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Abstract

PHENOMENA REVISITED:
PSYCHOANALYTIC PSYCHOLOGISTS'PERCEPTION
OF SEX-ROLE PREFERENCE

FOR SELF AND OTHER

by

Louisa Katz

Adviser: Profesasor Florence L. Denmark

This atudy inveatigated the asex-role preference ot
psychoanalytic psychologists for themselves and for a
“healthy man, woman or adult” (sex unspecified). It was a

variation on the theme of the 1970 atudy by Broverman, et
al, in which they found that a healthy man and a healthy
woman differed from one another but that a healthy adult waa
seen aa similar to a healthy man. Paychologiats from
Division 39 were given two counterbalanced copies of the Ben
Sex Role Inventory for self and other. In 1986, male and
female paychoanalyata perceived a healthy man and a healthy
woman as different from one another, but now a healthy adult
waa aeen aa aimilar to a healthy woman. Other differences
were found in the comparisona of female and male subjects

and target categories.
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I INTRODUCTION

From the earliest recorded history until this day,
man and woman have been perceived and described
differently. 1In Geneais, God created man in his own image
and while the man was in a deep sleep, God removed a rib
from the man and created woman and brought her to the man.
When the woman ate the apple from the tree, because it was
good for food and was desired to make one wise, God
punished them both. Man would labor for the rest of his
days and to the woman, God said: I will greatly multiply
thy pain and thy travail; in pain thou shalt bring forth
children; and thy desire shall be to thy husband, and he
shall rule over thee.” (0ld Testament, Genesis 1-16). This
1s the general form of the origin myth that 13 ascribed to
Jews, Christians and Moslenms. The implications of this
myth are pervasive: man i1s like God, woman 18 subord.nate
and subserviant to man, woman is morally weak and leads man
into sin, and man engages in productive labor while woman
experiences her contribution (childbirth? in pain (Hunter
Coll;ge Women’s Studies Collective, 1983>. Thus, were
created sex role stereotypes!

It is amazing how little the perception of man and

woman has changed in thousands of years. Modern day s3ociai
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acientista have made similar astatementa. Paraon and Balea
(1955) described masculinity as an instrumental
orientation; a cognitive proceas in getting the job done.
Femininity was an expressive orientation; a concern for the
welfare of others. Similarly Bakan (1966) defined
masculinity as an agentic orientation: a concern for
oneself as an individual and femininity as a communal
orientation; a concern for the relationship between oneself
and others. Thus, God’s words were operationalized!

Today sex-role stereotypes are a pervasive concept
that continue to influence our intrapsychic and
interpersonal lives. The qualities of the stereotypic
sex-role categories have changed with time but the overall
nature of a stereotype as an organizing factor remeins part
of our psychological make-up. Without cognitive organizing
strategies we would be constantly overloaded by new
information; with them we have a tendency to view the world
in a more or less inflexible manner.

The way in which sex-role stereotypea have been
used as a definition of mental health has also changed over
time. For example, Douvan & Adelson (1966) have endorsed a
sex-typed model of mental health. This would be a positive
relationship between one‘’s biological sex and one’s
sex-role preference. Jones, Chernovetz & Hansson (1978)

have supported a masculinity model wherein there is a



positive relationship between masculinity and adjustment.
Since . 1974, when Sandra Bem introduced her
conceptualization of psychological androgyny as a viable
sex-role preference, there has been extensive research
which has shown that there is a positive relationship
between androgyny and adjustment <(Bem & colleagues 13974,
1975, 1976, 1977, 1978, 1979; Heilbrun, 1976; Ickes &
Barnes, 1978; Kelly & Worrell, 1977; LaFrance & Carman,
1980; O’Conner, Mann & Bardwick, 1978; Orlofsky, 1977;
Orlofsky & Windle, 1978; Schiff & Koopman, 1978).

In 1970, Broverman, Broverman, Clarkson,
Rosenkrantz & Vogel published their landmark study which
indicated that the mental health practitioner community
held a double standard of mental health for men and women.
A "“healthy male™ and a “"healthy female” were seen in a
sex-typed manner which was significantly different from one
another. Moreover, a "healthy male” and a "healthy adult”
were seen in the same way; a ‘“healthy fermale” (by the very
nature of her ‘healthy’ description) was deviant from the
adult model. This functional paradox of the needs and
limitations of sex-role stereotypes as seen by the mental
health practitioneras is one component that prompted this
investigation.

Since 1970, there haa been change within

paychology and in our cultural environment that may very



welil 1ntiuence the way we approach the perception or mental
health and sex-role stereotyping today. The psychologicai
instruments for Reasuring sex-role preference have changed
dramatically in that they are now orthogonal and not
bipolar continuum scaleas. The American #Psychological
Association Taak Force on Sex Bias and Stereotyping of
Women in Psychotherapeutic Practice (1975) also adaressead
these 1saues after sasurveying female APA members. The
report found the following! 1) perpetuation of traditional
sex-roles;: 2) bias in the devaluation of women; 3) sexist
use of psychoanalytic concepts: 4) response to women
clients as sex objects. Society has also experiencac
fifteen years of influence of the Women’s Movement which
has had i1ts effect 1n the restructuring of many facets of
private and public life for both women and men. Thus row,
in the mid-1980s, the availlability of multi-demensicnai
instruments, the possibility of new sex-role derinitions
for women and men and greater awareness of and sensitivity
to bias waithin the therapeutic community may nave
influenced mental health practitioners’ perceptions of

women and men and may have helped create new perceptions o1

mentai health for males and females.



Review of the Literature

Early investigations of sex-roles were concerned
with stereotypic differences of masculinity and
femininity. The investigations were based on two major
asagumptionsa: 1) women’s domesatic role was biologically
determined and 2) her cultural contributions to society
wvere of lesser importance than men‘’s contributions
(Williams, 1977). The researchers’ task was to find the
functional mechanisms to account for the differentially
displayed behavior. In 1974, Maccoby & Jacklin published
The__Pasychology_ _of Sex_ Differences:; an extensive review of

the literature of sex differences in which they stated that

generally the existence of these differences was not
supported (except for some evidence in the area of
aggression and spatial ability). The stereotyped

differences did not exist; however some researchers and the
general public stil]l persisted in perceiving masculinity
and femininity as being mutually excluaive. The underlying
belief in this idea of opposites was based on biologaical
differences;:; that ‘biology is destiny.’ For example,
claaaical Freudian paychoanalyaia holda that the
physioclogical and anatomical differences between the sexes
predispose each sex to have different .intrapsychic

conflicts and anxieties and thus, different personality

£,



characteristics. Certainly Freudian theory has had a
powerful influence in the origination and maintenance of
sex-roles and sex-role stereotyping. However, subsequent
researchers have found that biological differences do not
necessarily mean that the sexes will exhibit opposite
personality attributes and behavior (Bem, 1974; Bernard,

1974; Spence & Helmreich, 1978; Weitz,1977; Yorburg,1974).

SEX-ROLES: MASCULINITY/FEMININITY/ANDROGYNY

Sex-role orientation is a multifaceted concept and
is global in nature. The components of this concept are
gender identity, sex-role identity, sex-role preference and
sex-role adoption. These terms are not synonymous nor
interchangable. Because they have been used
indiscriminately, there is confusion aas to their meaning.
Gender identity refers to one’s biological sex (e.g., I anm
female). Sex-role identity refers to ones’s sense of
oneself (e.g., I am feminine). Sex-role preference refers
to one’s choice of role (e.g., I choose to be feminine).
Finally, sex-role adoption refers to the overt
manifestations of behavior (e.g., I act feminine). These
elements were initially defined by Biller & Borstelmann
(1967) as being separate and basic to one’s sex-role
orientation. Howaever, this view does not imply an implicit

or explicit direction of one‘’s orientation. It is possible



for the categories to not be congruent (i.e., to not be all
female or feminine or not be all male or masculine). One’s
orientation ia compoaed of degree and kind of one’s choicea
and in no way 18 determined by one’s selection of sexual
partners of the same or other sex. Although it is more
prevalent for persons to choose sexual partners of the
other biological sex, this is not solely determined by
one’s orientation as sex-typed or cross sex-typed.

Part of the current controversy regarding gender

identity, sex-role identity, sex-role preference and
s@x-role adoption is actual{y a confusion between
traditional asex differences and aex atereotypea and
current, new definitions of these same categories. The
traditional definitions are determined by our

socio-cultural history and attitudes as to what composed
the appropriate (stereotyped) role of masculinity or
femininity. Our current description of these roles is in a

state of flux because of the great changes in our society

(especially in the last fifteen years) due to the
ramifications of the Women’s Movement, socialization
practices, the economy and rapid technological

advancements.
Within the field of paychology, the traditional,
bipolar concept of a maaculinity/femininity continuum was

challenged by Conatantinople (1973). She queationed three



basic asaumptions on which the early psychological
measurement acales of masasculinity/femininity were baased.
These were: 1) were maaculinity and femininity bipolar
oppositesa; 2) was the concept itaself unidimensional; and
3 is the concept best defined in terms of sex
differencea? Constantinople suggested that people can (and
maybe, should) exhibit characteristics of either sex; that

masculinity and femininity were not opposite poles of a

continuum but independent dimensions that could be
characteriastic of a person in varying degrees. Because of
the unsubstantiated assunptions of the traditional

conceptualization, it was suggested that the measurement of
masculinity and femininity required the development of new
instruments that would assess these attributes as
independent dimensions. These thoughts prompted a whole
new line of research in the understanding of sex-role
orientation.

Two new inatrumentas to measure masculinity and
femininity were published in the middle 1970s. Bem (1974)
created the Bem Sex Role Inventory (BSRI)> and Spence,
Helmreich & Stapp (1975) created the Personality Attributes
Questionaire (PAQ) . Both researchers validated that
masculinity and femininity were independent dimensions and
that it was poasible for a person to aubscribe to

characteristics of both. The domain of overlap waa called



psychological androgyny and implied the possibiiity for an
individual to be both masculine and feminine;. bDpoth
instrumental and expressive; both agentic ana communal
depending on the appropriateness of the situation. It
further implied a blending of the characteristics 1i1n a
single act. Bem (1974) suggested that *..strongly
sex-typed individuals might be seriously limited 1in the
range of behaviors available to them as they move from

aituation to situation” (pg. 1595).

The relationship of the stereotyped descriptors oz
masculinity and femininity and mental health has unaergone
a reformulation since Constantinople’s earlier challenge.
Prior to the acceptance of psychological androgyny as a
viable sex-role preference, sex-role congruity (i1.a. maies
possessed masculine characteristics and females possessea
feminine characteristics) was considered normative as one

aspect of mental health (Douvan & Adelson, 1976; carai,

1970). This would be the position of classicai
psychoanalytic theory. Jones, Chernovetz & Hansson (1973,
continue to endorse a masculinaty model: a positive
relationship between masculinaty and adjustment. However,

many researchers began to demonstrate the flexibility and

aaaptability orf psychological androgyny. Bem and her
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colleagues (1974, 19795, 1976, 1977, 1978, 1979) ahowed
androgynous persons to exhibit more behavioral flexibility
than sex-typed, cross sex-typed or undifferentiated persons
and were also less likely to experience psychological
discomfort in doing a cross sex-typed task. Orlofasky &
Windle (1978) found androgynous persons to be assertive and
expressive in the telling of TAT stories. Ickes & Barnes
(1978) found greater interactional ease and personal
attraction in androgynous mixed-sex dyads. Kelly & Worrell
(1977) found in a variety of social skills that androgynous
persons were most effective and competent. LaFrance &
Carmen (1980) found androgynous persons to exhibit both of
what is traditionally thought of as maaculine and feminine
non-verbal behavior (interrupting and filled pauses:
amiling and gazing). Most importantly, androgynous persons
have consistently been shown to exhibit high self-esteem
and ego development and well differentiated personalities
with atrong identity resolution (Bem, 1977; Heilbrun, 1976;
O’Conner, Mann & Bardwick, 1978; Orlofsky, 1977; Schiff &
Koopman, 1978; Spence, Helmreich & Stapp, 1975). Since
the validity and reliability of androgyny have been
demonatrated, it no longer seems reasonable to adhere to a
rigid sex-typed or masculine definition of mental health.
Psychological androgyny permits a broad range of behavior
and potential effectiveneas and haa become a current,

alternative model of mental health.

10



Androgyny has been demonstrated as a viable
aex-role preference and has been advanced as an adaptive
model of mental health. Thia choice permita people a wide

range of behaviors in many aituationa and therefore, ia

likely to enhance effectivenesasa and self-esteem (Ben,
1974). Androgyny has alaso been supported by sone
clinicians as an ideal goal for psychotherapy. For
example, White (1979) has stated that people with

competence in the agentic and communal domains were at an
advantage compared to others who were competent in only one
area (i.e. those who are androgynous have an advantage over
those who are sex-typed). Maracek (1979) has suggested
that in an increasingly changing world, the androgynous
person is at an advantage because of hia/her greater
behavioral flexibility 1in diverse aituations. Varioua
techniques and procedures have beaen suggested to endorse
androgyny as a goal for clients and therapists
(Kaplan,1979; Gulanick, Howard & Moreland, 1979; Lenny,
1979). Kenworthy (1979) and Lenny (1979) both endorsed
androgyny as the model of choice; however, they both
caution that an androgynous Ssex-role may become as
restrictive as the sex-typed roles of the past. This
concern 18 one that muat be taken serioualy aas i1t would be
‘catch-22’ for an emancipating concept of today to become

the reatrictive trap of tomorrow.

11
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Historically, the congruence model of mental
health (males were to be masculine and females were to be
feminine) was vividly sashown in a classic study in 1970 by
Broverman, Broverman, Clarkson, Rosenkrantz & Vogel. They
gave the Sex Role Questionaire Inventory (Rosenkrantz,
Vogel, Bee, Broverman & Broverman, 1968) to male and female
clinicians who were aaked to rate a "healthy male, fenale
or adult"” (aex unapecified). Whereaa male and fenale
clinicians did not differ from one another in their ratingas
of each catergory, there was a significant difference in
their ratings of a "healthy male” and a "healthy female."”
However, a “"healthy adult” was rated similarily to a
"healthy man” and therefore, a "healthy woman" was seen as
deviant from the adult model of mental health. Broverman,
et al, concluded that there existed a double standard of
health for females: they must accept and adjust to the
stereotype of their biological sex and gain social approval
or they can assume the cross sex characteristics and
behavior of mature adults and have their femininity in
question. The researchers concluded: It may be worthwhile
for clinicians to «critically examine their attitudes
concerning sSex-role stereotypes, as well as their position
with respect to the adjustment notion of health. The cause
of mental health may be better served if both men and women

are encouraged toward maximum realization of individual

12
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potential, rather than to an adjustment ¢to exiating

restrictive sex roles.'” (pg. 174).

Another 1970 study by Neulinger, Stein,
Schillinger and Welkowitz found similar results to the
Broverman, et al work. One hundred and fourteen therapists
ranked Murray’s needs for the optimally intergrated man and
woman. The needs of dominance and acheivement were higher
for men; the needs of nuturance and succorance were higher
for women.

There have been numerous replications of the
Broverman et al. (1970) conceptualization. These studies
have found various results: that practicing mental health
workers continued to view a “"healthy man” and a "healthy
woman'' in sex-role stereotyped ways: there were different
models of mental health for women and men based upon their
biological sex; clinicians hold differential desacriptions
of their <clients as a function of either their or their
clients’ biological sex. Fabrikant (1974) found that male
and female therapiasts gave a negative rating to 68-70% of
the words assigned to the ferale role; they gave a positive
rating to 67-71% of the worda asaigned to the male role.
Cowan (1976) atated that therapiats in their atudy did not
view the difficulties of their male clients 1n sex

stereotyped ways but that they saw their faemale client asa

‘*too feminine.’ Billingsley (1977) in an analog study

13
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reported that clinicians did not asaign female treatment
goals for their female clients because of the negative
connotation connected with these ainms. Tanney and Birk
(1976) found that even though there were no personality
differences between male and female clients, the counselors
interviewed described similar characteristics between a
typical woman and neurotic symptoms. Brown and Hellinger
(1975) found that 50X of their therapist sample subscribed
to a traditional description for female clients and that
male therapists were significantly more biased than female
therapists. This male bias aganst women by male therapists
was also reported by Anderson (1975), Aslin (1977), and
Kahn (1977). Goldberg (1974) and Maxfield (1976) in their
dissertations did not find any prejudicial sex-role bias
towards mental health standards in their clinical sample.
Dremen (1978) found the reverse results among her Israeli
practitioners; women clinicians endorsed stereotypes and
male clinicians were more egalitarian.

Similar studies wera conducted with social workers
by Harris and Lucas (1976), with counselors-in-training by
Maslin and Davis (1975), and graduate students by Hayes and
Wolleat (1978). These studies found that male social
workers and future practitioners were more lixely to see
their male and female <clients in sex stereotyped ways.

However, for female social workers and future practitioners

14



there was essentially no difference between a healthy male,
a healthy female and a healthy adult.

In addition to studies of professional therapists
and those in training, there has been similar evidence
gained from studies of undergraduate college students.
Nowacki and Poe (1973) found that subjects held different
descriptions of mental health for males and females.
Mezydlo and Betz (1980) found that feminist students held
similar ideas of a "healthy man®" and a "healthy woman."
The students who did not see themselves in a feminist
manner did hold stereotyped views of mental health for both
saxes. Gilbert, Deutsch and Strahan (1978) found that there
was a more balanced view of male and female characteristics
as a description of mental health but female subjects
endorsed a masculine model of health for women whereas male
subjects did not.

It is also of interest to recognize that sex-role
stereotyping 1is not the exclusive domain of the mental
health practioners. Greenberg and Zeldow (1380) had male
and female subjects rate their ideal therapist. They found
that females consistently indicated a preference or a
therapist that would fit the male stereotyped sex-role.
Male subjects chose the opposite; a consistent preference
for a therapist that would fit the female stereotyped

sex-role. These results taken with those mentioned above

15



seemed to indicate that the common proclivity to stereotype
is a cultural phenomenon.

In 1977, Striker reviewed the field of
psychotherapy and women. In his critique of the studies,
he made a strong objection to the methodological aspects of
the original Broverman, et al, work (1970) and subsequent
research. According to Striker, of great importance was
the fact that there was no item analysis to the SRQlI
(Rosenkrantz, et al.,1968) so that it is impossible to know
if the actual differences were statistically significant.
The SRQI questionnaire contains more masculine than
feminine items and the higher male health scores could have
been a methodological artifact. He felt that a double
standard of mental health and negative evaluations of women
waerae premature. Whitley (1979) also felt that there were
methodological shortcomings to the Broverman, et al, (1970}
study. He felt that frequently the stereotyped
conceptualizations of mental health were based on the
saex-role 1instrument that was utilized. He suggested that
the outcome of future studies might be very different if
the measure used was one of the more recently developed
instruments such as the Bem Sex Role Inventory (Bem, 1974).
Bassotf (1982) conducted a meta-analytic study of 26
studies (from 1961-1980) that related mental health wath

masculinity, femininity and androgyny. She concluded that
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there waa a asatrong, positive relationship between
masculinity and mental health; 1n fact, it is the maaculine
component not the blending of masculinity and feminainity
(1.e., androgyny) that accounted for higher levels of
mental health.

There have been a few astudies that have asked ‘the
Broverman, et al, questions’ in conjunction with the BSRI
scale for the description of the healthy target person.
Shapiro (1977) asked graduate students in counseling to
desribe a "healthy man or woman.” Both "healthy men and
women' were described as androgynous. Brooks-Gunn anc
Fisch (1980) found that male college students were more
likely to describe a "healthy adult” in a traditionally
sex-stereotyped manner than were female college students.
Thus, male students’ results were similar to the origina.
Broverman, et al,(1970), findings but female stucdents saw
both a "healthy male'” and a "healthy female” as similar to
a *healthy adult.” This suggests that female college
students are less 1likely to rely on stereotypes in their
definitions of mental health. Kravitz and Jones (1981)

asked 183 mental health practioners to rate a "“healthy man,

woman or adult” on the BSRI. Fifty nine percent of the

subjects defined a ‘'healthy man, woman or adult®” as

androgynous. An additional 40% rated the "healthy man,

woman or adult' as significantly more mascuiine than
17



feminine. Only one percent chose a feminine sex-role

preference for any of the target categories and they were

eliminated from the rest of their analyses. Masculinity
was endorsed by both male and female subjects and
femininity was not valued by either group. Feminine

endorsement only occured in conjunction with masculinity
(i.e., androgyny) and was conspicuous by its absence as a
sex-role preference in its own right. There was no

significant difference for the androgyny rating of a

‘healthy man' and a '"healthy woman' nor for the rating of a
healthy woman” and a ‘"healthy adult;"” but there was a
significant difference for the androgyny rating of a

“healthy man™ and a "healthy adult®” in that a "healthy
adult' was seen as more androgynous than a ‘“healthy man."”
However, Kravitz and Jones (1981) did not assess the
personal sex-role preference of their subjecta; they used
biological gender to classify their clinicians. Swenson
and Ragucci (1984) also used the BSRI and asked mental
health practioners to rate a '"healthy man, woman or
adult.* They got different results from Kravitz and Jones
(1981) 1n that their sample of mental health practitioners
found a "“healthy adult” as masculine, a ‘"healthy man" as
androgynous and a ‘“healthy woman” as undifferentiated
(below the median on the masculine and feminine scales).

Masculine personality characteristics were sti1ll the
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primary valued descriptors and it appears that these
studies have shown that sex-role stereotyping still
exists. It is only the attribution to the target person
that has changed. However, in both the Kravitz and Jones
(1981) and Swenson and Ragucci (1984) studies, the
subjects’ personal sex-role preferences were not
investigated. 1In addition, there was no item analysis of
the differences found for each sex-role category and the
subjects in both studies were a crogss-section of the
spectrum of mental health providers:; they were not
psychoanalysts.

No conclusive results have emanated from the above
studies. As frequently experienced in psychology, the
literature raises more questions than it answers. However,
guestions of stereotyping and bias are as relevant today as
in our past. A concern with rigid stereotyped sex-roles, a
negative bias towards women and the sexist use of
psychoanalytic concepts in clinical practice was exxpressed
in 1975 by the creation of a Task Force on Sex Bias and
Stereotvyping of Women in Psychotherapeutic Practice by the
American Psychological Associataion. The purpose of the.ir
survey was to investigate the impact of restrictaive
practices upon women as students, therapists and consumers

of services. In 1978, the Task rorce recommended that the

therapist/client (particularly psychoanalyst/patient)
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relationship should be free of bias and sex-role
stereotyping. They also stated the need for psychologists
to be aware of bias and stereotyping in themselves.
Therefore, since the same questions still exist in the
professional literature, it was relevant to re-examine the
issues from a newer perspective. This study differed from
Kravitz and Jones (1981) and Swenson and Regucci (1984) in
that although once again practicing clinicians were given
the BSRI to agscertain their perception of sex-role
preference for a "healthy man, woman or adult®, they were
additionally asked to describe themselves on another BSRI
to see if there was a relationship between their perception
of themselves and how they saw the "healthy other.”™ This
was one way to investigate stereotyping and bias 1i1n the
mental health practitioner population; did the clinicians
see the “"healthy other" as they saw themselves? Because
one of the major findings of the 1978 Task Force of APA was
the sexist use of psychoanalytic concepts, it was decided
to use psychoanalytic psychologiats as the clinician
sample. It was felt that this was an appropriate group to
investigate if bias and sexism were displayed by these
mental health practitioners, since psaychoanalytic concepts
would be the basis of their psychotherapeutic technique.
Earlier studies did not specifically investigate

psychoanalysts.
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THE_PURPOSE_OF_THIS_STUDY

The four important issues that were mentioned
prevaiocusly became the rationale for this study: 1) the
double standard of mental health for men and women (eg.
the findings of Broverman, et al, 1970, 2) the Striker
(1977) and Whitley (1979) «critiques of methodologicail
shortcomings in the study by Broverman, et al, (1970), 3
the changing conceptualization of sex-roles (1.0., the
inclusion of androgyny as a viable sex-role preference’) and
the new 1nstruments which waere developed for theur
assessment (eg., the BSRI), and 4) the findings of the 13875
report of the APA Task Force of the perpetuation of
stereotyping of women, bias in the devaluation of women,
the response to women clients as sex objects and the sexist

use ot psychoanalytic concepts by practitioners.

1. Based on the findings of Broverman, et a.
(1970), it could be hypothesized that 1n 1986, maie and
temale clinicians would rate a ‘“healthy man, woman or
aaqult”™ 1n a sex-typed manner as the clinicians did 1n the
prior study. Or conversely, 1t could be hypothesized that
in 1986, clinicians wusing the BSRI would rate a '"healthy
man, woman or adult" as androynous, mascuiine or

undifferentiated i1n the same way as the clinicians did in
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the Kravitz and Jonea (1981) or Swenaon and Reguccti (1984)
studieas. Therefore, we are left with the qgquastion 5f how
would male and female psychoanalytic psychologists rate a
‘*healthy man", a "healthy woman®” or a "“healthy adult” (sex
unspecified) on the BSRI? Would these clinicians endorse a
stereotyped gender based model, a masaculine model or an
androgynous model of mental health for the target
categoriea? Would male and female clinicians differ from
one another in how they saw a "healthy man®, a "healthy
woman' or a ‘“healthy adult as the subjects did in the
Brooks-Gunn and Fisch (1980) study?” Or would maie and
female clinicians concur in their deacription of a “hea.lthy
man', a ‘"healthy woman” or a ‘"healthy adult®”™ as the
subjects did in the Broverman, et al, (1970), Kravitz and
Jones (1381), Shapiro (1977) and Swenson and Ragucci 1984)

studies?

2. Freud, in his 1925 paper, Some__Psychoiogaicai
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Sexes, suggested that because of different intrapsychic
conflicts that were based on biological differences, males
and females would resolve the Oedipal conflict D>y
exhibiting a differential sexual orientation. Thus, nalies

woul.d become masculine and females would become feminine.

Later, in Analysis__Terminable_and_Interminable (1937), he
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suggested that even though it was extremely difficult and
susceptible to the greateat reajistances, the healthy person
would be in touch with both the magsculine and feminine side
of her/himself and that personality characteristics wouid
be based on the "bisexual™ nature of the person. Over the
years, Freud would change his theories without refuting hais
prior comments. Based on the 1925 paper with its emphasis
on the importance of the resolution of the Oedipal conflict
for sexual identification, it «could be hypothesized that
the personal sex-role preference of the psychanalysts in

this study would be sex-typed (1.e., masculine for males

and feminine for females). Based on the 1937 paper and 1its

statement that the healthy person
the "bisexual” nature
hypothesized that the personal

already analysed psychoanalysts

masculinity and femininaty

would be 1n touch with

her/himself, it could be

sex-roie preference of the

would be a blend of

(1.e., to be androgynous).

Therefore, the gquestion to be investigated was what wouid

be the personal sex-role

psychoanalysts on the BSRI?

3. If the subjects

preference of the male and femaie

perceived themselves in a

sex-typed manner as would be hypothesized from Freud’s 1925

paper, would they see the

wcman' in a sex-typed way also?

“healthy man" anda the "heaithy

How would they perceive



the "healthy adult" (sex unspecified)? If the subjects
perceived themselves as androgynous as would be
hypothesized from Freud’s 1937 paper, would they see the
"healthy other” in the same manner? Thuas, we are left with
question of what was the relationship between the
psychoanalysts’ self-perception of sex-role preference and

their perception of the ""healthy other?"”

9. What, if any, were the demographic
characteristics that may have contributed ¢to the current

findings?

S. In a general. way, how did the results of this
1986 study relate to the Broverman, et al, findings of the

1970 study?
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II METHOD

SUBJECTS

Survey gquestionnaires were maiied to 4b6 persons
(248 males (S3.2%) and 218 females (46.8%)) <from the
membership lists of Division 39 (Psychoanalysis),
subdivision 1 (Psychologist-Psychoanalyst-Practioners) of
the American Psychological Asgsociation and various
psychoanalytic training institutes in the metropolitan New
York area. The mailing continued until there was a minimum
response level of fifteen subjects in each category (i.e.,
“"healthy man, healthy woman or healthy adult”) for bpotn
male and female subjects. In essence, this study examined
the gender of the subject in relationship to his or her
sex-role preference (masculine, feminine or androgynous)

for the target person (a healthy man, woman or adult) ana

for his or herself .

PROCEDURE

Each subject received an envelope containing a
letter of introduction (see Appendix A), two copies of the
Bem Sex Role Inventory (Bem, 1974) (see Appendix Bl and BZ,
B3 or B4), a demographic data form (see Appendix C), ana a

stamped return envelope addressed to this 1i1nvestigator.

The 1ntroductory letter contained an expianation of tne
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purpose and proceedure of the astudy. Consent was grantea
by the subjects’ completion and return of the forma. Each
package was coded for assignment purposes only; thus, in
this way, the subjects’ anonymity was protected. Each

subject was asked to fill out all forms 1in the order

presented to her/him. One BSRI form contained the
following instructions: “Think of yourself and then
indicate for each item the number that would most
accurately describe your perception of yourself. Please
anawer every item. DO NOT LEAVE ANY BLANRS." The other
BSRI form had the following instructions: “Think of normai,

adult men (women or adults) and then indicate for each 1i1tem
the number that would most accurately describe a mature,

healthy, socially competent adult man (woman or person)’.

Please answer every 1item. DG NOT LEAVE ANY BLANKS." As
Broverman, et al (1370> have statedq, “responses to these
‘acdult’ instructions may be considered 1indicative oz
‘ideal”’ health patterns, wlthout respect to sex’” (pg. <.

Half the subjects in each category were asked to compiete

the ‘self’ form bpefore the ‘other’ form; the other haif
were asxed to do the reverse. Thus the BSRI forms were
counterbalanced within each group. The demograpnic form
was always presented last for all subjects. The two B3RI

forms and the demographic form were then piaced in the

stampea envelope and returned to sender.
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INSTRUMENTS

DEMOGRAPHIC_FORM - The demographic data form was

developed by this author and was used to obtain information

about the personal and professional lives of the
respondents.
Benm Sex Role Inventory - Traditionally,

masculinity/femininity were the endpointa of a bipolar
conceptualization of sex-role identification. Masculinaty
and femininity were seen as mutually exclusive
identifications which were based on gender; men were to bpe
masculine and women were to be feminine.

The BSRI was developed by Sandra Bem in 1974. She
stated that her measure was empirically derived and not
based on a particular theory because sex-role orientation
1$ ubiquitous. At the time, her scale was different fronm
other instruments in that the masculine and feminine scales
could vary independently and were orthogonal from each
other. The instrument consists of separate masculinity.
femininity and neutral scales. The masculine &nd feminine
scales consist of attributes that were considered to »pe
desirable; however, the neutral scale is half positive anc
half negative traits. The masculine scale consists or 20O

items that are considered to be more desirable by American

society for a typical man than a woman. The feminine scaie
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differs 1n that the 20 itemas are considered by American
society to be more desirable for a typical woman than a
man. The neutral scale is appropriate to both sexes and
was designed as a filler scale and does not figure in the
3coring. The 20 traits for each scale were selected by a
large sample of college students from a pool of over 400
items, A person rates him/herself on a seven point scaile
(1l - never or almost never true; 7 - always or almost
always true). Two scores are figured for the masculine and
feminine scales. Originally a t-ratio was used with the
androgyny score falling between +1.00 and -1.00. This was
criticized by Spence, Helmreich & Stapp (1973) as not
seperating high masculine and high feminine subjects from
those who were low on both scales. Bem (1976, 1977)
accepted the rationale of the criticism and alteread the
scoraing system to a median splat procedure. In this way,
sex-typed feminine would be above the median on tne
feminine scale and below the median on the masculine scaie;
sex-typed masculine would be above the median on the
masculine scale and below the median on the feminine scale:
androgyny would be above the median on the masculine and
feminine scales. Those persons with scores below tne
median on both scales are classirfied as undirfferentiated.
Bem (1974) found that the BSRI masculinity and femininaty

scores had a correlations of close to zero and that these



dimensions were truly independent. The test-retest
reliability after four weeks was .9 or above for
masculinity, femininity and androgyny. Androgyny, as
measured by the t-ratio procedure had a correlation of .05
with 8social desirabilaity; thus, Bem concluded that she was
not measuring social desirability. There is no data
specifically testing the reliability of the median spiit
procedure; however, this is the accepted scoring method for
this instrument. Bem and her associates (1975, 1976»
conducted studies to investigate the empiricail validity of
the BSRI and found what she described as the androgynous
person having the best of both worlds; "..to display
behavioral adaptability across situataions, engagaing 1in
whatever behavior seems most appropriate at the moment,
regardiess of its steraotype as appropriate for one sex or

another* (197S5S,pg.642).
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III RESULTS

The BSRI forms and questionnaire were returned by
108 respondents (23.2%) of the 466 persons sclicted. Of
this group, S1 were nmale and 57 were female (48.2% and
52.8% of the sample respectively). Males had a return rate
of 20.6% and the females had a return rate of 26.1%. Table
1 sehows that a X2 of the return rate between subjects was
not significant ('X2'1.7311, df=1, p<.20).

The demographic characteristicse of this sampile
showed ¢them to be a highly trained, very experienced group
of psychologists (see Table 2). The sample included 108
clinicians; 102 persons with a Ph.D. and 6 with an Ed.D.
Eighty-six persons reported attending a post-graduate
psychoanalytic training institute for four to eleven
years. The mean age of the sample was 52.6 years (54.1
vyears for males and S51.3 years for females). They had a
range of years of clinical experience of 8-49 years with a
mean of 22 years. 95.4% engaged in praivate practice with
88 stating the orientation of their «clinical work as
psychoanalytic and 18 stating it was psychodynamaic. The
subjects were primarily doing individual treatment waith
adults. The caseload of both male and female practitioners
was predominately women with female clinicians treating a

greater percentage of women patients (50% or more) than
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Returned

Males n=51
(20.6%)
(row %)

(47 .2%)
(column

Females n=57
(26.1%)
(row %)

(S2.8%)
(column

Totali n=108
(23.2%)
(row %)

(100%)
(column

X€=1.7311, df=1,

%)

%)

&
~

p<.20,

Not_Returned

n=197
(79.4%)
(row %)

(55.0%)
(column %)

n=161
(73.9%
(row %)

(45.0%)
(column %)

n=358
(76.8%)
(row %)

(100%)
(column %)

n.a.

n=248
C1lo0%)
(row

(S53.2%
(column

n=218
(100%)
(row %)

(46 ,8%)
(coiumn

n=4bo
(1loUx)
(row %
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Table 2

Sex_of_subjects
Male n=3S1
remale n=57

Mean Median Range
All subjects 52.6 53.5 36-85
Male subjects S54.1 55.0 38-75
Female subjects 51.3 50.0 36-85
Marjtal status
married 75
single (never married) 6
single (spouse deceased) S

single (divorced or seperated) 22

New York and metropolitan area S0
Other (San Francisco, Ca., Los Angeles, Ca.,

Stockbridge, Mass., Ann Arbor, Mich.,
Philadelphia, Penna., Washington D.C., etc.) 18

" paychoiogy 107
Other 1

PR R TS L -

New York University 34
Columbia Unaiversity 20
Adelphi University S
City University of New York 4
Yeshiva University 4
Rutgers University 3
University of Chicago 3
Syracuse University 2
Fordham University Z
University of Michigan 2
Jniversity of California-Berkeley <2
University of Minnesota 2
Others i9

cont.,



Table 2 cont.

New York University 25
William Allison Whaite iqg
National Psychological Association for Psychoanalysis )
Postgraduate Center for Mental Health S
Adelphi Center for Psychoanalytic Training 4
New Yorx Center for Psychoanalytic Training 3
Feudian Society 3
Washington School of Psychiatry <
Hampstead, England 2
Privately <
Other i3

Range 4-11 yeara

Psychoanaiytac 76
interpersonal 18
Other 9

Range 8-49 years
Mean 22 years
Mdedian 20 years

Mean_ %
Private practace $5.4%
Supervision 51.0%
Teaching 33.3%
Administative 17.6%
Employed by others S5.6%

Mean_ X
Selfr-employed 32.5%
Empiloyed by others i6.1%
Research 8.2%
Post-doctoral training 7.3%
Meetings and study groups 3.5%
Other (writina) 6.7%

cont.
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Tabie 2 cont.

Mean_%x
Individual 27 .7%
Coupie, family and group S5.5%
Supervision S5.9%

Caseload

Mean_ %
Adults 91.1%
Adolescents 16.2%
Children 16.9%

Mean_x
Males 38%
Females 62%

Psychoanalytic 88
Psychodynamic 18
Other 2

Yes 104
No q

Division 35 6

1-5 years none 36-49U years 4
6-10 years 9 41-45 years 2
11-15 years 23 46-50 years none
16-20 years 18 51-55 years none
21-25 years 24 56-60 years none
26-30 years 14 more! none

31-35 years 13

Self-growth 33
Seltf-satizfying 33
Early i1nterest <9
Social value:!: helping others 25
Intellectually i1nteresting <4

Role models
Chaiiangaing

® «

Yes 22
No 84

cont.
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Table 2 cont.

Jewish 33
Christian 3
Agnostic 9
Atheisat 3
Quaker 2
Ethical Culture 1

_—_mtoxamTiz T2 2220x=2200

Yes 65

No 37
Polatical _party membership

Democrat =1}

Republican 3

Other 1

P2 3 P 22T T D S 5 5 23

Liberal 77
Middle-of-the-road 19
Conservative 3
Radical 1

Mother Father
Homemaker 64 Profeassional
Professional 14 Sales

Trade 10 Trade
Clerical/secreterial ) Seit-emplioyea
Sales S Other
Self-employed 3

Arts 1

Empathy for author ©L.z%
Identification with author 4l .0%
Advance scient:ific inquiry ie.7%
Curiosity 12.0%
dad available time il.l%

7o pe a subject (repay a debpt’ 3.7%
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male clinicianas (98.2% of female clinicians, 78.U% of male
clinicians). Female clinicians were treating more women
patients than men patients (98.2% women patients, 11.3% men
patients). There were 78.0% male clinicians with 50% or
more women patients and 58.0% with S0% or more men
patients. Eighteen of 350 (36.0%) male <clinicians had a
S0/50% man/woman caseload; S of 53 (9.4%) female clinicians
had a 50/50% man/woman caseload. Of the 23 subjects with a
S50/50% caseload, 78.3% were male subjects and 2..7% were
female subjects. They chose their profession because it
was a way of continued self-growth, 1t had social value by
helping others, it was self-satisfying, it was an early
interest, it was intellectually interesting and because of
prior role models. They did not see themselves as having
strong religious convictions but they did feel they had
strong political beliefs. Seventy-seven people thought of
themselves as 1liberal in their political convictions whi.le
19 stated they were middle-of-the-rocad, 3 were conservative
and 1 was radical. Sixty-four subjects came from
households in which their mother was a homemaker; one came

+

from a household in which the father was the homemaker. in
response to being asked why they filled out the forms, most
of these psychoanalysts responded that they felt empathny
tor me (61.2%) and felt they i1dentified with my experi.ence

of completing the requirements for the doctoral dearee

(41.6%) .,
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of the S1 male s8subjects in the sample, 27
respondents returned questionnaires who were 1i1n the
‘“healthy man' category, 18 respondents returned them in the
‘*healthy woman'” category and 16 respondents returned thenm
in the "healthy adult®” category. For ¢the 57 fenmnale
subjects in the sample, 20 respondents who returned the
questionnaires were 1in the "healthy man” group, 18 were 1in
the "healthy woman®” group and 19 were in the ‘"healthy
adult®™ group. A X2 for gender of subject x target
category was carried out and was not significant
( X2=,1675, df=2, p<.95>. This 1is shown in Table 3.

Each s8subject filled out the BSRI for him or
herself and a X2 was computed for gender of the subject
(male or tfemale) X the sex-rol.e preference of the subject
(androgynous, masculine, feminine or unditfferentiated).
Table 4 shows that this comparison was not significant
( X2=4.3592, df=3, p<.30) . The median sp.ii1t proceedure
was used to assign each subject to a sex-role preference
category (medians for self on masculinity and tfemininity
for male, female and all subjects are 5.20 & 4.70; 4.85 &
4.85: and S5.05 & 4.80 respectively). Male and fenaiea
sSubjects equally saw themselves as androgynous (13 and .4
respectively), sex-typed (13 and 18 respectively), and
cross sex-typed (10 and 11 respectaively); fewer mauis

subjects than female subjects saw themselves as
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Table 3

Subjects _Within_Each _Target Category

Targets
Man Woman Adult
Subjects
Males 17 18 ie
Females 20 18 19

X2:,1675, df=2, p<.95, n.s.
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Table 4

Undifferentiated Feminine Masculine  Androgynous

Maies n=10 n=10 n=18 n=13

(n=51) (19.6%) (19.6%) (35.3%) (29.2%)
(row %) (row %) (row %) (row %)
(41.7%) (35.7%) (62.1%) (48.1%)
(column %) (column %) (column %) (coiumn %)

Females n=14 n=18 n=11 n=14

(n=57) (24 .6%) (31.6%) (19.3%) (24 .6%)
(row %) (row %) (row %) (row %)
(58.3%) (64 .3%) (37 .9%) (S5i.9%)
(coiumn %) (column %) (column %) (coliumn %)

Total n=24 n=28 n=29 n=27

(108)

% of

total (22.2% 25.9%) (26.9%) (295.0%)

X2=4.3592, df=3, p<.30, n.s.
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unditferentiated (10 and l4 reapectaively). However,
whereas an equal number of male clinicians (10) gaw
themselves as either cross sex-typed feminine or
undifferentiated, more faemale clinicians saw themselves as
undifferentiated (l4) than saw themselves as cross
sex-typaed masculine (1l1).

Male and female clinicians rated a healthy man as
androgynouas, undifferentiataed, masculine or feminine
(14,10, 7, 6 repectively). This is specified 1n Table 5.
Again, the median split proceedure was used to assign the
subjects’ perception of the targets’ sex-role pretference
(medians for a "healthy man"” on masculinity and femininity
for male, female and all subjects were 5.05 & 4.25: 5.25 &
4.25; 95.10 & 49.25 respectively; medians for a ‘“heaithy
woman'' were 4.73 & 4.93; 5.08 & 4.60; 4.90 & 4.85
respectively;: medians for a "healthy adult” were 4.75 &
4.7S5; S5.15 & 4.85; S.03 & 4.65 respectively). Femaie
clinicians to a Jgreater percentage than maie clinicians
(45.0% to 29.4%) saw a “healthy man" as androgynoua. Ail
subjects saw a ‘“healthy woman” as ei1ther androgynous,
feminine, masculine or undifferentiated (10,10,3,7
respectively). An equal percentage of male and fema.e
subjects (50% each) saw a "healthy womran® as angrodynous.
Seventy percent (70%) of those subjects who saw a "healithy

woman‘'' as feminine were male:; whereas 77.8% of those
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n=5
(29.4%) =
(S0.0%) «

n=95
(25.0%) =
(90.0%) «

n=10
(27 .0%)»ns=

n=4
(22.2%) »
(S7.1%)+

n=3
(16.7%) =
(42.9%) «

n=7
(19.4%) e

n=95
(31.3%) =
(S5.6%) +

n=4
(21.1%) =
(44 ., 4% ) «

n=9
(25.7%)»=

» row percentage
* column percentage

»+ percentage of total

Tapble 5

n=4
(23.5%)
(66,.7%) +

n=2
(1l0.0%) »
(33.3%)

n=6
(16.2%)m»

n=7
(38.9%) »
(70.0%) +

n=3
(1l6.7%)»
(30.0%) +

n=10
(27 .8%)ne

n=z4q
(25.0%) =
(57.1%) +

n=3
(15.8%) =
(42.3%) +

n=7
(20.0%) = »

(17.6%) =
(42.9%) «

n=s4
(20.0%) =
(57.1%)

n=7
(18.9%) o0

Woman
n=2
(11.1%) =
(22.2%) «

n=7
(38.9%) =
(77.8%)+«

n=9
(295.0%) s

Adult
n=1
(6.3%) =
(16.7%) «

n=>5
(26.3%) «
(83.3%)

n=6
(17.1%)e»

n=9S
(29.49%) =
(35.7%) +

n=9
(45.0%)
(64 ,3%) «

n=l4g
(37.8%)ne

n=5
(27 .8%)
(S0.U%) +

n=5
(L7 .8%)
(SU.U%) +

n=ioQv
(27 .8%)%e

n=6
(37.5%) e
(46 ,2%) +

n=7
(36,3%)

(53 .8%)+

n=.3
(37.1%)»»



subjects who saw a "healthy woman” as masculine were

female. For a "healthy woman,'" femininity was the first
choice among male clinicians and the last choice for female
clinicians. For female saubjects, the first choice for a

“"healthy woman™ was masculinity; this category was the last

choice for male subjects. The first choice (femininity for

male subjects and masculinity for female subjects)
percentage (38.9%) was identical for male and femaie
clinicians. The "healthy adult” category 1is of primary
1nterest because this group 18 sex unspecified and

therefore can be assumed to be indicative of an ‘ideal’
mental health description (Broverman, et al, 1970)». All
subjects saw a *healthy adult®” as androgynous,
undifferentiated, feminine or masculine €13,9,7,5
respectively). Essentially, an equal percentage of nmaile
and female clinicians (37.5% and 36.8%X) saw a ‘“healthy
adult’” as androgynous but a greater percentage or remale
than male clinicians (26.3% and 6.3%) saw a "“healthy aauilt”
as masculane. It is important to notice that in each
category (i.e. a ‘'"healthy man, woman or adult’') male
subjects endorsed femaininity to a greater percentade than
did female subjects and conversely, female 3ubjects
endorsed masculinity to a greater percentage than did male
subjects. Androgyny was the primary description of choice

for all subjects in each target category though 1t was
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chosen equally

category. This
of femininity as
(Percentages were

five of the eight

with femininity 1in the ‘“healthy woman"”

was because of male clinicians’ preference
a sex-role category for a "healthy woman."
used because the expected frequencies for

cells were too small for Chi Square or

Fisher’s Exact Test to be carried out.)

The percentage of clinicians as well as targets (a

““healthy man, woman or adult’™) who were described as

androgynous, masculine, feminine or undifferentiated was

examined also.

subjects to see
themselves. Thais
as androgynous,

subjects who saw

Table 6 shows there was a tendency for
the ""healthy adult"” as they saw
was exhibited by those who saw themselves
undifferentiated or masculine. Those

themselves as feminine were equally likeliy

to see the "healthy adult'” as feminine or androgynous.

For the

‘‘healthy man' category, those clinicians

who saw themgselves as androgynous or undifferentiated saw

the '"healthy man’ in the same way. Those that saw

themselves as

masculine saw the “healthy man as

undifferentiated and those who saw themselves as feminine

saw the "“healthy man® as androgynous,

Again,

subjects who saw

in the ‘'"healthy woman' category, tnose

themselves as undifferentiated praimariiy

saw the "healthy woman” 1i1n the same way and those who saw

themselves as feminine praimarily saw the “"healthy woman' as

Y o™



Tablie 6

Self
Undifferentiated

(9; 24.3%)va

Feminine

(7: 18.9%) e

Masculine

(11; 29.7X)ee

(6; 16.7%)ne

Feminine
(12; 33.3%)ee

Masculine

(36; 100.0%)=e

Seif

Undifferentiated

(9; 25.7%)=n

Feminine

(9: 29.7%)»e

Mascu.iline

(39; 100.0%)ee

* row percentage

4
(44.4%)+
(40.0%) +
1
(14.3%) e
(10.0%) «
4
(36.4%) ¢
(40.0%) »
1
(10.0%)»
(10,0%)+
10
(27.0%)»

4
(66.7%)»
(57.1%) «
1
(8.3%)»
(14.3%)

2
(25.0%) «
(28.6%) ¢
7
(19.4%)»

b
(66.7%) =
(66.7%) +

2
(25.0%)»
(22.2%) +
i
(11.1%)»
(11.1%)+
9
(25.7%) =

+ column percentage

2
(22.2%) »
(33.3%)+

2
(18.2%) =
(33.3%)+
2
(20.0%) »
(33.3%) «
6
(16.2%)»

1
(16.7%) =
(10.0%) «
3
(25.0%) »
(30.0%)«
4
(40,0%) »
(40.0%) +
2
(25.0%)»
(20,0%) +
10

(27 .8%)»

1
(11.1%)»
(14.3%) ~
q
(44 .4%)»
(S7.1%) «
1
(12.5%) »
(i4.,3%)«
1
(11.1%) =
(14.3%)+
7
(20,0%) »

44

(22.2%)
(28.6%) «
1
(14.3%) »
(14,3%) +
3
(27 .3%) e
(42.9%) «
1
(10.0%)»
(14,.3%) ¢
7
(18.9%)+»

1
(16.7%)
(11.1%)«
2
(16.7%) ¢
(22.2%) ¢
4
(40.0%)»
(44.4%) »
2
(25.0%) «
(22.2%) +
9
(25.0%)

1
(11.1%)»
(16.7%)«
3
(37.5%)
(30.,0%)«
2
(22.2%)»
(33.3%)«
6
(17.1%)»

(li.i%)e
(7.1%) -
5
(7L.9%) ¢
(35.7%) «
2
(18.2%)»
(14.3%) +
6
(60.0%) e
(4g.9%)
iq
(37.8%)

6
(S0,0%) e
(60.0U%) «
5

(20.0%)
(20.,0%) +
2
(25.0%)
(20.0%) «
0

(27 .8%)

2
(22.2%)
(13.4%X)
4
(44.4%) *
(30.8%) «
2
(25.0%) »
(19.4%) «
S
(55.6%) ¢
(38.3%)«
L3
(37.1%) e

sscategory percentage

Fs
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androgynous. Those who saw themselves as androgynous
equally saw the ‘“healthy woman'” as undifferentiated,
masculine, feminine or androgynous. Those subjects that
saw themselves as masculine egually saw the “"healthy woman"
as masculine and feminine. (Again, it must be noted that
the expected frequencies for each cell were too small for
Chi Square or Fisher’s Exact Test to be conducted.)

Table 7 shows the percentage of subjects and
targets that were described as androgynous, masculine,
feminine or undifferentiated within each target category
was also examined separately for male and female sSubjects.
Male subjects who saw themselves as ondorsing an
androgynous, feminine or undifferentiated sex-roie
praimarily saw the “healthy adult™ in the same manner.
Sex-typed male subjects saw a *healthy adult” as
undifferentiated or feminine. No sex-typed maie 3subjects
saw a ‘"healthy adult”™ as masculine or androgynous: however,
68.8% of male subjects saw a "healthy adult®’ as androgynous
or undifferentiated. (It is 1mportant to remember tnat
undifferentiated differs from androgynous oniy ain thact both

the masculinity and femininity scores are below the mecian

instead of above the median as 1in an andarogynous
preference. The same characteristics may be endorsea 1n
both categories. It 18 a difference of cdegree not of
Kind.? Only one of sixteen male subjects endorsed a
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Table 7

Undifferentiated Feminine Masculine Androgynous
A_Healthy Man
Seif
Undifferentiated 1 1
(2; 11.8%)we (50.0%x) = (50.0%) ¢
(20.0%) + (33.3%)
Feminine 1 1
(2; 11.8%)e» (50.0%) » (50.0%) »
(33.3%) (20,0%) +
Masculine 3 2 1 2
(8; 47 .1%)ne (37.5%)» (25.0%) = (12.5%) = (25.0%) »
(60.0%) + (50.0%) + (33.3%) + (40.0%) +
Androgynous 1 2 2
(S: 29.4%) e (20.0%) = (40.0%) » (40.0%) «
(20.0%) + (50.0%) « (40,0%) «
Total S 4 3 S
(17; 100.0%)»e (29.4%) = (23.5%) = (17.6%)» (25.4%)
A_hHealthy Woman
Self
Unditferentiated 2 1
(3: 16.7%)ee (66.7%) @ (33.3%) ¢
(50.0%) ¢ (14.3%) «
Eeminine 1 2
(3: i6.7%) e (33.3%) (66.7%) ¢
(14.3%)+ (40.0%) »
Mascuiine 4 i 2
(7; 38.9%)0» (S7.1%) ¢« (14.3%)» (28.6%)»
(57.1%) « (50.0%) + (40.0%)
Androgynous 2 i 1 .
(S5; 27.8%)ee (40.0%) » (20.0%) » (20.0%) (20.0%)
(S0.0%) + (i4.3%) (S50.0%) « (2U.U%)+
Total 4 7 2 S
(18; 100.0%)»ne (22.2%)» (38.9%) » (11.1%)» (27 .8%)
A_Healthy_ Adu.t
Self
Undifferentiated 3 2
(S5; 31.3%)ee (60.0%) (40.0%; ®
(60.0%) + (33.3%)
Feminine 3 2
(5; 31.3%)ee (60.0%) e (40.0%) ¢
(75.0%) + (33.5%)+
Masculine 2 i
(3; 18.8%) s (66.7%)# (33.3%)
(40.0%) » (25.0%) «
Androgynous i <
(3: 18.8%) e» (33.3%) ¢ (66.,7%) 0
(100.0%)+ (33.3%)
Total S 4 i o
(163 10U.0%)ee (31.3%)» (25.0%)» (6.3%) (37.5%) ¢
* row percentage ee® cateqQory percentage

¢« column percentage



masculine sex-role preference for a ""healthy adult." Male
subjects were not endorsing masculinity as an ideal model
of health.

In addition, only three (17.6%) male subijects (one
each who saw himself as undifferentiated, masculine and
feminine) endorsed a masculine sex-role preference for a
“healthy man.' No man who chose an androgynous preference
for himself saw a '"healthy man” as masculine. In fact,
those who saw thenmselves as sex-typed chose masculinity
least as a sex-role preferenca for a “healthy man.” Eight

of seventeen (47%) subjects saw a "healthy man as
androgynous or masculine. This was the lowest percentage
of androgynous and undifferentiated or androgynous and
sex-typed for any of the three categories (' "healthy man,

woman or adult).

Seven of eighteen (38.9%) male subjects endorsed a

feminine sex-role preference for a "healthy woman." Five
subjects (27.8%) saw a "healthy woman'™ as having an
androgynous sex-role preference. Sex-typed malie subpjects

predominantly saw a "healthy woman" as sex-typed feminine.
Tweive of eighteen (66.7%) subjects saw a "healthy woman"
as feminine or androgynous. It is intereating to note that
male subjects endorsed masculinity the least frequentiy 1in
any category. They also endorsed androgyny £for a '"hea.ithy
man' and a "healthy adult'” but see a “healthy woman" as

sex-typed.
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Female subjects who saw themselves as androgynous,
magculine or undifferentiated primarily sesaw a ‘healthy
adult'” in the same way they aaw themselves (see Table 8).
Those who endorsed a feminine sex-role preference for
themselves saw a ""healthy adult'” as androgynous. Female
subjects endorsed a feminine sex-role preference less often
than any other choice for a ‘“healthy adult.” Twalve of
nineteen (63.1%) subjects saw a “"healthy adult®” as having
an androgynous or masculine sex-role preference.

There were 4 of 20 (20%) female subjects who saw a
“"healthy man' as having a masculine sex-role preference,
while 9 (45%) subjects saw a "healthy man'” as androgynous.
Those subjects who saw themselves as androgynous or

feminine saw a "healthy man' as androgynous. Those who saw
themselves as masculine or undifferentiated endorszsed the
same sex-role preference for a "healthy man.” No sex-typed
female subject saw a "heaithy man” as sex-typed mascuiine.
This is in direct contrast to sex-typed male subjects who
saw a "healthy woman™ as sex-typed feminine. Thirteen ot
twenty (65%) subjects saw a healthy man®” as androgynous or
magculine.

Only 3 of 18 (16.7%) {female subjects saw a
“healthy woman'" as having a feminine sex-role prerference.

An equal number and percentage (3, 16.7%) saw a ““healthy

woman' as undifferentiated. Twelve of eighteen (65.7%)
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Table 8

Seif
Undifferentiated 3 2
(7; 35.0%)e» (42.9%) * (28.6%)»
(60.0%) + (100.0%) +
feminine 1
(S; 25.0%) e (20.0%) =
(20.0%) +
Masculine 1
(3; 15.0%)ee (33.3%)»
(20.0%) +
Androgynous
(S; 25.0%) e
Total S 2
(203 100.0%x)e= (25.0%) » (10.0%)»

Self
Undifferentiated 2
(3; 16.7%)n» (66.7%) »
(66.7%) +
Eeminine 1 2
(9; 50.0%)e» (11.1%)# (22.2%)
(33.3%)+ (66.7%)+
Hasculine
(3; 16.7%)ew
Androgynous 1
(3; 16.7%)0w (33.3%)»
(33.3%)
Total 3 3
(18: 100.0%)ee (16.7%) » (16.7%) e
A_Healthy_ Adult
Self
Undifferentiated 3 1
(4; 21.1%) e (75.0%) (25.0%) ¢
(75.0%) + (33.3%)+
Eeminine 1
(4; 21.,1%)ns (25.0%)»
(33.3%)+
Mascuiine
(S: 26.3%) s
Androgynous i 1
(6: 31.6%)ee (16.7%) = (16.7%)»
(25.0%) + (33.3%)+
Totai 4 3
(19: 100.0%)e» (21.1%) e (15.8%)
* row percentage
+ cColumn percentage
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(14.3%) ¢
(25.0%) «

2
(66.7%) ¢
(50.0x) ¢
1
(20.0%) »
(25.0%) «
4
(20.0%)

1
(33.3%)»
(14,3%) ¢«
2
(22.2%)»
(28.6%) ¢
3
(100.0%)«
(42.9%) ¢
1
(33.2%)
(14.3%) +
7
(38.9%)»

1
(25.0%)
(20.0%) +
3
(60.0%)»
(60.0%)+
i
(16.7%) =
(20.U%) +
5
(26.3%) s

(i4.3%)»
il.l%)-
LY
(80.0%)»
(44, 4%)

4
(80.0%) ¢
(44.49%) ¢
9
(45.0%) »

q
(44 ,49%) =
(8U.0%) »

(33.3%) ¢
(LU.U%) +
S5

(27.8%) ¢

2
(50.U%) »
(28.06%)«
2
(40.0%) =
(28.6%) +
3
(50.0%) »
(42,9%)+

/
(36.8%)

»* category percentage



female subjectas saw a ‘'"healthy woman" as masculine or

androgynous. Those subjects who saw themseives as
undifferentiated or masculine primarily sesaw a ‘"healthy
woman' as they saw themselves. Those who saw themselves as

feminine saw a "healthy woman'” as androgynous and those who
saw themselves as androgynous equally endorsed a masculine,
feminine or androgynoua aex-role preference. Female
subjects endorsed femininity leas often than any other
category. In this way, both female and male subjects
endorsed their stereotyped sex-role (masculinity for males
and femininity for females) least frequently in any
category. The female subjects like the maie subjects
endorsed androgyny for a “"healthy man and adult' but not
for a "healthy woman." Female subjects, unlike the male
subjects, endorsed masculinity as the sex-role preference
for a "healthy woman."'

A series of t-tests were conducted to examine 1f
there were differences between male and female subjects 1n
how they saw themselvea on their maaculinity, femininity
and androgyny scores (see Table 9). (Shaw (1982) conducted
a4 study to obtain a continuous androgyny score 30 that

subjects could be compared within or between the four

categories, He found the simplest and most etficient

androgyny 3core was to add the mean masculinity ana

femininity Scores; M+«F=Aa.) No significant differences
S0



Males

Males

Mean S.D.
5.195 .63
4.97 .64
n.s,

5.02 .73
5.13 .565.
n.s.

4,73 .74
S5.16 .54
t=1.96

n.s. p<.o6
4.84 .45
5.22 .37
t=2.62

p<.02

S1

Table 9

Feminine
Mean S.D.

Self
14.74 .47
4.87 .33
n.s.

Man
4,19 .45
4.25. .39
n.s

Woman
4.91 .39
4.69 .41
n.s.

Aduit
4.67 .35
4.66 .28
n.s

Mean

. S0

.85

.68

.55



were found for male and female subjects on how they rated
themaelves on masculinity, femininity and androgyny. There
were also no significant differences in how male and female
subjects rated a "healthy man” or a "healthy woman' on
masculinity, femininity and androgyny. There was a trend
(p<.06) for female subjects to rate a "healthy woman' as
more masculine than did male subjects. There was no
significant difference in how male and female subjects
rated a “healthy adult” on femininity and androgyny.

However, there was a significant difference (p<.02) in the

subjects’ rating of masculinity <for a '"healthy aduilt."
Female subjects rated a "healthy adult” higher on
masculinity than did male subjects. Because this

difference was found, it was not possible to group male ana
female subjects in the rest of the analyses. Theretore,
further examination of the data was conducted gseparately
for male and female subjecta.

One of the major questions raised 1n this scudy
was how did psychoanalytic psychologists rate a ‘"healthy
man, woman and adult"” and would the <ciliinicians’
descriptions of each target category be different from one
another. A series of paired comparison t-testas was
conducted and 1t was found that male and female subjects
were 1in agreement in their perceptions of similarities anca

differences (see Table 10). Both malie and femaie



Table 10

Man/Woman

M=Man
~#=Woman
A=Adult

n=17/18

5.02/4.73 M>W
t=1.96 p«<.06 n.s.

4.19/4.91 W>M
£=5.0S p<.001

9.21/9.64 W>N
t=1.46 p<.16 n.s.

n=17/16

5.02/74.84
n.s.

4.19/4.67 A>M
t=3.45 p<.002

9.21/9.91
n.s.

n=18/16

4.73/4.84
n.s.

4.91/4.67
n.s.

9.64/9.51
n.s.
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n=20/18

$.13/5.16
n.s.

4.25/4.569 W>M
t=3.38 p<.002

3.38/9.85 WM
t=1.91 p<.07 n.s.

n=20/19

5.13/5.22
n.s.

4.25/4.60 A>M
t=3.77 p<.,00.4

9.38/9.83 A>M
t=2.09 p«<.0S

9.85/9.88
n.s.
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ciinicians saw &a ‘“‘healthy man'” and a "healthy woman' as
different from each other on femininity but similar on
masculinity. There was a trend for both subject groups to
see a difference on androgyny: the "healthy woman®" being
rated higher than the “healthy man.

Male aubjectas saw a "healthy man'™ and a "heailithy
adult” as different from each other on femininity but
similar on masculinity and androgyny. Female subjects saw
a "healthy man™ and a “healthy adult'™ as different on
femininity and androgyny and similar on masculinity. in
the female subjects’ comparison, the score for the '"healthy
adult®” was consistently higher than that for the ‘“heaithy
man,” i1.e., a "healthy adult® was seen as more masculine,

feminine and androgynous than a man.

In the "healthy woman'" and ‘healthy aduilt"”
comparison, there was no difference in maculinity,
femininity or androgyny for either male or femalie
subjects. A ‘“healthy adult"” (the supposead ideal

description of mental health) was seen as simii&ar to &
“healthy woman. " In addition, both male and female
sublects saw a "healthy adult”™ as more feminine and female
3ubjects saw a ""healthy adult as more androgynous than a
“healthy man." Therefore, in this study the results are
considerably different than the findings of Broverman, et

al (1970). In 1986, male and female psychoanalytac

S4



cliniciana saw a ‘"healthy man and a "healthy woman' as
different from each other and saw a "healthy adult’™ in the
same way as they saw a "healthy woman!" The pendulum has

made a wide swing and now i1t i3 the "healthy man’” who 18 1in

the double bind. He was seen as different from a "healthy
woman” and a “"healthy adult.” If he subscribed to the
“"healthy adult” model, he was seen as deviant from the
stereotypic gsex-role model for a "healthy man” and 1f he

choose the sex-role description that is typically ascribed
to a ""healthy man’, he was seen as deviant <from the
‘“healthy adult' model.

Another gquestion that was raised i1n this study was
would clinicians see the healthy target person in the same
way they saw themselves. A series of paired comparaison
t-tests were used to investigate this qgquestion and the
results are shown 1n Table 11. Male and female sSubjects
did find differences between themselves and the assigned
target for masculinity, femininity and androgyny. in only
one catergory did subjects see the target as they saw
themselves and this was for male clinicians in the
self/adult category. This was so for 16 maie subpjects
(47.8% of the self/adult group, 31.4% of male subjects andgd
14.8% of the total sample). It 1s i1nteresting that no
ciinician saw any difference on masculinaty, femininity or

androgyny between &a ‘“‘healthy woman" and a ‘“"healithy aguilit”
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in the previously described analysis (see Tablie 10».
However. there was a significant difference on femininity
between a “healthy man” and a “"healthy adult” for maie
subjects (see Table 10) but an this comparison male
subjects (though few i1n number (16)) saw a "healthy adult”
in the same way as they saw themselves. Male subjects saw
no difference between themselves and a "healthy adult” but
did see a difference between a ""healthy man” and a ""heaithy
adult” (a "healthy adult” was seen as more feminine than a
“healthy man'). Female subjects saw no difference between
a "healthy woman' and a "healthy adult” but did see a
difference between themselves and a ‘“healthy adult”
(themselves being seen as more feminine than a ‘“healthy
adult’'). This begins to make sense because male clinicians

saw themselves as more feminine and androgynous than they

saw a ‘“heaithy man.” They also saw no difrierece petween
themselves and a "healthy woman” on feminainity, bpetween
themselves and female subjects 1n their prererence or

sex-role category (see Table 4) and on femininity for
themselves, a “"healthy man, woman or adult’” (see Table 3.
By combining these data, 1t appears that maie clinicians
may be ain touch with the feminine side of themselves.

The picture 1s somewhat different for fema.ie
subjects. Femininity 1is still a primary identification zor

female clinicians 1n that they saw themselves as more

S7
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feminine than a "healthy man, woman or adult” and 1t was
the first choice sex-role preference for them (see Table
4). They saw themselves as more androgynous than a man and
a trend (p<.08) for a man to bpe more masculine than they
were. They saw a woman as more masculine than themselves.
In addition, &a significant difference was exhibited oy
female subjects in the masculinity score for a "healthy
adult’ and there was a trend in the same direction for
masculiinity for a "healthy woman” (see Table 9). Female
clinicians appeared to be describing an ‘ideal’ in fainding
no significant differences between a woman and an adult ain
the previous analysis; one they don’t subscribe to
themselves.

One of Striker’s (1977) major <criticisms liodged
against the original Broverman, et al, (1970) study was
that there was no item analysis of the scale they used.
This made it impossible to know 1f the actual differences
were statistically significant. In this study, a series oxf
1tem analyses was conducted for male and female subjects.
The result of the first of these comparisons 13 shown 1n
Table 12.

The first group of t-tests was between ma.e and
female clinicians for self, a ‘“healthy man, woman andg
adult.” In the self category, male subjects raced

themselves higher on one item from the mascuiine

S8



Table 12

Self (n=51/57)

1+

Masculine
$5.37/72.88 M>F
t=11.58 p>.001

Man (n=17/20)

Has leadership abilities
5.30/74.29 F>M
t=3.10 p>.01

wWoman (n=18/18>
Independent
6.11/75.39 F>M
t=2.48 p>.02
Self-sufficient
6.06/5.44 F>M
t=2.04 p>.0S5S
Willing to take a stand
5.94/5.06 F>M
t=2.94 p>.01
Acts as a leader
5.17/4.44 F>M
t=2.48 p>.02

Acdult (n=16/19)
Seif-reliantc
6.U6/5.563 F>M
t=2.18 p>.04
independent
S5.79/5.13 F>M
t=2.88 p>.01
Assertive
S.583/5.C0 F>M
t=Z.17 p>.04

Femninine Items Neutra.i_ Items

Feminine
5.37/2.88 F>N
t=12.16 p>.001

Sympathetic
6.02/5.71 F>M
t=2.08 p>.05

Compassionate
5.96/5.65 >N
t=2.29 p>.03

Flatterable Likable «+¢)
4.35/73.35 F>M $5.30/4.53 ¥>M
t=2.22 p>.04 t=2.46 p>.02

Conventicnal (-)
4.44/3.56 MOF
t=2.9% p>.C2

Flatterable
4.50/73.4949 M>F
t=2.63 p>.02

Soft-spoken
4,.36/3.567 M>F

=2.44¢ p>.,02

Gullible
3.28/72.44 MOF
t=2.25 p>.04

Loves children
$.83/5.15, M>F
t=2.56 p>.02

Gentle
S5.33/4.83 M>F
£=2.53% p>.02

Feminaine
q4.63/3.%8 F>M
t=2.84 p>.01
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scale and female subjects rated themselvea higher on three
feminine characteristics. The were no signiticant
differences between subjects on the neutral scale.

In the "healthy man" category, there were three
items that were identified as being significantiy
different; one masculine, one feminine and one neutral
characterastic. In all three cases female subjects rated a
“healthy man‘® higher on these characteristics than did maie
subjects.

For the "healthy woman' grouping, male subjects
rated a “healthy woman' higher on five feminine
characteristics and one neutral one while female subjects
rated a “healthy woman®' higher on four masculine
characteristics.

In the ‘“healthy adult' category, only zfemaie

subjects rated a "healthy adult”™ higher on one feminine and
three masculine characteraistics. The gender
terms-masculine and feminine-were only significantiy

different 1i1n the seltf and ‘“healthy adult'” categories.
Males saw themselves as higher on masculinity and femailies
saw themselves and a "healthy adult” as higher on
femininity.

On 36 of a total of 60 i1tems (60%), temale

subjects rated a "healthy adult” higher than did maile

o

3%)

G

subjects (19 of 20 (95%) masculine 1items, 7 o0t 20 ¢«



feminine 1items and 10 of 20 (S0%) neutral items). Femaie
subjects were responsible for three of the four (75%)
significant differenceas in the self category and for 11 of
17 (64.7%) significant differences in the target
categories. It appears that the female ciinicians
consistently rated themselves or the target with a more
definite response.

The s8econd group of t-tests was on the 60 scaie

items for male and female subjects in the "healthy
man/woman, woman/adult and man/adult’ categoraies (see Tabie
13. In the "healthy man/woman’” category, a significantc

difference was found for the means of 15 i1tems for maie
subjects. The two masculine items-dominant ana mascuiine
were the only two characteristics on which male subjects
endorsed a higher mean score for a "healthy man”™ than they
gave a ‘“‘healthy woman.” The reverse; where maie subjects
gave & ""healthy woman'™ a higher rating than a ‘'“healthy
man,'” was indicated on 13 characteristics. This was the
case on ll1 feminine items and two neutral.

In the “"healthy woman/adult®” comparison, Tour or
the five 1tems on which there was a significant difference
were found to have the “healthy woman" with a nigher mean
score than the ‘'"healthy adult.” Masculine, the onuiy
masculine scale item on which there was a significant
difference, was found to have the '"healthy adulit”™ ratea

higher than the "healthy woman."
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Table 13

Man/wWoman (n=17/18)

Dominant
4,.35/73.50 MO>W
t=2.34 p<.03

Masculine
5.47/2.56 M>W
t=7.97 p<.00O1

Woman/Adult (n=18/16)

Masculine
2.5674.25 A>W
t=4.71 p<.001

Feminine items

Flatterable
3.35/74.50 W>M
£t=3.00 p«<.00S

Feminine
2.76/5.839 W>X>M
t=9.18 p«<.001

Sensitive to the

needs of others
4.949/5.72 W>XM
t=2.38 p«.0C3

Understanding
S5.12/5.83 WX>M
t=2.46 p<.02

Compassionate
4.88/5.839 WM
t=z3.36 p<.002

Sott-spoken
3.71/4.956 wOXM
t=3.10 p<.004

warm
4.88/95.56 WXM
t=2.,22 0<.04

Tender
4,59/5.49 W>M
t=2.92 p<.006

Does not use harsh

language
3.94/5.28 W>M
t=3.84 p<.001

Loves children
4.71/5.83 WX>M
t=4.31 p<.001

Gentie
4.47/5.39 WM
t=3.26 p<.0U3

Flatterablie
4.50/3.81 WXA
=2.09 p<.0S

cont.

Theatricai (-
2.71/3.49 WXM
£22.23 p<.VUg

Tactful (+)
4.,76/9.50 wW>M
t=2.30 p«.03

Mooay (-
3.61/72.83 W>A
t=g.i2 p<,.US



Masculine_ Items

Man/Adult (n=17/16)
Has leadership
apiiities
4.29/5.06 A>M
t=2.31 p<.03
Mascuiine
5.47/4.25 M>A
t=2.31 p«<.002

M=Man
W=Woman
A=Aduit
(+)=Poszitive
(-)=Negative

Table 13 (cont.)

Feminine
5.89/3.88 W>A
t=7.16 p<.001

Loves children
5.83/5.13 W>A
t=2.62 p<.02

Cheerful
4.71/5.19 A>M
t=2.06 p<.05

Feminine
2.76/3.88 A>M
t=3.23 p<.003

Compassionate
4.88/5.75 A>M
t=2.59 p«<.02

Eager to soothe

hurt tee.ings
4.12/4.949 A>HM
t=2.36 p«<.03

Soft-spoken
3.71/4.31 A>M
t=2.96 p«<.006

Does not use

harsh language
3.94/5.19 A>M
£=3.27 p<.003

Gentle
4.47/5.38 A>M
t=3.11 p<.004

Neutral Items

Happy (+)
4.76/5.50 A>M
t=2.70 p<.02

Likablie (+)
4.53/5.386 A>M
t=3.22 p<.003

Friendliy (+
S5.18/5.81 A>M
©£=22.34 p«<.032

Adaptabie (+)
5.06/5.31 aA>M
t=2.17 D<.U4

Tactiul (+>
4.76/5.63 A>M
t=3.21 p<.0U3

ey



In the “"healthy man/adult” groupaing, 14
significant differences were found with the "healthy aduilt"”
seen as higher on 13 of 14 items. The only i1tem seen 1in
the reverse was masculine.

Only the gender characteristics-masculine and
feminine overlap in all three categories with the "healthy
man® as more masculine and less feminine than the ‘'heaithy
woman', the "healthy adult” as more masculine and less
feminine than the "healthy woman’ and the "“heaithy acuit"
as less masculine and more feminine than the "healthy man.”
“here were additional overlaps between categories that were
primarily on the feminine characteristics.

Table 14 shows that for female subjects, there was
a significant difference on 19 items 1in the ‘“healthy
man/woman' comparison caregory: 7 masculine, 5 feminine ana
3 neutral. Female subjects rated a "healthy man' higher on
two masculine characteristics (athletic ana masculine, ana
one neutral characteristic (conventional (-)). The other
l6 1tems (ail the feminine, S masculine and Z neutra.) were
rated higher for a "healthy woman' than a "healthy man."

In the "healthy woman/adult’™ comparison, <there
were five items on which a significant difference was zfouna
for female subjects. Three of these were masculine izens
and two were feminine characteristacs. Two of the means

for the masculine i1tems (athletic and masculine’) were z1ound



Table 14

Man/Woman (n=20/18)
Independent
5.40/6.11 W>XM
t=2.60 p«<.02
Athletac
4,90/74.28 M>W
t=2.07 p<.0S
Makes decisions easily
4.75/5.39 W>XM
t=2.44 p<.02
Self-sufficient
5.45/6.06 W>M
t=2.31 p«<.03
Masculine
S5.55/72.78 MO>W
t=7.45 p«<.001
Willing to take
a stand
$.20/5.94 W>XM
t=2.73 p«.01
Individualistic
4,70/5.67 W>M
t=3.49 p«<.001

Woman/Aguit (n=18/19)
Athletaic

4.28/4.84 A>W

t=2.07 p<.05
Masculine

2.78/4.63 A>W

t=5.37 p<.001
Willing to take a stand

5.94/5.42 W>A

t=2.03 p«<.05

Affectionate
$5.20/5.72 W>X>M
t=2.14 p<.04

Feminine
2.55/75.78 W>M
t£=9.98 p«<.001

Sympathetic
4.90/75.89 W>NM
t=4.12 p«<.001

Sensitive to the

needs of others
5.00/5.67 W>M
t=2.20 p<.04

Understanding
5.10/5.83 W>NM
t=2.59 p«<.02

Compassionate
$5.30/6.11 W>M
t=2.62 p«<.02

Warm
5.20/5.89 W>M
t=2.67 p<.0O2

Tender
4,75/5.50 W>M
t=2.30 p«.03

Does not uase

harsh language
3.80/4.78 W>M
t=2.41 p<.03

Feminine
$5.78/4.63 W>A
£t=4.95 p«<.00l

Warm
S$5.89/5.37 W>A
t=2.19 p«<.04

cont.

Acaptapie (+)
4.80/5.67 WXN
t=2.53 p<.UL

Tactful ()
4.50/5.50 W>M
t=3.849 p«<.0Oi

Conventional (-)

20/3.56 MOW
£t=2.29 p<.U3
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Masculine_Itenms

Man/Adult (n=20/19)
Self-reliant
S.45/6.05 A>M
t=2.60 p<.02
Makes decisions easily
4.75/5.63 A>M
t=3.59 p<.001
Masculine
35.55/74.63 M>A
t=3.24 p<.003
Indavidualistic
4.70/5.32 A>M
t=2.38 p«<.03

M=Man
W=Woman
A=Adult
(+)=Positive
(-)=Negatave

Table 14 cont.

Feminine lItems

Feminine
2.55/74.63 A>M
t=6.22 p<.001

Sympathetic
4.90/5.53 A>NM
t=2.94 p<.006

Sensitive to the

needs of others
5.00/5.68 A>M
t=2.39 p«.03

Understanding
$5.10/5.68 A>NM
t=2.12 p«<.05

Tender
4.75/5.47 A>M
t=2.70 p<.02

Does not use

harsn language
3.80/74.79 A>M
t=2.85 p«<.C0O7

o
a

Neutral Items

Tactful (+)
4.60/5.32 A>M
t=2.72 p<.01

I 1%



to be higher for a "healthy adult® than for a "heaithy

woman.” These two characteristics were the same i1tems that
female subjects described as higher for a "healthy man”
than a "healthy woman."’ The other masculine and the two

feminine characteristic means were found to be higher for a
“"healthy woman” than a “healthy adult.”

There were 11l significant differences found on the
comparison of the means 1i1n the ‘“healthy man/adult”
category. Only one masculine item was found higher for a
“"healthy man” than a ‘'healthy adult” and this was the
gender description, masculine. There were three mascuiine,
81X feminine and one neutral item on which significant
differences were found with the "healithy adult” higher than
the "healthy man."

Female subjects found a significant difference on
the gender characteristics (masculine and feminine) in aiil
three comparisons., Even though the apecific 1tems
differed, the female subjects, like the male subjects,
found the "healthy man' as more masculine and less feminine
than the ‘"healthy woman®, the ‘“healthy aduit" as more
masculine and less feminine than the "‘healthy woman’' and
the "healthy adult” as less masculine and more feminine
than the "healthy man."” There were additional overlaps on
characteristics between categories on both masculine and

feminine i1tems.
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Including the concurrence by male and female
aubjecta on the gender deacriptiona of masculine and
feminine, there was agreement on nine items in the "healthy
man/woman’'® category, two in the healthy woman/aduit”

category and four in the "healthy man/adult®” comparison

(see Table 15). Male and female subjects had the greatest

divergence of description 1i1n the "healthy man/woman'
category. This was because female clinicians saw a
difference on eight items and male clinicians saw a

difference on only one item.

Table 16 shows the third group of paired
comparison t-tests of the 60 scale items between self and
target for male and female subjects. For male subjects 1in

the self/"healthy man'" comparison, a significant difference
was found on 21 items <(four masculine, 11 feminine anc six
neutral>. In all cases except one masculine item
(aggressive), male clinicians endorsed a higher rating =for
themselves than for a "healthy man.”

In the self/"healthy woman' comparison, tihere were
nine i1tems that elicted a 3ignificant difference but on.ly
two (one feminine, feminine and one neutral, tactful (+)°
in which the male subjects saw a "healthy woman' as higner
than a themselves.

In the self/""healthy adult' compar:son, there were

significant differences on 17 Ltems: five masculine, two

(%3}
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Table 195

Masculine _Items Feminine_lItems Neutrai_

Man/Woman

Maaculine Feminine Tactsful
M>W W M W M

Sensitive to the
needs of others
Wo>M
Understanding
W M
Compassionate
W>M
wWarm
wW>M
Tender
wW>M
Does not use
harsh language

W M
Woman/Adult
Masculine Feminine
A>W W>A
Man/Adult
Masculine Feminine Tactztul
M>A A>M A>NM
Does not use
harsh language
A>M
M=Man
W=wWoman
A=Adult

(+)=Positive

itemsg
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Taple 16

Seif/Man (n=17)
Analytical
6.2974.94 S>M
t=5.28 p«<.001
Has leadership
abilities
S.12/74.29 S>M
t=2.46 p<.03
Aggressive
3.88/4.53 M>S
£=2.18 p«<.0S
individualistic
5.35/74.59 S>M
t=2.75 p<.02

Cheerful
S5.12/74.71 S>M
t=2.13 p<.0S

Loyal
6.53/75.65 S>M
t=5.22 <.001
Sympathetic
5.76/5.00 S>M
t=2.7%5 p<.02
Sensitive to the
needs of others
S$5.76/4.94 S>M
£t=2.55p«<.03
Compassionate
$5.59/74.88 S>M
t=2.78 p<.02
Soft-spoken
4,82/3.71 S>M
t=3.50 p«<.003
Warm
5.53/4.88 S>M
t=4.24 p<.C0O1
Tender
S$S.41/4.59 S>M
£t=3.57 p«<.003
Loves children
S.88/74.71 S>NM
t=5.10 p<.001
Gentle
5.59/74.47 S>M
t=4.97 p<.001
Eager to soothe
hurt feelings
S5.24/4.14 S>M
t=3.95 p«<.001

cont.
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Conscientious (+)
6.24/5.76 S>M
t=2.22 p<.0S

Reliable (+)
6.53/75.65 S>HN
t=4.24 p<.001

Sincere (+)
6.12/5.71 S>M
t=2.13 p<.uUS

Likable (+)
5.50/4.53 S>M
t=4,.,15 p<.CU.

Friendiy 7+)
S.82/5.18 3S>M
£t=2,52 p«.03

Tactful (+)
$5.59/74.76 3>N
t=3.57 p<.00O3
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Masculine Items

Self/Woman (n=18)

Strong personality

$5.72/5.22 S>W
t=2.15 p<.05
Analytical
6.28/4.89 S>W
t=7.58 p<.001
Dominant
4,28/3.50 S>w
t=2.52 p<.03
Masculine
5.67/2.956 S>W
t=9.10 p<.001

Self/Adult (n=16)

Analytical
6.06/5.06 S>A
t=3.04 p<.008

Makes decisions easily

4.44/5.25 A>S
£=3.57 p<.003
Masculine
4.81/4.,25 S>A
t=2.18 p<.0S
Acts as a leader
5.19/4.63 S>A
t=2.1i8 p<.0S
Competitive
4,69/3.81 S>A
t=2.91 p<.02

Table 16 cont.

Loyal
6.22/5.61 S>W
t=2.65 p«<.,02
Feminine
2.72/5.89 W>S
t=6.79 p<.001

Flatterable
4.50/3.81 S>A
t=2.42 p<.03
Feminine
3.00/3.88 A>S
t=2.78 p<.02

S=Self

M=Man
W=wWoman
A=Adult
(+)=Positive
(-)=Negative

conscientious (+)
6.44/5.83 S>Ww
£=3.33 p«.004

Reliable (+)
5.44/5.89 S>W
t=2.40 p<.03

Tacttul (+)
4.78/5.50 W>S
t=2.50 p«.03

Helptul (+)
5.94/5.44 S>A
t=2.24 p<.0S

Moody (-)
3.88/72.88 5>A
t=2.66 p<.02

Conacientiocus (+)
6.44/75.75 S5>A
t=3.91 p<.v01

Theatricai (-)
3.94/3.25 S>A
£=3.91 p«<.D0i

rappy (+)
4,38/75.50 A>S
t=3.92 p<.00L

Reliaple (+)
6.25/6.00 5>A
t=2.24 p<.0S

Jealous (-)
3.63/72.81 3>A
t=2.28 p<.04

Secretive (-
3.75/2.89 35>A
t=2.649 p<.0

Conceited (-)
3.8872.639 S>A
t=4.07 p<.001

Adaptaple (-)
5.19/5.81 A>S
t=3.10 p<.007



feminine and 10 neutral (seven negative and three

positive). The "healthy adult" was ratea higher on one
masculine, one feminine and two neutral itema (both
positaive); the other 13 items were rated higher for
themselves.

For female subjects in the self/"healthy man
comparison, a significant difference was found on 22 items:
four masculine, 12 feminine and s8ix neutral <(see Table
17, On 18 characteristics the female subjects endorse a
higher rating for themselves than a ‘“healthy man."” The
four i1tems on which they found a man higher than themselves
were assertive, forceful and the masculine gender itenm,
masculine; and the neutral item, conceited (which i8 a
negative characteristic).

In the self/"healthy woman"” category,., fema.e
subjects endorsed a significant difference on 12 i1tems:
five masculine, four feminine and three neutral. They
found the ‘“healthy woman"™ higher on four of the five
masculine i1tems, one feminine 1i1tem and two neurra.l
(negative) items. The one feminine item was the gender

deacraiption-teminine.

In the self/"healthy adult” category, zemaie
subjects endorsed a significant difference on nine
characteristics: five masculine, two feminine and two

neutral items. They found themselves higher on all the
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Table 17

Seif/Man (n=20)
Assertive
5.15/5.55 M>S
t=2.37 p«.03
Forceful
4.25/4.90 M>S
t=2.37 p«<.03
Analytical
5.85/5.15 S>M
t=2.40 p«<.03
Masculine
2.85/75.55 M>S
t=7.15 p«<.001

Loyal
6.25/5.55 S>M
t=z4.27 p<.001
Feminine
$.25/72.55 S>M
t=6.78 <.001
Sympathetic
6.05/4.90 S>M
t=6.90 p<.001
Sensitive to the
needs of others
$5.75/75.00 S>M
t=3,.00 p<.vO07
Understanding
6.15/5.10 S>M
t=4.70 p<.,001
Compassionate
5.95/5.30 S>M
t=2.56 p<.02
Eager to soothe
hurt feliings
5.15/74.25 S>NM
t=3.949 p<.001
Warm
5.65/5.20 S>M
t=3.33 p<.004
Gullible
3.35/72.45 S>M
t=2.93 p<.009
Does not use
harsh language
4.80/5.80 S>M
t=4,.36 p<.00i1
Loves children
5.60/74.95 S>M
t=2.46 p<.03
Gentle
5.50/4.70 S>M
£=3.39 p<.003

cont.

N
W

Helpful (+)
$5.75/5.10 S>M
t=3.58 p<.002

Conscientious (+)
6.20/5.40 S>M
t=2.56 p<.02

Reliable (+)
6.25/5.70 S>M
t=2.77 p«<.02

Sincere (+)
6..0/5.68 S>M
£t=2.36 p«<.03

Conceirted (-)
2.30/3.05 M>S
t=2,21 p<.C4

Tactful +)
5.35/4.60 S>M
t=3.13 p«.00US



Masculine Itenms

Self/wWoman (n=18)

Independent
5.50/6.11 W>S
t=3.05 p«.001

Assertive
4.94/5.50 W>»S
©=2.56 p«,02

Analytical
6.11/5.22 S>W
t=4.19 p«<.001

Self-aufficient
5.61/6.06 W>S
£=2,20 p«<.0S

Acts as a leader
4.06/5.17 W>S
t=3.16 p«<.006

Self/Adult (n=19)

Atheletic
4.00/4.84 A>S
t=2.11 p<.0S

Analytical
5.84/5.37 S>A
t=2.28 p«<.04

Makes decisions easily

5.21/75.63 A>S
t=3,02 p<«.007
Masculine
3.26/4.63 A>S
t=4,08 p<.001
Ambitious
5.63/5.16 S»>A
t=2,.28 p<.04

Table 17 cont.

Feminine
5.33/5.78 W>»S
t=2.41 p«<.03

Soft-gspoken
4.67/73.67 S>W
t=3.19 p<.00S

Loves children
5.83/5.11 S>W
t=2.50 p<.03

Gentie
5.33/74.83 S>wW
t=2.47 p<.03

Feminine
5.53/74.63 S>A
£=3.39 p<.003

Eager to soothe

hurt feelings
S5.32/74.58 S>A
t=3.249 p<.00S

Conscientious  +)
6.28/5.67 5>W
t=2.37 p<.J3

Theatrical (=)
2.8372.85 WS
t=2.36 p<.02

Conceited (-)
2.50/2.94 W>S
t=2.20 p<.0S

conscientious (+)
6.26/75.63 S>A
t=2.88 p<.0i

Sincere (+)
5.16/5.74 S>A
£=3.02 p«<.007

S=Seif

M=Man
W=Woman
A=Adult
(+)=Posaitive
(-)=Negative
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feminine and neutral items and on two of the five mascuiine
items.

Table 18 shows that there were 17 items in which
male and female subjecta concurred 1n the self/"healthy
man', self/"healthy woman* and self/"healthy aduit"”
comparisons. In 16 of the agreed difference, male and
female subjects rated themselves higher than the target
person. On only one characteristic (makes decisions

easily) did male and female subjects rate the "healthy

adult” higher than themselves. Two characteristics
overlapped all three comparisons: analytaical and
conscientious; with the self rated higher than the “healthy

man, woman or adult."*

Additional t-tests ware computed to aee 1f
particular demographic characteristics such as age, year of
graduate degree, years of clinical practice, yvyear of ending
psychoanalytic training, motheras’ employment, membership in
APA Diviasion 35; Paychology orf Women (for female aubjecta

only: there were no male members of Diviszion 35>,

orientation of 1institute and self orientation had any

effect on the subjecta’ masculinity, femininity ana
androgyny scores. None of the comparisons exhibitec a
significant difference between subjects. Therefore,

further analysis within these categories did not appear o

be productive (see Table 19).
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Mascuiine_Items

Analytical
S>M

Self/Woman

Analytaicsl
S>w

Self/Adult

Anaiytical
S>A

Makes decisions

easily
A>S

Tabie

Loyal
S>M
Sympathetic
S>M
Senaitive to the
needs of others
S>M
Compaassionate
S>M
warm
S>M
Loves children
S>M
Gentle
S>M

Feminine
wW>Ss

Conscientious
S>M

Reliable (+)
S>M

Sincere (+)
S>M

Tacttul (+)
S>M

Conacienticus
S>w

conscienticusg
S>A

(+)

C*)



Table iS

T-Tests_of Demographic_Comparisons_op

pge
Older than mean age 53 (n=56)
Younger than mean age 33 (n=352)

After median year 1967 (n=54)
Before median year 1967 (n=51)

More than median year 21 (n=33)
Less than median year 21 (n=55)

After median year 1974 (n=51)
Before median year 1974 (n=46)

Mothers empioyed (n=39)
Mothers as homemakers (n=64)

Non-members (n=51)
Members (n=6)

Orientation_of _institute

Interpersonal (n=18)
Ali others (n=50)

Orientation_of seif

?sychcanaiytic (n=88)
All others (n=20)

5.06
S.05
p<.97
n.s.

5.02
5.03
p<.94
nN.s.

5.05
5.05
p¢.99
n.s.

5.04
5.03
p<.97
n.s.

S.10
5.02
p<.54
n.s.

4.95
5.11
p¢<.42
n.s.

5.07
5.08
p<.88
n.s.

5.07
4,97
p<.39
n.s.
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4.80
4.82
p<.79
n.s.

4.81
4.81
p<.96
n.s.

4.82
4.79
p<.68
n.s.

4.81
4.80
p<.91
n.s.

4.82
4.82
p<.96
n.s.

4.88
4.74
p¢.33
n.s.

4,76
4,82
p<.o6l
n.s.

4,81
4.79
p<.87
n.s.

9.86
9.87
p<.90
n.s.

9.83
9.84
p<.93
n.s.

5.87
9.84
p<.381
n.s.

9.85
9.83
p<.9<
n.s.

5.92
S.84
p<.59
n.s.

9.83
S.85
p<.92
n.s.

9.83
9.87
p¢<.85
n.s.
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IV DISCUSSION

The purpose of this study was to investigate the
current stereotype perceptions of male and female
psychoanalytic psychologists regarding a ‘“healthy man,
woman or adult.” The Broverman et al. (1970) study found
that male and female clinicians agreed in their definitions
of what constituted a ""healthy man, woman or adult.” 1In
addition, it was their finding that there was a significant

difference between a ‘healthy man and a "healthy woman®”
and that a ""healthy adult®” was perceived as similar to a
“healthy man.” Thus, a "healthy woman" was seen as deviant
from the adult model and 1if she was seen as a "healthy
adult'”, she was deviant from the female model. This was
catch-22 for women!

The current study was a variation on the theme of
the Broverman, et al, (1970) work. The stereotype
information was gathered with an androgyny scale (BSRI)
which makes it possible to conceptualize masculinity and
femininity as orthogonal constructs; therefore, one could
endorse masculinity, femininity or psychological androgyny
as a sex-role preference for self or other. The subjects
who were all psychoanalytic psychologists were not only

asked to fill out ¢the BSRI for their perceptions of a

“healthy man, woman or adult' but they were also asked to
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£ill out the sacale for themselves to inveatigate if there
was a relatjionship between how the psychoanalysats saw
themselvas and how they perceived the other. Finally, an
item analysis of the scale characteristics was conducted
for the man/woman, man/adult and woman/adult comparisons
and the self/man, self/woman and self/adult comparisons.
The results found in this atudy were quite different from
the Broverman, et al, (1970) findings; however, the current
results raised questions of their own. It is now the
“healthy man" who is caught in catch-22!

The concepts of sex-role preference and
stereotypes are enmpirically derived and not based on any
particular theory. The sex-role preferences for self and
other by psychoanalysts could be derived from Freud’s
conceptualization of sexual identity in either his 1925 or
1937 papers. Therefore, where appropriate, all statistical
tests were two-tailed.

The mailing went to 466 people and was returned by
108 subjects. There were no differences in the Chi Square
analysaes between male and female practitioners in the
participation rate (Table 1) or in the number of clinicians
in each target category (Table 3). Of the total persons
solicited, O53.2% were male and 46.8% were fenmale. The
final sample consisted of 47.2% male and 52.8% female

clinicians. It was interesting to note that the final

79

AL



percentage of male subjects (47.2%) approximated the total

percent of female subjects

solicited (46.8%); the final

percentage of female subjects (52.8%) approximated the

total percentage of male subjects solicited (53,2%). The

increased representation of

female subjects and decreased

representation of male subjects could possibly have

indicated the increased or decreased concern the respective

clinicians felt for the subject matter of the study and the

materials sent to thenm.
comments and additionally,
did not appear that the
differentially aware) of the
age of the group was 52.6

years of clinical practice

Judging from the subjects’
from their lack of comment, it
subjects were aware (or even
intent of the study. The mean
years and the mean number of

was 22 years; therefore, the

majority of these clinicians had received their doctoral

degree and completed their

psychoanalytic training before

the publication of the studies of Broverman et al (1970)

and Bem (1974).
The demographic
questionnaire furnished

psychoanalystic

data gathered from the

evidence that this group of

psychologists was a mature, highly

educated, well trained and clinically experienced group of

‘people. Their professional practice was primarily in the

New York city metropolitan

area although there was a snall

representation from other major cities. Half of the
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subjects received their doctoral degree from New VYork
University and Columbia University while the other 350x
received their degrees from 31 different graduate schools
(including the Universities of Ottawa, London and Paris).
The psychologists attended 24 different post-doctoral
psychoanalytic training institutes (including Canadian
Institute of Psychoanalysis, Tavistock and Hampstead) with
the majority receiving their training in New York «city.
All the subjects were engaged in treatment as
practitioners, supervisors and/or administrators. No
subject was doing only one task: there were combinations of
private practice (95.4%), supervision (31.0%), teaching
(33.3%), administrative (17.6%), and employment by others
(5.6%). Most people spent a major part of their time in
self-employment (32.5%) while also employed by others
(16.1%), engaging in research (8.2%), involved in
post-doctoral training (7.3%), attending meetings and study
groups (3.5%) and engaging in other activities sasuch as
writing (6.7%)>. The average number of hours per week that
a practitioner spent doing individual therapy was 27.7%
with 91.1% of their caselocoad being adults. Of these adult
patients, 62% were females and 38X were nmales. The
caseloads were predominantly female (i.e., 50.0% or more)
with women practitioners treating more females than males

to a diaproportionate degree (98.2%X female patients to
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11.3% male patients). Male clinicians treated more females
than males also, but not in the same imbalanced proportion
(78.0x% female patients to 358.0% male patients). This
discrepancy can have important implications with regard to
how male and female practitioners see male and/or female
patients in relation to their perceptions of themselves.
(This will be discussed in further detail in the section
reviewing the self/other comparisons.) The psychoanalysts
had been practicing for a range of 6-45 vyears with the
greatest number (65 of 108, 60.2%) between 11-25 years. As
expected, there was direct relationship between the =mean
age of the clinicians and their years of experience. This
can be seen in Figure 1. As a group, these subjects did
not see themselves as having strong religious beliefs but
they did feel they had strong political beliefs with most
persons seeing themselves as middle-of-the-road or liberal
in their views. Their fathers’ occupation fell within
traditional lines. Of the 103 persons who answered this
question, 64 (62.1%X) had mothers who were homemakers while
39 (37.9%) had mothers who were employed. It is
interesting that among the employed parents, 14 (3%5,.9%)
waere professional women while only 32 (31.1%) of the father
were professional men. Most often when people receive
research requests in the mail, they through them away;

therefore, it was of interest to know why those who did
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respond did so. Of those persons who gave answvers to this
question, 61.2x felt empathy for this author’s struggle to
complete her doctoral degree and 41.6X identified with my
current position. I believe that these are not unexpected
responases from paychoanalysts, but it is with pleasure that
I report that their comments gave me ‘emotional refueling’
and determination. So, in capsule form, these subjects are
highly educated, highly trained and highly experienced.
They came from traditional families, they see themselves as
open-minded and concerned and their professional endeavors
are reflective of the general psycotherapeutic community.
Although the Chi Square analysis of clinicians’
sex-role preference for themselves did not exhibit any
significant differences, it is interesting to note that the
first choice of sex-role preference for both male and
female subjects was the same as their gender (35.3%X and
31.6% respectively). Eighteen males and 18 females (33.3%
of total sample) saw themselves as sex-typed. Thirteen
males and 14 females endorsed androgyny (25.2% of the male
sample and 24.6% of the female sample; 25.0% of the total
sample) but not to the same degree as those who chose the
sex-typed gender stereotype. Cross-sex preference (19.6%
for males and 19.3% for females) was the last choice for
both groups. The subjects were primarily responding in a
traditional way; one that was consonant with the

demographic data.
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Whereas these clinicians generally responded in a
traditional manner for thenselves, they were less
traditional in their choice of sex-role preference for the
target person. As a group, they selected androgyny as the
sex-role preference of choice for a “"healthy man.” This
was followed by the undifferentiated category, masculine
and feminine respectively. Almost half of the fenmale
subjects choose androgyny for the "healthy man®” while leas
than one third of the nmales made the same choice. Males
choose the undifferentiated category to the same degree as
they choose androgyny. Masculine was the last choice of
male subjects and feminine was the last choice of fenmale
subjects for the “"healthy man” target.

Androgyny and feminine were selected equally for
the “healthy woman.® However, the first choice for male
subjects was feminine for this target (38.9%) and the first
choice for female clinicians was masculine (38.9%). This
was the last choice for male subjects (11.1%). For the
“healthy man and woman® categories, it appeared that nmale
clinicians were endorsing the feminine characteristics and
female subjects were doing the opposite, i.e., endorsing
the masculine characteristica. This is confirmed in the
“healthy adult® category where again androgyny is the first
choice of sex-role preference for all asubjects with each

gender group endorsing the crosa-sex category to a greater
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degree than they choose their same-sex category. In fact,
the same-sex choice waa last for each group (i.e., females
choosing feminine and males choosing masculine). It is
fascinating that the concept of sex-role congruity (Douvan
& Adelson, 1976) would explain the choice that these
subjects made for themselves, but it is not the model of
choice when it came to choosing a sex-role preference for a
target person. In this case the subjects made the
androgyny model (Bem, 1974) the construct of choice. It
also appeared that their first androgynous act was to
choose the cross-sex-role category as preferable to their
own gender sex-role description.

These sex-role preference categories were broken
down further to examine the sex-role preference for the
target by the sex-role preference for the subjects. This
was examined separately for male and female subjects. Male
subjects who saw themselves as sex-typed masculine, saw a
“healthy man’ and a “healthy adult® as undifferentiated but
they saw a “"healthy woman™ as feminine. Female subjects
who saw themselves as sex-typed feminine choose androgyny
for a ‘"healthy man, woman or adult.” Traditionally
feminine female clinicians had a more definite idea of
their views, whereas the choica of undifferentiated by
traditionally masculine male clinicians exhibited a similar

although weaker response (i.e., androgyny above the median
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and undifferentiated below the median). Both male and
female clinicians who aaw themselves as androgynous, saw
the “healthy man” and the *“healthy adult'"” as androgynous.
They were leas definite in their description for the
“healthy woman” with males choosing the undifferentiated
category and females equally choosing the androgynous,
feminine, or masculine categories. Both sex-typed and
androgynouas subjectas showed a trend to choose androgyny as
the sex-role of choice for the target category. This was
particularly true for the female subjects.

Chi square and Fisher’s Exact tests were
inappropriate for these data. However, since the
demographic data indicated the assumption of normality and
Shaw (1982) had deviased a continuous scoring system for
masculinity, femininty and androgyny, further analysis was
done with atudent t-testa; two-tailed.

In the earlier Broverman, et al (1970), work,
there were no differenceas in the male and female subjects’
perceptiona of the target person. Male and fenmale
clinicians agreed on the asasignment of traditional sex-role
stereotypes that exiated at that time. Today they do not.
In the current study, a difference was found in the
“healthy adult®” category. Female subjects had a stronger
perception of masculinity for a "healthy adult*” than did

male subjects. There was also a trend (p<.06) for the
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female subjects to have the same view for a "healthy
woman." In most inatances the mean acorea for fenmale
subjects was higher than for male subjects; it appeared
that the female subjects had a stronger feeling about the
characteristics that constituted masculinity and femininity
and thus, androgyny. In this regard, this finding was
similar to the result in the work of Brooks-Gunn and Fisch
(1980) in that there were differences in the perceptions of
male and female subjects in how they rated the ‘healthy
other."”

This study, like the earlier Broverman, et al,
(1970 work, found differences in male and female subjects’
perceptions of a "healthy man” and a “healthy woman.® Both
groups of subjects ascribed a higher femininity score to a
woman than a man. However, in this study, there was also a
difference for male and female clinicians in their

perception of femininity between a ‘“healthy man’” and a
*healthy adult.” An adult was perceived as more feminine

than a man. Neither group of subjects saw any difference

between a "healthy woman” and a "healthy adult.” A
“healthy man ia seen as different from a “healthy wonman”
and a healthy adult."” Now the “healthy adult' (i.e., sax

unapecified; the ‘ideal’ model of mental health) is seen to
be the same as a "healthy woman!" After 16 vyearsas, the

pendulum has made a full swing and now it is the ‘“healthy
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man'” who ia8 in a double bind; catch-22!" For many years,
women have expreased their dissatiafaction with their
traditional life and career choices, but Canter (1984) has
atated that now it was the man who was experiencing the
feaelings of pervaisive discontent in not fitting society’s
expectations. If a person receieved positive feedback from
society for her/his acheived (professional) role and
her/his ascribed (sex-role) role there would not
necessarily be any feeling of discontent but if a person
received positive feedback from people for her/his acheived
role and not for her/his sex-role then the person could
experience feelinga of cognitive dissonance. Festinger
(1957) has atated that a person is likely to change her/his
perasonal beliefs to match current attitudes. In the past,
when women experienced this form of cognitive dissonance,
they were able to turn to the Women’s Movement as a
reference group. This organization was able to validate
the new feelings and perceptions of women and provide
collective support for them. Unfortunately, at this timrme,
men who have changed their current attitudes about sex-role
preference are not able to avail themaelves of such a
supportive group and this could contribute to their
generalized feelings of discontent. The data of this study
confirm the ahifting perceptiona of the atereotyped
sex-role preferences and by implication, their changing

axpectations.
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The choice of paychologists who are practicing
psychoanalysts as subjects for this research was made
because of the findings of the APA Task Force on Sex Bias
and Stereotyping of Women 1in Psychotherapeutic Practice
(1975) . If they were actively biased against women, one
would not have expected to get the results obtained in this
study. Yet, another way to explore bias was to investigate
if these psychoanalysts saw the "healthy"” other as they saw
themselves. In other words, was the already analyzed
person (the pasychoanalyst) the model of mental health (the
“healthy adult*”)? The comparisons between self and other
for male clinicians did reveal that they saw the "healthy
adult” as they saw themselves. Male psychoanalyts saw
themselves as more feminine and androgynous than a man and
more masculine and androgynous than a woman. This was not
the case for female psychoanalysts. They too saw
themselves as more feminine and androgynous than a man.

But they saw themselves as more feminine than a woman and

they saw a "healthy woman™ as more masculine than
themselves. In addition, they saw themselves as more
feminine than a “healthy adult.” Thus 1t appeared for
female psychoanalysts, that they saw a “healthy woman"” and

a "healthy adult” similarly <(as they did in the direct
comparison of woman/adult) but they saw a difference

between themselves and a '"healthy woman" and themselves and

S0



a "healthy adult.” They appeared to define an ‘ideal’
model of wmental health that they did not subacribe to
themselves. Their ‘ideal’ was more masculine and less
feminine than they were. These two findingas have
importance implications for the therapeutic dyad because as
Hans Strupp (cited by Chance, 1986) has stated, "..progreas
in pasychotherapy depends more upon the relationship between
therapist and client than it does upon the therapists’
technical skill.” <(pg. 72). If male psychoanalysts
perceive themselves as the ‘ideal’, this could be
raestrictive for their patients in that the clinician could

expect the "healthy other to become like himself. Almost
fifty years ago, Schmideberg (1938) stated; It is
gratifying to the analyst if the patient as a result of
analysis not only gets rid of his symptoms but advances in
his whole development. One should not be too ambitious for
him and above all not judge him by one’s own standards. He
should 1live his own life and conform to his own ideals and
not those of the analyst. The best result that one can
expect from psychoanalysis is for the patient to become
just like anyone else” (pg. 141-42). (It is assumed that
the ‘him’ is used editorially and the remarks are equally
applicable to women.) This statement would be relevant to

other forms of pasychotherapy also. The perception by the

male analysts in this study of seeing the ‘“healthy adult”
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as they see themselves could be problematic for either
gender and could be considered bias against both male and
female patients. The female psaychoanalyst, in all
likelihood, is giving out another message; one that
suggests that the patient need not be 1like her. In this
case, a patient of either gender may find the therapeutic
relationship with a female analyst to be more flexible and

the possibility for growth and self-actualization more

likely. Furthermore, there may be countertransference
issues that are connected to these results. Male
psychoanalysts could posaibly feel conflict within
themselves regarding their feelings of perceiving

themselves as more feminine and androgynous than their male
patients, more maasculine and androgynous than their fenmale
patients and expecting the “healthy adult” (sex
unspecified) to be like himself. Female psychoanalysts, on
the other hand, may have conflict about femininity issues
with their male and female patients. They could possible
be envious of the new found freedom from sex-role
stereotypes (to be less feminine and more masculine) that
would be exhibited by their female patients. These are
important concerns because, as the demographic data shows,
more women than men are a part of the patient population
and more female psychoanalysts have a caseload that is

primarily female. It is also of concern for nale
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psychoanalysts because they see in treatment a large
percentage of the nale patienta and may have the
restrictive expectation of the "healthy adult®” being like
himself. In 1979, Kelly and Kiersky (cited by Denmark,
1980) presented a atudy of clinicians’ judgements of
in-role and out-of-role behavior of male and fenale
psychotherapy patients. They found that male clinicians
evaluated deviant ( i.e., out-of-role) behavior of male
patients more harshly than the deviant behavior of female
patients. Female clinicians were less likely to adhere to
a sex-role stereotype when evaluating in-role or
out-of-role behavior. Since the male analyat in this study
saw himself as similar to a "healthy adult®” and if the male
patient were to be like the male psychoanalysts (i.e., more
feminine and androgynous than the “healthy man” and more
masculine and androgynous than the “healthy woran') then
the male patient may find himself being judged harshly by
others for out-of-role behavior. On the other hand, if the
male patient was different from the male analyst (i.e., the
patient being more masculine and less feminine and
androgynous than the analyst) he may be judged harshly by
his psychoanalyst for deviating from the ‘ideal’ model of
mental health (the ‘healthy adult™ and the analyst).
Conversely, there are other plausible explanations for the

male analyst seeing himself as similar to the "healthy
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adult.” These days it is not socially acceptable to
express sexist or biased views publicly. If this
proscription holds for the general public, it certainly
would be applicable to the mental health community.
Therefore, the male analyst may be responding accordingly
by seeing himself as similar the the "healthy adult” who is
seen by all subjects to be similar to the ""healthy woman."”
It could also show a sensitivity to feminist concerns. In
fact, the male analyst may ¢truly be 1in touch with the
feminine aspects of his personality structure. This last
explanation is compelling because the male analysta did see
themselves as more masculine and androgynous than a
“*healthy woman,” more feminine and androgynous than a
*healthy man™ and the same as the "healthy adult.” Fenmale
psychoanalysts in this astudy, as in the 1979 work of Keily
and Kiersky (cited in Denmark, 1980), were not influenced
by sex-role stereotypes. For female patients, thear
message from the female psychoanalyst was don’t be like me;
be less feminine and more masculine than I am. For male
patients, their message was more traditional in that the
“"healthy man® should be more masculine and less feminine
and androgynous than they were. Male and femaie
psychoanalystas may both be tolerant to alternate forms of
behavior and choices but from different perspectives.

However, the male analyst would have to be particular.y
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sensitive not to expect the ‘'"healthy other'" to be 1like
himself because he (the analyst) is the model of mental
health.

A major criticism of the Broverman, et al, (1970)
study was that there was no analysis of the individual
perscnality characteristics of the scale on which they
found significant differenceas. There was no way of knowing
the degree of difference that subjects found for each
characteristic because they were asked to choose a pole on
the maaculine- feminine continuum and indicate towards
which extreme the target person would be cloaser. It was an
‘either/or’ choice. Since the BSRI uses a Likert scale,
it was possible to examine the individual differences on
each characteristic for self, the target person, man/woman,
man/adult, woman/adult, self/man, self/woman and
self/adult.

Interestingly, in the self category, male subjects
differed from female aubjecta in how they saw themaeives on
only one characteristic: masculine. Female subjects saw
themselves as more feminine, sympathetic and compassionate
than male subjects. Female subjects saw a "*healthy man" as
more flatterable, likable and having 1leadership abiliities
than did male subjects. remalzs subjects also scaw a
*healthy adult’” as more feminine, self-reliant, independant

and assertive than did male subjects. In the “healthy
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woman'’ category, female subjects to a greater extent than
male subjects saw a woman as more independent,
self-sufficient, willing to take a stand and act as a
leader. Male subjects saw a "healthy woman” in a more
traditional manner;:; as more flatterable, soft-spoken,
gullible, loves children, gentle and conventional. Thus,
male subjectas are still subscribing to the traditional
stereotype for women whereas female subjects are seeing the
woman and the adult in a newer more active and androgynous
description.

This conaservativism for male subjecta was evident
in the comparisons of the scale items for man/woman and
woman/adult, but the man/adult comparison was slightly
different. Male subjects perceived a man to be more
dominant and masculine than a woman. These were the only
two characteristics from the masculine scale on which there
was a difference. The other 13 differences were on the
feminine and neutral scale with the woman score being
higher than the man in all cases. Of the five differences
in the woman/adult comparison, only one masculine
characteristic, masculine, was higher for an adult than a
woman. In the man/adult comparison, masculine was also the
only difference found with the man being perceived as more
masculine than the adult. The other 13 differences were

in the other direction; the adult was higher on them than
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the man. Male subjects primarily differentiated the target
on the basis of the feminine characteristica. This was so
mostly in the man/woman and man/adult categories. However,
it must be remembered that all subjecta (males and females)
saw no difference between a "healthy woman” and a "healthy
adult.” The direction of difference for male subjects
substantiatéd this finding.

Female aubjects concurred with their male
colleagues in the differences found on the scale items for
all three comparisons (man/woman, woman/adult and
man/adult). But, even though the direction of difference
was the same for male and female subjects, the female
subjects perceived differences on more characteristics
(primarily the masculine ones) than did the male subjecta.
The only characteristics that the female subjects saw as
higher for a man than a woman were athletic, masculine
(both from the masculine scale) and conventional (neutral
- scale). Athletic and masculine were items of
difference in the woman/adult comparieon; thus, it seemed
to imply that female subjects may be perceiving the adult
as a man. However, there was no difference in the direct
compariason of the woman/adult category and there was a
significant difference between the man/adult category.

There were 9 characteriatics from the maaculine,

feminine and neutral scalea on wwhich mnale and female
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subjects agreed in their perception of difference for the
three comparisons; man/woman, woman/adult and man/adult.
Only the characteriatica maaculine and feminine overlapped
all three categories.

An item analysis for the scale characteristics was
conducted for the aself/man, aelf/woman and aelf/adult
categories for male and female subjects. For male
subjects, there were 21 characteristics on which they saw a
difference between themselves and a man. Male subjects
perceived a man as more aggressive than themselves. On the
20 other items, they saw themselves as different from the
man. This included three masculine, 11 feminine and six
neutral (all +) scale items. They saw themselves as more
feminine and androgynous than a man and this is exhibited
in the numerous feminine characteristics in which there was
difference.

There were nine items on which there was a
difference between themselves and a woman and of these only
feminine was seen as greater for a woman than themselves.

Male subjects saw no difference between themselves
and a “healthy adult®” on the masculinity, femininity and
androgyny score but they did see many differences between
themselves and the “healthy adult™ on the saspecific
characteristics. The adult was seen as higher than

themselves on only four items: makes decisiona easily
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(masculine acale), feminine (feminine acale) and adaptable
(neutral (-) scale) and happy (neutral (+) scale) but on 13
others they rated themselves higher than the adult. It is
of interest that five of the neutral scale items on which
men rated themselves higher were negative ones (i.e.,
moody, theatrical, jealous, secretive and conceited).

For female subjects, a similar pattern to the maie
subjects was exhibited between themselves and a "“healthy
man." There were difference found on 22 characteristics.
A "healthy man" was seen as more assertive, forceful and
masculine (masculine scale) and conceited (neutral =)
ascala). On the 18 other characteristics they rated
themselves higher than the “"healthy man."”

There were 12 items for which female subjects saw
a difference between themselves and a "“healthy woman."
Seven of them were perceived as the woman higher than
themselves and five were perceived as themselves higher
than the woman. Female subjects saw a difference between
self and woman on masculinity (woman greater than self) and
femininity (self greater then woman) and, again, the itenm
analysis subatantiated the direct comparisons of each
group. In the neutral category the woman was seen a higher
on two items: theatrical and conceited (both -).

Female asubjects saw a difference on femininity in

the self/adult comparison with themselves as more feminine
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than an adult. In the iteam analyais, female subjects aaw
the adult as higher on athletic, makes decisions easily and
masculine (all masculine scale).

For male and female subjects in the self/other
comparisons, there was agreement on 14 items and on the
direction of the differences that were found. It is of
particular interest, that it was only in the self/wonman
comparison that male and female subjects agreed that a
woman was more feminine than they were. They did not agree
on femininity in the other two comparison nor on
masculinity in any category. 1In all three categories, both

male and female subjects saw themselves as more analytical

and conscientious. This is not surprising because they are
psychoanalyts who, by the nature of their particular
psychotherapeutic orientation, are expected to Dbe

analytical and conscientious.

It was not the intent of this study to make a
detailed analysis of the characteristics of the BSRI with
the purpose of improving the scale. No doubt that could be
done but this author has left that task to someone else.
The following aspects of the findings are interesting and
could prove to be valuable areas of additional reasearch:
the items on which a difference was found, the direction of
the differences, which s8subjects saw a difference and the

cluster of attributes that subjects saw as describing
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themselves or the "healthy other." Many of the items on
the magculine, feminine and neutral scales are those that
would describe the professional characteristics of mental
health practitionera. 1In the case of this study, they are
as much descriptors of the psychotherapeutic (i.e.,
psychoanalytic) profession as they are related to sex-role
preference.

Additional t-tests were conducted on demographic
information such as age, graduation date of doctoral and
analytic program, years of clinical experience, orientation
of self and institute mother’s occupation and membership in
APA’s Division 3S. It was felt that there could be
differences between those who were older and younger, those
who graduated before and after the publication of the
Broverman, et al, (1970) and Bem (1974) studies, those
whose mothers were employed versus those whose mothers were
homemakers, orientation of self and institute
(psychoanalytic versus interpersonal) and membership in
APA’s Division 35 (Psychology of Women). No differences
were found in any of these comparisons. The lack of
difference between the subjects on any of the demographic
data examined lent credibility to the fact that this group
of psychoanalystic psychologists was a homogeneous sample
as far as their background, training and experience was

concerned.

101



REVIEW_OF PSYCHOANALYSTS'’ PERCEPTIONS

The purpose of thia study was to 1investigate
psychoanalysts’ perceptions of their stereotypic sex-role
preference for a “"healthy man, woman or adult"” and their
sex-role preference for themselves. Five areas of concern

were raised and explored in reference to this purpose.

AREA 1--How did male and female psychoanalytic

psychologists rate a "healthy man, woman or adult (sex
unspecified) on the BSRI? Which model of mental health
(i.e., a gender sex-typed model, &a masculine model or an
androgynous model) would be endorsed by these clinicians
for a "healthy man, woman or adult?” Did male and female

paychoanalysts concur or differ in their perceptions of a

“healthy man, woman or adult?"

For a ‘"healthy man,” male clinicians equally
choose androgyny or undifferentiated as the sex-role of
preference while female clinicians choose androgyny as the
sex-role of preference. In total, androgyny was the
primary preference of all subjects.

For a “healthy woman,®” nale subjects perceived the

stereotypic sex-role preference as feminine and female
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subjects chose masculinity as the sex-role preference of
choice. As a group, they chose androgyny and femininity
equally.

For a ‘"healthy adult,'" male and female clinicians
subscribed to androgyny as the sex-role preference of
choice.

When the aeparate mneana for maaculinity,
femininity and androgyny were examined in each category,
male and female subjects did not differ from each other in
their perceptions of a ""healthy man” and a "healthy wo.;an.”
However, male and female subjects did differ from one
another in their perception of masculinity for a '"healthy
adult.” Female clinicians gave a "healthy adult” a higher
masculinity rating than did male subjects. In this study,
as in the one by Brooks-Gunn and Fisch (1980), male and
female subjects did not concur in their perception and
rating of the healthy target as they had done in the
Broverman, et al, (1970) work. Therefore further analysis
of the data had to be conducted separately for male and
female subjects.

The comparison of man/wonan, man/adult and
woman/adult was conducted for male and female subjects.
Both male and female subjects saw a difference 1n the
man/woman and man/adult comparisons but both groups of

subjects did not perceive any difference in the woman/adult
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comparison. This study was similar to the Broveman, et al,
(1870) one in that male and female practitioners saw a
significant difference between a man and a woman. However,
it differed from the earlier work in that both male and
female psychologists saw a significant difference between a
man and an adult but not any difference between a woman and
an adult. In 1986, a man is caught in a double bind; just
as the woman was sixteen years ago. If a man subscribed to
the sex-role of a "healthy man®” he would be seen as deviant
from the "healthy adult" model and if he saw himself as a
"healthy adult,” he would be perceived as similar to the
“healthy woman” and deviant from his own gender sex-role
model. In accordance with the findings of Kelly and
Kiersky (cited in Denmark, 1980) that a male may be judged
harshly for out-of-role behavior, it could be
paychologically and emotionally costly for a man to
subscribe to the ‘'"healthy adult®” or "healthy man' model.
He would now experience the double-bind that women have

consistently experienced.

AREA_2--What was the personal sex-role preference of the

male and female clinicians on the BSRI?

Thirty-six male and female psychoanalysts ( i.e.,

33.3% of the total sample) chose their same gender sex-role
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for themselvea: malea perceived themaselves aa nmaaculine
while females saw themselves as feminine. A gender basged
sex-role preference for nmales and females would have been
predicted from psychoanalytic theory as suggested by Freud
in his 1925 paper. Twenty-seven male and female
psychoasnalysts ( i.e., 25.0%x of the total sample) chose an
androgynous sex-role preference for themselves. An
androgynous sex-role preference by these subjects would
have been predicted from Freud’s 1937 paper expanding
sexual identity theory by including the “bisexual’ nature
of the human being. There were no significant differences
between male and female clinicians in their choice of the
masculine, feminine, androgynous or undifferentiated

categories.

AREA__3--Was there a relationship between how male and

female psychoanalytic psychologists rated a "healthy man,

woman or adult® and how they perceived themselves?

It could be predicted from Freud’s earlier paper
that sex-typed men and women would see the “"healthy man®
and "healthy woman' in the traditional sex-typed manner.
Sex-typed male subjects saw the “healthy man' as
undifferentiated but they did see the "healthy woman™ as

feminine. Sex-typed female asubjects saw a "healthy man,
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woman and adult®” as androgynous. From Freud’s later paper,
it could be predictaed that androgynoua men and women would
see the the "healthy man" and “"healthy woman" as
androgynous also. Thia prediction held ¢true for female
psychoanalysts in all three categories. Androgynous male
subjects saw a "healthy man” as androgynous or feminine, a
“"healthy woman” as undifferentiated and a "healthy adult”
as androgynous. It seemed that this later theory was more
predictive for female subjects than male subjects. An
androgynous sex-role preference was the first choice in all
target categories for sex-typed and androgynous faemale
subjects.

Male s8ubjects sesaw differences between themselves
and a "healthy man” and between themselves and a "healthy
woman."* However, they did not see any difference between
themselves and a "healthy adult.” This was not the case
for female clinicians. They saw differences between
themselves and the “healthy man, woman and adult.” It
appeared that the male analysts were seeing the ‘ideal’,the
“healthy adult” as they saw themselves. Female analysts,
on the other hand, were perceiving an ‘ideal’, one that was
more masculine and less feminine than themselves but it was
not a model they ascribed to themselves. This finding has
important implications for outcome goals, transference and

countertransference in the therapeutic dyad.
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AREA__4--What, if any, were the demographic characteristics

that may have contributed to the current findings?

There were no differences found in any of the
comparisons of the demographic data. This sample was well

educated, highly trained and had many years of clinical

experience. They were a mature group of people who were
rather conventional in their political and social
orientation. They did not appear to be aware of the fact

that this was a variation on a theme of a prior study:
therefore, it was not 1likely that subject recognition

influenced the results obtained.

AREA__S5S--In a general way, did the results of this 1986

study relate to the Broverman, et al, (1970) findings?

If one asked today if there was a stereotyped
perception of a "healthy man, woman or adult,” the answer
would be, yes there is but it haa changed aince 1970 when
that question waa asked originally. In 1986, a atereotype
of a “"healthy man, woman and adult®” still exists but now,
it was the "healthy man" who waa caught in ‘catch-22.° He
was seen ag different from a woman and different from an
adult. Thus, he was perceived as deviant from his gender
sex-role or from the adult model. This was the way a woman

was seen in 1970.
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In more specific ways, this study is not
comparable to the prior work in that the asseasment neasure
used was not in existence in 1970 and thus, sex-role
preference wasa only seen as an either/or choice of
masculine or feminine. The BSRI wused in this study
permitted subjects to view masculinity and femininity as
orthogonal choices, thereby being able to chose masculine,
feminine, androgyny or undifferentiated as a sex-role
preference. Since the prior work did not use a graded
choice response scale, it was impossible to ascertain the
degree of difference on any particular characteristic.
This time an item analysis of the differences for the
characteriatica of the scale was conducted so that now it
was possible to know not only on which items subjects saw
differences but if those differences were statistically
significant. The BSRI was given to each subject to fill
out for the target person and for themselves. Therefore, it
was possible to see if there was a connection between how
the clinicians saw themselves and how they saw the other.
This was not done in the earlier study. Finally, there
were differences in the subject pool in this satudy which
did not exist in the prior one. Firstly, male and female
subjects did not agree on how the perceived a “healthy
adult.” In the Broverman, et al, (1970) work, the male and

female subjects did agree on how they saw all the target
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persona. Additionally, whereas the 1970 work included a
varied mental health apectrum of clinicians, this study was
composed of only Ph.D. or Ed.D. psychologists who had
experienced additional years of psychoanalytic training.
The current sample was older, more highly educated and
professionally experienced than the prior one.

So, the underlying question was the same but tha
methodological particulars and results were different; a

variation on a theme by Broverman, et al, (1970).

COMMENTS_OF _RESPONDENTS

The demographic questionnaire had space for
commenta i1f the reapondent so desasired. Approximately a
dozen people took the opportunity to share their thoughts
with me and their commenta went directly to the major

conceptual issue of the atudy; stereotypes.

“...there is a great variety of normal and
there is no way to express this. I have no
problem with stereotypes but it leaves out
the complex attitudes people have about

these matters."”
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“...difficulty answering because of the
wide range of normal. I would have diverse
reaponsaes dependaent upon who I was thinking

about.”

I spent 30 years learning that terms and
concepta like normal, mature, healthy and
socially competent are pejorative value

judgements.”

“...1 feel there is a wide range of possible
answers to moast of these items that could
describe a mature adult-there is no single
profile of maturity that people need to
conform to in order to be described that way

by me or most psychologists.”

The above commenta indicated that some peocpie were
willing to elucidate their difficulties with the request to
stereotype a target person. That was understandable in
this time of heightened awareness of gender, racial and
ethnic sensitivity to bias. However, stereotyping is a
necessary cognitive process to organize, retain and

retrieve informatio:n in and from memory and is most likely
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to occur when generic groups are rated and least likely to
occur when specific individuals are rated.

Another person who was in the ‘'"healthy adult”
category and did not complete the forms diasplayed his

ambivalence about stereotyping in the following manner.

"I do not conceptualize one model of a
mature, socially competent adult, but
several, thus the rating would vary

conaiderably depending on which model used.

(my emphaasis).

Hisa comments are an example of the type of
countertransference issues that some clinicians experience
and the type of aex-role bias that aome patienta muat
endure. This would affect both males and females but the
impact would be more significant for females as they are
the greater number in the patient population.

Another reapondent expressed difficulty in knowing
if the terma "maaculine” and “feminine" referred to gender
or the qualitieas thereof. This is one of the problematic

isauea with the BSRI. Gaudreau (1977) found four factors
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from the BSRI: masculinity, femininity, gender and
maturity. *Masculine,” "“feminine" and ‘'athletic" were
highly correlated with gender (male/female) rather than
with masculinity or femininity. This makes differences on
these three items difficult to interpret. In addition,
there is always the inaccurate assumption that these ternms
are synonyms for each other (male, masculine, masculinity:;
female, feminine, femininity). They are not.

A few fenmale subjects in the ‘"“healthy woman®
category made the assumption that the study was ‘““dealing
with women’s issues™ or were curious ‘“what was my interest
in professional women."” These comments may have been
elicited by the instruction on the scale or they may be
saying more about the respondent than the study (i.e. they
were professional women). It was not believed that this
assumption influenced their responses in any systematic
manner.

One subject mentioned that “she enjoyed my sense
of humor but that characteristic, humor, was not on the
scale.” Firstly, I cannot imagine what I said that she
took to be humorous for dissertations are not usually
funny! But her suggestion for the inclusion of humor on
the BSRI is relevant and interesting for future research by

those others who would be interested in test construction.
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METHODOLOGICAL_ ISSUES

There are some methodological issues that may have
contributed to the different findings of this study in
comparison to the Broverman, et al, (1970).

Whitely (1979) suggeastad that the use of the newer
androgyny scales (i.e. BSRI) may elicit different results
than those found by the Broverman group. This suggestion
was substantiated in this atudy and it is very possible
that, in addition to the androgyny measure, the more
flexible choice of a Likert scale used in its acoring also
contributed to the resaulta.

The aubjecta in thias study were older than the
earlier asample. Nash & Feldman (1981) found that men and
women take on the peraonality characteriaticas of the
oppoaite gender as they proceed through the life cycle.
This ia not exhibited by young adults but 1ia by mature
peraona. The mean age of this asample waa 52.6 years;
certainly an age that would be conaidered part of a mature
group.

It has been sixteen years aince the originai
research waa publiahed and the people in this country have
gone through many changes due to the Women’g Movement, the

advances 1n technology and baaic economic conditions. It
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would be hard to believe that perceptions of self and other
had not changed also. Moat of the resulta found in thia
atudy are encouraging for women, but leave something to be
desired for men.

The sample size was not large enough to conduct a
Chi Square analysis of the comparison of sex-role

preference for self versus the sex-role preference for the

target person. Therefore, the data had to be discussed in
percentages. A very much larger asample would have made
this type of statistical analysis possible. The sample was
not drawn randomly from the total population ot
practitioners who were psychoanalytically trained
psychologists. The sample was solicited by mail and could
be influenced by the self-gelection process of the
raespondents. The likelihood of a biased self-selection 1is

a clear possibility; however, since the sampie appeared to
fit a normal curve for age and years of experience, 1t was
assumed that the group did, in fact, reflect the total
solicited population of psychoanalytic psychologists.

A question could be raised about asking the
cliniciang to £f1l1l out the same androgyny neasure for
themselves and for the target person. Optimally, it wouid
have been best to use different measures pbut then .=
direct comparison between self and other would have becore

problematic because the BSRI and the other androgyny scales
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do not necessarily have eaguivaient dimenaions. The
presentation of the BSRI scale for self and other was
counterbalanced for male and fema.e subjects within each
category ("healthy man, woman or adult').

It was i1mpossible to know 1f the mailing was sent
to the subjects’ homes or offices and therefore it was
unknown in what location the subjects filled out tae
forms. The mind-set of the subjects could have influenced
their responses. This is of particular aimportance tfor the
females in the study since traditionally they are more

iikely to see themselves 1n multiple roles.

Because location «c¢could possibly have infiuencec
the subjects’ responses, it would pbe reievant to contro.
for location in future research by sending ail material the
the subjects’ offices. Certainly it would be a 1logicai
guestion to inciude in a demographic form and then see 1f
this element made any difference in the subjects’
perceptions.

The BSRI, like many personality measurement

instruments, couid be improvec by updating and altering the
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selection of characteristics in the masculine, feminine and
neutral scales. (For example, as one respondent suggested
by the inclusion of "sense of humor.'™) The BSRI was
created by asking thousands of college students to
determine if particular characteristics were masculine,
feminine or neutral (positive or negative). It would be
interesting to replicate this procedure to see if the
characteristics chosen now for each scale would be the same
or different from the ones that were chosen in 1974. It is
vaery possible that the dimensions of androgyny, masculinity
and femininity are still conceptually valid but the
characteriastics that define these dimensions have changed.
If the personality characteristics of the individual scales
were different, would that change the findings of a study
such as this one?

This particular study could be replicated with
another androgyny nmneasure (eg. Personality Attributes
Questionnaire by Spence, et al, 1975). If the results were
the same, that would help substantiate the validity of the
current findings. It would be equally interesting to
replicate the study with a practitioner sample of a
different orientation (eg. behavioral psychologists) which
would add to the reliability of the findings.

One of the major concerns of this study was to

investigate the possibilities of subjects seeing the
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healthy other"” (eg. especially the healthy adult," the
‘ideal’ model of mental health) as they saw themselves.
Male <clinicians did see the "healhty adult' as they saw
themselves; female clinicians did not. To ascertain if
this similarity of perception was perceived as growth
enhancing or restrictive (biag) one would have to ask the
patient population of the subjects involved. In all
likelihood the psychoanalyst would seea this type of
intrusion during the course of therapy as a pollution of
the transference and not be willing to entertain this type
of reaesearch. It is possible, however, that they would be
willing to participate in follow-up research after the
completion of treatment. If that was a possibility, then
investigation of post-analytic patient/analyst perceptions
of self and other may yield some insight into just how
similar the perceptions of the individuals in the dyads
were. It must be remembered that at the conclusion of a
lengthy analysis, the patient has identified with and
internalized many aspects of the paychoanalyst and may not
perceive similarity as Dbias. Nonetheless, this 18 a
fertile area for future research.

In this study, male and female clinicians did not
agree i1n their perception of a "healthy adult' nor dia they
agree in their perception of self/'healthy adult.® They

did concur 1i1n their perception that a "healthy woman'" was
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similar to a "healthy adult.” These differences between
the subjects could influence the therapeutic relationship
of same-sex and cross-sex dyads. This, too, is an
interesting area for future research but more importantly,
it 1is &an area that should be part of a practitioner’s
graduate and professional training. There are many papers
in the psychological and psychoanalytic literature that
emphasize the importance of gender (biological sex) on
transference and countertransference issues in same-sex and
cross-sex therapeutic dyads (Felton, 1986; Meyers, 1986;
Mogul, 1982; Persons, 1986; Tower,1956). However, there is
not the equivalent attention paid ¢to the importance of
sex-role preference in these same relationships. The
understanding of the nature and function of sex-roles from
a developmental perspective could be a very salient
component of a practitioner’s education and would sensitize
the clinician to changing expectations and goals that women
and men are experiencing these days in both their personal

and professional lives.

A few final words. I find some personal
satisfaction that now a woman has been released from
‘catch-22’ and is perceived similarly to an adult. Being a

woman, I knew it all the time. I told a colleague of these
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resultas and her response was, 'Good. That’s the way 1t
should be.'” 1 agreed, but now that I°’ve been 1living with
this work for many months, I have become disturbed that
presently a man is perceived in the same double bind that a
woman has been up until recently. In addition, I have some
question about psychological androgyny being endorsed as a
model of mental health. To strive for an androgynous
orientation towards the world may be more restrictive than
gender congruent sex-roles; 1in fact, it may be twice as
oppressive! If we, as women and men, males and fenmales,
could feel free within ourselves with our own masculinity
and feminainity 80 that we could tolerate and appreciate our
similarities and differences, then I would feel that we

have approached the best of all worlds.
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Appendix A

November, 1985

Dear Prospective Participant,

I am preparing my doctoral dissertation in the
psychology department of the Graduate Center of the City
University of New York. I am sending thias packet of forms
to you with the hope that you will be willing to give
approximately twenty minutes of your time in helping me
complete this task. If you choose to be a participant,
your completion of the forms will be considered an
acknowledgement of consent and therefore, no formal consent
sheet need be signed. These forma are coded but 1t 18 for
asasignment purposes only. In this way, your anonymity wili
be protected.

The study is straight-forward in that I am
interested in knowing your perception of how particular
personality characteristics pertain to you and your

thoughts of how these characteristica pertain to others.
Please complete the forms 1in the order in which they are
presented to you and then, mail them to me 1in the stamped
enveiope provided.

Ny sincere thanks for assisting me 1in the
completion of this seemingly endless task.

Sincerely,

ksrisa \Ca/&?j—

Louisa Katz
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Appendix Bl

Think of yourself and then indicate for each item the nuaber that would most
accurstely describe your perception of yourself. Please answer every iteam. DO

NOT LEAVE ANY BLANKS.

i 2 3 4 3 & 7 _
NEVER OR USUALLY SOMETINES BUT  OCCASIONALLY OFTEN USUALLY ALWAYS OR
ALNOST NOT INFREQUENTLY TRUE TRUE TRUE ALNMOST
NEVER TRUE TRUE ALWAYS
TRUE TRUE
Self-reliant____ Reliable____ Wara____

Yielding____ Analytical ____ Solemn____

Helpful

-

Defends own beliefs

Cheerful

Moody_

Independent

Shy

-

Conacientious

Athletic

Affectionate

Theatrical

Assertive

Flatterable_

Happy____

Strong personality_

Loysal

Unpredictable

Forceful

feminine

Syapathetic____

Jealous____
Has leadership
abilities____
Sensitive to the
needs of others_

Truthful

Willing to take risks

Understanding____

Secretive____
Makes decisions
easily

Coapassionate

Sincere_

Self-sufficient

Eager to soothe
hurt feelings_

Conceited

Dominant

Soft-spoken

Likabie_

Maaculine
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Willing to take a stand

Tender___

Friendly

Aggressive

Guilible

Inefficient

Acts as a leader

Childlike

-

Adaptable

Individualistic____
Does not use harsh
langusge

Unsystesatic_

Competitive

Loves children_

Tactful

Ambitious_

Gentle_

Conventinnal _
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Appendix B2

Think of normal, adult sen and then indicate for each item the nuaber that would
most sccurately describe a meaturse, healthy, socially coapetent adult man. Plesse
anawer every item. DO NOT LEAVE ANY BLANKS.

i 2 3 4
NEVER OR  USUALLY SOMETINES BUT  OCCASIONALLY
ALMOST NOT INFREQUENTLY TRUE
NEVER TRUE TRUE
TRUE
Self-reliant Relieble____

Yielding

Helpful ___

Defends own beliefs

Cheerful

Moody

Independent

-

Shy

Conscientious_

Athletic

Affectionate

Theatrical

Assertive_

Flatterable

Happy____

Strong personality

Loyal

Unpredictable

Forceful _

Feminine_

Anslytical ____
Sympathetic____

Jealous____
Has leadership
abilities____
Sensitive to the
needs of others

Truthful

Willing to take risks_

Understanding____

Secretive____
Hakes decisions
easily

Compassionate

Sincere

Self-sufficient

-

Eager to soothe
hurt feelings

Conceited

Dominant _

Soft-spoken

Likable

Hasculine

-
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S 6 7 _
OFTEN USUALLY ALWAYS OR
TRUE TRUE ALNOST

ALWAYS
TRUE
Wara____
Solean

Willing to take a atand

Tender

Friendly

Aggressive

Gullible_

Inefficient _

-

Acts as a leader

Childlike

Adaptable_

Individualistic____
Does not use harsh
language

Unsystematic

Competitive

Loves chiidren_

Tactful

Ambitious

Gentle

Conventionai
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Appendix B3

Think of noramal, adult women and then indicate for each item the nuaber that
would most accurately describe a mature, healthy, socially competent aduit
woaan. Please answer every iteama. DO NOT LEAVE ANY BLANKS.

1 2 3 4 ) -] 7___.
NEVER OR USUALLY SOMETINMES BUT OCCASIONALLY OFTEN USUALLY ALWAYS OR
ALNOST NOT INFREQUENTLY TRUE TRUE TRUE ALNOST
NEVER TRUE TRUE ALWAYS
TRUE TRUE
Self-reliant____ Reliable____ wara____

Yielding____ Analyticel ____ Solean____
Helpful ___ Sympathetic____ Willing to take a stand____
Defends own beliefs____ Jealous____ Tender____
Cheerful ____ Has leadership Friendly____
abilities____
Moody____ Sensitive to the Aggressive____
needs of others____
Independent ____ Truthful ___ Gullible____
Shy____ Willing to take risks____ Inefficient____
Conscientious____ Understanding____ Acts ss a leader____
Athletic____ Secretive____ Childlike____
Affectionate____ Hakes decisions Adaptable____
easily____
Theatrical ____ Compassionate____ Individualastac____
Assertive____ Sincere____ Does not use harsh
language____
Flatterable____ Self-sufficient ____ Unsystematic____
Happy____ Eager to soothe Competitive____

Strong personality____

Loyal

Unpredictable

Forceful

Feminine

hurt feelings_

————

Conceited

Dominant

Soft-spoken

Likable_

Masculine
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Loves children_

Tactful _

Ambitious

Gentle

Conventional _
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Appendix B4

Think of normal adults and then indicata for each iteam the number that would
aost eccurately describe a mature, healthy, socially cospetent adult. Plesse
snsver every iteam. DO NOT LEAVE ANY BLANKS.

i < 3 4
NEVER OR USUALLY SONETIMES BUT  QCCASIONALLY
ALMOST NOT INFREQUENTLY TRUE
NEVER TRUE TRUE
TRUE
Self-reliant____ Reljiable____
Yielding____ Analyticel____

Helpful ____ Syapsthetic____
Defends own beliefs Jealous

Cheerful

Moody ____

Independent

Shy

Conacientious

Athletic

Affectionate_

Theatrical_

Assertive_

Flatterable

Happy____

Strong personality____

Loyal

Unpredictable

Forceful

feminine

Has leadership
abilities____

Sensitive to the

needs of others

Truthful

Willing to take risks
Understanding____

Secretive____
Makes decisions
easily

Compassionate

Sincere

Self-sufficient

Eager to soothe
hurt feelings

Conceaited_

Dominant _

Soft-spoken

Likable

Masculine_
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) [} 7
OFTEN USUALLY ALWAYS
TRUE TRUE ALNOST

ALWAYS
TRUE
Vare____
Solemn

Willing to tske a stand

Tender

Friendly____

Aggressive

Gullible

Inefficient

Acts as a leader_

Childlike_

Adaptable

Incdividualistic____
Does not use harsh
language

Unsystematic_

Coapetitive

Loves children

Tactful

Ambitious

Gentle_

Conventional

OR

R 'S



Appendix C

PLEASE ANSWER ALL QUESTIONS. DO NOUT LEAVE ANY BLANKS. IF A
QUESTION DOES NOT PERTAIN TO YOU, PLEASE MARK IT Ns/A (NOT
APPLICABLE). THANK YOU FOR YOUk COOPERATION.

1. Sex_________

2. Age __ _ ______

3. Marital atatus (check one)
married

single (never nmarried) _______
single (spouse deceased) _ ________
single (divorced or separated) _________
9. City/Town and State of
professional pPractilcCe _ _
S. Discipline of practice
Psychology
Psychiatry
Social Work

6. Highest earned degree (Please check appropriate acegree
by gaivaing the year it was attainea.)
PH.D.

other (please specity degree ana year attainea’ __ ______
7. Degree granting institutaon: Name ana locataion
(City/State)

8. Postgracuate training, 1f any (piease speciziy)

Number orf years attended _____ (from _ _____ to ______ )
Location (Caty/State) o
Training i1nstitute’s orientation towaras

psychotherapy
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12.

13.

14.

15.

ib.

Number of years of clinical experience ________
Are you currently engaged 1n clinical practice?
Yes

Current employment (please be specific and
brief)

- —— s - — —— —— - ————— = ——— . . ——— = = — - - —— — ——

Approximate houra per weex aspent at the fol.owing tasxs:
Employed by others
Self-employed
Research

Meetings and/or study groups
Otner (please specify)

Approximate hours per week spent doing the foiiowing:
indiviaual therapy
Couple therapy
Family therapy
Group therapy
Supervasion____ _ _ ___ __._ o ______

As the supervisor as the supervisee

Children
Adoiescents
Adults

Please give approximate percentage of males and rtema.es
you are currently treataing.
Males

what 18 the psycholiogical orientation or your
psychotherapeutic work!?

Pasychoanalytac
fs3ychodynamic

Behaviorai __ ________________
Cognitive-behavioral ________
other (pleagse specify)

Are you a memper or the American rPsychoiogicail
Association?



How many years have you been actively practicing
psychotherapy?

1--5 years _________ 36-40 years__________
6-10 years _________ 41-45 years _________
11-15 years ________ 46-50 years _______ __
16-20 years ________ 51-55 years _________
21-25 years ____ __ __ 56-60 years _________
26-30 years ________ more! (how many, ____

31-35 years

Why did you choose your current proteasion: (P.eagse pe
aspecific and braief) _ _ _ _ _ _ _ ol

Would you deacribe yourself as having a atrong religious
convaction?

Would you describe yoursel:r as naving strong positicai
belietfs?

Yes_______

No________

Do you belong to a poiitical party:? Yes___No___
To which party do you beiong? _____ ___ _ _________
wWwoula you describe yourself as

liperal ____

middie-ot-~the-road_____

conservative

What are/were your parentg’ occupataions’
MOt N T o o e
- R 4 oY - 3

In mosat instances, when people receive research requests
in the mail, they throw them away. You have oopviousg.y
not done that! Woula you piease give & prie:z
deascripticn of why you tillea thia out:

e o e - - —_————— = - % % - A = e e o = = = ————— i = o —t e o — = = — — -

Comments (Piease use thne space oe.ow 1or any
comments.)
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