients were used for assessing inter

nal consistency for the item to item, item to subscale, item to total 

scale, subscale to subscale, and subscale to total scale analyses. 

Criterion levels for the item-scale relationships were r = .30 to .70 

for the item to item correlations, r > .50 for the item to subscale 

correlations, r ~ .40 for the item to total scale correlations, 

r = .40 to .65 for the subscale to subscale correlations, and r = .55 

to .80 for subscale to total scale correlations (Hinshaw, Atwood, & 

Murdaugh, personal communication, June, 1983). Internal consistency 

assessment for each subscale and the total scale is described separate

ly. 

Coefficients computed for the 8-item Internal Scale were a 

= .50 for the standardized alpha and e = .64 for the theta (Table 7). 

The item analysis shown in Table 1-1, Appendix I, indicated that few 

items met the item to item criteria, only one item met the item to 



Table 7. Reliability Estimates: Cronbach's Alpha Coefficients 
and Theta Coefficients for Levenson's Locus of Control 
Total Scale and Subscales 

Uns tanda rd i zed Standarized 
Scale Alpha Alpha Theta 

Total Scale .37 .36 .78 

Internal Subscale .49 .50 .64 

Powerful Others 
Subscale .27 .32 .60 

Chance Subscale .55 .51 .67 

78 
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subscale criteria and none of the items met the item to total scale 

criteria. The scale did not meet the criterion levels for subscale to 

subscale nor subscale to total scale correlations (Table 1-2). 

Internal consistency measures for the Powerful Others Subscale 

were even lower than for the Internal Scale. The standardized alpha 

coefficient was a = .32 and the theta e = .60 (Table 7). The item 

analysis (Table 1-3) showed few criterion level item to item correla

tions, no item to subscale correlations, and only one item to total 

scale correlation. Subscale to subscale correlations did not meet the 

criterion level but the subscale to total scale did at r = .72 (Table 

1-2). 

The Chance Scale showed slightly higher internal consistency 

measures than the other two scales. The standardized alpha was a 

= .51, and the theta was e = .67 (Table 7). More items met the item 

to item criterion level (Table 1-4). However, only two items met the 

criterion level for item to subscale correlations and none correlated 

with the total scale. The scale did not correlate at the criterion 

level with the other subscales nor with the total scale (Table 1-2). 

Internal consistency for the total scale was higher than for 

the subscales when the theta coefficient was computed, e = .78 (Table 

7). The standardized alpha was extremely low at a = .36 suggesting 

that the alpha may have understated the scale's reliability. A simi

lar pattern was noted in comparing the alpha and theta coefficients 

for the subscales. The item analysis for the total scale showed more 
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items correlated at the criterion level but only one item correlated 

at the criterion level with the total scale (Table 1-5). The Powerful 

Others Scale was the only subscale that correlated with the total 

scale at the criterion level (Table 1-2). 

Internal consistency measures for Levenson's Locus of Control 

Scale and subscales did not meet the criterion levels. Neither the to

tal scale nor the subscales could be considered a reliable measure of 

locus of control for the sample in this study. Following the reliabil

ity and validity assessment of this instrument, the data were deleted 

from the study without further analysis. 

Validity Assessment. Levenson's Locus of Control Instrument 

has been subjected to several validation studies which have estab

lished construct validity of the scales (Levenson, 1974). In this 

study, construct validity for the three subscales was estimated by two 

methods, comparison of subjects' locus of control group assignment to 

their control preference group assignment and confirmatory factor anal

ysis. In the first method, subjects were assigned to groups on the 

basis of their scores for Levenson's Locus of Control Scale and the 

Control Preference Instrument. Subjects scoring highest on Levenson's 

Internal Scale were assigned to the internally oriented group. Sub

jects scoring highest on their Levenson's Powerful Others Scale or 

Chance Scale were assigned to the externally oriented group. For the 

Control Preference Instrument, subjects were assigned to either a con

trol preference group or a no-control preference group based on their 

responses to the items of the scale. Internally oriented subjects 
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were expected to prefer control. Externally oriented subjects were 

expected to prefer no control. The group assignments (Table 8) indi

cated that all 44 of the internally oriented subjects desired control 

thus establishing initial construct validity for the instruments with 

this sample. The one subject that was externally oriented also pre

ferred control which was not as predicted. 

Construct validity was estimated from principal components fac

tor analysis for the 3 subscales of Levenson's Locus of Control Scale. 

The criterion levels to estimate construct validity were the same as 

those described previously for the magnitude estimation instrument. 

Each subscale is described separately. The results are shown in Appen

dix I. 

Three factors emerged from the factor analysis for the Inter

nal Scale (Table 1-6). Three items loaded on the initial factor 

which explained 28.2% of the variance. Two items loaded on factor 2 

while only one item loaded on factor 3. Two items did not load on any 

of the 3 factors. The cumulative variance for the factors was 61.3%. 

As with the Internal Scale, 3 factors emerged for the Powerful 

Others Scale (Table 1-7). The explained variance for the initial fac

tor was 26.2%. Three items loaded on the first factor, 2 on the 

second factor and 1 on the third factor. One item did not load on any 

factor. Cumulative variance for the factors was 64.1%. 

Factor analysis on the Chance Scale resulted in patterns simi

lar to that which emerged for the other two subscales (Table 1-8). 

Three factors resulted with an explained variance of 30.3% for the 
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Table!'3'~"" Construct Validity Estimates: Group Assignments for 
Subjects' Locus of Control and Control Pref~rence (N = 45) 

Group Assignment 

Locus of Control: 

Internal 

External 

Total 

Control 

44 

1 

45 

Control Preference 
..:;;....;..=-:~~---

No Control 

o 
o 
o 
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initial factor. Four items loaded on the first factor, 2 on the 

second, and 1 on the third. One item did not load on any factor. The 

total variance for the factors was 62.5%. 

Construct validity for Levenson's Locus of Control Scale was 

estimated when subject groupings for locus of control orientation and 

control preference were compared. The second method, factor analy

sis, did not establish construct validity for any of the three locus 

of control scales. The findings were interpreted with caution since 

the number of subjects per item was less than 10 which Nunnally (1978) 

states is needed for factor analysis. 

Control Preference Instrument 

The Control Preference Instrument (Appendix J) was a three 

question forced choice scale assessing subjects' control preference in 

relation to their hospitalized child's situation. The instrument was 

constructed for use in this study patterned after a one question con

trol preference measure constructed and used by Padilla, Grant, Rains, 

Hansen, Bergstrom, Wong, Hanson, and Kubo (1981). The instrument was 

scored in the following manner. Subjects indicating a preference for 

control on at least two of the three items were assigned to the con

trol preference group. Subjects who responded to at least two of the 

three items indicating they did not want control were assigned to the 

no-control preference group. All 45 subjects scored as preferring con

trol and were assigned to the control preference group. The lack of 

subjects in the no-control preference group was not expected. 
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The test-retest coefficient was r = 1.0 for the instrument. 

However, memory bias could have influenced subjects responses result

ing in an inflated coefficient for the stability reliability measure. 

Internal consistency could not be computed since there was no variance 

on the third item. Further reliability for the instrument could not 

be assessed. Subjects' responses to the items were instead used to de-

scribe characteristics of the sample (Table L-20). 

Initial construct validity was established for the Control Prefer

ence Instrument when 44 subjects preferring control were internally ori

ented in their locus of control (Table 1-8) as predicted. Factor 

analysis of this instrument was not conducted due to the lack of variance 

on one of the three items. 

Summary of Reliability and Validity 
Assessment of the Instruments 

The magnitude estimation scales were found to be reliable in 

both stability and internal consistency. The 4 scales met the crite

rion level of .70 for both reliability measures. Levenson's Locus of 

Control subscales met the criterion level of .70 for stability but not 

the .80 criterion level for internal consistency. The Control Prefer

ence Instrument demonstrated stability but the lack of variance on one 

item prevented further reliability testing. 

Construct validity for the subscales of Levenson's Locus of 

Control Instrument and the Control Preference Instrument were 
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estimated when subjects were grouped and the groups compared across 

instruments. Factor analysis of the 4 magnitude estimation scales and 

the 3 locus of control scales did not reveal construct validity for 

any of the indices. The small number of subjects per item was be

lieved to have influenced the results of the factor analyses. Con

struct validity assessment of the magnitude estimation instrument 

under predictive modeling is discussed in Chapter 4. 

Data obtained from Levenson's Locus of Control Instrument was 

deleted from the study without further analysis due to the lack of ade

quate internal consistency reliability estimates. Data obtained from 

the Control Preference Instrument, also lacking in adequate reliabil

ity estimates, was used to describe characteristics of the sample 

(Table L-20). 

Pilot Study 

A pilot study was conducted in the setting for this study 

prior to the conduct of the study. The purpose of the pilot test was 

to (1) test the instruments for clarity of content, (2) time the data 

collection interview, and (3) to identify potential problems that may 

arise in conducting the study, i.e., limited number of subjects. 

The same subject criteria, instruments and data collection pro

cedure were followed for the pilot study as have been described for 

this study. A sample size of five subjects was considered adequate 

for the pilot study since no unexpected difficulties arose that re

quired further piloting, i.e., as lack of clarity in an instrument or 

readjustment in the data collection interview to decrease the amount 
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of time required to conduct an interview. Nio"adjustments in the study 

were necessary before proceeding with the study. 

Data Collection Procedure 

The potential subjects were identified initially by checking 

the Kardex for children between the ages of 1 and 24 months. The 

charts were then reviewed to determine whether a child's mother met 

the subject criteria. The study was discussed with potential sub

jects. Those who met the criteria and were interested in participat

ing in the study were then asked to suggest the most convenient 

interview time and place for them. No mothers who met the criteria re

fused to participate in the study. 

Before an interview the investigator presented the informed 

consent form (Appendix K) to the subject describing the study and 

assuring her anonymity and ability to withdraw from the study at any 

time. The retesting procedure was discussed with each subject so she 

would know she may be interviewed again within 48 hours. The subject 

then signed and dated the informed consent form. The child's nurse 

signed as the subject's witness. Consent forms were used instead of a 

disclaimer statement because of the policy of the agency. Information 

not available from the child's chart for the Demographic Data Form was 

obtained from the subject. The order for administering the magnitude 

estimation instrument and the control instruments was predetermined so 

that each subject with a odd number ID from one to 45 completed the 

magnitude estimation instrument first, Levenson's Locus of Control 
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Instrument second, and the Control Preference Instrument third. The 

opposite order was used for the subjects with even number IDs. This 

procedure was used to decrease ordering bias. 

The training session described in Appendix E was conducted im

mediately prior to gathering data on the magnitude estimation instru

ment. The procedure and instructions described in Appendix E for ad

ministering the magnitude estimation instrument were followed after 

the training session. Subjects' numeral judgments were recorded on 

the Data Sheet (Appendix B) by the investigator. For the line produc

tion response, subjects drew the line on a separate sheet of legal 

size paper for each stimulus. When the odd 10 numbered subjects fin

ished giving proportional judgments for each of the randomly ordered 

stimuli across the randomly ordered operational definitions for the 

variables, they were given the Levenson's Locus of Control Instrument 

and the Control Preference Instrument to complete. Arrangements were 

then made for the retest interview if scheduled, to be conducted with

in 48 hours. The retest procedure entailed randomly selecting 15 of 

the 45 subjects, by their 10 numbers, to be retested on the magnitude 

estimation instrument, Levenson's Locus of Control Instrument and the 

Control Preference Instrument. 

Each interview took approximately one hour. Retest interviews 

took approximately 30 to 45 minutes. Interviews that were interrupted 

were rescheduled. The interviews were conducted in the child's room 

unless the subject expressed a desire to meet in another area of the 

hospital. Interviews were conducted during the morning, afternoon and 



early evening hours depending on the most convenient time for the 

subject. All of the interviews were conducted by the investigator. 

Data Analysis Plan 
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The data analysis plan consisted of (1) analyses to assess re

liability and validity of the instruments, (2) analysis of the demo

graphic data, and (3) analysis of the magnitude estimation numeric 

data to test the theoretical model. Reliability and validity assess

ment of the instruments was presented in the instrumentation section 

of this chapter. Demographic data for the subjects as well as for the 

children of the subjects were analyzed using descriptive statistics. 

Relationships among the demographic variables were also examined. The 

data are presented in Chapter 4. The plan for analyzing the magnitude 

estimation data consisted of several steps which are described in the 

following paragraphs. There was no missing data. 

Analysis of the magnitude estimation numeric data consisted of 

regression analysis to test the theoretical model and residual analy

sis to test for violation of the causal modeling assumptions and the 

statistical assumptions underlying the regression analysis. Prior to 

the regression analysis, the data were examined for multicollinearity 

among the independent variables by computing Pearson correlation coef

ficients between the variables. Both the transformed numeric individ

ual and aggregated data sets were used. A coefficient of ~ .65 

(Gordon, 1968) on both data sets was used to indicate a problem with 
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multicollinearity. The data were also examined for outlying cases and 

variability before proceeding with the analysis. 

Multiple regression analysis formed the basis for testing the 

predicted relationships of the theoretical model as well as for esti

mating construct and predictive validity for the theoretical concepts. 

The regression equations for the theoretical model are shown in Fig

ure 3. The theoretical model was tested using both the transformed in

dividual data and aggregated numeric data. Empirical models were 

generated using both data sets with stepwise regression in which all 

independent variables in the model were regressed on the dependent 

variable. The significance level of p ~ .05 was used for the stan

dardized beta regression coefficients and for the adjusted R2s which 

indicated the amount of explained variance for the variable. The re

gression coefficients and R2s of the theoretical and empirical mod-

els were compared to determine if the theoretical model was supported. 

The multiple regression analysis described above was originally 

planned to be computed using the data from subjects grouped as intern

ally oriented in their locus of control. The same multiple regression 

analysis was to be conducted using data from subjects grouped as ex

ternallyoriented. The theoretical and empirical models generated 

from the two groups were then to be compared to answer the research 

questions posed in relation to the parents' locus of control orienta

tion. However, since only one subject scored as externally oriented 

and the reliability estimates for the instrument were inadequate, the 

analysis with the locus of control subgroups could not be conducted. 
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Figure 3. Theoretical Model with Regression Equations: Factors Influencing the Coping Effort 
of Parents of Hospitalized Children 
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Graphic and statistical residual analysis was conducted for 

the regressions with the aggregated and individual logarithmically 

transformed data sets to test the three causal model assumptions: (1) 

all major variables were included in the model; (2) links in the model 

were linear and additive; and (3) residuals from one equation were not 

highly correlated with residuals from another equation in the model 

(Ferketich & Verran, 1984). Statistical assumptions of the regression 

equations that were tested were: (1) the mean of the residuals was 

zero; (2) residuals were not autocorrelated; (3) residuals were normal

ly distributed; (4) the variance of the residuals was equal along the 

dependent variable; (5) the independent variables were fixed; and (6) 

the independent variables were measured without error (Verran & Ferke

tich, 1984). Necessary corrections were suggested for any major viola

tions of the assumptions. The results of the analysis are presented 

in Chapter 4. 

Protection of Human Subjects 

Approval from the Human Subjects Committee of the Arizona 

Health Science Center was obtained prior to data collection (Appendix 

K). Immediately prior to data collection, the subject informed con

sent form (Appendix K) assuring the rights of the subjects and the con

fidentiality of the data collected were presented to each subject for 

her signature. The child's nurse then signed as the subject's wit

ness. An 10 number was assigned to each subject to replace the names 

of the subjects. The names of the subjects were destroyed when the 

data were collected in order to assure the anonymity of the subjects. 
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The raw data was secured in a safe place and reported only as grouped 

data. 

Limitations of the Study 

Limitations of the study existed in the design, sampling, and 

instrumentation. Measurement error may have been introduced into the 

data in a number of ways. The influence of the independent variables 

on the dependent variable could have been affected by extraneous vari

ables introduced by the convenience sample, the setting, and the self

report recall measures on the variables. Measures to decrease the 

amount of error due to the lack of control over extraneous variables 

that were used included implementing the control by constancy condi

tion of the design, adhering to the subject criteria, measuring the 

variables at ratio level, controlling for major extraneous variables, 

i.e., locus of control, and analyzing the data according to the 

standard protocol for analyzing data from magnitude estimation instru

ments, i.e., aggregating data to decrease measurement error due to in

dividual influences. Several measures were used to estimate the 

amount of measurement error such as analyzing the demographic data of 

the sample to identify individual variations, and obtaining psychomet

ric properties on the instruments. 

External validity of the study was affected by the limiting 

criteria of the sample. Although the findings of the theoretical 

model test, upon further investigation, could only be generalized to 

the parent population of the study, the internal validity was expected 
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to be strengthened by the stringent sample criteria (Cook & Campbell, 

1979). 

A final limitation of the study that threatened the internal 

validity was the lack of knowledge of the reliability and validity 

estimates for the magnitude estimation instrument prior to the study. 

The pilot study tested the instrument for clarity in the wording of 

the operational definitions and stimuli, but psychometrics for the in

strument were not available until the data were collected and 

analyzed. The lack of available ratio level measures for the 

variables investigated resulted in the need for construction of the 

new instrument in order for this study to be conducted. 

Summary 

Chapter 3 presented the methodology. The study utilized a 

mathematical correlational design with a causal modeling approach. 

Three instruments and a demographic data form were used to collect the 

data. The major scaling methodology used was a magnitude estimation 

instrument constructed for the purpose of measuring the four major con

cepts that were investigated. Levenson's Locus of Control Instrument 

and the newly constructed Control Preference Instrument were used to 

index the major control variable, locus of control orientation. 

Results of the reliability and validity assessment for the instruments 

were presented and discussed as each instrument was described. The 

subject criteria and data collection protocol and analysis procedures 

employed in this study were also presented in this chapter as were 

procedures for assuring protection of the subjects and major 

limitations of the study. 



CHAPTER 4 

RESULTS OF DATA ANALYSIS 

The central purpose of this study was to investigate the 

impact of expectation of events, situational control and situational 

anxiety on the coping effort of parents of acutely ill hospitalized 

children. A secondary purpose was to determine whether parents' locus 

of control orientation, i.e., external or internal, influenced the 

parents' coping effort. Results of the data analysis to test the 

theoretical model, the central purpose, are presented in this chapter. 

The secondary purpose could not be met since adequate estimates for 

reliability and validity of the locus of control measure were not 

established for the sample in this study. 

Results of the data analysis in testing the theoretical model 

are presented in the following format: 1) description of the sample, 

2) relationships among the demographic variables, 3) examination of 

the magnitude estimation data for outlying cases, variability and 

multicollinearity, 4) test of the theoretical model through regression 

analysis, 5) construct validity assessment of the variables through 

predictive modeling, and 6) residual analysis to test for violations 

of the causal modeling assumptions and the statistical assumptions 

underlying the regression analysis. 

94 
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Description of the Sample 

The sample for this study consisted of 45 Anglo mothers of 

children hospitalized for acute non-critical medical conditions. The 

children were hospitalized on the pediatric unit of a large, private, 

community hospital. Demographic data was obtained on the mothers in 

the sample and on their children. The data is presented in Appendix 

L. All subjects who met the criteria for the sample agreed to partici

pate in the study. No potential subjects refused to participate. The 

subjects were all interviewed in the hospital setting with forty of 

the interviews taking place in the child's room. The interviews were 

conducted at varying times throughout the day at times considered most 

convenient for the sample. All interviews were conducted by the inves

tigator. 

Demographic data on the 45 subjects indicated that 38 subjects 

(85%) were married, 5 (11%) were divorced, and 2 (4%) were single 

(Table L-1). The subjects were well educated (Table L-2). Only 3 sub

jects (7%) had not completed high school. The highest level of educa

tion for 14 subjects (31%) was high school graduate. Three subjects 

(7%) had attended a trade school. Fifteen (33%) had attended some 

college while 5 (11%) were college graduates and 5 (11%) held graduate 

or professional degrees. The average gross income for the sample was 

$20,000 to $29,000 (Table L-3). Twenty-one (47%) had an income lower 

than the average, while 13 (29%) had an income higher than the aver

age. Twenty-three subjects (51%) were not working outside the home 

(Table L-4). Fifteen (33%) were working full time while 7 (16%) 
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worked part time. Age range for the subjects was 18 to 36 with a mean 

age of 26 years (Table L-5). Only one subject (2%) was under 20 

years. Twenty (45%) were between 20 and 24 years of age. Twelve 

(28%) were between 25 and 29. Nine (19%) were between 30 and 34 years 

while 3 (6%) were from 35 to 36 years of age. Residence data on the 

subjects indicated that 41 (91%) were local residents while 4 (9%) re

sided elsewhere in the state (Table L-6). 

Demographic data on the children of the sample were of particu

lar interest in this study. Age of the 45 children ranged from 1 

month to 24 months with the mean age being 7.7 months (Table L-7). 

Thirteen (30%) were 1 month of age. Eleven of the children (24%) were 

between 2 and 6 months making 24 of the children (54%), more than 

half, 6 months or younger. Nine (22%) were between 7 and 12 months. 

Twelve (24%) were between 13 and 24 months compared to the total of 33 

(76%) who were 12 months or less. Sex of the children showed 18 (40%) 

to be females and 27 (60%) to be males (Table L-8). Birth order data 

indicated 20 children (45%) were the first born, 17 (38%) were the 

second born, 6 (13%) were the third born, and 2 (4%) were the fourth 

born (Table L-9). 

Additional demographic data on the subjects and their children 

were of importance in this study. One criterion of the sample was 

that subjects had not had a child in the family hospitalized within 

the previous six months. Fourteen (30%) had had a child hospitalized 

from 7 to 63 months prior to this hospitalization (Table L-I0). 

Thirty-one (70%) had not had prior experience of having a child 
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hospitalized. Data was obtained on whether the subjects had hospital 

insurance. Most of the subjects, 40 (89%), did have insurance while 

only 5 (11%) had no hospital insurance (Table L-11). The number of 

children the subjects had ranged from one to four children (Table 

L-12). Twenty (45%) had 1 child, 17 (38%) had 2 children, 6 (13%) had 

3 children, and 2 (4%) had 4 children. The average amount of time the 

subjects spent with their hospitalized children showed 33 (73%) stayed 

with their child all the time, day and night, while 12 (27%) stayed 

part of the time each day (Table L-13). Most of the subjects, 39 

(87%), indicated they had someone, other than nursing staff, who pro

vided social support to them during their child's hospitalization 

(Table L-14). Six (13%) indicated they had no one, other than nursing 

staff, to provide social support to them. Twenty (80%) of the 25 sub

jects who had more than 1 child indicated they had satisfactory 

arrangements for the care of their other children during the ill 

child's hospital stay (Table L-1S). Five (20%) indicated they did not 

have satisfactory arrangements for the care of their other children. 

The number of days the children had been hospitalized prior to 

the subjects' interview ranged from two to five days with a mean of 

2.4 days (Table L-16). Thirty-one (70%) of the subjects were inter

viewed on their child's second day, 10 (22%) on the third day, 2 (4%) 

on the fourth day, and 2 (4%) on the fifth day. The total number of 

days the children were hospitalized ranged from 2 to 13 days with the 

mean being 4.5 days (Table L-17). Most of the children, 35 (79%), 

were in single isolation rooms (Table L-18). Two (4%) were in single 
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non-isolation room, 2 (4%) in double rooms, and 6 (13%) in 3 or 4 bed 

wards. Data on the primary diagnoses of the children indicated that 

30 (67%) had not yet received a diagnosis at the time of the inter

view, 9 (20%) were diagnosed with respiratory conditions, 4 (9%) with 

gastro-intestinal conditions, and 2 (4%) with cutaneous conditions 

(Table L-19). 

Subjects were asked their preference in relation to three as

pects of their child·s hospitalization (Table L-20). Data were ob

tained from the subjects· as to whether or not they preferred to help 

with their child during a procedure. Twenty-six subjects (58%) pre

ferred to help while 19 (42%) preferred to leave the procedure up to 

the professionals in charge. Forty-one subjects (91%) indicated they 

preferred to do the routine care such as bathing and feeding for their 

child. All 45 subjects (100%) preferred to stay and watch their child 

rather than leave and let the professional watch their child while 

he/she was in the hospital. 

In summary, the average subject was married, between the ages 

of 20 and 24 years, had attended some college, was not working outside 

the home, had a gross family income of $20,000 to $29,000, had hospi

tal insurance, and was a local resident. The average subject also had 

more than one child, had not had prior experience of having a child 

hospitalized, stayed with the ill child throughout the day and night, 

and preferred to provide the routine care for the child and help with 

procedures. 
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The average child of the subjects was less than 7 months of 

age, had been hospitalized two days when the data collection interview 

was conducted, and did not have a diagnosis at the time of the 

interview. 

Relationships among Demographic Variables 

Pearson correlation coefficients were computed to examine bi

variate relationships among selected demographic variables. Few 

statistically significant relationships were found. The correlation 

matrix is shown in Appendix L, Table L-21. The demographic variables 

could not be correlated with the 4 major variables under investigation 

in this study because of the different units of analysis of the demo

graphic data and the magnitude estimation data. The demographic vari

ables that correlated with other demographic variables at the 

statistically significant probability level of p i .05 are de

scribed. The magnitude of the relationships was considered weak if 

the correlation coefficient was r i .40, moderate if the coeffi-

cient was r ~ .40 to r i .65, and strong if the coefficient was r 

> .65. 

The only strong correlation was found between the subjects' 

age and the family income (r = .715). Older subjects reported more in

come than did younger subjects which would be expected. 

Only two relationships were moderately strong. The subjects' 

age and education correlated at r = .638 indicating that older sub

jects had achieved higher levels of education. Education correlated 
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with income at r = .557 indicating that subjects with higher levels of 

education had higher incomes. Both correlations would be expected. 

Five statistically significant at p ~ .05 but weak relation

ships were noted among the variables. Marital status correlated with 

education (r = .306) and income (r = .404). Married subjects had more 

education and a higher family income than did the nonmarried subjects. 

Prior experience with a hospitalized child correlated with the sub

jects' age (r = .307) and the subjects' education level (r = .320) in

dicating that older subjects tended to have more hospital experience 

than younger subjects who were also less educated. The fifth relation

ship, although weak, was of particular substantive interest. Subjects 

preferred that the hospital personnel provide more of the routine care 

for the child as the length of the child's hospital stay increased (r 

= .320). Since the length of the hospital stay was not known at the 

time of the interview, the acuity level of the child's condition at 

the time of the interview may have been an indicator of how long the 

child would be hospitalized. If this were the case, the more acutely 

ill the child, the more the subjects preferred the child's routine 

care be given by the trained professionals. The relationship would 

need to be investigated further before conclusions could be drawn. 

In summary, eight statistically significant relationships were 

found among the demographic variables. Only one relationship, 

although weak, was considered substantively significant to the study. 
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Test of the Theoretical Model 

The central purpose of this study was to test the theoretical 

model predicting the impact of the variables expectation of events, 

situational control and situational anxiety on the dependent variable, 

coping effort of parents of acutely ill hospitalized children. 

The specific aims of this study were to determine whether: 

1. expectation of events had a direct positive impact on 

situational control, an indirect negative impact on 

situational anxiety when mediated by situational control, and 

an indirect negative impact on the outcome variable coping 

effort when mediated by situational control and situational 

anxiety; 

2. expectation of events had a direct negative impact on situ

ational anxiety, and an indirect negative impact on coping 

effort when mediated by situational anxiety; 

3. situational control had a direct negative impact on situation-. 

al anxiety and an indirect negative impact on coping effort 

when mediated by situational control, and 

4. situational anxiety had a direct positive impact on the out-

come variable coping effort. 

The specific aims described the predicted relationships among the four 

variables in the theoretical model. Regression analysis was used to 

test the predicted relationships addressed in the specific aims. 

The magnitude estimation data sets used in the multiple regres

sion analysis were the aggregated (N = 16) and individual (N = 270) 
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data sets generated from the numeric estimation modality. The 

aggregated data served as the primary data set since the aggregated 

form contained less measurement error than the individual form. Mea

surement error is known to exist in individual data due to individual 

differences in responses (lodge, 1981). Using caution in interpreting 

the results, the individual data were analyzed to serve as a check on 

the statistical parameters, correlation and regression coefficients, 

obtained from the analysis with the aggregated data. Prior to conduct

ing the multiple regression analysis, the data were examined for outly

ing cases, lack of variability in the variables and multicollinearity. 

Any of these conditions, if present, would be expected to influence 

the results of the regression analysis. The results of the examina

tion of the data are discussed separately. 

Examination for Outlying Cases 

The range of responses on the magnitude estimation scales var

ied from zero to 20,000. A zero response indicated absence of the 

variable for the stimulus being judged, i.e., no control over the 

length of time the child would be hospitalized. As shown in Appendix 

M, the number of zero responses of the 720 judgements for the vari

able, expectation of events, was 84 (12%) (Table M-1). Situational 

control had the most zero responses with 247 (34%) of the 720 judg

ments rated as zero. Situational anxiety had 79 (11%) zero responses 

while coping effort had the least with 75 (10%) responses rated 
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as zero. Since zero was a legitimate number in the data, cases with 

large numbers of zeroes could not be considered as outliers. 

Five of the 45 cases gave 35 judgements at or above 10,000 up 

to 20,000. The data is shown in Appendix M. Nine (.013%) judgements 

for the variable expectation of events were at or above 10,000, 5 

(.007%) for situational control, 9 (.013%) for situational anxiety, 

and 12 (.017%) for coping effort (Table M-2). Whenever a judgment of 

10,000 or greater was given during data collection, the subject was 

asked if the response given was the intended response. Since the ex

treme values were validated by the subjects, the five cases could not 

be established as outliers and therefore deleted. Younger (1979) 

points out that extreme values may more accurately describe a relation

ship. She maintains that extreme values that cannot be established as 

resulting from an error in data collection should not be automatical'ly 

labelled as outliers and discarded. The values instead should remain 

in the data and the meaning of the values explored. 

Although the data contained extremely low and high values, the 

cases responding with the extreme values could not be established as 

outlying cases. Therefore, no cases were deleted. 

Examination for Variability 

Variability in a distribution is essential to inferential 

statistics. The lack of variance on a variable prohibits accurate com

putations for statistical tests based on correlations (Hays, 1981). 

Variability was of concern because of the large number of zeroes in 

the data. The range was computed as the measure of variability for 



104 

each variable. Using the median for each stimuli as the central 

tendency statistic, the range for the variables was computed. The 

data is presented in Appendix M. For expectation of events, the low

est median was 10.375, the highest median was 501.667, and the range 

was 491.292 (Table M-3). Lower variability was found for situational 

control with the lowest median being 1.016, the highest as 175.000, 

and the range of 173.984. Situational anxiety showed the greatest 

variability with .304 as the lowest median, 989.844 as the highest 

median, and 984.54 as the range. For coping effort, the lowest median 

was 1.518, the highest was 700.000, and the range was 698.483. 

The magnitude range (Lodge, 1981) was computed to determine 

variability for the logarithmically transformed medians (Table M-4). 

The magnitude range is the ratio between the highest and lowest median 

value for a variable. The lowest magnitude range was found for the 

variable expectation of events to be 2.6:1. The ratio indicated that 

the stimuli event rated the highest in terms of the subjects expecting 

it to occur, i.e., child improving, was expected 2.6 times greater 

than the event judged the least expected, i.e., not being able to stay 

with the child. The magnitude range for situational control showed 

greater variability with a ratio of 7.4:1. The greatest variability 

was noted for situational anxiety with a magnitude range ratio of 

26.1:1. The magnitude range for coping effort, similar to that for 

situational control, had a ratio of 7.1:1. 

All of the variables demonstrated variability on the range and 

magnitude range values. The lack of variability was not evidenced. 



105 

Examination for Multicollinearity 

Multicollinearity, high intercorrelations among independent 

variables, can influence multiple regression analysis. The increased 

shared variance among variables can result in attenuated and unreli

able regression coefficients between independent and dependent vari

ables. Between independent variables, multicollinearity may prevent 

regression coefficients from being calculated (Gordon, 1968). The cor

relation matrices for the aggregated data (Table 9) and individual 

data, shown in Appendix M, Table M-5, were examined for multicollinear

ity. The criterion level of r ~ .65 (Gordon, 1968) was used to de

termine multicollinearity. The only significant correlation among the 

independent variables in the aggregated data was r = -.641 between ex

pectation of events and situational anxiety. The coefficient did not 

reach the criterion level. The only significant correlation among the 

independent variables was r = -.123 between expectation of events and 

situational control. Multicollinearity was not evidenced in either 

data set. 

Multiple Regression Analysis 

Multiple regression analysis is a method for investigating the 

influence and the magnitude of the influence of more than one in

dependent variable on a dependent variable using principles of correla

tion and regression (Kerlinger, 1973). Multiple regression analysis 

was used to compute regression coefficients between variables in the 

theoretical model (Figure 3). The regression coefficient indicates 

the direction and magnitude of the direct influence of a variable 
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Table 9. Pearson Correlation Coefficients between the Variables in 
the Theoretical Model Using the Aggregated Data Set (N = 16) 

Expectation Situational Situati anal Coping 
Variables of Events Control Anxiety Effort 

Expectation 1.000 -.168 -.641* -.641* 
of Events 

Situational 1.000 -.040 -.060 
Control 

Situational 1.000 .987* 
Anxiety 

Coping 1.000 
Effort 

*Significant at p ~ .05. 
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hypothesized as a cause of a variable considered an effect (Asher, 

1976). Standardized regression coefficients (Bls) were used since 

they provide the same scale of measurement for the variables (Pedhaz

ur, 1982). The adjusted R2 obtained from the regression analysis 

was used as the measure of explained variance for the effect vari

ables. The adjusted R2 adjusts for the number of independent 

variables in the regression equation and for the number of cases. It 

is a more conservative estimate than the R2 (Nie~ Hull, Jenkins, 

Steinbrenner & Bent, 1975). The significance criterion level for the 

regression coefficients and explained variance measure was set at p 

~ .05. The statistical form of the theoretical model is presented 

in Figure 4. Theoretical and empirical tests of the model were con

ducted. The theoretical test consisted of staging the variables in 

the multiple regression equations as predicted by the model. The step

wise multiple regression technique of regressing all independent vari

ables on the dependent variable was used to generate an empirical 

model from the data. The theoretical and empirical models using both 

aggregated and individual data are presented separately. 

Theoretical Model. Three multiple regression equations were 

constructed for the theoretical model shown in statistical form in 

Figure 4. The equations were: 

X2 = blXl + e (4.1) 

X3 = blXl + b2X2 + e (4.2) 

X4 = b3X3 + e (4.3) 



Stage I Stage II Stage III Stage IV 

Expectation ;J1tUational + )Coplng 

(EE) X3 (CE) 
of Events ""'" nxiety (SA) Effort 

Xl t X4 

+ 

Structural Equations for 
Theoretical Model: 

X2 = blX l + e 

X3 = blXl + b2X2 + e 

X4 = b3X3 + e 

".;>ituationa 
Control (SC) 

X2 

1 
e 

e I 
e 

Structural Equation for 
Empirical Model: 

X4 = blXl + b2X2 + b3X3 + e 

Figure 4. Statistical Model: Factors Influencing the Coping Effort of Parents of 
Hospitalized Children --' 

o 
00 
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In the first equation (4.1), the Stage 1 variable expectation 

of events was regressed on the Stage II variable situational control. 

The results for the aggregated data are shown in Figure 5. The indi

vidual data results are presented in Appendix N, Figure N-1. For the 

aggregated data, neither the regression coefficient nor the explained 

vari ance measure met the statistically significant criterion level in

dicating the lack of a direct relationship between the two variables 

(B = NS; R2 = NS). For the individual data, a direct ~eak negative 

relationship was found between the Stage I and II variables (B = 

-.123). Expectation of events explained only one percent of the vari

ance for situational control (R2 = .014). 

Expectation of events in Stage I and situational control in 

Stage II were regressed on situational anxiety in Stage III in the sec

ond equation (4.2). With the aggregated data (Figure 5), expectation 

of events had a moderate direct negative influence on situational 

anxiety, explaining approximately 35% of the variance for situational 

anxiety (B = -.667; R2 = .347). There was no significant relation

ship between situational control and situational anxiety (B = NS). 

With the individual data (Figure N-l), no significant relationship re

sulted between the Stage I and III variables (B -= NS) nor between the 

Stage II and III variables (B = NS). None of the variance was ex

plained for situational anxiety (R2 = NS). 

In the third equation (4.3), situational anxiety in Stage III 

was regressed on coping effort in Stage IV. A strong direct positive 

influence of situational anxiety on coping effort resulted for both 



Stage I 

Expectation 
of Events 
(EE) 

<9 

Structural Equations: 

SC = (NS)EE + e 
SA = (-.667)EE + (NS)SC + e 
CE = (.987)SA + e 

Stage II 

B = -.667 

ituationa 
Control eSC) 
R2 = NS 

B = Standardized regression coefficient 
NS = Non Significant 

Stage III 

Situational B = 981 nxiety (SA) 

R2 = .347 

Figure 5. Theoretical Model: Factors Influencing the Coping Effort of Parents of 
Hospitalized Children. -- Aggregated Data (N = 16) 
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(CE) 

2 R = .973 

a 



111 

data sets with B = .987 on the aggregated data (Figure 5) and B = .734 

on the individual data (Figure N-1). Situational anxiety explained 

97% of the variance for coping effort on the aggregated data. With 

the individual data, 54% of the variance for coping effort was ex

plained by situational anxiety. The lower estimates for regression 

coefficienis and explained variance measures were expected with the in

dividual data since the data contained greater measurement error due 

to individual variation in responses. 

Empirical Model. Empirical models were generated from the 

aggregated and individual data sets using stepwise multiple regres

sion. Figure 6 shows the empirical model for the aggregated data. 

The empirical model for the individual data is shown in Figure N-2. 

The equation for regressing all three independent variables on the 

Stage IV dependent variable was: 

(4.4) 

Using Equation 4.4, the only variable to enter the model for 

the aggregated data was situational anxiety in Stage III (Figure 6). 

The regression coefficient and explained variance remained the same as 

in the theoretical model (B = .987; R2 = .973). Stepwise regression 

with the individual data resulted in expectation of events in Stage I 

and situational anxiety in Stage III directly impacting on coping ef

fort in Stage IV (Figure N-2). Expectation of events had a direct 



Stage I 

Expectation 
of Events 

(EE) 

Stage II 

Coping 
Situational B = NS Effort 

Control ------~--.!.!.:::!.-------~) (CE) 

(SC) R2 = .973 

Situational 
Anxiety 

(SA) 

Structural Equation: 

CE = (NS)EE + (NS)SC + (.973)SA + e 

B = Standardized regression coefficient 
NS = Non Significant 

Figure 6. Empirical Model: Factors Influencing the Coping Effort of Parents of Hospitalized 
Children. -- Aggregated Data (N = 16) 
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positive, but weak, impact on coping effort (8 = .057) while 

situational anxiety had a strong positive impact (8 = .734) resulting 

in 54% (R2 = .540) of the explained variance for coping effort. 

Summary of Theoretical and Empirical Models. In testing the 

theoretical model underlying this study, only two relationships held 

as predicted on the theoretical models for both data sets. With the 

aggregated data, Stage I, expectation of events, impacted on situation

al anxiety in Stage II as predicted and situational anxiety impacted 

on coping effort as predicted. With the individual data, two relation

ships held as predicted. On the empirical models, the only independent 

variable to impact on coping effort with the aggregated data was situ

ational anxiety. A second variable, expectation of events, and 

situational anxiety influenced coping effort on the empirical model 

with the individual data. 

Since the aggregated data were considered the primary data 

with which to test the theoretical model, the specific aims of the 

study were evaluated based on the theoretical and empirical models for 

the aggregated data. In terms of the specific aims, the regression 

analysis revealed the following: 

1. Expectation of events did not have a direct positive impact on 

situational control as predicted, nor an indirect negative im

pact on situational anxiety when mediated by situational con

trol; 
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2. As predicted, expectation of events did have a direct negative 

impact on situational anxiety, and an indirect negative impact 

on coping effort when mediated by situational anxiety; 

3. Contrary to what was predicted, situational control did not 

have an indirect negative impact on coping effort when 

mediated by situational control; and 

4. As predicted, situational anxiety did have a direct positive 

impact on the outcome variable coping effort. 

In terms of the central purpose of the study, the regression 

analysis indicated that coping effort of parents of acutely ill hospi

talized children was influenced indirectly by expectation of events 

and directly by situational anxiety. The more parents were able to 

predict the occurrence of the various events they encountered, the 

less anxiety they experienced in relation to their child1s situation 

which in turn resulted in less effort being expended by them in order 

to cope with their hospital experience. Contrary to what was pre

dicted, the amount of control the parents had over their child1s situ

ation had no impact on the amount of anxiety they experienced. Thus, 

situational control was not found to be one of the variables influenc-

ing the parents l coping effort. 

Construct Validity through 
Predictive Modeling 

Construct validity for the variables was assessed through pre

dictive modeling in which the regression coefficients were used to 
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determine the existence and direction of relationships between 

variables (Hinshaw, 1978). If relationships between variables were 

found to exist as predicted and the direction of the relationships was 

as predicted, initial construct validity was established. The pre

dicted relationships are shown in Figure 4. Figures 5 and N-1 show 

the regression coefficients for the theoretical model using the aggre

gated and individual data sets. On the aggregated data set (Figure 

5), two relationships did not hold as predicted. No significant rela

tionship was found between expectation of events and situational con

trol, nor between situational control and situational anxiety. 

However, the relationship between expectation of events and situation

al anxiety did hold as predicted suggesting that construct validity 

may have been lacking for situational control rather than for expecta

tion of events. The relationship between situational anxiety and 

coping effort held as predicted, thus establishing initial construct 

validity for the two constructs. The theoretical model using the indi

vidual data set (Figure N-1) again showed lack of construct validity 

for situational control and questionable construct validity for expec

tation of events. As with the aggregated data, the relationship be

tween situational anxiety and coping effort held as predicted. Thus, 

initial construct validity was established by predictive modeling for 

situational anxiety and coping effort. Construct validity for expecta

tion of events and situational control was not firmly established. 
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Construct validity was estimated for three scales of the 

magnitude estimation instrument under predictive modeling. The scale 

indexing situational control was not supported. 

Residual Analysis 

According to Hinshaw (1984a), residual analysis is an integral 

part of theoretical model testing using causal modeling. The tech

nique provides an assessment of the power of a theoretical framework 

and estimates the degree to which statistical assumptions have been up

held. Residual analysis was conducted to test for violation of causal 

modeling assumptions and statistical assumptions underlying multiple 

regression. 

Causal Model Assumptions. Three assumptions underlie causal 

modeling: 1) all major variables influencing the dependent variable 

are in the model, 2) the relationships in the model are linear and 

additive, and 3) the residuals, error terms, from one equation are 

not correlated with residuals from another equation in the model nor 

with preceding variables in the model (Asher, 1976; Ferketich & 

Verran, 1984; Hinshaw, 1984; Kerlinger & Pedhazur, 1973). The 

assumptions were tested for violations through direct and indirect 

residual analysis. 

In the first assumption, three percent of the variance for the 

Stage IV dependent variable was not explained. Although three percent 

is a small amount of variance to be concerned with it does indicate 

that one or more variables explaining that three percent were not in 

the model. A more serious violation of the assumption was noted by 
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the large residual of 100% for situational control and the residual of 

65% of unexplained variance for situational anxiety. Both residuals 

indicate that systematic error occurred from misspecification of the 

model (Ferketich & Verran, 1984). 

The second assumption of linear relationships was met by loga

rithmically transforming the power function data to form linear rela

tionships. The transformed data was shown to assume a linear function 

when the data was plotted on linear-linear coordinates (Figures G-1 

through G-8). 

The third assumption of uncorrelated residuals was assessed in

directly by examining the data for multicollinearity. None of the in

dependent variables were highly correlated with each other indicating 

their residuals would not be highly correlated. 

The major violation of the causal modeling assumptions was 

found to be the misspecification of the model. The model was underspe

cified for the variable situational anxiety and overspecified by 

situational control. The model did appear to be near correctly 

specified for the dependent variable coping effort. The possibility 

exists that a methodological effect rather than misspecification of 

the model was responsible for the findings. Further investigation 

would be needed before any conclusions could be reached. 

Statistical Assumptions of Multiple Regression. Regression 

analysis is based on six statistical assumptions which are: 
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1. The mean of the residuals is zero. 

2. The residuals are normally distributed. 

3. The variance of residuals at one point is equal to the vari

ance of residuals at another point of the predicted dependent 

variable indicating homoscedasticity. 

4. The independent variables in the equation are fixed. 

5. The residuals are not autocorrelated. 

6. The independent variables are measured without error (Asher, 

1976; Kerlinger & Pedhazur, 1973; Verran & Ferketich, 1984). 

The four assumptions of zero mean, normal distribution, homoscedas

ticity, and independence were examined directly through a preliminary 

graphic residual analysis. The assumption of fixed independent vari

ables was investigated indirectly by plotting the values of each inde

pendent variable against the standardized residuals for each 

regression equation. The fifth assumption that residuals were not 

autocorrelated was not examined since subjects were interviewed inde

pendently of each other. The sixth assumption of no measurement error 

in the independent variables was evaluated based on the reliability 

estimates for the magnitude estimation scales. Reliability estimates 

for stability (Tables 2 and F-1) and internal consistency (Table 3) 

indicated measurement error was present. More measurement error was 

noted in the individual data (N = 720) than in the aggregated data (N 

= 16). However, the scales met the criterion level for establishing 

reliability, so the sixth assumption was considered to be violated 

only minimally. 
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The results of the direct and indirect residual analysis to 

test for violations of the first four assumptions are presented separ

ately for each regression equation. Each equation was examined using 

both the aggregated data (N = 16) and the individual data (N = 720). 

Residual analysis was conducted only when an equation resulted in 

statistically significant regression coefficients and explained vari

ance measures. Since the purpose of the residual analysis was to test 

the assumptions underlying each equation for each data set, it was not 

considered appropriate to use the residual analysis results from the 

individual data to check the results obtained from the aggregated data 

as had been done for other statistical procedures, i.e., Pearson corre

lation and regression coefficients. Since magnitude estimation data 

is normally positively skewed, all data were logarithmically trans

formed before being analyzed. Thus, the graphic residual analysis was 

conducted on transformed data. The results follow. 

Analysis of Equation 4.1. In Equation 4.1 (Figure 4), expec

tation of events in Stage I was regressed on situational control in 

Stage II. Residual analysis for this equation was conducted using 

only the individual data (N = 720) since this reduced model was not 

statistically significant with the aggregated data (N = 16). With the 

individual data, the mean of the residuals was zero. The histogram 

of the residuals indicated the distribution was slightly positively 

skewed, positively kurotic, and bimodal (Appendix O,Figure 0-1). The 

large number of values at the +.66 and -1.33 standard deviation 
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resulted in the bimodal nature of the distribution. The somewhat 

asymmetrical distribution was also evidenced by the normal probability 

plot (Figure 0-2) showing the residuals to deviate from the straight 

line of the expected residual values. No outliers exceeded +2.76 or 

-1.66. 

The assumption of homoscedasticity, equal variance, was slight

ly violated as evidenced by the scatterplot in Figure 0-3. The residu

als were not equal in width across the predicted values for situation

al control. The residuals at the lower portion of the plot were nar

rower in spread than the residuals at the upper portion of the plot 

indicating the error of prediction was greater for the higher values 

of situational control. 

The assumption of fixed independent variables was indirectly 

tested by plotting the values for expectation of events against the 

residuals (Figure 0-4). The scatter about the mean indicated the 

assumption had been met. 

In summary, graphic residual analysis of Equation 4.1 with the 

individual data indicated that the assumptions of normal distribution 

and equal variance were slightly violated. Although transformation of 

the data had improved the distribution and variance spread of the 

data, the typical distribution of magnitude estimation data was still 

evident. 

Analysis of Equation 4.2. In Equation 4.2 (Figure 4), the 

Stage I, expectation of events, and Stage II, situational control, 

variables were regressed on situational anxiety in Stage III. Since 

the reduced model was not significant when the individual data was 
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used, graphic residual analysis was not conducted for the individual 

data model. With the aggregated data, expectation of event was the 

only statistically significant independent variable to enter the mod

el. Residual analysis for the aggregated data model was conducted. 

The results indicated that the mean of the residuals was zero. The 

near normal distribution was evidenced by the histogram (Figure 0-5) 

and normal probability plot (Figure 0-6). A slight positive skew and 

an outlier at -2.33 did not appear to alter the distribution signif

icantly. Excluding three outlying values, homoscedasticity was noted 

on the scatterplot indicating near equal variance along the predicted 

values for situational anxiety (Figure 0-7). In Figure 0-8, values 

were scattered about the mean when the values for expectation of 

events were plotted against the residuals indicating the independent 

variable was fixed. 

In summary, all of the statistical assumptions were met for 

Equation 4.2 with the aggregated data. Transformation of the data had 

improved the distribution and variance spread. 

Analysis of Equation 4.3 and 4.4. The dependent variable, 

coping effort, was the same for Equations 4.3 and 4.4 (Figure 4). 

Equation 4.3 represents the predicted theoretical model. Equation 4.4 

represents the empirical model generated from the data by regressing 

all independent variables on the dependent variable using stepwise mul

tiple regression. The results of the residual analysis were the same 

for both equations and so are presented together. 
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When situational anxiety in Stage III (Equations 4.3 and 4.4), 

expectation of events in Stage I (Equation 4.4), and situational con

trol in Stage II (Equation 4.4) were regressed on coping effort in 

Stage IV, statistically significant models emerged from both the indi

vidual and the aggregated data sets. Residual analysis was conducted 

for the two equations using both data sets. 

For the individual data (N = 720), the mean of the residuals 

was zero. The distribution of the residuals was near normally distrib

uted with a slight positive skew and a positive kurtosis (Figure 0-9). 

Three outliers were noted above +3.00 standard deviations. Twenty

eight values were noted below -3.00 standard deviations. The normal 

probability plot indicated a near normal distribution with only minor 

deviations from the expected values (Figure 0-10). Equal variance, 

indicating homoscedasticity, was evidenced in the scatterplot when the 

predicted values for coping effort were plotted against the residuals 

(Figure 0-11). When the values for situational anxiety (Figure 0-12) 

and expectation of events (Figure 0-13) were plotted against the 

standardized residuals for coping effort, the values scattered about 

the mean. The scatter indicated indirectly that both independent vari

ables were fixed. Situational control was the only independent 

variable that did not enter the model in Equation 4.4 with the individ-

ual data. Therefore, situational control was not plotted against the 

residuals in the test to determine independence. 

In analyzing the residuals for Equations 4.3 and 4.4 with the 

aggregated data (N = 16), the mean of the residuals was found to be 
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zero. The histogram indicated the distribution of the residuals to be 

negatively skewed (Figure 0-14). Five values were plotted at -.666 

standard deviation to produce the negative skew. No outliers exceeded 

+1.94 or -1.19. The normal probability plot evidenced the non-normal 

distribution with values deviating above and below the straight line 

of the expected values (Figure 0-15). Heteroscedasticity, the lack of 

equal variance, was noted on the scatterplot of the residuals plotted 

against the predicted values for coping effort (Figure 0-16). Al

though the values were centered about the mean for the predicted 

values for coping effort, the variance in the values was unequal. 

More values were plotted along the negative portion of the residual 

mean line. When situational anxiety, the independent variable, was 

plotted against the residuals, a random scatter resulted indicating 

the independent variable was fixed (Figure 0-17). Situational anxiety 

was the only independent variable in Equation 4.3 and the only inde

pendent variable to enter the model in Equation 4.4. Thus, expecta

tion of events and situational control were not plotted against the 

residuals in the test for fixed independent variables with the 

aggregated data. 

In summary, the statistical assumptions underlying Equations 

4.3 and 4.4 were met with the individual data. The assumptions of 

normal distribution and equal variance were slightly violated with the 

aggregated data. 
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Overall Summary of Graphic Residual Analysis 

The graphic residual analysis resulted in evidence indicating 

minor violation of the assumptions of normal distribution of residuals 

and equal variance. The violations were noted with the individual 

data in Equation 4.1 and with the aggregated data in Equations 4.3 and 

4.4. Logarithmically transforming the data reduced the extreme posi

tive skewed distribution typical of magnitude estimation data. Howev

er, a slight positive skew remained in the data in Equation 4.1. The 

positive skew appeared to be slightly over corrected when the trans

formed aggregated data in Equations 4.3 and 4.4 tended toward a nega

tive skewed distribution. Due to the robust nature of regression 

analysis (Asher, 1976; Bohrnstedt & Carter, 1971), the minor viola

tions of normality and equal variance in Equations 4.1, 4.3 and 4.4 

were not considered extreme enough to affect the regression statis

tics. A more in-depth residual analysis would need to be conducted to 

determine such an affect. The assumptions of zero mean and fixed 

independent variables were met in all the equations. All the 

assumptions were met in Equation 4.2. In conclusion, no extreme 

violations of the statistical assumptions underlying regression 

analysis were found in the examination of the residuals. 

Summary 

The central purpose of this study was to determine what influ

ence the expectation of events, situational control, and situational 

anxiety had on the coping effort of parents of acutely ill 
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hospitalized children. This chapter presented the results of the data 

analysis to answer the question. 

The chapter included a description of the sample on which the 

theoretical model was tested. Results of the regression analysis to 

test the predicted model were presented using both the individual and 

aggregated magnitude estimation data. Empirical models generated from 

the data were then presented and described. Construct validity for 

the four major variables under investigation was assessed through pre

dictive modeling and the findings discussed. Finally, results of the 

residual analysis to test for violations of the causal model and 

statistical assumptions were presented and described. 



CHAPTER 5 

INTERPRETATIONS, IMPLICATIONS AND RECOMMENDATIONS 

This chapter includes an interpretation of the findings, 

limitations, theoretical issues, methodological issues, and 

implications for theory construction and nursing practice. Finally, 

recommendations for further study are presented. 

Interpretation and Limitations 

The findings are interpreted for the description of the sample 

and the theoretical model. Limitations of the study are noted through

out the interpretation. 

Description of the Sample 

The sample consisted of 45 mothers of children, between the 

ages of 1 and 24 months, hospitalized for acute medical conditions. 

The sample, selected by convenience, included all mothers who met the 

subject criteria during the three-month data collection period. All 

subjects who met the criteria agreed to participate in the study. 

Selection bias could be considered a factor influencing the outcome of 

the study in the sense that only mothers of children hospitalized dur

ing the three months of July through September were included in the 

study. The type of illnesses common for children in the age range of 

24 months or younger during that time of year may have biased the 

sample. 

126 
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An important factor was noted in the sample that could have 

had a major influence on the outcome of the study. The majority of 

the subjects were observed to be experiencing extremely high states of 

stress. The level of stress noted in the subjects was greater than 

the level expected for this sample. Therefore, the demographic infor

mation was examined closely to detect potential stressors that could 

account for the high stress levels. Information contained in the 

field notes kept by the investigator for each interview was also exam

ined in an attempt to identify stressors not evident from the demo

graphic information. Since the test of the theoretical model was 

based upon the responses from this sample, an accurate interpretation 

of the emotional state of the subjects was considered crucial to the 

interpretation of the theoretical model findings. Thus, stressors 

that could have been influencing the sample are discussed in an 

attempt to validate the observed emotional state of the subjects. 

Lack of Diagnosis. Previous studies have indicated that the 

period of time prior to a diagnosis being established is the most 

stressful for parents of hospitalized children (Chodoff, Friedman & 

Hamburg, 1964). In this study, 30 (67%) of the children had medical 

conditions that had not yet been diagnosed at the time the subjects 

were interviewed. This finding indicates that stress due to the lack 

of diagnosis of their child's condition was present for the majority 

of the subjects. 

Age of the Children. Several factors due to the age of the 

children could be expected to add to the subjects' state of stress. 
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Thirteen (30%) of the children were one month of age which meant that 

those mothers could still have been adjusting psychologically and phys

iologically to the birth of their child. The experience of birth and 

the adjustment period following a birth are reported to be a period of 

crisis for families (LeMasters, 1965). An illness that requires hos

pitalization of a newborn child could be expected to add additional 

stress for most mothers. Other factors related to the age of the chil

dren may have been stressful to some subjects. Since all the children 

were 24 months or younger, the children would tend to be highly depen

dent on their mothers, particularly when they are ill. Hospitalized 

children commonly regress to previous levels of development requiring 

sudden changes in the mothering role which could be stressful for 

mothers. The lack of adequate language development in children of 

this age group would be expected to be another factor adding to the 

mothers' stress. When children cannot verbally communicate, mothers 

have less information available to them in evaluating changes in their 

child's condition thus increasing the amount of uncertainty surround

ing the child's situation. 

Lack of Prior Hospital Experience. The experience of having 

one's child hospitalized is known to be a stressful period for par

ents. For parents who had never had a child hospitalized previously, 

the experience would be expected to be even more stressful. Thirty

one (70%) of the subjects had never before had any of their children 

hospitalized. The lack of prior hospital experience would indicate 

that those subjects were confronted with a totally new experience 

which would add to their stress. 
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Limited Parenting Experience. Demographic information 

indicated that 20 (45%) of the subjects had only one child and that 21 

(47%) of the subjects were 24 years of age or less. The relatively 

young subjects in their initial experience of parenting would suggest 

they may have had less experience in caring for ill children. Those 

subjects could be expected to experience greater stress than subjects 

with more than one child. Experienced parents could be expected to 

have more information upon which to draw in evaluating the seriousness 

and prognosis of their child's illness. 

Family Responsibilities. Although subjects with more than 

one child may experience less stress from having an ill child, addi

tional stress would be expected when the ill child is hospitalized and 

the subject separated from the other children. Twenty-five (55%) of 

the subjects in this study had more than one child. Twenty (80%) of 

those subjects indicated they had been able to make satisfactory 

arrangements for the care of the other children while they stayed at 

the hospital with the ill child. However, all the subjects expressed 

concern about leaving the other children but felt their immediate re

sponsibility should be to the ill child. Five (20%) subjects did not 

have satisfactory arrangements for care of their other children which 

would be expected to result in additional stress for them. 

Days Hospitalized. The number of days the child had been 

hospitalized prior to the subject's interview may be a factor in pre

dicting the emotional states of the subjects. Thirty-one (70%) of the 

subjects were interviewed on the second day of their child's 
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hospitalization. Although by the second day the subjects would be 

expected to be socialized to the hospital routine and to their role, 

for most subjects the experience had not yet become routine. Field 

notes from the interviews indicated that many of the subjects had re

ceived little or no sleep since their child had been admitted due to 

worrying about their ill child and/or other children, having to be 

awake to care for the ill child, inadequate sleeping arrangements, 

and/or interruptions by hospital personnel in carrying out their 

routine work. Some subjects also indicated they had not been able to 

sleep prior to their child's hospitalization due to caring for their 

ill child. Field notes also indicated that several subjects reported 

they had not eaten since their child was admitted. Several indicated 

they were hesitant to leave the child's room to get food for fear some

thing would happen to the child while they were away. Subjects whose 

children were hospitalized from 3 to 5 days prior to the interview 

(30%) could be expected to be better adjusted to their hospital experi

ence and may have been experiencing less stress due to changes in 

their eating and sleeping routines. 

Child's Room. Thirty-five (79%) of the children were in 

single isolation rooms. This would indicate that subjects of these 

children would be expected to have less contact with other parents, 

visitors and hospital personnel than subjects of children in non

isolation, multiple bed rooms. The strict procedures for wearing 

isolation gowns, gloves, and masks when entering the room of a patient 
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in isolation, as well as the restriction on visitors, are reported 

from previous research (Geis, 1965; Schepp, 1982) to decrease the 

amount of physical contact the patient and parent would have with 

others. The stress of being alone with one's ill child in a room dis

couraging entry by others may have been experienced by some of the 35 

subjects (79%) whose children were in isolation rooms. 

Concern for Child's Welfare. Fear that their children would 

not be watched closely by hospital personnel when the subjects left 

the child's room was a concern expressed by many subjects. Thirty

three (73%) of the subjects stayed with their ill child all the time 

throughout the day and night, leaving the room for only brief periods 

of time if at all. The vigilant behavior could be considered an indi

cation of the subjects emotional state. 

Work Responsibilities and Financial Concerns. Twenty-two 

(49%) subjects held full time (33%) or part-time (16%) jobs outside 

the home. Some subjects reported the suddenness of their child's hos

pitalization prevented them from making adequate arrangements for be

ing away from their jobs. Two subjects expressed concern about losing 

their jobs because of their absence. Additional expenses due to the 

child's hospitalization was a concern expressed by some subj~cts. Al

though 40 (89%) had hospital insurance to cover the majority of the 

costs, some expressed concern about not having money to purchase food 

at the hospital or to buy gas to get to and from the hospital. 

Twenty-four (47%) of the subjects had a gross annual income of less 
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than $19,000 with 33% of those under $10,000 which would suggest that 

additional expenses and the possibility of losing one's job could be 

major stressors for some subjects. 

Lack of Social Support. Although the majority of the sub

jects indicated they had at least one person they could rely on for 

social and emotional support during their child's hospitalization, 6 

(13%) subjects did not. The lack of support may have added to the 

stress felt by those subjects. 

Mode of Admission. The manner in which the children were 

admitted to the hospital was reported by several subjects to have been 

stress inducing for them. All of the children of the subjects were 

admitted either directly from a physician's office or from the emer

gency room. The admissions were not planned and often unexpected by 

the subjects resulting in a sense of urgency with no time for prepar

ation. Four (9%) subjects were not local residents and so the sudden 

hospital admission of their child could be expected to be stressful 

due to the distance from their home to the hospital. 

Hospital Environment. A final factor that could be expected 

to have added to the stress experienced by some subjects was the high 

acuity level of the children on the pediatric unit at the time the 

interviews were being conducted. The children of two subjects re

quired emergency resuscitation measures and were removed to the inten

sive care unit while one death occurred during the data collection 
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period. The increased activity and the atmosphere on the unit 

surrounding these events would be expected to be additional stressors 

for some parents who were on the unit at the time. 

In summary, close examination of the demographic information 

and field notes revealed potential stressors that could account for 

the high level of stress experienced by this sample. The information 

indicated that different combinations of stressors could have existed 

for each subject. The resultant emotional state of the subjects would . 
be expected to have influenced the subjects· responses and, therefore, 

the findings of the study. 

The question is raised as to how the sample in this study com-

pares to other samples in the population of parents of acutely ill hos

pitalized children. The literature supports the presence of stress in 

parents of children hospitalized for chronic and surgical conditions; 

however, research is limited for the population of parents of acutely-

ill hospitalized children (Shapiro, 1983). The findings of this study 

cannot be generalized without further investigation. 

Findings of the Theoretical Model Test 

The central purpose of this study was to investigate the influ-

ence of expectation of events, situational control and situational an-

xiety on the coping effort of parents of acutely ill hospitalized chil

dren. A secondary purpose was to determine whether the parents· locus 

of control orientation influenced their coping effort. The central 

purpose was met while the secondary purpose was not met. For the 

central purpose, the findings are interpreted in terms of the 



specific aims. Methodological issues addressed in another section 

speak to the secondary purpose. 

Specific Aim 1. For Specific Aim 1, expectation of events 
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in Stage I was predicted to have a direct positive impact on situation

al control in Stage II, an indirect negative impact on situational an

xiety in Stage III, and an indirect negative impact on coping effort 

in Stage IV when mediated by situational control and situational anxi

ety. The findings were not as predicted. With the aggregated data, 

the primary data set for testing the theoretical model, expectation of 

events did not impact on nor explain any variance for situational con

trol (B = NS, R2 = NS). The degree to which subjects were able to 

predict the occurrence of events had no influence on the amount of con

trol they perceived they had over their child's situation. The rela

tionship was significant with the individual data which could be 

expected because of the larger N. With the individual data, expecta

tion of events had a weak negative impact on situational control (B = 

-.123) and explained only 1% of the variance (R2 = .014). The nega

tive relationship was not predicted. A negative relationship would be 

interpreted as the more parents were able to predict the occurrence of 

events, the less control they would perceive they had over their 

child's situation. Strong support was found from previous laboratory 

and clinical studies for the predicted positive relationship between 

expectation of events and situational control (Greer & Maisel, 1972; 

Mishel et al., 1984; Pervin, 1963; Staub et al., 1971). However, the 

unique nature of the hospital setting may not provide the potential 
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for control over many of the events encountered by parents. In that 

event, the more parents could predict what events to expect, the more 

they would know they would have less control over their child1s situ

ation. Further interpretation of the unpredicted findings are dis

cussed under methodological and theoretical issues. The other 

relationships predicted in Specific Aim 1 are discussed under Specific 

Aims 3 and 4. 

Specific Aim 2. Specific Aim 2 predicted expectation of 

events in Stage I to have a direct negative impact on situational anxi

ety, and an indirect negative impact on coping effort when mediated by 

situational anxiety. The findings from the aggregated data supported 

the predicted relationships. For the theoretical model, expectation 

of events had a moderately strong negative impact on situational anxi

ety (B = -.667) explaining 35% (R2 = .347) of the variance for situ

ational anxiety. The interpretation of this finding indicates that 

subjects experienced less anxiety when they could predict the occur

rence of events. However, 65% of the variance for situational anxiety 

was not explained indicating that other factors influenced the amount 

of anxiety experienced by the subjects. A relationship between expec

tation of events and situational anxiety was not found for the theoret

ical model with the individual data (B = NS, R2 = NS). The 

individual responses did not show a relationship pattern possibly due 

to measurement error. When measurement error was removed by aggregat

ing the data, the direct negative pattern emerged. The second 



relationship predicted in Specific Aim 2 is addressed in Specific 

Aim 4. 
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Specific Aim 3. In Specific Aim 3, situational control in 

Stage II was predicted to have a direct negative impact on situational 

anxiety in Stage III and a negative indirect impact on coping effort 

in Stage IV. The findings were not as predicted for the aggregated 

data model nor for the individual data models (B = NS, R2 = NS). 

The amount of control the subjects perceived they had over their 

child's situation had no relationship to the amount of anxiety they ex

perienced. Research findings from laboratory and clinical settings 

provided strong support for the predicted relationship (Frankenhaeuser 

& Rissler, 1970, Glass & Singer, 1972; Rodin & Langer, 1977, 1980). 

However, the potential for actual control in an acute hospital setting 

may differ from that in other settings. If that were the case, there 

may not be a relationship between control and anxiety for individuals 

in an acute care hospital setting. The lack of construct validity 

estimation for situational control may also account for the unpre

dicted findings. This finding is discussed further under methodologi

cal and theoretical issues. 

Specific Aim 4. The fourth specific aim of this study pre

dicted situational anxiety to have a direct positive impact on coping 

effort in Stage IV. The predicted relationship held with a strong 

impact noted for the aggregated data theoretical and empirical models 

(B = .987). Anxiety explained 97% (R2 = .973) of the variance of 



coping effort. The pattern was consistent for the individual data 

theoretical (B = .734, R2 = .537) and empirical models (B = .734, 
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R2 = .540). The amount of anxiety one experiences is a predictor of 

the amount of effort expended in order to cope with the situation. 

A second factor, expectation of events, had an unpredicted 

direct weak impact on coping effort (B = .057) for the empirical model 

generated from the individual data. The relationship may have been 

significant because of the larger N for the individual data. The find

ings would indicate that the ability to predict the occurrence of 

events would slightly increase the amount of effort needed to cope 

with them. The relationships between expectation of events and coping 

effort has not been studied. The ability to predict events in an 

acute hospital setting may be different than for events in other set

tings. Knowing the aversive nature of many hospital events could re

quire greater effort to cope with them. 

Theoretical Issues 

The major theoretical issue resulting from this study con

cerned situational control. Possible interpretations for the unex

pected findings are discussed. 

Since construct validity was not established for situational 

control, it is possible that the operational definition did not index 

the concept as it was intended. At the construct level (Table 1), 

control was defined as a state created in an individual when one's out

comes are dependent on one1s responses (Seligman, 1975). The concept 

definition of situational control was the degree to which a parent is 
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able to determine or have an influence over the use of time, space or 

resources (assistance) in the child's situation (Chang, 1978a; Hinshaw 

& Schepp, 1983). The operational definition to which the subjects 

responded was as follows: 

Situational Control means you have influence or say over 
what happens to your child. When your child is hospitalized, 
you have more influence or say over some events or situations 
involving your child than over others. In other words, you 
have more control over some situations than you do over 
others. 

The construct, concept, and operational definitions for control im-

plied actual control or the ability to manipulate one's environment. 

Many subjects responded to the scale by indicating they had no control 

or very little control over most of the stimuli events they proportion

ately judged. Subjects appeared to be judging the stimuli events in 

terms of actual control as was intended rather than in terms of other 

kinds of control such as perceived control (Langer, 1983), personal 

control (Averill, 1973) or potential control (Glass & Singer, 1972). 

However, if subjects did not perceive that actual control over the 

events was possible, i.e., how long the child would be hospitalized, 

their interpretation of the events may have been different than the in

tended interpretation. That is, the events were controllable to vary

ing degrees. In this case, the operational definition and the 16 

stimuli events may have lacked construct validity for indexing actual 

situational control by assuming that the potential for control existed 

when, in fact, it may not have in the minds of the subjects. The num

ber of zero responses given by subjects in rating the stimuli events 



for situational control would support the notion that subjects 

perceived they had little or no control over many of the events. 
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Other theoretical interpretations can be suggested for the un

expected findings for situational control. Seligman and Miller (1979) 

in describing the phenomena of helplessness suggest that predictabil

ity is a more basic human need than controllability. Individuals re

portedly attempt to maintain order and predictability in their lives 

by (1) having their own responses control outcomes, or by (2) yielding 

control to higher authorities when their own responses cannot bring 

about order and predictability. Seligman and Miller (1979) further 

suggest that individuals tend to settle for predictability if control 

is not possible. Miller (1981) hypothesized from her research find

ings that individuals relinquish control in situations where they be

lieve some factor other than their own responding provides a more 

stable guarantee of a maximum upper limit of danger. In this study, 

subjects, who had not been able to successfully treat their child when 

they did have control (at home), may have tended to relinquish control 

to the hospital personnel once the child was hospitalized. By relin

quishing control, the subjects may have perceived that the hospital 

personnel would institute the necessary measures to change the child's 

situation, thus, reestablishing order and predictability. If this 

were the case, situational control and anxiety may not be related as 

they were predicted to be in the theoretical model. This interpreta

tion could explain why expectation of events was a moderately strong 

predictor of situational anxiety. If control was not possible, then 
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predictability would be more important in decreasing anxiety. The 

theoretical model would then have been misspecified by including situ

ational control. A more appropriate variable may have been desired 

control rather than actual control. 

Another theoretical interpretation would suggest a relation

ship between the temporal ordering of a situation, desired control and 

actual situational control. During the initial period of the child's 

hospitalization, the subjects may not have desired control because of 

the acuity of the child's condition and the subject's need to adjust 

to the strange surroundings. The subjects ' state of high anxiety may 

have led to the desire for no control and, therefore, to the percep

tion that actual control was not possible. As the subjects become 

more habituated to the situation and begin to see positive changes in 

the child's condition, they may experience less anxiety and, as a re

sult, desire more control. The desire for control may then lead them 

to perceive that actual control is possible. Therefore, situational 

anxiety and coping effort would be expected to influence desired con

trol and situational control rather than situational control impacting 

on situational anxiety and coping effort as predicted in the theoret

ical model. No studies have been found that investigated control in 

the proposed manner. 

A final theoretical interpretation for the unexpected findings 

for situational control is offered. Rothbaum, Weisz and Snyder (1982) 

propose a different conceptualization of control that may be relevant 

to this study. They hypothesized control as a two-process model. One 
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process is primary control in which an individual attempts to change 

the environment so that it fits with one1s needs. When attempts at 

primary control have failed, the second process, secondary control, is 

instituted by the individual. Secondary control involves changing one

self to fit into the environment. The theorists suggest four differ

ent ways of instituting secondary control: 1) adjusting one1s 

expectations in order to avoid disappointments (predictive control), 

2) associating one1s self with chance so as to rely upon chance (illu

sory control), 3) aligning oneself with more powerful others in order 

to share in their control (vicarious corrtrol), and 4) establishing a 

meaning for and understanding of the situation (interpretive control). 

Rathbaum et ale (1982) maintain that there is vacillation between the 

two processes with optimal adaptation being the coordination of pri

mary and secondary control. 

Rathbaum, Weisz and Snyder1s (1982) two process model for con

ceptualizing control could be applied to the findings of this study. 

If subjects perceived they had no actual control over the events in

volving their child (primary control), they may have employed second

ary control measures, thus, changing themselves so that they could 

adjust to the events. The secondary control measures described by 

Rathbaum et ale (1982) are coping behaviors which, in this study, were 

consumed in the definition for the outcome variable coping effort. 

The subjects consistently responded as having to invest great amounts 

of effort in order to cope with the events. Logic would then suggest 

that secondary control rather than primary control had a greater 
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impact on coping effort. In that respect, anxiety would influence 

secondary control measures as well as other coping behaviors which in 

turn would impact on coping effort. In this study, coping behaviors 

were not studied specifically but were investigated in the aggregate 

for coping effort. 

A final issue worthy of note involves the three control mea

sures investigated in this study: 1) control preference, 2) locus of 

control, and 3) situational control. None of the control measures re

sulted in the predicted findings. Although the unpredicted results 

may have been due to unique measurement problems with each index, the 

possibility exists that the theoretically common element in the con

trol measures may have been inappropriate for this sample. The need 

of this highly anxious sample to invest great amounts of physical and 

emotional energy in order to cope with the hospital experience may 

have influenced the subjects responses to the common control element 

in the three control variables. Further research with this population 

is necessary before any conclusions can be reached. 

Methodological Issues 

Three instruments were used in this study. Adequate estimates 

of reliability and validity were not established for the Control Pref

erence Instrument and Levenson's Locus of Control Instrument for this 

sample. The research questions addressing the secondary purpose of 

the study, the influence of the parents' locus of control on their 

coping effort, could not be answered. Levenson's Locus of Control 
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Instrument was reported to be reliable and valid when used with other 

populations (Levenson, 1974)~ Why the instrument did not hold up with 

this sample is not known. It is possible that the highly stressed 

sample tended to misinterpret the items and, therefore, give inaccu

rate responses. High levels of stress are known to alter one's percep

tions. Another possible explanation is supported by Gerber's (1984) 

findings suggesting that the instrument may not be appropriate for 

indexing locus of control of hospitalized patients. Although the sub

jects in this study were not patients, their experience may be more 

similar to that of the subjects in Gerber's (1984) study than to the 

activist groups (Levenson, 1974) and mentally ill subjects (Levenson, 

1973) used by Levenson in constructing and testing the instrument. 

The Control Preference Instrument could not be adequately 

tested for reliability and validity because of the lack of variance on 

one of the three items. All the subjects indicated they preferred to 

stay and watch their child rather than leave and let the hospital per

sonnel watch their child. The instrument has potential for indexing 

control preference with the study's sample. However, the present 

items would need to be revised and more items added before the instru

ment could be retested. 

The magnitude estimation instrument with four scales was found 

to be reliable in stability and internal consistency. Initial con

struct validity was established through predictive modeling for the 

three variables expectation of events, situational anxiety, and coping 
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effort. Construct validity was not estimated for situational control 

since the predicted relationships did not result. 

Three possible interpretations for the absence of evidence 

establishing construct validity of a measure are described by Cronbach 

and Meehl (1955). The first and most obvious interpretation is that 

the instrument does not index the intended construct. A second inter

pretation is that the theoretical model is incorrectly specified. A 

third interpretation involves measurement error resulting from the 

methods used to test the theoretically derived relationships. The 

first two interpretations in reference to situational control are dis

cussed in detail under the theoretical issues section. The third 

interpretation for the lack of construct validity for situational con

trol was considered not likely. Although measurement error was known 

to be present in the data, the reliability estimates for all four mag

nitude estimation scales met the criterion levels for stability and 

internal consistency. Therefore, the amount of measurement error was 

not believed to have been great enough to alter the other variables 

and their relationships in the theoretical model. 

Validation of the ratio level of measurement of the magnitude 

estimation data indicated that the data were ratio level and therefore 

did meet the assumption of a power function. The slight deviations of 

the exponents from the expected exponent of 1.0 (Table 5) were be

lieved to have resulted from uncorrected regression bias in the data. 

Validation of the ratio level of measurement can be interpreted as an 
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indication that the subjects were able to give proportionate judgments 

in responding to the instrument in spite of the amount of stress they 

may have been experiencing. 

Implications for Theory Construction 

The predicted and unpredicted findings from this study are use

ful for further theory development and testing. Several alternative 

theoretical models were proposed in the discussion of the theoretical 

issues raised by this study. Other alternative models can be expected 

to emerge as more scientifically based information becomes available 

on the variables investigated in this study and on the population of 

this study. In addition, other variables were identified as a result 

of this study that may account for more of the variance of the vari

ables in each stage in further tests of the theoretical model with 

this and other populations. 

Implications for Clinical Nursing Practice 

The theory undergirding this study stemmed from Roy1s Adapta

tion Model of Nursing (Riehl & Roy, 1980; Roy & Roberts, 1981). Draw

ing from Roy1s conceptualization of nursing, the goal of the pediatric 

nurse1s interventions with parents is directed toward providing the 

type of environment that is most conducive to the child1s welfare. A 

conducive environment promotes adaptive behavior by parents. Adaptive 

rather than ineffective responses of parents are essential to the 

child1s welfare because of the impact the parents I behavior has on the 
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child (Adams & Sarason, 1963; Bee, Barnard, Eyres, Gray, Hammond, 

Spietz, Snyder & Clark, 1982; Fletcher, 1981; Mahaffy, 1965; Prugh, 

Staub, Sands, Kirschbaum & Lenihan, 1953; VanderVeer, 1949; Wolfer & 

Visintainer, 1975). When the environmental stimuli impinging on the 

parents in the hospital setting become so great, large amounts of cop

ing effort are required by the parents to deal with the stimuli. Less 

parental effort is available to provide care, love, comfort and 

support for the child. Adaptive behavior directs parental effort to

ward the child. The pediatric nurse is in a strategic position to 

manipulate the environmental stimuli so as to promote adaptive behav

ior by parents. 

This study extended the present knowledge base of pediatric 

nursing by studying factors that impact on the coping effort of par

ents. By knowing which factors increase and which decrease coping 

effort for parents, the nurse is able to intervene to alter the envir

onmental stimuli affecting the parents. The stimuli investigated in 

this study included 16 events commonly experienced by parents. The 

study's findings indicated that when parents knew or could predict the 

occurrence of the events, the parents were less anxious and, there

fore, expended less effort to cope with the events. When parents 

didn't expect the events to occur, they experienced more anxiety and, 

thus, expended more effort to cope with the events. Nursing interven

tions guided by this knowledge would be directed toward educating the 

parents in reference to the events they could expect to encounter 

while their child is hospitalized. Such interventions would decrease 
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the extent of the parents' uncertainty and lower their anxiety so that 

more of their effort could be directed toward the child. 

Before the findings of this study could be implemented in a 

clinical pediatric setting, the study would need to be replicated. 

Since it is not known how representative this sample is of the popula

tion, the findings cannot be generalized without further investiga

tion. 

Many questions relevant to clinical pediatric nursing practice 

emerged from this study. More research in this area is needed if 

answers are to be found. 

Recommendations 

Several recommendations for future research are suggested 

based on the findings of this study. The study would need to be repli

cated with the same population before any conclusions can be drawn in 

reference to the theoretical model. Strong support existed from pre

vious research findings for the relationships predicted in the model. 

However, since the supporting studies were conducted with other popula

tions, the findings may not be relevant to this population. A replica

tion of the study resulting in similar findings would indicate the 

uniqueness of this population and the need to respecify the theoreti

cal model. Replicating the study with a less stressed parent popula

tion, such as might be found in a sample of parents with children 

hospitalized for minor surgery or for chronic conditions, would 
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indicate the amount of influence the emotional state of the parents 

had on the findings in this study. 

Alternative models for this population were suggested in the 

discussion of the theoretical issues. Future studies are recommended 

to test these models with this and other parent populations. The 

alternative models may provide a more accurate prediction for coping 

effort by specifying the major coping behaviors that account for the 

variance in coping effort. 

The research questions concerning the influence of parents' 

locus of control orientation on their coping effort remain unan

swered. A methodological study is recommended to construct and test a 

locus of control instrument that can be used with this population. In 

addition to the locus of control, the cognitive style of the subjects 

may be a key control variable for predicting coping effort of this 

population. An instrument indexing cognitive style could be used in a 

replication of this study to determine if the predicted relationships 

are influenced by subjects with different cognitive styles. 

The Control Preference Instrument constructed for this study 

demonstrated some potential for indexing the desire for control with 

this population. A methodological study is recommended to develop 

this instrument by revising the present items and adding additional 

items. Desired control was one of the variables identified in the dis

cussion of the alternative models for predicting actual control. 

The magnitude estimation instrument constructed for this study 

should be refined and subjected to validation tests prior to further 
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use. Some stimuli need to be revised for greater clarity and the 

operational definitions tested for construct validity. A methodolog

ical study is recommended for constructing and testing Likert-type 

scales from the magnitude estimation scales in order to validate the 

greater precision of ratio level scales in comparison to categorical 

scales when indexing clinical nursing phenomena (A. S. Hinshaw, 

personal communication, 1984b). 

Summary 

The central purpose of this study was to investigate the influ

ence of expectation of events, situational control and situational 

anxiety on the coping effort of parents of acutely ill hospitalized 

children. Two of the factors, expectation of events and situational 

anxiety were found to be predictors of coping effort. Situational con

trol was not found to be a predictor of coping effort for this parent 

population. The findings were interpreted and discussed and limita

tions of the study noted in this chapter. Theoretical and methodolog

ical issues emerging from the study were addressed. Implications were 

presented in relation to theory construction and clinical nursing prac

tice. Finally, recommendations for further research were suggested in 

relation to theory construction and instrumentation. 
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DEMOGRAPHIC DATA FORM 

STUDY: FACTORS INFLUENCING THE COPING EFFORT OF PARENTS OF HOSPITALIZED 
CHILDREN 

Subject Information: 

10 No. ______ __ 

Marital Status 
11 Married 
~ Separated = 
3 Divorced 
4 Single = 
Education: 
1) Eighth grade or less 
2 Some high school 
3 High school graduate 
4 Trade/business school --
5 Some college --
6 College graduate 
7 Graduate or profes

sional degree 

Number of Children _____ _ 

Date ----------------
Working Outside Home: 
1 ~ Full time __ 
2 Part time 
~ None = 
Gross Family Income 
1 $60,000 and above 
2 $50,OOO-$59.999 ---
3 $40.000-$49.999 ---
4 $30,000-$39.999 
5 $20.000-$29.999 
6 $10.000-$19.999 
7 Below $10,000 

Social Support: ---'yes ___ no 
Mother's Age _______ _ 

Date of Prior Hospitalization of Any Child in Family __________ _ 
Family Residence: (i) Local __ (2) In State (3) Out of State 
Average Length of Time Spent with Hospitalized Child: 

1~ All the Time (Day and Night) __ 
2 Part of the Time Each Day 
3 Less than Daily = 

Hospital Insurance: ---'yes 
Child's Information: 

__ no 

Code No. ____________ Age Sex _____ _ 

Birth Order No. Days in Hospital ____ _ 
Diagnosi s: Primary _______________________ _ 

Secondary ____________________ _ 
None ________________________ _ 

Admi ss ion Date __________________________ _ 

Room: (1) Single __ (2) Double __ (3) Three or more beds ___ _ 

Subject Retest Information: 

Control Preference Instrument and Levenson's Locus of Control 
Instrument: Yes No Date ____________ _ 
Magnitude Estimation Instrument: Yes No Date _____ __ 
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MAGNITUDE ESTIMATION INSTRUMENT 

Operational Definitions of the Concepts 

Expectation of Event means you anticipate, expect or know ahead of 
time that some event or situation might happen. When your child is in 
the hospital, some events happen that you expect more than other 
events. This is, some events are more expected to happen than others. 
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Situational Control means you have influence or say over what happens 
to your child. When your child is hospitalized, you have more influence 
or say over some events or situations involving your child than over 
others. In other words, you have more control over some situations 
than you do over others. 

Situational Anxiety means you feel tense, nervous, worried, uncomfortable 
or uneasy about some event or situation involving your hospitalized 
child. Some events cause you to feel more worried or uneasy than other 
events. That is, some events or situations cause you to feel more 
anxious than others. 

Coping Effort means how much physical and/or emotional energy an event 
or situation requires of you for you to adjust to or handle the situa
tion. When your child is in the hospital, some situations involving 
your child require more energy of you than others. In other words, 
some situations require more effort to cope with than others. 

Figure B-1. Operational Definitions of the Concepts for the 
Investigation of Factors Influencing the Coping Effort 
of Parents of Hospitalized Children 



MAGNITUDE ESTIMATION INSTRUMENT 

SET OF STIMULI EVENTS 

Events Commonly Experienced by Parents When 

Their Child is Hospitalized 

1. Your child is not eating. 
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2. You have to leave your other children to be with your sick child. 

3. You are unfamiliar with the hospital routine. 

4. You have to wait for test results. 

5. You have added financial responsibilities due to your child's 
illness. 

6. Your child is taken from you for a procedure. 

7. Your child is not sleeping. 

8. You don't know how long your child will be in the hospital. 

9. Your child's sleep is interrupted. 

10. You don't know how serious your child's condition is. 

11. Your child is improving. 

12. You don't know if your child will be watched when you leave. 

13. You have to wait for the doctor to see your child. 

14. You are asked to leave your child during a procedure. 

15. You are unable to stay with your child due to family responsi
bilities. 

16. Your child is surrounded by strange machines and apparatus. 

Figure B-2. Set of Stimuli Events for the Investigation of Factors 
Influencing the Coping Effort of Parents of Hospitalized 
Children 



MAGNITUDE ESTIMATION INSTRUMENT 
DATA SHEET 

Study: Facton Influtnclng IDI _______ _ 

the Coping Effort of 
Parents of Hospitalized 
Children 

Elents Experienced by Parents 

A. Your child Is not eating. 

B. You have to I elYe your 
other children to be with 
your sick Child. 

C. You are unfemll lar with 
the hospital routine. 

D. You have to wait for 
test results. 

E. You hive added financial 
responslbll Itles due to 
your child's l11nHs. 

F. Your child is taken fr'Olll 
you for a procedure. 

G. Your child is not sleep-
Ing. 

H. You don't know how long. 
your chtld 11m be in • 
the hOspital. 

I. Your child's sleep is 
InternJpted. 

J. You don't know how 
serious your child's 
condl tlon is. 

K. Yo~r child Is i"",roving. 

L. You don't kno .. if your 
child ,,111 be .. atched 
when you leave. 

H. You have to wait for the 
doctor to see your child. 

N. You are asked to leave 
your child during I 
procedure. 

O. You are unable to stay 
wi th your chl1 d due to 
family resronsibll1tles. 

P. Your chi I d Is surrounded 
by strange machines and 
apparatus. 

Date (Test) _____ _ 

Date (Reust) ____ _ 

Expectation Situational SI t~tlOIIII Coping 
of Event Control wlety Effort 

Number Line " .. ber Line Humber Line Number Line 

.-

Figure B-3. Data Sheet for the Investigation of Factors Influencing 
the Coping Effort of Parents of Hospitalized Children 
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INDUCTIVE STUDY REPORT 

STRESSFUL EVENTS ENCOUNTERED BY PARENTS OF 

HOSPITALIZED CHILDREN 
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The purpose of this exploratory study was to identify stressful 

events or situations encountered by parents of hospitalized children 

(Schepp, 1981). The stressful events identified and described by par

ents were used as empirical support in the formulation of a theory to 

predict and explain factors influencing the coping behavior of parents 

in the hospital setting. The stressful events were also used to vali

date the findings of other exploratory studies of parents' perceptions 

of their hospital experience. 

The need for psychological preparation of parents to the hos

pital experience has been well documented in the nursing and medical lit

erature (Chodoff, Friedman & Hamburg, 1964; Frieberg, 1972; Miles, 1979; 

Wolfer & Visintainer, 1975). Psychological preparation of parents has 

been reported to be beneficial in assisting parents to cope with the 

stresses they experience when their child is hospitalized. However, lit

tle has been reported about the factors actually responsible for influ

encing the parents' coping behavior in response to the stresses. Before 

a theory could be formulated, more information was needed from the par

ents' perspective that identified and described more clearly the events 



parents perceived as stressful. This study provided the underlying 

information needed to formulate the theory. 

Methodology 
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This inductive study utilized an exploratory design with a 

semistructured, focused interview. All subjects were asked to respond 

to the question: what things have happened while your child has been in 

the hospital that are the most stressful for you? 

Sample and Setting 

The subjects for the study were thirty parents whose children 

were hospitalized on the pediatric unit of a general hospital. Both 

mothers and fathers were included as subjects. Any parents interested 

in participating in the study were included as subjects. 

The children of the subjects ranged in age from one day to five 

years. The childrens' diagnoses included acute, chronic, surgical and 

non-surgical conditions. Likewise, the seriousness of the children's 

conditions varied. The length of time the children had been hospital

ized prior to the subjects' interview ranged from one day to two weeks. 

Data Collection 

Parents who were present on the pediatric unit when interviews 

were conducted were asked if they would like to participate in the study 

by responding to the question: what things have happened while your 

child has been in the hospital that are the most stressful for you? Par

ents who agreed to participate were assured of their anonymity and 
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confidentiality of their responses. Twenty three subjects were mothers. 

Three subjects were fathers. Two interviews were conducted with both 

parents. The interviews ranged from thirty minutes to one hour. During 

the interview, the subjects' responses to the question posed to them 

were recorded in exact quotes as nearly as possible. 

Data Analysis and Interpretation 

The data consisted of several quotes from each interview describ

ing situations the subjects perceived as stressful. The data was ana

lyzed by listing the quotes and deleting quotes that pertained to 

similar events or situations, i.e., "My child doesn't eat"; or "The doc

tor doesn't answer my questions." Thirty seven quotes were selected as 

identifying and describing different stressful events perceived by the 

subjects. The events were left in the form of quotes to provide more in

formation about the context of the events which was later used in identi

fying factors that were believed to have influenced the parents' coping 

behavior, i.e., whether the parent expected the events and had control 

over the events, and whether the events generated anxiety for the par

ent. The thirty seven quotes are listed below. 

Limitations of the Study 

Several limitations can be identified in this study. The relia

bilityof the data could not be tested formally; however, the use of a 

tape recorder to record the subjects' responses would have assured 

greater accuracy in the data than was possible by hand writing the 
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subjects I responses. The validity of the data was not formally 

estimated. Informally, the stressful events identified by the subjects 

have been described in the literature as being stressful. However, an 

operational definition of stressful event may have improved the validity 

of the subjects I responses. Other major limitations in this study are 

the informal design and the data collection procedure which could have 

influenced the data that was collected. 

Conclusion 

The data obtained from this study consisted of thirty seven 

quotes by parents describing stressful events they encountered during 

their child's hospitalization. The information was used to provide 

empirical support for initial formulation of a theory to predict and 

explain factors influencing the coping behavior of parents .when their 

child is hospitalized. 

LIST OF QUOTES 

1. liThe nurse woke him up to take his temperature. Held finally 
gotten to sleep. He hasn't slept for 48 hours. I wish she could 
have let him sleep." 

2. "I never know when I can talk to the doctor. He doesn't come in 
and I have so many things I want to ask him." 

3. "I don't even know who the baby's doctor is. There's so many 
different people coming in here all the time." 

4. liThe doctor hasn't been in to see the baby for two days. How can 
he know how she is doing if he doesn't even see her, let alone 
examine her? 

5. "Oh, I don't want them to shave his head for the IV." 
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6. "Why do they have to draw blood every day when the doctor says he l s 
doing OK? I think they just want to make more money or let 
somebody get more practice. 1I 

7. "I just hate it when they have to keep sticking him to get that IV 
in. Some of the nurses are so good but then therels some that just 
canlt do it.1I 

8. liThe doctor wonlt let me feed the baby. He wonlt let him have 
anything to eat. Hels got to have food or he wonlt get better.1I 
(Child is NPO for 0 & 0 treatment.) 

9. "Itls so hard when hels in that tent (02). He cries and I just 
want to pick him up and hold him.1I 

10. "I donlt like it when you have to wait so long to find out the 
results of the blood tests. Nobody ever tells you. 1I 

11. "I wanted to stay with him (child) when they took him in for the 
X-ray, but they wou1dn lt let me. 1I 

12. liThe nurses are real good but they are so busy so I donlt ask them 
a lot of questions. The social worker used to keep me informed and 
tell me what was happening but shels at a conference for a week. 1I 

13. "I wish I could pick who the babyls nurse was going to be. Some of 
them are so patient with him, but some arenlt.1I 

14. lilt just hurts ~e so much when they stick him (draw blood). I wish 
they could stick me instead of him.1I 

15. "It makes it hard when hels so fussy. Then you finally get him to 
sleep and then the doctor comes in to examine him. Then hels wide 
awake fussing again.1I 

16. "One doctor tells me one thing and another doctor tells me some
thing else. Who am I suppose to bel ieve?1I 

17. lIyou never know when the doctorls going to come. I want to go get 
something to eat but I hate to leave because if he comes while 11m 
gone I don I t know when I III see him agai n. II 

18. IIShe (nurse) woke him up to feed him and lid just gotten him to 
sleep." 

19. "I wish I knew when they are going to do the X-ray. 1111 probably 
just get him to sleep and then theylll come for him.1I 



20. lilt I S hard when you can I t understand what the doctor says. He 
talks so fast and I don't speak English too good." 
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21. liThe pediatrician told me that one doctor was going to do the 
surgery (emergency) then someone else came in and said he would be 
the surgeon. That made me so mad. How can they change (surgeons) 
1 i ke that and not even tell me what I s goi ng on?" (The on-call 
surgeon was different than the regular surgeon.) 

22. "Ilm so scared to hold her. 11m afraid the IV will come out. Then 
they'll have to stick her again." 

23. "You know how it is. You desperately want to find out the test 
results and there's no one to tell you." 

24. II Every thing is in metric. I don't understand that. I can't even 
tell if her temperature is up or down." 

25. "Oh, I just wish there's someone I could tell just how bad (her 
situation) it is." 

26. "Itls scary being here by myself when she's so sick. I wish my 
husband could be here." 

27. lilt was hard when we first came in. He (child) was so scared of 
everything and nobody would give him a minute to get used to the 
place." (Referring to the admission procedure.) 

28. "Itls so hard when they (child) are sick like that. You just 
worry. II 

29. "It's real hard to get here every day. (Live out of town and need 
to find transportation to the hospital every day.) The doctors say 
they might transfer him to another hospital (in hometown) but they 
don't know when. II 

30. "I can't sleep here (in the hospital) and 11m so exhausted." 

31. "I have to take care of the other kids at home too but I want to be 
here with her. I know she needs me the most, but I worry about the 
others, toO." 

32. "I haven't eaten for two days. I just can't eat. 11m so worried 
about him." (Mother of a 3 month old who is in for treatment of 
diarrhea and dehydration.) 

33. II I want them to operate now and fi x her heart before wi nter comes. 
She always catches so many colds in the winter because she's so 
weak." (They did do open heart surgery but the child died in leu.) 



34. "He's been sick now for three months and nobody knows what's wrong 
with him." 

35. liThe nurse said to leave the covers off of him (febrile infant) but 
I don't want him to get chilled." (Mother continues to bundle 
child.) 

36. "It I s so hard when they took him to surgery. I walked with them 
(infant in crib and OR attendant) to the elevator. Then the 
elevator door closed and he was gone. I just wanted to stay with 
him. " 

37. "The doctors said we would be able to take him home this morning. 
We1ve waited all day to go. One of the doctors lost the EKG and 
they don't want to discharge him (child in for heart catheteriza
ti on) until they fi nd it and compare it to the fi rst EKG they did." 
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Figure D-1. List of Thirty-One Stimuli Events for the Investigation 
of Factors Influencing the Coing Effort of Parents of 
Hospitalized Children 

LIST OF THIRTY ONE (31) STIMULI EVENTS 

Events Experienced by Parents When 

Their Child is Hospitalized 
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1. The child cries as if in pain (Chan & Leff, 1982; Lybarger, 1979). 

2. The child1s sleep is interrupted (Hagemann, 1981; Lybarger, 1979; 
Schepp, 1981). 

3. The parent is not informed of the treatment plans (Chan & Leff, 
1982; Ritter & Klinzing, 1980; Schepp, 1981). 

4. The child is restrained for a procedure (Bivalec & Berkman, 1976). 

5. The child cries as the parent leaves (Chan & Leff, 1982). 

6. The parent hears the child crying during a procedure (Bivalec & 
Berkman, 1976; Chan & Leff, 1982; Miles, 1979). 

7. The parent is unable to get information on the seriousness of the 
child1s condition (Binger, Ablin, Feverstein, Kusher, Zoger, & 
Mikkelson 1969; Comaroff & Maguire, 1981; Schepp, 1981). 

8. The child is not improving (Chan & Leff, 1982; Comaroff & Maguire, 
1981). 

9. The parent is not sure how to care for the child in special treat
ment apparatus (Lybarger, 1979; Schepp, 1981). 

10. The parent does not understand the medical language (Comaroff & 
Maguire, 1981; Kirkpatrick, Hoffman & Futterman, 1974; Schepp, 
1981). 

11. The parent is unable stay with the child due to family responsibili
ties (Miles, 1979). 

12. The parent is unable to provide the care for the child due to the 
technical nature of the care (Miles, 1979). 

13. The parent has no one to talk to about his/her feelings and con
cerns (Lybarger, 1979; Schepp, 1981). 



14. The parent gives up responsibility for the child's care (Chan & 
Leff, 1982; Ritter & Klinzing, 1980). 

15. The child is surrounded by strange machines and apparatus 
(Lewandowski, 1980). 
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16. The parent is not able to ask questions (Chan & Leff, 1982; Schepp, 
1981). 

17. The parent is asked to leave the child during a procedure (Schepp, 
1981). 

18. The parents I questions are not answered (Bogdan, Brown & Foster, 
1982). 

19. The parent is waiting for update on child's condition (Bogdan et 
al., 1982; Comaroff and Maguire, 1981). 

20. The parent is waiting for tests to be done (Ritter & Klinzing, 
1980; Schepp, 1981). 

21. The parent does not know if the child will be watched if he/she 
leaves (Chan & Leff, 1982; Schepp, 1981). 

22. The child is not sleeping (Hagemann, 1981; Schepp, 1981). 

23. The parent is waiting for test results (Schepp, 1981). 

24. The parent is waiting for the doctor to see the child (Schepp, 
1981). 

25. The parent does not know how long the child will be hospitalized 
(Comaroff & Maguire, 1981; Freiberg, 1972; Meng, 1980; Schepp, 
1981). 

26. The child does not act like him/herself (Lewandowski, 1980; Schepp, 
1981). 

27. The parent is unable to stop the child's suffering (Fletcher, 1981; 
Schepp, 1981). 

28. The child is not eating (Schepp, 1981). 

29. The parent is unfamiliar with the hospital routine (Miles, 1979; 
Schepp, 1981). 

30. The parent is not informed about reasons for the procedures (Ritter 
& Klinzing, 1980). 

31. The parent does not have information to prepare the child for a 
procedure (Ritter & Klinzing, 1980). 



Subject Code ', ___ _ 

DATA SHEET FOR CLINICAL PRETEST 

Study: THE INFLUENCE OF EXPECTATION OF EVEIITS AND SITUATlONJll CONmOL ON TIlE COPING 
EFFORTS OF PARENTS OF HOSPITALl ZED CHI LOREN 

:.tlmull 

vents Experienced Iu' parents 

1. Cries in pain 

2. Sl eep interrupted 
3. Rx dl!i:isions unknown 
4. Restrained 

5. Cries as leave 
6. Hear cry 

7. Seriousness of condition 

B. Not improvi nq 
, 

9. How to care 

O. Medical Janouaae 
1. Unable to stay 

2. Unable to provide care 

3. Talk to 
4. Relinquish responsiblHty 

5. Stranoe machtnes 
6. Ask auestions 

7. Asked to leave 

B. Ouestions not anslfe,ed 

9. Walt uodate 

O. Walt tests done 

1. watched 
2. Hot 51eeoina 

3. Wait test results 

4. Wait doctor 

5. Lenath of stav 

6. IIot act sel f 

7. Hot comfort 
B. Hot eat 

9. Routine 

O. RelSons for procedure 

bi. Preoare child 

~Expectatlon of Events 
Situational Control 

3Coplng Effort 

Vlrllbll5 

[£1 SC 2 CE 3 

, 

167 

Figure 0-2. Data Sheet for the Clinical Pretest for the Investigation 
of Factors Influencing the Coping Effort of Parents of 
Hospitalized Children 
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Intensity of Coping Effort Rating Form for Stimuli 

St1 mull Intensity of Copina Effort-
Events Experienced by Parents No Slight Moderate Great 

Effort Effort Effort Effort 

l. Cries in paill 

2. Sleep interrupted 

3. Rx decisions un~nown 
4. Restrained 

5. Cri es as 1 eave 

6. Hear cry 
7. Seriousness of condition 
8. Not i mprov i ng I 

9. How to care 
10. Medi cal 1 anauage 
II. Unable to staY 
12. Unable to provide care 
13. Talk to 
14. Relinquish responsibility 
15. Strange machines 
16. Ask Questions 
17. Asked to leave 
12. Ouestions not answered 
19. Wait update 

20. Wait tests done 
2l. Watched 
22. Not sleeping 

23. Wait test results 

24. Wait doctor 
25. Lenoth of stay 
[26. Not act sel f 

27. Not comfort 
28. Not eat 
29. Routine 
30. Reasons for procedure c 

31. Prepare child 

• P- Parent N- Nurse OD Other 

Figure D-3. Intensity of Coping Effort Rating Form for Stimuli in the 
Investigation of Factors Influencing the Coping Effort of 
Parents of Hospitalized Children 



No Coping Effort: 

INTENSITY OF COPING EFFORT 

GROUPING FOR STIMULI EVENTS 

3. You are unfamiliar with the hospital routine. 
9. Your child's sleep is interrupted. 

11. Your child is improving. 
16. Your child is surrounded by strange machines and apparatus. 

Slight Coping Effort: 
1. Your child is not eating. 
7. Your child is not sleeping. 

12. You don't know if your child will be watched when you leave. 
14. You are asked to leave your child during a procedure. 

Moderate Coping Effort: 
4. You have to wait for test results. 
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5. You have added financial responsibilities due to your child's 
illness. 

13. You have to wait for the doctor to see your child. 
15. You are unable to stay with your child due to family responsi

bilities. 

Great Coping Effort: 
2. You have to leave your other children to be with your sick child. 
6. Your child is taken from you for a procedure. 
8. You don't know how long your child will be in the hospital. 

10. You don't know how serious your child's condition is. 

*Numbers correspond to Set of 16 Stimuli in Appendex B 

Figure D-4. Intensity of Coping Effort Grouping for Set of Sixteen 
Stimuli Events in the Investigation of Factors In
fluencing the Coping Effort of Parents of Hospitalized 
Children 
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Figure E-l. Magnitude Estimation Instrument: Training Session for 
Proportional Judgments 

MAGNITUDE.ESTIMATION INSTRUMENT 

THE TRAINING SESSION FOR:PROPORTIONAL JUDGEMENTS 
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The following training session ·was carried out with each 

subject prior to obtaining the magnitude estimation and line production 

judgements. 

Proportional numbers:* 

Let's work for a while on the methods by which you will be 
glvlng your responses. For these responses, I would like for 
you to be thinking in proportional terms. Now, this may sound 
simple and rather silly, but to be sure we are together in our 
thinking, let's practice with a few numbers: Given the number 
100** ••• I'd like for you to give me a number which is 

5 times as large (500) 

1/2 as large (50) 

2 times as large (200) 

2/3 as large (66.6) 

10 times as large {lOaD} 

3/4 as large (75) 

1/3 as large (33.3) 

Now, note what you have done. You have given all these numbers 
in proportion to the first number ••. 100**; i.e., 500 is 5 
times as large and 50 is 1/2 as large. 

* This training session was developed by Hinshaw and Field (1974) and 
used with Hinshaw's permission. Where one asterisk appears it always 
refers to this note. 
** The number 100 was used in this study instead of the number 10. 
Where two asterisks appear, they wi'll always refer to this note. 
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Proportional Rating of Food:*** 

Now, I'd like to rate some foods in proportions. I will show 
you a list of food. After reading the list, select one of the 
foods that you consider average in taste for you. That is, you 
neither dislike nor like that food very much. We'll assign the 
number 100 to the food you selected. (Remove the 3 x 5 card 
with the subject's selected food listed on it and shuffle re
maining cards.) Now, I would like for you to pick a card and 
tell me how much more or how lnuch less you like or dislike the 
food listed on the card in proportion to the food you selected 
as average. The average food is 100 units. How much more or 
less do you like that food? For example, if you like it two 
times more, we'll give it 200 units. If you like it half as 
much, we'll give it 50 units. (Repeat this procedure with the 
other foods as necessary until subject uses proportions.) 

Ice Cream 
Steak 
Je110 
Tossed Salad 
Pie 
Lobster 
Potato 
Green Beans 
Skim Milk 
Stale, Moldy Bread 
Chicken 

Proportional Rating of Dbts:* 

List of Food 

Let's take another practice run thinking in proportional terms. 
Here are a series of dots. (Giv2 the subject the 5 x 8 card 
with the series of dots.) ltd like you to estimate the dis
tance of the dots above the line; I will mark down your response 
on this paper. To the extent that your answers approximate a 
straight line, then you have the method down correctly. OK, 
the first dot is 100** units above the line. • • . 

*** This training session was developed by Gerber and Hinshaw (1980) 
and used with their permission. 
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• 

• 

• 

• 
o 

• 

1 2 3 4 5 6 7 

The above figure will be presented to the subjects on a 5 x 8 

card. Each subject's response will be charted on log-log graph paper 

as she gave them, and a line will be drawn connecting the subject's 

charted responses. If the correct responses**"are given: 

#1 = 100 
#2 = 200 
#3 = 50 
#4 = 66.6 
#5 = 150 
#6 = 75 
#7 = 300 

the line will be straight. (If the subject needs further training 

the following training session will be performed.) 



Proportional Rating of Lines:* 

I will now present you with a series of lines. The first 

line will be considered average and is equal to 100*** units. 

With each one of the lines on this card (give the card to 

the subject) I'd like you to proportionally estimate it in 

terms of the average line. If you think the line is twice 

as long, give it 200 units; if you think it is one-fourth as 

long, give it 2.5 units. You may compare these lines as 

closely as you like. 

(After the subject has given her estimates, the lines will be checked 

for accuracy.) 

Do you have any questions about giving your responses this 

way? We :will ;use this principle for the remainder of the 

responses. 

Proportional Line Productions: 

After the subject was able to give proportional judgments 

using numbers, she was trained to respond proportionally by drawing 

lines. She was shown a line 100 millimeters long on a 5 x 8 card. 

Using the same proportions as in the session on proportional numbers, 

the subject was asked to draw lines indicating those proportions. 

The lines were measured against lines of the accurate length for each 

proportion. The training session continued until the subject had 

demonstrated her abil ity to give proportional judgments using numbers 

and line production. 
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Figure E-2. Procedure for Administering the Magnitude Estimation 
Instrument 

PROCEDURE FOR ADMINISTERING THE 

MAGNITUDE ESTIMATION INSTRUMENT* 

Instructions to Subjects 
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You have learned to give proportional judgements by using 

numbers and drawing lines. I would like you to use this same tech

nique to estimate the.pl acement of a set of events on four character

istics. First, I will show you a list of 16 events commonly experienced 

by parents when their child is hospital ized; Take a minute to read 

through them before we start. (Pause) With each characteristic, 

you will be asked to select one of the events as a standard or aver

age. It will be assigned 100 units, just like in the training session. 

Then you will be asked to judge the other events in proportion to the 

standard. For example, if you think a word has twice as much of the 

characteristic then assign it 200 units. If you think it has one 

fifth as much of the characteristic, give it a 20. If the event has 

none, give it a zero (0). 

After you assign a number to. an event, draw a line in propor

tion to this (show line) lOO·~illtmeter line that represents the aver-

age event. 
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Table F-l. Reliability Estimates: Test-Retest Pearson Correlation 
Coefficients for Magnitude Estimation Instrument with 
Individual Data from Numeric Estimation Modality (N = 240) 

Expecta-
tion of Situation- Situation- Coping 

Scale Events al Control al Anxiety Effort 

Expectation 
of Events .69* 

Situational 
Control .75* 

Situational 
Anxiety .81* 

Coping 
Effort .78* 

*Significant at p ~ .001. 
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Table F-2. Reliability Estimates: Test-Retest Pearson Correlation 
Coefficients for Magnitude Estimation Instrument with 
Aggregated Data from Line Production Modality (N = 16) 

Expecta-
tion of Situation- Situation- Coping 

Scale Events a1 Control a1 Anxiety Effort 

Expectation 
of Events .90* 

Situational 
Control .81* 

Situational 
Anxiety .98* 

Coping 
Effort .97* 

*Significarit at p < .001. 
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Table F-3. Reliability Estimates: Test-Retest Pearson Correlation 
Coefficients for Magnitude Estimation Instrument with 
Individual Data from Line Production Modality (N = 240) 

Expecta-
tion of Situation- Situation- Coping 

Scale Events a1 Control al Anxiety Effort 

Expectation 
of Events .69* 

Situational 
Control .76* 

Situational 
Anxiety .81* 

Coping 
Effort .77* 

*Significant at p 2. .001. 



Table F-4.' Factor Analysis of the Scale for Expectation of Events (N = 45 cases) 

Factor Loadings* 
Item # 
(N = 16) Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 . 

1 .80 
2 .74 
3 .82 
4 .62 
5 .89 
6 .91 
7 .78 
8 .74 
9 

10 .812 
11 
12 .73 
13 .71 
14 .79 
15 .82 
16 .75 

Eigenvalue 
(~ 1.00) 4.14 2.32 2.09 1.52 1.15 1.01 

Explained 
Variance 25.90 14.50 13.10 9.50 7.20 6.30 
Cumulative 
Variance 25.90 40.40 53.40 63.00 70.10 76.50 -*Factor loading ~.40; ~ .20 difference between loading on other factors. co 

0 



Tab 1e F-5. Factor Analysis of the Scale for Situational Control (N = 45 cases) 

Factor Loadings* 
Item # 
(N = 16) Factor 1 Factor 2 Factor 3 Factor 4 FaG tor 5 Factor 6 Factor 7 

1 .80 
2 
3 .80 
4 .68 
5 .89 
6 .78 
7 .89 
8 .89 
9 

10 .77 
11 
12 .91 
13 .80 
14 .79 
15 
16 .86 

Eigenvalue 
(~ 1.00) 3.59 2.19 1.83 1.29 1.15 1.09 1.00 
Explained 
Variance 22.40 13.70 11.50 8.10 7.20 6.80 6.30 
Cumulative 
Variance 22.40 36.10 47.60 55.60 62.80 69.60 75.90 

*Factor loading ~ .40; ~ .20 'difference between loading on other factors. I-' 
(Xl 
I-' 



Table f-6. Factor Analysis of the Scale for Situational Anxiety (N = 45· cases) 

Factor Loadings* 
Item # 
(N = 16) Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 Factor 6 

1 .80 
2 .60 
3 .82 
4 .67 
5 .86 
6 .91 
7 .63 
8 .76 
9 

10 
11 .65 
12 .87 
13 .67 
14 .90 
15 
16 .68 

Eigenvalue 
(~ 1.00) 4.70 1.81 1. 75 1.32 1.17 1.05 
Explained 
·Variance 29.40 11.30 10.90 8.30 7.30 6.60 
Cumulative 
Variance 29.40 40.70 51.60 59.90 67.10 73.70 

*Factor loading ~ .40; ~ .20 difference between loading on other factors. 
\-> 
co 
N 



Table F~7. Factor Analysis of the Scale for Coping Effort (N = 45 cases) 

Factor Loadings* 
Item # 

"(N = 16) Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 

1 .60 
2 .71 
3 .83 
4 .56 
5 .87 
6 .80 
7 .76 
8 .58 
9 .65 

10 
11 
12 .87 
13 .61 
14 .81 
15 
16 .73 

Eigenvalue 
(~ 1.00) 5.32 1.79 1.26 1.13 1.10 
Explained 
Variance 33.30 11.20 7.90 7.10 6.90 
Cumulative 
Variance 33.30 44.50 52.40 59.40 66.30 

*Factor loading ~ .40; ~ .20 different between loading on other factors. ..... 
OJ 
W 
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Table G-1. Pearson Correlation Coefficients between Numeric 
Estimation Data and Line Production Data for Individual 
Data Sets (N = 720) 

Expectation Situational Situational Coping 
Scale of Events Control Anxiety Effort 

Expectation .978* 
of Events 

Situational .994* 
Control 

Situational .985* 
Anxiety 

Coping .981* 
Effort 

*Significant at p ~ .001. 
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Table G-2. Pearson Correlation Coefficients between Retest Numeric 

Estimation Data and Retest Line Production Data for 
Aggregated Data Sets (N = 16) 

Expectation Situati ona 1 Situational Coping 
Scale of Events Control Anxiety Effort 

Expectation .996* 
of Events 

Situational .925* 
Control 

Situational .911* 
Anxiety 

Coping .989* 
Effort 

*Significant at p ~ .001. 
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Table .G-3. Pearson Correlation Coefficients between Retest Numeric 
Estimation Data and Retest Line Production Data for 
Individual Data Sets (N = 240) 

Expectation Situational Situational Coping 
Scale of Events Control Anxiety Effort 

Expectation .989* 
of Events 

Situational .997* 
Control 

Situational .988* 
Anxiety 

Coping .994* 
Effort 

*Significant at p ~ .001. 
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LEVENSON'S LOCUS OF CONTROL INSTRUMENT* 

Directions: Below is a series of attitude statements. Each 
item represents a commonly held opinion. There are no right or wrong 
answers. You will probably disagree with some items and agree with 
others. I am interested in the extent to whi ch you agree or di sagree 
with each item. Beside each item is a scale which ranges from 
strongly disagree (1) to strongly agree (6). Circle the number that 
represents the extent to which you disagree or agree with each item. 
Please answer each item carefully but do not spend too much time on 
anyone item. Your first impressions are usually the best. Your re
sponses will be kept confidential. 

1. Whether or not I get to be a leader 
depends mostly on my ability. 

1 3 4 5 6 

2. To a great extent my life is controlled 
by accidental happenings. 

1 2 3 456 

3. I feel like what happens in my life is 
mostly determined by powerful people. 

1 2 345 6 

4. Whether or not I get into a car accident 1 2 3 4 5 6 
depends mostly on how good a driver I am. 

5. When I make plans, I am almost certain to 1 2 3 4 5 6 
make them work. 

6. Often there is no chance of protecting my 1 2 3 4 5 6 
personal interest from bad luck happenings. 

7. When I get what I want, it's usually be- 1 2 3 4 5 6 
cause I'm lucky. 

8. Although I might have good ability, I 1 2 3 4 5 6 
will not be given leadership responsi-
bility without appealing to those in 
positions of power. 

9. How many friends I have depends on how 1 2 3 4 5 6 
nice a person I am. 

10. I hav~ often found that what is goirlg to 
happen will happen. 

11. My life is chiefly controlled by powerful 
others. 

12. Whether or not I get into a car accident 
is mostly a matter of luck. 

1 234 5 6 

1 234 5 6 

1 2 3 4 5 6 
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13. People like myself have very little chance 1 2 3 4 5 6 
of protecting our personal interests when 
they conflict with those of strong pres-
sure groups. 

14. It's not always wise for me to·plan too 1 2 3 4 5 6 
far ahead because many things turn out to 
be a matter of good or bad fortune. 

15. Getting what I want requires pleasing 1 2 3 4 5 6 
those people above me. 

16. Whether or not I get to be a leader 1 2 3 4 5 6 
depends on whether I'm lucky enough to 
be in the right place at the right time. 

17. If important people were to decide they 1 2 3 4 5 6 
didn't like me, I probably wouldn't make 
many friends. 

18. I can pretty much determine what will 1 2 3 4 5 6 
happen in my life. 

19. I am usually able to protect my personal 1 2 3 4 5 6 
interests. 

20. Whether or not I get into a car accident 1 2 3 4 5 6 
depends mostly on the other driver. 

21. When I get what I want, It's usually 1 2 3 4 5 6 
because I worked hard for it. 

22. In order to have my plans work, I 1 2 3 4 5 6 
make sure that they fit in with the 
desires of people who have power over me. 

23. My life is determined by my own actions. 1 2 3 4 5 6 

24. It's chiefly a matter of fate whether or 1 2 3 4 5 6 
not I have a few friends or many friends. 

*Levenson & Miller. 1976. 



Internal Seal e: 

SCORING INSTRUCTIONS FOR LEVENSON'S 

LOCUS OF CONTROL INSTRUMENT 

Items 1, 4, 5, 9, 18, 19, 21, 23 

Powerful Others Scale 

Items 3, 8, 11, 13, 15, 17, 20, 22 

Chance Scale: 

Items 2, 6, 7, 10, 12, 14, 16, 24 

Sum the numbers circled for the items in each of the three 
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scales. The scale with the highest score will indicate the subjects' 

locus of control orientation. Subjects scoring highest on either the Pow

erful Others Scale or the Chance Scale will be considered extrenally con

trol oriented.* Subjects scoring highest on the Internal Scale will be 

considered internally control oriented. 

*Specific to this study. 
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Table I-I. Reliability Estimates: Levenson1s Internal Locus of Control Scale (N = 45) 

Correlations 
Item 

Item-Itemb 

Item # Meana S.D. (r = .30 to .70) 

(Values computed on 8 items) 

Average 4.62 1.22 

4.93 1.07 1/7 

4 2.98 1.80 3/7 

5 5.09 1.04 3/7 

9 3.51 1.83 0/7 

18 4.24 1.58 3/7 

19 5.22 .97 2/7 

21 5.56 .72 0/7 

23 5.44 .72 0/7 

I tem
Subsca1e 
(r ~ .50) 

.02c 

.44c 

.54 

_.OOc 

.34c 

.44c 

.16c 

_.OOc 

1/8b 

Scale Source: I, P, and C Scales (Levenson, 1974) 

~Range of scores: 0 (Lo) to 6 (Hi) 
Ratio of correlations meeting criteria 

cDid not meet criterion correlation 

Item
Scale 

(r ~ .40) 

_.04c 

_.02c 

-.02c 

.30c 

_.30c 

_.03c 

.13c 

_ .13c 

O/8b 

Total Scale 

Coefficient Alpha 

Unstd. Std. 

.49 .50 

Theta 

.64 

N 
a ..... 



Table 1-2. Reliability Estimates: Levenson's Locus of Control 
Total Scale and Subscale Pearson Correlations 

Scale 

Internal Subscale 

Powerful Others 
Subscale 

Chance Subscale 

Total Scale 

*Significant at p ~ .05 

Internal 
Subscale 

1.00 

Powerful 
Others 
Subscale 

-.044 

1.00 

Chance 
Subscale 

-.38* 

.35* 

1.00 

Total 
Scale 
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.32* 

.72* 

.64* 

1.00 



Table I~3. Reliability Estimates: Levenson's Powerful Others Locus of Control Scale (N = 45) 

Correlations Total Scale 
Item 

Coefficient Alpha Item-Itemb Item- Item-
Subscale Scale 

Item # Meana S.D. (r = .30 to .70) (r ~ .50) (r ~ .40) Unstd. Std. Theta 

(Values computed on 8 items) 
Average 2.39 1.26 .27 .32 .60 

3 1.89 1. 21 1/7 .31 c .41 

8 3.24 1.49 1/7 .30c .06c 

11 1.44 .92 2/7 .23c .33c 

13 2.73 1.44 2/7 _ .16c .04c 

15 2.42 1.34 0/7 .18c .23c 

17 1.58 1.03 0/7 .19c .02c 

20 3.53 1.47 2/7 _ .12c -.11 c 

22 2.27 1.19 0/7 .Olc .28c 

0/8b 1/8b 

Scale Source: I, P, and C Scales (Levenson, 1974) 
~Range of scores: 0 (Lo) to 6 (Hi) 
Ratio of correlations meeting criteria 

cDid not meet criterion correlation N 
o 
w 



Table 1-4. Reliability Estimates: Levenson's Chance Locus of Control Scale (N = 45) 

Correlations Total Scale 

Item b Item- Item- Coefficient Alpha Item-Item Subscale Scale 
Item # Meana S.D. (r = .30 to .70) (r ~ .50) (r ~ .40) Unstd. Std. Theta 

(Values computed on 8 items) 

Average 2.66 1.40 .55 .51 .67 

2 2.24 1.43 3/7 .37c .28c 

6 3.18 1.45 4/7 .54 .23c 

7 2.09 1.38 2/7 .27c .00c 

10 4.56 1.47 3/7 .41 c .15c 

12 1.87 1.21 0/7 -.09c .14c 

14 2.98 1.60 4/7 .59 .24c 

16 2.56 1.36 0/7 .03c .07c 

24 1. 78 1.20 0/7 -.Olc .04c 

2/8b 0/8b 

Scale Source: I, P, and C Scales (Levenson, 1974) 
~Range of scores: 0 (Lo) to 6 (Hi) 
Ratio of correlations meeting criteria N 

cDid not meet criterion correlation a 
.j::> 



Table 1-4. Reliability Estimates: Levenson's Locus of Control Total Scale (N = 45) 

Correlations Total Scale 

Item 
Item-Itemb Item- Item- Coefficient Alpha 

Subscale Scale 
Item # Mean a S.D. (r = .30 to .70) (r ~ .50) (r ~ .40) Unstd. Std. Theta 

(Values computed on 24 items) 
Average 3.22 .84 .37 .36 .78 

4.93 1.07 3/23 -.04c 

2 2.24 1.43 5/23 .28c 

3 1.89 1.21 4/23 .41 

4 2.98 1.80 8/23 -.02c 

5 5.09 1.04 5/23 _.02c 

6 3.18 1.54 6/23 .23c 

7 2.09 1.38 4/23 .00c 

8 3.24 1.49 4/23 .06c 

9 3.51 1.83 0/23 .30c 

10 4.56 1.47 7/23 .15c 

11 1.44 .92 4/23 .33c 

12 1.87 1. 22 1/23 .14c 

13 2.73 1.44 2/23 .04c 

14 2.98 1.60 6/23 .24c 

15 2.42 1.34 0/23 .23c 
N 
0 
(J"l 



Table 1-5.--Continued 

Correlations 
Item 

Item-Itemb 

Item a Mean S.D. {r = .30 to .70} 

(Values computed on 24 items) 
Average 3.22 .84 

16 2.56 1.36 0/23 
17 1.58 1.03 1/23 

18 4.24 1.58 7/23 
19 5.22 .97 2/23 

20 3.53 1.47 2/23 
21 5.56 .72 0/23 

22 2.27 1.19 0/23 

23 5.44 .72 1/23 
24 1. 78 1.20 3/23 

Item
Subscale 
{r ~ .50} 

Scale Source: I, P, and C Scales (Levenson, 1974) 

~Range of scores: 0 (Lo) to 6 (Hi) 
Ratio of correlations meeting criteria 

cDid not meet criterion correlation 

Item
Scale 

{r ~ .40} 

.23c 

.07c 

_.30c 

_.03c 

_.l1 c 

.l3c 

.28c 

_ .13c 

.04c 

1/24b 

Total Scale 

Coefficient Alpha 

Unstd. Std. 

.37 .36 

Theta 

.78 

N 
o 
(j) 
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Table 1-6 . . Factor Analysis of Levenson's Internal Locus of Control 
Scale (N = 45) 

Item # 
Factor Loadings* 

(N = 8) Factor 1 Factor 2 Factor 3 

1 .90 
4 
5 .80 
9 .70 

18 .79 
19 .77 
21 
23 .69 

Eigenvalue 
(~ 1.00) 2.26 1.41 1.24 

Explained 
Variance 28.20 17.60 15.50 

Cumulative 
Variance 28.20 45.80 61.30 

*Factor loading ~ .40; 
> .20 difference between loading on other factors. 



Table 1-7. Factor Analysis of Levenson's Powerful Others Locus of 
Control Scale (N = 45) 

Item # 
Factor Loadings* 

(N = 8) Factor 1 Factor 2 Factor 3 

3 
8 .63 

11 .72 
13 .75 
15 
17 .53 
20 .67 
22 .87 

Eigenvalue 
(,::, 1.00) 2.09 1. 73 1.30 

Explained 
Variance 26.20 21.60 16.30 

Cumulative 
Variance 26.20 47.80 64.10 

*Factor loading ~ .40; 
,::, .20 difference between loading on other factors. 
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Table 1-8. Factor Analysis of Levenson's Chance Locus of Control 
Scale (N = 45) 

Factor Loadings* 
Item # 
(N = 8)· Factor 1 Factor 2 Factor 3 

2 .69 
6 .78 
7 

10 .65 
12 .76 
14 .82 
16 .76 
24 -... .67 

Eigenvalue 
(~ 1.00) 2.42 1.41 1.17 

Explained 
Variance 30.30 17.70 14.60 

Cumulative 
Variance 30.30 47.90 62.50 

*Factor loading ~ .40; 
> .20 difference between loading on other factors. 
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CONTROL PREFERENCE INSTRUMENT 

Please indicate your response to each question by marking the 

line beside the statement you believe most strongly. 

1. You would prefer to help with your child during a procedure. 

or 

______ You would prefer to leave the procedure involving your child 
up to the professionals in charge. 

2. You would prefer to do the routine care such as bathing and 
feeding for your child. 

or 

______ You would prefer to let the professionals in charge do the 
routine care for your child. 

3. You would prefer to stay and watch your child while he/she 
is in the hospital. 

or 

You would prefer to leave and have the professionals in 
------charge watch your child while he/she is in the hospital. 
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INSTRUCTIONS FOR INTERPRETING AND USING RESPONSES 

TO THE CONTROL PREFERENCE INSTRUMENT 

212 

The first statement in each question indicates a desire for 

control while the second statement indicates a desire for no control. 

Subjects indicating a desire for control on at least two of the ques

tions will be placed in the Control Desired Group. Subjects indicating 

a desire for no control on at least two of the questions will be placed 

in the No Control Desired Group. The grouping of each subject will 

be used to validate that subject's group assignment resulting from 

her responses on Levenson's Locus of Control Instrument. The Control 

Desired Group would be expected to be internally oriented and the No 

Control Desired Group to be externally oriented. 
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THE UNIVERSITY OF ARIZONA 
HEALTH SCIENCES CENTER 
TU(,SON. ARIZONA 85714 
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IIUMAN SUWECTS COMMITTEE TELEPHONE: (601) 626-6711 or 61bo7S7S 

1609 N. WARREN (BUILDING 22D). ROOM 112 

Karen Schepp, MN, RN 
College of Nursing 
Arizona Health Sciences Center 

Dear Ms. Schepp: 

26 June 1984 

We are in receipt of your project, "Factors Influencing the Coping 
Effort of Parents of Hospitalized Children", which was submitted to 
this Committee for review. This prbject involves a survey in which 
the anonymity of the subjects is being maintained and poses no risk to 
the participating subjects. 

Regulations published by the U.S. Department of Health and Human 
Services (Section 46.l0l(b) (3)) exempt this type of research from review 
by our Committee .• Please be advised that approval is subject only to 
your department's policy and neither approval by this Committee nor a 
consent form are required. 

Thank you for informing us of your work. If you have any questions 
regarding the above, please contact this office. 

MN/pp 

Sincerely yours, 

Milan Novak, M.D., Ph.D. 
Chairman 
Human Subjects Committee 



INFORMED CONSENT 

SUBJECT CONSENT 
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TITLE: FACTORS INFLUENCING THE COPING EFFORT OF PARENTS OF HOSPITALIZED CHILDREN 

You,are being asked to voluntarily participate in a study aimed at learning more 

about the fa~tors that affect the coping effort of parents when their child is in the 

hospital. The information to be gained by this study will be useful in providing a bet

ter understanding of the hospital experience from the parents' persepctive. 

You have been selected becsuse your child is hospitalized for treatment of an acute 

illness. You will be asked to reserve about an hour to answer three questionnaires. You 

may be asked to respond a second time to one or two of the questionnaires at a later time 

which will take about a half hour. The interviews will be conducted in the hospital at 

your convenience. There are no known risks to you for participating in the study. 

You will be asked to judge a list of events commonly experienced by parents when 

their child is hospitalized. You will also be asked to indicate your belief in response 

to some general questions. There will be no costs or benefits to you as a result of your 

participation. However, what you are able to tell us may help us to better understand 

and assist other parents when their child is hospitalized. 

Please feel free to ask questions about the study at any time. You may withdraw from 

the study at any time without any change in the health care your child is receiving. Your 

responses to the questions are strictly confidential and will not be shared with others. 

Your responses will be grouped with the responses of other parents before being reported. 

The results of the study may be submitted for publication and anonymity will be maintained 

for all participants. 

I have read the above subjects' consent. The nature, demands, risks, and bene
fits of the study have been explained to me. I understand that I can question, 
refuse to answer or close the interview at any time without incurring ill will. 
I also understand that this consent form will be available to me upon request 
and filed in an area designated by the Human Subjects Committee with access re
stricted to the principal investigator or authorized representatives. 

Subject's Signature Date 

Witness's Signature Date 
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Table L-l. Demographic Data on the Sample: Marital Status (N = 45) 

Marital Status 

Married 

Divorced 

Single 

TOTAL 

N 

38 

5 

2 

45 

% of Sample 

85 

11 

4 

100 

Table L-2. Demographic Data on the Sample: Education (N = 45) 

Highest Level of Education N % of Sample 

Some high school 3 7 

High school graduate 14 31 

Trade/business school 3 7 

Some college 15 33 

College graduate 5 11 

Graduate or professional degree 5 11 

TOTAL 45 100 
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Table L-3. Demographic Data on the Sample: Income (N = 45) 

Gross Family Income N % of Sample 

$60,000 and above 2 4 

$50,000-$59,000 0 0 

$40,000-$49,000 4 9 

$30,000-$39,000 7 16 

$20,000-$29,000 11 24 

$10,000-$19,000 13 29 

Below $10,000 8 18 

TOTAL 45 100 

Table L-4. Demographic Data on the Sample: Work (N = 45) 

Working/Not Working Outside the Home 

Working full time 

Working part time 

Not working 

TOTAL 

N 

15 

7 

23 

45 

% of Sample 

33 

16 

51 

100 
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Table L-5. Demographic Data on the Sample: Age (N = 45) 

Years of Age 

Under 20 

20-24 

25-29 

30-34 

35-39 

TOTAL 

r~ean = 26.0 
S.D. = 4.7 
Median = 25.3 
Mode = 22.0 

20 

12 

9 

3 

45 

% of Sample 

2 

45 

28 

19 

6 

100 

Table L-6. Demographic Data on the Sample: Residence (N = 45) 

Family Residence 

Local 

In state/Not local 

TOTAL 

N 

41 

4 

45 

% of Sample 

91 

9 

100 
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Table l-7. Demographic Data on Children of the Sample: Age 

Age in Months 

2 
3 

4 

5 
6 

7 

8 

11 

12 
13 

14 

15 

16 

17 

18 

19 

23 
24 

TOTAL 

Mean = 7.69 
S.D. = 7.13 
Median = 5.25 
Mode = 1.00 

N 

13 

4 

2 

2 

2 

1 

3 

2 

3 

1 

2 

1 

2 

2 

45 

% of Sample 

30 

10 

4 

4 

4 

2 

8 

4 

8 

2 

2 

4 

2 

4 

2 

2 

2 

2 

4 

100 

220 



Table L-8. Demographic Data on Children of the Sample: Sex 

Sex 

Female 

Male 

TOTAL 

N 

18 

27 

45 

% of Sample 

40 

60 

100 
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Table L-9. Demographic Data on Children of the Sample: Birthorder 

Birthorder N % of Sample 

First born 20 45 

Second born 17 38 

Third born 6 13 

Fourth born 2 4 

TOTAL 45 100 



Table L-10. Characteristics of the Sample: Prior Hospitalization 
(N = 45) 

Number of Months since Prior 
Hospitalization of Any Child 
in Family N ~b of Sampl e 

No prior hospital experience 31 70 

7-12 months 8 18 

13-24 months 3 6 

25-36 months 2 4 

63 months 1 2 

TOTAL 45 100 

Table L-ll. Characteristics of the Sample: Hospital Insurance 
(N = 45) 

Hospital Insurance 

Insurance 

No Insurance 

TOTAL 

N 

40 

5 

45 

% of Sample 

89 

11 

100 
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Table L-12. Characteristics of the Sample: Number of Children 
(N = 45) 

Number of Children in the Family N % of Sample 

1 chi 1 d 20 45 

2 children 17 38 

3 children 6 13 

4 children 2 4 

TOTAL 45 100 

Table L-13. Characteristics of the Sample: Time Spent with Child 
(N = 45) 

Average Amount of Time Spent 
with III Child 

All the time (day and night) 

Part of the time each day 

TOTAL 

N 

33 

12 

45 

% of Sample 

73 

27 

100 
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Table L-14. Characteristics of the Sample: Social Support (N = 45) 

Someone to Provide Social 
Support to Subject 

Yes 

No 

TOTAL 

N 

39 

6 

45 

% of Sample 

87 

13 

100 

Table L-15. Characteristics of Sample: Care of Other Children 
(N = 25) 

Satisfactory Care of Other 
Children in the Family 

Yes 

No 

TOTAL 

N 

20 

5 

25 

% of Sample 

80 

20 

100 
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Table L-16. Characteristics of Children of the Sample: Hospital Days 
to Interview 

Number of Days Child Was Hospital-
ized Prior to Interview N % of Sample 

2 days 31 70 

3 days 10 22 

4 days 2 4 

5 days 2 4 

TOTAL 45 100 

Mean = 2.4 
S. D. = .79 

Table L-17. Characteristics of Children of the Sample: Total 
Hospital Days 

Tota 1 Number of Days Chil d 
Was Hospitalized N % of Sample 

2 days 8 18 
3 days 10 22 
4 days 12 27 
5 days 5 11 
6 days 3 7 
7 days 2 4 
8 days 1 2 

10 days 3 7 
13 days 1 2 

TOTAL 45 100 
Mean = 4.5 
S.D. = 2.5 
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Table L-18. Characteristics of Children of the Sample: Room 

Room N % of Sample 

Single room/isolation 35 79 

Single room/not isolation 2 4 

Double Room 2 4 

Three or more beds 6 13 

TOTAL 45 100 

Table L-19. Characteristics of Children of the Sample: Diagnosis 

Primary Diagnosis at the 
Time of the Interview N % of Sample 

Diagnosis not determined 30 67 

Respiratory Condition 9 20 

Gastro-intestinal Condition 4 9 

Cutaneous Condition 2 4 

TOTAL 45 100 
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Table L-20. Characteristics of the Sample: Subjects· Response to 
Control Preference Items (N = 45) 

Item 

lao You would prefer to help with 
your child during a procedure. 

lb. You would prefer to leave the 
procedure involving your child 
up to the professionals in 
charge. 

TOTAL 

2a. You would prefer to do the routine 
care such as bathing and feeding 
for your child. 

2b. you would prefer to let the pro-
fessionals in charge do the 
routine care for your child. 

TOTAL 

3a. You would prefer to stay and watch 
your child while he/she is in the 
hospital. 

3b. You would prefer to leave and have 
the professionals in charge watch 
your child while he/she is in the 
hospital. 

TOTAL 

Number of 
Responses 

26 

19 

45 

41 

4 

45 

45 

_0 

45 

% of 
Sample 

58 

42 

100 

91 

9 

100 

100 

0 

100 



Table L-2l. Pearson Correlation Coefficients among Demographic Variables 
(N = 45) 

Months-
Since 

Number Prior Time Help 
lIork ing of Hospit- Spent Length with 

Demogaphic Marital Outs ide Educa- Chil- aliza- with Mother's Child's of Hos- Proce- Routine 
Variables Status HOOle tion Income dren tion Child Age Age pital dures Care 

Marital 
Status 1.000 .005 -.306* .404* .017 .079 -.075 -.224 .253** -.148 .066 -.131 

Work ing 
Outside HOOle 1.000 -.160 .182 .170 .125 -.007 -.060 .044 .292** -.069 .285** 

Education 1.000 -.557* -.028 .320* .125 .638* -.143 -.103 .0478 -.201 

Income 1.000 -.137 -.223 -.115 -.715* .165 .256** .135 .130 

Number of 
Children 1.000 .196 -.020 .281** .108 .063 .065 -.010 

Months Since 
Prior Hospi-
tal Experi-
ence 1.000 .228 .307* -.045 -.105 .203 -.101 

Time Spent 
with Child 1.000 -.135 -.223 .289** -.007 .165 

Mother's Age 1.000 -.069 -.187 -.057 -.154 

Child's Age 1.000 .036 .172 -.252** 

Length of 
Hospital Stay 1.000 -.244 .320* 

Help with 
Procedures 1.000 -.267** 

Routine Care 1.000 

N 
*Significant at p < .05 N 

**Significant at p") .05 and p ~ .10. 00 
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Table M-1. Magnitude Estimation Data: Number of Zero Responses 
Given for Each Variable (N = 720) 

Variable 

Expectation 
of Events 

Situational 
Control 

Situational 
Anxiety 

Coping 
Effort 

N 

84 

247 

79 

75 

% of 
Responses 

12 

34 

11 

10 

Table M-2: Magnitude Estimation Data: Number of Responses from 
10,000 to 20,000 Given for Each Variable (N = 720) 

Variable 

Expectation of 
Events 

Situational 
Control 

Situational 
Anxiety 

Coping 
Effort 

N 

9 

5 

9 

12 

% of 
Responses 

.013 

.007 

.013 

.017 
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Table r~-3. Magnitude Estimation Data: 
for Each Variable (N = 720) 

Range of Medians 

Variable Lowest Median Highest Median Range 

Expectation 
of Events 10.375 501.667 491.292 

Situational 
Control 1.016 175.000 173.984 

Situational 
Anxiety .304 989.844 989.54 

Coping 
Effort 1.518 700.000 698.483 

Table M-4. Magnitude Estimation Data: Magnitude Range of 
Logarithmically Transformed Medians for Each Variable 
(N = 16) 

231 

Lowest Highest Magnitude 
Variable Median Median Range 

Expectation of Events 1.056 2.701 2.6:1 

Situational Control .304 2.246 7.4: 1 

Situational Anxiety .115 2.996 26.1 : 1 

Coping Effort .401 2.846 7.1: 1 
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Table M-5. Pearson Correlation Coefficients between the Variables 
in the Theoretical Model Using the Individual Data Set 
(N = 720) 

Expectation Situational Situational Coping 
Variables of Events Control Anxiety Effort 

Expectation 1.000 -.123* -.OlD .049 
of Events 

Situati onal 1.000 -.033 -.045 
Control 

Situational 1.000 .734* 
Anxiety 

Coping 1.000 
Effort 

*Significant at p ~ .05. 
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Stage I 

Expectation 
of Events 
(EE) 

Structural Equations: 
SC = (-.123)EE + e 

Stage II 

B = NS 

: ituationa 
Control (SC) 

2 R = .014 

SA = (NS)EE + (NS)SC + e 
CE = (.734)SA + e 

B = Standardized regression coefficient 
NS = Non Significant 

Stage II I 

Situational B = .734 
nxiety (SA) 

R2 = NS 

Figure N-1. Theoretical Model for Factors Influencing the Coping Effort of Parents 
of Hospitalized Children. -- Individual Data (N = 720) 

Stage IV 

{OPing 
ffort 

(CE) 

R2 = .537 



Stage I 

Expectation of Events 
(EE) 

Situational Control 
(SC) 

Situational Anxiety 
(SA) 

Structural Equation: 
CE ; (.057)EE + NS(SC) + (.734)SA + e 

B ; Standardized regression coefficient 

NS ; Non Significant 

Stage II 

Coping Effort (CE) 
R2 ; .540 

Figure N-2. Empirical Model for Factors Influencing the Coping Effort of Parents of 
Hospitalized Children. -- Individual Data (N ; 720) 
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o 6.42 -2.33 
o 2.B1 -Z.66 • 
o 1.10 -3.00 • o .56 OUT 

Figure 0-1. d 1 With the Individual Data. -- (N Histogram of Standardized ~esi ua s 
Situational Control (Equatlon 4.1) 

720) : 
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N OR MAL PROBABltITY·CP-P) PLOT 
STANDARDIZED RESlnUAl 

1.00 +------~~-+---------+---~-----+-------*** I *. I 
I * I 
I *** I 
I * I 

.75 + ** + 
I .* I 

0 I • I 
B I • I 
S I • *** I 
E .50 + • * + 
~ r • * I 
V t • ***** I 
E I *************- I 
D I * • I 

• 2 ~ + • + 
I • ". I 
I • I 
I * I 
I .* I 
+**-----~-+---------+~--~-----+---------+ EXPECTED 

.25 .5 .75 1.0 

Figure 0-2. Normal Probability Plot of Observed Standardized 
Residuals against Expected Residuals with the Individual 
Data. -- (N = 720): Situational Control (Equation 4.1) 
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SYMBOLS: 

• : 

* 

MAX N 
14 • 
28. 
58. 

Figure 0-3. Scatterplot of Standardized Residuals against Predicted 
Situational Control with the Individual Data. 
(N = 720) (Equation 4.1) 
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STANDARDIZED SCATTEROPOL9NT *dE~.l~ ACROSS - LGEEME W -.~ ~ ~ _ 
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3 t .. f SYMBOL;;: 
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32. 
07. 

Figure 0-4. Scatterplot of Expectation of Events (LGEEME) against 
Standardized Residuals for Situational Control with the 
Individual Data. -- (N = 720)(Equation 4.1) 
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3 1.29 1.00 :** 
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.29 -2.00 
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o .01 OUT 

• : • NORMAL CURVE) 

Figure 0-5. Histogram of Standardized Residuals with the Aggregated 
Data. -- (N = 16): Situational Anxiety (Equation 4.2) 
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NORMAL PROBABILITY CP-P) PLOT 
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+---------+---------+---------+---------+ EXPECTED 
.25 .5 .75 1.0 

Figure 0-6. Normal Probability Plot of Observed Standardized 
Residuals against Expected Residuals with the Aggregated 
Data. -- (N = 16): Situational Anxiety (Equation 4.2) 



"-STAN[fiR-rftie-ij--sc A TTER PLOT 
ACROSS - *RESIO DOWN - *PRED 
OUT ++-----+-----+-----+~-+-----+-----++ 

3 + + 
t.. I 

2
11 

+ + 
I I 

I
II 

+ + 
I .. I 
I .. .. I o + .. • .:. + 
I .. I 

-1 I • I oj. + 
I • I 
I I 

-2 + .. + 
I I 

_"" I I ;, + + 
OUT +, +--~~~+-----+~---+~~~~+~----++ 

-:3 -2 -1 0 1 2 3 OUT 

243 

SYfo'80LSz 

MAX N 
• 1 .. 
: 2. 

Figure 0-7. Scatterplot of Standardized Residuals against Predicted 
Situational Anxiety with the Aggregated Data. -- (N = 16) 
(Equation 4.2) 
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Figure 0-8. Scatterplot of Expectation of Events (LGEEME) against 
Standardized Residuals for Situational Anxiety with the 
Aggregated Data. -- (N = 16)(Equation 4-2) 
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Figure 0-9. Histogram of Standardized Residuals with the Individual Data. -- (N 
Coping Effort (Equations 4.3 and 4.4) 

720) ; 
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+---------+---------+---------+--~-----+ EXPECTED .25 .75 1.0 

Figure 0-10. Normal Probability Plot of Observed Standardized 
Residuals a9ainst Expected Residuals with the Individual 
Data. -- (N = 720): Coping Effort (Equations 4.3 and 
4.4) 
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Figure 0-11. Scatterp10t of Standardized Residuals against Predicted 
Coping Effort with the Individual Data. -- (N = 720) 
(Equations 4.3 and 4.4) 
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Figure 0-12. Scatterp10t of Situational Anxiety (LGSAME) against 
Standardized Residuals for Coping Effort with the 
Individual Data. -- (N = 720)(Equations 4.3 and 4.4) 
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Figure 0-13. Scatterplot of Expectation of Events (LGEEME) against 
Standardized Residuals for Coping Effort with the 
Individual Data. -- (N = 720)(Equation 4.4) 
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Figure 0-14. Histogram of Standardized Residuals with the Aggregated 
Data. -- (N = 16): Coping Effort (Equations 4.3 and 
4.4) 
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+****-----+---------+---------+---------+ EXPECTED 
.25 .5 .15 1.0 

Figure 0-15. Normal Probability Plot of Observed Standardized 
Residuals against Expected Residuals with the Aggre
gated Data. -- (N = 16): Coping Effort (Equations 
4.3 and 4.4) 



STANDARDIZED SCATTERPlOT 
ACROSS -·*RESID DOWN - *PRED 
OUT ++-~--+-----+--~~~+~~--+--~-+~-~++ 

3 + + 
I I 
I I 

2 + + 
I I 
I. I 

1 + + 
I • 0 I 
I • • • I o + II.. + 
I • • I 
I • I 

-1 + + 
I I 
I I. 

-2 + + 
I I 
I I 

-3 + + 
OUT ++-~-+~-~+ • ~~+---- +-----+-----++ 

-3" -2 -1 0 1 2 3 OUT 

SY MB OL S: 

• 
I 

MAX N 
1 • 
2. 

252 

Figure 0-16. Scatterplot of Standardized Residuals against Predicted 
Coping Effort with Aggregated Data. -- (N = l6)(Equa
tions 4.3 and 4.4) 
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FigurG 0-17. Scatterplot of Situational Anxiety (LGSA~1E) against 
Standardized Residuals for Coping Effort with the 
Aggregated Data. -- (N = 16) (Equations 4.3 and 4.4) 
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