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ABSTRACT 

Past research has shown that television viewing is a daily diversional 

activity for most hospitalized children. Since television appears to be an 

important resource for children in the hospital, this study's research 

questions and hypotheses explored how hospitalized children use television 

and the gratifications they seek from viewing. The questionnaire included 

questions in four areas: demographics, television viewing behaviors, 

attitudes and motivations toward television, and feelings of lonelihess. 

Overall, in this study, the youngsters tended to watch slightly more 

television and alternative programming in the hospital as compared to 

home, they preferred children's entertainment and comedy programs in 

the hospital, they tended to  perceive television as real in the hospital, and 

they appeared to view primarily to pass the time, for 

entertainmenthelaxation, and for companionship. Moreover, there were 

some distinct relationships between the loneliness and television viewing as 

well as motivations for viewing. 

vii 



Chapter One 

AN INTRODU(rJTI0N TO HOSPITALJZED CHILDREN AND TELEVISION 

Descri~tion of the Problem 

This research will explore how hospitalized children use television 

and the gratifications they seek. Television viewing is a daily diversional 

activity for most hospitalized children. In fact, children in hospitals view 

more television than those a t  home. Nielsen (1990) reports that most 

children between the ages of two to twelve watch three to four hours of 

television each day. Research has shown that the average hospitalized 

child, however, may view more than eight hours of television a day 

(Bordeaux, 1988). McCown (1979) suggests that television viewing in 

hospitals may represerit a child's attempt to relieve boredom or to  escape an 

environment full of anxiety and emotional distress. Television viewing may 

also be extensive when other diversional activities, such as  child life 

programs or family visits are not available. The hospitalized child, isolated 

from normal daily life as  well as from social companionship and activity, 

may turn t o  the comforts of television. Moreover, the longer the 

hospitalized child's confinement to the hospital and the more chronic the 

child's illness, the more likely these feelings may be prolonged, thus 

increasing the child's use of television. As ~ u t t e n t a ~  (1988) states, 

"Unfortunately, the same features that make television a mixed blessing in 

the home may be magnified in the hospital environment, where the 



audience is much more captive, emotionally aroused, and often viewing in 

isolation from others" (p.7). 

Since television viewing is a prominent diversional activity in the 

hospitalized child's daily routine, health care professionals should 

understand factors related to  television viewing among hospitalized 

children. I t  is important for professionals to understand what hospitalized 

children see, why they watch, and what they get from watching. High 

levels of television viewing, combined with the increasing amounts of sex 

and violence on television today, provide hospitalized children with 

distorted messages and unrealistic portrayals of life. Yet, a t  the same time, 

television has positive implications, including its use as a coping 

mechanism t o  avoid tension or as a educational tool for youngsters. Thus, 

it  is extremely important that health care providers make proper 

judgments about television viewing in hospitalized environments. Other 

diversional activities such as child life play or structured hospital games 

'and events for the children may be more therapeutic for children. Yet, 

since most children are accustomed to television, there may be a link 

between the foreign environment of the hospital and the familiarity of 

television. Moreover, in regard to viewing levels, "Younger persons in 

hospital confinement may be compensating for the lack of social interaction 

and activity" (Rubin & Rubin, 1981, p. 12). The television may even serve as 

a social companion for the child in this time of need, particularly when 

there is no one else around. When a child is ill and hospitalized for a 



lengthy period of time, the prolonged feelings of anxiety, as well as the lack 

of other entertainment and the absence of social contacts may lead the child 

t o  increasingly use television as a source of companionship. These issues 

need to be addressed by health care providers in order to advocate the 

judicious use of television by children in the hospital setting. 



Chapter Two 

LITERATURE REWTEW AND THEORETICAL ORIENTATION 

There is little research on hospitalized children and television. Yet, 

television is a familiar and easily accessible means of entertainment for 

hospitalized children who may feel cut off from their friends and family. 

This research will explore how hospitalized children use television and 

what gratifications television serves for them. In a lonely, isolated, and 

uncertain environment, hospitalized children may turn to television for the 

companionship and entertainment it provides them. 

Literature Review 

Research focused specifically on television viewing among 

hospitalized children has been limited to five primary areas. The first two 

areas include the examination of general television viewing patterns and 

which television programs children actually watch while in the hospital. 

Two other areas examine the characteristics of hospitalized children who 

are watching large amounts of television, and whether television viewing is 

the preferred activity of hospitalized children. The fifth area involves the 

use of new technology, including videotapes and closed-circuit television, 

within hospitals. 

Three studies have examined the general television viewing patterns 

of hospitalized children. Guttentag, Albritton, and Kettner (198 1) observed 



hospitalized children and adolescents, ranging in age from newborns to 

se~enteen-~ear-olds, and found that on the average, hospitalized children 

watch television 3.9 hours per day during the week, 4.3 hours on Saturdays, 

and 4.5 hours on Sundays. Although daily total viewing time increased 

with age, the effect of age was not significant. The viewing patterns appear 

to reflect the hospital schedule as well as the television schedule. Weekday 

and Sunday viewing was lowest in the early morning, around 9 a.m., with 

21% of patients viewing television. At this time, the children are usually 

bathing, dressing, or being examined by the staff. Viewing increases after 

9 a.m., and peaks a t  11:30 a.m. during lunch, with 61% viewing television. 

Between 45% and 60% view in the early afternoon, with the highest peak a t  

4 p.m. with 75% watching television. On Saturdays, viewing never falls 

below 40% at  any time during the day. Comparisons between hospitalized 

and non-hospitalized children indicate that throughout the day the 

percentage of hospitalized children watching television is much greater 

than non-hospitalized children, particularly for preschool and school-aged 

children. 

McCain and Bies (1983) found sirnilar results. In their study of 

hospitalized school-aged children and adolescents, more television was 

watched on the weekends than on the weekdays, with an average of 8.5 

hours of viewing each day. Finally, Bordeaux (1988) found that hospitalized 

children, ranging in age from 5 to 16.25 years, spent 50.6% of observed half- 

hour intervals between 7:30 a.m. to 11 p.m. viewing television. Again, there 

were slightly higher viewing times on the weekends than on the weekdays. 



Guttentag et al. (1981) observed that hospitalized children viewed primarily 

adult-oriented television programs, such as soap operas and game shows. 

This may be due, however, to the fact that there are few children's shows in 

the afternoon hours when hospitalized children are watching television. 

Guttentag, Albritton, and Kettner (1983) found that, with the inclusion of 

children's shows on a closed-circuit station, children preferred the new 

child-oriented programs over commercial networks. Bordeaux (1988) also 

found that adult-oriented dramas or soap operas were the primary 

programs viewed by hospitalized children, with only 9% of weekday time 

and 33% of weekend time spent watching child-oriented programs. Once 

again, i t  was pointed out that there are few children's programs in the 

weekday afternoons, and that increased weekend viewing may be due to the 

greater availability of children's programs and cartoons. 

There have been mixed results in the analysis of subject 

characteristics associated with television viewing. Guttentag et al. (1981, 

1983) found that while older children watched more television, there was no 

significant relationship between age and television viewing level. 

Guttentag et al. (1981) also found no significant relationship between the 

sex of the hospitalized child and viewing time. Yet, Guttentag et al. (1983) 

found with the introduction of closed-circuit television, boys watched much 

more television than girls. Guttentag et al. (1981, 1983) also discovered that 

children with limited mobility watched much more television than those 

children with unlimited mobility. This mobility factor particularly applied 

when the subject was medically confined to a private room. Thus, isolated 

children increased their television viewing. These researchers also found 



that television viewing was not affected by the number of roommates the 

subject had, unless age was taken into consideration. Those who had 

roommates of the same age spent much less time watching television than 

other youngsters. 

There are many unanswered questions as to whether television 

viewing is the preferred activity of hospitalized children. McCain and Bies 

(1983) indicate that when structured play or visitors are unavailable, 

hospitalized children turn to television. In fact, McCown (1979) proposes 

that if books, games, and other recreational exercises were made available 

in the children's rooms, viewing time would decrease. Yet, Guttentag et al. 

(1981) observed that despite an active child life program, hospitalized 

children still spent about half of the observational periods viewing 

television. McCown's specific proposal of activities and exercises in the 

child's own room has not been examined yet. 

Within the hospital setting, commercial television broadcasting is 

often complemented with alternative programming, including 

videocassette recorders, closed-circuit television stations, and live shows 

created by the hospital. Research concerning alternative programming for 

hospitalized children is still in its infancy, and relatively little has been 

published. Yet, according to a pediatric television survey distributed to  128 

hospitals, Guttentag (1988) found that broadcast television was 

complemented with videocassette players in 95% of the hospitals. Videotape 

content may include children's movies, cartoons, children's entertainment, 

and educational programming geared exclusively t o  the child. However, 

videos may also contain medical information and hospital orientations 



which can often be presented in a non-threatening manner, allowing the 

child t o  become more familiar with the medical environment. This 

technology enables children to watch the videotapes they want, when they 

want; they may also have an opportunity to  make their own videotapes. The 

Johns Hopkins Children's Center has been the innovative force for 

specialized television programs and tapes, often utilizing KIDSNET, a 

computerized data base for children's radio and television programming 

that caters to special audiences such as hospitalized children. 

"Although video presentations using portable machines ensure that 

selected tapes are seen by the appropriate patients, closed-circuit television 

stations (CCTV) ensure that selected materials are available to all patients" 

(Guttentag, 1988, p. 9). Closed-circuit television stations refer to an in- 

house system for televising videotapes and live television programs. A 

closed-circuit station can be established relatively easily by installing a 

videotape recorder with a videotape library. Closed-circuit television offers 

not only taped entertainment and instructional programming, but live and 

interactive programming with which children can become actively 

involved. The content of this type of programming often includes the 

construction of crafts, games, and art  projects that the child can make 

right along with a person on the television screen. For example, Andrews 

and Laramee (1989) found that the Johns Hopkins Children Center's 

"special closed-circuit station for live and taped programs provides various 

psychosocial advantages for children"; in addition its "interactive television 

gives patients who are unable t o  leave their rooms because of isolation 

precautions, tractions, or other reasons, an opportunity to  view school, 



play, special entertainment, and other activities" (p. 3). Thus, alternative 

programming, including not only the use of videotapes, but closed-circuit 

stations, as well as live and interactive television may allow children to 

actively command an environment where they usually have minimal 

control. 

From this concise literature review, it does indeed seem that the 

formal assessment of hospitalized children in relation to  television viewing 

has not been explored to  its full extent. Over the past decade, research in 

this area has been growing at  a very slow pace. Thus, there appears to be a 

need for additional research on hospitalized children. Research has 

examined: television viewing patterns and types of programming, subject 

characteristics associated with heavy television viewers, television as a 

diversional preference for children in the hospital, as well as the adaptation 

of new technologies such as videotapes and closed-circuit television within 

the hospital. However, more thorough research of these elements and 

other related areas need to  be further investigated in the future in order to 

determine the characteristics of hospitalized children who turn to  television 

on a frequent basis, why they watch, and how they use television during 

their hospital stay, whether it  is for a short or long-term stay, or for an 

acute or chronic illness. 



The Uses and Gratifications Theoretical Orientation 

Television is a prominent diversional activity for hospitalized 

children. Consequently, the role television plays in their hospital stay is a 

very important issue for health care providers. Television is an established 

part of the hospital environment providing an accessible, familiar, and 

reassuring means of entertainment when there may be physical 

limitations to moving around the hospital. As well, hospital staff have 

traditionally tried to  use this medium to minimize hospital patients' 

anxiety and possible boredom (Guttentag, 1988, p. 7). Yet, even though 

these may be the intended uses of television, how do hospitalized children 

actually use television? This research will thus investigate how 

hospitalized children use television and what gratifications television 

serves for them. This research will be conducted in light of the uses and 

gratifications perspective. 

The uses and gratifications perspective focuses on the audience; "It 

assumes that media consumers are active and motivated people-that they 

have certain needs that are met by watching television or consuming other 

media" (Signorielli, 1991, p. 49). At the heart of the perspective, underlying 

human needs are viewed as producing motives for individual media 

behavior, which in turn yields gratifications or consequences for the 

individual. As McQuail and Windahl (1981) concluded, "Research within 

this tradition focuses on the uses of media content for obtaining 

gratifications or need fulfillment" (p. 75). Thus, individual use of the mass 

media is indirect and is connected to other accessible options, such as 

interpersonal communication and other media channels that may 



additionally help to satisfy one's gratification of needs. In the context of the 

hospital, children have limited opportunities for interpersonal 

communication and for the development of peer relations, perhaps 

intensifying their need t o  use television. This need to use television may 

even be intensified by the nature of the child's illness or the length of 

confinement in the hospital. 

Two areas of uses and gratifications research are significant to this 

research on hospitalized children -- (1) the examination of hospitalized 

adults and their use of television and (2) the impact of context on television 

use. The first area refers to research on hospitalized adults and their uses 

of television within the home compared to  the hospital. The second area 

refers t o  the effect of contextual variates, such as physical confinement and 

interpersonal interaction reduction, that may affect television use. These 

investigations stress the role of context and its influence on the use of 

television. 

Rubin and Rubin's (1981) study of television use by hospitalized adults 

provides relevant information in the first area of uses and gratifications 

research. The research is concerned with hospitalized adults and their 

uses of television within the home compared to the hospital. Specifically, 

they found that contexts such as hospitals, where people feel confined, may 

bring about diversionary uses of television. In general, there are different 

reasons for watching television in the hospital setting as compared to 

home. The viewing motivations of young adults, compared to older adults, 

are more drastically altered when hospitalized. "Although both groups' 

program preferences did not change significantly from the home to hospital 



contexts, the younger viewers' preferences did change more substantially 

than did those of older viewers" (Rubin and Rubin, 1981, p. 9). Among 

hospitalized children and adolescents, differences between home and 

hospital viewing might be even further emphasized. 

Rubin and Rubin's research also provides relevant information for 

the second area of uses and gratifications research. Rubin and Rubin 

(1981) suggest that two contextual variates, social conditions (e.g., physical 

confinement) and communication behaviors (e.g., interpersonal interaction 

reduction), have significant implications for television use. In fact, 

"Blumler (1979) described a compensators category of media users who 

watch increased levels of television in order to compensate for the lack of 

other social activities and communication means" (Rubin & Rubin, 1981, p. 

12). Davis and Kraus (1989) later extended this compensatory hypothesis by 

suggesting that "social behavior (and perhaps loneliness) do not typically 

affect media use in the simple compensatory sense at all, but may play a 

more complex role in affecting the social context of media use" (p. 1118). 

That is, they found that the context of television use, not total use, was 

associated with a social variable. Feelings of confinement, anxiety, and 

isolation are very likely to be experienced by children in the context of the 

hospital. Hospitalized children may turn to television in order to 

compensate for these feelings, particularly when they have been ill and in 

the hospital context for a long period of time. 

Rubin and Rubin (1982) combined age and context into a life-position 

construct. Analyzing television use among older confined respondents aged 

55 to 92, Rubin and Rubin (1982) found that the life-position construct was 



comprised of six dimensions: physical health, interpersonal interaction, 

mobility, life satisfaction, social activity, and economic security. They also 

found that contextual age was composed of four interdependent dimensions, 

including self-reliance, interaction, life satisfaction, and economic security. 

Furthermore, the self-reliance and interaction dimensions were 

operationalized into two underlying components. Self-reliance was the basis 

of a n  individual's physical health and mobility, and interaction was based 

on interpersonal interaction and social activity. Those who were the less 

economically secure, but life satisfied and self-reliant used television 

primarily for companionship and escape, and not for relaxation. On the 

other hand, those who were more economically secure, but had lower life 

satisfaction and interaction levels, used television more for escape, time 

consumption and social interaction. Thus, it appears as though "factors 

such as mobility, economic security, social interaction, and life satisfaction, 

then, provide us with improved explanations of media gratification-seeking 

behavior compared with the descriptive chronological age variable" (Rubin 

& Rubin, 1982, p. 204). 

Overall, context appears to have an impact on television use, despite 

the age of the individual. Perhaps the context of the hospital renders fewer 

age differences among children who are in the hospital. For example, a 

hospitalized seven-year-old child and a hospitalized ten-year-old child may 

turn to similar television programs for the same reasons, while "at home" 

seven-year-olds and ten-year-olds may have different reasons for viewing. 

Dimensions of self-reliance and interaction may be particularly pertinent to 

research on hospitalized children. In particular, hospitalized children 



experience physical health difficulties and possible mobility problems. In 

addition, their ability and opportunity to interact with others within the 

context of the hospital is probably quite limited, particularly when they are 

confined for long periods of time. 

Rubin (1984) has isolated two basic uses of television: ritualized and 

instrumen t.al. Ritualized viewing is h~~bi tual ,  frequent, and characterized 

by a high regard for television. "Ritualized television use entails rather 

habitual seeking of a variety of interrelated gratifications, such as time 

consumption, companionship, and entertainment" (Rubin, 1985, pp. 204- 

205). On the other hand, instrumental viewing is more purposeful, 

selective, and goal-directed, and is not necessarily recurrent or 

characterized by a high regard for television. Instrumental television use 

also involves the seeking of inforrnational gratification. Thus, unlike 

ritualized viewing and its emphasis on heightened affinity with and 

increased viewing of the medium, instrumental television use is often 

associated with the choice of news, talk, and other informational programs. 

"Just as audience activity is variable, individuals might 'view' 

ritualistically or instrumentally to a degree in accordance with variable 

background, time, and situational demands" (Rubin, 1984, p. 76). Rubin 

(1985) in fact, suggests that chronological age does not totally explain ritual 

or instrumental television use, but that life position factors (or contextual 

factors) may do so. "For example, social isolation and lack of mobility may 

lead to extended use of a medium such as television, to heightened affinity 

with a depended upon medium, and to the seeking of ritualistic-type 

gratifications such as using the medium for companionship or to pass 



time" (Rubin, 1985, p. 205). These contextual factors (social isolation and 

lack of mobility) characterize hospitalized children, especially those 

youngsters in isolation or who are immobile. Thus, hospitalized children 

may increase their use of television and even become attached t o  the 

medium within the hospital. Further, since these youngsters not only have 

a lot of time on their hands, but they also have no one around to talk to or 

play with, they are likely to use television to  pass the time and for 

companionship. 

Uses and Gratifications Research on Children 

The earliest uses and gratifications studies related t o  children 

(Schramm, Lyle, & Parker, 1961; Himmelweit, Oppenheim, & Vince, 1958), 

found that children use television primarily for entertainment and fantasy. 

Although children develop viewing program preferences and become 

frequent users of television a t  a very young age, as they grow up, their 

viewing preferences become more diversified (Lyle, 1972). Rubin (1977), for 

example, found that children prefer comedies and action-drama programs, 

but do not usually like news and educational programs. 

Schramm et al. (1961) also found that amount of television viewing 

steadily increases until the eighth grade and then slowly decreases until 

the twelfth grade. Lyle and Hoffman (1972) and Greenberg (1974) found 

similar viewing peaks. In addition, Greenberg (1974) and Rubin (1977) 

found that nine-year-olds watch about twice a.s much television as 

seventeen-year-olds. 



Children also develop certain notions about television's depiction of 

reality. Specifically, Greenberg (1974) and Rubin (1977, 1979) found that 

children's assessment about the realism of television content corresponds 

to their affinity with the medium. For instance, Lyle and Hoffman (1972) 

found that first graders were likely to  use television content as a model for 

social play, to dream about what they had seen on television, and to be 

frightened by television. Thus, this attachment, or affinity with the 

medium parallels the child's reaction toward the realism of television 

content. In other words, the child's attachment t o  television is related to  

his or her acceptance of television as portraying an accurate reflection of 

life. By developing these ideas, television apparently meets certain social 

needs for children and adolescents. "The child and adolescent use the 

medium and its content to satisfy certain personal and social needs and the 

underlying reasons for television use have important consequences for 

themn (Rubin, 1977, p. 356). Television viewing decreases in importance a t  

adolescence, not due to its content, but because it fails to meet the changing 

social needs of the adolescent (Himmelweit et al., 1958). For instance, Lyle 

and Hoffman (1972) found that sixth graders were more likely than first 

graders t o  reject television as an accurate reflection of life. Moreover, tenth 

graders rejected this notion even more than the first and sixth graders. 

Children have specific reasons for watching television. Rubin (1981) 

found nine reasons why children and adolescents watch television: to 

relax, for companionship, to  learn about things, as a habit, t o  pass time, to 

learn about oneself, for excitement, to  escape, and for entertainment. 

These nine reasons have been found to  vary from age to  age. Overall, the 



predominant reason for watching was to pass the time or out of habit. 

Viewing for relaxation and arousal were next, with viewing to learn as the 

least popular reason for watching. Yet, identification with each of the 

television uses generally decreases from the younger to the older age 

groups (Greenberg, 1974; Rubin, 1977, 1979,1981). Identification with the 

viewing for companionship, for arousal, and to  learn motivations have 

shown the strongest associations with age. In other words, younger 

children tend to strongly identify with the companionship, arousal, and 

learning motivations as compared to older children. 

In the context of the hospital, youngsters may use television very 

differently from a "typical" population of children. Children in the hospital 

are isolated from their friends, school, and possibly even their family, and 

thus may turn to television for the familiarity and social companionship it 

provides them. Moreover, hospitalized children may become closely 

attached to television because it meets certain personal and social needs for 

them. In the hospital, their personal needs of physical health and well- 

being are damaged, and their social needs of interpersonal interaction are 

reduced. Therefore, the special needs of hospitalized children may affect 

their use of television and the gratifications that television provides for 

them. "It may be that within a confined environment such as the hospital, 

television provides all viewers, regardless of age, with a means of 

combating loneliness and with a 'window to the world' " (Rubin, 1981, p. 

11). Without peer or family relationships in the hospital, youngsters may 

turn to television to overcome their loneliness. In particular, the next 

section will address the consequences of a lack of peer relationships. Peer 



relationships serve critical functions in children's lives; one major 

consequence of not having these functions fulfilled is feelings of loneliness 

and isolation. 

Loneliness and Isolation 

Peer relationships serve important functions in children's lives. 

Ginsberg, Gottman, and Parker (1986) suggest that throughout childhood, 

peers provide one another with companionship, stimulation, physical 

support, ego support and enhancement, intimacy and affection, as well as 

1 opportunities for social comparison. Although parents may help their 

1 children realize some of these functions, several theorists (Damon, 1977; 

Youniss, 1980) have argued that by middle childhood it  is primarily 

through peer relationships (as opposed to relationships with family 

members) that children gain a sense of acceptance and belonging, acquire 

an understanding of their own self-worth and efficacy, and learn important r 

1 
t lessons about what i t  means to be an "actor" in the social world. Given the 
i 

significance associated with peer relationships, i t  is not surprising that 1 
children who lack friends are more prone to suffer both physical and 

I 

emotional consequences than children who have friends. For example, 

I several studies indicate that children who do not establish "healthy" o r  
b 

i "successful" relationships with their peers are more prone to depression 
! 

and other psychological and social adjustment problems (Cowen, Pederson, 

Babigian, Izzo, & Trost, 1973; Roff, Sells, & Golden, 1972; Burleson, 
t 
: Applegate, Burke, Clark, Delia, & Kline, 1986; Ginsberg et al., 1986), more 

likely to develop antisocial behaviors (Wittenberg & Reis, 1986; Albrecht, 



Adelman, & Associates, 1987), and feel less support than children who do 

establish "successful" relationships (Ginsberg et al., 1986; Albrecht et al., 

1987). 

Research also indicates that children who do not establish "healthy" 

or   successful^' relationships with their peers are lonelier (Ginsberg e t  al., 

1986; Weiss, 1989). Loneliness is not simply being alone. "Loneliness 

occurs when one's expectations for social contact are not met, while 

aloneness refers t o  the degree of social isolation that may or may not invoke 

feelings of loneliness" (Peplau & Perlman, 1979, p. 102). Loneliness is 

typically defined in terms of qualitative and quantitative deficits in the 

individual's social relationships (Perlman & Peplau, 1981). It is 

characterized by a lack of satisfying relationships: a discrepancy between 

an individual's ideal and perceived social resources (Cutrona, 1982; Peplau 

& Perlman, 1982). 

A major weakness in the research on loneliness is the failure t o  

distinguish between loneliness as a feeling state or loneliness as a trait that 

is inherently part of an individual (Jones, 1989). "State loneliness refers to 

what is experienced at the moment and it probably results from immediate 

interpersonal deficits in a given situation. Trait loneliness probably results 

from repeated interpersonal failure and may originate in prototypical 

relationships" (Jones, 1989, p. 28). Trait loneliness research typically 

examines the personality correlates of loneliness, characterizing the lonely 

person as introverted, shy, low in self-esteem, socially anxious, susceptible 

to symptoms of depression and neurosis, and easily upset or distressed 

(Peplau & Perlman, 1982). State loneliness has also been studied, but to a 



lesser extent. Fischer and Phillips (1982) identified two conditions of state 

loneliness -- (1) conditions of severe isolation and (2) conditions of only 

minimally rewarding social encounters. Stokes (1985) also found that state 

loneliness can occur when one is temporarily cut off from familiar 

relationships, including family and friends. 

These two types of loneliness may also be applied to hospitalized 

children. Some youngsters may enter the hospital setting with trait 

loneliness. They are shy, exhibit low self-esteem, and are socially anxious. 

The hospital setting itself, however, is likely to create state loneliness 

because in addition to the temporary removal from familiar networks 

(family and friends), the hospital is often characterized by high anxiety, 

uncertainty, and lack of social contact. Moreover, state loneliness is likely 

to become very prolonged and intensified for those hospitalized children 

who are confined to the hospital for long periods of time. 

In the hospital, youngsters may have fewer opportunities to develop 

"healthy" o r  "successful" relationships with peers than do nonhospitalized 

children because of physical and environmental limitations. Therefore, 

these children may experience more loneliness. For example, children's 

friendships are typically organized around play; throughout much of 

childhood, this play is very physical in nature (Selman, 1981; Damon, 1977). 

Illness, immobility, or confinement to isolation wards, however, may limit 

both the hospitalized child's ability and willingness to engage in play - that 

activity which defines friendship for most children. This particularly 

affects those hospitalized children who are confined for long periods of 

time. In addition, the number of other children with whom a child could 



develop a friendship is limited in the hospital environment. Unlike the 

school context which provides children with many opportunities to  

establish relationships with a diverse array of peers, the hospital context 

provides a much smaller pool of youngsters. 

Moreover, even if hospitalized children do manage to  establish 

relationships with peers, it seems likely that these relationships may differ 

in the extent t o  which they can fulfill the typical functions associated with 

childhood friendship (physical support, companionship, stimulation, and 

ego support). For instance, Ginsberg et al. (1986) argue that the function of 

companionship is served when peer relations are reliable, familiar, and 

predictable. Hospitalized children, however, are often moved to different 

wards for medical procedures, placed in isolation, and even discharged 

from the hospital. The unstable nature of the hospital environment makes 

it improbable that friendships will be either reliable or predictable, 

particularly for long-term patients. 

A second function associated with childhood friendship is 

stimulation -- the provision of interesting information, excitement, and 

amusement (Ginsberg et al., 1986). Hospitalized children may not be able to  

provide the same level of excitement and amusement for one another as 

nonhospitalized children do. To begin with, the hospital context often does 

not organize activities in which youngsters can participate nor does it 

always provide games and toys that might stimulate play. Furthermore, 

the child's physical illness may prohibit him or her from being an exciting 

interactional partner. This becomes even more of a problem when a long- 



term hospitalized child has been isolated from interesting information, 

excitement, and amusement for a lengthy stretch of time. 

A final function associated with friendship is ego support and 

enhancement. Ego support and enhancement is the expectation that 

friends will be supportive and encouraging and generally help maintain an 

individual's impression of him or herself as competent, attractive, and 

worthwhile (Ginsberg et al., 1986). Hospitalized children are not likely to 

feel that they or others are particularly attractive, worthwhile, or 

competent. These children often appear sickly and unattractive, and may 

possess physical disabilities. In fact, physically disabled children are 

considered to be lower in physical attractiveness and lower in desirability 

than normal children (Richardson, Goodman, Hastorf, and Dornbusch, 

1961). Hospitalized children also face a unique set of anxieties and 

uncertainties which may decrease their feelings of competence in the world 

and in their relations with others. Even though hospitalized children face 

many of the same uncertainties, there is no support for the notion that 

perceived similarities between people decreases uncertainty (Gudykunst, 

Yang, & Nishida, 1985). Thus, the hospitalized child is likely to be 

uncertain of his or her future, uncertain of his or her environment, and 

uncertain of other hospitalized children who come with the territory. Such 

uncertainty may prevent the hospitalized child from developing a sense of 

competence and worth and from fostering the development of competence 

and worth in others, particularly if he or she has a long-term illness and is 

confined to the hospital for a long periods of time. 



Overall, in the absence of these fully functioning "healthy" or 

"successful" relationships with peers, hospitalized children are likely to  

experience feelings of loneliness in the hospital, particularly when they 

have been confined for prolonged periods of time. 

Loneliness and Television Use 

Negative social experiences may lead people to substitute television 

for social activity (Kubey, 1986). Under special conditions characterized by 

extreme social deprivation and in surroundings with few compensatory 

options, there is a relationship between between social deficits and 

increased media use (Davis & Kraus, 1989). The hospitalized child is more 

likely to  suffer negative social experiences than the nonhospitalized child. 

The hospitalized child is likely t o  feel lonely, isolated, and uncertain 

because they do not develop significant and enduring relationships with 

peers or because the relationships they do develop do not serve the functions 

typically associated with friendship. Such loneliness, isolation, and 

uncertainty may, as Kubey suggests, lead hospitalized children to  use the 

media, particularly television, as a substitute for lack of social activity. In 

other words, hospitalized children may watch television to  compensate for 

the companionship, stimulation, and support normally provided by friends, 

particularly if they have been isolated from the friends over a long period of 

time. 

Many researchers operating within the functional approach of the 

uses and gratifications perspective (Katz, Gurevitch, & Haas, 1973; 

Rosengren & Windahl, 1972; Rubin & Rubin, 1985) have argued that the 



need for interaction is basic to humans, and, if this need is not met through 

affiliation with others, people turn to the media. Thus, in addition t o  

providing information, the media can also be used t o  pass time, as a form of 

escape, to entertain, o r  even as a form of companionship (Blumler & Katz, 

1974; Greenberg, 1974). Since hospitalized children may be prohibited from 

developing "normal" relationships with peers (i.e. relationships that 

function to provide companionship, stimulation, and ego support 

enhancement), it  seems reasonable t o  hypothesize that they may use the 

media as a substitute for their lack of social activity. "Without [that] social 

support, though, media use may become a substitute for personal 

interaction. Some media compensate or substitute for reduced personal 

interaction for the chronic lonely. Future research needs to consider the 

impact of such media reliance" (Perse & Rubin, 1990, p. 50). 

Indirect evidence for the speculation that hospitalized children use 

television to compensate for their isolation and loneliness comes from 

studies examining differences in media use. These studies suggest that 

children in hospitals view more television than children at  home. 

McCown (1979) suggests that television viewing in hospitals may represent 

a child's attempt to relieve boredom or to escape an environment filled with 

anxiety. Television viewing may even be more extensive when other 

diversional activities, such as child life programs, games, toys, and even 

family visitation are not made readily available by the hospital. In sum, 

there appears to be something unique in the hospital experience that leads 

hospitalized children to watch more television than nonhospitalized 

children. In this thesis, that "unique something" is believed to be the 
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context of constant uncertainty and anxiety, as well as the lack of social 

companionship and stimulation normally provided by friends. 

Description of the Research  question^ 

Four research questions modeled from Rubin's (1977, 1979, 1981) 

research on media uses and gratifications among children and 

adolescents, as well as research pertaining to  hospitalized adults (Rubin 

and Rubin, 1981) and loneliness (Marcoen & Brumagne, 1985; Asher, 

Hymel, & Renshaw, 1984) were proposed. The research questions and 

subsequent hypotheses take into account the special context of hospitalized 

children and how these youngsters may experience a lack of friendships in 

their lives. The hospitalized child may turn to television in order to escape 

from a lonely, isolated, and uncertain environment. Thus, this research 

attempted to explore the characteristics of hospitalized children who turn to 

television on a frequent basis, why they watch, and how they use television 

during their hospital stay, whether it is for a short or long-term stay, or for 

an acute or chronic illness. 

(1) How prevalent is viewing and what are the dominant program 

preferences of hospitalized children? 

Hypothesis (1) Amount of viewing and length of confinement 

in the hospital will be related positively. 

Hypothesis (2) Amount of viewing will be related positively to 

having a chronic illness. 



(2) What are hospitalized children's attitudes toward television? 

How intensive are their attachments to the medium and how 

does this relate to their perceived reality of the medium and its 

content? 

(3) What are hospitalized children's motivations for watching 

television and how do they use television on a day-to-day basis? 

The study also examined differences between ritualized viewing 

(viewing for time consumption, companionship, entertainment, relaxation, 

habit, excitement, and escape) and instrumental viewing (viewing to learn 

about oneself as well as learning about things through news, talk, and 

other informational programs). 

Hypothesis (3) Ritualized viewing (time consumption, 

companionship, entertainment, relaxation, habit, excitement, 

and escape) will be positively related to: 

(H3a) length of confinement. 

(H3b) chronic illnesses. 

(H3c) program affinity. 

Hypothesis (4) Instrumental viewing (informational gratification, 

including viewing concerned with learning about oneself and 

learning about things, will be inversely related to: 

(H4a) length of confinement. 

(EI4b) chronic illnesses, 

and positively related to: 



(H4c) levels of perceived realism. 

Age-related trends as well as possible race-related differences were 

also explored, because there is greater use of television by non-whites in the 

"normal" population (Greenberg & Dominick, 1969; Greenberg & D e ~ n ,  

1970; McIntyre & Teevan, 1972; Tagney & Feshbach, 1988; Stroman, 1984). 

The gender of the hospitalized children and adolescents is a primary factor 

in this research project since males and females may use television and 

react to the overall context of the hospital in quite different ways. 

Since hospitalized children may turn to television in order t o  escape 

from a lonely, isolated, and uncertain environment, feelings of loneliness 

were also examined. 

(4) Do hospitalized children express feelings of loneliness and 

isolation within the context of the hospital? If they do express 

these feelings, are they related to  television viewing and 

viewing motivations? 



Chapter Three 

METHODOLOGY 

The S a m ~ l e  

A survey of 62 children who were patients in  two Mid-Atlantic 

hospitals was conducted during January and February 1993. The two 

hospitals were quite distinct from each other, thus providing two unique 

populations of hospitalized children. 

Hospitals 

Hospital A is located in  a suburban area and has  a reputation for 

treating children from all over the world. This hospital maintains 98 

hospitalized children, ranging in  age from birth to 20 years old, on a daily 

basis. The children come primarily from upper lower-class and middle- 

class families and are predominantly white. Children may be confined to 

the hospital for any number of reasons -- short-term injuries (car accident 

injuries) or more long-term illnesses (cancer). One part-time and five full- 

time Child Life Specialists provide the youngsters with opportunities for 

play, learning, self-expression, family involvement, and peer interaction 

through daily activities and projects. For instance, the child life staff may 

have the youngsters plan a puppet show, throw a n  a r t  project party, or even 

have a special "movie night." These activities allow the children to express 



their feelings through play, to learn about themselves and the world around 

them, and i t  also gives them the opportunity t o  interact with others. 

In this hospital, a television is mounted by every bed in each child's 

room, and the screen may be moved and adjusted to  the child's liking. 

There is also a larger television set a t  the end of each unit. No specific 

hospital rules for television viewing are enforced. The children have access 

to  two videocassette recorders and the hospital's videotape library of 

approximately 100 children's video tapes. Upon request, a member of the 

child life staff will bring the videocassette recorder and tapes to the child's 

room. In addition, there are two closed-circuit television stations, channels 

4 and 5. Channel 4 plays video tapes all day long, showing movies such as 

Sleeping Beauty, as well as cartoons. Channel 5 is only available on the 

weekends and at  night. Channel 5 also plays movies and cartoons. Live 

television is not available. Nintendo video games are available and are 

brought to  the child's room by a member of the child life staff. 

Playgroup and child life activities are available from 10 to 12 in the 

morning; there is also a group play period from 2:30 to 4:30 in the afternoon. 

An additional child life session takes place from 6 t o  8 at  night. At all other 

times, child life specialists and volunteers are available for individual play 

and visits. There are no enforced visiting hours; parents and family may 

sleep at  their child's bedside, if room is available. Telephones are available 

for use a t  any time, at  each child's bedside. Twenty questionnaires were 

administered at  this hospital. 

Hospital B is located in the middle of a large city, on the edge of two 

major universities. This hospital is almost three times larger than the first 



hospital. The hospital's 294 beds serve children and adolescents from all 

over the world in need of expert medical attention. There are also many 

clinics in the attached ambulatory care building, such as a Cystic Fibrosis 

clinic and an eating disorder clinic. Seven full-time Child Life Specialists 

also provide daily activities and programs for the youngsters. 

The hospitalized children range in age from birth to twenty-one years 

old and are predominantly black and from lower lower-class families. Like 

the first hospital, children may be hospitalized for any number of reasons, 

including long-term illnesses (cancer, cardiac problems, and Sickle Cell 

Anemia), or for more acute illnesses (car accidents or gunshot wounds). 

Each room has one to two television sets mounted to the wall, except 

the oncology unit, which has a television and videocassette recorder next to 

each bed, mounted to the wall. All seven units have an additional three 

television sets and videocassette recorders, which are mounted on carts for 

the childrens' convenience. All seven units have two Nintendo 

Entertainment Systems video games, which are accessible on mobile carts. 

Each unit has an additional television and videocassette recorder in its 

playroom (there are a total of seven playrooms). 

Children and adolescents are allowed to watch television from 7 a.m. 

to  10 p.m. Approximately 150 videotapes are in the videotape library. 

Moreover, there are two closed-circuit television stations, channels 4 and 

13. Channel 4 is geared to the preadolescents, showing cartoons and G- 

rated movies all day long. Channel 13 is geared toward the adolescents, 

playing cartoons, G-rated movies, and PG-rated movies 24 hours a day. 

This hospital also has interactive live television programming for pediatric 



patients two hours a month. The bi-monthly live game show includes 

"Bingo" and "Sports Bingo" and is hosted by the Child Life Department. 

The Director of the Audio-Visual Department volunteers the time and video 

equipment to  produce the game show through the closed-circuit channel 4. 

Interactive television allows medically isolated hospitalized children to  view 

activities in the playroom, such as Bingo, and thus vicariously participate 

and interact in their room. Supervised therapeutic play with no television 

is available from 9:30 to  12 in the mornings, with lunch club in the 

playroom from 12 to  1 p.m. During lunch club, children may watch movies 

on Channel 4 and 13, or may watch a tape on the playroom's videocassette 

recorder. From 1 to 4 p.m. quiet play and group play is available either in 

the playroom or in an individual patient's room; children may watch 

Channels 4 and 13 in the playroom. At all other times, child life specialists 

and volunteers are available for individual play and visits. Visiting hours 

are from 10 a.m. to  9 p.m., with no more than four visitors a t  each bedside. 

All visitors must be 14 years of age or older. Only one parent may sleep at 

bedside. Telephones are available for use a t  any time, a t  each child's 

bedside. Forty-two questionnaires were administered at this hospital. 

Questionnaire 

The questionnaire (see Appendix) included questions in four areas: 

demographics, television viewing behaviors, attitudes and motivations 

toward television, and feelings of loneliness. The demographic profile 

consisted of five variables: sex, age, race, length of stay in the hospital, and 

type of illness. The variables age, race, and length of hospital stay were 



recoded into two categories for the analysis. Age was recoded into 

"preadolescents" (5- to 1 l-year-olds) and "adolescents" (12- t o  18-year-olds). 

Race was classified by Caucasian (white) and those of the black, Hispanic, 

American Indian, and Asian race (other races). Finally, those 

respondents who were in the hospital for 5 days or less were placed into the 

group "short stay," while those patients in the hospital for 6 days or longer 

were placed into the group "long stay." In general, children either spent a 

very short amount of time in the hospital (5 days or less) or a very lengthy 

amount of time in the hospital (6 days up to 90 days). In addition, this split 

evenly divided the children into comparable groups; the first group had 30 

children and the second group had 32 children. 

Two types of viewing behaviors were measured: amount of television 

viewing and preferred television content. The youngsters were asked about 

how much television and other forms of alternative programming they 

watch both a t  home and in the hospital. They were also asked about their 

favorite television programs and any other television programs they 

normally watch. 

Amount of television viewing was measured by the following 

questions: 

- If you were a t  home, how many hours of television would you watch 
each day? 

- Do your parents set rules for television viewing when you are a t  
home? 

- Do your parents set rules for television viewing when you are in the 
hos~ital? 
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- How many hours of television do you usually watch each dav in the 
hospital? 

- How many hours of television did you watch yesterdav in the 
hos~ital? 

- Pow manv hours a day do you usually spend watching the following 
at  home: 
Television 
Video tapes 
Video games 

- How manv hours a dav do you usually spend watching the following 
in the hospital: 
Television 
Video tapes 
Closed-circuit television (hospital's "special channel") 
Live or interactive television 
Video games 

The doctors, nurses, and other hospital staff who were normally involved 

with the patient were asked to verify the child's viewing responses. The 

average of these responses was the final amount of viewing; one average 

was computed for viewing at  home and another for viewing within the 

hospital. 

The children were also asked to list three of their favorite television 

programs as well as any other television programs they watched to  

ascertain their television program preferences. Each program was then 

assigned to one of the twelve television program categories used by Rubin 

(1977, 1979). These twelve program categories were: children's 

entertainment, children's educational, adventure-drama, music-variety, 

comedy, sports, game shows, daytime serials, ,news, talk-interviews, 

movies, and nighttime serials. 



Questions related to the children's attitudes and motivations toward 

television were also based on Rubin's research (1977, 1979, and 1981). In 

addition, Bordeaux's (1988) study of hospitalized school-aged children and 

adolescents was integrated into the design to take into account the special 

needs of hospitalized children. 

Two separate indices were utilized to answer the second research 

question concerning intensity of attachment to television and perceived 

reality of television content. Five statements measured affinity to television 

and four statements measured perceived reality of television content. 

Respondents indicated their agreement with these statements on a scale 

from 1 "always disagree" to  5 "always agree." Internal Consistency was 

measured by Cronbach's Alpha. 

Amnity with television while hospitalized was measured by the 

degree of agreement with the following statements: 

- I would rather watch TV than do anything else. 
- I could easily do without TV for several days. 
- I would feel lost without TV to watch. 
- If the TV was not working, I would not miss it. 
- Watching TV is one of the most important things I do each day. 

Responses to these five items were summed and averaged to form the 

Amnity Index (Cronbach's alpha = .73). Children's perceived reality of 

television while hospitalized was measured by their degree of agreement 

with the following four statements: 

- TV presents things as they really are in life. 
- TV lets me see how othe'r people live. 
- TV does not show life as it really is. 
- TV lets me see what happens in other places as if I were really 

there. 



Responses to these four items were summed and averaged to form the 

Perceived Reality Index (Cronbach's alpha = .60). 

Building on Rubin's (1977, 1979) research, as well as Greenberg's 

(1974) study of uses and gratifications among British children, six additive 

indices were used to examine the third research question. Five specific 

motivations were added to the list of items to take into account the special 

needs of hospitalized children. The six indices were compiled from a list of 

31 reasons for viewing television in the hospital. Each child indicated how 

comparable each of the reasons were to their own motivations for viewing 

in the hospital (1 = always disagree to  5 = always agree). Again, the 

internal consistency of each index was measured with Cronbach's alpha. 

The five additional motivations used to take into account the special 

needs of hospitalized children include the following statements: 

I watch television: 

- because it makes me feel better. 
- when my family and friends cannot visit. 
- because i t  teaches me things I may be missing in school. 
- because there are no other activities for me to do. 
- to forget my worries. 

The six additive indices included: relaxatiodentertainment, learning, 

habiupass time, companionship, arousal/excitement, and forgetlescape. 

Relaxatiodentertainment was measured by the following seven 

statements (Cronbach's alpha = .64): 

I watch television: 

- because it relaxes me. 
- because it's enjoyable. 
- because it makes me feel better. 
- because i t  is a pleasant rest. 
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- because i t  amuses me. 
- because it  entertains me. 
- because i t  calms me down. 

Learning was measured by seven statements (Cronbach's 

alpha = .73): 

I watch television: 

- so I can learn how to  do things I have not done before. 
- so I could learn about what could happen t o  me. 
- because i t  teaches me things I do not learn in school. 
- because i t  helps me to learn things about myself. 
- so I can learn about things happening in the world. 
- because i t  teaches me things I may be missing in school. 
- because it  shows me how other people deal with the same 

problems I have. 

Habitlpass time was measured by the following seven statements 

(Cronbach's alpha = .63): 

I watch television: 

- because i t  gives me something t o  do. 
- because I just enjoy watching. 
- when I have nothing better t o  do. 
- because it's a habit. 
- because it  passes the time away. 
- because I just like to  watch. 
- because there are no other activities for me to do. 

Companionship was measured by the following four statements 

(Cronbach's alpha = .75): 

I watch television: 

- so I won't feel alone. 
- when there is no one t o  talk or play with. 
- when my family and friends cannot visit. 
- because i t  makes me feel less lonely. 

Arousal/excitement was measured by the following three statements 

(Cronbach's alpha = .62): 



I watch television: 

- because it stirs me up. 
- because it is thrilling. 
- because it excites me. 

Forgetlescape was measured by the following three statements 

(Cronbach's alpha = .64): 

I watch television: 

- so I can forget I am in the hospital. 
- so I can get away from what I am doing. 
- so I can forget my worries. 

Finally, in order to  answer the fourth research question, 

measurements of loneliness and isolation were based on the work of 

Marcoen and Brumagne's (1985), as well as Asher, Hymel, and Renshaw's 

(1984). Since very few studies have analyzed loneliness among children and 

young adolescents, these two studies were adapted to the hospital context 

and to  the special needs of hospitalized children. . Loneliness was measured 

by 18 statements asking the children whether they felt lonely and if they felt 

a lack of peer relationships in the hospital (1 = always disagree to 5 = always 

agree). Using a principal components factor analysis, the 18 statements 

were divided into 4 additive indices relating t o  different aspects of loneliness 

(no friends, general feelings of loneliness, making fun, and have friends). 

An additional additive index (overall loneliness) was later added to  reflect 

all feelings of loneliness (including some of the statements from previous 

loneliness indices). In total, there were 5 additive indices reflecting i 
different aspects of loneliness. High scores on the indices reflected more 



loneliness. The level of internal consistency of each index was measured by 

Cronbach's alpha. 

"No friends" was measured by the following four staten~ents 

(Cronbach's alpha = .79): 

- I feel like I have lost my friends at school. 
- I feel like I have no friends. 
- I feel lonesome. 
- I feel alone. 

"General feelings" reflected feelings of a lack of social 

support in one's life. This index was measured by the following 

three statements (Cronbach's alpha = .81): 

- I think I am alone too often. 
- Nobody cares about me. 
- There's nobody to go to when I need help. 

"Making fun" was measured by the following three statements 

(Cronbach's alpha = .67):  

- Other children laugh a t  me. 
- Others pretend not to see me. 
- It's hard to get others to like me. 

"Have friends" measured feelings of friendship in one's life. "Have 

friends" was measured by the following three statements 

(Cronbach's alpha = 59): 

- I am rarely lonely. 
- I have friends to talk to. (reverse coding) 
- I can find a friend. (reverse coding) 

Unlike the "have friends" index, "overall loneliness" measured how 

lonely the hospitalized child felt. "Overall lone1 i ness" was 



measured by the following twelve statements (Cronbach's 

alpha = .86). 

- I feel sad because I have no friends. 
- I think I am alone too often. 
- Other children laugh at  me. 
- Nobody cares about me. 
- I feel lonesome. 
- I miss other children to  play with. 
- Others pretend not t o  see me. 
- I feel like I have lost my friends a t  school. 
- I feel like I have no friends. 
- I feel alone. 
- It's hard t o  get others to  like me. 
- There's nobody to  go to  when I need help. 

The Pilot Studv 

In December 1992, a small pilot study was conducted on 11 

hospitalized youngsters t o  ascertain if there were any inconsistencies or 

possible problems in the questionnaire. Four major problems were 

detected. One difficulty was the use of a television viewing grid (similar t o  a 

television viewing guide) that the children used t o  select which shows they 

watched each week. This grid was too time-consuming and tedious for this 

population. Thus, in the final questionnaire, the children were asked to  list 

three of their favorite television programs as well as any other programs 

that they watch. 

Two other problems involved the use of new technologies. The pilot 

study asked children how much commercial television they watched, as 

well as how much cable television they watched. The children, however, 

had difficulty distinguishing between the two. Thus, the final study only 

asked the subjects how much television they watch, not distinguishing 



between cable or commercial television. Another adaptation involved video 

games. In the pilot study, some children did not watch television, but 

instead played video games. Thus, video games were added to the 

questionnaire. 

The final adaptation 'to the final design involved the nature of a 

child's illness. For confidentiality reasons, parents and children could not 

be asked why the child was in the hospital. Thus, the final questionnaire 

was revised so that children were only asked how many days they were in 

the hospital and whether they had an acute or chronic illness. 

Data Analvsis 

SPSS, a standard statistical software package, was utilized for the 

data analysis. A frequency analysis was first conducted on each measure. 

This frequency analysis gave summary statistics of all the variables, 

including means and standard deviations. This procedure also detected 

possible errors in the data. 

The statistics applied to the data included t-tests and the Chi Square 

test of significance. T-tests were used to test for differences in the television 

viewing variables, including length of viewing at home and in the hospital 

among groups of patients. T-tests were also performed to examine 

differences in alternative television programming, video tapes, and playing 

video games. Differences in viewing variables, attitudes toward viewing, 

motivations for viewing, and feelings of loneliness were examined 

according t o  the respondent's age, sex, race, length of stay, and type of 

illness. The Chi Square test was used to determine the differences in 
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program preferences according the youngster's age, sex, race, length of 

stay, and type of illness. 

Correlations and partial correlations were used to determine 

relationships between levels of television viewing, attitudes toward 

television, motivations for viewing, and feelings of loneliness and a lack of 

friendships. Partial correlations were conducted by controlling for sex, 

age, race, length of stay, and type of illness. 



Chapter Four 

RESULTS 

The research was conducted to answer four research questions and 

related hypotheses. These research questions focus on the special context of 

hospitalized children. Hospitalized children may turn t o  television in order 

t o  escape a lonely, isolated, and uncertain environment. By examining 

program viewing levels and preferences, attitudes toward television, and 

motivations for watching, the research explores how much and why these 

children watch television. This chapter begins with a description of the 

sample and then examines each of the research questions and hypotheses 

in detail. 

Description of the S a m ~ l e  

A total sample of 62 hospitalized children and adolescents were 

interviewed in the two children's hospitals, 20 from Hospital A and 42 from 

Hospital B. There were no statistical differences that could be attributed to 

either hospital. Parental consent was obtained before the children were 

interviewed. Although this process may have affected the final makeup of 

the patient sample, it is a critical ethical consideration. In a few cases 

where parental consent could not be obtained, the hospital staff used their 

discretion as  to whether the child was able to participate in the study. The 

children had to meet three criteria to be inclcded in the sample; the child 



had to be (1) alert and oriented, (2) able to see and hear, and (3) be admitted 

to the hospital for a minimum of one day. 

If the child was old enough and physically able to write and fill out 

the questionnaire, he or she did so with the administrator nearby to answer 

any questions. Otherwise, the administrator read the questions aloud as  

the youngsters answered. This type of personal interview insured that the 

youngsters did not have to exert a lot of physical effort to complete the 

questionnaire. A note was made on each questionnaire indicating whether 

the child filled out the form alone or whether the questionnaire was 

administered by someone else, and if so, by whom. This control variable 

could help determine whether the administrators' and others' actual 

presence with the child confounded loneliness and social support problems. 

A total of 62 hospitalized children and adolescents participated in the 

study. Half of the 62 respondents were aged 5 to 11 (preadolescents) and the 

other half were aged 12 to 18 (adolescents). Although the entire sample 

contained the same number (31) of females and males, more preadolescents 

were female and a greater number of adolescents were male: 35.5% of the 

preadolescents were male and 64.5% were female, while 64.5% of the 

adolescents were male and 35.5% were female. 

Six out of ten respondents (61.3%) were white; the rest (30.6%) were 

either black, Hispanic, American Indian, or Asian. Both racial groups 

were somewhat evenly split between males and females: 55.3% of the 

whites were male and 44.7% were female; 41.7% of the other races (black, 

Hispanic, American Indian, and Asian) were male and 58.3% were 

female. In addition, both groups were almost evenly split between 



44 

preadolescents and adolescents: 47.4% of the whites were preadolescents 

and 53.6% were adolescents; 54.2% of nonwhites were preadolescents and 

45.8% were adolescents. 

The sample was also evenly split between those patients in the 

hospital for a short stay (1-5 days), compared to those in for a long stay (over 

5 days). Thirty respondents were confined t o  the hospital for a short period 

of time and the other 32 subjects were confined to the hospital for a long 

period of time. More females were in the hospital for a short stay, while 

more males were in for a long stay: 40.0% of those youngsters in the 

hospital for a short stay were males and 60.0% were females, while 59.4% of 

the youngsters in the hospital for a long stay were males and 40.6% were 

females. More preadolescents were in the hospital for a short stay , while 

more adolescents were in the hospital for a long stay: 63.3% of those 

youngsters in the hospital for a short stay were preadolescents and 36.7% 

were adolescents, while 37.5% of those youngsters in the hospital for a long 

stay were preadolescents and 62.5% were adolescents. The whites were 

about equally divided by short (52.6%) and long stays (47.4%), while 41.7% of 

nonwhites had a short stay and 58.3% had a long stay in the hospital. 

Approximately two-thirds of the sample had a chronic illness: 41 

subjects (66.1%) had chronic, long-term illnesses, and 21 subjects (33.9%) 

had acute, short-term illnesses. The vast majority of the preadolescents 

had a chronic illness (83.9%). On the other hand, the adolescents were more 

evenly divided by the nature of their illness: 48.4% had a chronic illness and 

51.6% had an acute illness. In addition, boys and girls were evenly divided 

according to the nature of their illness: 48.8% of those with a chronic 



illness were males and 51.2% were females, while 52.4% of those with an 

acute illness were males and 47.6% were females. More whites had a 

chronic illness (63.2%) than an acute illness (36.8%). Among the other 

races (black, Hispanic, American Indian, and Asian), 70.8% had a chronic 

illness and 29.2% had an acute illness. Finally,66.7%of those in the hospital 

for a short stay had a chronic illness and 33.3% of those in the hospital for a 

short stay had an acute illness, while 65.6% of those in the hospital for a 

long stay had a chronic illness and 34.4% had an acute illness. 

The majority of the questionnaires (72.6%) were administered with at  

least one other person present in the hospital room. In those cases where 

others were present, 15 cases had 1-2 other people present, and another 30 

cases had 3-16 people present. I administered the majority of the 

questionnaires (32). The hospital staff administered 18 surveys, and the 

parent asked the questions in 3 cases. Only 9 patients administered the 

survey t o  themselves. In all cases the television viewing patterns of the 

children and adolescents were verified with the staff. 

Television view in^ Habits of Hos~italized Children 

Before the television viewing habits of hospitalized children are 

examined, parental rules for television viewing must first be considered. 

The children in this sample (both preadolescents and adolescents) stated 

that they usually had rules for television viewing at  home, but not in the 

hospital. In fact, more than half (53.2%) of the respondents said they had 

parental rules for television viewing at  home, while only 8.1% had parental 

rules for viewing in the hospital. Moreover, more of those patients who had 



parental rules for viewing a t  home had a chronic illness. Among the 33 

youngsters who had parental rules a t  home, 66.7% had a chronic illness 

and 33.3% had an acute illness. These children were almost evenly divided 

by gender: 54.% were male and 45.5% were female. Four of the five 

children who had parental rules for viewing in the hospital had a chronic 

illness. Three of these 5 subjects were female. 

Although some of the hospitalized children had rules for television 

viewing, the youngsters still appeared to  watch television. The first 

research question addressed the amount of time hospitalized children 

spend watching television. Specifically, the first research question asked: 

how prevalent is viewing and what are the dominant program preferences 

of hospitalized children? The first part of the research question, which 

addresses the prevalence of viewing by hospitalized children, will be 

addressed first (see Table 4.1). 

Overall, the youngsters said that they watched more television in the 

hospital as compared to home, but the difference was not statistically 

significant (t = -54,  df = 61, p = 59). On the average, they watched 4.57 

hours of television a day in the hospital (SD = 2.78) and 4.35 hours of 

television a day a t  home (SD = 2.70). As far as alternative programming, 

the youngsters watched more video tapes in the hospital as compared to 

home, but again the difference was not statistically significant (t = -.11, df = 

61, p = .91). The youngsters watched an average of 2.24 hours of video tapes 

a day in the hospital (SD = 2.47), compared to 2.20 hours a day a t  home (SD = 

2.69). They played fewer video games in the hospital as compared to home, 

but again the difference was not statistically significant ( t  = .81, df = 61, p = 



.42). The youngsters played an average of 1.76 hours of video games a day 

in the hospital (SD = 2.30) and 1.98 hours a day at home (SD = 2.66). They 

watched an average of 1.69 hours of closed-circuit television daily (SD = 

2.13), and averaged under an hour (.82 hour) of live television each day in 

the hospital (SD = 1.70). 

Table 4.1 
Mean Hours for Home vs. Hospital Viewing. 

Medium Home Hos~ital  - t 

Television 4.35 4.57 -54 
Video Tapes 2.20 2.24 -. 11 
Video Games 1.98 1.76 .81 
Live Television 1.69 
Closed-Circuit Television .82 

N = 62, df= 61 

Age-related trends as well as possible race-related differences were 

also explored, since there is greater use of television by nonwhites in the 

"normal" population (Greenberg & Dominick, 1969; Greenberg & Dervin, 

1970; McIntyre & Teevan, 1972; Tagney & Feshbach, 1988; Stroman, 1984). 

Gender was also explored since males and females may use television and 

other alternative programming in different ways from one another. 

Age was related to television viewing in the hospital, but not at  home 

(see Table 4.2). Hospitalized adolescents watched significantly more 

television than preadolescents (t = -2.77, df = 60, p < .01). Preadolescents 

watched an average of 3.64 hours of television a day in the hospital (SD = 

2.25), while adolescents watched an average of 5.50 hours of television each 



day in the hospital (SD = 2.99). As for alternative types of programming, no 

statistically significant differences in age were found. 

Table 4.2 
Mean Hours of Viewing by Age. 

Television a t  home 
Television a t  hospital 
Videotapes a t  home 
Videotapes a t  hospital 
Videogames a t  home 
Videogames a t  hospital 
Live television 
Closed-circuit television 

Preadolescent Adolescent t 
(n = 31) (n = 31) 

Among preadolescents, there were no statistically significant 

differences between home and hospital viewing. There was one statistically 

significant difference, however, between home and hospital viewing for 

adolescents (see Table 4.3). Adolescents watched significantly more video 

tapes in the hospital as compared to home (t = -2.12, df= 30, p < .05). 

Adolescents watched only 1.73 hours of video tapes a day a t  home (SD = 

2.301, but watched 2.5 hours of videos each day in the hospital (SD = 2.98). 



Table 4.3 
Mean Hours of Viewing for Adolescents. 

Medium Home Hos~ i t a l  f 

Television 4.86 5.50 -1.06 
Video Tapes 1.73 2.50 -2.12 * 
Video Games 1.84 1.68 .52 
Live Television 1.02 
Closed-Circuit Television 1.92 

*p < .05 
n=31,df=30 

There were a number of gender differences in viewing, both a t  home 

and in the hospital (see Table 4.4). The amount of television viewing in the 

hospital differed for boys and girls: hospitalized males watched 

significantly more television than hospitalized females (t = 2.16, = 60, p < P" 
.05). The girls watched an average of 3.83 hours of television a day in the 

hospital (SD = 1.98), while boys watched an average of 5.31 hours each day 

in the hospital (SD = 3.27). Males also watched significantly more video 

tapes in the hospital than females (t = 2.17, df = 60, p < .05) and played 

substantially more video games both a t  home (t = 1.98, df = 60, p < .05) and 

within the hospital (t = 2.80, df = 60, p < .05). When hospitalized, males 

watched an average of 2.90 hours (SD = 2.91) and females watched an 

average of 1.58 hours (SD = 1.75) of video tapes each day. Females only 

played video games an average of 1.32 hours (SD = 2.14) each day at home 

and less than an  hour (.98, SD = 1.24) each day in the hospital. Males, on 

the other hand, played video games an average of 2.63 hours (SD = 2.99) 



each day at  home and 2.53 hours (SD = 2.83) each day in the hospital. Boys 

and girls watched about the same amount of television a t  home. Within 

each group, there were no statistically significant differences between 

viewing at  home and viewing within the hospital for boys or for girls. 

Table 44  
Mean Hours of Viewing by Sex. 

Male Female !i 
(n = 31) (n = 31) 

Television a t  home 4.57 4.12 .65 
Television a t  hospital 5.31 3.83 2.16 * 
Videotapes a t  home 2.18 2.23 -.07 
Videotapes a t  hospital 2.90 1.58 2.17 * 
Videogames a t  home 2.63 1.32 1.98 * 
Videogames a t  hospital 2.53 .98 2.80 * 
Live television 1.02 .6 1 .93 
Closed-circuit television 1.81 1.57 .45 

*p<.05 
N = 62, df= 60 

There were some differences in viewing for whites and nonwhites. 

There was a statistically significant difference in the amount of time spent 

viewing alternative programming in the hospital between whites and 

nonwhites (see Table 4.5). In the hospital, nonwhites watched substantially 

more closed-circuit television (t = -1.95, df = 60, p < .05) and more video tapes 

than the whites ( t  = -2.80, df = 60, p < .01). Whites watched closed-circuit 

television an average of 1.28 hours each day (SD = 1.351, while nonwhites 

watched an average of 2.33 hours each day (SD = 2.88). In the hospital, 



whites watched video tapes an average of 1.58 hours each day (SD = 1.88), 

and nonwhites watched an average of 3.29 hours each day (SD = 2.94). In 

addition, nonwhites played substantially more video games both a t  home (t 

= -2.07, df = 60, p c .05) and within the hospital (t = -2.14, df = 60, p c .05) as 

compared to  whites. Whites played video games an average of 1.43 hours 

each day at  home (SD = 1.67) and 1.28 hours each day in the hospital (SD = 

1.58); nonwhites played video games an average of 2.83 hours each day a t  

home (SD = 3.61) and 2.52 hours each day in the hospital (SD = 3.01). There 

were no statistically significant differences between the races for the 

amount of television viewing. Within each group, there were no 

statistically significant differences between the amount of amount of 

viewing at  home and within the hospital for whites or for nonwhites. 

Table 4.5 
Mean Hours of Viewing by Race. 

White Nonwhite i 
(n = 38) (n = 24) 

Television at home 4.42 4.23 .27 
Television at hospital 4.58 4.56 .03 
Videotapes a t  home 1.72 2.96 -1.79 
Videotapes at  hospital 1.58 3.29 -2.80** 
Videogames a t  home 1.43 2.83 -2.07 * 
Videogames a t  hospital 1.28 2.52 -2.14 * 
Live television .59 1.17 -1.30 
Closed-circuit television 1.28 2.33 , -1.95 * 

*p c .05 
**p c .01 
N =  62, df'=60 



The first research question addressed the amount of viewing by 

hospitalized children, according to their age, race, and gender. Yet, in a 

context such as the hospital, youngsters may turn to television in order t o  

escape from a lonely, isolated, and uncertain environment, especially if 

confined for a long period of time. Thus, the first hypothesis more 

specifically predicted that amount of viewing and length of confinement in 

the hospital would be related positively. This hypothesis was supported (see 

Table 4.6). Those in the hospital for a longer stay (6 days or longer) watched 

significantly more television both at home (t = -2.09, df = 60, p < .05) and 

within the hospital (t = -2.39, df = 60, p < .05) than those hospitalized for a 

short stay (5 days or shorter). Those hospitalized for a long stay watched 

television an average of 5.02 hours a day a t  home (SD = 2.99) and 5.36 hours 

each day in the hospital (SD = 3.06), while those hospitalized for a short stay 

watched television an average of 3.63 hours each day at home (SD = 2.71) 

and 3.73 hours each day in the hospital (SD = 2.44). As for alternative 

programming, those in the hospital for a long stay watched significantly 

more video tapes in the hospital than those in the hospital for a short stay (t 

= -2.58, df = 60, p < .05). Those hospitalized for a short stay watched video 

tapes an average of 1.62 hours each day (SD = 1.64), while those hospitalized 

for a long stay watched 2.83 hours each day (SD = 2.96). Within each group, 

there were no statistically significant differences between viewing at home 

and viewing in the hospital for those hospitalized for a longer stay or for a 

shorter stay. 



Short LUX f 
(n = 30) (n = 32) 

Television a t  home 3.63 5.02 -2.09 * 
Television a t  hospital 3.73 5.36 - 2.39 * 
Videotapes a t  home 1.78 2.59 -1.19 
Videotapes at  hospital 1.62 2.83 -2.58 * 
Videogames at  home 1.45 2.47 -1.52 
Videogames a t  hospital 1.62 1.89 -.47 
Live television .65 .97 -.73 
Closed-circuit television 1.33 2.02 -1.27 

*p < .05 
N = 62, df = 60 
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Table 46 
Mean Hours of Viewing by hngth of Stay. 

Youngsters may turn t o  television t o  compensate for the support 

normally provided by friends because they have a long-term, chronic 

illness. Specifically, the second hypothesis predicted that amount of 

viewing would be positively related to having a chronic illness. This 

hypothesis was not supported; amount of television viewing did not differ by 

type of illness (see Table 4.7). In other words, those youngsters hospitalized 

with a chronic illness did not watch more television than those children 

with an acute illness. Children with a chronic illness did, however, watch 

significantly more video tapes at  home than the children with an acute 

illness (t = 2.58, df = 60, p < .05). A t  home, the chronically ill children 

watched video tapes an average of 2.81 hours each day (SD = 3.08), while the 

children with an acute illness watched an average of 1.02 hours each day 

(SD = .98). Within each group, there were no statistically significant 



differences between home and hospital viewing for those with a chronic 

illness or for those with an acute illness. 

Table 47  
Mean Hours of Viewing by Type of Illness. 

Acute Chronic f 
(n = 21) (n = 41) , 

Television at  home 4.21 4.42 .27 
Television at hospital 5.20 4.25 - 1.28 
Videotapes a t  home 1.02 2.81 2.58 * 
Videotapes at  hospital 1.74 2.50 1.15 
Videogames at  home 1.50 2.22 1.01 
Videogames at hospital 1.21 2.04 1.34 
Live television .33 1.06 1.61 
Closed-circuit television 1.60 1.73 .24 

*p < .05 
N = 62, df = 60 

P r o ~ r a m  Preferences 

The first research question originally asked: how prevalent is 

viewing and what are the dominant program preferences of hospitalized 

children? The first part of the research question, prevalence of viewing, 

was explored in the previous section. This section will address the second 

part of the research question, the dominant program preferences of 

hospitalized children. Hospitalized children may have different program 

preferences than nonhospitalized children. Program preferences will be 

explored according t o  the age, sex, race, length of stay, and illness of the 

hospitalized child. 



Most of the children and adolescents in this sample said they 

preferred entertainment programs; in particular, most preferred, as well 

as watched, children's entertainment and comedy programs (see Table 

4.8). There was, however, a statistically significant relationship between 

age and program preference ( ~ 2  = 24.08, df = 10, p < .01). Specifically, 

almost two-thirds of the preadolescents chose a children's entertainment 

program as their favorite, while only one in ten adolescents chose these 

programs. On the other hand, almost one-fifth of preadolescents and more 

than a quarter of adolescents chose comedy as their favorite program type. 

The older youngsters also appeared t o  have more diverse program 

preferences. While preadolescents mainly preferred children's 

entertainment and comedy programs (83.9%), adolescents preferred a 

larger variety of programs: 20% of adolescents preferred nighttime serials, 

10% preferred daytime serials, 6.7% preferred music-variety programs, 

6.7% preferred sports, and 6.7% preferred children's educational 

programs. As compared to the adolescents, none of the preadolescents 

chose an adventure-drama, sports, daytime serial, or news program as 

their favorite. Talk-interview programs were not chosen by either age 

group as their favorite, and they were rarely watched at  all. 
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Table 48 

Prom Preferences by Age. 

Favorite Program Preadolescent Adolescent 
(n = 31) (n = 30) 

Children's Entertainment 64.5% 10% 
Children's Educational 3.2% 6.7% 
Adventure-Drama 0 3.3% 
Music-Variety 3.2% 6.7% 
Comedy 19.4% 26.7% 
Sports 0 6.7% 
Gameshow 3.2% 3.3% 
Daytime Serial 0 10% 
News 0 3.3% 
Talk-Interview 0 0 
Movie 3.2% 3.3% 
Nighttime Serial 3.2% 20.0% 

p <  .O1 
~2 = 24.08 
N = 61, df = 10 

Boys and girls also had different program preferences ( ~ 2  = 19.93, df 

= 10, p < .05). Entertainment programs were the favorite choice of almost 

half of the girls, compared to a little more than a quarter of boys (see Table 

4.9). Comedy was the first choice (33.3%) of the boys, compared to only 

12.9% of the girls. Like the adolescents, the boys also appeared to have more 

diverse program preferences: 6.7% of males chose a children's educational 

program, 6.7% chose sports, 6.7% chose game shows, and 6.7% chose 

movies as their favorite. None of the females chose adventure-drama, 

sports, game shows, news, or movies as their favorite program. Almost 

one in five girls, however, chose nighttime serials as their favorite, as 

compared to only 3.3% of males. Talk-interview programs were not chosen 

by either sex as  their favorite type of program. 
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Table 4.9 

Program Preferences by Sex. 

There were no significant differences in program preference 

according to  race ( ~ 2  = 11.01, df = 10, p = .36). Both whites (32.4%) and 

nonwhites (45.8%) chose children's entertainment programs as their 

favorite (see Table 4.10). One-third of nonwhites and less than one-fifth 

(1.62%) of whites chose a comedy as their next favorite program. Like the 

adolescents and males, whites appeared to have more diverse program 

preferences: 5.4% chose a children's educational program, 8.1% chose 

music-variety, 5.4% chose sports, 5.4% chose game shows, 5.4% chose 

daytime serials, 5.4% chose movies, and 13.5% chose nighttime serials as 

their favorite. None of the nonwhites chose adventure-drama, music- 

variety, sports, gameshows, or movies as their favorite program. Talk- 

interview programs were not chosen by either race as their favorite. 

Favorite Promam Male Female 
(n = 30) (n = 31) 

Children's Eritertainnient 26.7% 48.4% 
Children's Educational 6.7% 3.2% 
Adventure-Drama 3.3% 0 
Music-Variety 3.3% 6.5% 
Comedy 33.3% 12.9% 
Sports 6.7% 0 
Gameshow 6.7% 0 
Daytime Serial 0 9.7% 
News 3.3% 0 
Talk-Interview 0 0 
Movie 6.7% 0 
Nighttime Serial 3.3% 19.4% 

p < .05 
~2 = 19.93, 
N = 61, df = 10 . 



Table 4.10 
Program Preferences by Race. 

Favorite Program White Nonwhite 
(n = 37) (n = 24) 

Children's Entertainment 32.4% 45.8% 
Children's Educational 5.4% 4.2% 
Adventure-Drama 2.7% 0 
Music-Variety 8.1% 0 
Comedy 16.2% 33.3% 
Sports 5.4% 0 
Gameshow 5.4% 0 
Daytime Serial 5.4% 4.2% 
News 0 4.2% 
Talk-Interview 0 0 
Movie 5.4% 0 
Nighttime Serial 13.5% 8.3% 

p = .36 
x2 = 11.01 
N = 61, df= 10 

J 

Youngsters in the hospital for a long period of time may prefer 

different programs than those in the hospital for a short stay. Yet, there 

were no significant differences in program preference according to length 

of stay in the hospital ( ~ 2  = 9.83, df = 10, p = .46). Half of those children in 

the hospital for a shorter stay and almost a quarter of those in for a longer 

stay preferred children's entertainment programs (see Table 4.1 1). 

Comedies were the first choice for those in the hospital for a longer stay 

(32.3%). By comparison, only 13.3% of those in for a shorter stay chose 

comedy programs. Nighttime serials were also a popular choice for both: 

13.3% of those in the hospital for a short stay and 9.7% of those in for a 



longer stay preferred these programs. Movies were the first choice for none 

of the children in for a short stay and only 6.5% of those hospitalized for a 

longer stay chose movies as their favorite. Talk-interview programs were 

not chosen by either group as their favorite. 

Table 4.1 1 
Program Preferences by Length of Stay. 

Favorite Propram Short Lone 
(n = 30) (n = 31) 

Children's Entertainment 50% 25.8% 
Children's Educational 6.7% 3.2% 
Adventure-Drama 0 3.2% 
Music-Variety 3.3% 6.5% 
Comedy 13.3% 32.3% 
Sports 3.3% 3.2% 
Gameshow 3.3% 3.2% 
Daytime Serial 3.3% 3.2% 
News 3.3% 0 
Talk-Interview 0 0 
Movie 0 6.5% 
Nighttime Serial 13.3% 9.7% 

p = .46 
x2 = 9.83 
N = 61, df = 10 

b 

Did youngsters with a chronic illness have different program I 

preferences than those with an acute illness? There were no significant 
,/ 

differences in program preferences according to  type of illness ( ~ 2  = 11.15, 
/' 

df = 10, p = .35). Children's entertainment programs were the choice of / I 

/ I 

43.9% of those hospitalized with an acute illness and the choice of 25.0% of 
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those hospitalized with a chronic illness (see Table 4.12). Comedy was the 

first choice for almost a quarter of those with an acute illness and one-fifth 

of those with a chronic illness. Children hospitalized with an acute illness 

appeared to have more diverse program preferences: 4.9% chose a 

children's educational program, 4.9% chose game shows, 4.9% chose 

movies, and 7.3% chose nighttime serials as their favorite. None of those 

hospitalized for a chronic illness chose adventure-drama, game shows, or 

movies as their favorite program. Soap operas, however, appeared to be a 

favorite for those with a chronic illness: 10.0% chose daytime serials and 

20.0% chose nighttime serials as their favorite programs. Once again, talk- 

interview programs were not chosen by either as their favorite. 



Table 4.12 
Program Preferences by Type of Illness 

. 
Favorite Propram Acute chronic 

(n = 20) (n = 41) 

Children's Entertainment 43.9% 25.0% 
Children's Educational 4.9% 5.0% 
Adventure-Drama 2.4% 0 
Music-Variety 2.4% 10% 
Comedy 24.4% 20.0% 
Sports 2.4% 5.0% 
Gameshow 4.9% 0 
Daytime Serial 2.4% 10.0% 
News 0 5.0% 
Talk-Interview 0 0 
Movie 4.9% 0 
Nighttime Serial 7.3% 20.0% 

p = .35 
~2 = 11.15 
N = 61, df= 10 

Perceived Realitv and Affinitv for Viewine; 

Not only do youngsters watch television and prefer certain types of 

programs over others, but they also have specific attitudes about television. 

Greenberg (1974) and Rubin (1977, 1979) found that children's attitudes 

toward television and their reaction toward the realism of television content 

corresponds to their affinity with the medium. In other words, the child's 

attachment to television is related to his or her acceptance of television as  

portraying an accurate reflection of life. Television apparently meets 

certain social needs for children and adolescents. This concept particularly 

applies to hospitalized children who may become closely attached to 



television because i t  meets personal and social needs. Children in the 

hospital are isolated from their friends, school, and possibly even their 

family, and thus may turn to television for familiarity and social 

companionship. 

Thus, the second research question focuses on the intensity of 

attachment to television and the perceived reality of television content. It 

asks: What are hospitalized children's attitudes toward television? How 

intensive are their attachments to the medium and how does this relate to 

their perceived reality of the medium and its content? 

Amnity was measured by agreement with the following five statements in 

the hospital: 

- I would rather watch TV than do anything else. 
- I could easily do without TV for several days. 
- I would feel lost without TV to watch. 
- If the TV was not working, I would not miss it. 
- Watching TV is one of the most important things I do each day. 

Responses to these five items were summed and averaged to form the 

Amnity Index (Cronbach's alpha = .73). Perceived reality was measured by 

agreement with the following four statements in the hospital: 

- TV presents things as they really are in life. 
- TV lets me see how other people live. 
- TV does not show life as it really is. 
- TV lets me see what happens in other places as if I were really 

there. 

Responses to these four items were summed and averaged to form the 

Perceived Reality Index (Cronbach's alpha = .60). Respondents indicated 
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their agreement with all nine of these statements on a scale from 1 "always 

agree" to 5 "always disagree." 

The Amnity Index and the Perceived Reality Index gave scores for 

the ten types of patients in this sample (see Table 4.13). For the total 

sample, the overall mean score on the Amnity Index was 2.90 (SD = .47), 

while the overall mean score on the Perceived Reality Index was 3.05 (SD = 

.55). Television attitude mean scores ranged on a scale from 1 reflecting 

"always disagree" to 5 reflecting "always agree." The higher the number, 

the more the identification with the attitude. Therefore, the overall mean 

score on the Amnity Index of 2.90 reflects that youngsters sometimes feel 

an attachment t o  television. In addition, the overall mean score on the 

Perceived Reality Index of 3.05 reflects that youngsters sometimes perceive 

television as real. Youngsters' attitudes did not significantly differ by age, 

gender, race, length of stay, or illness. 



Table 4.13 
Mean Scores on Indices Measuring Attitudes Toward Television 

Perceived Realitv Index Affinitv Index 

Total Sample 2.90 3.05 
Male 3.01 2.92 
Female 3.10 2.94 
Preadolescent 3.06 2.98 
Adolescent 3.05 2.88 
White 2.89 2.93 
Other Races 3.30 2.93 
Short Stay 3.04 2.89 
Long Stay 3.06 2.96 
Acute Illness 3.06 2.79 
Chronic Illness 3.05 3.00 

*p c .05 
N = 62, df'= 60 

There was, however, one significant difference between whites and 

nonwhites (see Table 4.14). Nonwhites (black, Asian, Hispanic, and 

American Indian) perceived television as significantly more real in 

comparison to the whites (t = -2.22, df = 60, p c .05). The average perceived 

reality score for nonwhites was 3.30 (SD = .74), while the average perceived 

reality score for whites was 2.89 (SD = .68). 
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Table 4.14 
Mean Scores on Attitu- Indices According to Race. 

White Nonwhite k 
(n = 38) (n = 24) 

Perceived Reality 2.89 3.30 -2.22 * 
Affinity 2.93 2.93 -0.04 

*p c .05 
N =  62, df= 60 

As Tables 4.15 and 4.16 indicate, there were no statistically 

significant differences by length of stay and type of illness. There were no 

significant differences in television attitudes among those in the hospital 

for a short stay and those in the hospital for a long stay, and there were no 

statistically significant differences in attitudes among those with an acute 

illness and those with a chronic illness. 

Table 4.15 
Mean Scores on Attitudinal Indices According to Length of Stay. 

Short Lone f 
(n = 30) (n = 32) 

Perceived Reality 3.04 3.06 -.I1 

Af'fini ty 2.89 2.96 -.43 

N =  62, df=  60 .. 



Table 4.16 
Mean Scores on Attitudhd Indices According to 7&pe of lllness. 

Chronic Acute f 
(n = 41) (n = 21) 

Perceived Reality 3.05 3.06 -.05 

Affinity 3.00 2.79 1.25 

N = 62, df= 60 

Attitudes toward television may also be related to  viewing measures. 

This portion of the research question examined how scores on the Perceived 

Reality Index and the Affinity Index were related to measures of media 

exposure, including television, video tapes, video games, and other forms of 

alternative programming. Most of the measures of media exposure were 

not related t o  the respondents' attitudes toward viewing (see Table 4.17). 

There was, however, a statistically significant relationship between scores 

on the Affinity Index and the amount of time spent playing video games a t  

home (r = .28, df = 60, p c .05). In addition, there was a statistically 

significant relationship between scores on the Perceived Reality index and 

watching video tapes in the hospital (r = .31, df = 60, p c .05), watching 

closed-circuit programming (r = .32, df = 60, p c .05), and playing video 

games in the hospital (r = .32, df = 60, p c .05). 



Table 4.17 
Correlations Between Television Viewing Measures and Indices 

Measuring Attitudes Toward Viewing. 

Perceived 
Affinitv Index Realitv Index 

Television a t  home .22 -.01 
Television a t  hospital .12 .21 
Videotapes a t  home -.001 .22 
Videotapes a t  hospital -.04 .31* 
Videogames a t  home .28* .17 
Videogames a t  hospital .18 .32* 
Closed-circuit television .17 .32* 
Live television .18 .15 

*p < .05 
N = 62, df= 60 

In order to ascertain that the statistically significant relationships 

between the viewing measures and attitudes toward television were not 

spurious, controls for gender, age, race, length of stay, and illness were 

implemented (see Tables 4.18,4.19,4.20, and 4.22). Attachment to television 

was related to viewing at home (5th order partial = .22, df = 55, p < .05), but 

not in the hospital. Conversely, there was a statistically significant 

relationship between viewing in the hospital and scores on the Perceived 

Reality index (5th order partial = .25, df = 55, p < .05), but no relationship 

between scores on this index and viewing a t  home (see Table 4.18). 



Table 4.18 
Partial Correlation Matrix for Television Viewing. 

Perceived 
Affinitv Index Realitv Index 

Viewine a t  Home 
Overall Correlation .22 -.O 1 
Controlling for: 

Sex .22* -.01 
Age .24* -.01 
Race .22* -.003 
Length of stay .21 -.02 
Type of illness .22* -.01 

5th order partial .22* .001 

view in^ in Hospital 
Overall Correlation .12 .21 
Controlling for: 

Sex .13 .24* 
Age .16 .23* 
Race .12 .22* 
Length of stay .11 .22* 
Type of illness .15 .21* 

5th order partial .16 .25* 

*p<.05 
N = 62 

Table 4.19 reveals that viewing video tapes in the hospital was related 

to scores on the Perceived Reality index, under conditions of simultaneous 

controls. 



Table 4.19 
Partial Cormlation Matrix for Watching Video Tapes. 

Perceived 
Affinitv Index Realitv Index 

Yiewing. a t  Home 
Overall Correlation -.OO 1 .22 
Controlling for: 

Sex -.001 .22* 
Age -.02 .22* 
Race -.002 .17 
Length of stay -.01 .22* 
Type of illness -.05 .24* 

5th order partial -.07 .20 

Viewing in Hos~ i t a l  
Overall Correlation -.04 .31* 
Controlling for: 

Sex -.03 .34** 
Age -.03 .31** 
Race -.04 .24* 
Length of stay -.05 .31** 
Type of illness -.06 .31** 

5th order partial -.07 .27 * 
*p<.05 

**p<.o1 
N = 62 

Playing video games was also related to attitudes toward television 

(see Table 4.20). Playing video games a t  home was related to expressing an 

attachment (affinity) to television, under conditions of simultaneous 

controls (5th order partial = .29, df = 55, p < .01). Playing video games in the 

hospital, on the other hand, was not related to expressing an attachment to 

television. Conversely, playing video games in the hospital was related to 

perceiving television as real, under conditions of simultaneous controls (5th 



order partial = .31, df'= 55, p < .01). Yet, playing video games at home was 

not related to perceiving television as real. 

Table 480 
Partial Correlation Matrix for Playing Video Games. 

Within the hospital, there were no significant relationships between 

watching closed-circuit or live television and expressing an affinity toward 

television, under conditions of simultaneous controls (see Table 4.21). On 

the other hand, there was a significant relationship between watching 

closed-circuit programming and perceiving television as real, under 

. 
Perceived 

Affinity Index Realitv Index 

Playine at  Home 
Overall Correlation .28* .17 
Controlling for: 

Sex .30** .20 
Age .28* .17 
Race .29** .11 
Length of stay .28* .17 
Type of illness .27* .18 

5th order partial .29** .13 

Plavin~ in the Hos~ital 
Overall Correlation .18 .32* 
Controlling for: 

Sex -20 .36** 
Age .18 .32** 
Race .18 .26* 
Length of stay .17 .32** 
Type of illness -15 .32** 

5th order partial .19 .31** 
*p<.05 

**p<.o1 
N = 62 

. 



conditions of simultaneous controls (5th order partial = .28, df = 55, p < .05). 

Watching live television, however, was not related to perceiving television 

as real. 

Table 4.2 1 
Partial Correlation Matrix for Alternative Programming in the Hospital 

Perceived 
Affini tv Index Realitv Index 

Closed-circuit Television 
Overall Correlation .17 .32* 
Controlling for: 

Sex .17 .33** 
Age .18 .33** 
Race .17 .28* 
Length of stay .16 .33** 
Type of illness .16 .32** 

5th order partial .17 .28* 

Live Television 
Overall Correlation .18 .15 
Controlling for: 

Sex .18 .15 
Age .19 .I5 
Race .18 .ll 
Length of stay .17 .15 
Type of illness .15 .15 

5th order partial .16 .12 
*p<.05 

**p<.o 1 
N=62 

Whv Thev Watch 

Thus far, this research has investigated the prevalence of television 

viewing, the dominant program preferences, and the attitudes that 

hospitalized children express towarid television. Yet, what are the 



youngsters' motivations for watching at  all? Children in the hospital may 

be much more attentive and emotionally sensitive to television, particularly 

if they are immobile, in isolation, or have been in the hospital for a long 

period of time. Thus, these children may be using television in quite 

different ways from the general population. 

The third research question asked: why do hospitalized children 

watch television and how do they use it on a day-to-day basis? Six 

motivational indices were used to answer this research question: 

companionship, learning, relaxationlentertainment, habitdpass time, 

forgetlescape, and arousaUexcitement. The strongest motivation for 

watching was to pass the time or out of habit; watching to  learn was the 

weakest. The mean scores were as follows: 

habiupass time 3.86 (SD = .36) 
entertainmentlrelaxation 3.76 (SD = .25) 
companionship 3.66 (SD = .36) 
forgetlescape 3.32 (SD = .17) 
arousaUexcitement 3.23 (SD = .45) 
learning 3.14 (SD = .30) 

In short, hospitalized youngsters appeared to view primarily to pass the 

time, with viewing for entertainmenthelaxation and companionship 

following close behind. Scores on all six motivational indices ranged from 1 

reflecting "always disagree" to 5 reflecting "always agree." Therefore, all 

six mean scores leaned toward a positive identification with each motive. 

The third hypothesis posited that ritualized viewing (time passing, 

companionship, entertainrnentlrelaxation, excitement, and escape) would 

be positively related to length of confinement and having a chronic illness. 



This hypothesis was not supported. There were no statistically significant 

differences in scores on the indices of viewing motivations between those 

children in the hospital for a short stay and those who were in for a long 

stay (see Table 4.22). There were also no statistically significant differences 

in scores on the indices of television viewing motives between those 

youngsters who had an acute illness and those with a chronic illness (see 

Table 4.23). Nevertheless, all children, short and long term, acute and 

chronic, had higher mean scores on the motivations of passing time, 

companionship, entertainment, relaxation, habit, excitement, and escape 

as compared to  the learning motivation (see Table 4.24). 

The fourth hypothesis examined if instrumental viewing 

(informational gratification, including viewing concerned with learning 

about oneself and learning about things) was inversely related to the length 

of confinement and type of illness. This hypothesis was also not supported. 

There were no statistically significant differences in scores on this index for 

those children in the hospital for a short time and those who were 

hospitalized for a longer stay (see Table 4.22). There were also no 

statistically significant differences in scores on this index between those 

youngsters with an acute illness and those with a chronic illness (see Table 

4.23). 



Table 422 
Motivations for Television Viewing According to Length of Stay. 

Short Stav Long Stav !i 
(n = 30) (n = 32) 

Escape 3.40 3.24 .65 
Companionship 3.55 3.77 -.92 
Excitement 3.14 3.30 -.72 
Entertainhielaxation 3.80 3.86 .52 
H a b i n a s s  time 3.78 3.94 -1.06 
Learning 3.23 3.06 .92 

N =  62, df'= 60 

Table 4.23 
Motivations for Television Viewing According to Type of Illness. 

Chronic Acute !i 
(n = 41) (n = 21) 

Escape 3.37 3.21 
Companionship 3.65 3.69 
Excitement 3.36 2.97 
Entertainhielaxation 3.74 3.81 
H a b i n a s s  time 3.87 3.84 
Learning 3.26 2.92 

N =  62, df'= 60 



Table 4.24 
Motivational Mean Scores Toward Television Viewing. 

E s c a ~ e  Co;mr>anion Excite Entertain Habit Learning 

Male 3.20 3.69 3.34 3.78 3.77 3.12 
Female 3.43 3.63 3.11 3.74 4.01 3.17 
Preadolescent 3.52 3.52 3.40 3.8 1 3.92 3.33 
Adolescent 3.12 3.81 3.05 3.71 3.80 2.95 
White 3.20 3.61 3.10 3.68 3.77 2.93 
Other Races 3.50 3.75 3.43 3.89 4.00 3.48 
Short Stay 3.40 3.55 3.14 3.80 3.78 3.23 
Long Stay 3.24 3.77 3.30 3.86 3.94 3.06 
Acute Illness 3.21 3.69 2.97 3.81 3.84 2.92 
Chronic Illness 3.37 3.65 3.36 3.74 3.87 3.26 
N = 62, df = 60 

There were, however, statistically significant differences on the 

viewing to learn index for age and race (see Tables 4.25 and 4.26). 

Preadolescents were significantly more likely than adolescents to say they 

used television for learning (t = 2.15, df = 60, p < .05). The average score on 

this index was 3.33 (SD = .60) for preadolescents and 2.95 for adolescents (SD 

= .77). Nonwhites were more likely to say they watched more television for 

learning as compared to whites (t = -3.14, df = 60, p < .005). The average 

score on this index for nonwhites was 3.48 (SD = .70) and 2.93 for whites (SD 

= .64). 



Table 4.25 
Motivations for Television Viewing According to Age. 

Preadolescent Adolescent i 
(n = 31) (n = 31) 

Escape 3.52 3.12 1.64 
Companionship 3.52 3.81 -1.24 
Excitement 3.40 3.05 1.61 
Entertaiflelaxation 3.81 3.71 .62 
HabitPass time 3.92 3.80 .81 
Learning 3.33 2.95 2.15 * 

*p < .05 
N =62,df= 60 

Table 4.26 
Motivations for Television Viewing According to Race. 

White Nonwhite i 
(n = 38) (n = 24) 

Escape 3.20 3.50 -1.19 
Companionship 3.61 3.75 -.60 
Excitement 3.10 3.43 -1.52 
Entertaiflelaxation 3.68 3.89 -1.38 
HabitPass time 3.77 4.00 -1.63 
Learning 2.93 3.48 -3.14** 

**p < . O 1  
N =62, df= 60 

The third hypothesis also predicted that ritualized viewing (time 

consumption, companionship, entertainment and relaxation, excitement, 

and forget) would be positively related to  program affinity (see Table 4.27). 

It may be that when hospitalized, children become attached to television 



because of feelings of loneliness and isolation. This attachment may lead to 

ritualized viewing, such as viewing t o  pass the time or for companionship. 

There was support for this hypothesis. Scores on the affinity index were 

significantly related to scores on the indices for the following motivations: 

escape or forget (r = .32, df = 60, p < .05), companionship (r = .37, df = 60, p < 

.01), entertainment and relaxation (r = .43, df = 60, p < .01), and habit or 

time consumption (r = .46, df = 60, p < .01). Viewing for arousal or 

excitement, on the other hand, was not significantly related to program 

affinity. 

The fourth hypothesis further predicted that viewing t o  learn would 

be positively related to levels of perceived realism (see Table 4.27). This 

hypothesis was also supported. Scores on the perceived reality index were 

significantly related to scores on the learning index (r = .48, df = 60, p < 

.001). They were also significantly related to scores on the viewing to forget 

or escape index (r  = .36, df = 60, p < .01), the arousal or excitement index (r = 

.32, df = 60, p < .05), as well as the relaxation and entertainment index (r = 

.37, df = 60, p < .01). 



Table 427 
Overall Correlation Matrix for Attitudes Toward Viewing. 

E s c a ~ e  C o m ~ a n i o n  Excite Entertain H a  Learning 

Affinity .32* .37** .24 .43** .46*** .14 

Perceived Reality .36** .05 .32* .37** .20 .48*** 

*pc.05 
**p<.o1 

***PC .001 
N = 62, df = 60 

When controlling for sex, age, race, length of stay, and type of illness, 

the motivations of watching to pass the time, companionship, 

entertainmenthelaxation, excitement, and escape remained significantly 

related to scores on the program affinity index (see Table 4.28). Scores on 

the affinity index were significantly related to watching to forget or escape 

(5th order partial = 33, df = 55, p c .01), for companionship (5th order 

partial = .38, df = 55, p < .005), arousaYexcitement (5th order partial = .21, df 

= 55, p c .05), entertainmenthelaxation (5th order partial = .47, df = 55, p < 

.001), and habit or pass time (5th order partial = .48, df = 55, p c .0001). 

Similarly, the motivation of learning was significantly related to 

scores on the perceived realism index, when controlling for sex, age, race, 

length of stay, and type of illness (see Table 4.28). Scores on the perceived 

reality index were also significantly related to watching to forgetlescape 

(5th order partial = .34, df = 55, p c .01), for arousaYexcitement (5th order 

partial = .31, df = 55, p c .01), and for relaxationlentertainment (5th order 

partial = .35, df= 55, p c .01). 



Table 4.28 
Overall Correlation Matrix for Attitudes Toward Viewing. 

E s c a ~ e  C o m ~ a n i o n  Excite Entertain Habit Learn ing  

Affinitv 
Overall Correlation .32* .37** .24 .43** .46*** .14 
Controlling for: 

Sex .32** .37** .24* .43*** .47*** .14 
Age .3 1** .39*** .22* .43*** .46*** .12 
Race .33** .37** .24* .44*** .47*** -15 
Length of stay .33** .36** .23* .44*** .46*** .15 
Type of illness .32** .37*** .21* .45*** .46*** .ll 

5th  order partial .33** .38** .2 1" .47*** .48*** .13 

Perceived Reality 
Overall Correlation .36** .05 .32* .37** .20 .48*** 
Controlling for: 

Sex .35** .05 .33** .38*** .21 .48*** 
Age .36** .05 .32** .37*** .20 .50*** 
Race .33** .03 .28** .34** .15 .43*** 
Length of stay .36** .05 .32** .38*** .20 .49*** 
Type of illness .36** .05 .33** .37** .20 .50*** 

5 th  order partial .34** .03 .31** .35** .16 .46*** 

*p<.05 
**p<.o1 

***p<.oo1 
N=62 

When comparing ritualized viewing (time consumption, 

companionship, entertainment, relaxation, excitement, and forget) to 

instrumental viewing (learning), there were some statistically significant 

differences (see Table 4.29). There was a statistically significant difference 

between viewing to learn (instrumental viewing) and the following 

ritualized viewing motives: companionship (t = -2.0 1, df = 61, p < .05), 

relaxationlentertainment (t = -2.97, df = 61, p < .05), and time consumption 

(t = -3.72, df = 61, p < .01). 
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Table 4.29 

Ritualized Viewing Versus Instrumental Viewing. 
- 

Ritualized Viewing. Motives Instrumental f 
(Learning) 

Companionship 3.66 3.14 -2.01 * 
Arousal 3.23 3.14 -.43 
Forget 3.32 3.14 -.81 
RelaxfEntertainment 3.76 3.14 -2.97 * 
HabiWass Time 3.86 3.14 -3.72** 

*p c .05 
**p c .01 
N = 62, df = 61 

There were also a number of significant relationships between 

amount of viewing measures and scores on the indices measuring why the 

youngsters watched television at home and in the hospital (see Table 4.30). 

Viewing to forget or escape was significantly related to four measures of 

viewing: watching television a t  home (r = .26, df = 60, p c .05), playing video 

games at  home (r = .44, df = 60, p < .01) or in the hospital (r = .35, df = 60, p c 

.01), and watching closed circuit television (r = . 26, df = 60, p c .05). 

Viewing for companionship was inversely related to watching video tapes 

a t  home (r = - .27, df = 60, p c .05). Watching for arousal or excitement was 

significantly related to watching video tapes in the hospital (r = -32, df = 60, 

p < .05) and playing video games both a t  home (r = .36, df = 60, p < .01) and in 

the hospital (r = .35, df = 60, p c .01). Watching for entertainment and 

relaxation was significantly related to: playing video games both a t  home (r 

= .47, df = 60, p < .01) and in the hospital (r = .29, df = 60, p c .05), watching 

closed-circuit television (r = .37, df = 60, p c .01), and watching live television 



(r = .26, df = 60, p < .05). Watching out of habit or to pass the time was 

significantly related to  both playing video games both a t  home (r = .42, df = 

60, p < .0l) and in the hospital (r = .31, df = 60, p < .05), and watching closed- 

circuit television (r = .25, df = 60, p < .05). Finally, watching to learn was 

significantly related to: watching video tapes both a t  home (r = 39,  df = 60, p 

< .0 1) and in the hospital (r  = .37, df = 60, p < .0 I) ,  playing video games both 

at home (r  = .48, df = 60, p < .01) and in the hospital (r  = 52 ,  df = 60, p < .01), 

watching closed-circuit (r  = .37, df = 60, p < .01) and watching live (r  = .36, df 

= 60, p < .01) television. 

Table 4.30 
Overall Correlation Matrix for Motivations for Watching. 

E s c a ~ e  CornDanion Excite Entertain Habit Learning 

Television at home .26* .18 .10 .20 .19 .21 
Television at hospital .12 .22 .22 .13 .12 -. 04 
Videotapes at home . l l  -.27* .17 .11 .07 .39** 
Videotapes at hospital .21 .14 .32* .18 .25 .37** 
Videogames at home .44** .21 .36** .47** .42** .48** 
Videogames at hospital .35* * .14 .35** .29* .31* .52** 
Closed-circuit television .26* .22 .14 .37** .25* .37** 
Live television .21 .07 .19 .26* .18 .36** 

*p<.o5 
**p<.01 

N = 62, df = 60 

The relationships between viewing motivations and amount of 

viewing both a t  home and within the hospital were further examined when 

, controls for age, gender, race, length of stay, and type of illness were 

implemented (see Tables 4.31, 4.32,4.33, and 4.34). 



A number of relationships between the viewing motivation indices 

and amount of television viewing measures remained statistically 

significant under conditions of simultaneous controls (see Table 4.31). 

Amount of television viewing at home remained significantly related to: 

watching to  forget or escape (5th order partial = .34, df = 55, p < .01), 

watching for entertainment and relaxation (5th order partial = .26, df = 55, 

p < .05), and watching to learn (5th order partial = .33, df = 55, p < .01). 

Amount of television viewing in the hospital remained significantly related 

to: watching to forget or escape (5th order partial = .24, df = 55, p < .05) and 

watching for excitement or arousal (5th order partial = .28, df = 55, p < .05). 

Table 4.3 1 
Partial Correlation M a t .  for Television Viewing. 

E s c a ~ e  C o m ~ a n i o n  Excite Entertain Habit Learning 

view in^ a t  Home 
Overall Correlation .26* .18 .10 .20 .19 .21 
Controlling for: 

Sex .27* .18 .08 .20 .18 2 l *  
Age .3  1** .16 .14 .22* .21* .27* 
Race .27* .19 . l l  .2 l *  .20 .24* 
Length of stay .29** .16 .08 .22* .16 .25* 
Type of illness .26* .18 .09 .20 .19 .20 

5th order partial .34** .15 .12 .26* .21 .33** 

Viewina in H o s ~ i t a l  
Overall Correlation .12 .22 .22 .13 .12 -.04 
Controlling for: 

Sex .16 .21* .19 .12 .08 -.03 
Age .21* .17 .31** .17 .16 .06 
Race .13 .22* .22* .13 .12 -.04 
Length of stay .16 .19 .20 .16 .08 -.01 
Type of illness $14 .21* .26* .12 .12 -.002 

5th  order partial .24* .17 .28* .17 .10 .07 

*p<.05 
**p<.o1 

N =  62 



There were also some statistically significant relationships which 

withstood simultaneous controls between viewing motives and watching 

video tapes both at  home and in the hospital (see Table 4.32). Watching 

video tapes a t  home was inversely related to watching for companionship 

(5th order partial = -.31, df = 55, p < .01) and positively related to watching to 

learn (5th order partial = .31, df = 55, p < .01). Watching video tapes in the 

hospital was related to watching to forget or escape (5th order partial = .24, 

df = 55, p < .05), for arousal or  excitement (5th order partial = .23, df = 55, p < 

.05), and to learn (5th order partial = .33, df = 55, p < .01). 

Table 4.32 
Partial Correlation Matrix for Watching Video Tapes. 

E s c a ~ e  C o m ~ a n i o n  Excite Entertain Habit Learnine 
. . 
i ewug  a t  H o r n  

Overall Correlation .ll -.27* .17 . l l  .07 .39** 
Controlling for: 

Sex .ll -.27* .17 .ll .08 .39*** 
Age .07 -.25* .14 .10 .06 .36* 
Race .08 -.30** .13 .07 .03 .33** 
Length of stay .12 -.29** .16 .12 .05 .41*** 
'I'ype of illness .09 -.28* . l l  .14 .07 .34** 

5th order partial .06 -.3 1** .04 . l l  -. 0 1 31" 

. .  . 
iewine in H o s m  

Overall Correlation .2 1 .14 .32* .18 .25 .37** 
Controlling for: 

Sex .25* .14 .30** .18 .22* .40*** 
Age .24* .13 .35** .19 .26* .42*** 
Race .17 .12 .28* .13 .19 .28* 
Length of stay .24* .12 . 3  1** .20 .22* ,42*** 
'I'ype of illness .20 .15 .30** .19 .25* .35** 

5th order partial .24* .10 .23* .16 .15 .33** 

*p<.05 
**p<.o1 

***p<.o01 
N = 6 2  

A 



Under conditions of simultaneous controls, playing video games both 

a t  home and in the hospital was significantly related to all viewing 

motivations, except companionship (see Table 4.33). Playing video games a t  

home was significantly related t o  the following viewing motivations: to 

forget or escape (5th order partial = .47, df = 55, p c .001), excitement or 

arousal (5th order partial = .25, df = 55, p c .05), entertainment and 

relaxation (5th order partial = .48, df = 55, p c .001), out of habit or to pass 

the time (5th order partial = .34, df = 55, p c .01), and to learn (5th order 

partial = .45, df = 55, p c .001). Playing video games in the hospital was 

significantly related t o  the following motivations: to forget or escape (5th 

order partial = .39, df = 55, p < .01), for excitement or arousal (5th order 

partial = .23, df = 55, p c .05), for entertainment and relaxation (5th order 

partial = .27, df = 55, p c .05), out of habit or to pass the time (5th order 

partial = .22, df = 55, p c .05), and to learn (5th order partial = .48, df = 55, p c 

.OOl) .  



Table 4.33 
Partial Correlation Matrix for Playing Video Games. 

E s c a ~ e  Comvanion Excite Entertain Habit Learning 

P l a v i n ~  a t  Home 
Overall Correlation .44** -21 .36** .47** .42** .48** 
Controlling for: 

Sex .49*** .21 .34** .48*** .41*** .51*** 
Age .44*** .22* .35** .47*** .42*** .49*** 
Race .42*** .20 .32** .45*** .39*** .43*** 
Length of stay .47*** .19 .35** .49*** .4l*** .52*** 
Type of illness .43*** .22* .34** .48*** .42*** .47*** 

5th order partial .47*** .21 .25* .48*** .34** .45*** 

Playhe in the Hos~i ta l  
Overall Correlation .35** .14 .35** .29* .31* .52** 
Controlling for: 

Sex .42*** .14 .32** .30** .28** .57*** 
Age .35** .15 .35** .29** .31** .53*** 
Race .33** .12 .31** .26* .27* .47*** 
Length of stay .36** .13 .34** .30** .30** .54*** 
Type of illness .32** .15 .32** .31** .31** .50*** 

5th order partial .39** .14 .23* .27* .22* .48*** 

*p<.05 
**p<.o1 

***p<.oo1 
N=62 

Viewing alternative programming in the hospital was also 

significantly related to viewing motivations (see Table 4.34). Watching 

closed-circuit television was significantly related to: viewing to forget or 

escape (5th order partial = .27, df = 55, p < .05), entertainment and 

relaxation (5th order partial = .37, df = 55, p c .01), habit or to pass the time 

(5th order partial = .22, df = 55, p < .05), and to  learn (5th order partial = .37, 

df = 55, p < .01). Watching live television was significantly related t o  the 

following motivations: forget or escape (5th order partial = .24, df = 55, p c 



.05), entertainment and relaxation (5th order ~ a r t i a l =  .28, df = 55, p c .05), 

and to learn (5th order partial = .35, df = 55, p < .01). 

Table 4.34 
Partial Correlation Matrix for Alternative Programming in the Hospital 

EscaDe C o m ~ a n i o n  Excite Entertain Habit Learn ing  

Closed-clrcuit Telev 
. . ision 

Overall Correlation .26* .22 .14 .37** .25* .37** 
Controlling for: 

Sex .27* .22* .14 .37** .25* .37** 
Age .29** .20 .17 .38*** .27* .41*** 
Race .23* .21 .10 .34** .2 l *  .31** 
Length of stay .27* .20 .13 .39*** .24* .39*** 
Type of illness .26* .22* .14 .37** .25* .37** 

5th order partial .27* .18 .10 .37** .22* .37** 

J ive  televls 
. . Ion 

Overall Correlation .21 .07 .19 .26* .18 .36** 
Controlling for: 

Sex .23* .06 .18 .25* .17 .36** 
Age .24* .05 .22* .27* .19 .41*** 
Race .16 .05 .16 .23* .15 .32** 
Length of stay .22* .06 .18 .26* .17 .37** 
Type of illness .20 .07 .15 .27* -18 .33** 

5th order partial .24* .02 .15 .28* .16 .35** 

*p<.05 
**p<.o1 

***p<.oo1 
N = 6 2  

Loneliness and Isolation 

The final section of the questionnaire dealt with possible feelings of 

loneliness and a lack of friendships that youngsters might experience while 

hospitalized. The hospitalized child, isolated from normal and daily life as 

well as from social companionship and activity may turn to television when 

hospitalized because it is a very comforting, accessible, and familiar 



resource. Thus, the fourth research question asked: do hospitalized 

children express feelings of loneliness and isolation within the context of 

the hospital? If they do express these feelings, are they related to television 

viewing and viewing motivations? This section will explore whether 

hospitalized children were in fact experiencing feelings of loneliness and 

isolation and if so, if there was a relationship between loneliness and 

television viewing. 

Loneliness was measured by 18 statements asking the children 

whether they felt lonely and if they felt a lack of peer relationships while 

they were hospitalized (1 = always disagree to 5 = always agree). A 

principal components factor analysis isolated five indices: "no friends," 

"general feelings," "have friends," "making fun," and an index of "overall 

loneliness." The "no friends" index measured feelings that the youngster 

did not have friends through statements such as "I feel like I have lost my 

friends a t  school." The "general feelings" of loneliness index measured 

general feelings of a lack of social support. An example of a statement from 

the "general feelings" index is "Nobody cares about me." The "making k n "  

index measured feelings that others, especially peers, are making fun of 

the youngster or do not like the youngster. This index included statements 

such as "Other children laugh at  me." The "have friends" index is the only 

index measuring feelings of having friends and not feeling lonely. An 

example of a statement from the "have friends" index is "I have friends to  

talk to." Finally, the "overall loneliness" index measured any and all 

feelings of loneliness, whether the feelings were in relation to friends, to 

just feeling alone, or to feeling that no one cares. This category used some 



of the statements also utilized in the "no friends" index, "general feelings" 

index, and "making fun" index (e.g., "I feel like I have lost my friends at  

schooln from the "no friends" index). Another example of a statement from 

the "overall loneliness" index was "I feel lonesome." 

The overall mean scores on the indices ranged on a scale from 1 

reflecting "always disagree" t o  5 reflecting "always agree." Scores were 

highest on the "have friends" index and scores were the lowest on the 

"general feelings" index. In short, the youngsters in the hospital expressed 

feelings of friendships and a lack of loneliness. The mean scores were as 

follows: 

"have friends" 3.51 (SD = .48) 

"no friends" 2.48 (SD = .25) 

"loneliness" 2.48 (SD = .35) 

"making fun'' 2.39 (SD = .25) 

"general feelings" 2.38 (SD = .05) 

Hospitalized children positively identified with having friends in the 

hospital and negatively identified with having no friends, general feelings 

of loneliness, having others make fun, and overall feelings of loneliness. 

There was only one statistically significant difference, when examining 

differences by demographic subgroups (sex, age, race, length of stay, and 

type of illness) (see Table 4.36). Girls were significantly more likely than 

boys to feel as though they had no friends and that they had lost their 

friends (t = -2.03, df = 60, p < .05). The girls had an average score of 2.72 (SD 

= .94), while boys only averaged a score of 2.25 (SD = .88) on the "no friendsn 

index (see Table 4.36). 



Table 4.35 
Loneliness Mean Scores. 

General Making; Have Overall 
Friends Feelings Fun Friends Loneliness 

Male 2.25 2.19 2.36 3.55 2.31 
Female 2.72 2.57 2.42 3.46 2.66 
Preadolescent 2.32 2.25 2.41 3.41 2.44 
Adolescent 2.51 2.52 2.24 3.60 2.53 
White 2.32 2.25 2.21 3.65 2.39 
Nonwhite 2.56 2.60 2.51 3.28 2.64 
Short stay 2.37 2.22 2.24 3.41 2.33 
Long Stay 2.59 2.53 2.52 3.60 2.63 
Acute Illness 2.52 2.54 2.29 3.71 2.52 
Chronic Illness 2.46 2.30 2.44 3.40 2.46 

N = 62, d f =  60 
L 

Table 4.36 
Feelings of Loneliness According to Sex. 

Male Female h 
(n = 31) (n = 31) 

No friends Index 2.25 2.72 -2.03 * 
General feelings Index 2.19 2.57 -1.35 . 

Making fun Index 2.36 2.42 -.27 
Have friends Index 3.55 3.46 .41 
Overall Loneliness Index 2.31 2.66 -1.84 

*p < .05 
N = 62, df = 60 

There were no other statistically significant differences on this 

measure when comparing the sample by age, race, length of hospital stay, 

or type of illness. Length of stay in the hospital and type of illness were of 



particular importance because youngsters in the hospital for a longer stay 

and those with a long-term, chronic illness might be more likely to feel 

isolated and lonely. In fact, those in the hospital for a long stay did express 

more feelings of loneliness than those in for a short stay, but the difference 

was not statistically significant (see Table 4.37). Surprisingly, those 

children with an acute illness said that they were lonelier than those with a 

chronic illness, but once again, the difference was not statistically 

significant (see Table 4.38). 

Table 4.37 
Feelings of Loneliness According to Length of Stay. 

Short Long -t 
(n = 30) (n = 32) 

No friends Index 2.37 2.59 -.96 
General feelings Index 2.22 2.53 -1.10 
Making fun Index 2.24 2.52 -1.16 
Have friends Index 3.41 3.60 -.88 
Overall Loneliness Index 2.33 2.63 -1.52 

N = 62, df= 60 



Table 4.38 
Feelings of Loneliness According to Type of Illness. 

Chronic Acute h 
(n = 41) (n = 21) 

No friends Index 2.46 2.52 -.24 
General feelings Index 2.30 2.54 -.80 
Making fun Index 2.44 2.29 .60 
Have friends Index 3.40 3.71 -1.45 
Overall Loneliness Index 2.46 2.52 -.30 

N =62, df= 60 

The research also explored if hospitalized children who do feel 

isolated from normal and daily life as well as from social companionship 

and activity had higher levels of television viewing. This section explores 

the feelings of loneliness that hospitalized children expressed and their 

relationship to television viewing. 

Amount of television viewing was significantly related to scores on 

three of the indices relating to loneliness (see Table 4.39). The "no friends" 

index was significantly related to television viewing both at  home (r = .26, df 

= 60, p < .05) and in the hospital (r = .34, df = 60, p < .01). Television viewing 

within the hospital was significantly related to the "general feelings" of 

loneliness index (r  = .32, df = 60, p < .05) and the "overall loneliness" index (r 

= . 37, df = 60, p < .01). The "making fun" index was significantly related to 

playing video games at home (r = -30, df = 60, p < .05) as well as watching 

live television within the hospital (r = .28, df = 60, p < .05). Interestingly, 

the "have friends" index was not significantly related to any of the viewing 

variables. 



& General _Making: U e  a!!xdl 
F* Feelxn~s m Friends Loneliness 

Television at home .26* .07 .15 .03 .22 
Television at hospital .34** .32* .15 -. 07 .37** 
Videotapes at home -.07 -.07 .07 .0001 -.02 
Videotapes at hospital -.05 .01 .06 -. 01 .01 
Videogames at home .03 .09 .30* .05 .14 
Videogames at hospital .12 .16 .12 -. 05 .13 
Closed-circuit television .08 .06 .19 .18 .17 
Live television .15 .05 .28* .12 .19 

*p<.05 
**p<.o1 

N =  62, df= 60 

92 

Table 4.39 
Overall Correlation Matrix for Feelings of Loneliness. 

When controlling for sex, age, race, length of stay, and type of illness, 

the relationship between amount of television viewing and the three 

loneliness indices were still statistically significant (see Tables 4.40, 4.41, 

4.42, and 4.43). 

Table 4.40 reveals that amount of television viewing a t  home was 

significantly related t o  feelings that one had few friends ("no friends" 

index). This relationship maintained statistical significance under 

conditions of simultaneous controls (5th order partial = .25, df = 55, p < .05). 

Three of the loneliness indices were related to more viewing in the hospital. 

Under conditions of simultaneous controls, amount of television viewing 

within the hospital was significantly related t o  scores on the "no friends" 

index (5th order partial = .40, df = 55, p < .001), the "general feelings" index 

(5th order partial = .33, df = 55, p < .01), and the "overall loneliness" index 

(5th order partial = .41, df = 55, p c .001). There was no relationship between 



viewing at home or in  the hospital and the indices of "making fun" or "have 

friends." 

Table 4.40 
Partial Correlation M a e  for Television Viewing. 

No General Making Have Overall 
Friends Feelings Fun Friends Loneliness 

Viewing at  home 
Overall Correlation .26* .07 .15 .03 .22 
Controlling for: 

Sex .29** .09 .15 .03 .25* 
Age .25* .05 .17 .01 .22* 
Race .27* .08 .15 .02 .23* 
Length of stay .24* .04 . l l  .002 .18 
Type of illness .26* .07 .14 .04 .22* 

5th order partial .25* .04 .14 -.01 .20 

Viewine at  hospital 
Overall Correlation .34** .32* .15 -. 07 .37** 
Controlling for: 

Sex .44*** .38*** .18 -. 09 .46*** 
Age .33** .30** .20 -. 12 .37** 
Race .35** .32** .16 -. 07 .37** 
Length of stay .32** .29** .12 -.I1 .33** 
Type of illness .34** .31** .17 -.I1 .36** 

5th order partial .40*** .33** .19 -. 16 .41*** 

*p<.05 
**p<.o1 

***p<.oo1 
N=62  

There were no statistically significant relationships between 

watching video tapes a t  home or in the hospital and the  feelings of 

loneliness indices (see Table 4.41). 
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Table 4.41 
Partial Correlation Matrix for Watching Video Tapes. 

Playing video games in the hospital was significantly related to 

scores on three of the loneliness indices, under conditions of simultaneous 

controls for the demographic variables (see Table 4.42). It was significantly 

related to scores on the "no friends" index (5th order partial = .25, df = 55, p 

< .05), "general feelings" of loneliness index (5th order partial = .26, df = 55, 

p < .05), and the "overall loneliness" index (5th order partial = .24, df = 55, p 

< .05). Playing video games at  home was significantly related to scores on 

the "making fun" index (5th order partial = .27, df = 55, p < .05). That is, the 

No General Making Have Overall 
Friends Feelings Fun Friends Loneline@ 

Viewing at home 
Overall Correlation -.07 -. 07 .07 .OOOl -.02 
Controlling for: 

Sex -.07 -. 07 .07 ,001 -.02 
Age -.05 -.05 .06 .02 -.01 
Race -. 10 -.I1 .04 .05 -.06 
Length of stay -.09 -. 09 .05 -. 02 -.05 
Type of illness -. 06 -. 04 .05 .06 -.01 

5th order partial -.01 -. 09 -.02 .10 -.06 

view in^ at hospital 
Overall Correlation -. 05 .01 .06 -.01 .01 
Controlling for: 

Sex .03 .06 .08 -. 03 -.08 
Age -. 06 -.01 .07 -. 03 -.003 
Race -. 10 -. 05 .0004 .07 -.05 
Length of stay -.08 -. 03 .02 -. 04 -.04 
Type of illness -. 04 .02 .04 .02 -.02 

5th order partial -. 05 -.02 -.01 .07 -.01 

N = 62 



amount of video game playing a t  home was related to  feelings that other 

children are making fun of him or her. 

Table 4.42 
Partial Correlation Matrix for Playing Video Games. 

NQ General Making b Qverall 
W Friends Loneliness Friends Fee l i n~s  

P - a t  home 
Overall Correlation .03 .09 .30* .05 .14 
Controlling for: 

Sex .10 .14 .33** .04 .21* 
Age .03 .10 .06 .05 .14 
Race -.01 .05 .27* .11 .lo 
Length of stay .003 .06 .28* .03 .11 
Type of illness .03 .10 .29** .07 .15 

5th order partial .08 .12 .27* .12 .18 

play in^ in the h o s p i d  
Overall Correlation .12 .16 .12 -.05 .13 
Controlling for: 

Sex .23* .24* .15 -.07 .23* 
Age .13 .17 .11 -.05 .13 
Race .09 .13 .08 .01 .10 
Length of stay .11 .15 .11 -.06 .I2 
Type of illness .13 .I8 .10 -. 02 .14 

5th order partial .25* .26* .10 .04 .24* 

*p<.05 
**p<.o1 

N=62  

Watching alternative programming in  the hospital was related, 

under conditions of simultaneous controls, t o  two loneliness indices (see 

Table 4.43). Interestingly, having friends ("have friends" index) was 

significantly related to watching closed-circuit television (5th order partial 

= .24, df = 55, p < .05). On the other hand, watching live television was 



significantly related to scores on the "making fun" index (5th order partial = 

.28, df = 55, p < .05). 

Table 4.43 
Partial Correlation Matrix for Alternative Program Viewing in the 

HospitaL 

N!2 CSeneralMaklng.Have Overall 
Friends Feelin= Fun Friends Loneliness 

aosed-circuit Television 
Overall Correlation .08 .06 .19 .18 .17 
Controlling for: 

Sex .10 .07 .20 .17 .19 
Age .07 .05 .20 .17 .16 
Race .05 .02 .16 .24* .13 
Length of stay .06 .04 .17 .16 .14 
Type of illness .08 .06 .16 .19 .I7 

5th order partial .04 .01 .14 .24* .13 

J Jve Television 
Overall Correlation .15 .05 .28* .12 .19 
Controlling for: 

Sex .19 .07 .29** .I1 .22* 
Age .14 .04 .29** .10 .18 
Race .13 .03 .26* .16 .17 
Length of stay .14 .04 .27* .11 .I7 
Type of illness .16 .07 .27* .16 .20 

5th order partial .15 .05 .28* .19 .20 

*p<.05 
**p<.o1 

N=62  

The analysis so far revealed a relationship between viewing, 

particularly when hospitalized, and scores on three of the indices of 

loneliness. The next section explores youngsters' attitudes toward 

television and their motivations for watching, and how they relate to 

feelings of loneliness and isolation. 



Overall, attitudes toward viewing were significantly related to 

expressing feelings of loneliness (see Table 4.44). Scores on the affinity, or 

attachment to television, index were significantly related to scores on all 

five loneliness indices, including the "no friends" index (r  = .32, df = 60, p < 

.05), "general feelings" of loneliness index (r  = .40, df = 60, p < .01), the 

"making fun" index (r = .43, df = 60, p < .0 I), "have friends" index (r  = -.30, df 

= 60, p < .05), and the "overall loneliness" index (r = .46, df = 60, p < .01). 

Scores on the perceived reality index were significantly related to scores on 

three of these indices, including the "no friends" index (r =.27, df = 60, p < 

.05), the "making fun" index (r  = .28, df = 60, p < .05), and "overall 

loneliness" index (r = .28, df = 60, p < .05). 

Table 4.44 
Overall Correlation Matrix for Attitudes Toward Viewing. 

No General ma kin^ Have Overall 
F'rznds Feelin~sj l&uh Loneliness 

A€hiY .32* .40** .43** -.30* .46** 

Perceived Real& .27* .12 .28* .01 .28* 
*p<.05 

**p<.o1 
N = 6 2 , d f = 6 0  

When controlling for sex, age, race, length of stay, and type of illness, 

these relationships retained statistical significance (see Table 4.45). Scores 

on the affinity index were still significantly related to scores on all feelings 

of loneliness indices, including: "no friends'' (5th order partial = .35, df = 

55, p < .005), "general feelings" of loneliness (5th order partial = .44, df = 55, 



p < .0001), "making fun" (5th order'partial = .42, df' = 55, p < .001), the 

overall category of "loneliness" (5th order partial = .49, df = 55, p < .0001), 

and was inversely related to the "have friends" index (5th order partial = - 
-30, df = 55, p < .05). Thus, i t  appeared that feeling lonely and being 

attached to television were related. Similar scores on the perceived reality 

index were still significantly related to scores on the "no friends" index (5th 

order partial = .25, df = 55, p < .05), the "making fun" index (5th order 

partial = .26, df = 55, p < .05), and the overall category of "loneliness" (r = .29, 

Table 4.45 
Partial Correlation Matrix for Attitudes Toward Viewing. 

& General Making Have Overall 
Friends Feelings Friends - 

Affinitv 
Overall Correlation .32* .40** .43** -.30* .46** 
Controlling for: 

Sex .33** .40*** .43*** -.30** .47*** 
Age .33** ,41*** .42*** -.29** .47*** 
Race .32** .40*** .43*** -.31** .46*** 
Length of stay .32** ,40*** .42*** -.31** .46*** 
Type of illness .33** .42*** .42*** -.28** .47*** 

5th order partial .35** .44*** .42*** -.30** .49*** 

Perceived Reality 
Overall Correlation .27* .12 .28* .01 .28* 
Controlling for: 

Sex .26* .12 .28* .02 .27* 
Age .27* .13 .29* .02 .28** 
Race .24* .09 .25* .08 .25* 
Length of stay .27* .12 .29** .01 .28* 
Qpe of illness .27* .12 .29** .01 .28* 

5th order partial .25* .08 .26* .08 .29** 

*p<.o5 
**p<.o1 
***p<.001 

N =  62 



The specific motivations for watching were also thought t o  be related 

to loneliness in youngsters. This section will address how youngsters use 

television in relation to feelings of isolation and loneliness. 

There were a number of statistically significant relationships between 

scores on the motivations for viewing indices and scores on the feelings of 

loneliness indices (see Table 4.46). Viewing to  forget or escape was 

significantly related to two of the five indices of loneliness, including items 

on the other kids "make fun" index (r = .35, df = 60, p < .01) and the "overall 

loneliness" index (r  = .26, df = 60, p < .05). Viewing for companionship had 

the strongest relationship with feelings of loneliness. Companionship was 

significantly related to four of the five indices, including scores on the "no 

friends" index (r = .40, df = 60, p < .01), "general feelings" index (r = .25, df = 

60, p < .05), other kids "make fun" index (r  = .41, df = 60, p < .01), and the 

"overall loneliness" index (r  = .41, df = 60, p < .01). Viewing for 

entertainment and relaxation was significantly related t o  scores on the 

other kids "make fun" index (r = .27, df = 60, p < .05). Viewing out of habit or 

t o  pass the time was significantly related to scores on both the other kids 

"make fun" index (r = .46, df = 60, p < .01) and the "overall loneliness" index 

(r = .28, df = 60, p < .05). Viewing for arousal or excitement or for learning 

were not significantly related to any of the five loneliness indices. 



Table 4.46 
Overall Correlation Matrix for Motivations for Viewing. 

&2 General Making Have Overall 
Friends Feelings Fun Friends Lonelinesg 

Escape .18 .10 .35** -.04 .26* 
Companionship .40** .25* .41** -.24 .41** 
Excitement .003 -. 03 .20 -.05 .04 
Entertaidelax .09 .03 .27* .02 .I6 
Learning .ll -. 04 .25 .02 -12 
Habieass Time .11 .13 .46** -.I3 .28* 

*pc.05 
**p<.o1 
N= 62, df= 60 

When controlling for sex, age, race, length of stay, and type of illness, 

all but two of the relationships maintained statistical significance (see 

Tables 4.47, 4.48, and 4.49). Scores on the viewing to  forget or to escape and 

viewing for companionship indices were significantly related to  scores on 

several feelings of loneliness indices (see Table 4.47). Viewing to 

forgeuescape was significantly related to the "making fun" index (5th order 

partial = .33, df' = 55, p < .01) and "overall loneliness" index (5th order partial 

= .27, df = 55, p < .05). Viewing for companionship was significantly related 

to all of the loneliness indices, including: "no friendsJ' (5th order partial = 

.40, df = 55, p < .001), "general feelings" of loneliness (5th order partial = .23, 

df = 55, p < .05), "making fun" (5th order partial = .42, df = 55, p < .001), 

"have friends" (5th order partial = -.26, df = 55, p < .05), and the overall 

category of "loneliness" (5th order partial = .41, df = 55, p < .001). 



Table 4.47 
Partial Correlation Matrix for Motivations for Viewing. 

& Generd Making H m  Qverall 
Friends Feelin~s Fun Friends Lonelinesg 

EscaDe 
Overall Correlation .18 .10 .35** -.04 .26* 
Controlling for: 

Sex .16 .08 .34** -.04 .24* 
Age .21* .13 .34** -.02 .28* 
Race .17 .08 .33** -.O 1 .24* 
Length of stay .20 .12 .36** -.03 .28* 
Type of illness .I9 .11 .34** -.03 .26* 

5th order partial .I9 .I1 .33** .02 .27* 

Com~anionsh i~  
Overall Correlation .40** .25* .4 I** -.24 .41** 
Controlling for: 

Sex .42*** .26* .42*** -.24* .43*** 
Age .39*** .24* .43*** -.26* .41*** 
Race .40*** .24* .41*** -.23* .41*** 
Length of stay .39*** .24* .40*** -.26* .40*** 
Type of illness .40*** .25* .42*** -.25* .41*** 

5th order partial ,40*** .23* ,42*** -.26* .41*** 

*p< .05 
**p<.o1 

***p<.oo1 
N = 6 2  

7 

Viewing for entertainment and relaxation was also significantly related to 

scores on the "making fun" index. Viewing for excitement or for arousal, 

on the other hand, was not significantly related to scores on any feelings of 

loneliness indices (see Table 4.48). Viewing for relaxation/ entertainment 

was significantly related to items on the "making fun" index (5th order 

partial = .27, df = 55, p < .05). 



Table 4.48 
Partial Correlation Matrix for Motivations for Viewing. 

No General Making Have Overall 
Friends -8 Fun MS Lonelines6 

Excitement 
Overall Correlation .003 -. 03 .20 -.05 .04 
Controlling for: 

Sex .04 -.01 .22* -.06 .08 
Age .03 -.01 .I9 -.03 .06 
Race -.02 -. 07 .18 -.01 .01 
Length of stay -.01 -. 05 -19 -.06 .02 
Type of illness .01 -.01 .I9 -.01 .05 

5th order partial .06 .004 .16 .02 .07 

Entertainmelax 
Overall Correlation .09 .03 .27* .02 .16 
Controlling for: 

Sex .10 .03 .27* .02 .18 
Age .10 .04 .26* .03 .17 
Race .07 -.003 .24* .06 .14 
Length of stay .10 .03 .28* .03 .I8 
Type of illness .09 .02 .27* .01 .16 

5th order partial .12 .03 .27* .07 .I9 

*p<.05 
N = 62 

Finally, viewing to pass the time was significantly related to scores on two 

loneliness indices (see Table 4.49) -- the "making fun" index (5th order 

partial = .45, df = 55, p < .0001) and the "overall loneliness" index (5th order 

partial = .32, df = 55, p < .01). Viewing to learn was not significantly related 

to any feelings of loneliness. 



Table 4.49 
Partial Correlation Matrix for Motivations for Viewing. 

No General Making Have Overall 
Friends Fee l in~s  Fun Friends Lonelines8 

Learning 
Overall Correlation . l l  -. 04 .25 .02 .12 
Controlling for: 

Sex .I1 -. 05 .24* .02 .12 
Age .15 -.01 .23* .05 .14 
Race .07 -. 11 .20 . l l  .07 
Length of stay .13 -. 03 .27* .03 .15 
Type of illness .12 -.02 .23* .06 .13 

5th order partial .16 -. 03 .21 .I9 .15 

HabiUPass Time 
Overall Correlation .11 .13 .46** -.I3 .28* 
Controlling for: 

Sex .16 .15 .48*** -.I4 .33** 
Age .12 .14 .46*** -.I2 .29** 
Race .09 .10 .45*** -.08 .26* 
Length of stay .10 . l l  .45*** -.I4 .26* 
Type of illness .11 .13 .46*** -.I2 .28** 

5th order partial .16 .14 .45*** -.lo .32** 

*p<.05 
**p<.o1 

***p<.oo1 
N = 62 

In short, feelings of loneliness were significantly related to television 

viewing for escape, companionship, entertainmentlrelaxation, and to pass 

the time. 

In sum, this research was conducted to answer four research 

questions and related hypotheses. These research questions focus on the 

special context of hospitalized children. Hospitalized children may turn to 

television in order to escape a lonely and isolated environment. By 

examining program viewing levels and preferences, attitudes toward 



television, and motivations for watching, the research explored how much 

and why these children watch television. The next section will explore the 

results and discuss the findings in further detail. 



feelings may be prolonged, thus, increasing the child's use of television. By 

examining program viewing levels and preferences, attitudes toward 

television, and motivations for watching, this research explored if and why 

these children watch large amounts of television. 

The first research question addressed the amount of time 

hospitalized children spend watching television. The results showed that 

the youngsters in the sample watched slightly more television in the 

hospital as compared to home; the difference, however, was not statistically 

significant. On the average, they watched 4.57 hours of television a day in 

the hospital and 4.35 hours a day a t  home. These results closely match the 

research of Guttentag et al. (1981), which found that hospitalized children, 

on the average, watch 3.9 hours per day during the week, 4.3 hours on 

Saturdays, and 4.5 hours on Sundays. These results are much lower than 

Bordeaux's (1988) estimate that hospitalized children watch as much as 

eight hours of television a day. 

On a daily basis, this sample of hospitalized children appeared to 

watch more television both at home and in the hospital than 

nonhospitalized children watch. Nielsen (1990) generally reports that most 

children watch three to four hours of television a day. The hospitalized 

children in this sample watched an average of four to five hours of 

television a day. Thus, television viewing does indeed appear to be a 

prominent activity in the hospitalized child's daily routine. 

Hospitalized children also spend a considerable amount of time with 

alternative programming, including videocassette recorders, closed-circuit 

television stations, live shows created by the hospital, and even video 
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games. Video tapes appeared to be the most popular type of alternative 

programming. The youngsters watched video tapes for an average of 2.24 

hours a day while in the hospital. As well, hospitalized youngsters appear 

to spend a large amount of time playing video games (1.76 hours a day), a 

similar amount of time watching closed-circuit television (1..69 hours a 

day), and a small amount of time watching live television (.82 hour a day). 

In total, hospitalized youngsters spend a daily average of 11.08 hours 

watching television, video tapes, closed-circuit television, live television, 

and playing video games. I t  appears as though hospitalized spend a 

considerable amount of time with media that they may become actively 

involved with: by video tapes, video games, or watching the closed-circuit 

television station. Since live programming was only offered on a periodic 

basis in one of the two hospitals, this type of programming could not be 

thoroughly examined. Even though Bordeaux's (1988) estimate of daily 

television viewing by hospitalized children was larger than the results of 

this study, when television viewing is coupled with these alternative forms 

of programming, the estimates are about the same. Hospitalized children 

are watching large amounts of television and alternative programming. 

Age-related and race-related differences were also explored because 

in the "normal" population, younger children and nonwhites watch more 

television than older children (Schramm et al., 1961; Lyle & Hoffian, 1972; 

Greenberg, 1974; Rubin, 1977) or whites (Greenberg & Dominick, 1969; 

Greenberg & Dervin, 1970; McIntyre & Teevan, 1972; Tagney & Feshbach, 

1988; Stroman, 1984). Gender was also explored since males and females 

may react to loneliness, a lack of friendships, and the overall context of the 



hospital in  quite different ways, and there are also possible gender-related 

differences in viewing. 

Age was related to television viewing in the hospital, but not a t  home. 

Hospitalized adolescents watched significantly more television than 

preadolescents. This finding is partly consistent with the research of 

Guttentag et al. (1981, 1983), which found that while older children watched 

more television, there was no significant relationship between age and 

viewing level. In addition, adolescents watched significantly more video 

tapes in the hospital as compared to home. The older children may feel less 

support and companionship in the hospital context as compared to home, 

thus turning to television. Hospitalized adolescents are cut off from their 

school peer groups a t  a time when they need them the most. Peer 

relationships are important in adolescence, and if these youngsters do not 

establish and maintain "healthy" or "successful" relationships with their 

peers during this time, they are more likely to feel lonely and isolated 

(Ginsberg et al., 1986; Weiss, 1989). 

There were a number of gender differences in viewing, both a t  home 

and in the hospital. In general, hospitalized males watched significantly 

more television and turned to  significantly more alternative programming 

(video tapes and video games) than females. This finding somewhat 

supports previous research on hospitalized children by Guttentag et al. 

(1981, 1983). Guttentag et al. (1981) found no significant relationship 

between sex of the hospitalized child and viewing time, but in a later study 

(Guttentag et al., 1983) they found that with the introduction of alternative 

programming (closed-circuit television), boys watched more than girls. 



Thus, i t  appears that boys, compared to  girls, are more likely to watch 

television and turn to alternative programming in the hospital context. 

Research (Thorne, 1986) has shown that males show support in their 

relationships through physical play and activity. Since the hospital context 

does not allow for this play and activity, perhaps males have no other 

alternative but to  turn to  another activity-filled medium - television. Future 

research should explore the reasons for this difference. 

Finally, there were some statistically significant viewing differences 

in the amount of time spent viewing alternative programming between 

whites and nonwhites. Nonwhites watched significantly more closed- 

circuit television and more video tapes in the hospital than whites. In 

addition, nonwhites, compared to whites, played significantly more video 

games both a t  home and within the hospital. This finding confirms 

previous research that has found that nonwhites use greater amounts of 

television than whites in the "normal population" (Greenberg & Dominick, 

1969; Greenberg & Dervin, 1970; McIntyre & Teevan, 1972; Tagney & 

Feshbach, 1988; Stroman, 1984). 

The first hypothesis predicted that amount of viewing and length of 

confinement to  the context of the hospital would be related positively. In 

the hospital, youngsters may turn to television in order t,o escape from a 

lonely, isolated, and uncertain environment, especially if confined for a 

long period of time. This hypothesis was supported. Those in the hospital 

for a longer stay (6 days or longer) watched significantly more television 

both a t  home and within the hospital and more video tapes in the hospital 

than those in for a short stay (5 days or shorter). These results also support 



previous research pertaining to viewing in the hospital context and the 

contextual uses of television. Hospitalization, where people may feel 

confined, may bring about diversionary uses of television (Rubin and Rubin, 

1981) . In particular, these earlier studies suggested that social conditions 

(e.g., physical confinement) and communication behaviors (e.g., 

interpersonal interaction reduction) had significant implications for 

television use. Similarly, hospitalized children may experience feelings of 

confinement, anxiety, and isolation. They may turn to television to 

compensate for these feelings, particularly when they have been ill and in 

the hospital for a long period of time. Children in the hospital often 

experience physical health difficulties and possible mobility problems. In 

addition, their ability and opportunity to interact with others is probably 

quite limited within the context of the hospital, particularly when they have 

been ill and confined for long periods of time. Thus, context appears to have 

an impact on television use; in particular, the hospital context is related to 

increased television use. 

In addition, youngsters with long-term, chronic illnesses may turn 

to television to overcome loneliness and to compensate for the support 

normally provided by friends. The second hypothesis predicted that amount 

of viewing and the type of illness (chronic, acute) would be related 

positively. This hypothesis was not supported; amount of television viewing 

did not differ by type of illness. In other words, those children hospitalized 

with a chronic illness did not watch more television than those children 

hospitalized with an acute illness. Perhaps, children with chronic 

illnesses go to  the hospital more frequently. Since they are confined to the 



hospital so often, they may develop friendships with the health Care staff 

and thus gain a social circle of friends a t  the hospital. This interpersonal 

interaction may decrease the desire to turn to television. In addition, these 

youngsters have become more familiar with the hospital environment than 

those children in the hospital for the first time. Those children with a 

chronic illness may even be more familiar with their illness, thus they may 

not feel as  uncertain or isolated as those youngsters with a sudden, acute 

illness. Those with a chronic illness thus may have the comfort of a 

familiar environment as  well as a familiar network of friends. Those 

children with an acute illness may be uncertain and isolated, thus turning 

to the comforts and familiarity of television. 

The first research question also asked about hospitalized children's 

favorite programs. Program preferences were explored according to the 

age, sex, race, length of stay, and illness of the hospitalized child. Most of 

the youngsters said they preferred entertainment programs; in particular, 

most preferred, as well as  watched, children's entertainment and comedy 

programs. Talk-interview programs were not preferred o r  watched by any 

of the youngsters. These results are similar to Rubin's (1977) research 

which found that nonhospitalized children typically prefer comedies. 

Thus, hospitalized children's program preferences do not appear to differ 

from the "normal" population of children. These results, however, differ 

from those of Guttentag et al. (1983) and Bordeaux (1988) who found that 

hospitalized children view primarily adult-oriented television programs, 

such as  soap operas and game shows because there are few children's 

programs in the weekday afternoons when children watch a considerable 



amount of television. Youngsters with a chronic illness did watch more 

soap operas: 10% of the chronic patients watched daytime serials and 20% 

watched nighttime serials. The children in this sample may have not 

turned to more adult-oriented programming because they had the options of 

watching video tapes, closed-circuit television, playing video games, and in 

some cases, watching live television during the hours adult-oriented 

programs are typically broadcast on television. 

The only statistically significant differences in program preference 

were among the preadolescents and adolescents, and among the boys and 

girls. Specifically, preadolescents preferred children's entertainment 

programs and adolescents chose comedies as their favorite. The older 

youngsters also appeared to have more diverse program preferences. This 

finding supports past research that found that as  children grow up, their 

viewing preferences become more diversified (Lyle, 1972). Boys and girls 

also had different program preferences. Entertainment programs were 

preferred by the girls, and comedies were preferred by the boys. Like the 

adolescents, the boys appeared to have more diverse program preferences. 

These findings are also supported by previous research in the "normal" 

population. 

There were no significant differences in program preference 

according to length of stay in the hospital or according to type of illness. 

Yet, those with an acute illness appeared to have more diverse program 

preferences, preferring children's educational programs, game shows, 

movies, and nighttime serials. On the other hand, soap operas appeared to 

be a favorite for those with a chronic illness. Perhaps hospitalized children 



with long-term illnesses are used t o  being in ill health or immobile, and 

instead of attending school, are accustomed t o  watching the adult-oriented 

programming continually aired in the afternoons. 

Not only do youngsters watch television and prefer certain types of 

programs over others, but they also have certain attitudes about television. 

Greenberg (1974) and Rubin (1977, 1979) found that children's attitudes 

toward television and their reaction toward the realism of television content 

corresponds to  their affinity with the medium. In other words, the child's 

attachment to television is related to his or her acceptance of television as 

portraying an accurate reflection of life. Television apparently meets 

certain social needs for children and adolescents. This concept particularly 

applies to hospitalized children who may become closely attached to 

television because it meets their personal and social needs. Children in the 

hospital are isolated from their friends, school, and possibly even their 

family, and thus may turn to television for its familiarity and social 

companionship. 

The second research question focuses on the intensity of attachment 

t o  television and the perceived reality of television content. The second 

research question asks: What are hospitalized children's attitudes toward 

television? How intensive are their attachments to  the medium and how 

does this relate to  their perceived reality of the medium and its content? 

Two indices, the Affinity Index and the Perceived Reality Index, were 

utilized to  answer this research question. Hospitalized children averaged a 

score of 2.90 on the Affinity Index and a score of 3.05 on the Perceived 

Reality Index. Rubin's (1977) research on nonhospitalized children, in 



contrast, averaged a score of 1.99 on the Affinity Index and a score of 2.19 on 

the Perceived Reality Index. Thus, hospitalized children appear to be more 

attached to television and are more likely to perceive the medium as real as 

compared to the "normal" population. Since children in the hospital are 

isolated from their friends, school, and possibly even their family, perhaps 

they may turn t o  television for the familiarity and companionship i t  

provides. Research has shown that television meets certain social needs for 

children and adolescents. This concept also applies to hospitalized 

children who may become closely attached to television because i t  meets 

certain personal and social needs for them in the hospital. 

The youngsters' attitudes did not significantly differ by age, gender, 

race, length of stay, or type of illness. The one significant difference in 

attitudes was between whites and nonwhites. Nonwhites perceived 

television as  significantly more real in comparison to whites. Perhaps, 

nonwhites feel even more uncertain, isolated, and lonely in the hospital 

environment, especially since the majority of interaction may be with white 

staff and health care providers. Thus, nonwhites may turn to television 

and use the medium for certain personal and social needs not fulfilled by 

others around him or her. 

The study also examined if attitudes toward television were related t o  

viewing measures. In other words, were scores on the Perceived Reality 

Index and the Affinity Index related to the measures of media exposure 

(television viewing, video tapes, video games, and other forms of alternative 

programming)? Most of the measures of media exposure, however, were 

not related to the respondents' attitudes toward viewing. Thus, how much 



hospitalized children watched television was not an indicator of how 

attached he or she was to the medium. In fact, the only statistically 

significant relationship was between scores on the AMinity Index and the 

amount of time spent playing video games a t  home. 

On the other hand, hospitalized children tended to perceive 

alternative programming in the hospital, including video tapes, video 

games, and closed-circuit television, as real. Perhaps alternative 

programming allows children to become actively involved in an 

environment where they usually have minimal control. If youngsters 

become actively involved, they may be more likely to perceive the medium as 

real. Unlike television, youngsters can actively manipulate which video 

tapes and video games they watch and play and when they watch and play, 

thus making it  more real and believable. Moreover, closed-circuit 

programming allows children who are immobile or cannot leave their 

rooms the opportunity to become involved with projects and other children 

just from watching their television screen. 

There were some statistically significant relationships between the 

viewing measures and attitudes toward television, after controlling for 

gender, age, race, length of stay, and type of illness. In general, the 

children expressed more attachment to television in relation to viewing a t  

home, but not in the hospital. Conversely, there was no relationship 

between viewing a t  home and scores on the Perceived Reality Index, but 

there was a statistically significant relationship between scores on this 

index and amount of viewing in the hospital. It appears as  though 

youngsters' attitudes toward television change depending on the context. 



At home, hospitalized children are strongly attached to television, but once 

they are in the hospital, that attachment is weakened. In the hospital, 

youngsters strongly perceive television as real, but once they are home, they 

are less likely to perceive television as  real. Perhaps, when youngsters are 

in the comfortable and supportive surrounding of their home, they are 

attached to television for the entertainment and opportunities for 

interaction that i t  provides with family and friends. Yet, in the hospital, 

youngsters may feel uncertain and isolated. Television is not a vehicle for 

interaction since one's friends and family are not around. Instead, 

youngsters turn to television to learn and t o  meet personal and social needs 

which are otherwise unfulfilled in the hospital. 

Thus far, this research has investigated the prevalence of television 

viewing, the dominant program preferences, and the attitudes that 

hospitalized children express toward television. Yet, what are the 

youngsters' motivations for watching a t  all? Children in the hospital may 

be much more attentive and emotionally sensitive to television, particularly 

if they are immobile, in isolation, or have been in the hospital for a long 

period of time. Thus, these children may be using television in quite 

different ways from the general population. 

The third research question asked: what are hospitalized children's 

motivations for watching television and how do they use television on a day- 

to-day basis? Six indices of motivations were used to answer this research 

question: companionship, learning, relaxatiodentertainment, habiupass 

time, forgeuescape, and arousallexcitement. Youngsters appeared to view 

primarily to pass the time, with viewing for entertainment and relaxation 



and companionship following close behind. Viewing to forget or escape and 

for arousal or excitement were weaker motivations, and viewing to learn 

was the weakest motivation for watching television. These motivational 

responses match the "normal" population to some extent. Rubin (1977, 

1979) found that the predominant reason for watching was to pass the time 

or out of habit. Viewing for relaxation and arousal were next, with viewing 

to learn as the least popular reason for watching. Like the "normal" 

population, i t  appears that hospitalized children watch television primarily 

to pass the time. Yet, in comparison to nonhospitalized children, 

hospitalized children appeared to more strongly identify with the 

companionship and escape motivations. Hospitalized children may be 

using television when their family and friends are not around. The 

youngsters may also use the medium to escape from the lonely and isolated 

environment of the hospital; they may be compensating for a lack of social 

interaction and activity. Future research needs to further explore these 

underlying reasons for viewing television. 

Hospitalized children who express feelings of isolation and 

uncertainty may come to depend on television on a daily basis. This 

dependence on television may reflect a ritualistic-type gratification such as  

using the medium to pass the time or for companionship. The third 

hypothesis posited that the viewing motivations of time passing, 

companionship, entertainmendrelaxation, excitement, and escape would 

be positively related to length of confinement and having a chronic illness. 

This hypothesis was not supported. There were no statistically significant 

differences in expressed motives for viewing between those children 



hospitalized for a short stay and those hospitalized for a longer stay. There 

were also no statistically significant differences in television usage between 

those youngsters with an acute illness and those with a chronic illness. 

However, all children, short and long term, acute and chronic, appeared to 

view for time consumption, companionship, entertainment, relaxation, 

habit, excitement, and escape above the learning motivation. 

Even though the hypothesis was not supported, it  is apparent that the 

hospital context brings about a ritualized use of television. Ritualized 

viewing is habitual and frequent, not purposeful and selective. Immobility 

and social isolation may lead to the seeking of ritualistic-type gratifications, 

such as watching to pass time, for entertainment and relaxation, or for 

companionship. Youngsters have plenty of time on their hands in the 

hospital, particularly if there is nothing to do or no one to talk to. Television 

provides an easily accessible and entertaining means to make the time go a 

little faster. 

On the other hand, the fourth hypothesis examined if viewing for 

informational gratification (learning) was inversely related to length of 

confinement and type of illness. This hypothesis was also not supported, 

since there were no statistically significant differences in television usage 

between those children with a short stay and those with a longer stay, as 

well as no statistically significant differences in television usage between 

those youngsters with an acute illness and those with a chronic illness. 

The only differences in demographic variables were for age and race. 

Preadolescents and nonwhites were significantly more likely than 

adolescents and whites to use television for learning. 



\ 
Once again, i t  is apparent that hospitalized youngsters are primarily 

involved with ritualized, not instrumental viewing. Instrumental viewing 

is more purposeful, selective, and goal-oriented, and not necessarily 

recurrent or characterized by a h g h  regard for television. Yet, there were 

two exceptions: preadolescents and nonwhites. Since research has shown 

that preadolescents tend to perceive television content as real and t o  use the 

content as a model for social play when they are young, this finding was not 

surprising (Lyle & Hoffman, 1972). Preadolescents often use television 

content to create stories and daydream, and thus they learn from the 

medium. Nonwhites may use television to adjust to a lifestyle different 

from their own; they are surrounded by a primarily white staff and team of 

health care professionals. In addition, as was seen in regard to the second 

research question, nonwhites were significantly more likely to perceive 

television as real, thus it  seems natural that they would also learn from the 

medium. 

The third hypothesis also predicted that viewing for time 

consumption, companionship, entertainment and relaxation, excitement, 

and escape would be positively related to program affinity. Hospitalized 

children who express feelings of isolation and uncertainty may become 

attached to television. This dependence, or affinity for television, may lead 

to the seeking of ritualistic-type gratifications such as using the medium to 

pass the time or for companionship. This hypothesis was largely 

supported. Amnity was significantly related to  the following motivations: 

escape or forget, companionship, entertainment and relaxation, and habit 

or time consumption. However, viewing for arousal or excitement was not 



significantly related to program affinity. This exception may be due to the 

fact that viewing for arousal was not a very popular motivation for 

hospitalized children in  the first place. Once again, hospitalized children 

appear to e gage in ritualistic viewing. This type of viewing emphasizes a i 
heightened affinity with television. Thus, youngsters using television to 

pass the time and for ritualistic-type gratifications are attached to the 

medium. Yet, ritualis tic 'viewing may not involve arousal or excitement 

motivations for hospitalized children. Yet, when controlling for sex, age, 

race, length of stay, and type of illness, the motivations of escape, 

companionship, entertainment, and time consumption, as well as the 

arousal motivation were significantly related to program affinity. 

The fourth hypothesis predicted that viewing for informational 

gratification would be positively related to levels of perceived realism. This 

hypothesis was also largely supported. Perceived reality was significantly 

related to learning. However, perceived reality was also significantly 

related to viewing for arousal and excitement, to forget or escape, and for 

relaxation and entertainment, even when controlling for sex, age, race, 

length of stay, and type of illness. Instrumental viewing is more 

purposeful, selective, and goal-directed. These youngsters may thus use 

television not only to learn, but to be aroused, to forget, or to relax and be 

entertained. Children in the hospital may be much more attentive and 

emotionally sensitive to television, particularly if they are immobile, in 

isolation, or have been in the hospital for a long period of time. 

There were a number of significant relationships between why the 

youngsters watched television and how much they watched both a t  home 



and within the hospital. All six motivational indices were related to a t  least 

one type of viewing (television, video tapes, video games, closed-circuit, and 

live television), even under conditions of simultaneous controls. The 

learning motivation appeared to the have the most relationships; learning 

related to watching video tapes a t  home and within the 

video games a t  home and within the hospital, and 

watching closed-circuit and live television. Thus, i t  appears that how 

youngsters use television and other alternative programming was strongly 

related to how much they use television. 

The final section of this research dealt with possible feelings of 

loneliness and a lack of friendships that youngsters might experience in 

the hospital. The hospitalized child, isolated from normal and daily life as 

well as from social companionship and activity, may turn to the comforts of 

television. This section explored whether hospitalized children were in fact 

lonely when hospitalized and if so, if there was a relationship between 

loneliness and television viewing. The fourth research question asked: Do 

hospitalized children express feelings of loneliness and isolation within the 

context of the hospital? If they do express these feelings, are they related to 

television viewing and viewing motivations? 

These hospitalized youngsters did not express very strong feelings of 

loneliness. In fact, on the average, most of the youngsters said that they felt 

like they had friends and were not lonely. There was only one statistically 

significant difference, when dividing the sample according to sex, age, 

race, length of stay, and type of illness: girls were significantly more likely 

than the boys to  feel as though they had no friends and that they had lost 



their friends a t  school. Thus, girls may have a more difficult time dealing 

with the hospital context. In fact, research (Thorne, 1986) has shown that 

females feel a sense of support from others when there is an opportunity to 

engage in intimate and affective conversation in the relationship. Yet, in 

the context of the hospital females are unlikely to  feel this support from 

others. Other peers are often isolated, moved around the hospital, and even 

discharged from the hospital. Future research needs to examine this 

finding in further detail. 

\ Length of stay in the hospital and type of illness were of particular 

importance since those youngsters in the hospital for a longer stay and 

those with a long-term, chronic illness may be more likely to feel isolated, 

uncertain, and lonely. In fact, those in the hospital for a long stay did 

express more feelings of loneliness than those for a short stay, but the 

difference was not statistically significant. Surprisingly, those children 

with an acute illness said that they were lonelier than those with a chronic 

illness, but once again, the difference was not statistically significant. As 

stated earlier, perhaps those children with chronic illnesses must go to the 

hospital on a periodic basis. Since they are confined t o  the hospital so often, 

they may develop fi-iendships with the health care staff and thus gain a 

social circle of friends a t  the hospital. In addition, these youngsters have 

become more familiar with the hospital environment than those children in 

the hospital for the first time. Those children with a chronic illness may 

have even become more familiar with their illness, thus not feeling as  

uncertain and isolated, like those youngsters with a sudden, acute illness. 

Those with a chronic illness have the comfort of a familiar environment as 



well as a network of friends. Those children with an acute illness are 

uncertain and isolated of their illness and their surroundings. 

Loneliness, isolation, and uncertainty may lead hospitalized children 

to use the media, particularly television, as a substitute for lack of social 

activity. Amount of viewing was significantly related to several feelings of 

loneliness, even when controlling for sex, age, race, length of stay, and type 

of illness. In particular, feelings that one has no friends was significantly 

related t o  television viewing both at home and within the hospital. Feelings 

that other people are making fun was significantly related to playing video 

games at  home. General feelings that one is lonely as well as overall 

feelings of loneliness (e.g., "I am lonesome") were significantly related to 

television viewing within the hospital. Interestingly, feelings of having 

friends were not significantly related to any of the viewing variables. 

As stated earlier, loneliness may be reflected as a feeling state or as a 

J' 
trait that is inherently part of an individual. It appears as though feelings 

that one has no friends and that others make fun may reflect trait 

loneliness since these feelings were expressed a t  home and then carried 

into the hospital context. The youngsters expressing trait loneliness are 

likely to always feel lonely and isolated, despite whether they are in the 

hospital or not. On the other hand, general feelings and overall feelings of 

loneliness appear to reflect state loneliness. That is, youngsters expressing 

state loneliness only feel lonely in an isolated and uncertain environment 

such as the hospital. Future research needs to explore this idea in further 

detail. 



Even further, hospitalized children may watch television t o  

compensate for the companionship, stimulation, and support normally 

provided by friends, particularly if they have been isolated from the friends 

over a long period of time. Youngsters may become attached to television, 

almost like a companion. Thus, youngsters' attitudes toward television and 

their motivations for watching were examined in relation to loneliness. 

Attitudes toward viewing were significantly related to expressing 

feelings of loneliness. Attachment to television, or affinity, was 

significantly related t o  all five loneliness indices and perceived reality was 

significantly related to three of the loneliness indices, even when 

controlling for sex, age, race, length of stay, and type of illness. Thus, it  

appears as though hospitalized children's attitudes toward television are 

related to  their feelings of loneliness and isolation. Youngsters who are 

lonely and isolated appear to become attached to television and perceive it as 

real. Television may provide a means to overcome these feelings of 
I 
\ loneliness. Television is treated almost like a companion - an attachment 

I 

is developed and it is perceived as real. 

Not only attitudes toward television, but the specific motivations for 

watching also play an important part in loneliness. As stated previously, 

hospitalized children may watch television to compensate for the 

companionship, excitement, and support normally provided by friends. 

Feelings of loneliness did indeed appear to be significantly related to how 

youngsters used television in a number of cases, even when controlling for 

sex, age, race, length of stay, and type of illness. Viewing for 

companionship had the strongest relationship with feelings of loneliness. 



Viewing to forget or escape, viewing for entertainment and relaxation, and 

viewing to pass the time also had statistically significant relationships with 

some of the feelings of loneliness. However, viewing for excitement and 

viewing to learn were not significantly related to any feelings of loneliness. 

Thus, it  does indeed appear that lonely hospitalized children may be 

substituting television for the companionship, entertainment, and simple 

time consumption normally provided by friends. Television also appears to 

provide a means to escape if there are no friends around. 

In all, the results of this study confirm the finding that television 

viewing is a daily activity for most hospitalized children. In this study, the 

youngsters tended to watch slightly more television and alternative 

programming in the hospital as compared to home, they preferred 

children's entertainment and comedy programs in the hospital, they 

tended to perceive television as real in the hospital, and they appeared t o  

view primarily t o  pass the time, for entertainmenurelaxation, and for 

companionship. Moreover, there were some distinct relationships between 

feelings of loneliness and television viewing as well as motivations for 

viewing. Those youngsters who express loneliness in the hospital are 

using television differently from those hospitalized children who do not 

express feelings of loneliness. 

The findings of this study should be generalized to other hospitalized 

children with some caution. In other words, there were some limitations of 

this particular study. First of all, the two hospitals used in this study do 

not reflect the population of all hospitals. This study only focused on two 

children's hospitals on the east coast. Other hospitals around the world 



may show different results. Second of all, the sample size of 62 hospitalized 

children was very small. I t  was difficult obtaining information from 

children sick in the hospital, and the consequence was a small sample size. 

Last of all, the time of year may skew these results. This study was 

conducted in January and February, but children in the hospital may react 

differently and feel lonelier if they are sick in the hospital during the spring 

and especially summer months. 

Yet, these findings are quite useful for all health care professionals, 

It is important for professionals t o  understand what hospitalized children 

see, why they watch, and what they get from watching. It is extremely 

important that  health care providers make proper judgments about 

television viewing in hospitalized environments. Other diversional 

activities such as  child life play or structured hospital games and events for 

the children may be more therapeutic for children. Yet, since most 

children are accustomed t o  television, there may be a link between the 

foreign environment of the hospital and the familiarity of television. The 

television may even serve as a social companion for the child in this time of 

need, particularly when there is no one else around. When a child is ill 

and hospitalized for a lengthy period of time, the prolonged feelings of 

anxiety, as well as the lack of other entertainment and the absence of social 

contacts may lead the child to increasingly use television as a source of 

companionship. These issues need to be addressed by health care providers 

in order to advocate the judicious use of television by children in the 

hos ital setting. 5 



APPENDIX 

Included in the appendix is the survey administered for this study. 

In order to eliminate ordering effects, randomization of these four broad 

categories of questions was conducted. Also included are an explanation of 

the study and a parental permission sheet. 



Dear Patient and Parent(s), 

Hospitalized children and television is an important issue. Television viewing may 
be a threat to children while in the hospital if they watch too much, yet television can also 
provide information and may even help hospitalized children cope with their hospital stay. 
Television as well as videotapes may be used to educate, entertain, and meet the various 
needs of hospitalized children. For instance, if you wanted infomation on what activities 
there are to do in the hospital, a special videotape or even the h.ospital's "special television 
channel" may be able to give you that information. Some hospitals now even provide 
entertaining videotapes about the child's illness so that the child may better understand why 
they are in the hospital. Hospitalized children may even make their own videotapes where 
they explain their illness for future hospitalized children to watch. 

If you are inte.rested in  learning more about how the doctors, nurses, child life 
specialists, and other hospital employees may be better informed about the factors relating 
to television viewing in the hospital, please participate in this study. The following 
interview/questionnaire is a part of research for a graduate thesis that I am working on as 
part of a Master's degree in  Communication at the University of Delaware. Completing 
the questionnaire will help me learn about hospitalized children and television and other 
alternative sources of television (VCR's, closed-circuit television, and live television), and 
how that information can be used to your, as well as other hospitalized children's, benefit. 

If you and your child choose to participate in the project as a volunteer, you will be 
asked to fill out a questionnaire. To help ensure that your identity remains unknown, 
please be sure not to include your name on the questionnaire. It should only take about 20 
minutes to complete the questionnaire. Remember, you are free to withdraw from the study 
at any time. If you have any questions whatsoever, please feel free to ask me 
or contact my thesis advisor, Nancy Signorielli, a t  (302) 831-8022. 

After you complete the questionnaire, I will have a debriefing session so that you 
both understand exactly why I asked you particular questions and their purpose. Thank 
you very much for your help! 

Sincerely, 

Susan Schlerf 
Newark Hall 
University of Delaware 
Newark, DE 197 11 



1, , give permission to have my 
child volunteer as a participant in a research project for graduate research at the University 
of Delaware. 

The research project and my child's part in the study has been fully explained to me 
by the study administrator and I understand her explanation. A copy of this explanation 
has been provided to me and has been discussed with me in detail. I have been given the 
opportunity to ask questions that my child or I may have and all such questions have been 
answered to my satisfaction. I understand that my child is free to deny any answers to 
specific items of questions. I understand the risks involved in the study are minimal and 
that participation in the study will not have any negative effects on my child's health. I also 
understand that the hospital's name and my child's identity will be kept fully confidential. I 
further understand that I am free to withdraw my consent and terminate my child's 
participation at any time. My child and I have also been informed that a debriefing session 
will be held after the study so that the study itself may be more fully explained to us. 

I hereby consent to the participation of 
a minor, as a subject in the study described. 

date parent's signature 

I do agree to participate as a subject in the study described. 

date subject's signature (if able) 

I have defined and fully explained the research study to the above parent and 
subject. 

date participant observer 
signature 
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te lev~s~on:  . . 

18. when I have nothing better to do Always 
Agree 

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

19. because it's a habit Always 
A g m  

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

20. because it makes me feel less lonely Always 
A@= 

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

21. so I can get away from what I am doing Always 
A m  

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

22. because it amuses me Always 
Agree 

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

23. because it passes the time away Always 
A w  

Usually 
A s e e  

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

24. because it teaches me things I may be 
missing in school 

Always 
A@= 

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

25. because l just like to watch Always 
Agree 

Usually 
Agrk 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

26. because it shows how other people 
deal with the same problems I have 

Always 
Agree 

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

Usually 
Agrm 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

27. because it excites me Always 
Agee 

Usually 
Disagree 

Always 
Disagree 

28. so I can forget my worries Always 
A P  

Usually 
A g r e  

Not 
Sure 

29. because it entertains me Always 
Agee 

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

Usually 
Agree 

Not 
Sure 

Usually 
Disagree 

Always 
Disagree 

30. because there are no other activities 
for me to do 

Always 
A m  

Usually 
Disagree 

Always 
Disagree 

3 1.  because it calms me down Always 
A L w  

Usually 
Agree 

Not 
Sure 
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17. I do not feel left out of things. Always Usually Not Usually Always 
Agree Agree Sure Disagree Disagree 

18. There's nobody I can go to when I Always Usually Not Usually Always 
need help. Agree Agree Sure Disagree Disagree 



D-N: 

Please tell me a little more about yourself by answering the following questions. 

1. Age: 

2. Sex: male female 

3 .  Racial Background: White 

Black 

Hispanic 

Other (specify) 

4. Length of present hospitalization (in days) 

5. Nature of the illness: Chronic (long-term) OR Acute(shor-t-term) 

6. Was anyone present while filling out this questionnaire? Yes No 

If so, approximately how many people? 

Thank you very much for your cooperation! 
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