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Chapter 1

OVERVIEW OF THE RESEARCH

The present investigation will study privacy for children and ado-

lescents living in a residential psychiatric treatment center. There
have been some theoretical assumptions and descriptive accounts written
about the nature of privacy and its significance to people living in non-
institutionzsl settings and studies of adult and children's psychiatric
facilities have suggested the importance of privacy to the living exper-
iences of residents; the opportunity for privacy is one ingredient in the
move towards normalization, a treatment approach popular in psychiatric
care tcday.

However, the research on privacy in relation to psychiatric settings
is limited. The little empirical work done in the area is based on aggre-
gate data and either 1) has used "privacy" as a post hoc concept to explain
behavioral data or 2) has studied privacy directly, but has focused on con-
cepts of privacy using these data to make inferences to behavior (Wolfe &
Golan, 1976). Equally important, privacy itself.is a concept which needs
further clarification: the systematic study of privacy and its impact on
the individual has been ignored until recently. The present investigation,
then, will study two broad areas:

1. the significance of privacy for children and adolescents living

in a residential treatment setting and,
2. the contextual nature of privacy, considering the interface be-
tweeh environment, experience, and behavior.

In the present investigation, privacy will be conceptualized in terms

of chosen physical aloneness. It has been suggested that this form of »

privacy 1is relevant to the goals of our culture and, in fact, is critical



to the development of self-esteem and culturally appropriate social
interactive behaviors (Plant, 1930, Lee, 1959; Bates, 1964; Jourand, 1966;
Westin, 1967; Laufer & Wolfe, 1978).

Two residential psychiatric treatment settings were selected for study.
Briefly, the two settings were alike in many respects, including children
and adolescents serviced, treatment approaches, therapeutic philosophy,
and much of the physical design. However, differences in the two settings
help to emphasize how environment relates to privacy and, ultimately, how
privacy as chosen aloneness is related to the individual and social develop-
ment of children and adolescents.

Several hypotheses were developed and tested. One set of hypotheses
deals primarily with the relationship between the sociophysical environ-
ment and residents' reported privacy experiences. Another group focuses
on the relationship betweer residents' use of privacy opportunities with-
in the environment, social behaviors, and measured levels of self-esteem.
Finally, a last set explores the relationship between residents' reported
concepts of privacy and privacy behaviors. Considering results connected
to each of the hypotheses, the investigator will explore the role of pri-
vacy as chosen aloneness in the institutional setting and understand its
significance to human experience and behavior. It will be argued that
privacy as chosen physical aloneness is instrumental to the development

of appropriate individual and social interactive behaviors of residents.



Chapter IT
PSYCHIATRIC TREATMENT ENVIRONMENTS
Background

Much has been written about psychiatric treatment environments over
the past several years. One can trace a history of attitudes w%th re-
spect to treatment environments, beginning with Pinel's "moral treatment"
in the eighteenth century, to the concept of custodial care in the nine-
teenth and early twentieth centuries, and now to the competing concepts
of the traditional medical model of treatment vs. an holistic view of the
person considered in a sociocultural context (see Bloom, 1963; Moos, 1974
for more complete historical perspectives on Western psyciatric treatment).

Clearly, the dominant attitudes towards the psychiatric care of people
during a particular era are reflected in the physical design of treatment
facilities (Scheff, 1973; Nauhaus, 1976). And taking this one step fur-
ther, treatment goals can be facilitated by physical design, as well as
by therapeutic philosophy and policy. A problem with many treatment fa-
cilities today is that physical plaﬁts are often the products of past at-
titudes. Thus, newer prevailing philosophies are often in conflict with
outdated physical plants and little is done to change them.

Interestingly, the problem does not end here: many modern practition-
ers who have input into the total design of new facilities espouse the
importance of the physical environment in theory, but in practice negate
the critical role played by the physical environment. Much of the work
dealing with adults in psychiatric treatment facilities ultimately consi-
ders only social structure as part of the therapeutic milieu (see, for
example, Jones, 1953; Stanton & Schwartz, 1954; Caudill, 1958). Even
Moos' (1974) ecological approach to treatment environments is disappoint-

ing: while Moos initially stated that patient and staff behavior of



treatment settings are a function of both physical design and psycho-
logical factors, he later discussed the physical environment only brief-
ly, while he fully explored the effects of social climate, program, and
organizational components.

The major work on children and psychiatric institutionalizagion has
been a bit more specific in pointing out the role of the physical environ-
ment in the treatment of children. Bettelheim (1955, 1974), who initially
dismissed the physical environment as important only during the initial
period of adjustment of the disturbed child to his or her surroundings,
eventually presented the physical environment as significant to the total
treatment of the child; Bettelheim (1974) has provided arguments which
deal with issues as private vs. shared bedrooms, a ward vs. cottage sys-
tem, geographic location of a setting, and scale of setting. And Redl
and Wineman (1952) list the design of the total environment as one of
the four techniques to be used in strengthening ego supports of the dis-
turbed child. However, Redl and Wineman quickly dismissed talk of the
physical environment in favor of discussions of administrative policy
and daily regime. This seems to be the trend among other practitioners
who deal with children and institutionalization as well (Whittaker &
Trieschman, 1972).

Clearly, the socialhenvironment is eritical to the treatment of indi-
viduals living in settings used for psychiatric treatment. However, there
is growing evidence that the physical environment is equally important to
successful treatment.

Some controlled empirical studies lend support to this: 1in particular,
physical changes have been shown to have differential effects on children
with varying clinical diagnoses. For example, Hutt and Vaizey (1966)

varied levels of social density with groups of brain-damaged, autistic,



and normally-diagnosed children, and found group differences in observed
social interaction, aggression, and withdrawal kinds of behavior. And
in a study of territoriality among psychiatrically hospitalized male
adolescents, it was found that autistic and severely brain-damaged ado-
lescents differed in space use from those adolescents with behavior

* disorders (Esser, 1970).

Other studies have shown that children and adolescents with severe
pathologies are responsiQe to physical environmental changes. A study of
autistic children before and after renovation of a play space indicated
that changes in physical environment related significantly to behaviors
of this particular group of children (Richer & Nicholl, 1971). A study
conducted in a residential treatment center for retarded children and
adults showed that residents were responsive to physical and policy
changes made in their bedroom areas (Zimring, Knight & Weitzer, 1977).
And a study of male adolescents in a juvenile treatment center suggests
that the nature of "behavior settings" may encourage a varying range of
behaviors for the same boys across different settings (Hahn, 1973).

The relationship between therapy and environment was introduced most
clearly by Bayes in 1967. Bayes' opening question was this: Is there
more to designing treatment environments than meeting just functional
needs and aesthetics? Bayes answered this question in the affirmative
by presenting a comprehensive review of planning, form, and color, and
their potential effects on the institutionalized child.

In a later work, Bayes & Francklin (1971) continued to express a
sensitivity to the physical components of environment and additionally,
asked for continued interaction between: goals, functional and physical
planning, design, evaluation, improvement, and feedback. An awareness

of these interactions has been shown by others as well (Banner, 1970;



Lindheim, Glaser & Coffin, 1972; Pollowy & Hart, 1973).

These relationships lead back to some basic assumptions of environ--
mental psychology: patterns of space use are intricately connected to
the physical, social, and administrative structures that define a total
setting (Proshansky, Ittelson, Rivlin, 1970). And, ultimately, the
nature of the total setting is at the core of human experience and be-
havior (Proshansky, 1974). These assumptions have been the focus of a
number of studies conducted in adult and children's psychiatric facili-
ties over the past several years (Rivlin, P;oshansky & Ittelson, 1969;
Ittelson, Proshansky & Rivlin, 1970; Holahan & Saegert, 1973; Rivlin &
Wolfe, 1972; Rivlin, Wolfe & Beyda, 1973; Wolfe, 1975; Wolfe & Golan,
1976; Rivlin, 1976; Wolfe, 1977). Findings of these studies continue to
support these assumptions and, at the same time, have helped to explain
the complexities of the institutional setting in relation to therapeutic
goals and user experience and behavior.

This is best described in examples of studies which have examined
the effects of physical and related policy changes on individual exper-
ience and behavior. 1In some cases, these changes are the result of
planned intervention (e.g., Holahan & Saegert, 1973; McCarthy, in pre-
paration); in others, they are changes made by the administration and/or
users themselves, independent of the investigators (e.g., Rivlin &
Wolfe, 1972; Churchman, Rivlin & Wolfe, 1975).

Occupants' patterns of space use and activity were examined from the
initial period of occupancy of a new building to four months later (Riv-
lin & Wolfe, 1972). Findings indicate a clear change over time in the
kinds of activities in which children engaged. At the beginning, only
a small percentage of children were observed in isolated passive behavior.

Four months later, isolated passive behaviors ranked first among all ob-



served bchaviors, with this pattern stabilizing. The investigators
followed physical and functional changes during this period and suggested
that many environmental factors figured into this dramatic change. For
example, the increased structuring of the program from the initial occu-
pancy to several months later may have helped foster increasing isolated
behaviors. Similarly, initially residents were free to travel to most
parts of the hospital by themselves, but were later restrained from this;
this change may have influenced perceived freedom of choice and, subse-
quently, behaviors.

In another study of an adult psychiatric ward, the effects of a phy-
sical environmental change on behaviors and attitudes were examined
(Holahan & Saegert, 1973). Predictions of increased social interaction
and less isolated passive behavior as a result of the change were con-
firmed.

The implications of this body of work are striking. As Holahan and
Saegert (1973) suggested, results point to the role of the physical en-
vironment in "the transactional perspective of personality." Individual
behavior reflects not only pathologies or internal processes, but the
total milieu (Rivlin & Wolfe, 1972). Several other investigators acknow-
ledged that the behavior of "disturbed" institutionalized patients may
be attributable to the nature of the institutional environment as much as
to Internal processes. A review of studies reporting perceptual differ-
ences between "psychotics”" and "normals" introduced the possibility that
“psychotic perceptions can be induced under appropriate conditions in nor-
mal individuals (Ittelson, 1960, Sect. 5, p. 11)." And another analysis
reported that in order to accurately describe the "mentally ill person,"

one must describe the environmental conditions under which that person has

been observed (Zusman, 1973).




Here agein, one can see the relevance of the transactional approach
to environment: individual experience and behavior in treatment environ-
ments are intricately related to physical design, therapeutic philosophy,
treatment goals, and characteristics of the users. This approach is cen-
tral to the proposed investigation and speaks to the importance of "si-

tuationality" as a basis for understanding human experience and behavior.

The Nature of Institutionalization

Few would deny the impact the institutional structure has on its
residents. While one must be cautious in the use of the label "insti-
tutional structure,”" there is enough evidence which suggests that certain
qualities of psychiatric institutionalization persist across settings,
despite variations in treatment philosophies. In fact, Goffman (1961),
in a sensitive analysis of institutionalization, depicted the experiences
of the psychiatrically hospitalized person much in the same way as those
of an imprisoned person: each is an "inmate'".

Goffman's participant~observer account vividly described the experience
of total institutionalization, which is briefly outlined as follows:
1. all aspects of life occur in the same physical place, under one author-
tiy; 2. almost all of a person's activities are carried on in the pres-
ence of many other peopie, accompanied by requirements to conform to the
same activity; 3. a day's activities are tightly scheduled, based on pre-
arranged administrative rules; and 4. activities are connected by a sin-
gular rational plan, which ostensibly satisfies the stated goals of the
institution. While the lives of people outside an institution conform
to some of these features at different times, for most, these experiences
are not overriding, ever-present qualities of living (see Rivlin, 1976 for

the institutional qualities of everyday life).



Other investigators have slnce'elaborutéd on Goffman's description
of institutionalization, helping to provide a more complete picture of
the experience. In one work (Osmond, 1970), a striking irony was pointed
out: the choices given to and limitations of persons living in an in-
stitution are the reverse of the choices and limitations of persons living
. in ordinary settings. That is, the institutionalized person is forced
to select companions'from among a group of nonconstant strangers, is
forced to adapt to inadequate physical surroundings which often change
(e.g., patients are regularly moved from cne ward to another), but is
limited in the simple choices of what to eat, wear, and do. Conversely,
the person living in an ordinary setting seldom has to choose companion-—
ship from among strangers, has few major changes in dwelling place, and
is able to make choices, regarding day-to-day activities.

What is the impact of the institutional structure on human experience
and behavior? Several investigators have focused on this critical issue.
There is consensus ambng them that people ultimately adapt to the insti-
tutional structure in ways that meet their needs while in the particular
system. Goffman (1961) spoke of the "underlife" networks within an in-
stitution. Braginsky & Braginsky (1971) provided evidence that institu-
tionalized retardates use manipulation as a means to their goals. And
Wolfe (1975; and Golan, 1976) described how children and adolescents in
a residential psychiatric setting devise strategies to be physically
alone, despite this behavior being negatively sanctioned.

A number of empirical studies show the contrast between institutional
and ordinary home living. A behavioral study of the same boy at home and
in a residential psychiatric facility revealed that the hospital structure
(including daily regime, role of adults, continual presence of other

people) was related to the boy's behavior in the institution and made it
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different from his behavior at home (Tars & Appelby, 1973). For example,
despite there being more people with whom the boy could potentially in-
teract in the institution than at home, the boy interacted with others
less in the institution than at home. Results of an interview study con-
ducted in another children's residential psychiatric facility indicated
that some residents perceived the facility as a "jailhouse" compared to
the freedom of their homes (Wolfe & Golan, 1976).

Even more extreme adaptations to institutional life have been noted:
the term "institutional neurosis" has been used to describe a syndrome
characterized, in part, by apathy, submisiveness, and loss of individuality;
the syndrome is associated with environmental factors of institutionaliza-
tion, including locked doors and hospital regimen (Bartom, 1959). And
irreparable psychological withdrawal has also been cited as a reprecus-
sion of the present system of institutionalization (Osmond, 1970; Wolfe
& Golan, 1976).

This awareness has invited a healthy skepticism about the institutional
process as it presently exists, accompanied by a readiness for change.
Some of the change suggested is extreme, and assumes that institutionali-
zéfion is the outcome of a society which is intolerant of people who de-
viate markedly from a predetermined range'of normality (Schatzman, 1971;
Braginsky & Braginsky, 1971; Scheff, 1973). Braginsky and Braginsky, for
example, argued that clinicians erroneously assume tﬁe validity of label-
ling the "disturbed" and added that those so labelled are treated as if
there was a "real internal pathological prbcess." Others believe that
there 1s a deliberately misplaced focus on psychepathology used to
divert people's attention away from political oppression, and this is
used as a form of social control (Statman, 1971). These views argue

against the existence of psychiatric institutions for specialized care
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and offer, ianstead, solutions which range from rustic country hospices
(Braginsky & Braginsky, 1971) to mwore radical social and political change
(Angel, 1971).

Most practitioners, however, have chosen to respond to the reported
111ls of the institutional structure by promoting change from within.
That is, there is a widespread movement to 'deinstitutionalize" psychia-
tric settings by making program and policy changes which are still com-
patible with the specialized psychiatric structures which exist today.
One of the ways this challenge is being met is through the "normalization

principle."”

Normalization. One of the goals in today's treatment philosophies is

the move towards normalization, which is the view that those labelled
emotionally or physically handicapped be permitted to lead as ordinary a
life as possible, even if it must be within an institution (Nirje, 1972).
The significance of the normalization principle in relation to the care
of children and adolescents in residential treatment facilities is the
emphasis that all children, including those in treatment, have develop-
mental needs which must be satisfied.

One aspect of development involves motoric and cognitive growth of
the child. The significance of the social and physical environment to
the "normal" child's development in these areas is well-known (White,
1959; Piaget, 1970). In keeping with the normalization principle, chil-
dren in residential treatment should also be given environmental oppor-
tunities which allow for cognitive development (Bayes, 1967; Bayes &
Francklin, 1971; Wolfe, 1977).

Another aspect of development deals with the psychological require-
ments of the child or adolescent. How does the child or adolescent de-

velop a positive image of an independent self? And how does she or he
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learn to live in a social world? 1In an ordinary home environment, the
child or adolescent is given many opportunities to explore herself or
himself in relation to other people. And she/he is given a chance to
reflect on this. An interview study revealed that noninstitutionalized
children and adolescents often used alone time to think and collect their
" thoughts (Wolfe & Laufer, 1974). Following the normalization principle,
the institutionalized child and adélescent should be given the same éppor—-
tunity to be alone to reflect if she/he chooses. For while the develop-
ment of a positive self image and culturally appropriate social behavior
is important for the noninstitutionalized child, the development of these
patterns is even more crucial for the institutionalized child; often, the
child is institutionalized precisely because of a rupture in the normal
course of development of self and of appropriate social behavior.

This opportunity for chosen physical aloneness has most often been
conceptualized under the rubric of "privacy." Several investigators
have suggested the importance of privacy as chosen physical aloneness
for both adults and children living in treatment settings (Cumming &
Cumming, 1963; Osmond, 1970; Bayes & Francklin, 1971; Architectural Re-
search Construction, 1975). Thelr conclusions, however, have little or
no supporting empirical evidence.

The present investigation will study the meanings and functions of
privacy within the institutional treatment setting. The value of this
focus will be supported in the discussion of a number of issues related
to privacy, including: 1. the behavioral and experiential forms of
privacy assuming their meanings from the structure of a particular context

or setting; 2. the relevance of privacy as chosen physical aloneness

given the values of Western culture, and 3. the significance of privacy

to individual experience and behavior, particularly with regard to self-
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esteem and the development of positive social interactions.
These issues will be considered in the next chapter, to be followed
by a chapter which integrates privacy as chosen physical aloneness and

the prevailing goals of the institutional treatment setting.
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Chapter III
PRIVACY
Backgrcund
In recent years, privacy as a behavioral and experiential pheno-

menon has been of increasing interest to social scientists, architects,
‘and designers. Privacy, however, is not a simple concept. Recent theo-
retical approaches déscribe its coﬁplexity and recognize that it is ﬁot

a unidimensional concept, but rather one whose meaning varies with person,
situation, and setting (Laufer, Proshansky & Wolfe, 1974; Margulis, 1974;
Golan & Justa, 1976; Laufer & Wolfe, 1978). That is, privacy can be un-
derstood only in relation to the total environment. "Environment" will
be considered in the broadest sense 6f the word: it is the complex sys-
tem which takes shape through people, their values, and the subsequent
design, organization,bcontent, and meaning of place (Proshansky, Ittelson
& Rivlin, 1970; Proshansky, 1974). Privacy will be shown to be an emer-
gent experience/behavior based on the transactional process of person and
place.

This approach introduces a major question which merits attention:

is privacy to be treated as an experience or as a behavior? The question
is one of both theoretical and methodological significance: 1n asking

what privacy is, one is also asking how privacy can be studied. This di-

rection of privacy is reasonable in light of existing theoretical state-
ments and empirical research on privacy.

Recent theoretical frameworks have pointed to the intricate relation-
ship between privacy as both experience and behavior: they suggest that
behavior and/or environmental conditions maximize the privacy experience
(Proshansky, Ittelson & Rivlin, 1970; Altman, 1975; Golan & Justa, 1976;

Laufer & Wolfe, 1978).
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While these theoretical positions easily deaL with the relationship
between privacy as experience and privacy as behavior, a problem still
exists with the empirical investigators' attempts to substantiate such
a relationship. The proﬁlem is one of construct validity: can it be
assumed that reported concepts and observable behaviors—-the two major
indices used in privacy research--reflect a privacy experience? Concepts
and behaviors as indices of the privacy experience will be handled separ-
ately and in an interrelated fashion as follows:

1. Reported privacy concepts reveal one level of understanding of
the world (Werner, 1948, in Wolfe & Laufer, 1974). For example, Volfe &
Laufer (1974) found that reported concepts of privacy among children be-
came more complex with age (in terms of numbers of discrete definitions
reported). The investigators concluded that the complexity of privacy
parallels the developmental theory of experience. Thus, reported privacy
concepts will be seen as one way of studying privacy experience.

2. The behavioral basis of privacy is somewhat more complicated.
The few behavioral studies dealing with privacy cannot clearly connect
privacy as experience to an observed set of behaviors. As examples,
Ittelson, Proshansky and Rivlin (1970) and Wolfe (1975) observed behaviors
of adults and children, respectively, in tﬁo residential treatment cen-
ters. The researchers surmised that alone behaviors of residents might
be reflections of privacy as physical aloneness, but indicated there was
not enough physical evidence to confirm such a relationship. Later in-
vestigations of both institutionalized and noninstitutionalized groups
of children showed that.reported experiences with privacy were, in fact,
often connected with reports of aloneness (Wolfe & Laufer, 1974; Wolfe &
Golan, 1976; Wolfe, Schearer & Laufer, 1976).

It is still premature at this stage for investigators to assume uncon-
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ditionally that certain behaviors are manifestations of the privacy ex-
perience, particularly when the relationship between privacy concepts
and behavior has never been directly explored. Thus, the several in-
vestigations which suggest that certain observable behaviors are, in
fact, privacy-seeking behaviors or reflections of a privacy experience
"need to be reviewed in light of new information resulting from direct
studies of the relationship betweeﬁ privacy as experience and behavior.

The present investigation will study the relationship between pri-
vacy as reported experience and observed behaviors, in an attempt to add
to a body of theory and practice. Using existing theoretical and empiri-
cal work, privacy will be treated as an experience made possible through
behaviors and/or environmental conditions.

There is yet another major question which must be considered. That
is, can one specificélly describe the all-inclusive privacy experience
and its related behaviors? To answer in the affirmative would be a sim-
plistic response to the question. Rather, privacy will be treated as a

situationally relevant concept, which can be best understood in relation

to the total environment and experiences of the individuals within that
environment.

Several theoretical positions have supported the importance of
situationality and individual experience to the meanings and forms of
privacy (Westin, 1967; Simmel, 1971; Laufer, Wolfe & Proshansky, 1973;
Johnson, 1974; Golan & Justa, 1976; Laufer & Wolfe, 1978). For example,
Laufer and Wolfe (1978) posited that individuals' concepts of privacy
are connected to concrete situations that could be described in terms of
three dimensions (self-ego, environmental and interpersonal). Golan and
Justa (1976) elaborated on this point, focusing on the importance of

the normative structures of situations as contributing factors to a pri-
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vacy experience and to the behavioral forms of privacy.

There is some evidence which substantiates this perspective. On
the broadest level of analysis, one could draw from cross-cultural docu-
mentation, which suggests that the meanings and forms of privacy are,
indeed, related to the complexities of person and environment (;ncluding
physical structures, norms/rules, cultural values). (For extensive re-
vicws of cross-cultural surveys of privacy, see Hall, 1966; Westin, 1967;
Roberts and Gregor, 1971; and Altman, 1975).

Several empirical investigations also provide evidence supporting
privacy as a situationally relevant concept. One significant effort is
a comprehensive interview study of 1,000 children and adolescents (Wolfe &
Laufer, 1974). 1In this study, children's and adolescents' reported de-
finitions of privacy generally reflected experienced qualities of their
social and physical environments. For example, children who had their
own bedroom were more likely to connect privacy with aloneness than were
children who shared a bedroom. In other studies, reported privacy con-
cepts and behaviors were shown to be connected to the features of a
dwelling unit, for example, number of rooms in the house (Parke & Sawin,
1975; Wolfe, Schearer & Laufer, 1976).

Finally, other studies have shown the meanings and forms of privacy
to be related to other berson/environment variables, including:
sex~-type roles (Smith, Downer, Lynch & Winter, 1969); occupation-
status roles (Coser, 1961; Simmons, 1968; Golan & Justa, 1976); age-re-
lated needs (Ladd, 1970; Talmon, 1972); and, socioeconomic levels and
related needs (Krieger, 1971).

The body of theoretical and empirical work on privacy is valuable in
its contribution of the idea that privacy is a multifaceted concept.

Privacy can be conceptualized in a variety of ways, including privacy as:
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controlling access over information, limiting interpersonal interaction,

limiting access to spaces, intimacy, and the use of psychological reserve.

Privacy as Chosen Physical Aloneness

It is impossible to study all aspects of privacy at one time. Rather,
in any one piece of research, one would hope to study that aspect of privacy
~which seems most germane to the goals of a particular setting and the broader

culture of which that setting is a part. The present investigation will

approach privacy in terms of interaction, where privacy is the management

of social interactions with others. At its simplest level, privacy becomes

a state of nonchosen aloneness for the individual. Privacy can also apply

to two or more people who chose to separate themselves from a larger group.
While this form of privacy-called intimacy-will be discussed when it occurs,
the main focus of the present investigation will be on privacy as chosen
aloneness for the individual person. Empirical studies have indicated the re-
levance of this form of privacy (Smith, Downer, Lynch & Winter, 1969; Marshall,
1972; Wolfe & Laufer, 1974). As importantly, privacy as chosen physical alone-
ness has been assumed to be instrumental to appropriate individual development
(Plant, 1930; Bates, 1964; Jourard, 1966; Westin, 1967; Schwartz, 1968).
Following a general discussion of the relevance of privacy as
chosen aloneness in our culture, the present investigation will study
privacy as chosen physical aloneness in a psychiatric residential treat-
ment setting for children and adolescents. It will be argued that pri-
vacy as chosen aloneness is at least as important to children and ado-
lescents in residential treatment settings as it is to people living in
ordinary environments.
Given the goals of our culture, it is understandable that the focus
vof privacy is often on the individual and on privacy forms which emphasize

separation of self from others, rather than on other forms of privacy.
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for ‘example, privacy of the group or collective. Thus, as Lee (1959)
suggested, the "need" for privacy as aloneness in Western culture is,

in fact, a value which becomes significant with respect to our goals
towards individualism. Privacy as physical aloneness is an end to these
goals. As Lee illustrated, children in the American tradition grow up
with certain privacy needs/values; the satisfaction of such needs--in

the form of privacy as physical aloneness or separatioﬂ—-allows them to
be the self-dependent beings that their culture has demanded. (The func-
tions of privacy in relation to self will be treated in the following
sections).

Thg goals of individualism are deeply rooted in our culture. This
helps to explain why the current focus on privacy has been on physical
aloneness. Specifically, several empirical investigations have treated
privacy as physical separation or isdlation'(Madge, 1950; Grootenboer,
1962; Hedley, 1966; Kira, 1966; Atkins, 1970, Kuper, 1970).

A number of descriptive accounts lend support to the significance
of privacy as physical aloneness in Western culture. Much of this work
describes the outcomes resulting from limitations on privacy as physical
aloneness (Plant, 1930; Lewis, 1970; Hackett & Sun, 1972). For example,
despite attempts by a group of communards to foster social interaction
through physical design and social policy and to eliminate physical and
social isolation among group members, individual group members gradually
created spaces for themselves and their families, away from others
(Hackett & Sun, 1972).

Ofgen when privacy as physical aloneness is impossible to achieve,
other strategies are employed to create a privacy experience; often psy-
chological aloneness or psychological reserve is a substitute for absence

of opportunities for physical aloneness (Goffman, 1962; Lawton & Bader, 1970;
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Pastalan, 1970; Osmond, 1970). Thus, the petson who does not have the
options to be physically away from other people may withdraw psychologi-
cally, for example, by staring into space (Lawton & Bader, 1970). In-
terviews with staff in a children's psychiatric facility (Wolfe & Golan,
1976) suggested that idiosyncratic behaviors as rocking represent an

" extreme form of psychological reserve, used by patients to create privacy
as aloneness for themselves. | |

Yet, most of the work on privacy as physical aloneness reported
thué far is limited in its failure to describe the many conditions which
make physical aloneness or separation synonymous with a privacy experience.
Rather, physical aloneness is sometimes treated as the one necessary and
sufficient condition in defining such an experience as a privacy exper-
ience. It is premature to assume that physical aloneness, taken by it-
self as an operational definition of privacy, is an adequate and indepen-
dent description of a_privacy experience.

This issue has been addressed by Proshansky, Ittelson and Rivlin
(1970), who focused on the role of physical structures in creating a pri-
vacy experience, but, as importantly, used freedom of choice as an or-
ganizing concept helpful to understanding privacy. Thus, place becomes
connected to a privacy experience when it allows the individual to be
free from the social constraints of others (also see Shils, 1966; Westin,
1967; Kelvin, 1973; Johnson, 1974; Altman, 1975).

More recently Laufer and Wolfe (1978) have presented a theoretical
perspéctive which deals with choice and its relationship to the privacy
experience. This perspective is derived from earlier work of the authors
and their colleagues (Proshansky, Ittelson & Rivlin, 1970; Proshansky,
1974; Laufer, Proshansky & Wolfe, 1974; Laufer & Wolfe, 1974; Golan &

Justa, 1976).
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Portions of Laufer and WOlfe;s presentation deal particularly with
privacy and physical aloneness, where privacy as physical aloneness is
an aspect of "interaction management.'" The authors go on to describe
the criteria which render a physical aloneness experience a privacy-as-
physical aloneness experience as well. Successful interaction manage-
ment and, more specifically, aloneness which becomes experienced as
privacy, involves the ability of the individual to 1) choose if and how
she/he will relate to others, 2) to control to what extent and the ways
in which others are a part of a person's spatial and/or psychological
experience, and 3) to be able to regulate physical and social stimuli.

The present investigation assumes control over choice and over
access to be critical to a privacy as physical aloneness experience,
but questions control over stimulation as a discrete category. Rather
it will treat other people (as a source of stimulation) as part of con-
trol over access. Physical stimuli such as non-human noise, temperature,
luminous or olfactory sensation, etc., will not be considered as part
of a érivacy experience.

The decision to omit control over stimulation as part of a privacy
experience is based partly on the qualities of the particular psychia-
tric settings being studied: for the most part, ordinary physical
sources of stimulation are absent from these settings (e.g., street
noises). In addition, in a previous study of children living in treat-
ment settings, privacy was seldom described in terms of control over
physical stimulation (Wolfe & Golan, 1976).

It has been shown that privacy involves individual choice as well
as control over access. Thus, privacy with regard to physical aloneness
will now be referred to as "privacy as chosen physical aloneness," with

the understanding that this qualifier includes control over choice and
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control over access.

Privacy: Its Significance to Human Experience and Behavior

The significance of privacy to human experience and behavior is
underscored in several areas of inquiry. The notion of privacy and
invasion of_privacy has been a legal issue for years (Brandeis &
Warren, 1890; in Laufer & Wolfe, 1978; Westin, 1967; Levin et al., 1971).
Architects and planners have often used privacy as a variable in design
decisions in housing (Madge, 1950; Grootenboer, 1962; Chermayeff & Alex-—
ander, 1963; Madge, 1965). And privacy has been seen as critical to
appropriate development in children (Plant, 1930; Atkins, 1970; Wolfe &
Laufer, 1974; Wolfe & Golan, 1976). In particular, recent discussions
about privacy's functions and subsequent importance focus on privacy in
relation tuv self-esteem and social interactive behaviors. This will be
treated in the proposed investigation.

Privacy and self-esteem. Among almost all discussions of privacy,

there is a consensus that privacy is critical to the development of self
(Bates, 1964; Jourard, 1966; Schwartz, 1968; Laufer & Wolfe, 1977). 1In
particular, frequent reference has been made to the relationship between
privacy and self-esteem. This direction represents a clear departure
from work done on self-esteem in the past. Traditional psychology had
virtually ignored the physical environment as a factor in self-esteem;
research in privacy assumes the significance of the physical environment,
as well as the social environment, to the concept of self-esteem.

A brief review of some of the traditional work on self-esteem will
serve as background to the later discussions of the relationship of pri-
vacy to self-esteem. The works of Coopersmith (1967) and Rosenberg (1965)

represent efforts to elaborate on conceptualizations of self-esteem
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presented in the past and, as importantly, to empirically test them.
Both Coopersmith and Rosenberg introduced the topic by citing earlier
self-theorists, including William James (1890) and George Herbert Mead
(1934). In addition, the work of several personality theorists were
presented (for ezample, Adler, 1927; Horney, 1945, 1950; Sullivan, 1947;
Fromm, 1941; Erikson, 1968).

Rosenberg (1965) treated self-esteem as the self-respect or feeling
of self-worthiness the individual has towards herself or himself. This
sel f-judgement is based on the individual's comparison of herself or
himself to other people: that is, the person views herself or himself
as better than, equal to, or worse than other people. Rosenberg care-
fully pointed out that his conceptualization of a person~with high self-
esteem meant that the individual respects herself or himself and does
not view herself or himself as being any better or worse than other
people. In a survey study of adolescents, Rosenberg illustrated the
relationship between self-esteem and social context, which included
socioeconomic categories, religion and ethnic grouping.

The interpretations of the Rosenberg findings suggest that the child's
immediate surrounds--including parental attitudes (which méy bé-related'
to the broader social context)--accounted for distinct levels of self-
esteem among the adolescents studied. This was supported in the Cooper-
smith study (1967) conducted a short time later with preadolescents.

Coopersmith defined self-esteem as "the evaluation which the indivi-
dual makes and customarily maintains with regard to himself" (Coopersmith,
1967). In an empirical investigation, he proceeded to correlate the sub-
Jective and teacher-rated self-esteem of preadolescent children with cli-
nical tests and behaviors in laboratory situations (e.g., bean bag toss).

A focus of the research was to understand the conditions which were con-
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nected to children's varying levels of measured self-esteem. Signifi-
cant among those conditions were parental attitudes and individual his-
tory/experiences, including birth and infant experiences and sibling/peer
relationships.

The implications of these studies are far-reaching: they suggest
that high self-esteem is, indeed, desirable. According to Coopersmith's
findings, high self-esteem is significantly correlated to: self-reliance,
independence, leadership, a healthy non-conformity, positive social par-
ticipation, initiative, creativity, and self-respect. All these are
positive qualities, giyen our cultural goals, and all may be seen as
related to goals of individualism described earlier.

Yet the work of Coopersmith and Rosenberg, as well as discussions by
others in the field, have clearly ignored the role of both the physical
and social environment in relation to levels of self-esteem; social
context was focused on without any mention of the physical environment.

Recent work on privacy has begun to shed light on the connection between
the social and physical environment and psychological constructs such as
self-esteem. Privacy can be used as a concept which can help describe the
connection between self-esteem and the social and physical aspects of en-
vironment. On a theoretical level, at least, privacy-—-a concept related
to the social and physical environment--is associated with self-esteem.

Laufer and Wolfe (1978) have suggested that experiences with privacy
"feed into the individual's sense of self-esteem (and) as one's identity
and self-esteem develop . . . the individual acts differently and is
likely to be perceived and reacted to differently" (Laufer and Wolfe,
1978, p. 9): Others have also suggested that privacy enhances levels of
self-esteem (Goffman, 1961; Bates, 1964; Aloia, 1973; Berado, 1974).

For instance, one study of the marriage partnership as a unit, described
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how that unit needs to be away from the rest of the world in order to .
both play out roles they don't ordinarily do in public and to recoup
from social pressures; privacy serves to restore levels of self-esteem
(Berado, 1974). A study with institutionalized and noninstitutionalized
elderly people reported a correlation between perceived privacy options
and self-esteem (Aloia, 1973).

Other investigations have mentioned privacy as important to more
general aspects of the self which, according to Coopersmith's findings,
are connected to self-esteem. For example, some researchers see privicy
as critical to self-evaluation (Westin, 1967; Proshansky, Ittelson &
Rivlin, 1970; Lawton & Bader, 1970; Pastalan, 1970). Others have sug-
gested privacy is critical to the development of personal autonomy and
self-identity (Plant, 1930; Rossiter, 1958; in Westin, 1967; Jourard,
1966; Schwartz, 1968; Simmel, 1971). And others have suggested privacy
is important for introspection, also related to development of the
self (Chermayeff & Alexander, 1963; Kira, 1966).

How is self related to privacy as chosen physical aloneness? The
investigations just cited vary in their conceptualizations of privacy.
Thus, "privacy" in relation to self-identity may refer to both control/
choice over interaction and over information (Laufer & Wolfe, 1974).
However, often in discussions of privacy and aspects of self-esteem,
"privacy" is assumed to be a form and experience of chosen aloneness.
This form of privacy is positively valued, while psychological separa-
tion is not. For instance, many investigations, in their discussion
about the functions of privacy, point to the need for individuals to

limit their interactions with other people (Schwartz, 1968; Shils, 1966;

Simmel, 1971, Johnson, 1974). Some go further and specifically cite

the need for a physical space away from other people (Jourard, 1966;
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Madge, 1965; Osmond, 1970; Talmon, 1972; Smith, ‘-Downer, Lynch & Winter,
1969; Kira, 1966; Kuper, 1970; Atkins, 1970). 1In any event, most of
this work, having almost no empirical base, supports further investiga-
tion on the relationship between privacy and self-esteem, and specifi-
cally, between privacy as chosen physical aloneness and self-esteem.

Privacy and social interactive behaviors. The functions of privacy

are believed to be connected to patterns of social interactive behaviors.
However, what was true about privacy and self-esteem is also true about
privacy and social interactive behaviors: inferences have been made
about the importance of privacy to the development of appropriate social
behaviors, yet little empirical research has been done to substantiate
these speculations. As with self-esteem, these inferences are reasonable
ones to pursue.

In connecting the functions of privacy to social interactive behaviors,
investigators have been fairly specific in what is meant by privacy.
In these discussions, privacy has been operationally defined as the ab-
sence of unwanted interaction; generally, these definitions include a
clear spatial referent, e.g., a room/place away from other people. Cen-
tral to this privacy experience is the control over interaction.

- Most discussion about the role of privacy in social interactive be-
haviors has appeared ih research on housing (Madge, 1950; Chapin, 1951;
Rosow, 1961; Scho r, 1970; Rappaport, 1975). For instance, Madge (1950),
believed that society's conflicts can be resolved through expressions
in physical construction. He argued that the layout and demarcation of
spaces in a dwelling unit set the pattern for social behavior of its
occupants in the present and in the futur~. Others have added that the
absence of private spaces within a dwelling unit for individualdfémily

members contributes to negative social interactions among family members
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(Grootenboer, 1962; Atkins, 1970).

In addition, there has been some research which, although not al-
ways dealing directly with privacy, lends support to the idea that non-
chosen social interaction has negative effects on the individual's
future interactions when in social situations. Specifically, research
has indicated that being in the continual presence of others (non-chosen)
does not support positive social interaction (e.g., amicable talking,
other cooperative behaviors), but, in fact, may encourage severe psycho-
logical withdrawal, aggressive behaviors, or other inappropriate socizl
behaviors (Loring, 1956; Hutt & Vaizey, 1966; Osmond, 1970; Murray, 1974;
Wolfe & Golan, 1976). In a now-classic work, Plant (1930) identified
several developmental outcomes resulting from little opportunity for
chosen physical aloneness in the home. These were: 1. lack of self-
perception; 2, destruction of necessary illusions children should have
about parent/heroes; 3. sexual maladjustment; 4. no chance to look ob-

jectively at their world (always being a part of it).

It is evident from this brief review that the physical environment
is acknowledged as a factor contributing to people's social interactive
behaviors, while having been ignored in studies of self-esteem; privacy
has often been used as an explanatory concept in discussions of social
interaction, but not in those of self-esteem. Yet there may be a strong
connection among all three: privacy as chosen aloneness, self-esteem,
and positive social interaction. That is, children with high levels of
self-esteem have been found to be facile in social situations, particu-
larly with regard to: ease of making friends and not being overly self-
conscious, thus allowing them to focus on the world around them (Cooper-

smith, 1967). Children who grow up in homes which allow for little
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opportunity for privacy as chosen aloneness lack these qualities (Plant,
1930; Atkins, 1970). Likewise, children with low levels of self-esteem
are likely to show psychosomatic symptoms, internalize their anxiety
(perhaps manifested as psychological withdrawal), and (at young ages)
show aggressiveness towards inanimate objects, more so than children with
high levels of sclf-esteem (Coopersmith, 1967). Again, these character-
istics are in line with those qualities attributed to children who had
few opportunities for privacy as chosen aloneness in the home (Plant,
1930).

In summary, it is reasonable to assume that privacy as chosen phy-
sical aloneness is related to both: 1. levels of self-esteem and,
2. kinds of social interactions when an individual is in social situa-
tions (positive, cooperative social interaction vs. aggression, with-
drawal, or other inappropriate social behaviors). This area perits
further investigation and will be fruitful to the further conceptualiza-
tion of privacy and to physical design and clinical policies of thera-

peutic settings.
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Chapter 1V

PRIVAC AND THE INSTITUTIONAL SETTING

Recent investigations have begun to underscore the importance of
privacy for people in a variety of settings. Most of this research
illustrates the limitations on privacy. Descriptions about the lack of
privacy has been reported for residents living in high density housing
(Bracy, 1964; Schorr, 1966; Kuper, 1970; Lewis, 1970), for people in
their work environments (Manning, 1965; Brookes & Kaplan, 1970; Golan &
Justa, 1970) and for children in classroom situations (Rothenberg, 1972,
in Wolfe & Laufer, 1974).

The significance of privacy can be best understood by focusing on
the reprecussions brought on by the absence of different forms of pri-
vacy. There is evidence that people often create alternative forms of
privacy for themselves, in the absence of environmental conditions con-
ducive to other forms of privacy. Yet, at times the alternatives them
selves may not be possible to achieve, and even if possible, may incur
high costs (e.g., a person may manage to create physical aloneness for
him/herself, even though physical aloneness may be negatively sanctioned
within a setting; conceivably, the conflict between sanétioned and sought
behavior/experience can be stressful on the person). In either event,
there may be enduring consequences.

As was cited earlier, there are indications among noninstitutionalized
groups that the continual presence of other people (to be taken as the
absence of privacy as chosen physical aloneness) has several consequences,
particularly in terms of self-development (Plant, 1930; Atkins, 1970;
Talmon, 1972).

In a psychiatric facility, limitations on privacy and the potential

consequences are even more pronounced. The continual surveillance of
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patients allows them little control over aspects of their lives.
Goffman (1961), in an essay on adult psychiatric facilities, described
how limitations on privacy threaten the patients' sense of self and in-
hibit their return to mental health.

The issue of limitations on privacy becomes even more complex when
one considers psychiatric facilities for children. Privacy is consi-
dered critical to children's social development; in fact, lack of pri-
vacy has bezn cited as a factor contributing to children's developmental
disorders (Plant, 1930; Desor, 1972; Laufer, Proshansky & Wolfe, 1974).
Children in psychiatric facilities have frequently been institutionalized
precisely because of these disorders. Thus, if one assumes that privacy
is important to development, childfen in‘psychiatric facilities should
be provided with privacy as part of treatment. Ironically, limitations
on privacy are greater for institutionalized children than they are
for other groups. Children in general are limited in the opportunities
they have for privacy; institutionalized children, because of the nature
of the setting in which they live, are even more limited in the oppor-
tunities they have for privacy (Bettelheim, 1975; Wolfe & Golan, 1976).

This presents a strong argument in favor of the need for privacy
opportunities for the institutionalized child or adolescent, assuming
privacy does, in fact,‘contribute to the development of positive self-
esteem and appropriate social behaviors, outlined in Chapter III. And
assuming that the child or adolescent will eventually live outside of an
institution, where individual independence is positively sanctioned, then

privacy as chosen aloneness becomes significant, again, as outlined in

Chapter III.
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Privacy as Chosen Physical Aloneness in a Psychiatric Setting

"It is important to evaluate the benefits of chosen physical alone-
ness in residential psychiatric facilities. Until recently, it was
believed that time spent alone was not only dangerous to the physical
security of patients, but counterproductive to the administrative goal
of positive_social interaction among patients. However, recent research
has indicated that being in the continual presence of other people &oes
not facilitate social interaction and, in fact, encourages psychological
withdrawal and even aggression (Hutt & Vaizey, 1966; Murray, 1974).
Chosen physical aloneness is beginning to be seen as a positive experience
for psychiatric residents, one that, in fact, encourages positive social
interaction and positive self image.

Some investigators have suggested that if residents are not provide
with opportunities for chosen physical aloneness, they will devise
strategies to achieve psychological aloneness, including psychological
reserve and idiosynératic behavior; these behaviors may be detrimental
to patients' well-being, specifically with regard to development of self
and patterns of positive social interaction (Goffman, 1961; Jourard,
1966; Schwartz, 1968; Osmond, 1970; Wolfe & Golan, 1976). Osmond, for
instance, specifically stated that if a patient does not have the option
for physical aloneness, she or he will withdraw psychologically; this
psychological withdrawal, Osmond suggested, has more far-reaching nega-
tive consequences for the patient than does physical withdrawal or alone-
ness. Others have also indicated that if the institutionalized indivi-
dual is not directly provided with options for physical aloneness, he or
she will devise other.means to achleve a state of aloneness, most no-

. tably psychological reserve (Goffman, 196 ; Lawton & Bader, 1969; Pasta-

lan, 1970).
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A group of studies of one children's psychiatric facility also -
support the importance of chosen physical aloneness. Staff who worked
with children reported that children resorted to "bizarre" behaviors,
including rocking, when they were deprived of privacy as physical albne-
ness; and children themselves reported that they occasionally feigned
emotional upset in order to be placed alone in the seclusion room (Wolfe &
Golan, 1976). And a behavioral study of room size, group size, and den-
sity, showed that regardless of how many children were assigned to a
bedroom, there was seldom more than one child found in a bedroom at any
one time (Wolfe, 1975). These studies suggest that these children work
out strategies to create physical aloneness for themselves even when
not directly provided with physical aloneness.

However, at this point, it cannot be assumed that these observed
"alone" behaviors can be accepted at face value as equivalent to the
experience of privacy as chosen aloneness. As Laufer, Proshansky &
Wolfe (1974) suggested, control over choice of behavior and over access
to spaces are necessary components for aloneness to be considered a pri-
vacy experience. Thus, while a resident may manage to be alone in a se-
clusion room (Wolfe & Golan, 1976), there are limits on the kinds of be-
havior she/he may exhibit in order to be placed and remain in the seclu-
sion room; in this case, then, control over choice is absent (one might
additionally ask about the consequences of having to feign certain kinds
of behavior in order to be placed in the seclusion room; see Wolfe &
Golan, 1976 for a discussion of this). Likewise, while residents
manage to be alone for a while in their bedrooms (Wolfe, 1975), there is
always the possibility of interruption or intrusion by other people, be-
cause residents do not have total control over access to spaces. The

proposed research will explore aloneness in a children's psychiatric
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facility, specifically studying alonencss as it relates to choice. In
this way, physical aloneness will, indeed, be a reflection of a privacy
experience, i.e., chosen physical aloneness as privacy.

Taken together, the investigations presented in these last pages
as well as the work of others (see, for example, Cumming & Cumming, 1963;
Lawton & Bader, 1970; Schwartz & Proppe, 1969; Ittelson, Proshansky &
Rivlin, 1970;'Pasta1an, 1970; Architecture Research Construction, 1975)
suggest the importance of privacy as chosen physical aloneness to both
children and adults living in institutional settings, regarding develop-—
ment of a positive self and positive social interactive behaviors. At
this point, however, this conclusion has been more inferred, rather than
having been directly studied as a research 1issue in its own right. The
present investigation, as part of its focus, will study the purported
benefits of privacy as chosen aloneness for children and adolescents
living in a psychiatric treatment center. Attention will be given to
privacy as chosen physical aloneness as it relates to these children's
and adolescents' self-esteem and social interactive behaviors. A study
in this context is particularly meaningful, as children and adolescents
placed here face problems of appropriate development with respect to
positive self image and social behaviors. And, ironically, opportuni-
ties for privacy as chosen aloneness had been previously limited in
these settings. The current move towards normalization in institutional
settings--which includes the view that residents be given opportunities
for privacy--gives even more cause for a study of this nature. Privacy
as chosen physical aloneness is one part of normalization; an empirical
study of the benefits of this aspect of privacy can speak to the process
of normalization and its influence on the living experiences of the

institutionalized person.
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It must be pointed out that in all settings and even more so in the
total institution, privacy as chosen physical aloneness depends on more
than just the presence of a physical space. A physical space or absence
of visibility does not guarantee privacy (Schwartz, 1968). Attitudes of
staff, therapeutic philosophy, programming, and treatment are other fac-
tors in the resident's ability to regulate his or her social interactions.
If, for example, a facility's design provides a physical space, but phy-
sical withdrawal is negatively sanctioned by the administration and direct
staff, the resident would be unable to choose to retreat to a seemingly
available space in order to regulate his or her social interactions.

If, on the other hand, a facility provides no place specifically for
physical withdrawal, but the staff is sympathetic to the need for phy-
sical withdrawal of the resident, programming and space may be manipu-
lated in order to provide a situation for the resident to choose to be
away from others. Thus, the opportunity for or provision for privacy
as chosen physical aloneness in the psychiatric facility refers to:

design, therapeutic philosophy, attitudes of staff, and programming.
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Chapter V

THE SETTINGS/THE PREDICTIONS

Selection of the two settings for study was based on specific de-
tails in those environments in relation to privacy as chosen physical
aloneness. A review of the literature on privacy revealed that there
. are features:of environments which reflect experiences with privacy and
observed privacy behavior. Thus, in a study of the contextual nature
of privacy, it is useful to focus on settings which can provide a con-
trast in the provision of and opportunities for privacy. At the same
time, it is important that the settings selected for study be alike in
many respects. This makes a comparison of findings across settings
meaningful, and helps strengthen the generalizability of findings in
terms of the psychiatric institutional structure and, perhaps, even to
noninstitutional groups.

On the basis of a preliminary study of four potentially suitable
settings, two were selected for the final study (see checklist of cri-
teria for setting selection, Appendix A). One of those settings is the
one in which the researcher conducted previous investigations, to be
referred to as "Setting 1." The second is a facility to which the
researcher had made frequent visifs and conducted interviews and informal
observations, to be referred to as "Setting 2." The two settings, which
are both state facilities located in New York City, are similar in the
children and adolescents they service, but vary in the opportunities
they provide for privacy as chosen physical aloneness.

A description of each of the two settings will be presented, followed
by a summary comparison of the privacy-related aspects of both settings.

This description will show the ways in which the physical and social en-
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vironemnts -create a context in which patterns and concepts of privacy
are developed and maintained. Then, in the last section of this chap-
ter, predictions central to the present investigation will be introduced.
These predictions will be based on the privacy-related aspects of the
two settings in relationship to the theoretical framework on privacy and
environment discussed earlier.

The description of each of the two settings will be organized around:
physical design, therapeutic philosophy, attitudes of direct care staff,

and daily program.

Setting 1

This description is drawn from an earlier six-year longitudinal
study of Setting 1; the study involved extensive interviews and observa-
tions of residents and staff, tracing people's experiences and behaviors
in relation to physical design and functional changes over time. 1In
addition, the investigators of the longitudinal study met regularly
with administrative staff and attended policy meetings in order to under-
stand the hospital system (Rivlin & Wolfe, 1972;Rivlin, Wolfe & Beyda, 1973).

Physical design. This facility is located on a tract of land, shared

with a larger adult psychiatric center and a recently completed residen-
tial center for the mentally retarded. The three complexes are located
in a tucked-away corner in the northeast part of New York City, directly
adjacent to a major parkway, factories, and an elevated railroad. Access
"to the facility is difficult; there is one bus route rﬁnning between a
shopping district one and a half miles away and each of the facilities.
The children's facility services children and adolescents who range
in age from six to 16 and who are generally diagnosed as having "childhood

schizophrenia" or "behavior problems." There are also a number of day-
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care clients who, during school hours, are integrated into the same
program as full-care residents.

The children's psychiatric facility is made up of recreation areas,
living units, school areas, an infirmary, and an administrative area,
all housed in a one-and-a-half story building and connected by a series
of corridors. These areas are deliberately apart from one ano££er in
order to suggest a separation of the spheres of life's activities, called
for by the normalization principle (Nirje, 1972; Wolfensberger, 1977);
yet, at the same time children and adolescents need not go outside in
order to go from one activity to another. Nor do they need to use any
comnunity fecilities for recreational or educative purposes (see Figure
1 for floor plan of facility, p. 38).

There are eight living units called "houses", each accomodating 24
people. (Over the years, only four of the eight houses have been used
by the facility's clients; the remaining four are used as either business
offices or for state programs which are not related to the children's
facility [see Figure 2 for floor plan of a typical house, p. 39]).

Each house has a variety of spaces which vary in degree of group or
individual use. The most public spaces of each house are the dayroom
and the internal corridor/bench area. As one stands at the entry area .
(which is locked), one can see the dayroom to the right and the internal
corridor straight ahead. The dayroom has a television set and enough
seating to accommodate all residents. The internal corridor can seat
up to ten or 12 people. The dayroom and internal corridor are in view of
the nurse's station, which is itself a small room enclosed with panels
that are largely glass. Off the internal corridor is a laundry room with
a door and another room, whose function has varied over the seven years

of occupancy, ranging from a staff office to a seclusion room to its



] o | I —

1 . House 38 ¢ House 54 6

i! ! ¥ % % House 748
I House 1 82 @ . 1@

1 _J
v

D indergarten Canteen

LIS

i

1
Game pAr—
Room -—.0 D —

Centrai Court

%Banc Rocm

i .ﬂp
. A Service
) O T Rocoms Auddonurr ‘
' l Eatrance

__J"I_.F___ﬂ_.)
1o o [ ] D

h =1 S

1 Poat Gym Scnool Adam.nistration

B O A
<

-
o™

{ Main
l Entrance

Figure 1: FLOOR PLAN
BUILDING

Floor Plan of Setting 1.

Figure 1:



39

_ Living Room

+

“ Quiet

Room '
N .!t’ln-
. “
m _ 1 Becs 4 Becs
i
i
M 4 Becs
: Bathroom 2 Beds .
{] tivins Room 2 2eas
H | A e Den
s .
|
!
i Boach
! A2l Nurses
! _ qu. Station . 7
Cuet
” Reom 1 8ec Bainroem
. —_——
2 Beds Batkroom
— Cay Room
1 Bed _
Tl's. .
Quier | , .
4 Bezs Living Rocm i FRcom _ ﬂ._wc«.m 2: HOUSE 1
— B . — IYPICAL

Figure 2:

Floor Plan of a Typical House in Setting 1.

AN A€

AR Lottt b T AT TR { A% PO T TN L T A P TR e e R Y Y

Lol
W\
2]

- .



40

present use as a client den/lounge area.

Clustered around the internal corridor of each house are three
"apartments'' or living areas. As one stands at the nurse's station,
one could see into the "foyer" and "living room" of each apartment through
a glass-paneled door, although there are some parts of the living room
that are out. of view of one looking in.

0ff the foyer and living room of each living area are a bathroom,
a combination shower/bathtub, a community closet and four rooms designa-
ted as bedrooms (one four-bedded room, one two-bedded room, and two one-
bedded rooms). At the time of the proposed investigation, one of the one-
bedded rooms of each apartment was being used as a geclusion room: vwhen
children and adolescents are perceived as out of control, they are sent
here with a staff person. |

The bathroom is similar to the community-style bathrooms found in
many institutions: there are several sinks in line with one another
(located beneath one large mirror) and two toilet stalls. Doors to each
of the toilet stalls are recent additions, put up four years after the
occupancy of the building. Bedrooms are sparsely furnished, containing
a bed and one free-standing closet unit per resident. Doors to the bed-
rooms were installed around the same time as the bathroom stall doors.

Of the three houses used as living quarters for residents, one is
used by adolescent boys, another by adolescent girls, and the third by
younger boys and girls. At one time, adolescent boys and girls shared
one house, occupying separate "apartment" or living areas. However,
staff perceived problems in this arrangement, thus accounting for the
present situation.

Also, at the time of the present investigation, adolescent girls

lived in a house which varied somewhat from the typical house described
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above, this due to a fire in thelr usual quarters. The temporary quar-
ters of the adolescent girls' did not have demarcated one-person, two-
person, and four-person bedrooms, but rather had two dormitory-style
bedrooms, each accomodating up to six girls. (The dormitory-style bed-
rooms were originally designed for autistic children.). Also, the

. client/den lounge was absent with a seclusion room in its place. Moving
the adolescent girls into that particular house was based solely on what
was available, until the time the girls could return to their usual
quarters. In total, the adolescent girls used the "temporary" quarters
for one and a half years.

The major recreation areas used are located away from the living
units, at the other end of the building. These areas include a gym, a
swimming pool, an auditorium, a series of hobby or meeting rooms, a can-
teen, a library, a gameroom, a hair salon, a music room, an arts and
crafts wing, and the main lobby with vending machines for snacks. The
school wing is made up of classrooms. The administrative wing, not far
from the houses, contains the offices of administrative staff and the
social workers and psychologists who work with children and adolescents.
There is also an infirmary where residents receive minor medical care.
And finally, there is a dining room for every pair of houses where resi-
dents eat their daily meals, located only steps away from the houses.
(The dayroom of each house has a kitchenette, used occasionally for
evening snacks.).

The outdqor areas are alternately grass and concrete and have play
equipment, including swings, seesaws, etc. However, observations over
the years revealed that these areas are seldom used; almost all client
activity takes place indoors.

The therapeutic philosophy of Setting 1 was initially determined
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through intérviews with administrative staff, including interviews with.
the facility's first and still-current director (see Rivlin & Wolfe, 1972).
Evolution of therapeutic philosophy has been followed over the years by
attending policy meetings and through formal and informal interviews

and observations.

Normalization--with resident's eventual return to their communities--
has been cited as the overriding philosophy of this setting, as well as
for others like it. The director's early attempts to foster a normalized
setting were somewhat hampered by the actual design of the facility: the
creation of a multi-purpose unit tends to discourage the use of services
in the surrounding community. But there were also deliberate policy de-
cisions which seemed to run counter to the nonrestrictive environment
prescribed by normalization. One specific change, instituted only months
after the initial occupancy of the facility, was the installation of locks
on the doors of the houses. The consistent use of these locks has since
limited children's and adolescents' free access to the corridors which
lead to other areas of the facility.

The director was specific in outlining goals relating to privacy.

In particular, he argued that all children need interactional privacy
and that this privacy is best met through the provision of one-person
bedrooms, which allow residents to be away from others and explore them-
selves.

However, the director's unstated goals were at odds with the reported
goals of other administrative staff, many of whom are more involved in
day-to-day decision-making and whose responsibility is direct care staff.
For example, in one interview, the chief psychiatrist of adolescent ser-
vices voiced his opposition to one-person bedrooms, adding that children

and adolescents must always be in a group situation in order for treatment
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to be effective. The director of nursing, when relating privacy to
staff supervision, agreed that privacy as physical aloneness was impor-
tant, but felt that staff's need to know residents' activities took
priority over any form of privacy (see Wolfe & Golan, 1976 for a more
complete analysis of therapeutic philosophy and privacy in “Setting 1").

The administration's views about privacy are probably best expressed
in a 1976 memorandum sent to direct care staff:

On privacy in general: '"There are times when
children need privacy from either their peers or
staff. However, staff must be aware at all times
of where children are and what they are doing. This
is to prevent a depressed child from hurting himself,
an angry child from hurting someone else, prevent
sexual acting out, horseplay, and teasing. Frequent
checks must be made by staff (at) five to ten minute
intervals at these times."

On showering: "It has been our experience that
undressing, showering, and general preparations for
sleep encourage attempts of children to act out sex-
ually. In view of the fact that normal children
do a certain amount of examining and experimenting
to find their own sexuality, it is often difficult
for staff to understand our constant attempts to
control it here. Although normal children fre-
quently have homosexual-like experiences in search
of their own male-female identity and handle them
well, our children, who are already in emotional
turmoil, cannot deal with these added conflicts.

We have, therefore, tried to prevent situations
where sexual acting out frequently happens. At
shower time, a group leader must remain in the
area and supervise. Only one child is allowed
in the bathroom while showers are being taken.
Although there are two showers, only one may be
used. Children using toilets at those times must
be supervised. Masturbation is a private thing
and children found doing it in the presence of
others or in public areas should be spoken to.

We emphasize the fact that there is nothing wrong
with it, but it must be done in private."

Attitudes of direct care staff are in line with the practiced philo-
sophy described above. While there is concern about residents' needs for
privacy as aloneness, there is also an expressed fear about residents'

doing harm to themselves or others if left alone (Wolfe & Golan, 1976).
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There is no clear-cut solution to such a conflict. In practice, children
and adolescents are most often in program and in supervised areas, with a
limited amount of free time where they may be away from the group; this
is described in a brief outline of daily program.

Daily program was examined according to the amount of structured and

free time provided daily for residents and according to the number of
other people residents must be with over the course of a day. Children
and adolescents are wakened by 7:00 AM, eat breakfast at about 8:00 AM,
and are in the school wing from 9:00 AM to 3:00 PM, with a one hour lunch
break in between. Most of the lunch hour is spent in the house, where
children and adolescents have some free time, in addition to access to
their bedrooms. From 3:00 PM to 4:30 PM and from 6:00 PM to 9:00 PM,
children and adolescents are involved in the evening recreation program.
There is some free time between 4:30 PM and 6:00 PM, where again children
have access to their bedrooms. However, for the most part, residents

are confined to the house area and during free time. During the afternoon
free time, children and adolescents satisfy their weekly or twice weekly
one-to-one meeting with the social workers or psychologist they work with.
Dinner is served for a brief ten-minute interval at 5:00 PM. At 9:00 PM,
showers begin and snacks are given out. Bedtime is about 10:30 PM. Taking
into account daytime ana nighttime preparation, children and adolescents
have a maximum of two hours during which time they have some choice over

what they do and with whom they spend their time.

Setting 2

This account is based on a year-long contact the investigator estab-
lished with the facility, and included regular attendance at meetings,

access to archival data, informal observations, and informal and formal
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interviews with administrative and direct care staff (see Appendices B
and C for staff interview schedules).

Physical design. This facility is located on an island which is

technically part of New York City, but in reality, is quite a distance
from the communities from which it draws its clients. Also on the island
1s a drug rehabilitation center, and a park created for use by New York
City communit& residents. Access to the island is achieved by use of a
public bus or a pedestrian bridge connected to part of New York City.
Staff in Setting 2 have complained of security problems brought on by

the community people's use of the bridge and park. (Staff did not com—
plain about residents' trying to escape from facility by the bridge.).

Made up of five one-story and two-story buildings, the children's
psychiatric facility is dwarfed by the adult psychiatric complex situa-
ted on a neighboring tract of land. Children and adolescents serviced
range in age from six to 16 and are diagnosed as having the same problems
as the children in Setting 1: 'childhood schizophrenia'" or "behavior
problems". There are several day-care clients who are integrated into
the same program as full-care residents.

As was true of Setting 1, this facility is a "total institution"
which meets all of its clients' daily needs. The four one-story build-
ings make up the living units or "cottages" for each of four different
age groups of children adolescents. The main building, a two-story struc-
ture, accommodates most recreation areas, the school areas, an infirmary,
and the administrative wing. Each cottagé is several hundred feet away
from the main building. 1In total, the five buildings occupy over 200,000
square feet of land, much of which is used to travel to different parts
of the facility and for'outdoor recreation (see Figure 3 for plan of

facility, p. 46).
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Each of the four cottages accomodates 24 people. The entry area of
any one of the identical cottages i1s a small, tiled mudroom, which has
a three-percon bench secured to the floor. One wall of the mudroom is
made entirely of glass, allowing full visual access to the outdoors.
However, a person in the mudroom is out of view of people who are in inner
areas of the cottage. An interior door from the mudroom leads to the
visitors' alcove, which is adjacent to the food service area and two
dining room¢, where residents eat their daily meals. The dayroom (recrea-
tion room) is a large interior space, which has tables and chairs, couch
seating, a small kitchenette, and a television set. Off the dayroom is
a laundry room, two small bathrooms each with a toilet and sink, a staff
lounge, and a nurse's station/interview room. The glass-enclosed nurse's
station allows full visual access to the dayroom and some other areas.

The two bathrooms are used by children during the day.

Clustered around the dayroom are three "apartments'", each accommoda-
ting eight residents. Each apartment consists of a living room, an en-
circled outdoor court, a community-style bathroom, a shower room, and
five bedrooms (one four-person bedroom and four one-person bedrooms). The
court and part of the living room wall are glass-paneled, providing partial
visual access for a person located in either the dayroom or nurse's sta-
tion. As with Setting 1, the bathroom in each of the living room areas
is community-style, with two toilet stalls with doors, several sinks,
and one mirror across a wall. Bedrooms contain a bed, a bureau, and a
desk for each resident, and have doors on them. At the time of the pre-
sent investigation, one out of the three living rooms of each cottage
was used as a recreation area and had a billiard table and ping-pong
table. Also, at one time, one of the one-person bedrooms was used as a

seclusion room, but was unused during the present investigation (see
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Figure 4 for floor plan of a typical cottage, p. 49).

The four cottages are age-segregated, but each cottage has children
of both sexes with apartments or living areas being sex-segregated.
Thus, boys and girls have the opportunity to interact with one another
in the dayroom and other public arcas of each cottage.

The major recreation aréas of the facility are located on the first
floor of the main building and includes a gym, a swimming pool, crafts
rooms, an auditorium, a canteen with vending machines, a gameroom, a
hair salon, and a music room. The school area, also on the first floor
of the main building, consists of classrooms, a time-out room, and a
seclusion room. The time-out room is used when children or adolescents
pose a behavior problem seen as too disruptive to deal with in class:
here, children and adolescents often do written assignments as punish-
ment. When a child or adolescent is seen as being out of control, she/
he is placed in the seclusion room with a staff person.

The a&ministrative wing, located on the second floor of the main
building, contains the offices of administrative staff and of the social
workers and psychologists who work with children and adolescents. The
infirmary is also on this floor.

The outdoor areas, made up of grass, concrete, and asphalt, consist
of a basketball court and play equipment for young children. Informal
observations revealed that outdoor areas are frequently used during after-
school hours, as well as for travel during the day.

The therapeutic philosophy of Setting 2 was mandated, in part, by

the New York State Department of Mental Hygiene, where normalization
and eventual return to community life is a major goal. (This mandate
applies to Setting 1 as well.). However, in Setting 2, therapeutic

philosophy 1s also closely connected to the physical design or what is
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known as the "open setting'". In an open setting, all activities do not
occur under one roof and residents must travel outdoors to go from one
activity to the next. In addition, according to staff, the open setting
implies noncontainment, 'no locked doors," and some freedom of choice in
terms of residents being able to be on their own.

Yet, many staff saw the "open setting" as too unstructured for
the children and adolescents the facility services. Ironically, the
freedoms that the open setting potentially provides for residents has
been countered by the staff belief that because of the setting, staff
must "be more observant (of residents) or at least more cognizant” than
they would be otherwise. And, interestingly, there are now locks on
cottage doors, which were installed in the past year, about four years
after the initial occupancy of Setting 2. (At the time of the present
investigation, locks were seldom used.).

The functional program of Setting 2, written up prior to completion
of the physical plant, acknowledged residents' needs for aloneness and
freedom of choice: |

It is also important that each child have some free

time each day to select his own activity or do nothing

if he so wishes . . . Children will be permitted to use

their rooms for quiet activities when they wish to be

alone.

The difficulties this directive presents are reflected in the atti-
tudes of direct care staff towards residents' freedom of choice and
alone time, described below.

Attitudes of direct care staff in Setting 2 towards privacy are
in line with those of staff of Setting 1. While aloneness is seen as
somewvhat important, most staff think that children should spend the day

in structured activity and that staff must always know the whereabouts

of children and adolescents. As one staff person said, "If they (children
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and adolescents) had free time, they'd be doing something destructive.”
This 1s not to say that there is no free time away from staff during a
day, but rather that free time i1s fit into a scheduled day.

Daily program is similar to the program in Setting 1, with the

exception that children and adolescents have a bit more "free time"

. after school, usually from 3:00 PM to 6:00 PM. And because there is a
commitment to the "open setting" despite the conflicts presented, chil-
dren and adolescents are able to use outdoor spaces during these times,

away from the direct watch of staff.
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Sﬁmmary Comparison of the Settings/Hypotheses

A comparison of the two settings will serve as a summary of the
descriptions presented and will help clarify how social and physical
environments can create a context which supports particular privacy-
related experiences and behaviors. A point-by-point account of the
similarities of and differences between the two settings will provide

the basis for the hypotheses of the present investigat{on.

The physical design of each setting was examined, with a focus on
the availability of spaces which allows for chosen alone time for chil-
dren. Since both facilities are under the auspices of the New York
State Department of Mental Hygiene, the same philosophical rationale was
followed in building each facility. 1In fact, the design of Setting 2
was based on the same plans of those used in Setting 1, built one year
earlier. The result is two very similar physical plants. For example,
the physical layout of spaces is comparable for both facilities: 1living
areas (also called houses), recreation areas, and school areas are clus-
tered similarly.

Equally important, each facility has a similai distribution of
single-person and multiple-person bedrooms: this variable is critical
to the proposed investigation. Past studies in institutional settings
have shown that bedrooms tend to be used by one person at a time, despite
the number of residents assigned to them (Ittelsom, Proshansky and Riv-
lin, 1970; Wolfe, 1975). Bedrooms marked as single-person rooms had the
broadest range of activities occurring in them, while those designated
as multiple-person rooms had more isolated passive kinds of behaviors oc-~

curring in them (Ittelson, Proshansky & Rivlin, 1970). Based on these
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results, the proposed investigation posits that bedroom occupancy is
important in residents' perceived and real choice. Specifically, it is
predicted that residents occupying single-person bedrooms will have more
choice and more opportunities for privacy as chosen aloneness than will
residents occupying multiple-person bedrooms.

Returning to a general comparison of the two settings, there are some
differences in physical design, functional use of space, and policy, across
settings. In Setting 1, recreation areas, living areas, and school areas
are housed in one building and are connected by a series of corridors
making it possible to use indoor spaces without going outside and remov-
ing the outdoors from free use. Results of formal observations of the
facility reveal that outdoor spaces are almost never used; corridors are
used by children only for supervised travel to and from other spaces.

In contrast, the same living areas, recreation areas, and school areas

of Setting 2 are spread across a grassy campus (i.e., the "open setting').
Thus, children in Setting 2 must use outdoor areas for travel. In fact,
informal observations of that setting show that children are often out-
doors alone during nonschool hours, usually sitting or traveling. And
outdoor space was often used during after-school hours. Thus, the use

of the outdoors allows children and adolescents to be away from direct
supervision by staff.

The separation of the administrative areas from the living areas in
Setting 2 as compared to the physical proximity of these areas in Setting
1 may contribute to differences with respect to residents' relationship
to other people (i.e., intimacy), in particular, regarding residents'
visits with their assigned social workers. In both facilities individual
therapy sessions with social workers take place in the social worker's

office. However, in Setting 1 social workers are often seen with individual
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residents in informal situations in residents' living areas. Similarly,
residents in Setting 1 can easily stop by a social worker's office and
engage in casual conversation with a social worker. There are less fre-
quent occurrences in Setting 2 where social workers and children must
travel from one building to another to visit with each other formally.
. The varied ease or difficulty in meeting with social workers may relate
to reported experieﬂtial differences of residents across settings with
regard to privacy with another person. Data of an earlier study reveal
that residents in Setting 1 did, in fact, cite times spent with their
social workers as a '"'privacy" situation (Wolfe & Golan, 1976).

In each setting, there have been both physical design and policy
changes over time. Most notable are the recent design and policy changes
with regard to the seclusion rooms in the living areas of both Setting 1
and Setting 2. In the adolescent boys' house of Setting 1 where there
used to be only one quiet room per living area or hou.e, there are now
three, one near eachbcluster of four bedrooms. The adolescent girls make
use of the one seclusion room in their temporary quarters. In Setting 2,
on the other hand, the one seclusion room in each living area or cottage
has been used so sporadically to the point where it is seldom used; in one
unit, the seclusion room had even been closed off for a while.

In Setting 1, there has been another physical design change. Two
years ago, provisions were made which gave residents in each living area
a small lounge to which they could retreat to be alone with one or two
other people. Investigators of the City University of New York research
team have closely followed policy decisions and space use of this room.
The room is, indeed, used by children most often to be alone or with one
or two other residents or social workers (McCarthy, forthcoming). The

availability of such a room in Setting 1 as compared to its absence in
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Setting 2 may additionally contribute to differences in privacy exper-
iences.

Finally, in Setting 1 there has been a change in the shared use of
house areas by adolescent boys and girls. Where adolescent boys and
girls once occupied the same house (having separate sleeping areas),
they are now in separate houses altogether, thus having little contact
with one another during free time. By contrast, in Setting 2 cottages
are sex—integrated, which allows boys and girls to spend time together

if they wist.

Therapeutic philosophies and goals were explored in each setting.

For the most part, philosophy and goals were similar in each facility,
with an emphasis on normalization. In addition, children's services
and treatment approaches were alike.

The major difference in approach was in the use of the "open setting"
approach in Setting 2 (dictated in part by the physical environment),
compared to its absence in Setting 1. While administrative staff in
Setting 2 questioned the appropriateness of the open setting for clients,
they were, nonetheless, committed to a nonrestrictive environment. This
was revealed in policy and space use related to privacy-—and sometimes in
sharp contrast to Setting 1.

Relevant to the present investigation, the "open setting" approach
carries with it notions about containment of residents by locked doors.
At the time of the present investigation, locks in Setting 2 were new
additions on cottage doors and the use of a locked door was sporadic.
Thus, residents may have perceived themselves as being able to move free-
ly between the indoors and outdoors; in fact, informal observations re-
vealed this movement to be the case. In Setting 1, on the other hand,

doors to the houses were always locked and residents were not free to
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go from the house areas to other arecas.

Attitudes of staff who work directly with residents have been ex-
amined through formal interviews. Attitudes about children spending
time in chosén physical aloneness are similar across settings. Staff
are generally concerned with supervision, but at the same time see the
importance of aloneness for residents; the result is a continual re-
evaluation of supervision with respect to chosen aloneness.

Daily program was examined according to the amount of programmed

and free time provided daily for children and according to the number
of other children a child must be with over the course of a day. Pro-
gramming was similar across the two facilities: children were in school
from the morning until 3:00 PM, given some free time in the late after-
noon and were in structured group recreation in the evening. However,
where residents of Setting 1 were generally confined to the house areas
during free time, residents of Setting 2 were given a broader range of
movement.

In summary, Settings 1 and 2 are similar in the children they ser-
vice, general philosophy and treatment, daily programming, and many
aspects of the physical design. However, there are some variations in
physical design and policy which may contribute to differing experiences
with privacy as chosen aloneness for residents across settings. These
variations are:

1) The "open setting design'of Setting 2 as compared to the
physical containment of Setting 1; residents in Setting 2 use
the outdoors more than do residents of Setting 1. Consequent-
ly, residents of Setting 2 may see the outdoors as a place
allowing for privacy as chosen aloneness.

2) The policy of keeping doors unlocked in the cottages of
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4)

5)

6)
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Setting 2 compared to the constant use of locked doors to
house areas in Setting 1. This is still connected to the
“open setting" approach described. As a result of this prac-
tice, residents of Setting 2 are able to move freely from the
cottage areas to outdoor areas, a situation which residents
may connect to the freedom to choose physical aloneness,
related to privacy.

The geographic proximity of administrative areas to living
areas in Setting 1 allows for easy contact between residents
and their social workers, a situation which may be perceived
by residents as a privacy situation (i.e., privacy as intimacy,
a situation of privacy between two or three people). In- Set-
ting 2, administrative areas are located quite apart from
living areas.

The lounge/den area in Setting 1 compared to the absence of

a comparable space in Setting 2; such an area potentially
allows for privacy as chosen aloneness and/or privacy as
intimacy.

The increased importance of the seclusion rooms in Setting 1
compared to the decreasing and sporadic use of the seclusion
rooms in Setting 2. Policy regarding seclusion room use may
relate to the association of privacy as aloneness with emo-
tional upset for residents in Setting 1, while such as asso-
ciation may not hold for children in Setting 2.

The separation of adolescent boys and girls in the house areas
in Setting 1, compared to the cottages being shared by boys
and girls in Setting 2. The usual concern adolescents express

about heterosexual relationships may show up in the privacy



58

concepts reported by'residents in Setting 2, but not for
residents in Setting 1.

And finally, there is a variation within each of the two settings
which may account for differing experiences of privacy as chosen alone-
ness for residents within settings. That is: _

7) The presence of single-person bedrooms and multiple-person

bedrooms (2-person or 4-person bedrooms) in each setting.
Residents who occupy single-person bedrooms may see themselves

as having more choice in privacy situations than do residents

who share a bedroom with others.

Hypotheses

Taking setting of residence into account, one can predict that re-
ported experiences of privacy as chosen aloneness will vary across set-
tings. For while there seem to be opportunities for privacy as chosen
aloneness in both settings, the nature of the places used to achieve
privacy as chosen aloneness differ. Based on these differences, it is
expected that residents' reported experiences with privacy will vary
across settings. A number of hypotheses related to this will be tested,
including:

Hypothesis I. As cdmpared to residents of Setting 1, residents of

Setting 2 will more often cite outdoor spaces as a private place.

Hypothesis II. Residents of Setting 2 will more often include

"choice" in their concepts of privacy than will residents in Setting 1.

Hypothesis III. Residents of Setting 1 will more often describe

Privacy in terms of intimate situations as compared to resident of
Setting 2 (an intimate situation being two or more people separating them-

selves from a larger group).

Hypothesis IV. Residents of Setting 1 will more often describe



59

privacy as chosen aloneness in relation to emotional upset than will

residents of Setting 2.

Hypothesis V. Compared with residents of Setting 1, residents of

Setting 2 will more frequently cite heterosexual experiences in rela-
tion to privacy.
And considering bedroom occupancy, another hypothesis will be ex-

plored.

Hypothesis VI. Reported privacy concepts of residents occupying

single-person bedrooms will reflect 'chosen aloneness" more often than
will reported privacy concepts of children in multiple-person bedrooms.
These hypotheses are only part of the proposed investigation. Cen-
tral to the research is the notion that residents will create experiences
of privacy as chosen aloneness for themselves, sometimes regardless
of setting of residence and bedroom occupancy and that these experiences
would be significant to individual behavior and other experiences. Thus,
another set of hypotheses assumes that individual residents' experiences
with privacy as chosen aloneness are related to reported concepts,
behaviors when in social situations, and measured levels of self-esteem.
These are as follows:

Hypothesis VII. Residents who involve themselves in privacy as cho-

sen aloneness will, when in social situations, be more involved in positive
social interactions than in aggressive or isolated behaviors; residents
who have experiences with privacy as chosen aloneness less often will
more often be invloved in aggressive or isolated behaviors than in posi-
tive social interactions when in social situations.

Hypothesis VIII. Residents who involve themselves in privacy as

chosen aloneness will exhibit higher levels of self-esteem than will

residents who have fewer such experiences.
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Hypothesis IX. Residents who involve themselves in privacy as
chosen alonenss will more often report "chosen aloneness' in their
concepts of privacy than will residents who have such experiences less
frequently.

Where applicable, these same predictions will be examined with re-
spect to nonchosen aloneness, although it is unlikely that the rela-

tionships will be the same under these conditions.
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Chapter VI

METHODS AND PROCEDURE

Overview of Methodology

A study with 35 adolescents living in one of two residential psychi-
atric facilities was conducted. The two facilities were similar in pa-
tient population and general goals, but varied in the opportunities each
provided for privacy as chosen aloneness.

Observational data were collected on the 35 adolescents as a way of
understanding their experiences with privacy as chosen aloneness and
their behaviors when in social situations.

Interviews which dealt with concepts of privacy were administered to
the same 35 adolescents. |

Log data were collected to supplement observational data, with par-
ticular focus on medication schedules and inappropriate behaviors of re-
sidents as reported by the staff.

A self-esteem scale was administered to the study population.

Finally, various staff people were asxed to rate severity of illness,
behavior and prognosis for each individual in the study sample.

Data were collected by use of: 1) time-sampling observations;

2) event sampling observation; 3) interviews; 4) a self-esteem scale;

5) a staff perception of client scale; 6) log notes; and, 7) census data.

Techniques

1) A time-sampling technique was used to describe and quantify be-

havior patterns and use of space of the 35 residents selected in the two
settings. The list of behaviors used was derived from previous studies
of a children's psychiatric facility (see Rivlin & Wolfe, 1972), and has

been adapted to include more subtle activities of aloneness and social
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interaction (see Appendix D for listing of behaviors). For purposes

of data analysis, these activities will be grouped into one of four
categories: 1) positive social interactions; 2) aggression; 3) isolated
active behaviors; and, 4) isolated passive behaviors. Some activities
clearly fall into only one of the four categories; for example, reading
is distinctly an isolated active behavior. Other activities may fall
into one category or another, depending on a person's involvement with
other people. For example, if a person is playing alone, that activity
falls under isolated active behavior. But if a person is playing with
other people, the behavior is categorized as positive social interaction.

In each setting, observations were conducted in. the mornings before
the start of the school day, during the lunch hour, and after school
hours on Tuesdays, Wednesdays, and Thursdays. These hours represent the
least structured time of day in each setting; they are nonschool hours,
where residents have the most choice in selecting their activities and
with whom they engage. Similarly, residents can select, within limits,
where they want to be.

Observations were conducted in one setting at a time. During each
week of observations, behaviors of each of five residents were recorded.
This number allowed observers to identify chosen residents easily,
avoiding the problem of'observers having to remember too many people
and becoming confused. Residents were assigned identification numbers
for use by observers.

This set of behavioral data was obtained by having a trained obser-
ver follow a predetermined route of specific locations in each facility.
When the observer came across one of the five particular residents, she/
he recorded the following information: identification number of the

resident; location of resident; door position of room (where appropriate);
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activity of resident; number and sex of other children with whom the
resident was interacting; number and sex of children in that space not
involved with the resident; number of staff with whom the resident was
interacting; and, number of staff in the space not involved with the
resident (see Appendix E for time-sampling observation form).

These observations were conducted every 10 minutes over four hours
per day for a total of 24 observations per day per resident. At the end
of one day, each of five residents was recorded at 24 activities (a
resident was recorded only once per 10-minute interval, even if she/he
were seen more than once during that interval). Thus, at the end of the
first week, a total of 72 activities were recorded for each of five re-
sidents. During the second week of observations, another set of five
residents were observed. Weekly observations were alternated between
facilities, so that by the end of the eighth week, all 35 residents were

observed.

2) An event sampling technique was used to obtain information about

the nature of time spent physically alone by each of the 35 residents.
During each time-sampling observational period just described, a second
observer was stationed in an area where she/he was in view of or could
easily locate the five residents being observed during a week. The ob-
server recorded: 1) initiation of the particular resident's alone period
(distinguishing if the alone period is self-initiated or not); 2) loca-
tion; 3) duration of the alone period; 4) door position; 5) frequency and
nature of interruptions; and 6) termination of the alone period. Items
1) and 6), in particular, reflect the choice and control aspects of pri-
vacy as chosen aloneness, respectively. When required, the observer
asked for staff assistance to find out the nature of a particular resi-

dent's period of aloneness. Event sampling was conducted of no more
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than five residents at any one time (see Appendix F for the event
sampling observation form to be used).

Taken together, the time-sampling and event sampling techniques
yielded data about selected residents on: 1) amount and nature of time
spent in chosen physical aloneness and 2) when in social situations,
proportion of time spent in either positive social interaction (e.g.,
talking, cooperative games), aggression (e.g., physical or verbal abuse
towards others, disruptive activities), isolated active behaviors (e.g.,
reading, watching an activity), and isolated passive behaviors (e.g.,
sitting, staring into space, pacing).

3) Interviews were conducted with 32 of the 35 clients observed:
in Setting 1, 17 clients were interviewed and in Setting 2, 15 clients
were interviewed.1 Interviews covered: 1) residents' concepts about
privacy; 2) residents' perceptions about the opportunities the physical
and social environment provides for privacy as chosen aloneness; 3) re-
ports of the strategies used by residents to create privacy as chosen
aloneness for themselves; and, 4) residents' perceptions about the possi-
bility of interruption by others when they have chosen to be alone.

This last item reflects the control dimension of privacy as chosen alone-
ness - (see Appendix G for interview schedule).

A total of 32 residents were interviewed: 17 in Setting 1 and 15 in
Setting 2.

4) A measure of self-esteem was obtained by use of a self-esteem
scale (Rosenberg, 1965) (see Appendix H for scale). This measure will
be compared to behavioral and interview data and is a critical measure
of the predicted benefits of the opportunity for privacy as chosen

lThree clients (one boy and one girl in Setting 1 and one boy in
Setting 2) refused to participate in the interview situation.
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aloneness described. Again, 32 residents were given the scale after
the interview.

5) A staff perception of client scale was created and administered
to various staff (including, teachers, recreational staff, and cottage
staff). Each staff person was asked to individually rate clients se-
lected for the study in the following areas: source of problems; se-
verity of illness; frequency of social, aggressive, and withdrawal kinds
of behavior; and, probability of successful return to the community (see
Appendix I for scale). This measure was used for comparability of staff
perceptions across settings. Additionally, it was used to help determine
whether bedroom occupancy was related to staff perceptions of residents.

In each setting, six teachers, nine cottage workers, and two recrea-
tion workers were asked to rate each of five residents with whom they
" worked; each resident was rated by a total of four staff.

6) log notes were collected to provide an additional measure of the
reported behavior of residents. These data were collected by an investi-
gator who reviewed notes recorded by staff about daily incidents which
occurred in a given two week period which was not among those weeks of obser-
vation. Since incidents of aggression by residents are most commonly re-
corded in these notes, the log notes will serve as an independent measure
of residents' aggressi&e behaviors.

During observation days, daily log notes were examined with regard
to residents who are being observed. Focus was on recorded inappropirate
behaviors, restrictions (including use of the seclusion rooms), and me-
dication schedules (see Appendices J and K for forms).

7) Census data were collected during observation days regarding:

1) number of residents in treatment; 2) bedroom occupancy of all resi-

dents; 3) dates of birth of all residents; 4) dates of admission of all
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residents. The first two measures were used to understand the condi-
tions under which aloneness occurs; the second two measures were used
in documenting comparability across settings (see Appendix L for record-

ing forms).

The Study Population

Thirty-five full-care residents were selected for tha study. Ini-
tially, it was hoped that 20 residents would be drawn from each setting
for a total of 40 residents. However, criteria for selection, coupled
with the limited number of full-care residents in treatment, contributed
to the reduction in the sample size. Thus, the study population was
selected as follows:

Setting 1: At the time of the study, there were 19 adolescent boys
in treatment, 16 full-care (living in) and three day-care. Of the full-
éare boys, two went to public schools in tﬁe community (thus having dif-
ferent daily experiences from other residents), one boy was diagnosed
as autistic, and another one was eliminated from selection on advice of
staff that he should not participate in an interview situation. Thus,
12 boys from Setting 1 were selected for the final study.

There were 10 full-care girls and one day-care girl in the adoles-
cent unit in Setting 1 at the time of the study. Of the 10 full-care
girls, two went to public school and one was diagnosed as autistic.
Thus, 7 girls from Setting 1 were selected for the final study.

Setting 2: At the time of the study, there were 34 boys in treat-
ment, 11 full-care boys and 23 day-care boys. Of the full-care residents,
one went to public school and one was diagnosed as autistic. Nine boys
from Setting 2 were selected for the final study.

There were 11 full-care girls and 10 day-care girls in treatment in
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Setting 2 at the time of the study. Of the 11 girls, one went to pub-
lic school, one was on a speclal program of increased home visits during
the week, and two were eliminated from selection on advice by

staff that they should not participate in an interview situation. Thus
seven girls from Setting 2 were selected for the final study.

It might mentioned that despite the larger number of day-care cli-
ents in treatment in Setting 2 over Setting 1, in both settings day-
care clients were at the facilities only during school hours. They sel-
dom used living quarters and were not on the grounds during scheduled
free time. Also space accommodationswere provided for the additional
day-care clients in Setting 2 (e.g., more classrooms were in active use),
thus avoiding problems in comparability of density across settings.

The composition of the two samples selected from each setting was
similar along several dimensions.

Residents in both settings were most often diagnosed as having "be-
havioral disorders of childhood and adolescence" or some form of schizo-
phrenia (e.g., childhood, chronic undifferentiated). Most residents'
problems were seen as moderate or severe by staff clinicians, with present
hospitalization projected at two years or greater. These pileces of infor-
mation were obtained from individual client records, categorized in stan-
dardized charts which were used equally by both Setting 1 and 2 (see Ap-
pendices M and N for these charts). Most residents in both settings were
- on a daily schedule of psychotropic drugs (e.g., thorazine, stelazine);

a few residents in each setting received these drugs only on an as-needed
basis.

The mean ages for residents selected for study were 14.8 years and
14.3 years in Setting 1 and Setting 2, respectively. The average length

of present hospitalization was 11.6 months for residents of Setting 1 and
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11.0 months for residents of Setting 2. Table 1 shows these figures by
setting of residence and sex.

The ethnic makeup of the two groups was similar: for the most part,
residents were black or of Hispanic origin. The slightly greater His-
panic population of Setting 1 and slightly greater black population of
Setting 2 reflect the ethnic composition of the different parts of New
York City from which the samples were drawn. Table 2 shows ethnic com-
position by setting of residence and sex.

The one major difference in residents across settings was in bedrocm
occupancy. In Setting 1, 10 of the 12 boys occupied multiple-person
bedrooms, with the remaining two boys occupying single-person bedrooms.
In Setting 1, all the girls occupied multiple-person bedrooms. In Set-
ting 2, the distribution was more even: five boys and three girls oc-
cupied single~person bedrooms; four boys and four girls occupied multiple-
person bedrooms. Figures are shown in Table 3.

Preparation. Preparation for data collection of the present investi-
gation was begun in January, 1977. At this time, the investigator ar-
ranged a meeting with residents and staff to introduce herself and the
research. She explained that she and her colleagues were interested in
the use of space in that particular facility and that this information
could be helpful in the planning of treatment settings. She des;ribed
the procedures to be used in the investigation (observations and inter-
views) and stressed that she was not interested in names of people, nor
in evaluating people and situations in any way. Questions of staff and
residents were answered at this time.

Training and reliability. Prior to the formal observations, the in-

vestigator and observers practiced observational techniques at each of

the two settings. This was useful for piloting instruments and obtaining
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Table 1. Mean Ages and Length of Present Hospitalization
by Setting of Residence and Sex

Length of
Source Na Age (in vears) Hospitalization (mos.)
Setting 1 19 14.8 11.6
Boys 12 14.9 10.3
Girls 7 14.9 14,0
Setting 2 16 14.3 11.0
Boys 9 14.0 11.2
Girls 7 14,7 10.8

a
number of residents
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Table 2. Ethnic Composition by Setting of Residence and Sex

Group

Source Hispanic Black White Totals

na %P na P n? %P Na
Setting 1 6 31.6 10 52,6 3 15.8 19
Boys 2 16.6 8 66.7 2 16.6 12
Girls 4 57.1 2 28.6 1 14,9 7
Setting 2 3 18.8 11 68.8 2 12,5 16
Boys 2 22,2 6 66.3 1 11.1 9
Girls 1 14.9 5 71.4 1 14.9 7

anumber of residents

bhased on group totals



Table 3, Bedroom Occupancy by Setting of Residence and Sex

Multiple Group

Source Single Bedroom Bedroom Totals
n® zP nd 3l N&
Setting 1 2 10.5 17 89.5 19
Boys 2 16.7 10 8.3 12
Girls 0 - 7 100.0 7
Setting 2 8 50.0 8 50.0 16
Boys 5 55.6 4 44,4 9
Girls 3 42.9 4 57.1 7

8pumber of residents

bbased on group totals
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reliability, but also familiarized staff and residents with the observa-
tion procedures.

Interobserver reliability was obtained for the time sampling tech-
nique. Overall interobserver agreement among three trained observers
was 95.2% (on the following measures: recognition of each client, ac-

. tivity of client, level of interaction with other people, number and
kinds of peoéle with whom client was either interacting or who were

present in the room, and room location). Interobserver agreement on
activity was 94.2% and on type of activity was 90.4%.

Data collection. Actual data collection took place from the last

week of March, 1977 to the first week of June, 1977. Beginning in one
setting, observations and collection of log data relevant to observations
were begun on a Tuesday and continued through Thursday of that week. On
Friday and the following Monday, the five residents who were observed
were interviewed and were administered the self-esteem scale. Beginning
on the next Tuesday, the same procedure was followed in the second set-
ting. Settings were alternated each week until, at the end of eight
weeks, the data were collected for each resident in each of the two set-
tings. Concurrent with collection of these data, census data and medica-
tion schedules were obtained and kept up to date.

Following collection of data, the principal investigator returned to
each of the two facilities and examined log notes of a two-week period
that was not among the weeks observed. At that time, staff completed in-
dividual client scales.

Methods of Analyses. The present investigation predicts that the

residents' setting and bedroom occupancy will be related to residents'
reported privacy concepts (Hypotheses I through VI). These hypotheses

wvere examined by a content analysis of interview questions, where residents
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were grouped by setting and bedroom occupancy. The content analysis of
interview responses provides information about residents' experiences
within an institutional setting in relation to privacy as chosen alone-
ness as well as to other aspects of privacy (e.g., privacy as control
over information).

A second set of predictions studies the relationships among residents'
actual experiences of privacy as chosen aloneness, resi-
dents' reported privacy concepts, residents' behaviors in social situa-
tions, and measured levels of self-esteem, regardless of setting or bed-
room occupancy (Hypotheses VII, VIII, IX).

In order to examine this latter set of hypotheses, the research de-
sign yielded several dependent measures, including: 1) an index on the
experience of privacy as chosen alonenss; 2) scores reflecting residents'
behaviors when in social situations; and, 3) measured levels of self-
esteemn.

These measures were derived as follows:

1) An index of the experience of privacy as chosen aloneness was
obtained for each resident. This index was based on the frequency of
chosen aloneness situations (obtained from both the time sampling and
event sampling techniques). Initially, it was hoped that the index
would be a composite of frequency of, duration of, and number of inter-
ruptions by other people during the time a client chose to be alone.
These latter two pileces of information were to have been obtained from
the event sampling technique. However, to obtain this information would
have in itself been an intrusion on the client's aloneness; therefore,
they were omitted from the index.

Since some analyses were to be performed in relation to nonchosen

aloneness, a nonchosen aloneness score was also obtained for each resident.
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This score was based on the frequency of times residents were alone,
based seemingly on something other than the resident choosing to be
alone on his/her own volition (usually these were times the resident
was instructed by staff to go to his/her room).

2) Each resident was given four social interaction scores, based
on the proportion of instances the resident was observed in each of
positive social interactions, isolated active behaviors, isolated pas-
sive behaviors, and aggression compared to the total instances of ob-
served behavior when in social situations. Thus, the scores Qere as
follows:

positive social interactions = # of positive social interactions R
total # of behaviors in social situations

# of isolated active behaviors 3
total # of behaviors in social situations

isolated active behaviors score

and,

# of isolated passive behaviors .
total # of behaviors in social situations

isolated passive behavior score

The aggression scores for clients when in social situations was de-
rived differently. The aggression score when in social situations logi-

cally should have been: # of aggressive behaviors .
total # of behaviors in social situations

However, so few incidents of aggression were observed, making an aggres-
sion scorederived in this way meaningless. Thus, aggression scores
(when in social situations) were taken from log notes of a two week per-
iod close to the time of observations. An Aggression score for each resi-
dent was the frequency of times a resident was recorded in log notes as
having been involved in an acting out situation (based on a total of 28
entries for each client).

3) Residents' levels of self-esteem were derived following Rosenberg

(1965) .



75

The effccts of setting differences and bedroom occupancy on these
dependent mcasures were examined by use of univariate and multivariate
analysis of variance techniques. Also, in order to explore the potential
relationships among the different dependent measures, correlations were
obtained between pairs of dependent measure scores.

The content analysis of interview responses was also compared to
thesg behavioral scores, discounting setting of residence and bedroom
occupancy. For example, it was expected that residents who displayed a
score high on the "experience of privacy as chosen aloneness'" index would
use "choice of aloneness" as part of their reported definition of privacy.

Correlational analyses (two-tailed) and analyses of variance were

performed with IBM Computer 370, using basic statistical programs from

the Statistical Package for the Social Sciences (1975).

Statistical tests of content analyses of interviews were generally per-
formed by use of the Fisher exact test of probability, with occasional
use of z scores, where possible.

Most often, results will be taken to be statistically significant
at the .05 level of significance. In the cases of correlational analyses,

a correlation coefficient will be treated as significant if its value

is .40 or higher, despite level of statistical significance. At times,
results which merely approach statistical significance will be noted be-
cause of observed trends among findings in this study or in related studies.

In summary, both qualitative and quantitative methods of analysis were used.
Where possible statistical analyses were performed., However, the nature of the .
present investigation often defied statistical analyses. This was an in-depth
study involving a small sample size; it took place in a natural setting where
many variables can have an impact on results. In keeping with the holistic

approach, it was more meaningful to explore both converging qualitative and

quantitative data, rather than to rely solely on statistical interpretations.
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Chapter VII

RESULTS

The data obtained from the current investigation will be oréanized
around the hypotheses proposed in the last section of Chapter V. Hy-
potheses will be presented one at a time, along with related analyses.
However, since the bases of these hypothesesvrest on the setting con-
figurations described early in Chapter V, the presentation of hypotheses
will be prefaced by a brief summary of general results which confirm
setting and person similarities and differences across settings. This
section appears immediately below, to be followed by a step-by-step

analysis of hypotheses.

The Settings for Study: Descriptive Results

Chapter III described the contextual nature of privacy; privacy was
presented as a situationally-based concept. In succeeding chapters,
the goals of the present investigation were outlined: din part, the pre-
sent investigation seeks to consider how the contextual nature of settings
contributes to privacy experiences and behaviors. A comparison study of
two settings seemed to be a logical approach to this issue. 1In order for
a comparison study of two settings to be meaningful, it is important that
there be certain parallels and contrasts across the two settings. Chapter
V summarized the éimilarities and differences between Settings 1 and 2.
Informal observations and interviews prior to the actual investigation
suggested that the two settings were similar with respect to client popu—
lation, program and general staff attitudes, but were different in as-
pects which could conceivably be related to privacy as chosen aloneness.
Formal results obtained from the procedures and methodology described in

Chapter VI confirm these similarities and differences, thus strengthening
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an argument in favor of the design of the present study. These results
relate specifically to: 1. the client populations; 2. general staff
perceptions of clients; and, 3. client patterns of space use, particu-
larly with respect to freedom of movement throughout the setting.

1. Client population. As shown in Chapter VI, client populations

- across settipgs vere similar with respect to age, racial background,
length of present hoépitalization, diagnostic categorization, and desig-
nated severity of illness. As importantly, measured levels of self-es-
teem were similar for clients across settings; in a one-way analysis of
variance, setting effects were measured in relation to obtained indivi-
dual scores of self-esteem and were found to be insignificant (N=32,
F=1.44, df=1, p=.239).

2. Staff perceptions of clients. Clients were scored on each of

the six items of the Staff Perception of Client Scale. These items dealt
with staff perceptions of each client's: source and severity of illness,
behaviors, and prognésis. The score on each item was simply the mean
score of all staff responses to a particular item for a given client.
Again, a one-way analysis of variance showed there were no differences
across settings on scores for each item (see Table 4, p. 78).

3. Client patterns of space use. Results of formal observations

indicated that there were some differences across settings in clients'
use of space. Actual space use patterns concur with the description of
settings presented in Chapter V. Most importantly, these results sup-
port the premise that residents in Setting 2 have more opportunity for
privacy as chosen aloneness in terms of the range of spaces they can and
do use.

Table 5 (p. 79) shows the client use of particular hospital spaces

across settings. For purposes of analysis, spaces were categorized into



Table 4 . Client Mean Scores Across Settings on
'Staff Perceptions of Client' Scale
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Item

Setting 1

Setting 2

F (df=1)

P

Item 1:

Cause of

hospitalization
(1=Internal;
7=Environment)

2.95

3.08

+25

.62

Item 2:

Severity of
illness

(1=Not disturbed;
7=Most disturbed)

4.08

3.71

.61

44

Item 3:

Aggressive acting

out

(1=Almost never;
5=Almost always)

2.59

3.00

1.88

.18

Item 4:
Participation in
social activities
(1=Almost never;
7=Almost always)

3.12

3.21

A1

T4

Item 5:
Withdrawal kinds
of behavior
(1=Almost never;
7=Almost always)

2.67

2.31

1.37

«25

Item 6:

Chances of return
to community
(1=Excellent;
5=Very poor)

3.19

2.88

.87

«36

N=19

N=16



Table 5. Client Use of Physical Spaces Across Settings

(Mean per cent)

79

Physical Space Setting 1 Setting 2 F (df=1) p
Area 1: 2.75 3.43 .40 +53
Indoor Community
Area 2: 0.00 12.98 57.2 £.001
Outdoors
Area 3: 17.56 8.90 72.3 £.001
Dining Room
Area 4: 55.71 34.12 29.3 4,001
Dayroom, Benches
Area 5: 6.34 28.81 26.9 .12
Living Room, Den
Area 6: 2.65 1.40 1.3 .27
Bathroom, Showers
Area 7: 14,99 10.38 2.6 .12
Bedrooms
Area 7A: 2.15 5.91 1.6 .31
Single Bedrooms
Area 7B: 12.87 4.46 12.28 .01
Multiple Bedrooms

N=19 N=16
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one of seven categories. Indoor community areas included all indoor
recreation and administration areas, as well as non-cottage/non-house
indoor corridors. OQutdoor spaces included outdoor areas surrounding
the cottages/houses and the dining room is self-explanatory.

The cottage/house spaces were categorized into four areas, according
to accepted function and potential degree of aloneness or being able to
be away from the view or physical presence of other people. Area 4 in-
cluded primarily the dayroom, in addition to the public corridors within
each house or cottage, the nurse's stations, and the bench area of
Setting 1. Area 5 was made up of the foyers, corridors, and living rooms
within the "apartments’ of each house or cottage, the laundry rooms, the
client den/lounge in the adolescent boys' house of Setting 1, the seclu-
sion rooms, and the outdoors courts of each apartment of Setting 2. Area
6 covered the bathroom and shower room within each apartment (the client
bathrooms in Setting 2 located near the dayrooms of Cottage 3 and Cottage
4 were not used at all during observations). And finally, Area 7 in-
cluded the bedrooms. The bedrooms were also broken down by single-person
bedrooms (Area 7A) aund by multiple-person bedrooms (Area 7B).

A number of the spaces categorized were used so infrequently that
they will be omitted as part of the discussion here. These areas, listed
with per cent of use relative to total hospital use of the two settings
combined were: the nurse's stations (1.7%); the laundry room (0.2%);
the community closet (0.2%); and, the seclusion rooms (0.1%).

Frequency of use of indoor community areas and bathrooms/showers,

did not differ across settings. And, as expected, the outdoors was not
ugsed at all in Setting 1, while it was used moderately by clients in
Setting 2. Most interesting, although not surprising, were the diffcrences

in bedroom use, dayroom use and living room use across settings (including
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related arcas).
The bedrooms were used slightly more in Setting 1 than they were
in Setting 2. The higher use of multiple~-person bedrooms in Setting 1

over Setting 2 reflects the fact that all but two of the residents in

Setting 1 occupied multiple-person bedrooms, compared to the more even

distribution in Setting 2 of residents occupying single-person and mul-

tiple-person bedrooms. It may have been that the bedrooms were one of

the few places clients in Setting 1 could go to be away from staff;
clients in Setting 2 may have used the ougdoors to achieve this.

There were times, however, where bedroom use was prohibited in both
settings, as revealed in log notes taken during observation days. Staff
directives given at these times help to explain the greater use of the
dayroom in Setting 1 over Setting 2 and the greater use of the living
room in Setting 2 over Setting 1. In Setting 1 when residents were re-
stricted from the bedrooms, they were most often specifically directed
to the dayroom. On the other hand, when residents in Setting 2 were re-
stricted from the bedrooms, they were seldom directed to another specific
area. Thus, despite residents from both settings being forbidden to use
the bedrooms at times, residents in Setting 2 seemed to have greater
choice in the selection of alternative spaces and may have chosen to use
the next most private and least surveilled space, namely, the living room.

Greater use of the dining room in Setting 1 over Setting 2 may re-
flect a slight variation in the location of the dining rooms across set-
tings. Since the dining room was within the cottages in Setting 2, re-
sidents were free to leave the dining room and go to other cottage areas
once they completed a meal. In addition, staff may have felt the dining
room was close enough to other cottage areas so they could at least in-

directly supervise residents in those areas. In Setting 1, on the other
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hand, residents remained in the dining room until everyone had completed
their meal, and then traveled back to the house as one group, always
accompanied by a staff member (the dining room in Setting 1 was somewhat
away from the houses).

Finally, client behavior across settings paralleled the similarities

-and differences of space distribution presented above. Table 6 (p. 83)
shows the mean per cént of client behavior in each of the five behavioral
categories: privacy as chosen aloneness, positive social interaction,
isolated active behaviors, isolated passive behaviors, and aggression
(the latter four when in social situations). Because of the infrequency
of recorded instances of observed aggression, the aggression score of
aggressive beha&iors in social situations compared to all other behaviors
in social situations was dropped. Instead, aggression scores were ob-
tained from log note entries; this scoring procedure for aggression is
to remain in effect throughout.

There were no significant differences across settings in the mean
per cent of times residents were observed in experiences with privacy as
chosen aloneness, nor in isolated active behaviors when in social situa-
tions. However, residents in Setting 2 were more often involved in posi-
tive social interactions than were residents in Setting 1; residents in
Setting 1 engaged more in isolated passive behaviors and logged aggres-
sive behaviors. These differences may be connected to residents in Set-
ting 2 being able to choose a broader range of spaces within which to
interact (away from staff surveillance, perhaps) than residents of Set~
ting 1. 1In fact, fully one-fifth of all positive social interactions in
Setting 2 occurred outdoors.

There was a possibility that bedroom occupancy, rather than setting

of residence, was related to these behavioral differences across settings



Table 6 . Client Activity Across Settings

(Mean per cent)

83

Behavior Setting 1  Setting 2 F_(df=1) o
Privacy as 3.1 4.1 .31 .58
Chosen Aloneness
Positive Social 31.6 44.2 8.90 .01
Interactions
Isolated Active 43.4 39.5 0.96 .33
Behaviors
Isolated Passive 23.5 14.7 6.51 .02
Behaviors
Aggression 3.9 2,12 4.01 .05

N=19 N=16

3This mean reflects log note entries for 10 of the 16

residents of Setting 2; log note entries were not

available for thé remaining six residents.
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(since many more residents in Setting 2 occupled single-person bedrooms
tﬁan did residents in Setting 1). In order to clarify these relationships,
behavioral patterns related to bedroom cccupancy will be presented briefly.

First, there were differences in clients' measured levels of self-es-
teem depending on bedroom occupancy: clients who occupied single-person
bedrooms scored higher on self-esteem than did clients occupying multi-
ple-person bedrooms (N=32, F=3.64, df=1, p=.065).

There were no differences in staff ratings of clients grouped by bed-
room occupancy, as shown in Table 7 (p. 85). The similarities of staff
ratings by bedroom occupancy is fortunate, in light of the observed dif-
ferences by bedroom occupancy in clients' behavior of privacy as chosen
aloneness and measured levels of self-esteem.

Table 8 (p. 86) shows the mean percent of client béhavior in each of
the five behavioral categories, categorized by bedroom occupancy. In con-
trast to differences across settings, the only behavioral difference by bed-
room occupancy was in the amount of time spent in chosen aloneness: residents
occupying single-person bedrooms were observed in chosen aloneness somewhat
more often than residents occupying multiple-person bedrooms.

Table 9 (p. 87) presents differences in client use of physical spaces
by bedroom occupancy. While there were no differences in the use of bed-
rooms by clients who occupied single-person bedrooms compared wilh clients
who occupied multiple-person bedrooms, an additional analysis of bedroom use
revealed that the use of multiple-person bedrooms by occupants of single-
person bedrooms was significantly higher than the use of single-person bed-
rooms by occupants of multiple-person bedrooms (N=35, F=9.28, df=1, p£.01).
This finding suggests that a multiple-person bedroom may have been perceived
by clients to be a more public space than were single-person bedrooms. The

argument that this situation is the result of there being more multiple-



Table 7.

Client Mean Scores by Bedroom Occupancy on

‘Staff Perceptions of Client' Scale
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Item

Single
Bedroom

Item 1:

Cause of

hospitalization
(l1=Internal;
7=Environment)

3.08

Multiple

. Bedroom, __.

2.98

F (df=1)

.12

p

.74

Item 2:

Severity of

1llness

(1=Not disturbed;
7=Most disturbed)

3.96

3.89

.02

Item 3:

Aggressive acting

out

(1=Almost necver;
5=Almost always)

3.08

2.66

1.65

.21

Item 4:
Participation in
social activities
(1=Alnost never;
7=Almost always)

3.22

3.13

.07

.80

Item 5:
Withdrawal kinds
of behavior
(1=Almost never;
7=Almost always)

2.49

©2.52

.01

.94

Item 6:

Chances of return
to community
(1=Excellent;
5=Very poor)

3.13

3.01

.10

.76

N=10

N=25



Table 8 . Client Activity by Bedroou Occupancy
(Mean per cent)
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Single Multiple
Behavior Bedroom Bedroom | p (4r=1) P
Privacy as
Chosen Aloneness 5.9 2.64 2.89 .10
Positive Social
Interactions 41,43 35.68 1.24 27
Isolated Active
Behaviors 41,09 41.83 0.03 .87
Isolated Passive
Behaviors 16.33 20.71 1.13 <30
Aggression
2.87 3.17 0.09 77
N=10 N=25
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Table 9 . Client Use of Physical Spaces by Bedroom Occupancy
(Mean per cent)

. Single Multiple
Physical Space Bedroaom__ ._. Bedraom .__F _(df=1) p
Area 1:
Indoor Community 0.98 3.90 7.41 -01
Area 2:
ored ot 9.00 471 |y 2.00 .17
Area 3:
Dining Room 10.84 14.71 4.20 .05
Area 4: | 38.54 48.73 3,13 .09
Dayroom, Benches
Area 5:
Living Room, Den 24.47 13.48 3.20 .08
Area 6: 2.24 2.02 0.03 .86
Bathroom, Showers
Area 7: 13.95 12.46 0.21 .65
Bedrooms
N=10 N=25
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person bedrooms than single-person bedrooms is not supported, particularly
when one recalls that overall use of single-person bedrooms was no greater
than use of single-person bedrooms.

There were observed differences in client use of physical spaceé
according to bedroom occupancy, specifically in the use of the indoor
community area, the dayroom, the living room, and the dining room. Three
of those four arcas-~the dayroom, the living room, and the dining room--
were not only used differently by clients grouped by bedroom occupancy, but
also by clients grouﬁed by setting of residence.

Ordinarily, in order to see the effects of bedroom occupancy and
setting of residence on individual client use of these, one would perform
a two-way analysis of variance. However, since there was such a discre-
pancy in Setting 1 between the number of occupants in single-person bed-
rooms and the number occupying multiple-person bedrooms, results of this
statistic would be difficult to interpret. Thus, a one-way analysis of
variance considering the effects of bedroom occupancy on the use of those
spaces was performed for residents of Setting 2 only.

Results indicated that in Setting 2 bedroom occupancy was neither re-
lated to dayroom use (N=16, F=.021, df=1, p=.89), living room use (N=16,
F=.11, df=1l, p=.74), nor dining room use (N=16, F=.38, df=1, p=.55). Thus,
one can conclude that the indoor community area was the only area whose
use was connected to bedroom occupancy. (An analysis of varilance of the
effects of bedroom occupancy on indoor community use in Setting 2 only was
significant: N=16, F=7.93, df=1, p=.0l; residents occupying multiple-person
bedrooms used the indoor community areas more than residents occupying sin-
gle-person bedrooms).

The similarities and differences of client wariables (self-esteem, staff
ratings, usc of physical spaces, behaviors) are summarized in Table 10 (p. 89)
and will be considered in the analysis of the fimdings related each‘hypothe-

sis, to be presented now. BN
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Table 10, Summary Comparison of Client Variables by Setting of
Residence and by Bedroom Occupancy

Variable By Setting By Bedroom Occupancy
Self-esteem = Single) Multiple
Staff Ratings = =

(all items)

Use of Physical Spaces

Indoor Community = Multiple) Single
Outdoors Setting 27 Setting 1 . =

Dining Room Setting 1> Setting 2 Multiple > Single®
Dayroom Setting 17 Setting 2 Multiple)’Singlea
Living Room Setting 27 Setting 1 Single) Multiple
Bathroom/Showers = =

Bedrooms Setting 17 Setting 2 =
Behaviors

Privacy as = Single) Multiple
Chosen Aloneness

Positive Social Setting 2y Setting 1 =
Interactions

Isolated Active = =

Behaviors

Isolated Passive Setting 17 Setting 2 =

Behaviors

Agpressive Setting 17 Setting 2 =

Bechaviors

3The effects of bedroom occupancy are negated when use of these
rooms is examined in Setting 2 only. (Setting ] does not provide
the variability of bedroom occupancy necessary for a meaningful
analysis). ’
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Hypotheses

Hypotheses were presented in Chapter V. Hypotheses I through VI
suggested that residents' reported concepts of privacy would reflect
present environmental experiences, particularly with regard to setting
of residence and/or bedroom occupancy. Hypothesis VII indicated a po-
tential relationship between frequency of privacy as chosen aloneness
and behaviors when in social situations across setting of residence and
bedroom occupancy. Hypothesis VIII predicted that frequency of privacy
as chosen aloneness would be positively related to measured self-esteem.
And Hypothesis IX predicted a relationship between client behavior and
reported privacy concepts. For purposes of analysis, each resident and his/
her individual data will be grouped in a variety of ways, depending
on hypothesis: sometimes residents will be grouped by setting of resi-
dence and/or bedroom occupancy; at other times, residents will be com-

bined across setting and bedroom occupancy.

Reported Experiences with Privacy: Hypothesis I through Hypothesis VI

Interview questions were content analyzed, by phrases and categories
children and adolescents typically use to describe privacy. Most of the
interview questions as well as the categories used in the content analy-
sis were taken from an interview study, whose sample was 1,000 children
and adolescents, living in urban and rural/suburban areas of the United
States, in a broad range of housing conditions (Wolfe & Laufer, 1974;
Wolfe, Schearer & Laufer, 1976). In that study, categories and phrases
used were derived from the actual responses of the sample, rather than
having been predetermined a priori by the researchers.

The present investigation used these categories as a guideline. How-
ever, other categories and phrases were used in the content analyses as

well, bzased on the nature and variety of recsponses given by the population
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sample of the present investigation.

Content analyscs of interview questions were performed in two ways.
First, each question was analyzed separately according to the different
elements respondents attached to each question (e.g., aloneness, choice,
emotional upset). A second analysis looked at responses across privacy
questions (Questions 1-3) for each individual. 1In this latter analysis,
a respondent was included in analysis if, for any of those questions,
she/he mentioned a particular element being focused on. If, for example,
a respondent mentioned aloneness in the definitional question of pri-
vacy, and a second respondent mentioned aloneness in a description of a
private time, each of these respondents was counted for having mentioned
aloneness. (If either of these respondents mentioned aloneness in more
than one question, she/he was only counted just once.).

Unless otherwise indicated, percents and other statistics are

based on the number of people giving relevant responses to each question.

Hypothesis I. As compared to residents of Setting 1,
residents of Setting 2 will more often
cite outdoor spaces as a private place.

In response to the question '"Can you describe what a private place
is like for you?', few respondents in either setting mentioned the out-
doors. The only respoﬁse difference across setting to this question
was mention of "a room"; residents in Setting 2 gave this response some-
what more often than did residents in Setting 1 (23.5% vs. 53.3%; 2z=1.37,
p=.15). (There were no differences across bedroom occupancy in responses
to this question.). Interestingly, residents in Setting 1 gave somewhat
of a broader range of responses to the question (see Table 11, p.92).
While the outdoors was not cited as a "private place" in cither

setting, it was viewed as a place to be alone for residents in Setting 2.
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Table 11, Responses Across Settings to "Can you describe what a

private place is like for you?"

Setting 2

Differences

E;;e of Place Named Setting 1
i B nd W

A room (my room, 4 23.5 8 53.3
my own room)

Bathroom - - 1 6.7
Den 2 11.8 - -
(Setting 1)

(Setting house

or cottage)
A place 3 17.6 - -
(unspecified)
Home, apartment 2 11.8 1 6.7
School 2 11.8 - -
Other indoor 1 5.9 2 13.3
places
Descriptor only 2 11.8 3 20.0
(Alone, to relax,

to keep valuables)

N= 17 15

z=1.37; p=.15

a

number of respondents
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This was evidenced in the question "Where do you go when you want to

be alone (in this hospital)?"; 27.8% of the respondents in Setting 2
cited the outdoors, while none of the respondents in Setting 1 named the
outdoors (p=.05, Fisher exact test of probability; see Table 12, p. 94).
These results suggest that clients are, indeed, aware of the possibili-
ties available within the setting, with this sensitivity reflected in

response to this last question.

Hypothesis II. Residents of Setting 2 will more often
include choice in their concepts of
privacy than will residents in Setting 1.

The choice component of privacy was reflected in phrases suggesting
volition on the part of respondents; these phrases were used in content
analysis of previous studies (Wolfe & Laufer, 1974; Wolfe & Golan, 1976).

Phrases which reflect choice include: being alone when you want to,

doing what you want, being able to do what you want, being able to be

alone, and doing and thinking what you want.

Analysis of the definitional question ("Would you tell me all the
things the word privacy means to you?") showed no differences across
settings in residents' use of phrases connected to choice (p)> .30,
Fisher exact test of probability; see Table 13, p. 95). There were no
differences across settings for other individual questions. And there
were no differences by setting in an analysis across all questions in
the number of respondents who connected choice with privacy (p=.54,
Fisher exact test of probability; see Table 14, p. 96).

At best, the choice component is hinted at by residents of Setting
2 in their citing outdoor spaces as a place to be alone, indicating that
these residents did perceive themselves as having at least some freedom

of movement (see Hypothesis I above).



Table 12.

94

Responses Across Settings to "Where do you go when
you want to be alone (in this hospital)?"

a

Places Named n%ettinn %, ’ﬁftting % _Dbifferences
My room 4 23.5 7 46.7
My bed 3 17.6 - -
My area 2 11.6 - -
Total: Room/Bed/Areal 9 52.9 7 46.7
Seclusion Room 3 17.6 1 6.7
Bathroom 1 5.9 3 20.0
Den (Setting 1) 2 11.6 - -
Outside - - 5 33.3 p=.05 (Fisher exact
test of probability
Place with few 2 11.6 - -
people
Other 4 23.5 2 13.3
N= 17 15

number of respondents
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Table 13. Responses Across Settings to Definitional Question
("Would you tell me all the things the word privacy
means to you?"')

Categories of Responses Setting 1 Setting 2 " Differences
' nd % nd %

H ' i

. Alone (includes away 7 41.1 5 33.3

from others, doing
things by myself)

With somebody else 6 35.2 4 26.7
(includes talk)

Choice (includes 3 17.7 1 6.7
"being able to",

No significant
to do "what you &

" on differences
want, when you within any
"
want") category
No one knows 3 17.7 4 26.7
(includes a secret)
Unbothered, 1 5.9 2 13.3
undisturbed
Bathroom/dress- 3 17.7 1 6.7
undress
Sexual 1l 5.9 - -
Control access to- 1 5.9 2 13.3
things/objects ‘
Control access to - - 2 13.3
spaces/rooms
Emotional upset 1 5.9 1 6.7
Ne= 17 15

Bpumber of respondents ‘
_ (a respondent may be counted in more than one
category) i ’
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Table l4. Respondents' Use of Particular Elements Across Questions
in Relation to Privacy

(By Setting)

Element Setting 1 _Setting 2 Differcnces
. ni % né %
Alone 10 58.8 7 46.7
With somebody else; 9 52.9 5 33.3
talk
Choice 3 17.6 4 26.7
No one knows 3 17.6 4 26.7
Unbothered, 4 23.5 5 33.3
undisturbed
Bathroom/dress- 4 23.5 2 13.3
undress
Sexual 1 5.9 4 26.6 |p4&.001 (Fisher exact
test of probability)
Control access to 1l 5.9 2 13.3
things/objects
Control access to 1 5.9 2 13.3
spaces/rooms
Emotional upset 5 29.4 2 13.3
N= 17 15

8phumber of respondents (a respondent may
appear in more than one category)
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Hypothesis III. Residents of Setting 1 will more
often describe privacy in terms
of intimate situations as compared
to residents of Setting 2.

Since the 1:1 interpersonal situation between client and social
worker seemed to be stressed more in Setting 1 than in Setting 2 and
since the lounge/den in Setting 1 was often used by a small group of
people, it was expected that residents in Setting 1 would cite privacy
experiences as interpersonal situations more than would residents in
Setting 2.

Analysis of the definitional question showed there to be no dif-
ferences between settings in the number of clients who mentioned talking
or being with somebody else as part of the definition of privacy (p=.44,
Fisher test of probability). Nor were there differences across settings
in the number of residents who mentioned aloneness in definitions (z=.09,
P=.93). Nor were there setting differences to responses in an analysis
across all question (z=.34, p=.73; see Tables 13 and 14, p. 95 and 96).

However, there was some indication that residents in Setting 1 per-
ceived privacy to be an intimate situation (with two or more people),
more so than did residents of Setting 2. In response to the question
"Tell me the way other people on your unit let you know they want to be
private," 42.9% of residents in Setting 1 who described other people's
privacy activity said that these people were with others, compared to
only 14.3% of those in Setting 2; the reverse pattern held in mention
of aloneness as the nature of others' activity (p=.07, Fisher exact
test of probability; see Table 15, p. 98).

Again, there seems to be an understanding by clients about the nature
of privacy situations when they do occur. In Setting 1, where conditions
may encourage privacy as intimacy (e.g., the client-social worker rela-

tionship), intimacy 1s, in fact, viewed as a privacy situation. In
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Table 15, Responses Across Settings to "Tell me the way other
people on your unit let you know they want to be private.”

Categories of Responses

Nature of Others'
Activity:

With scmebody else
(includes talk)

Alone
Upset

Unspecified

Actions Taken by
Others

Verbal
Other actions

N=

bifferences

_Setting 1 __ Setting_ 2
nd b | nd A
6 42.9 2 14.3
2 14.3 6 42,9
1 7.1 - -
5 35.7 6 42.9

14 14
10 71.4 (11 78.6
14 14

p=.07 (Fisher exact
test of probability)

p=.07 (Fisher exact
test of probability)

8pased on number of respondents giving relevant responses
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Setting 2, where there seems to be a number of options for aloncness,

clients described a privacy situation as an alone time.

Hypothesis IV. Residents of Setting 1 will more often
describe privacy in relation to emotional
upset than will residents of Setting 2.

Analysis of the definitional question indicates there were no dif-
ferences across settings in the use of emotional upset as a definer of
privacy (see Table 13). 1In addition, there were no differences in an
analysis by setting across all questions (p=.26, Fisher exact test of
probability; see Table 14). Nor was emotional upset used to describe
the nature of any particular privacy situation. The absence of emotional
upset as a general descriptor of privacy may be connected to the fact
that the seclusion room (a room where aloneness is potentially synonymous
to emotional upset) was seldom used in either setting at the time of
the present investigation.

The only time emotional upset appeared significantly in any context
was in response to the question '"Tell me about a time when something or
some person disturbed your feeling of being private." A total of 38.5%
of the clients in Setting 1 responding to the question said they were
angry or upset after having been disturbed, compared to only 9.1% of cli-
ents in Setting 2 respénding to the question (p=.12, Fisher exact test
of probability; see Table 16, p.100).

The somewhat greater use of emotional upset in any context by cli-
ents in Setting 1 over those in Setting 2 may reflect the fact that
logged aggressive behaviors were somewhat higher for clients in Setting 1
than for clients in Setting 2. Here, one can begin to see the connec-

tion between client behaviors and client reported experiences.
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Table 16 , Responses Across Settings to "Tell me about a time
someone or something disturbed your feeling of being

private."

Categories of Responses .ﬁlsggg"'iJL”"§ﬁFting-gE' Differences
Nature of Situation
With others 5 38.5 3 27.3
Alone 2 15.4 3 27.3
Bathroom/dress- 1 7.7 1 9.1
undress
Sexual - - | 1 9.1
When upset 2 15.4 - -
Unspecified ' 2 15.4 - -
Other 1 7.7 3 27.3

N= 13 11
Who Disturbed Her/Him
Other residents 5 38.5 4 36.4
Staff '4 30.8 2 18.2
Family members ’ - - 2 18.2
Unspecified 4 30.8 3 27.3

N= 13 11
Reaction to
Disturbance *
Anger 5 38.5 1 9.1 p=.12 (Fisher exact

test of probabili
Person left
situation 1 7.7 1 9.1
N= 13 i1

8pased on number of respondents giving relevant responses
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Hypothesis V. Compared with residents of Setting 1,
residents of Setting 2 will more
frequently cite heterosexual experiences
in relation to privacy.

This hypothesis was based on the different living arrangements
of girls and boys in the two settings. In Setting 1 girls and boys
occupied different houses, seeing one another only during program time
when communify areas were used. By contrast, in Setting 2 girls and
boys shared the same cottages and often were in contact with one another.

In fact, reé&dents of Setting 2 mentioned experiences related to
sexuality more frequently than did residents of Setting 1, particularly
in response to the question "Can you describe what a private thing to do
is like for you?" Of all clients who résponded to the question, 33.3%
of residents in Setting 2 made sexual referents (e.g., sleep with my
boy/girlfriend) compared to none of the residents in Setting 1 (p <& .001,.
Fisher exact test of probability). These same patterns applied for an
analysis across all questions (see Table 17, p. 102).

In Setting 1, the relative absence of mixed-sex situations--which
is usually a part of ordinary living environments--was reflected in the
absence of sexual referents in connection to privacy. It will be argued
that references to sexuality in association with privacy is an age-appro-
priate response for adolescents, with the implication that in order to
foster appropriate development (reflected in reported concepts, at the

very least), one must provide the appropriate environment.

Hypothesis VI. Reported privacy concepts of residents
occupying single-person bedrooms will
reflect aloneness more often than will
reported privacy concepts of residents
occupying multiple-person bedrooms.

In contrast to what was predicted in this hypothesis, residents

occupying multiple-person bedrooms mentioned aloneness more than did
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Table 17, Responses Across Settings to "Can you describe what a
private thing to do is like for you?"

_Qa_tsgaries_of__Respnnses_._-s,.ler.ting_; ~Setting.2 ... Differences
oo P n o
Alone (includes doing 6 50.0 3 25.0
something by myself)
With somebody else 1 8.3 1 8.3
Doing a particular 4 33.3 2 16.7
activity .
Don't want others 1 8.3 2 16.7
to know
Sexual - - 4 33.0 |p £.001 (Fisher exact
test of probability)
N= 12 12

8based on number of respondents giving relevant responses



103

residents occupying single-person bedrooms. This relationship surfaced
first in the definitional question, where aloneness was mentioned by
50% of respondents occupying multiple-person bedrooms, compared to its
mention by just 207 of respondents occupying single-person bedrooms
(p=.11, Fisher exact test of probability; see Table 18, p. 104).

In response to the question "Can you describe what a private time
is like for you?", several residents occupying multiple-person bedrooms
descrited alone situations (42.97%) compared to the absence of that re-
ference by residents occupying single-person bedrooms (p=.11, Fisher
exact test of probability; see Table 19, p. 105).

And finally, an analysis by bedroom occupancy across all questions
showed that more residents occupying multiple-person bedrooms mentioned
aloneness compared to residents occupying single-person bedrooms (p=.08,
Fisher exact test of probability; see Table 20, p. 106).

It is conceivable that residents who occupied multiple-person bed-
rooms described the kind of privacy experience they wanted and thought
could be achieved by having their own bedroom (i.e., privacy as alone-
ness). Residents who occupied single-person bedrooms may have been more
aware that the commodity of having-one's-own-bedroom, in fact, did not
insure privacy as chosen aloneness. In the institutional structure,
the ownership and use of a single-person bedrbom does not necessarily
allow the client to keep other people from coming in the bedroom. Nor
does the client necessarily have the option to use his/her own bedroom
freely.

There were no differences by setting of residence in client use of

aloneness in the two questions described above or across all questions.
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Table ;8. Responses by Bedroom Occupancy to Definitional Question
("Would you tell me all the things the word privacy
means to you?")

Differences

Single Multiple
Categories of Responses Bedroom ___ Bedroom
[ I BT
Alone 2 20.0 11 50.0W
With somebody else; 3 30.0 7 31.8
talk
Choice - - 4 18.2
No one knows 2 20.0 5 22.7
Unbothered, - 3 13.6
undisturbed
Bathroom/dress- - 4 18.2
undress
Control access to 2 20.0 1 4.5
things/objects
Control access to 1 10.0 1 4.5
spaces/rooms
N= | 10 22

p=.11 (Fisher exact
test of probability)

2pased on number of respondents giving relevant responses
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Tablel9 . Responses by Bedroom Occupancy to "Can you describe
vwhat a private time is like for you?"

Differences

Single Multiple
Categories of Responses ___Bedroom _ _ Bedroom __
n'! % n %

Alone - - 6 42.9
With somebody 2 40.0 2 14,3
When upset - 2 14.3
Other 3 60.0 4 28.6

(e.g., to do

something)

= 5 14

p=.11 (Fisher exact
test of probability)

8pased on number of respondents giving relevant responses
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Table 20, Respondents' Use of Particular Elements Across Questions
in Relation to Privacy

(By Bedroom Occupancy)

-I’Iult:iplﬂt;'_"~ o
Element Single Bedroom .._Bedroam ,_. . Diffcrences
n:t o n’ ‘o
Alone 3 30.0 14 63.6 | p=.08 (Fisher exact
test of probability)
With somebody else; 4 40,0 10 45.5
talk
Choice 2 20.0 5 22,7
No one knows 2 20.0 5 22,7
Unbothered, 3 30.0 .| 6 27.3
undisturbed
Bathroom/dress-— - - 6 27.3 | p=.08 (Fisher exact
undress test of probability)
Sexual 2 20.0 2 9.1
Control access to 2 20.0 1 4.5
things/objects
Control access to 1 10.0 2 9.1
spaces/rooms
Emotional upset 2 20.0 5 22.7
N=| 10 22

a
number of respondents
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Additional results related to bedroom occupancy and aloneness.

Other questions, which focused directly on aloneness, might help to
support the reversal in findings related to this hypothesis. In re-
sponse to the question "In this hospital, do you usually prefer to be
by yourself or do you usually prefer to be with other people?", resi-
dents occupying single-person bedrooms were somewhat more likely to
mention “with other people" (66.7% compared to 38.1% of residents occu-
pying multiple-person bedrooms; p=.15, Fisher exact test of probability).
There were no differences across setting in the number of clients who
mentioned with others (z=.67, p=.50).

When asked the question "Do you have a private place for yourself
in the hospital?", 40.9% of all residents who shared a bedroom said
"No", compared to only 20.0% of all residents who had their own bed-
rooms (p £ .001, Fisher exact test of probability). (There was no dif-
ference across settings in the number of respondents who said no to
this question; 2=.32, p=.75). Of those respondents who said they did
have a private place, 87.5% of all residents occupying single-~person
bedrooms said "my room" compared to 15.4% of residents occupying multi-
ple-person bedrooms giving that response (p=.002, Fisher exact test of
probability).

However, since more residents in Setting 2 compared to Setting 1
said "my room” in response to this question (p=.06, Fisher exact test
of probability), it is important to examine which of the two--setting
of resident or bedroom occupancy--contributed more to differences.
Again, client responses by bedroom occupancy in Setting 2 only were ex-
amined. Results indicated that in this case, bedroom occupancy seemed
to account for differences in client responses: residents in Setting 2

who occupied single-person bedrooms mentioned "my room" more often than
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did residents occupying multiple-person bedrooms (p=.015, Fisher exact
test of probability).See Tables 21, p. 109 and 22, p. 110 for analyses
by bedroom occupancy and by setting of residence on whether or not a
client saw her/himself as having a private place.

Taken together, these results suggest that clients who occupied
single-person bedrooms saw their bedrooms as providing them with oppor-
tunities for privacy, compared with residents who occupied multiple-per-
son bedrooms who did not. This was true despite the fact that bedrooms
were used equally often by residents who occupied multiple-person bed-
rooms as they were by residents who occupied single-person bedrooms.
Recall, however, that residents who occupied single-person bedrooms
were somewhat more involved in privacy as chosen aloneness than were
residents who occupied multiple-person bedrooms. It may be that the
experience of having one's own bedroom encourages one to seek and main-
tain privacy as chosen aloneness in other places. This will be treated
more fully in the next chapter in a discussion of bedroom occupancy.

Responses to the question about perceived frequency of interrup-~
tion when alone initially revealed that residents occupying single-per-
son bedrooms felt interrupted more often than did residents occupying
multiple-person bedrooms (N=32, F=3.77, df=1, p=.06). However, an
inspection of the effects of setting of residence on perceived inter-
ruption indicates that setting of residence rather than bedroom occu-
pancy accounted for client differences on this question. Specifically,
residents in Setting 2 indicated they often felt interrupted, compared
to residents of Setting 1 who indicated seldom feeling interrupted
(N=32, F=3.5, df=1, p=.07). Coupled with this, a look at the effects
of bedroom occupancy on perceived interruption in Setting 2 only (where

variability of bedroom occupancy existed) revealed that bedroom occupancy
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Table 21. Responscs by Bedroom Occupancy to "Do you have a
private place for yourself in this hospital?"
Responses Single Multiple
Bedroom __  Bedroom Differences
= . ond % nd 5
Yes 8 80.0 13 59.1} p £.001 (Fisher exact
test of probability)
No 2 20.0 9 40.9
N=| 10 22
Place Named
(0f respondents
who said yes):
Bedroom 7 87.5 2 15.4] p=.002 (Fisher exact
test of probability)
Living room 1 12.5 1 7.7
Bathroom/showers - - 3 23.1
Seclusion room - - 2 15.4
Den (Setting 1) - - 2 15.4
Social worker's - - 1 7.7
office
Unspecified - - 2 15.4
Total nonbedroom 1
12.5 11 84.7
N= 8 13

8number of respondents
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Table 22. Responses Across Settings to "Do you have a private
place for yourself in this hospital?"
Responses Setting 1 _ . Setting 2 Differences
’ . nd % n N
Yes 10 58.8 11 73.3
No 7 41.2 4 26.7
N= 17 15

Place Named

(Of respondents

who said yes):
Bedroom 2 20.0 7 63.6} p=.06 (Fisher exact

test of probability)
Living room 2 20.0 - -
Bathroom/showers 1 '10.0 2 18.2
Seclusion room 1 10.0 1 9.1
Den (Setting 1) 2 20.0 - -
Social worker's 1 10.0 - -
office
Unspecified 1 10.0 1 9.1
Total nonbedroom 8 80.0 3 27.3
N= 10 11

8number of respondents
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was not related to perceived interruption (N=16, F=1.1, df=1, p=.31).
Taken together, these statistics suggest that, indecd, setting of resi-
dence, rather than bedroom occupancy contributes to clients' perceived
interruption. Table 23, p. 112 presents complete figures.

Additional results related to interview responses. Interview re-

sponses directly connected to Hypotheses I through VI were presented
in the preceding pages. Content analysis of other interview questions
provided additional information (not directly associated with the find-
ings). This information will be presented briefly.

Clients were asked the question '"Can you tell me what a private
talk is like for you?" While there were no differences by hospital or
bedroom occupancy in either persons engaged in talk with or place re-
ferents, there were differences in how a private talk was described.
Respondents usually referred to a private talk in one of two ways:

(1) by the contents of the talk (e.g., a talk about something or some-
one) or (2) by the conditions necessary to insure that such a talk be
private (e.g., don't want others to hear, nobody else around).

There were no significant differences across settings in the number
of respondents who used content vs. conditions as a descriptor of a pri-
vate talk (z=.3823, p=.70). However, there were differences by bedroom
occupancy: single-person bedroom occupants often used contents as a
descriptor of a private talk, while multiple-person bedroom occupants
more often used conditions necessary to insure a private talk (p=.05,
Fisher exact test of probability; see Table 24, p.113).

Another difference in responses by bedroom occupancy may have im-
plications about the meanings of privacy as a reflection of environment.
An analysis of elements cited by residents across questions indicated

that a substantial number of residents occupying multiple-person bedrooms



Table 23. Responses to Perceived Interruptions when Alone
(By Setting; by Bedroom Occupancy)
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By Setting
Frequency of Perceived
Interruption when Alone Setting 1 Setting 2
né % na %
Most of the time 4 26.7 7 46.7
Sometimes 5 33.3 5 33.3
Hardly ever 6 40.0 3 20.0
N= 15 - 15
Znumber of respondents giving relevant responses
By Bedroom Occupancy
Frequency of Perceived
Interruption when Alone Single Bedroom Multiple Bedroom
nd A na 4
Most of the time -5 50.0 6 30.0
Sometimes 3 30.0 7 35.0
Hardly ever : 2 20.0 7 35.0
N= 10 20

Zhumber of respondents giving relevant responses



Table 24.

is like for you?"
(By Setting; by Bedroom Occupancy)

By Settin

113

Responses to '"Can you describe what a private talk

g

_Categories of Responses__Setting 1

Differences

Contents
(talk about something)

Conditions
(don't want others
to hear; by ourselves)

Other (unspecified;
to myself)

1 — —Setting- 2,

ne % ne B

3 21.4 6 42.9

9 64.3 7 50.0

2 14.3 1 7.1
14 14

8number of respondents

By Bedroom Occupancy

Single Multiple
Categories of Responses Bedroom Bedroom Differences

nd % nd %
Contents 6 60.0 4 22.2

’ '{?=.05 (Fisher exact
Conditions 3 30.0 | 12 66.7 test of probability)
Other 1 10.0 2 11.1
N= 10 18

qpumber of respondents
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(27.3%) connected privacy to bathroom activity/dressing-undressing, while
no residents occupying single-person bedrooms made this association
(p=.08, Fisher exact test of probability; see Table 14, p. 96 ). This
finding is interesting in light of research which has shown that non-
hospitalized groups of adolescents have seldom made the same conncction
. (Wolfe & Laufer, 1974; Wolfe & Golan, 1975). There were no significant
differences across séttings in use of this element across all questions.

Following the questions related to privacy, residents were asked
about bedroom preferences and about the becnefits and disadvantages of
both sharing and having one's own room. Of the residents who shared
bedrooms, 72.2% said they would prefer to have their own bedroom. Of
the residents who had their own bedroom, just 22.27% of those asked said
they would rather share a bedroom compared to 77.8%Z who said they pre-
ferred their own room. To summarize, residents who had their own bed-
rooms were more satisfied with the present situation than were residents
who shared a bedroom (p=.0098, Fisher exact test of probability).

Stated advantages about sharing a bedroom included: having a
friend, someone to talk to, and not being scared. Some disadvantages
mentioned were: fighting, interruptions by others, and stealing. The
benefits about having one's own room included: being alone, hanging up

personal objects, peace and quiet. Disadvantages included: being scared,

and feeling lonesome.

Relationships Among Client Behaviors:
Hypothesis VII

Hypothesis VII. Residents who involve themselves in
privacy as chosen aloneness will, when
in social situations, more often be
involved in positive social interactions
than in aggressive or isolated behaviors;
residents who less often have experiences
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with privacy as chosen aloneness will,
when in social situations, more often
be involved in aggressive or isolated
behaviors than in positive social in-
teractions.

Client behavioral scores of frequency of privacy as chosen alone-
ness were compared to each of the four behavioral social interaction
scores when in social situations, including: positive social; isolated
active, isolated passive; and aggressive behaviors.

Clients were grouped by setting of residence and bedroom occupancy
and Pearson product-moment correlation ccefficients were obtained. A

description of each part of Hypothesis V1 appears below in sections (a)

through (d), accompanied by the results in Table 25 (p. 116).

(a) Residents who involve themselves in privacy as chosen aloneness
will engage in positive social interactions when in social
situations.

An inspection of these results reveal a general reversal for this
part of the hypothesis. That is, residents who were frequently ob-
served in privacy as chosen aloneness were seldom observed in positive
social interactions when in social situations. This relationship was
statistically significant for residents in Setting 2 and for residents

occupying multiple-person bedrooms. The correlation coefficient ap-

proached statistical significance for residents in Setting 1.

(b) Residents who involve themselves in privacy as chosen aloneness
will not engage in isolated active behaviors when in social
situations.

There was a relationship across groups between behavioral experience
with privacy as chosen aloneness and isolated active behaviors when in

soclal situations. However, it was different in direction from what was

expected. That is, residents who were frequently observed in privacy
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Table 25. Correlations Between Privacy as Chosen Aloneness
and Behaviors when in Social Situations.

Behaviors when in Social Situations

Source Positive 1Isolated Isolated Agpression
N2 Social Active Passive
r pb r Pb r Pb ¥ ﬁk“_

Setting 1 19| -.38 .56 .01 [-.11 -.33
Setting 2 16{-.57 .02] .51 .04 | .18 -.30
Total Settings 354 ~.37 .51 .002| -.06 -.33 .06
Single Bedroom 10} -.49 .15 .50 14 .09 -.46 .18
Occupants
Multiple Bedroom | 25| -.43 .03 .57 .003 -.03 -.22
Occupants

a

nunber of clients

blisted only if p4.12 or if r .40
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as chosen aloneness were also frequently observed in isolated active
behaviors when in social situations. This relationship applied for
clients grouped by setting of residence and for multiple-bedroom occu-

pants.

(c) Residents who involve themselves in privacy as chosen
aloneness will not engage in isolated passive behaviors
when in social situations.

There was no significant relationship between privacy as chosen

aloneness and isolated passive behaviors when in social situations. Nor

could one detect any consistent trend for this part of the hypothesis.

(d) Residents who involve themselves in privacy as chosen
aloneness will not engage in aggressive behaviors when
in social situations.

This relationship was confirmed for settings combined. While the

correlation coefficients of other subgroups did not achieve statistical

significance, all relationships were in the predicted direction.

. The overall findings related to this hypothesis are quite complex,
whenone recalls behavioral differences between clients across settings
and by bedroom occupancy, presented at the beginning of this chapter.

The implication was that level of environmental choice had an effect
on behaviors, i.e., the investigator earlier postulated that setting of
residence and bedroom occupancy, independently and together, created
environments with differential levels of choice.

Specifically, residents of Setting 2 were seen as having more choice
than residents of Setting 1. And residents occupying single-person bed-
rooms were seen as having more choice than residents occupying multiple-

person bedrooms. Combining these two independent variables, one would
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expect that residents in Sctting 2 occupying single-person bedrooms
would have the greatest degrce of choice, while residents in Setting 1
occupying multiple-person bedrooms would have the least amount of choice.
Residents in Setting 2 occupying multiple-person bedrooms and residents
in Setting 1 occupying single-~person bedrooms would fall somewhere in
between.

Additionally, iﬁ an attempt to decipher a pattern among the dif;
ferent correlation coefficients just presented, it can be argued that
the different subgroups of the total sample groups had varying degrees
of choice (e.g., girls in Setting 1--all occupying dormitory-style bed-
rooms—--had little choice by virtue of setting of residence and the bed-
room set-up; many residents in Setting 2 had a lot of choice, given
both setting of residence and the fact that many of them occupied single-
person bedrooms).

To these ends, an additional set of analyses was performed which
has substantial bearing on results connected to the hypothesis. First,
each resident was rated according to degree of choice on two variables,
namely setting of residence and bedroom occupancy. A resident received
one point if she/he lived in Setting 2. And a resident received one
point if she/he occupied a single-person bedroom. (Each of these two
values represented more choice over the extreme alternative: 1living
in Setting 1l; occupying a multiple-person bedroom.).

Residents living in Setting 2 and occupying a single-person bedroom
were scored two points; residents living in Setting 1 occupying multiple-
person bedrooms received no points; and one point was given to residents
in Setting 2 occupying multiple-person bedrooms and residents in Setting 1
occupying single-person bedrooms. In a sense, then, a new independent

variable was created, called level of choice and residents were scored
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a zero, one or two on this variable.

The effects of level of choice on client behavior is quite re-
vealing, according to a series of one-way analyses of variance. In
particular, the three different levels of choice are associated with
significant differences in positive social interaction, isolated passive
behaviors when in social situations, and frequency of experiences with
privacy as chosen aloneness. These relationships are presented in
Table 26 (p. 120).

A look at positive social interaction shouws that residents with
moderate or high choice were involved in positive social interactions
somewhat more than residents with low choice. (The columns labelled
low, moderate, or high choice, show the mean percentage points for each
group's participation in the particular behavior, above (+) or below (-)
the mean for the total sample combined.). Residents more frequently
involved in isolated passive behaviors were also those with the least
choice. And finally, it can be seen that residents with the most choice
were more often involved in experiences with privacy as chosen alone-
ness than were residents with either moderate or little choice.

Taking these configurations together, there is, in fact, a relation-
ship in the direction initially predicted between the experience of
privacy as chosen aloneness and each of positive social interactions
and isolated passive behaviors when in social situations, for residents
with very specific levels of choice. That is, residents who were more
frequently involved in positive social interactions were the same resi-
dents who more frequently had experiences with privacy as chosen alone-
ness (the group with the highest choice level). The residents who more
infrequently engaged in positive social interactions were the same resi-

dents who had fewer experiences with privacy as chosen aloneness (the



Table 26. Client Level of Choice in Relationship to

Mean Per Cent of Client Behaviors

120

Mean 7% of

Deviation from

Behavior Total Sample? Total Sample Mean® Differences
Low Moderate High F o]
choice . choice choice

Positive social 37.33 -5.94 5.13 6.20 3.5 .04
interactions
Isolated active 41.62 1.92 -2.62 -0.82 0.5 nsd

(when in social

situations)

Isolated passive 19.45 4.30 -3.81 -4,37 2.8 .08
(when in social

situations)

Aggression 3.09 0.50 0.04 -1.11 1.0 nsd

(when in social

situations)

Privacy as 3.57 -0.45 -1.67 3.05 2,0 .15
chosen

aloneness

aN=35

bFigures represent percentage point deviations from

mean of total sample
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group with the lowest choice. level).

To summarize, Hypothesis VII (parts [a] and [c]) are confirmed if
one takes into account environmental effects, in this case, setting of
residence and bedroom occupancy. The effects of these environmental
variables were first translated into levels of choice. Findings then
indicated a relationship in the predicted experiences of privacy as
chosen aloneness and each of positive social interactions and isolated
passive behaviors when in social situations.

Nonchosen Aloneness and Client Behaviors. 1In order to appreciate

the impact of chosen aloneness on client benaviors, it is important to
consider the potential relationship between nonchosen aloneness and each
of the client behaviors. 1In the present investigation, nonchosen alone-
ness is operationally defined as a situation in which a resident is alone
because of having been instructed to be alone by a staff person (usually
for punitive reasons).

Contrary to the expectation that there would be no relationship be-
tween nonchosen aloneness and each of the client behaviors, findings
indicated that nonchosen aloneness was related to isolated active and
isolated passive behaviors for some subgroups. Table 27 (p. 122) shows
these relationships for the different subgroups with Pearson product-
moment correlation coefficients.

There was a negative relationship between nonchosen aloneness and
isolated active behaviors for residents of Setting 1. There was also a
moderately high correlation coefficient for multiple-bedroom occupants.

This pattern is interesting in light of the relationship between non-
chosen aloneness and isolated passive behaviors when in social situations.
There was a moderately strong positive relationship between these two be-

haviors for multiple-~bedroom occupants. Thus, those residents who were



Table 27. Correlations Between Nonchosen Aloneness and
Behaviors when in Social Situations.

122

Behaviors when in Social Situations

Agpression

Pb

Sourcc Positive Isolataed Isolated

N Social Active Passive
r pPl r Pl pP r
Setting 1 19 .07 -.47 .04 .32 .24
Setting 2 16 |-.08 -.03 .32 .25
Total Settings 35 .02 -.13 .13 .16
Single Ledroom 10 { .005 -.08 .27 .20

Occupants

Multiple Bedroom |25 |-.10 -.35 .08 .40 .05] .25

Occupants

3humber of clients

Dyisted only if p4.12 or if r .40
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often observed in isolated passive behaviors when in social situations
were also observed in alone situations becausc of having been instructed
by staff (nonchosen aloneness). These residents were often alone but
cheice was absent from this form of aloneness.

It follows from this that the ablity to choose aloneness is a cri-
tical element. These last results, considered with the results on chosen
aloneness, indicate that the degree of choice in aloneness will contribute
to the kinds of behaviors one will engage in when in social situations.
Residents who frequently engaged in chosen aloneness were also frequently
observed in isolated active behaviors when in social situations. Re-
sidents who were frequently observed in nonchosen aloneness seldom en-
gaged in isolated active behaviors when in social situations, hut instead
engaged frequently in isolated passive behaviors in these social situations.

Looking at each of the isolated active behaviors and isolated passive
behaviors when in social situations, one can argue that isolated active
behaviors are more positively sanctioned than are isolated passive be-
haviors. It will be shown in the next chapter that isolated active be-
haviors represent an appropriate behavioral response to the constraints
of an institutional structure (despite the institutional goal being to
encourage positive social interaction). In addition, it will be argued
that isolated active behaviors reflect a client's level of functioning,
compared to the withdrawn quality of isolated passive behaviors.

It should be added here that the notion of isolated active behaviors
representing a higher level of functioning than isolated passive behaviors
is not merely a judgement by this investigator or by other researchers,
but rather was confirmed by staff responses on the 'staff perception of
client' scale on the item dealing with client's severity of illness. Re-

sponses to that 1tem were compared with actual client behaviors. Cor-
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relation coefficients indicated that: (1) the more ill a client was
considered, the less she/he engaged in isolated active behaviors (N=35,
r=-.27, p=.11) and (2) the more ill a client was considered, the more
she/he engaged in isolated passive behaviors (N=35, r=-.50, p £.01).
(Responses to that item were not related to client behaviors of positive
social interaction or aggression when in social situations.). -These
results wiil serve as further information in evaluating what constitutes

appropriate behavior in the institutional structure as it presently exists.

Relationship Between Privacy as Chosen Aloneness and Self-Esteem:
Hypothesis VIII

Hypothesis VIII. Residents who involve themselves in
privacy as chosen aloneness will ex-
hibit higher levels of self-esteem
than residents who have fewer such
experiences.

Individual client behavioral scores on privacy as chosen aloneness
were compared to each client's measured levels of self-esteem. Again,
clients were grouped in several ways and Pearson product-moment corre-
lation coefficients were obtained. Results are presented in Table 28
(p. 125).

Results show there to be no significant relationship between privacy
as chosen aloneness and measured level of self-esteem for any popu}ation
group. Nor could one detect any consistent trend. Thus, in the strict-
est sense, Hypothesis VIII would be rejected.

However, the relationshlp between privacy as chosen aloneness and
self-esteem cannot be considered apart from bedroom occupancy, particu-
larly when one remembers that: (1) single~bedroom occupants were observed
in chosen aloneness situations somewhat more often than were multiple-
bedroom occupants (5.9% vs. 2.6%; F=2.89, N=35, df=1l, p=.10), and (2)

single-bedroom occupants had somewhat higher measured levels of self-



125

Table 28. Correlations Between Privacy as
Chosen Aloneness and Self-estcem

Source Na r
Setting 1 17 .21
Setting 2 15 -.005
Total Settings 32 .13
Single Bedroom 10 -.30
Occupants
Multiple Bedroom 22 .17
Occupants

4humber of clients
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esteem than did multiple bedroom occupants (F=3.64; N=35, df=1, p=.07).
These results will be considered in a discussion of bedroom occupancy.

Nonchosen Aloneness and self-estecem. Self-estcem was examined in

relationship to nonchosen aloneness. An inspection of the correlation
coefficients for all groups indicate there was no significant relation-

ship between self-esteem and nonchosen aloneness (see Table 29, p. 127).

Relationship Between Privacy Concepts and Behaviors:
Hypothesis IX

Hypothesis IX. Residents who involve themselves in privacy
as chosen aloneness will more often report
aloneness in their ccncepts of privacy than
will residents who have such experiences
less frequently.

This hypothesis explored the relationship between privacy as re-
ported experience and privacy as behavior for individual clients. Client
responses to the definitional question were compared to client behaviors
of privacy as chosen aloneness. It was expected that clients who men-
tioned "aloneness" in the definitional question would also be frequently
observed in experiences with privacy as chosen aloneness.

The relationships between reported experiences and behavior was
undertaken statistically by performing point biserial correlations.

A resident was given a value of 2 if she/he mentioned "aloneness'" in
response to the definitional question on the interview and was given
a value of 1 if she/he did not mention aloneness in response to that
question. These values were correlated with observed frequency of
privacy as chosen aloneness for the total sample combined and for the
different subgroups. Thus, a positive correlation would indicate that
those who mentioned aloneness were also frequently observed in privacy
as chosen aloneness; a negative correlation would indicate that that

who did not mention aloneness were frequently observed in privacy as
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Table 29. Correlations between Nonchosen Aloneness
and Sclf-estecem

Source N2 r pP
Setting 1 17 .05
Setting 2 15 .23
Total Settings 32 .13
Single Bedroom 10 .07
Occupants
Multiple Bedroom 22 .03
Occupants
3number of clients
biisted only if p&.12 or if r} .40
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chosen aloneness.

Results show that there was no relationship between client behaviors
of privacy as chosen aloneness and the mention of "aloneness" in the
definitional question. These results are presented in Table 30 (p. 129).

Nonchosen aloneness and reported privacy expcriences. In order to

fully appreciate the choice component in aloneness behaviors gnd reported
privacy experiences, analyses of client behaviors of nonchosen aloneness
and client definitions of privacy were performed. Point biserial corre-
lations were performed; a positive correlation would indicate that those
who mentioned aloneness were also frequently observed in nonchosen alone-
ness, while a negative correlation would indicate that those who mentioned
aloneness were seldom observed in nonchosen aloneness (see Table 31,

P 130).

Results for residents of Setting 1 and for multiple~bedroom occupants
indicate that those residents who mentioned aloneness in their privacy
definition were seldom observed in behaviors of nonchosen aloneness.

In summary, the use of "aloneness" was negatively related to beha-
viors of nonchosen aloneness, but was not related to privacy as chosen
aloneness. This set of results suggests that clear choice may not be

as relevant to the institutional experience as are restrictions on

choice. It is likely that in the institutional setting aloneness is
often associated with punishment, rather than something that is posi-
tively viewed.

Additional results in support of Hypothesis IX. Hypothesis IX

dealt with the relationship between client behaviors and reported ex-
periences with or concepts of privacy. There was some evidence which
confirmed the relationship between privacy as an experience and as a behavior.

The gencral relationship between experience and behavior is further
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Table 30. Correlations between Privacy as Chosen Aloneness
and Responses to Definitional Question.

Source Na r P

Setting 1 17 -.22

Setting 2 15 .01 No |

Total Settings 32 -.11 s%gnlficant
differences

Single Bedroom 10 .01

Occupants

Multiple Bedroom 22 -.15

Occupants

8number of clients



Table 31. Correlations between Nonchosen Aloneness
and use of "Aloneness" in Definitional

Question.

Source N? r Pb
Setting 1 17 ~-.46 .05
Setting 2 15 .06
Total Settings 32 -.24
Single Bedroom 10 .31
Occupants
Multiple Bedroom 22 -.42 .04
Occupants

anumber of clients

bjisted only if p{ .12 or if r».40

!
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éupported in an inspection of clients' perceived degree of interruption
(when wanting to be alone) measured against client behaviors. Each
client was assigned a value of 1, 2 or 3 depending on her/his responsc
to the queétion about perceived interruption: 1 = hardly ever fecels in-
terrupted; 2 = sometimes feels interrupted; 3 = almost always feels in-
terrupted). Pearson product-moment correlations were performed, com-
paring degree of perceived interruption to engagement in particular be-
haviors (see Table 32, p. 132).

Results suggested that the more often a person was involved in ag-
gression when in social situations, the less often she/he felt inter-
rupted. This applied most to residents in Setting 2. It may easily
be that those who are the aggressors in social situations are the very
clients involved in interrupting others, rather than being the one
being interrupted. Aggression often involves the disruption of activi-
ties of other people.

Results also indicated somewhat of a relationship between perceived
interruption and isolated passive behaviors for residents in settings com-~
bined. For this group, the more a person felt interrupted, the less fre-
quently she/he engaged in isolated passive behaviors.

This last result may be interpreted by understanding the relation-
ships among perceived interruption, isolated passive behaviors when in
social situations, and self-esteem. First, for total settings combined,
there was a negative relationship between isolated passive behaviors
when in social situations and self-estcem (N = 35, r = -.28, p = .09).

That is, clients who engaged frequently in isolated passive behaviors in
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Table 32. Correlations betwecn Client Responses to Perceived
Interruptions (when wanting to be alone) and
Client Behaviors.
Privacy as Behaviors when in Social Situations
Chosen Positive Isolated 1Isolated
Source N? Aloneness Social Active Passive Aggression
r__pb r_ pP|] r pP| r pP] r pb
Setting 1 17 | -.14 .21 .13 -.36 .03
Setting 2 15 .26 -.24 .16 .08 ~-.54 .03
Total Settings 32 .08 .16 .08 -.33 .05} -.31 .07
Single Bedroom 10 .16 -.03 .06 .07 -.45 .19
Occupants
Multiple Bedroom 22 | -.09 .16 .11 -.33 .11} ~.27
Occupants

Qnumber of clients

byisted only if p£ .12 or if r .40
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social situations measured low in self-esteem. In addition, for total
settings combined, there was a positive relationship between self-estcem
and perceived interruption (N=35, r=-.31, p=.07): clients with high
self-esteem perceived themselves to be interrupted frequently, while
clients with low self-esteem saw themselves as hardly ever being in-—
terrupted. It may be that the person with a high self-esteem was
"together" enough so that: 1) when in social situations, she/he did

not frequently engage in isolated passive behaviors--a behavior seen as
negative by staff members and, 2) she/he was able to see the reality of
the present environment, i.e., in an institutional setting, one would be
frequently interrupted when she/he wanted to be alone. Recall that cli-
ents who were involved in isolated active behaviors were also involved

in privacy as chosen aloneness.

Summary of Findings Related to the Hypotheses

A brief review of the major findings will be presented, to be fol-
lowed by a chapter which will deal with an interpretation of the
findings and implications of the research.

Some findings are as follows:

1.' Reported experiences with privacy: Client descriptions of
privacy supported the idea that clients' privacy responses often re-
flected the social and physical environments. This was revealed in re-
sponse differences across settings. In particular, residents of Set-
ting 2--who often used the outdoors during the day-—-cited the outdoors
as a place to be alone, compared to residents of Setting 1 who did not
mention the outdoors.

Residents of Setting 2 also cited heterosexual experiences in re-

lation to privacy more frequently than did residents in Setting 1, based
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perhaps on the mixed-sex living situation in Setting 2 compared with
the sex-segregated living units of Setting 1.

Finally, residents of Setting 1 described other people's privacy
experiences as an intimate situation (two or more people) more frequent-
ly than did clients in Setting 2. This may reflect a particular feature
of Setting 1, that is, the emphasis of the 1:1 client/social worker
experience.

Some patterns of client descriptions of privacy seemed to have re-
flected a client desire or need that was not being met by the environ-
ment. Most specifically, clients who occupied multiple-~person bedrooms
defined privacy in terms of dressing/undressing more frequently than did
clients who occupied single-person bedrooms. In addition, clients who
occupied multiple-person bedrooms frequently described privacy in terms
of aloneness, while clients who occupied single-person bedrooms described
privacy more in terms of being with others. Finally, clients who occu-
pied multiple-person bedrooms frequently described a private talk
in terms of the conditions necessary to insure such a talk, while cli-
ents who occupied a single-person bedrooms frequently described the contents
of a private talk.

Some groups of client responses to the interview questions neither
supported the stated hypotheses nor confirmed patterns in the reverse
direction. Most notably, residents in Setting 2 did not use 'choice" or
describe privacy situations any more than did residents in Setting 1.

2. Relationships among client behaviors: It was expected that
privacy as chosen aloneness would be positively realted to positive
social interactions, and negatively related to each of isolated active,
1solated passive, and aggression when in social situations. Findings

indicated a reversal in the predicted direction for the relationship
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between privacy as chosen aloneness with positive social interactions
and with isolated active behaviors for some sample groups. That is,
those residents who were frequently involved in privacy as chosen
aloneness were seldom involved in positive social interactions, but
were frequently involved in isolated active behaviors,

The negative relationship between privacy as chosen aloneness and
aggression when in social situations was ;onfirmed for the total sample.
There was no relationship between privacy as chosen aloneness and iso-
lated passive behaviors when in social situations.

When clients of the total sample were grouped according to choice
levels (based on both setting of residence and bedroom occupancy),
there was somewhat of a positive relationship between privacy as chosen
aloneness and positive social interactions.

Nonchosen aloneness was also related to client behaviors for some
groups. In particular, nonchosen aloneness was negatively related to
isolated active behaviors for residents in Setting 1 and was positively
related to isolated passive behaviors for multiple-bedroom occupants.

3. Relationship between privacy as chosen aloneness and self-esteem:
There was no relationship between privacy as chosen aloneness and self-
esteem. Nor was self-esteem related to behaviors of nonchosen aloneness.

4. Relationship between clients' reported privacy concepts and
client behaviors: There was no relationship between clients' involvement
in privacy as chosen aloneness and use of "aloneness" in the definitional
question. However, there was a relationship between client behaviors of
nonchosen aloncness and use of "aloneness'" in the definitional question
for residents in Setting 1. That is, those residents who were frequently
involved in nonchosen aloneness seldom used "aloneness" in their defini-

tions of privacy.
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Finally, there was a relationship between perceived interruption
and isolated passive behaviors when in soclal situwations. Those clients
who frequently felt interrupted (when they wanted to be alone) seldom
engaged in isolated passive behaviors. This, coupled with the negative
relationship between isolated passive behaviors and self-esteem and the
positive relationship between perceived interruption and self-esteem,
may support the idea that the response to perceived interruption is an

indicator of the awareness of the realities of the institutional setting.
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Chapter VIII

DISCUSSION

A brief discus_.ion of the findings of the present investigation
will highlight the nature of the psychiatric treatment setting and pro-

vide some additional information about privacy-related experiences and

behaviors. ‘Implications for policy of the existing institutional struc-

ture will also be presented.

Privacy as Chosen Aloneness and Behaviors when in Social Situations

A major goal of the institutional structure is to encourage posi-
tive, social interactions among clients and to reduce aggressive and
isolated kinds of behaviors among clients. A major question posed by
the investigation was: in what ways can the institutional structure
support these goals?

Based on the literature, it was hypothesized that one way to en-
courage positive social interactions would be to provide clients with
privacy as chosen aloneness. The hypothesis which predicted a direct
relationship between privacy as chosen aloneness and positive social
interactions was rejected. In fact, the inverse relétionship held:
residents who were involved more often in privacy as chosen aloneness
tended to have fewer positive social interactions than residents who

were less involved in privacy as chosen aloneness. These same people

tended to involve themselves in isolated active behaviors when in social

situations, yet were infrequently involved in aggression when in social
situations.

In a way, isolated active behavior--which is an active engagement
with the physical environment if not with pecople-—-may represent an ap-

propriate response to the institutional structure. Privacy as chosen
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aloneness represented only a small percentage of behavior in elther
setting. Daily log notes revealed that residents often were directed
by staff to be with other people rather than to be physically alone.
It may be that residents who attempted to be alone and who were drawn
into social situations by staff were displaying the "healthiest" pos-
sible response to the institutional structure. Thaf is, these clients
might not have wanted to be forced into interaction; they might have
known that positive interaction could potentially lead to usual adoles-
cent horseplay, which could be seen by staff as aggressive behavior, and
could result in punishment of clients by the staff. Isolated active
behavior when in social situations was probably reinforced by the staff,
as evidenced by the positive correlation between that set of client be-
haviors and staff ratings of client mental health. There was no such
relationship between staff ratings of mental health and client behaviors
of positive social interactions. Taken together, these results suggest
that isolated active behaviors when in social situations are rewarded
in the institutional setting, while positive social interactions are not
(see also Wolfe & Golan, in progress, for additional support of these re-
sults).

This is a striking irony. The stated goal of the institutional
structure is to support social interactive behaviors among clients.
Yet, staff ratings indicated that positive social interaction is not a
basis for judging the mental health of clients. Rather, clients are
judged on the basis of isolated active behaviors when in social situations.
Isolated active behaviors when in social situations may be positively
rewarded by staff simply because it makes supervision easier, yet is not
considered a form of extreme withdrawal, as isolated passive behaviors

might be.
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Environmental Choice

In what ways can the institutional structure encourage positive
social interactions? Results of the present investigation suggest
that choice--or absence of choice--is important to the experiences and
bechaviors of clients.

In this study, the degree of envirommental choice was conceptually re-
lated to two sociophysical elements: 1. setting of residence (two
psychiatric institutions, similar in many respects, but different in
the opportunities each provided for privacy as chosen physical alone-
ness, were studied); 2. bedroom occupancy (there was a within
setting variation, which created differences in clients' potential
ability to be alone and regulate social interactions according to wheth-
er they were in a single-person bedroom or a multiple-person bedroom).

Setting of residence. In terms of setting of residence, Setting 2

was seen as providing more environmental choice to residents than was
Setting 1. This was primarily the result of the "open setting" physi-
cal design and related policy, which characterized Setting 2. While
several staff members in Setting 2 complained about the "open setting",
administrative policy dictated that program be based in accordance
with the open setting, rather than in opposition to it.

Client behaviors of positive social interactions occurred signifi-
cantly more often in Setting 2 than in Setting 1, while isolated passive
behaviors in social situations occurred more in Setting 1 than in Setting
2. These differences are probably not attributable to population dif-
fercnces, since client levels of self-esteem and staff ratings of clients
did not vary across setting. It is more likely that the "open setting"
policy in Setting 2 contributed to the greater frequency of positive so-

cial interactions in Setting over Setting 1. Most notably, clients in
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Setting 2 werce able to use the outdoors with some degree of choice,
while clients in Setting 1 could not. The outdoors is one place where
clients could be away from staff surveiliance. Recall that one-fifth of
all client beliaviors of positive social interactions occurred outdoors.
In addition, staff members in Setting 2 saw the use of the outdoors as
inhibiting the ease of surveillance. It is conceivable that staff ab-
sense facil&tates positive social interaction among clients, and that
successful staff supervision~-—-a major concern of staff and administra-
tion alike-~actually inhibits positive and social interaction from
taking place.

Bedroom occupancy. Bedroom occupancy has also been described as a
major component of choice; in particular, the advantages of a single-
person bedroom over a multiple-person bedroom have been discussed
(Ittelson, Proshansky & Rivlin, 1970; Wolfe & Golan, 1976).

In the present investigation, client involvement in positive social
interactions did not differ for residents grouped by bedroom occupancy.
However, it seems that single~bedroom occupants did experience the in-
stitutional structure somewhat differently from multiple-bedroom occu-
pants and, perhaps in a more positive way. These differences were re-
vealed primarily in client responses to interview questions.

First, it appears that clients who occupied single-person bedrooms
had a greater sense of ownership of their bedroom compared to clients
who occupied multiple-person bedrooms. This was revealed in client
descriptions of a private place: residents who occupied single-person
bedrooms cited their bedrooms as a private place significantly more
often than did residents who occupied multiple-person bedrooms.

In addition, clients who had their own bedrooms scored higher on

self-esteem than did those who shared a bedroom. While one cannot argue
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that single-bedroom occupancy leads to increased self-esteem, it is not
implausible that having one's own bedroom might single out a client from
other clients in some sense. In the institutional structure, clients
have little control over their lives. For example, record-keeping--which
includes a detailed account of almost all client behavior--is an impor-
tant means of staff control. 1In addition, all clients are pregrammed

to be in group situations at most times. Thus, having a single-person
bedroom may be the one status factor that makes a client different from
other clients, in a positive way.

The most consistent finding across a number of questions was that
clients who shared a bedroom described privacy in terms of aloneness
more often than did clients who had their own bedroom (for example, see
responses by bedroom occupancy for definitional question and descrip-
tors of "a private time"). 1In addition, residents who shared a bedroom
said they preferred to be alone (in the hospital), while residents who
had their own room said they preferred to be with other people. Obser-
vational data indicate than single~bedroom occupants were observed in
privacy as chosen aloneness somewhat more frequently than multiple-bed-
room occupants. Thus, the use of "aloneness'" as a descriptor of a
privacy experience by multiple-bedroom occupants highlights the notion
that these clients are not expressing behavioral experiences, but rather
something to which they aspire. Related to this, a number of clients
who shared a bedroom connected privacy to bathroom activity/dressing-
undressing, while clients who had their own bedroom never made this
connection.

Several factors may account for this last set of results. It is
possible that residents occupying multiple-personm bedrooms used "alone-

ness'" as a definition to signal a violation of drastic limitations on
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some basic forms of privacy in Western culture, i.e., privacy as chosen
physical aloneness and pri.acy for bathroom activity/dressing-undress-
ing. In Western culture, these forms of privacy as social rules are
learned at very young ages (Lee, 1959; Kira, 1966). Following the pat-
tern of tacit social rules suggested by Garfinkel (1960), it stands to
reason that when there is a marked deviation from the expected rule, a
person will vocalize the violation of that rule. For multiple-bedroom
occupants, chosen aloneness, which is a basic necessity for dressing and
undressing (at the very least), was unavailable.

There may be other explanations, however, as to why multiple-bedrooms
occupants cited "aloneness" more frequently than did single-bedroom occu-
pants. Perhaps multiple-bedroom occupants believed that having onc's
own bedroom might mitigate the effects of the institutional structure,
by allowing a greater opportunity for privacy as chosen aloneness.
Single-bedroom occupants, on the other hand, might have known--based on
their experience--that having one's own bedroom does not insure sub-
stantial opportunities for privacy as chosen aloneness. Tor while
single-bedroom occupants were able to be alone for dressing and undress-
ing, the institutional policy allowing staff access to bedrooms was
the same for single-bedrooms and multiple-bedrooms.

To summarize, bedroom occupancy was related to reported experiences
of the institutional structure, to self-esteem, and somewhat to frequen-
¢y of client involvement in chosen aloneness. However, it was not related
to other client behaviors, including positive social interactions. Set-
ting of residence, on the other hand, was connected to positive social
behaviors, with the higher choice setting (Setting 2) encouraging posi-
tive social interactions and the lower choice setting (Setting 1) en-

couraging isolated passive behaviors when in social situations.
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One must not be misled and assume that there is a great deal of
choice available to any adolescent studied in the present investigation.
While therc did seem to be somewhat more choice provided to clients in
Setting 2 over those in Setting 1 (by virtue of policies and single~
person bedrooms in Setting 2), the choice provided in either setting
was minimal, compared to the degree of choice available to adolescents
living in ordinary home environments. Recall that few clients in either
Setting 1 or Setting 2 used '"choice" in their privacy definitions, com
pared to the somewhat greater use of "choice" by adolescents living in
ordinary environments (Wolfe & Laufer, 1974).

In addition, it seems that nonchosen aloneness is more relevant to
the (reported) experiences of clients than is privacy as chosen alone-
ness. This idea is supported by two findings: 1. there was no rela-
tionship between privacy as chosen aloneness and use of “aloneness" in
privacy definitions and 2. there was a negative relationship betwcen
behaviors of nonchosen aloneness and use of "aloneness" in privacy
definitions.

By far, the greatest discrepancy between institutional life and or-
dinary living is the limitation on any real choice in the institutional
setting. The limitations on choice in the institutional setting com-
pared to ordinary environments is well-documented (Goffman, 1961; Osmond,
1970; Wolfe & Golan, 1976). According to Osmond (1970):

Ironically, the organizational and architectural structure of

mental hospitals has managed, in the matter of exercising

choice, to meet the patients' needs almost exactly in reverse

(from ordinary day-to-day 1life) . . . People incarcerated in

these places have their everyday choices--food, clothing, re-

creation--limited, whercas they have to choose intimate com-~

panions from a mob of equally sick strangers—-a choice we are
seldom faced with in normal 1living.

Related to choice limitations are restrictions on opportunities on

privacy as chosen aloneness. In the institutional setting, alonenecss is
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more often connected with punishment or nonchoice than it is with
choice. More striking is the notion that aloneness may be connected
with emotional upset: clients can be placed alone in their bedrooms

or seclusion room as a result of expressing emotional upset. Thus,
aloneness which is often a positive and sought experience in ordinary
environments may be seen as negative by clients living in a psychiatric
institution.

Even when volitional aloneness is achieved in the institution, it is
frequently accompanied by qualities uncommon to sought aloneness exper-
iences in ordinary settings. For example, a resident is seldom in contrnl
over how long she/he can remain alone without being interrupted or in-
structed to join other people. Occasionally a client will feign emo-
tional upset in order to be alone. Finally, clients may develop subtle
strategies in order to be alone, for example, creating a tacit rule in
which only one person at a time uses a multiple~occupancy bedroom
(Wolfe, 1975).

Thus, in the institutional setting, aloneness may be seen as nega-
tive or when actually sought may be achieved in ways not typical to
ordinary environments. These associations with aloneness may inhibit
the client to cope with ordinary forms of aloneness when she/he returns
to ordinary community living. In addition, chosen aloneness-—-an accept-
able form of privacy in our culture--may not be seen as a means to pri-
vacy by the former client. If this is the case, the former client may
resort to privacy strategies that were acceptable in the institution,
but are not necessarily acceptable in ordinary environments, for example,

psychological reserve or more extreme forms of tuning out when among

other people.
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Implications for Policy of the Institutional Setting

Findings of the present investigation suggest that client expericnces
and behaviors are rclated to the opportunities and limitations of the en-
vironment. For the most part, the institutional sétting supports exper-
iences and behaviors which are inappropriate to noninstitutiopal settings
or, at the very least, are not in line with the long-range goals sought
by hospital clinicians and administrators.

This issue is particularly hard-hitting when one considers that the
child or adolescent in residential treatment is at a crucial stage of
individual and social development. Unlike the institutionalized adult
who might have experienced an ordinary environment while growing up,
institutionalized children and adolescents experience the treatment
facility as their primary socialization environment.

Can the institutional structure as it preséntly exists support cul-
turally inappropriate individual and social development of children and
adolescents? Assuming that the children and adolescents will even-
tually return to an ordinary setting, what are the long-term effects of
institutional experiences on them?

Considering the evidence of the present investigation and other
studies of psychiatric facilities, it seems that the institutional struc-
ture and the experiences it supports are at odds with ordinary environ-
ments (see, for example, Goffman, 1961; Osmond, 1970; Tars & Appleby,
1973; Wolfe & Golan, 1976). How might the administrators of treatment
settings begin to mitigate the effects of institutional structure?
Several basic issues must be considered by administrators in order to
deal with this difficult issue. These issues are relevant not only to
traditional residential treatment centers, but to the newer alternatives

to psychiatric child care, for example, the smaller group home.
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A major obstacle in the success of psychiatric treatment environ-
ments is the disparity between the expressed administrative goals and
the working goals actually followed in day-to-day treatment.

For example, increased positive social interaction among clients is
a stated goal in almost any treatment plan. Studies have shown that
placing clignts together in the same roomn does not necessarily facili-
tate positive social interaction, and that giving clients some choice~--
including being away from staff--may encourage positive social interac-
tions among clients. Yet, in many institutions, the staff concerns for
supervision and surveillance takes priority over client choice in where
the client wants to be and with whom. As a result, clients are frequent-
ly herded into the dayroom, where social interaction can be minimal, but
where staff supervision is made easier.

In fact, the client behavior which is most frequently valued by
staff is not positive social interaction, but isolated active behaviors
when in social situations. In a sense, isolated active behaviors are
easiest for staff to deal with. Positive social behaviors can often
lead to teasing or horseplay among clients, which can potentially lead
to aggressive behaviors. This would make staff supervision difficult.

Interestingly, these working goals are in opposition to the 'nor-
malization principle" espoused by administrators. In ordinary environ-
ments, adolescents are given some choice about the nature and extent
of their social interactions; this is generally not the case for adoles-
cents living in institutional settings. Additionally, adolescents in
ordinary environments are given the opportunity to test new behaviors.
These behaviors may include increased chosen aloneness or the teasing
or roughhousing which can be a positive part of social interactions.

In the institutional setting, such roughhousing is not only discouraged,
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but is often punished. And the aloneness that residents can experience
is not chosen aloneness, but nonchosen aloneness.

It appears that the inappropriate behaviors of clients in the insti-
tutional setting are not so much the result of individual pathologies as
they are of the limitations within the setting. The connection of alone-
ness with emotional upset, staff complaints of inappropriate sexual be-
havior among clients, client psychological withdrawal when in social si-
tuations are all the outcome of a structure which is not necessarily
normalizing, but which often functions as a separate system with rules
and criteria which do not correspond to those in ordinary environments.

An administration must reevaluate its goals and its assumptions re-
lated to the clients serviced. 1In particular, the following steps must
be considered:

1. The working goals of the treatment setting must be identified.

Of ten, there exists not only an expressed set of goals, but a hidden
agenda as well. This "hidden agenda" may be contradictory to official
policy, but may have a substantial bearing on treatment.

2. An administration must begin to understand the behavioral para-
meters of their client population, rather than assume a set of client be-
haviors which may or may not be taking place. For example, all too
often, policy decisions are based on the belief that aggression (towards
self or others) is a dominant client behavior. Results of the present
investigation and other studies indicate that this behavior represents an
insignificant fraction of total client behaviors. Administrators should
be more attuned to the broad range of nonaggressive behaviors which take
place, notably the kinds of isolated behaviors of clients when in social
situations.

3. The role of environmental choice in the institutional setting
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should be 2xplored. If the setting is to prepare the client for an
ordinary living environment, the client must be provided with opportu-
nities similar to those she/he would experience in an ordinary sctting,
including opportunities for privacy as chosen aloneness. This choice
could facilitate both culturally appropriate alone behaviors and social
interactive behaviors.

4. Likewise, the restrictiveness of the institutional setting must
be considered, since it seems to foster experiences and behaviors inappro-
priate to ordinary noninstitutional environments.

5. An administration should be aware of the potential impact of
any environmental decision. In particular, it should be recognized
that in a low choice environment, any one policy decision can have a
profound effect on client experience and behavior.

It is unlikely that the present institutional structure can provide
clients with the full range of ordinary living experiences. At best,
it seems that the present set-up can better approximate ordinary environ-
ments, but only with an honeét willingness on the part of administration
to encourage continual reevaluation and change.

It would be helpful to develop a process-oriented approach where
design, evaluation, and change 1s done in conjunction with staff and
clients. In this way, 'an administration can be aware of where they are
satisfying or not meeting treatment goals. (See Architecture Research
Construction, 1975 for an example of this approach.). The approach it-

self needs to be evaluated to see if it contributes to a less restrictive

environment.



149
APPENDIX A

Checklist: Children's Psychiatric Facilities Visits

Residents

Age

Sex

Socioeconomic background

Diagnosis

Length of present hospitalization

Length and type of previous institutionalization
Day care/full care »

Criteria for selection

Where do residents go upon discharge?

Could residents be elsewhere?

Treatment Philosophy

What is it explicitly? (Other?)
Medication

Degree of interaction with community
Privleges, restrictions, how expressed
Short term vs. long terms care

How philosophy disseminated

Physical Design

Bedrooms-~type; is assignment random; access to

Use of doors, locks; general accessibility by kids to areas
Community areas, quality of and proximity to

School

How spread out are community areas, other areas (1 floor, one or more buildings)
Cafeteria

Dayroom

Quiet room, purpose of and use

Other alone areas

Personalization of space .

Exterior of building: hospital~like? grounds?

How old is building?

Programming

Time programming and quality of

Nature of free time (how "free'; what can do and where can go
Spaces used in programmed time and free time (e.g., of bedrooms)
School

Home visits

Weekends
Time spent with social worker/psychiatrist: intimate situations
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Checklist (2)
Staff

Resident-staff ration

Direct staff/ indirect staff

Who sets policy? Who carries it out?
Tunover

Daily shifts

Community

Geographic location
Quality of community (e.g., business district, etc.)
Relationship to community

Other
Do children have own clothing? Own objects?
Is facility a model for others?

Is research carried out there?
Affiliation to other organizations

Aspects listed may apply to more than one category.
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Staff Administrative Interview

10.

11.

12.

13.

14.

15.

Briefly, what do you see your job as being? (Probe: What are some
of the responsibilities of your job?)

In general, why do you think children are here?

What do you think should happen to a child while s/he is here?
(Probe: What should s/he get to know while here?)

I've heard people here mention the term "open setting'. What is
meant by that?

How is the open setting supposed to work here? -

Is the open setting working that way? 1If no: Why not? How is it
presently working?

Was there a change in the definition of an open setting since you've
been here? If yes: What accounts for the change? (Probe if necessary:
Changes in rules, use of space, etc.)

How do you think most of the staff feel about the open setting
in terms of their job?

What about for the children -- do you think an open setting affects .
them at all? How? (Probe: How is the open setting good for the
children? How is the open setting bad for the children?)

Is there a specific philosophy of treatment here? What is it?

How is the philosophy of treatment disseminated to staff? How easy or
difficult is that to do?

Has the philosophy of treatment changed at all since you've been here?

What factors do you think may have contributed to changes in the philosophy

of treatment? (Probe if necessary: physical design, budget cuts,
kind of staff)

Is there anything you particularly value in the physical design of the
cottages that is helpful to staff in their work or is good for the
children? What? Why?

Is there anything about the physical design of the cottages that makes the
staff's work more difficult or might not be good for the children? What?

Why?
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I know there are single-person bedrooms, double bedrooms and four-person
bedrooms.

16. Do you think one of these sizes is better for the children than the
others? Which? Why? (Probe: which do you like least for the children?
Why?)

17. Do any of the children themselves seem to have a preference for one size
over any of the others? What is it? Why do you think it is?

18. Do you like the fact that the cottages are separate from the other
buildings or would you prefer that the cottage and recreation areas be in
one building? Why?

19. Do children have a choice in what they do during a day? Do you think
that this is the best arrangement? Why?

20. If a child doesn't want to go to program, what is done?
21. Are there any alternatives to going to program? If yes: What are they?

22, Is a child ever alone during a day, that is, without other children and
without staff?

23, From you experience, would you think that there are times that & child

would want to be alone during the day? If yes: Why would you think a
child in this hospital would want to be alone?

24. What does a child do when s/he wants to be alone?

25. Where does a child go in order to be alone? (Ask is not answered in last
question.)

26. How does a child's being alone aid or hinder the therapeutic process here?
27. How does a child's being in a group aid or hinder the therapeutic process here

28, Related to this -- do you think a child should be encouraged to spend most
of the day in structured activity? Why or why not?

29. What about supervision -~ would you say that children here are supervised
by staff most of the time, some of the time, or hardly ever?

30. 1In general, do you think a child should be supervised here most of the
time, some of the time, or hardly ever? Why?

31. Does the need for supervision aid or hinder in the therapeutic process?
How? (Probe 1f necessary: Do you sec any problems between the need for
supervision and therapeutic goals for the children or are the two
consistent?)
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32. Has your thinking about supervision changed from your ideas about it in
the past? How was it before? How is it now? What do you think
accounts for this change?

I've questioned you on some of the areas that I feel are important to
understanding this setting. While the focus of my work here will be on the
physical design, it's important that I be aware of other aspects of the total
setting.

33. Can you think of any topics or concerns that we haven't discussed that
might assist me in my work here?
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Staff Interview

10 .

11.

Briefly, what do you see your job as being? (Probe: what are some of the
responsibilities of your job?)

I've heard people here mention the term "open setting". What is meant
by that?

Do you think an open setting makes your work easier or more difficult? Why?
What about for the children -- do you think an open setting affects them

at all? How? (Probe: How is the open setting good for the children?

How is the open setting bad for the children?)

In general, why do you think children are here?

What do you think should happen to a child while s/he is here? (Probe:
What should s/he get to know while here?)

like to ask you some questions about the cottages.

Do you use the cottages in your work with the children? (If yes: continue
with next questions. If no: or little, go to Outside questions, q. 28)

Is there anything you particularly value in the physical design of the
cottages that makes your job easier or is helpful to the children?
What? Why?

Is there anything about the physical design of the cottages that makes
your job more difficult or might not be good for the children? What? Why?

What do you think about the set-up of the nurse's station? (Probe 1if not
volunteered: Do you think it's in a good location? Why or why not?)

What do you think about the set-up of the Dayroom?

I've noticed that there are single-person bedrooms, double bedrooms and four-person

bedrooms.
12, Do you think one of these sizes is better for the children than the others?
Which? Why? (Probe: Which do you like the least for the children? Why?)
13. Do the children themselves seem to have a preference for one size over any
of the others? What is it? Why do you think this is? ’
14. How is it decided which children will have their own rooms, which children
are in a double room, and which children are in a four=person room?
15. How are the bedrooms used?
16. Are there rules about the use of the bedrooms? What are they? (Probe if not

volunteered: Do children ask staff for permission to use the bedrooms?)
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17.

18.

19,

20.

21,

22.

23.

24,

25.

26.

27.
Now

28.

29.

30.

31.

Now
32.
33.
34.

How are the bedroom doors used?

Are there rules about the use of the bedroom doors when the children are
in the bedrooms? What are they?

What about the room outside of each set of bedrooms -- what 1is it known as
and how 1s it used?

Do children ask for staff permission to use that room?

Is it important that children be supervised when they are in their bedrooms
or in the area outside the bedrooms? Why?

How do you manage to supervise children when they are in the bedrooms
or in the area outside the bedrooms?

I've noticed that some of the children's bedrooms are decorated. Are
children encouraged or discouraged from decorating their rooms? Why?

I've also noticed locks on the outer doors of the cottages. When and how
are they used?

How is the seclusion room in the cottage used?

Are there any rules about its use? What? (Probe if not voluntcered:

Can a child go in there whenever s/he wants? Also: If emotional upset is
one reason for its use, ask: Must a child be acting out/upset, etc, in
order to use the room or can s/he use it under any conditions?)

Do you think a seclusion room is important to have in the cottage? Why?

I'd like to ask you about the outdoor spaces.

Would you say that children use the outdoor areas  often, sometimes or
very little?

Does children's use of the outdoors create problems for you in your work?
How?

Do children ask for staff permission to go outside?

Do you like the fact that the cottages are separate from the other
buildings or would you prefer that cottage and recreation areas be in
one building? Why?

I'd like to find out about what a day is like here.

If a child doesn't want to go to program, what is done?

Arc there any alternatives to going to program? If yes: What are they?

Do children have frece time during the day or evening? When 1is 1t? How

1s this time used?



Appendix C/3

35,

36.

37.7

38.

39.

40.

41,

42.

Is a child ever alone during the day, that is, without other children and
without staff? If yes: When might this occur?

From your experience, why would you think a child in this hospital would
want to be alone?

What does a child do when s/he wants to be alone?

Where does a child go in order to be alone? (Ask is not answered in last
question.)

How do you feel about a child being able to spend time alone? (Probe: Do
you thihk it's good or bad for a child to be able to spend time alone? Why?)

In general, would you say that children in this hospital are supervised
by staff most of the time, sometimes or hardly ever?

In general, do you think a child here should be supervised most of the
time, sometimes or hardly ever? Why?

We're at the end of the interview. 1Is there anything else you'd like to
add to what we've talked about?
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BEHAVIOR CODES
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EVERL SAMILIG OBSERVATIONS  APPENDIX F

ID Res { Datao Wosp #_____ Obs
1. Time first scen alone: 2. Room/space:

3. Activ.: 4. Door pos (open, closed, ajar):

5. Initiation of time aleone: (Cixrcle one):

7.

9.
10.

11.

(1) Entered space scemingly by choice (2) birected to space by other
(3) Others left space leaving resident
alone Comments:

Interruptions

Ry whom (,1,5taff) Approximate Nature (e.g., pevson trafficking
(If there is more duration through space; looking for things)
than cone interruption Also, did person_dinteract uv. res.?
and ther person is the How? Who initicted intercction?
sane, indicate by Did 1es. react to othor at 2all?
arrovs) (annoyed, sighod, turned awvay,

facial gest., body posture, etc.)

Time alone period ended:

Termination of alone period: (Circle one):

(1) Res. left space scemingly by choice (2) Res. directed by other to leave space
(3) Others entercd space & res. remained (4) Others entered space & res. left
Comnents:

Duration of time alone:
Does time alone reflect excessive medication, punishmt., or sickness? If yes, elab.

Staff asslstaonce: If yes, which aspect?
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Residents' Privacy Tnterview

1. Would you tell me all the things the word "privacy" means to you?
You can take your time and think about it.

2. Tell be about a time when something or some person disturbed your
feeling of belng private.

Probe: Who disturbed you?
What did they do?
Why did they disturb you?
Were you alone or were you with somcone when _ disturbed you?
If with somcone: Who were you with?

3. Therc arce lots of ways people talk about privaey. I'm going to mention
some and 1'd like you to tell me what you think they would be like.
¥or example, can you describe vhat:
a) a private place is like for you?
Then probe: How would vou describe it?
What does the place look lilke? .
Would you be there with other people or would you be there
alone? If with others: With whom?
b) a private time is like for you?
Then probe: What makes it private?

Would you be alone or would you be with other people
during a private time? If with others: With whow?

¢) a private thing to do?

Then probe: What makes it private?

d) a private talk?
Then probe: What makes it private?

4. Would you tell me about the ways other people on your unit let you know
when they were private or wanted to be private?

If hecessary, probe: Do they say something to you or do something or
go somewhere? What? Or where?

5. Do you have a private place for yourself in this hospital?
What is 1t? ‘

Where 1s it?

What makes it private?
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6.

9.

10.

11.

Changing the toplc a little- Some people mostly like to be alone by
themscelves and some people mostly Like to be with other people.  What
aboul you- in this hospital, do you usuvally prefer to be by yourself or
do you usually prefer to be with other people?

Would you say you:

~Almost always prefer to be alone

~Usually prefer to he alone

~Sometimes want to be alone and sometimes want to be with other people
~Usually prefer to be with other people

~Alnost always prefer to be with other people

Do you ever want to be alone here? (to be asked if respondent ansvers
"with others" to question # G).

(To be aslked of all respondents):

What do you do when you want to be alone?

Where do you go?

When you want to be alone, are you usually interrupted by other people or
don't they usually interrupt you?

When you want to be alone, would you say you're interrupted by other people:
-All of the time

- Most of the time

—Sometines

-Hardly ever, or

-Never

About the outdoors- I know there are grassy areas (and a court at Setting 1)
surrounding this hospital. Can kids go outside whenever they want or are
there certain rules about going out?

Do kids ask for staff permission to go outside or do they go on their own?
Do you go outside? Tor what reasons?

Do you go outside usually to be alone or to be with somebody elsc?

Where are you interrupted more often- outside or in Inside?

Now I'd like to talk about the bedrooms here. I've noticed that some kids have
their own bedrooms and some kids share a bedroom.
Do you share a bedroom or do you have your own bedroom?
(If share): Do you like sharing a bedroom or would you prefer your own room?
What are the good things about shariug a bedroom?
What are the bad things about sharing a bedroom?
What are the good things about having your own room?
What are the bad things about having your own room?
(If has own room): Do you like having your own bedroowm or would you prefer
to share a bedroom?
What are the good things about haviug your own room?
What are the bad things about having your own room?
What arc the good things about sharing a room?
What are the bad things about sharing a room?

I've also noticed there is a (are) secluslon room(s)/quiet room(s) oan this unit.
How 1is that voom(s) used by the kids?

What do they do in there?

How do you usce thai room?

If a ktd vanted to use that room now= say just to po in there- what would they
do? Would they ask for staff permission or would they go in there on thelr own?



162
Appendix C/3

12, (dn Sctting 1 only, ask):
What about that room with the couch and the carpet (new room)-
How do kids use that room?
Do you use that room?
(1f yes): What do you use it for?
Are you usually iIn there alone or with other people?
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Client Sclf-esteem Scale

I can do things as well as most people.

At times, I think I'm no good.

Usually I'm happy about myself.

I wish I could have more respect for myself.

I take a positive attitude about myself.

Usually I think that I'm a failure.

I feel thqre are many good things about me.

I'm not too proud about too many things about myself.
I feel I'm as good as other people.

I feel useless at times.

163
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Staff Perception of Client Scale

What do you see as the cause of this child's hospitalization?

Related Related
mostly to _ mostly to
internal environment

(e.g., family)
1 2 3 4 5

In general, how disturbed would you say this child is?

NN SNWN

VBN =

To

Normal, not disturbed at all
Borderline disturbed

Mildly disturbed

Moderately disturbed
Markedly disturbed

Severcly disturbed

Among the most disturbed

what extent does this child exhibit aggressive acting out behaviors?

Almost never
Occasionally
Moderately
Very much
Almost always

what extent does this child participated in social, recreational,

and other planned activities?

nHwN

To

Almost never
Occasionally
Moderately
Very much
Almost always

what extent does this child withdraw from other children, avoid

conversation, and tend to stay by himself or herself?

LS R - O L

Almost never
Occasionally
Moderately
Very much
Almost always

In your estimation, what are the chances for this child's eventual
return to normal community life?

1
2

Excellent 3 Fair
Good 4 Poor
5 Very poor
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1.0G NOTFES
(Observation Days)

Date Hosp# Observver

ID Res#

Nature of cntry as recorded in log notes (verbatim, where possible):

Restriction:
Indicate if: to bedroom
to scclusion room
other (e.g., restriction on activities as no smoking,
limited recreation, etc.)

Describe incident(s) 1leading to, time, termination, others inveolved,
resident's reactions, ectc.

Note any unusual behavior of resident:
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RESTDENTS' MEDILCATION SCHEMILES

Name of Resident
& In

bate

Time taken
(if known)

Typa of Mad,
(+oral ox
injection)

Doseage
(if known)

166

Routine or
Special

(1f special,
indicate likely
causc for
administering)
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CENSUS

(Observation Days)

Date ' losp# _ Observer

Time of day

Residents of f unit and whereabouts:
Total full care males on unit: |
Total full care females on unit:
Total day carc males on unilt:

Total day care females on unit:

New Adwissions:
Name Date of Birth Date of Admission Bedronm

Discharges:
) Name Date of Discharge
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FORM 15 MED. (3/70) FACILITY CODE|FACIIATY COSLCUTIVE NO. A'RTH DATE (M, D, Y)
PSYCHIATRIC APPENDIX N / /
DlAGNOSIS NAME (LasT, FIRST, MILDLE INITiAL) THANSAC 11ON: Fornovisionat [T ammgocion L REEVALUAT . ON
RECORD [JFinaL orricrat Ul coRRTCTION [l oLLETION
| | ! [ ! l | [ 1 i
PRIMARY | 1 | ! SECONDARY | J | ! TERTIARY ! ] ! !
| i —- i Il 1 e 1 i i.. ‘ 1
t MENTAL RETARDATION 11 PSYCHOSES NOT ATTRIBUTED Drug dependence B
310, Borderline TO PHYSICAL CONDITIONS 3040 Opium, cpivialkaloids snd
311, Mitd LISTED PREVIOUSLY their derivatives
312, Moderate Schizophrenis 304.1  Synthetic analgesic s witk morphine -
313, Severe 2950  Sirmpide like effects
314, Profound 205.1  Hebephrenic 304.2 Barbiturates
315, Unspecified 295.2 Catzatomic 304.3  Other hypnotics ant sodativwe or
With each: Following or associated with 295.23* Catatonic type, excited® “ranquilizery”’
.0 Infection ot intoxicaticn 265,24°  Catatonic type, withdrawn® 044 Cecaine
.1 Trauma or physical agent 2953 Paranoid 304.5  Cannabis sativa (hashish, manituana)
.2 Disorders of metabolism, 295.4 A ute schizophrenic episode A6 Other poa cho - dtimgdants
growth or nutrition 2955 Latent 304.7  Hatlucinogeis
.3 Gross brain disease {postnatal} 2956 Hewdual ) 04,8 Other drug deyendenge
.4 Unknown prenatal influence 299.7  Schizo - aftective
.5  Chromosomal abnormality 295.73*  Schizo-atfective, excited® vi PSYCHOPHYSIOLOGIC DISORDERS
6 Prematurity 295.74* Schizo-affective, depressed® 3050 seie
.7 Major psychiatric disorder 295.8* Childhood* 051 Muse © b lorg?
B Peycho -social (environmertal) 295.90°* Chroric undifferentiated® 062 besparat oy
deprivation 295,94 O1her schizophrenia® 3053 Cardu vae lar
.9  Other condition Major affective disorders BOOA e o phatis
29€.0  Inyelutional melanchaolia Cane s rtestingl
n ORGANIC BRAIN SYNDROMES (08S) 2661  Manic depressive ittress, manic Coonee Y
A PSYCHOSES 266.2  Manic -depressive illness, depressed Lot
Senile and pre - senile dementia 296.3  Manic- depressive illness, circular (_""' A dwiat sena
280.0  Senile demertia 296.33*  Manic-depressive, circular, manic® WG
290.1  Pre-senite dementia 296.34°  Maric-geuressive, circular, depressca®
Alcoholic psychosis 2068 Drea rogjor affactive disorder vi ‘SPEC'AL SYMPTOMS
291.0  Dehrium tremens Paranoid states 060 e “hanee
2911 Korsakov's psychosis 297.0  Pardnms MR et i distortan
291.2  QOther alcoholic hallucinesis 207.1  tovolational paranoid state ;‘C&t: \" .
gg:?‘. IA\Icoholipa'rannid state . 2579 other paranoid state ;8?“ o A v . o 'Y"" diribr
. cute alcohat intoxication I8 r e st
291.5* Alcoholic deter oration® Oth;;gp;vchgms Mot debress . "Uff F{ [EERERE TR B SN
291.6° Pathological intoxication® ’ et depressive reaction ?("?-F’ Tt
2919  Otner alcoholic paychosis W NEUROSES i‘;\’g{’ f " ¢ ' " .
Psychosis associated with intracranial infection 000 ety A‘b:v\l‘-' N B o
A ¢ i cedbsvimptonm
292.0  General paralysic W01 boyatercal
2921 Syphilis of certran norvous System 5 o St A vers e® .
292.2  Emdemic eecephaliie ;ﬂx 1] 4. :_::\:‘::::; ;ﬁ;z;;:?,;‘:::-‘::;z. vin TD?:;‘J::’:TN?’JSUAYIONAL
292.3  Other and uespecifiod encephalitis 300.2  Onebi 307 O'“ N q' s farr o
2929 Otherintracraial ofecton 300.3  {bsessivi compulsive 457 \] ‘» v r:{:::::y :”f :r:‘::"vh\'o '
Psychosis associated with other 0.4 epressive 3()1 . .:\q'.‘, s y»;nrhu' o l(‘u}'-\';nl(l‘v'
cerebral condition 00,5 e rasthen e o e
293.0  Cerebral artenios dernsis 300.6 i pursonalization 307“.\. KR et b e 3t ”"’”l',ml
; e o 307,57 A e atreaction of Tite lire®
293.1 Other corobrovas ular dictartiance 300.7 Hy oo chondnigeal
B M Kithbs - her nerasis IX  BEHAVIOR DISORDERS OF CHILD-
Bors Do iillie e v eensowauTy oisonoERs AwD 1000 AN0 ADOLESCENCE
2935 Bramtrian CERTAIN OTHER NON—PSYCHOTIC OB it racticn®
2999 Othir cnbe oo MENTAL DISORDERS ALt g teaction
. . 308.2% verar ooz vaction®
Psy chosis associated with other Personality disorders J08.3°  Funiwase reaction®
physical condition AL 435 vinssclaliced aggressive reaction®
294.0  Endocnine di g der EH | O olot yoe e 'lrllir';quén( reaction®
294.1  Metabolic or nutritronal disorder W1 e " ,[, ,t ‘mtion;
294,27 Systommn anfoo o N5 apkave
204.3 l(’: ‘A;? ;'\rrtn:vmn‘w .ylwv l:n.m f:)l:< -H:h:,ta::\ir’l‘ Arnpisive X CONDITIONS WITHOUT MANIFEST
st . e B [ARE £ D
2044 Childbrto 1 Acthenie PSYCHIATF}IC DISORDER AND
2948 Other il e gaie e 1l o Annsocr s . NON.-SP‘LI”C COND'T!ONS
sl i - Social matadjustment without manifest
condition INV AT assive e angress e ® psychiatric disordor
$O1. A ek quate 1RO M) o adiastiment ®
8 09 ONO'N - PSVCDI'IOTIC o8s SILHAT Cther gpwn it Py w s ® 2010 Gl aletusteent®
Eu);):l - :‘l\r‘\’;:)"’r"?glvm“: “1" P Sexu\:a!/c‘i‘evna'(:or: . :1: 1\ . :': Cut e al et dpustinent
J09.14% Other drong, ooean : o N “\' ““ ‘ abt, 316, Lrysiane at ba rupvanr ®
. S CAr T 316.9% Cther wy ol rgladjustment ®
Sy stetyye 1 toxanateen AW Food b . o
3092 Braan troareg o Te re st Norvy-s;:eclfcc’:vcondutuons N
3093 Circulatory disturbdr e I ST 317 oo s e conditions®
3094 Epilepsy DL e re ® No Mental Disarder
309 5 Sistarbance of mwtabaelism, 2T e 318* tarmental disorder ®
growth, or nutrition AOTTS e
309.6  Serile of prec-osec o besin digagse R Ther seeal o Lot
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