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This investigation examines how knowledge of a research-

er's intent, as well as gender, influences the clinical 

judgments of mental health professionals in sex role research. 

Conscious awareness of the study's aim was manipulated by 

varying experimental instructions to minimize (not salient) 

or maximize (salient) sex role awareness. Subjects were 

mental health professionals who rated a protocol of a female 

or male pseudopatient exhibiting masculine, and lacking 

feminine, stereotyped behaviors. It was hypothesized that 

if sex biases affect judgments, more negative ratings should 

be assigned to a female with cross sex role behavior than to 

male-appropriate role behavior. Differences should be greater 

when subjects were unaware of the nature of the study. 

Hypotheses were not confirmed. Instructional salience 

did not influence ratings of mental health and treatment 

goals. Greater pathology was not assigned to the female 

patient. 

Findings, other than those predicted, were as follows: 

Male mental health professionals rated feminine treatment 

goals higher than female mental health professionals. 

Changing status of sex roles may explain male mental health 



professionals' higher regard for feminine treatment goals 

than females. Males may now find feminine characteristics 

more acceptable than do females who have spent years either 

asserting or denying such desires. 

Of 45 subjects who knew the hypothesis, 80% thought 

sex biases would be found; 11% did not; and 9% did not know. 

Both gender of patient and gender of mental health profes-

sional were found to be predictive, i.e., more subjects in 

the female patient X not salient condition guessed the 

study's goals correctly and more male subjects in the male X 

salient condition made incorrect guesses. These chance find-

ings might indicate a sexist belief that a female, within 

the context of psychological research, is likely to be 

associated with feminist issues. The investigator suggests 

that, in future research, a subjective measure may be more 

sensitive than the objective measures used in this study. 
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SEX ROLE STEREOTYPES: THE EFFECTS OF INSTRUCTIONAL SALIENCE 

ON CLINICAL JUDGMENT OF MENTAL HEALTH PROFESSIONALS 

There has been an upsurge of interest in the study of 

sex differences over the past decade. Research centers 

around identifying factors that account for the differences 

between females and males. Pleck (19 76) points out that the 

prevalent idea that men and women are basically different may 

be thought of as a sexist belief since there are no valid and 

reliable data to show that the assumption is true. Frieze, 

Parsons, Johnson, Ruble, and Zellman (1978) argue that people 

vary so much in their individual behavior from situation to 

situation that it is difficult to assume that any group of 

people always behaves in the same way. There is surely more 

difference between individuals, regardless of gender, than 

there is between females and males on the average. Yet, the 

majority of people believe that women and men are different. 

Such attitudes not only influence how people are treated 

and how they treat one another, but they also can affect sci-

entific investigation. For instance, various theoretical 

approaches have been generated which attempt to explain 

assumed gender differences. At one extreme, it has been sug-

gested that there is a biological basis for behavioral sex 

differences (Peterson, 1980), At the other extreme, it has 

been argued that socialization holds the key to the creation 



and maintenance of traditional sex roles (Frieze et al., 

1978). In this dissertation, questions related to the social-

ization view of sex roles are examined. 

There are three major theories which attempt to explain 

how socialization produces sex-typed behavior. These are 

psychoanalytic, social learning, and cognitive developmental. 

In psychoanalytic theory, "anatomy is destiny" (Frieze 

et al., 1978). Gender identity is formed by age four or 

five, so that this learning is irreversible and permanent. 

A child acquires sex role behaviors through the process of 

identification. A child, through the formation of a natural 

bond with the same-sex parent, is motivated to reduce fear 

and anxiety associated with the potential loss of the parent. 

This is accomplished by incorporating the characteristics of 

this parent and molding of the ego ideal after the parent 

(Parsons, 1980; Weitz, 1977). 

Proponents of social learning theories explain the 

acquisition of sex-typed behaviors from a socialized learning 

prospective. Parents function as models for appropriate sex 

role behaviors, as well as serve as sources of reinforcement 

and punishment. When children perform gender-appropriate 

responses, they receive direct or vicarious rewards. Inap-

propriate or unrelated gender behaviors go unrewarded or are 

punished. Once behaviors are established through parental 

associations, other socializing forces such as schools, peer 

groups, and television function as dispensers of reinforcement 



and maintain the traditional sex role behaviors. In this 

view, learning is not permanent, but is maintained by exter-

nal or self reinforcement. Difficulties in changing learned 

responses come from conditioned emotional responses and self 

reinforcement (Stockard & Johnson, 1980). 

Cognitive developmentalists contend that children imi-

tate same-sex models due to innate motivation to master 

appropriate behaviors in order to maintain a positive, compe-

tent self image. Children attend to and imitate behaviors 

which they see as congruent with their own self image as a 

female or male. Parents and social systems interact with the 

child's cognitive systems to form sources of learning. Sex-

ual identity forms throughout life, but the ages of three to 

twenty are most crucial in the formation of stereotypical 

beliefs (Williams, 1977; Ullian, 1976). 

By the very nature of the basic assumption of these 

theories—that females and males are different—they may 

promote sexist attitudes. If they are, indeed, present^—do 

such attitudes affect the study of psychology and the practice 

of psychotherapy? (Frieze et al., 1978). Within psychology 

itself, the notion of sex differences has become an important 

area of study. Research is being generated which examines 

modern concepts of female and male. 

At this point, a conceptual distinction should be made 

between sex differences which are a function of inherent 

differences versus social beliefs desires, and expectations. 



Inherent differences are usually considered to have a physi-

ological basis. Biological studies show some evidence for 

only a small number of these gender-related differences 

(Peterson, 1980). These few include aggressiveness and the 

cognitive abilities of quantitation, spatial visualization, 

and verbal skills (Parsons, 1980). Sex differences which 

are a function of social factors are those which are created 

by and affected by cultural norms and expectations (Sherman, 

1980) . 

The ideological roots of these sex roles come from 

several major theories which Dahlstrom (1968) describes as 

traditional, early liberal, romantic, and Marxist. The 

traditional view about sex roles emanates from Judeo-Christian 

doctrine. Its basic tenets are that females and males are 

basically different, and therefore, it is fitting they assume 

different positions, duties, occupations, rights, and status 

within society. The female's optimal role is that of virtu-

ous, gentle wife, and pious, fertile mother. For adopting 

this role, she receives societal respect and a sheltered 

environment from her spouse (Chessler, 19 72) . 

The early liberal view comes from the eighteenth-century 

doctrine of natural rights. It assumes women and men are 

essentially alike, and therefore, have the same rights in 

all human activities. Proponents of this position wrote 

that once legal and political equality is established for 

women, they will be automatically emancipated in other areas. 



A further assumption of this view is that married women would 

continue to carry out their duties as mothers and housewives, 

even after liberation (Dahlstrom, 1968). 

The romantic conceptualization held that females and 

males are essentially different, but equally valuable. The 

roles of the sexes complement one another so that females 

bring to society certain virtues such as motherliness, inno-

cence, self sacrifice, submissiveness, and charm. Women and 

men should have equal rights in such matters as education and 

marital status, but men are better suited to take care of 

functions outside the home, such as employment, politics, and 

power (Dahlstrom, 1968; Weitz, 1977). 

The Marxist position on sex roles is similar to the 

early liberal view in its basic tenets that females and males 

are equal, but Marxists believe that the family system is a 

patriarchal one in which the woman is "enslaved,1' "suppressed/' 

and "isolated." They contend that women need to be emancipat-

ed only by adapting a socialist system which will make the 

economic aspects of marriage irrelevant. When women no longer 

serve a function as cheap labor in the home, then and only 

then will they be free to enter into marriage with free 

choice based on full equality between the sexes (Chesler, 

1972). 

Through these ideological systems, society has developed 

some fixed, rather unvarying ideas which have evolved into 

various stereotypes, that is, conventional and ususally 



oversimplified conceptions (Morris, 1979). Psychological 

research has found that people do hold modern stereotypes of 

the sexes (Johnson, 19 76). It is this aspect of sex differ-

ences that this investigation examines—that is, those 

beliefs and expectations which form the image of what a 

female and a male ought to be, and therefore, also mold the 

conduct which is considered socially desirable. 

Review of the Literature 

Rosenkrantz, Vogel, Bee, Broverman, and Broverman (196 8) 

defined sex role stereotypes as ". . . highly consensual 

norms and beliefs about the differing characteristics of men 

and women," In order to validate the study of sex role 

stereotypes, Broverman, Broverman, Clarkson, Rosenkrantz, 

and Vogel (1970) developed an instrument called the Sex Role 

Questionnaire in the following manner. Undergraduates listed 

all the behaviors, attributes, and characteristics on which 

they believed men and women differed. The descriptors were 

used to form a bipolar adjective scale, A second sample of 

subjects was administered that scale with instructions to 

indicate to which degree each item described an adult female, 

an adult male, or themselves. The authors found 41 items 

for which there was 75% agreement or more as to which pole 

better described the average man or woman. 

Explicitly, the sex role stereotypical description for 

the masculine pole was "aggressive, independent, not emo-

tional, hides emotion, objective, not easily influenced, 



dominant, likes math and science, not excitable in minor 

crises, active, competitive, logical, worldly, skilled in 

business, direct, knows way of the world, feelings not easily 

hurt, adventurous, makes decisions easily, never cries, acts 

as leader, self confident, not uncomfortable about being 

aggressive, ambitious, separates feelings from ideas, not 

dependent, and not conceited about appearance." Explicitly, 

the sex role stereotype for the feminine pole was "talkative, 

tactful, gentle, aware of feelings of others, religious, 

interested in own appearance, neat in habits, quiet, need 

for security, enjoys art and literature, and expresses tender 

emotions." 

Resenkrantz et al» (1968) asked subjects to indicate 

which point on the scale was most desirable for an adult to 

possess, regardless of gender. Of the 41 items, 29—the mas-

culine-valued pole—were considered to be more socially 

desirable. These masculine-valued items were called the 

"competency cluster." Only 12 of the items from the feminine 

pole were considered to be more socially desirable. These 

female-valued items were called the "warmth and expressiveness 

cluster." The results suggested that it was less desirable 

for females to possess male-valued traits than for males to 

possess female—valued traits. Furthermore, the concepts of 

ideal man and ideal women parallelled their respective sex 

role stereotypes. 
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Additional studies explored the relationship between sex 

role stereotypes and beliefs about the nature of mental 

health. Items judged by college students to be socially 

desirable traits were also endorsed by mental health profes-

sionals to be indicative of better mental health (Broverman, 

Borverman, Clarkson, Rosenkrantz, & Vogel, 1970). Active 

clinicians took the Sex Stereotype Questionnaire with instruc-

tions to describe a healthy, mature, socially competent man 

or woman or adult, sex unspecified. The results indicated 

that clinicians held different concepts of mental health for 

females than for males. Their description of a healthy, 

mature male did not differ from that of a healthy, mature 

adult. However, the concept of healthy, mature female spe-

cifically differed from the idea of a mature, healthy adult. 

Masculine traits were also more often judged to be healthy 

for men than for women. 

The study suggested that practicing clinicians may have 

used a formulation of mental health that was strongly corre-

lated with social desirability. The mental health practi-

tioners may have followed sex role stereotypical beliefs. 

The authors concluded that to be healthy, a woman had to 

adapt to the behavioral norms appropriate to her gender, 

despite the fact that these traits were considered to be less 

healthy for the mature, competent adult. 

Once it was suggested that members of the mental health 

professions held sex role stereotypical beliefs, research 



focused upon identifying and investigating the effects of 

sex role stereotyping upon the processes involved in clinical 

decision making. A number of studies examined whether and 

how such stereotypes translated into attitudinal and behav-

ioral correlates in clinical practice (Fabrikant, Landau, & 

Rollenhagen, 1973; Kravetz, 1976; Maracek & Johnson, 1980). 

Whitley (1979) reviewed the literature and found two 

major issues. First, does nonstereotypical behavior result 

in unfavorable judgments of mental health? He defines trans-

gressions of sex role standards as behaviors different than 

the expected ideal of one's gender or like the ideal of the 

other gender, i.e., in a cross-sex role behavior. Second, do 

mental health professionals set sexist treatment goals such 

that more "feminine" treatment goals are assigned to females 

and more "masculine" treatment goals assigned to males 

(Abramowitz, Abramowitz, Roback, Corney, & McKee, 1976; 

Billingsley, 1977)? 

Before proceeding to the review of analogue findings, 

it is important to mention that evidence from previous studies 

suggests sexism can occur in clinical practice. A detailed 

discussion of these findings can be found in Maracek and 

Johnson (1980) and Sherman (1980). Evidence from these 

studies consists of verbal report and archival findings, 

Thus, greater empirical substantiation has been needed to 

establish whether or not sex biases exist. In an attempt to 

conduct better controlled studies, researchers turned to the 
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analogue format. However, the results of analogues have 

been mixed and controversial. 

Sex Role Stereotypes and Analogue Studies 

The analogue study is one which tries to create a 

scenario analogous to an actual situation (Sherman, 1980). 

A typical sex role stereotype analogue utilizes a description 

similar to a real therapy or assessment case. Fabricated 

stimuli often describe a patient whose sex role orientation 

varies (Whitley, 1979). The medium of presentation has most 

frequently been a written case protocol, although other modes 

such as video and audio tapes have also been employed. Depen-

dent measures usually consisted of ratings by clinicians, who 

hypothetically were not aware of the topic of the study 

(Davidson & Abramowitz, 1980; Sherman, 1980). 

Analogue studies have shown considerable variation in 

the selection of independent variables. Whitley (1979) 

reviewed three major subcategories of analogue studies and 

describes them as studies which use stimulus materials that 

describe a female only, those which describe both female and 

male persons who vary on one or two other characteristics, 

and those which describe both female and male persons who 

vary on several characteristics. Examples of the differences 

between pseudopatients included career choice (Hill, Tanney, 

Leonard, & Reiss, 1977; Thomas & Stewart, 1971), political 

activism (Abramowitz, Abramowitz, Jackson, & Gomes, 1973); 

active or passive personality tratis (Chasen, 19 75; Chasen & 
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Weinberg, 1975; Fischer, Dulaney, Fazio, Hudak, & Zivottofsky, 

1976) . 

Whitley (1979) reviewed cumulated findings about gender 

of therapist as an independent variable in analogue studies. 

A few gender-of-therapist effects have been found, but they 

are contradictory and rather inconsistent. For instance, 

Chasen (1975) found female therapists to be more lenient in 

ratings of mental health, but Israel (1978) found females to 

be more severe in their overall ratings. Whitley concludes 

that on the whole, rater gender has not affected clinical 

analogue judgments of violations of sex norms. In general, 

no outstanding results have occurred which contradict the 

Broverman notion that both female and male therapists hold 

the same stereotypical beliefs. Although research on thera-

pist behaviors has shown no consistent gender-of-therapist 

effects within the analogue situation, Maracek and Johnson 

(1980) suggest that there is enough data from real-life 

situations to suggest differences might exist. For instance, 

Billingsley (1977) found that male therapists chose more 

feminine treatment goals than did female therapists. Scat-

tered findings ahout therapist gender effects have not been 

integrated into existing theory about sex biases (Kunin, 

19 82). McKenna and Kessler (19 77), among others, suggest 

that all possible patient/therapist gender combinations 

should be used in studies of sex biases in order to increase 

the potential for understanding gender—related processes. 
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The nature of the dependent measures has also varied 

widely among analogue studies. The variables selected have 

included measures of diagnosis, prognosis, and treatment. 

Zeldow (1978) summarizes these measures in a review. 

Examples of the commonly used dependent measures include 

psychological maladjustment (Schwartz & Abramowitz, 1975; 

Zeldow, 1975); prognosis (Zeldow, 1978); need for interven-

tion (LaTorre, 1975); assignment to individual or group 

therapy or to inpatient versus outpatient treatment (Zeldow, 

1978); assignment of treatment goals (Billingsley, 1977); 

responsibility for problems (Abramowitz, Abramowitz, Weitz, 

& Tittler, 1976; Abramowitz, 1977); and treatment variables 

(Abramowitz, Abramowitz, & Weitz, 1976; Abramowitz, Roback, 

Schwartz, Yasuna, Abramowitz, & Gomes, 1976). Marwitt (1981) 

points out that the choice of dependent measure as well as 

the method of analysis can cause considerable variation in 

how the interpretations of the effects of sex biases are 

formulated. 

Interpretation of Analogue Results 

There has been a diversity in the choice of independent 

variables, dependent variables, and clinical problems experi-

enced by the person or patient described in analogue studies. 

There have also been multiple interpretations of the results. 

Three major types of explanations have been offered. 

First, Stearns, Penner, and Kimmel (1980) and Strieker (1977) 

claim that the data show that no valid or reliable evidence 
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exists that sex role stereotypes affect clinical judgments. 

Chesler (19 73) and Sherman (19 80) argue that analogue studies 

have provided sufficient evidence to demonstrate with certain-

ty that sex biases have affected clinical judgments in many 

instances. A third argument is that although analogue 

results have failed to support the hypothesis that sex biases 

color clinical activities, it is because poor designs have 

hidden "true biases." Once these pitfalls have been studied 

and corrected, results would show the effects of sex biases 

upon clinical judgments (Abramowitz, Abramowitz, Roback, 

Corney, & McKee, 1976; Delk, 1977; Delk & Ryan, 1975, 1977). 

Different theorists have explained the mixed results in these 

divergent ways. Examples of the specific arguments endorsed 

will be described in the following section. 

Conclusions About Analogue Studies 

Zeldow (1978) observed that the results of analogue 

studies of sex role stereotypes have been diverse, ambiguous, 

and subject to interpretation as evidence both for and against 

sex biases as a function of the interpreters' orientations. 

Zeldow recommended that researchers be aware that the measur-

able effects of sex biases may be more limited in scope, but 

more complex in nature than has hitherto been recognized. 

For instance, sex biases may be moderated by variables that 

have not yet been investigated (Kunin & Rodin, 1982), Zeldow 

(1978) further adds that the research questions must deline-

ate those aspects of psychotherapeutic practices most likely 
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to be influenced by gender of patient and the circumstances 

under which bias will affect them. He concludes from a 

review of 25 sex role-related studies that patient gender 

should be considered in combination with other variables to 

allow sex-related differences in treatment and assessment to 

emerge. He also points out that in analogue investigations 

there are only a few findings which show strong evidence of 

sex biases. These indicate a female patient is more likely 

to be referred to individual therapy, to a male therapist, 

and for a greater period of time than a male patient 

(Abramowitz et al., 1976). Research emphasis upon gender-of-

therapist effects has produced few positive results in clin-

ical sex role stereotyping, judgment, or treatment. 

Based upon his review of the analogue literature, 

Whitley (19 79) concluded that there is little evidence that 

mental health professionals hold stereotypical beliefs or 

that such beliefs affect either clinical judgments or the 

selection of treatment goals. Of the three analogue studies 

he reviewed which investigated the hypothesis that treatment 

goals are sex-related, only one found supporting data. That 

study, a dissertation, found both female and male therapists 

possessed greater desire to change the behavior of low-

achieving male patients than that of female low achievers 

(Whitley, 1979). Whitley explains the dirth of evidence for 

sex biases through analogue studies by reasoning that the 

attitudes of psychotherapists have changed as a result of 
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the women's consciousness-raising movement and are no longer 

present to a measurable degree. 

Abramowitz and Dokecki (19 77) suggested conclusions 

similar to those of Whitley (1979). In their review of the 

research, they reported that although the analogue study con-

tinued to dominate the literature, the experimental results 

have been negative, or at best, confusing. The authors 

emphasize that there has been a relative absence of both 

patient and gender effects. Davidson and Abramowitz (1977) 

reported that the failure of analogue studies to validate 

the presence of sex biases in clinical action has been puz-

zling in light of institutional record searches, positive 

results, and reports of sexism from real patients. These 

authors propose that analogue studies failed to confirm the 

presence of systematic effects of biased practices because 

even though increased public awareness has failed to elimi-

nate sex-biased clinical practices, awareness may have made 

the research design of analogue studies to be too transparent, 

The underlying nature of the analogue study may have become 

so salient that clinicians were able to produce responses 

which did not reflect their true biases or practices, but 

were socially acceptable and professionally appropriate. 

Abramowitz and Dokecki (19 77) further hypothesized that 

social desirability may effect the politics of publication. 

They contend that policy may have resulted in publications 

of more negative findings. They implied that the biases of 
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reviewers of journals have affected their selections in the 

past. 

In another review of analogue studies, Sherman (1980) 

held that it was by no means clear that the results showed 

an empirical dearth of sex biases. Sherman criticized 

Abramowitz and Dokecki's (1977) interpretation of the liter-

ature. Sherman claimed that there has been clear evidence 

of sex biases in clinical judgments as a function of sex 

differences studies, and offered the following as verifica-

tion . 

Schwartz and Abramowitz (1976) found more drug treat-

ment recommendations were made for a female patient than for 

a male patient. In a reversal of the typical stereotype, 

one study found that females were judged to be more mature 

than males (Gomes & Abramowitz, 1976). A female patient was 

seen as needing less family and home environment contact and 

more emotional and non-directive therapy than a male patient 

in a study by Fischer, Dulaney, Fazio, Hudak, and Zivotofsky 

(1976) . 

Mothers have been held more responsible for problems 

with offspring than fathers. Instances of maternal rather 

than paternal blame were found when mothers of troubled 

children were judged to be in greater need of individual 

therapy than fathers. These mothers also received higher 

ratings of responsibility for the child's psychopathology 

(Abramowitz, Abramowitz, Weitz, & Tittler, 19 76). A female 
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child who exhibited cross-sex role behavior was judged to 

have more pathology than her male counterpart (Feinblatt & 

Gold, 1976). 

Werner and Block (19 75) found that when females and 

males displayed the same symptoms, females were more likely 

to receive a label of hysterical personality, while males 

were more likely to be labeled anti-social personality. 

Thus, the female patient's diagnosis was congruent with the 

notion that females are more compliant, maleable, and easier 

to work with in individual therapy than males. Sherman (1980) 

reported a male was judged to have a better self image than 

a female patient who displayed identical behaviors. 

Sherman (1980) cited the above results as evidence that 

sex biases have pervaded clinical judgments. She rejected 

the fact that analogue studies of sex stereotypes often 

yielded negative results to mean that sex biases were absent. 

She contended the analogue study itself had natural deficits. 

While the analogue studies conducted thus far have failed to 

confirm sex biases, it is only because researchers failed to 

maximize the opportunity to demonstrate such biases, Sherman 

(1980) criticizes the independent variables as lacking face 

validity, that is, the dependent measures have often been 

irrelevant and have not represented sensitive measures of sex 

biases. She further contends that subjects who participated 

in such studies were often sophisticated clinicians, aware 

of the ongoing controversies. When subjects guessed the 
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intent of the research, they did not reveal their true feel-

ings. Instead, they answered the experimental questions in 

socially appropriate ways. Sherman noted that few manipula-

tion checks were performed to ascertain whether this was the 

case. 

Maffeo (1979) agreed with Sherman's objections and 

suggested that as more publicity about women's issues 

surfaced, greater sensitization to the issues of sex bias in 

clinical judgment occurred. Furthermore, when clinicans were 

sensitized to the issues, it was likely that they inhibited 

biased, dominant responses. Negative results have not 

accurately reflected the state of the art because clinicians 

concealed their true attitudes and emotional reactions. 

Maffeo predicted that it will become increasingly difficult 

to find clinicians who publically acknowledge sex biases as 

the educative effects of the women's movement continue to 

grow. Furthermore, Steinmann (1975) noted that the conflict 

for today's educationally exposed contemporary therapist is 

great. One of the obligations of today's clinicians is to 

be aware of the negative connotations of biases in therapy 

and to not allow them to influence the therapy in any non-

beneficial way. There is an implicit assumption that the 

well-informed therapist will be aware of issues around the 

area of sexism. Thus, in time the analogue's transparency, 

coupled with the growing educational awareness, may find 

therapists very reluctant to publically acknowledge the same 
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biases that were revealed in the original Broverman studies 

(Hare-Mustin, 1977; Gilbert, 1977). 

Summary and Conclusions of the Review of the Literature 

Early non-analogue empirical studies of sex role stereo-

types indicated that mental health professionals might hold 

differing concepts of optimal behaviors for females and males, 

These stereotypes coincided with prevalent societal stereo-

types (Broverman et al., 1970). Once the existence of such 

beliefs among mental health professionals was hypothesized, 

a concern emerged that they would generate attitudes detri-

mental to the client's welfare. That is, if an individual 

who departs from the stereotype is perceived as being more 

pathological and in greater need of those treatments which 

encouraged conformity, then belief in a stereotype may be 

potentially damaging and/or promote and foster unhealthy 

processes. 

Later research focused on finding relationships between 

patient and/or therapist gender and clinical practice. The 

analogue study emerged as a convenient and common method 

used to test hypotheses of sex bias in clinical practice. 

The results of analogues were inconsistent. Some studies 

indicated that belief in the current sex role has affected 

clinical judgments, producing negative evaluations of indi-

viduals who do not act in a stereotypical fashion. Other 

studies can be cited which showed no sex biases in clinical 

practice. Since the results have differed, there has been 
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some support for both contentions'—that sex biases have 

affected clinical judgments (Gilbert, 19 77; Kunin, 19 82; 

Sherman, 1980), and that sex biases have not influenced 

clinical judgments in any systematic way (Strieker, 1977). 

The disparity has been so great that authors have interpret-

ed the same study as showing support both for or against the 

presence of sex biases (Strieker, 1977). 

The following explanation, then, remains feasible. 

Mental health professionals possess sexist beliefs that do 

affect clinical judgments. However, the potentially detri-

mental effects of sex role stereotyping has become a well-

publicized and controversial issue. Clinicians are more 

likely than ever to be sensitized to the issue and more 

aware of the consequences of publically exposing sexually 

biased attitudes. Since it is now professionally desirable 

to act in a sexually unbiased fashion within clinical set-

tings (American Psychological Association Task Force, 1975) , 

clinicians may have learned to inhibit their biases under 

scrutiny. 

The nature of the hypothesis in sex role-related 

research may be so transparent that the sophisticated 

clinician-subject can readily guess and inhibit sex biases. 

Thus, if stereotyping exists, the salience of the sex role 

topic may have produced those negative results which have 

been obtained. 



21 

Rationale for the Study 

The purpose of the study was to examine the above 

possibility by varying the strength of awareness of the 

nature of the investigation. The study was designed to make 

methodological improvements over past studies by taking into 

account the criticisms elucidated in the review of the lit-

erature. An analogue study was chosen as the vehicle through 

which much data about sex roles have been accumulated. The 

method attempts to maximize the opportunity to demonstrate 

biases while still allowing subjects to be clinically real-

istic (Sherman, 1980). 

The pseudo patient for this study was designed to be 

the embodiment of stereotypical behaviors. The patient 

exhibited male-valued behaviors and lacked female-valued 

behaviors according to the Broverman findings. The stated 

gender of the patient was varied and served as an independent 

variable. 

The salience of the nature of the study was manipulated 

by varying the experimental instructions to enhance or 

decrease awareness. Credibility checks were performed at 

the end of the experiment to determine whether subjects had 

accepted the salience level provided (Orne, 1962; Sherman, 

1980) . 

Gender of patient and gender of therapist were also 

independent variables. Varying both patient and therapist 

gender was necessary to provide data on all therapist/patient 
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combinations to increase the potential for understanding the 

gender-related processes that influenced the results (McKenna 

& Kessler, 1977). 

The diagnostic, prognostic and treatment recommendations 

which served, as dependent measures were classified as posi-

tive mental health features, negative mental health features, 

feminine treatment goals, and masculine treatment goals. The 

treatment goals were based on stereotypes described by 

Broverman et al. (1972). 

Statement of Hypotheses 

If clinical judgments are affected by the sex role 

stereotype as described by Broverman et al. (19 70) and by 

awareness of the sex role stereotype subject matter of an 

analogue study, then the following hypotheses are feasible. 

There will be an interaction of gender of patient and sali-

ence of knowledge of the nature of the study such that when 

the stereotypical topic is more salient, the female patient 

will receive ratings of: (a) lower positive mental health; 

(b) higher negative mental health; (c) greater need of femi-

nine treatment goals; and (d) less need of masculine treatment 

goals, compared to the male patient. 

Method 

Design 

The experiment was a 2 x 2 x 2 factorial design with 

three between-subject factors. The treatment variables and 

their levels included: (a) gender of patient (female and 
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male); (b) gender of mental health professional (female and 

male); and (c) salience of the sex role stereotype topic of 

the study (sex role stereotype instructions versus no sex 

role stereotype instructions). 

Dependent Measures 

The dependent measures consisted of 27 individual ratings 

which were combined into four major categories: (1) positive 

mental health features, i.e., mental health, social adjust-

ment, maturity, personality functioning, adaptability, 

emotional stability, and probability of success in individual 

therapy and in marital therapy; (2) negative mental health 

features, i.e., psychological discomfort, neurosis, tolerance 

for stress, depression, responsibility for problem, and need 

for individual therapy and for marital therapy; (3) feminine 

treatment goal recommendations, i.e., acceptance of the 

influence of others, awareness of the feelings of others, 

expression of tender feelings, tactfulness, ability to com-

municate, and home-orientedness; and (4) masculine treatment 

goal recommendations, i.e., easy decision making, self confi-

dence, directness, objectivity, ability to hide emotions, and 

logical thinking. 

Subjects were asked to rate each item on a 7-point 

Likert-type scale on which ratings varied from severe to not 

at all for each of the adjective items (Abramowitz et al., 

1973; Billingsley, 1977). For each of the four categories of 

items, means were obtained which could in theory range from 1 

to 7. 
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Subjects 

A total of 56 females and 55 males participated in the 

study on a voluntary basis. Data from 31 subjects were 

eliminated from the preplanned, hypotheses-testing analyses. 

Sixteen were eliminated because they guessed the hypotheses 

when they saw through the not-salient instructions. Fifteen 

were eliminated because they were unaffected by the instruc-

tions given in the salient condition. While all 111 subjects 

were used in the analysis of the transparency of the goal of 

the experiment, only those 80 subjects who acted in accord 

with the saliency instructions were used for the preplanned, 

hypothesis-testing comparisons. The demographic characteris-

tics of same are contained in Appendix A (Table 6). All 

subjects were psychologists, psychiatrists, or social workers 

who were actively participating in full-time work at the time 

of the experiment and, as part of their regular daily duties, 

made diagnostic, prognostic, and treatment recommendations. 

Gender of subject was randomized for each experimental cell. 

Equal numbers of experimental protocols were placed into 

separate piles and shuffled. Half the packets were distrib-

uted to male subjects and half to female subjects by either 

a female or male experimenter. 

Stimulus Materials 

A patient case history, followed by an excerpt of dia-

logue between patient and therapist, served as the stimulus 

materials. In pilot work, 15 practicing mental health 
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professionals rated the case history and the dialogue to 

evaluate the clarity of instructions, the credibility of the 

story, and the transparency of the goals. Pilot data indi-

cated the design and methodology to be acceptable. The 

pseudo patient was portrayed as an individual suffering from 

depression due to marital conflicts. The behaviors, other 

than those of the presenting problem of depression, were 

traits of a healthy adult male and atypical for a healthy 

adult female according to the Stereotype Questionnaire 

(Broverman et al., 1970). The patient described himself or 

herself as being active, aggressive, independent, ambitious, 

competitive, interested in business, and not home and family 

oriented. There were two versions of the case-—one with a 

female patient and one with a male patient. With the excep-

tion of the patient's name and the modifiers and pronouns 

within the story, each stimulus case was identical (see 

Appendix B). 

One of two alternative sets of instructions introduced 

each case history. The not-salient instructions explained 

that the goal of interest in the study was to measure clin-

icians' judgments. The salient instructions explained that 

the variable of interest was how sex stereotyping affects 

clinical judgments (see Appendix B). 

Procedure 

Subjects were asked to volunteer for a study about the 

impressions of mental health professionals in forming 
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clinical judgments about patients. Subjects participated 

either individually or in groups of two to three. Either a 

female or male experimenter handed each subject an envelope. 

Upon opening it, subjects found a sheet requesting demographic 

information and a statement assuring them that all reported 

information would remain confidential and be used for research 

purposes only. After completing the demographic question 

sheet, subjects read the instructions for their respective 

experimental conditions, followed by a case description and 

patient dialogue. All subjects then rated the stimulus 

materials on the Mental Health Professional Rating Sheet 

(see Appendix C). After each subject completed his ratings 

and handed the materials to the experimenter, each was asked 

to answer two additional questions which served as a check 

on the salience manipulation. The questions were: "What do 

you think the results will show?" and "What was the experi-

mental hypothesis? Please guess." 

Results 

Two raters independently categorized answers to the 

credibility check for acceptance or non-acceptance of the 

desired salience level. The percentage of times they agreed 

was 95%. When the raters disagreed, a third rater was con-

sulted. The subject in question was placed in the category 

on which two of three raters agreed. Four types of guesses 

concerning the goal of the experiment occurred: (1) a cor-

rect guess when the instructions were salient; (2) a correct 
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guess when the instructions were intended to produce ignor-

ance; (3) an incorrect guess when the instructions were 

intended to mislead; and (4) an incorrect guess when the 

instructions were intended to lead to a correct guess (see 

Appendix C). Table 1 summarizes the numbers of subjects who 

fell in each of the above categories as a function of their 

experimental conditions. 

Table 1 

Summary of Guesses of Experimental Hypothesis 
Inconsistent with Experimental Conditions 

Experimental 
Condition 

Gender of Mental Health 
Professional 

Male Female 

Salient— 

Male Patient 

Female Patient 

Not Salient— 

Male Patient 

Female Patient 

10 

2 

2 

3 

2 

1 

1 

10 

Fisher's exact probability tests were performed to deter-

mine whether the experimental group differed in the number of 

subjects who made guesses inconsistent with the requirement 

of each condition. Table 2 shows that for the salient condi-

tion, the proportion of subjects who made incorrect guesses 
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was significantly greater when the protocol described a male 

patient than when it described a female patient (Fishers p = 

.05) . 

Table 2 

Frequency of Correct Guesses of Experimental 
Hypothesis Classified by Gender of 

Patient, Salient Condition 

Guesses Female Patient Male Patient 

Incorrect 3 12 

Correct 20 20 

Table 3 shows that for the not salient conditions, the 

proportion of subjects who made correct guesses was signifi-

cantly greater when the protocol described a female patient 

then when it described a male patient (Fisher's p = .05) 

Table 3 

Frequency of Correct Guesses of Experimental 
Hypothesis Classified by Gender of Patient, 

Not Salient Condition 

Guesses Female Patient Male Patient 

Incorrect 3 13 

Correct 20 20 
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Table 4 shows that for the salient conditions, the pro-

portion of male mental health professionals who made incorrect 

guesses was significantly greater than that of female mental 

health professionals (Fisher's p = .04). 

Table 4 

Frequency of Correct Guesses of Experimental 
Hypothesis Classified by Gender of Mental 
Health Professional, Salient Condition 

Guesses Female Mental Health Male Mental Health Guesses 
Professional Professional 

Incorrect 3 12 

Correct 20 20 

Table 5 illustrates that for the not salient condition, 

the proportion of female and male mental health professionals 

who made incorrect guesses was not significantly different 

(Fisher's p = .24). 

Table 5 

Frequency of Correct Guesses of Experimental Hypothesis 
Classified by Gender of Mental Health Professional, 

Not Salient Condition 

Guesses Female Mental Health 
Professional. 

Male Mental Health 
Professional 

Incorrect 11 5 

Correct 20 20 
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Of the 56 of the total 111 subjects who guessed the 

hypothesis correctly, 80% guessed that the results would show 

some form of sex bias in the results; 11% indicated that they 

thought no biases would be present; and 9% either did not 

know whether biases would be present or felt that there was 

not enough information to make a judgment. 

Ratings from each of the four dependent variables— 

positive mental health, negative mental health, feminine 

treatment goals, and masculine treatment goals—were summed 

across the 80 subjects whose guesses were appropriate for 

their experimental condition. Separate analyses of variance 

(ANOVA) were performed upon each of these sums with therapist 

gender, patient gender, and salience of sex-role instructions 

as factors. 

Results of the analysis of variance for positive mental 

health ratings are shown in Table 7 (Appendix D). The 

effects of gender of mental health professional, patient 

gender, and salience of topic and all interaction effects 

were not significant. The effect of patient gender approach-

ed significance (F, (1,79) = 3.517, £ = .065). Examination 

of the means in Table 8 (Appendix D) showed the female 

patient received higher ratings than the male. 

The analyses of variance for negative mental health 

showed that the effects of therapist gender, patient gender, 

and salience of topic and all interaction effects were not 

significant. Results are shown in Table 9 (Appendix D). 
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Table 10 (see Appendix D) illustrates the results of 

the analysis of variance for feminine treatment goals. The 

effect of therapist gender (F (1,79) = 6.3, p < .01) was 

significant. From inspection of the means in Table 1, it is 

apparent that male therapists assigned higher ratings of 

feminine treatment goals than did female therapists. The 

effects of gender of patient, salience of topic, and all 

interaction effects were not significant. The analysis of 

variance for masculine treatment goals showed the effects of 

therapist gender, patient gender, salience of topic, and all 

interaction effects were not significant as illustrated in 

Table 11 (see Appendix D). 

Additional t—tests were performed between the groups of 

female mental health professionals in the female-patient con-

dition who were as opposed to those who were not eliminated 

for guessing the hypothesis; also, between groups of male 

subjects in the male-patient condition who were or were not 

eliminated for not accepting the given hypothesis. Compari-

sons between the female subjects showed a difference on 

feminine treatment goals (t = 2.58; df = 18, p < .05), with 

the scores of females who guessed the hypothesis being higher 

than that of females who did not guess correctly. 

There were no significant differences between these 

groups on positive mental health (t = 1.57, df = 18, p > .05); 

negative mental health (t = 1.20, df = 18, p > .05); and mas-

culine treatment goals (t = 1.66, df = 18, p > .05). 
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Comparisons between the male groups yielded no signifi-

cant differences on positive mental health ratings (t = .28, 

df = 18, p > .05); negative mental health (t = .69, df = 18, 

p > .05); feminine treatment goals (t = .89, df = 18, p> .05); 

and masculine treatment goals (t = .04, df = 18, p > .05). 

Discussion 

There are several major findings in the study which 

merit discussion. First, the experimental hypotheses about 

instructional salience and gender of patient are not con-

firmed. Second, an effect attributible to the gender of the 

mental health professional is present. Third, the data may 

be interpreted as revealing specific covert attitudes of 

mental health professionals concerning psychological research. 

The major hypotheses are not confirmed. 

Effects of Salience 

Instructional salience does not differentially affect 

any of the preplanned comparisons of positive and negative 

mental health and feminine and masculine treatment goals. 

Subjects who report that they are aware that the topic of 

study is sex differences do not rate the "patient" differ-

ently than those who report other beliefs. The effects of 

instructional salience do not support the contention that it 

has been knowledge of the gender-related topic of the exper-

iment which caused subjects in past studies to inhibit sex-

biased responding. 
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The use of the credibility check as an ancillary to the 

experimentalinstructions ensured that the desired differences 

of conscious knowledge of the aim of the study were achieved 

in each experimental condition. With the credibility inform-

ation utilized to cull subjects, what would have been only a 

partially effective manipulation became a more successful 

one. Despite assured differences in conscious awareness, 

ratings did not differ appreciably. The commonly used 

explanation that awareness of sex role topic produced inhibi-

tion of biased responding can surely be ruled out here. 

Effects of Patient Gender 

The second prediction of the study, that negative stereo-

typing of female patients would occur among mental health 

professionals on ratings of mental health and treatment goals 

is also not confirmed. The female patient was not judged 

more harshly than the male. The data do not support the 

notion that when mental health practitioners evaluate mental 

health and assign treatment recommendations, they do so to 

the detriment of females. This study found an absence of 

unfavorable clinical judgments toward the female patient. 

Perhaps one reason for this lies in the nature of the 

dependent measures. The particular ratings of mental health 

used in this study may not be especially sensitive indices 

of sex bias. This, coupled with the small number of subjects 

per cell, may account for the lack of significant findings. 

In each of the measures except masculine treatment goals, 
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borderline levels of significance lead to the hope that, if 

the number of subjects were increased, the results might 

have shown a differential treatment of the female and male 

patient. 

Positive mental health ratings show the female to be 

evaluated in a more favorable light than the male, although 

at a less than significant degree. This is in direct con-

trast to the hypothesis of the study. That is, one would 

expect more negative ratings, not more positive ones. An 

explanation might be that the female is not actually viewed 

as healthier than the male patient, but by virtue of her 

gender, has a lower standard of mental health applied to her. 

In any case, the fact that there is a differential treatment 

of the female and male "patient" indicates that there may 

exist a different perception of how females and males are 

supposed to be evaluated. More research could clarify this. 

The fact that the difference did not occur in the 

expected direction, yet may be construed as an indication of 

bias, emphasizes that careful consideration should be given 

to the question of how bias might be expressed in day to day 

life. 

Effects of Gender of Mental Health Professionals 

One significant, but unexpected, finding is feminine 

treatment goals are not equally desirable to both female and 

male mental health professionals—a finding inconsistent 

with Broverman et al.'s (1972) conclusion that both genders 
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are equally susceptible to stereotypical beliefs. It is 

expected, however, that the results of studies of sex biases 

will reflect the changing cultural concepts of femininity 

and masculinity (Peterson, 1980). 

There are two possible waysto interpret these results. 

The first is that the increasing feminization of society has 

created more opportunity for men to experience feminine 

values (Dahlstrom, 1967) and to form perceptions which incorp-

orate characteristics defined as stereotypically feminine 

(Steinmann, 1975). Since it is the masculine gender that is 

the target of this social change, these traits are considered 

more positively by male practitioners who are trying to 

acquire them than by female practitioners who already possess 

them. Additionally, females who were eliminated from the not 

salient female patient condition because they guessed cor-

rectly also rated feminine treatment goals highly, like the 

male mental health professionals. If we assume that these 

correct guessers are more informed and sensitized to women's 

issues, this lends further support to the supposition that 

the higher ratings indicate social change. 

A second feasible, and complementary explanation, of 

the lower ratings of feminine treatment goals by some female 

mental health professionals is consistent with the thinking 

of Salwen (19 75). The social change brought about by the 

feminist movement has produced a new intrapsychic conflict 

for women in regards to other women. Females may feel 
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threatened when they perceive themselves as drawing closer 

to other women because they may think they are closing men 

out of their lives. Such women may defend themselves by 

derogating what is feminine. On the other hand, females who 

are consciously aware of, and actively working through, 

these role conflicts, i.e., the "sensitized" female subjects, 

may accept and endorse feminine characteristics with little 

difficulty. 

Interpretation of Nonhypothesized Results 

Although the effects of instructional salience did not 

support the original predictions, the chance findings associ-

ated to this variable did expose some interesting information. 

Answers to the credibility check have provided information 

about the mental sets of those who participated in the study. 

Examination of the answers of subjects who were disqualified 

as inconsistent with the requirements for their experimental 

condition suggests there are at least two types of "threshhold" 

for sex role stereotype information. This is most apparent 

in two conditions—the female mental health professional/ 

female patient/not salient condition and the male mental 

health professional/male patient/salient condition. 

Subjects eliminated from the former condition will be 

designated "sensitized subjects It appears that they 

arrived with the preconceived notion that if the object of 

study is female, then the topic of the study is likely to 

involve gender differences. "Sensitized subjects" are of 
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both genders. Subjects eliminated from the latter condition 

might be called "unsensitized subjects" because it appears 

they brought a scepticism that a male could be an object of 

a sex role stereotypical study. This mental health profes-

sional is likely to be a male who tends to deny what was the 

case in this study. 

One possible interpretation of these results is that 

this study has unearthed a belief about the role of women in 

psychological research. Within the context of research, it 

is easier (for some individuals) to believe a study is about 

sex roles if the object of study is a female. On the other 

hand, for some individuals, it is easier to ignore appropri-

ate cues and disaffirm the topic of study is sex role-related 

when the object of the study is a male. 

Thus, experimental image of woman differs from the 

experimental image of man for some members of the mental 

health professionals and may have negative connotations. 

That females are less likely to be involved in research out-

side of women's issues is a reality. Past psychological 

research has been male-oriented with females having been 

underrepresented as subjects, experimenters, and objects 

from which to generalize (Frieze et al., 1978; McKenna & 

Kessler, 1977). Since it is true that involvement in 

research has been more prominant for males, it is likely 

that the mental health professional may be better able to 

conjure up greater numbers and varieties of associations for 
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experimental males. By virtue of their gender, males may 

inspire more associations to the topic of research than do 

females. The female gender may be more frequently associat-

ed with the research topic of sex biases than males. This 

may indicate that there is a "female role" within psychology 

experimentation. A "woman's place" does not cover the full 

range of survey research, but stays between the narrow con-

fines of women's issues. 

If our interpretation is correct, the question which 

evolves is what were the effects of these subjective mental 

sets upon the dependent measures of sex bias used in the 

study? None appear to be clearly evident. The post hoc 

comparisons show only that "sensitized" females find femi-

nine treatment goals more acceptable than the females who 

qualified for the experimental condition. 

The review of the literature summarized the three popu-

lar and highly plausable alternative explanations for the 

lack of significance in analogue studies of sex biases: 

(1) sex biases do not exist? (2) subjects who are psycholog-

ically sophisticated readily guess the sex role-related 

hypotheses of the study and inhibit their own bias in order 

ro respond in a professional desirable fashion; and (3) past 

studies have failed to tap the relevant and meaningful 

indices of sex biases. More meaningful conceptualizations 

of independent and dependent variables are needed, as well 

as a rethinking of what the effects of sex biases might 
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realistically mean in the actual clinical practice of the 

mental health professional. 

The second explanation is not supported by the planned 

results of this study, and our chance findings put a ques-

tion to the first. It is reasonable to speculate that 

quantitative dependent measures are not sufficiently sensi-

tive. Yet, we used very common dependent measures. 

Limitations of Dependent Measures and Analogue Methodology 

The fact that the differences in the behavior of mental 

health professionals was not established here should not mean 

sex biases do not exist among mental health professionals. 

Narwitt's (1981) criticism that findings of gender differ-

ences can vary as a function of the type of measuring 

instrument and data analysis used may be made here. Subtler, 

unobtrusive, subjective measures, such as sentiments and 

opinions, may offer more appropriate methods for detecting 

sex biases. 

This study can be understood more meaningfully if we 

temper the interpretation of the predictive results with the 

chance findings. Attitudes which possibly reflect sex role 

stereotyping emerge in the subjective guessing behavior of 

some subjects. 

The opinion of mental health professionals as to whether 

the outcome of the study would show sex biases shows the 

majority did believe sex biases would affect clinical judg-

ments. Covert attitudes such as these should not be 
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disregarded when we know how powerful an effect attitudes 

can have, e.g., the self-fulfilling prophecy. Rather than 

disregard the importance of the potential effects of such 

attitudes, they should be considered. Davidson and 

Abramowitz (1980) provide a rationale that may help to shed 

some light on these results. They assert the sex role ana-

logue, as it has thus far been used, lacks interpersonal 

sensitivity which calls for the scrutiny of such things as 

subjects' prior cognitive states, possible misperceptions of 

the intended manipulations, and in-depth knowledge of covert 

reactions of experimental participants. 

The results of the present study provide a concrete 

illustration of Davidson and Abramowitz's (1980) argument. 

It is apparent that when the data were subjective, gender 

differences were found. 

Suggestions for Clinical Practice 

The findings in this study, in agreement with the incon-

clusive and mixed findings of others, suggest that the time 

may be premature for generalizing from experimental data to 

actual clinical situations. Care should be exercised to 

clarify if and how sex biases might enter into the therapeu*-

tic or clinical situation before change is suggested. 

Recommendation for Future Research 

Four recommendations proceed from this study. First, 

future studies of sex role stereotypes should, as a matter 

of course, identify and examine subjects' covert attitudes, 



41 

beliefs, and expectations about the aim and nature of the 

study in which they participate. Furthermore, serious con-

sideration should be given to how these sentiments influence 

other behaviors. Greater knowledge about the nature of this 

interaction could enhance our understanding of how sex dif-

ferences, if any, might operate. It would also increase 

accuracy by reducing misunderstood responses. 

Second, thoughtful consideration of the. extent to which 

roles of females and males within a given culture have changed 

is needed in interpreting past findings. Incorporation of 

this information into the design of new studies would improve 

their conceptualization. Some changing social forces can 

alter the subjects' expressed views, while others do not. It 

is important to distinguish between the two. 

Third, there is a pressing need to devise measurements 

that are sensitive indicators of sex role reactivity. 

Researchers should be aware of how the nature of the measure-

ment might influence the findings in sex role studies. 

Finally, in order to understand sex role stereotypes, 

it is advisable to learn how gender operates within the con-

fines of experimental research. An in-depth understanding 

of the image of female and male as objects of experimental 

study is needed. Additional research might question whether 

the role of experimental woman is "inferior" to that of 

experimental male. A practical suggestion that emerges from 

the findings of this study is that, when it is of concern to 
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the experimenter to conceal that his or her aim is to study 

sex biases, secrecy is best insured by choosing a male as 

the object of study. 
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Appendix B 

Experimental Stimuli and Rating Scales 

Personal History Sheet 

Please fill out this personal information data 
sheet. All information is absolutely confidential 
and will be used for research purposes only. 

Thank you. 

Occupation: 

Degree: Discipline: 

Age: Sex: 

Place of Birth: 

Do you do psychotherapy? yes no 

If yes, how many hours per week? 

How long have you done psychotherapy for pay? 

hrs . per week for years 

How much therapy did you do in training for no pay? 

hrs . per week for years 
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Experimental Instructions for Non Salient Condition 

This experiment is concerned with the clinical judgments 
of mental health professionals. We are studying the process 
of how clinicians make judgments about diagnosis, and treat-
ment recommendations in psychotherapy. 

Attached is a case history about a patient who reported 
to a clinic with a presenting problem of marital difficulties, 
This information is followed by an excerpt of dialogue from 
an initial therapy session. After reading the case history, 
respond to the questions regarding diagnosis, prognosis, and 
treatment recommendations. 

Experimental Instructions for the Salient Condition 

This experiment is concerned with the clinical judgments 
of mental health professionals. We are studying the process 
of how the sex role stereotype of today affects clinicians' 
judgments about diagnosis, prognosis, and treatment recommen-
dations in psychotherapy. 

Attached is a case history about a patient who reported 
to a clinic with a presenting problem of marital difficulties 
This information in followed by an excerpt of dialogue from 
an initial therapy session. After reading the case history, 
respond to the questions regarding diagnosis, prognosis, and 
recommendations. 
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Case History and Background Information 

for Female Patient 

Elizabeth J. arrived at the clinic, complaining that 
she had experienced marital difficulties for approximately 
three years. She was in her late thirties and reported she 
felt increasingly sad for several months, not sleeping and 
being generally depressed. She described the early years of 
her marriage as good, but in the fourth year she stated that 
her husband and she argued more and more frequently. She 
felt angry, disappointed and frustrated over the present 
status of her marriage and with the current level of inter-
personal functioning between her and her husband. She 
reported she felt that a serious threat of divorce existed 
if the marital problems were not effectively resolved. 

Below is an excerpt of the transcribed dialogue between 
Elizabeth and the therapist during the initial therapy ses-
sion . 

Elizabeth; I think the problem arose when he realized how 
independent a woman I really am, I don't think 
he likes it (laughs). But , . , a . . , I think 
the problem is greater than that, I think I am 
overly aggressive at times and we would get along 
a lot better if I were really not that way. But 
. . . but . . . I definitely need that aggressiv-
ness to succeed at work. I MUST have it there. 
So it1s . . . it's . , , a trade-off in a sense. 

Therapist: Let's be specific. 

Elizabeth: O.K. I like to be active, I am just naturally 
active and I have to work hard in order to get 
the promotion that I am looking for at work. 
There are many people competing for that job 
promotion and I want to be the winner, Since 
there is so much stress on me at work, I take 
some of that home with me, I become and act too 
aggressive. I sometimes tell him , . , my hus-
band . . , a. . , that is, what to do in any 
ordering way. But I hever have been uncomforta-
ble being direct and ordering others around , , . 
especially at work, so it's easy to slip into 
that pattern when I get home at night. Although 
I try to be easy to get along with, I find I 
become bored easily if I am not active I When I 
am home, I like to spend time working on pet 



Appendix B—Continued 47 

Therapist; 

Elizabeth: 

Therapist: 

Elizabeth: 

Therapist: 

Elizabeth: 

projects from my job. I don't like to be inter-
rupted so I may become impatient and angry when 
I am. I think this aggressiveness and competi-
tiveness of mine affect the marriage in a 
negative way. 

What do you think is the basic problem here? 

I . . . 1 think maybe we are mismatched . . . so 
mismatched we can not make it. Well, I think 
the problem goes deeper than what I've told you 
so far. I think an important issue is family. 
I am not family oriented. I do not want to have 
a family. He does. I do not have a desire to 
raise children. I don't want them. I have 
really made up my mind about that, I want to 
succeed in other areas. 

How did you arrive at that decision? 

I had a miserable childhood (laughs), But 
seriously, I am not prepared to use a lot of the 
energy that I have to put into my career to 
raise children. It takes too much responsibility, 
it would take up too much of my life. 

What was your agreement about raising a family 
before you were married? 

A definite decision had not been made. Neither 
of us was certain, so we thought we could agree 
on a plan later as our relationship went on. 
But now, I feel quite certain about my decision 
• • • a . . . 1 find I am feeling angrier and 
angrier when he insists on having one . . . I do 
not feel it's fair to me. We met in business 
college, you know and we did not have much money 
then, so the question of a family was out of the 
question. We were both working hard on getting 
our degrees. I don't know what to do about these 
problems . . . I know I have to settle them. 

End of Dialogue 

Please answer the questions which follow, 
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Case History and Background Information 

for Male Patient 

Thomas J. arrived at the Clinic, complaining that he had 
experienced marital difficulties for approximately three 
years. He was in his late thirties and reported he felt 
increasingly sad for several months, not sleeping and being 
generally depressed. He described the early years of his 
marriage as good, but in the fourth year, he stated that his 
wife and he argued more and more frequently. He felt angry, 
disappointed and frustrated over the present status of his 
marriage and with the current level of interpersonal function-
ing between him and his wife. He reported he felt that a 
serious threat of divorce existed if the marital problems 
were not effectively resolved. 

Below is an excerpt of the transcribed dialogue between 
Thomas and the therapist during the initial therapy session. 

Thomas: 

Therapist: 

Thomas: 

I think the problem arose when she realized how 
independent a man I really am. I don't think 
she likes it (laughs). But . . , a . . . I think 
the problem is greater than that. I think I am 
overly aggressive at times and we would get along 
better is I were really not that way. But . , , 
but . . . I definitely need that aggressiveness 
to succeed at work. I MUST have it there. So 
it's . . . it's a trade-off in a sense. 

Let's be specific, 

O.K. I like to be active, I am just naturally 
active and I have to work hard in order to get 
the promotion that I am looking for at work. 
There are many people competing for that job pro-
motion and I want to be the winner, Since there 
is so much stress on me at work, I take some of 
that home with me. I become and act too aggres-
sive. I sometimes tell her . . . my wife. , , a 
. . . that is, what to do in any ordering way. 
But I never have been uncomfortable- being direct 
and ordering others around , . , especially at 
work, so it's easy to slip into that pattern 
when I get home at night. Although I try to be 
easy to get along with, I find I become bored 
easily if I am not active. When I am home, I 
like to spend time working on pet projects from 
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Therapist: 

Thomas: 

Therapist: 

Thomas: 

Therapist: 

Thomas 

my job, I don't like to be interrupted, so I 
may become impatient and angry when I am. I 
think this aggressiveness and competitiveness of 
mine affect the marriage in a negative way. 

What do you think is the basic problem here? 

I . . . I think we are mismatched . . . so mis-
matched we cannot make it. Well, I think the 
problem goes deeper than what I've told you so 
far. I think an important issue is family. I 
am not family oriented. I do not want to have a 
family. She does. I do not have a desire to 
raise children. I don't want them. I have 
really made up my mind about them. I want to 
succeed in other areas, 

How did you arrive at that decision? 

I had a miserable childhood (laughs), But 
seriously, I am not prepared to use a lot of the 
energy that I have to put into my career to 
raise children. It takes too much responsibility, 
it would take up too much of my life. 

What was your agreement about raising a family 
before you were married? 

A definite decision had not been made. Neither 
of us was certain, so we thought we could agree 
on a plan later as our relationship went on. But 
now, I feel quite certain about my decision . . . 
a . . . I find I am feeling angrier and angrier 
when she insists on having one . . . I do not 
feel it's fair to me, We met in business college, 
you know and we did not have much money then, so 
the question of family was out of the question. 
We were both working hard on getting our degrees, 
I don't know what to do about these problems . , , 
I know I have to settle them. 

End of Dialogue 

Please answer the questions which follow, 
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Rating Scale of Dependent Measures 

On the following rating sheet, circle the number which 
best describes your personal clinical judgment about the 
patient. 

Mental 
Health 

Social 
Adjustment 

very severely 
disturbed 

very severely 
disturbed 

not at all 
disturbed 

not at all 
disturbed 

Psychological 
Comfort very severely 

disturbed 
not at all 
disturbed 

Level of 
Maturity very severely 

immature 
not at all 
immature 

Neurosis 
very severely 
neurotic 

not at all 
neurotic 

Current Level 
of Personality 
Functioning 

Ability to 
Cope With 
Stress 

Responsibility 
for Marital 
Problems 

Ability to 
Adjust to 
Marital 
Demands 

Need for 
Individual 
Therapy 

very severely 
impaired 

very severely 
impaired 

very much 
responsible 

very much able 
to adjust 

very severely 
needed 

not at all 
impaired 

not at all 
impaired 

not at all 
responsible 

not at all 
able to adjust 

not at all 
needed 
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Prognosis for 
Individual 
Therapy 

Need for 
Marital 
Therapy 

Prognosis 
for Marital 
Therapy 

Depression 

Bnoticnal 
Stability 

very 
successful 

very severely 
needed 

very 
successful 

very severely 
depressed 

very severely 
unstable 

not at all 
successful 

not at all 
needed 

not at all 
successful 

not at all 
depressed 

not at all 
unstable 

Treatment Goals 

Ability to 
Think 
Logically 

Expression of 
Tender 
Feelings 

Self Confidence 

very severely 
needed 

very severely 
needed 

very severely 
needed 

not at all 
needed 

not at all 
needed 

not at all 
needed 

Acceptance of 
Influence of 
Others 

Easy Decision 
Making 

very severely 
needed 

very severely 
needed 

not at all 
needed 

not at all 
needed 

Tactfulness 
very severely 
needed 

not at all 
needed 

Objectivity 
very severely 
needed 

not at all 
needed 
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Heme 
Orientation 

Directness 

Ability to 
Hide Elnotions 

Ability to 
Camrunicate 
With Others 

Awareness of 
Feelings of 
Others 

very severely 
needed 

very severely 
needed 

very severely 
needed 

very severely 
needed 

1 2 
very severely 
needed 

not at all 
needed 

not at all 
needed 

not at all 
needed 

not at all 
needed 

not at all 
needed 
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Appendix D 

Summary of Answers to Credibility Check 

and Statistical Data 

Not Salient Condition 

Subject Female Mental Health Professional-Female Patient Guess 

1. Differential response to male versus female characteristics Yes 
of presenting patient Or differential response of male and 
female therapists. 

2. Hew do demographic and experiential characteristics of Yes 
psychotherapists influence attitudes toward liberated wemen. 

3. Relationship between experience of therapist and ability to No 
diagnose frcm treatment plans and predict prognosis, 

4. Clinicians biases with sex roles. Yes 

5. If therapists treat females with "male symptans," i.e., Yes 
aggressiveness, desire to succeed, etc., as though they were 
more pathological, rather than allowing the person to have 
these traits legitimately, male therapists have more of a 
desire to change male behaviors in female patients. 

6. Experience of therapist as factor in clinical judgments or 
underlying therapeutic model—psychodynamic, family, 
behavioral. 

No 

7. Judgment as to severity of clients emotional health is in No 
part a function of the length of time one has been a psycho-
therapist. 

8. Vfcmen (or men) who present themselves as being counter- Yes 
culture, that is to say, their behavior attitudes and 
expression of feeling that do not fit into the cultural 
norms for her sex will be seen as pathological and in need 
of therapy (changing getting better), 

9. Clinical judgments. No 

10. Wanen therapists treat women patients significantly better Yes 
than male therapists. Women therapists see less pathology 
in women clients. 
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11. Correlation between years of experience within field of No 
psychotherapy as related to ability to diagnosis, treat-
ment, and prognosis. 

12. Experience improves therapy. No 

13. Seme thing having to do with how clinicians make major No 
decisions (diagnostic and assessment) —how much informa-
tion they use versus what they actually have, 

14. ( ? ) No 

15. Wide range of differences with respect to diagnostic No 
judgments, treatments, and prognosis among various 
clinicians. 

16. Clinicians who are in training longer will see women as Yes 
sicker than she really is. Female clinicians (younger) 
will rate women as healthier than males. 

17. The adequacy of clinical assessment is not primarily a No 
function of specific clinical experience. Sub hypothesis 
equals training and experience do influence types of 
assessments made. 

18. Ability of therapist to differentiate and diagnose current Yes 
issues of feminine growth within therapeutic sessions. 

19. There will be a difference between male and female Yes 
professionals as to the severity and nature of this 
woman's problems. Probably based on the judgments that 
mental health professionals have on women's roles (males 
rating her as more disturbed). 

20. Null hypothesis: Clinical judgments are not affected by Yes 
the sex of the patient. Ho. 2: Clinical judgments do not 
vary based en the sex of the therapist. 

Subject Female Mental Health Professional-Male Patient Guess 

21. Congruence between what therapist thinks is severity of No 
problems for client and what therapist sees as importance 
of certain treatment. Treatment is a reflection of ther-
apist's own needs than what client's needs are. 

22. That people can follow very definite opinions based on 
vague information. 

No 

23, looking for interrater reliability in assessment of Yes 
clinical case and correlating it with amount of experi-
ence, sex, and age of clinician. 
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24. No idea. No 

25. The longer one trains to be a therapist, the better skilled No 
they will beccme. What is the correlation between training 
and skill level of the therapist? 

26. People involved in therapy tend to place patients into No 
particular categories based on initial impressions and do 
not vary frcm this. 

27. Skills reflect amount of training experience. No 

28. Problems which surface many times in marital therapy. No 

29. You are varying the sex of the protagonist to determine Yes 
something about differential perceptions of male and female 
clients. Females will be seen as more disturbed as indi-
viduals; males will be seen in marital context; treatment 
goals for woman is heme orientation, objectivity, and other 
but now forgotten role identified goals. 

30. Relationship between psychotherapist characteristics and No 
clinical judgments. 

31. Effects of training and experience on clinical judgments. No 

32. ( ? ) No 

Subject Male Mental Health Professional-Male Patient Guess 

33. Male-female differences in response to marital problems. Yes 
Discipline differences in response to set of diagnosis. 

34. Diagnosis, choice of prognosis as affected by social, No 
economic, and educational characteristics of therapist. 

35. Clinical judgments based on experience. Ability to use No 
Likert scales accurately. 

36. Sex roles and possible attendant biases in therapist. Male Yes 
patient seen as less pathological than woman in equivalent 
situation. 

37. Client with marital disorder can be helped through gaining No 
insight into own environment and thoughts. 

38. Correlation between accuracy of ratings as compared with No 
more complete diagnostic information and therapy 
experience. 
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39. Compare how systems therapist versus individual therapist No 
views psychcpathology and outcome. 

40. Differences in psychotherapists grouped by age, sex, dis- No 
cipline, occupation, and length of training. 

41. Comparing experiences of therapist. More experience, the No 
better the answer. 

42. looking at differences in psychiatrists. Male therapists No 
will see patient as more needy than he is. 

43. lass experienced therapists think more in terms of pathol- No 
ogy than more experienced clinicians. 

Subject Male Mental Health Professional-Female Patient Guess 

44. Comparison of mental health disciplines in diagnosis, No 
prognosis, sex of respondent. 

45. Carmunication and awareness of self and significant others. No 
Ability to judge and prognosticate. 

46. Relationship between experience of therapist and accuracy No 
of assessment of level of personal and interpersonal 
relationships. Pathology of woman in case is likely to be 
underrated by less experienced therapists. 

47. Male therapists will view case history as more pathological Yes 
situation than female therapists; male therapists will view 
this more as an intrapsychic problem than a marital problem. 

48. Person's orientation and years of training effect results. No 

49. Relationship between discipline, amount of training, and No 
clinical judgment. 

50. Given sex of therapist and client, what treatnent modality Yes 
is more frequently chosen for a patient with the presenting 
problem as described. Given sex of mental health worker, 
evaluating case study, is sex a significant differentiating 
factor. 

51. Establish correlation between assessment and treatment goals. No 
They do not always logically go together. 

52. Clinical judgments of therapists about treatment reccmrrenda- No 
tions. 
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53. Clinicians vary in their perspectives regarding patients. No 

54. Male versus female therapists judgments about needs, goals, No 
etc., in a case involving a female patient. 

55. Professionals view the severity of problems with troubled No 
people in different ways according to training and disci-
pline. 

Salient Condition 

Subject Female Mental Health Professional-Female Patient Guess 

56. Male therapist will see patient as more pathological than Yes 
females; females in traditional roles will see Elizabeth 
as more pathological than will the professionally oriented 
wcman. 

57. Sex of patient has direct effect on severity ratings and Yes 
choice of goals. Interactive effect of sex of patient and 
sex of subject on ratings. 

58. Patient is presented as John J. also, with the same material Yes 
and that both male and female clinicians would be asked to 
rate degree of pathology with expectation that behavior 
would be seen as more negative in a female. 

59. Number of years of experience as therapist affects judgments. No 
(Both direction of decisions and assessment of pathology. 
New therapists overestimate or underestimate pathology.) 

60. Therapists who sees client as having deep rooted psychologi- Yes 
cal problems tends to be sex biased; the non sexist therapist 
will view the person as having mainly interpersonal problems. 

61. Wcmen mental health professionals will judge the patient as Yes 
less severely disturbed and prognosis for marriage as poorer. 

62. Investigate biases of clinicians regarding pre-existing Yes 
conceptions of roles of waren and ways then will affect not 
only the course of treatment but direction of the modality of 
treatment choice could conceivably be instrument in denying 
individual rights to prefered life style and instead lead 
the individual to accept outside needs and ocnprctnise personal 
goals. 

63. Clinicians values of issues regarding social changes—role Yes 
changes of wcmen. 
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64. The woman will be seen as masculine and that she is not Yes 
fulfilling her role. 

65. Hew sex stereotypes affect judgments about patients; sex of Yes 
therapist and sex of patient may be independent variables. 

66. Patient sex and therapist sex on ratings of clinicians. Yes 

Subject Female Mental Health Professional-Male Patient Guess 

67. Sex of patient makes difference in how is viewed by Yes 
therapist. 

68. Female therapists will see woman's viewpoint more than Yes 
males. 

69. Women with presentation will be judged more disturbed than Yes 
a man, especially by less sophisticated subjects. 

70. Client's sex determines treatment goals and prognosis as Yes 
well as therapy focus. (Individual, marital,) Same story, 
different sex. 

71. Mental health professionals tend to see anyone who asks for No 
help as being severely needy in more areas of functioning 
than the person initially reports. 

72. Female therapists will view client as needing to became more Yes 
emotionally expressive and more responsible for marital prob-
lems; male therapists will view clients as needing to become 
more logical and self confident. 

73. Same sex identification with same sex spouse. Female dispar- Yes 
agement of patient. Female negativity of prognosis. 

74. Her own treatment experience and treatment setting/environ- No 
ment influence opinion. 

75. If sane professionals are biased according to sex role Yes 
stereotype, they will make diagnostic, prognostic, and 
treatment judgments to coincide with their perception of 
what male and female roles are or should be, 

76. To see if there is a difference between the way female and Yes 
male therapists view the problem. 

77. Male therapists would rate the male patient as less disturbed Yes 
(or in need of change) than would the female psychotherapist. 
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78. That the gender of therapist influences judgments re: 
prognosis, case formation, treatment plan or treatment 
modality. 

Yes 

Subject Male Mental Health Professional-Male Patient Guess 

79. Assess consistency of diagnosis over therapists years No 
experience and sex of therapist. 

80. Amoung of therapy experience and willingness to go for No 
hypothesis. 

81. Influence of sex role stereotype on clinical judgments. Yes 

82. Sex stereotypes of psychiatrists. Yes 

83. Clinical judgments of mental health professionals as to No 
needs in therapy. 

84. Clinical judgments as a function of experience in therapy. Yes 
Male-female differences in perceptions. 

85. Depression in men is not as readily identified by male Yes 
therapists and severity is underrated in prognosis, 

86. Ability of therapist to accurately assess individuals' No 
level of functioning and degree of need foil treatment. 

87. If a patient needs marital or individual therapy. No 

88. Some see man as sicker or different than the woman or vice Yes 
versa (there are two patients, a male and aj female, I 
presume). 

89. Male versus female biases. Yes 

90. Whether one is influenced by sex role stereotypes and the Yes 
sex of subject—as said in beginning of experiment. 

I 
91. Failure to enact a domestic, family oriented role is seen Yes 

as much more pathological in women than in men. Also an 
interaction effect, this difference is greater when male 
clinicians are doing the rating. 

92. Males and females who present with identical problems and Yes 
interviews receive different diagnosis and 
women presenting this problem tend to be di. 
pathological. 

assessments that 
agnosed as more 
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93. Judgments of therapists' perception of role stereotypes. Yes 
Would a therapist react differently if the client were a 
female? Would she be irore impaired or maladjusted? 

94. The number of treatment goals identified is inversely No 
related to years of professional experience; goals and 
levels of pathology will be related to professional 
discipline. 

95. The extent that individual needs/desires "unconsciously" No 
spill over into and affect different relationships as a 
focal point of therapy, affecting judgment of the person 
answering this. 

96. Psychologists see less of a problem. No 

97. Do not know. No 

98. Hew therapy experience correlates with choice of therapist's No 
reccramendaticns. 

Subject Male Mental Health Professional-Female Patient Guess 

99. Men tend to see wanen who do not fall into the stereotypical Yes 
vonan's role as sicker than they really are. 

100. Whether amount of experience (perhaps age of therapist and/ Yes 
or gender) will affect the clinician' s views in terms of the 
woman's wish to choose career over family as being problema-
tic. 

101. (?) No 

102. What role does sex type of therapist play in relationship to Yes 
diagnosis and prognosis of opposite and same sex clients who 
present with interpersonal relationship difficulties, 

103. More recently trained (younger) therapists are not encumbered Yes 
by sexist psychology of traditional psychoanalytic psycho-
therapists . 

104. A study of sex roles (in this case assertive or masculine Yes 
female) or diagnostic or treatment impressions of clinicians 
from treatment disciplines. 

105. Something to do with sex of therapists influencing judgments Yes 
in parameters of treatment in what had been a non traditional 
female role. Probably professional discipline and length of 
experience are additional variables. 
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106. Test diagnosis, prognosis based on whether or not the Yes 
evaluator (therapist) is male or female. 

107. I fantasized but realized the futility of it all. No 

108. Men assess patient differently. Yes 

109. To see if clinicians prefer individual to marital therapy. No 

110. Male respondents will see fictional client as being Yes 
healthier than will female respondents. There will be 
characteristic differences in treatment goals between 
male and female respondents. 

111. Severity of female patients might be judged less stringently Yes 
by male therapists. Female patients are more open to therapy 
by either sex of psychotherapists. 



A p p e n d i x D — C o n t i n u e d 62 

rG 
-P 
•H MH 
£ 0 

CO CD 
tn a 
a G 
•H a) 
4-> -H 
fd rH 
& fd 

CO 
,G 
-P "d 
«H d 
aj fd 
CD CO 
K * U 

U 0 
rH CL) -P 
(d Tl o 
•P G fd 
G <D fa 
CD O 
g CO 

-P fd 
<D G 
> 0 >1 
•H -H u 
-P -P 3 
•h fd -P 

r- CO A CO 
0 

CD Ph * CD 
rH U JZ 
A U CD -P 
«d 0 T5 
EH UH G MH 

CD 0 
CD O 
a o 
fi H H 
fd fd a< 
•H c o 
SH 0 EH 
fd -h 
> CO CD 

CO rH 
m cd o 
0 MH P̂  

0 
CO SH X 
•H CM CD 
to CO 
>i,G 
rH 4J 
fd rH 
a fd 
< CD 

H-t MH 
UH 
0 rH 

fd 
>1 -p 
M g 
fd a) 
g g 

(D 
O 
G 

O fa | 
•H 
MH 
•H O 
G 
tr 
-H 
CO 

fa! 

0 
g u 
fd fd 

3 
Cn 
CO 

mhI 
Til 

CO 
0) 
n 
to 

tr1 
co 

G 
o 
•H 
-P 
fd 
•H 

fd > 

mh 
o 

a> 
o 
M 
3 
O 
CO 

V£> i—I LO i—I 
oo O KD o 
O i—1 O i—I 
• • • » 

o o o o 

Is (N Is CN 
O LO rH LO 
o M n h • • • • 

00 CN 00 CN 

C O H H H 

CO 
-P 
O 
CD 
m 
m 
w 

G 

fd 
g 

C CP U 

^ (N 00 00 
LO H in 

m ro lo rH • • • • 

o o o o 

cr> cr> 
rH i—I 
i> r-* ». 

o o 

CN 
O 

r- G> i—I r—J 
CN l> CN 00 
rH 00 ̂  O • • • • 

rH O O CN 

O O 
00 00 
pH I—! 
• ft 

o o 

o 

r^ 

KD 00 CN 00 r- 00 00 o 00 00 LO rH 00 
o LO •—1 LO i> CN LO LO r- r- r- O 
00 V£> rH VD vo LO CN CN o o o <vO vo 

• • • ft • • • ft • • ft ft ft rH 1 1 CN rH o o 

I
 0
 o o rH o o 

00 i—I «—I i—I rH rH CN 
r-

Ch 00 CN 00 rH 00 00 o CO 00 CO o 00 
1—1 LO rH LO 00 CN LO LO r- r^ CN LO r-

vo i—1 KD O LO CN CN o o in CN 
ft ft ft • • ft • • • • • ft • 

LO rH CN rH CN o 0
 

1
 

o o r-

4
3
 

50
 

CO CO 
G G 
0 0 
•H •H 
-P •P 
O O 
fd fd 
u JH 
CD a) 
•P •p T3 
G G (D 1—1 
H H U G fd 

1 •H 0 
>i ffl a u >i CQ fd TJ i—1 
fd i i i fd i rH •H fd 
S C < PQ S < Ou £0 -P 
i I X CD 0 
CN 00 w Ph EH 

a) 
u 
g 
<D 
•H 
rH 
fd 
CO 

U 

5H 
CD 
TJ 
G 
CD 
O 

-P 
G 
CD 
•H 
*P 
fd 
Oi 

•I !i 

PQ 

U 
CD 
Vj 
G 
<D 
O 

rH 
fd 
G 
0 
•H 
CO 
CO 
a) 
MH 
0 

Oi • 

>i 
rC r& 
•p 
H 
fd co 
<D 
w CD 

-G 
rH 
fd 
•p m 
G 0 
CD 
g a 

•H 
II tb 

0 
< EH 

CD 
• ft i—1 
CD 0 
«P PS 
0 
53 X 

CD 
CO 

MH 
O 



Appendix D—Continued 63 

Table 8 

Summary of Experimental Means by Patient Gender and 
Mental Health Professional Gender 

MHP* Patient 
Measure Female Male Female Male 

Positive Mental 
Health Items 4.16 4.45 4 .47 4.17 

Negative Mental 
Health Items 3. 36 3.64 3.64 3.37 

Feminine Treat-
ment Goals 2.88 3.46 3.33 3.00 

Masculine Treat-
ment Goals 4.25 

I—1 
V
D
 • 4.50 4.36 

*MHP = Mental Health Professional 
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Table 12 

Individual Mean Ratings of Experimental Items by Eight 
Experimental Conditions for Four Measures 

Positive Mental Health Scores 

Experimenta1 
Group* 

Mental Social Marital Level of 
Health Adjustment Adjustment Maturity 

Female/Female 
Not Salient 

Female/Male 
Not Salient 

Male/Male 
Not Salient 

Male/Female 
Not Salient 

Female/Female 
Salient 

Female/Male 
Salient 

Male/Male 
Salient 

Male/Female 
Salient 

Female MHP 

Male MHP 

Female Patient 

Male Patient 

Not Salient 

Salient 

5.20 

5.00 

4.90 

4.30 

4.30 

4.50 

4.30 

4.70 

4.75 

4.67 

4. 80 

4.63 

4.85 

4.57 

5.40 

4.10 

4.90 

4.80 

4.00 

3.90 

4.30 

5.00 

4.30 

4.70 

4.65 

4.45 

4.80 

4.30 

4.90 

5.70 

4.40 

5.00 

4.70 

5.20 

3.70 

4.80 

5.13 

4.47 

4.42 

5.17 

5 .00 

4.60 

4.80 

3.70 

5.30 

4 . 40 

4 .00 

3.70 

4.20 

4.50 

4.05 

4 .60 

4.57 

4.07 

4.55 

4 .10 
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Table 12—Continued 

Positive Mental Health Scores—Continued 

Experimental Emotional Personality Success of Success of 
Group* Stability Functioning Therapy (I) Therapy (M) 

Female/Female 
Not Salient 4.20 4.90 3.60 3.40 

Female/Male 
Not Salient 4.10 4.10 3.80 3.30 

Male/Male 
Not Salient 4.90 5.20 3.30 3.30 

Male/Female 
Not Salient 3.70 4.50 2.80 3.50 

Female/Female 
Salient 4.00 4.30 3.00 4.00 

Female/Male 
Salient 3.50 3.60 3.30 4.20 

Male/Male 
Salient 4.00 4.00 3.70 3.60 

Male/Female 
Salient 4.60 4.50 2.70 4.30 

Female MHP 3.95 4.22 3.17 3.72 

Male MHP 4.30 4.55 3,13 3.67 

Female Patient 4.27 4.60 3.15 3.57 

Male Patient 3.97 4.17 3.15 3.82 

Not Salient 4 .22 4.67 3.13 3.38 

Salient 4.02 4.10 3.17 4.02 



69 

Appendix D—Continued 

Table 12—Continued Negative Mental Health Scores 

Experimental 
Group* 

Depression Neurosis 
Psych. 

Discomfort Stress 

Female/Female 
Not Salient 3.40 4.80 3.60 4.60 

Female/Male 
Not Salient 3.80 3.80 3.30 3.30 

Male/Male 
Not Salient 3.60 4.60 3.20 4.70 

Male/Female 
Not Salient 3.60 4.00 3.50 4.40 

Female/Female 
Salient 3.50 4.00 3.60 3.80 

Female/Male 
Salient 3.60 3.50 3.00 2.90 

Male/Male 
Salient 3.50 3.90 3.60 3.70 

Male/Female 
Salient 3.50 4.80 3.70 4.30 

Female MHP 3.57 4.02 3.38 3.65 

Male MHP 3.55 4.32 3.50 4.27 

Female Patient 3.50 4.32 3.50 4 .20 

Male Patient 3.63 4.02 3.38 3.72 

Not Salient 3.60 4.30 3.40 4.25 

Salient 3.52 4.05 3.47 3.67 
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Table 12—Continued 

Negative Mental Health Scores—Continued 

Experimental 
Group* 

Responsibility 
for Problem 

Need for 
Therapy (I) 

Need for 
Therapy (M) 

Female/Female 
Not Salient 4.00 4.00 2.30 

Female/Male 
Not Salient 3.00 4.20 2.10 

Male/Male 
Not Salient 3.70 4.80 2.10 

Male/Female 
Not Salient 3.60 3.30 2 .40 

Female/Female 
Salient 4.10 2.80 2.30 

Female/Male 
Salient 2.70 3.00 1.10 

Male/Male 
Salient 3.70 3.60 2.30 

Male/Female 
Salient 3.20 4.10 2.60 

Female MHP 3.45 3.50 1.95 

Male MHP 3.55 3.95 2.35 

Female Patient 3.88 3.80 2 25 

Male Patient 3.13 3.65 2.05 

Not Salient 3.57 4.07 2.22 

Salient 3.42 3.38 2.07 
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Table 12—Continued 

71 

Feminine Treatment Goals 

Experimental 
Group* 

Expression of 
Tender Feelings 

Accept.—Inf. 
of Others 

Tactfulness 

Female/Female 
Not Salient 2.70 2.70 3.20 

Female/Male 
Not Salient 2.60 3.30 4 . 20 

Male/Male 
Not Salient 3.10 4.20 4.00 

Male/Female 
Not Salient 3.00 3.70 3.70 

Female/Female 
Salient 2.60 3.30 3.50 

Female/Male 
Salient 1.70 2.90 2.80 

Male/Male 
Salient 2.90 3.50 3.80 

Male/Female 
Salient 3.30 3.60 3.70 

Female MHP 2.40 3.05 3.42 

Male MHP 3.07 3.75 3.80 

Female Patient 2.82 3.42 3.63 

Male Patient 2.65 3.38 3.60 

Not Salient 2.85 3.47 3.77 

Salient 2.63 3.32 3.45 
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Table 12—Continued 

Feminine Treatment Goals—Continued 

Experimental Home Ability to Aware—Feelings 
Group* Orientation Communicate of Others 

Female/Female 
Not Salient 4.00 2.70 2.40 

Female/Male 
Not Salient 3.00 2.60 2.10 

Male/Male 
Not Salient 4.60 3.30 3.30 

Male/Female 
Not Salient 3.50 3.30 2.40 

Female/Female 
Salient 3.80 2.80 2.50 

Female/Male 
Salient 3.50 2.20 1.90 

Male/Male 
Salient 4.00 3.60 3.50 

Male/Female 
Salient 3.70 2.70 2.70 

Female MHP 3.57 2.57 2.20 

Male MHP 3.95 3.22 2.97 

Female Patient 4.10 3.10 2.92 

Male Patient 3.42 2.70 2.27 

Not Salient 3.77 2.97 2.55 

Salient 3.75 2.82 2.65 
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Table 12—Continued 

73 

Masculine Treatment Goals 

Experimental 
Group* 

Ability to Think 
Logically 

Self 
Confidence 

Easy Decision 
Making 

Female/Female 
Not Salient 4.70 3.50 4.00 

Female/Male 
Not Salient 4.20 3.50 4 .50 

Male/Male 
Not Salient 5.60 4.00 4.90 

Male/Female 
Not Salient 5.10 3.10 4 .70 

Female/Female 
Salient 4.90 3.80 4.10 

Female/Male 
Salient 5.20 2.70 4 .70 

Male/Male 
Salient 5 ,10 3.30 4.30 

Male/Female 
Salient 5.00 3.50 4 .40 

Female MHP 4.75 3.38 4.32 

Male MHP 5.20 3.47 4.57 

Male Patient 5.07 3.64 4 .32 

Male Patient 4.83 3.20 4.57 

Not Salient 4.90 3.52 4.52 

Salient 5.05 3.32 4 .38 
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Table 12—Continued 

Masculine Treatment Goals —Continued 

Experimenta1 
Group* 

Objectivity Directness 
Ability to 

Hide Emotions 

Female/Female 
Not Salient 3.50 4.90 5.50 

Female/Male 
Not Salient 3.90 4.40 4 .60 

Male/Male 
Not Salient 4.40 4.70 5.20 

Male/Female 
Not Salient 4.60 4 . 70 5.80 

Female/Female 
Salient 3.40 4.10 5 .10 

Female/Male 
Salient 4.80 4.60 5.50 

Male/Male 
Salient 3.60 4 .70 5 .00 

Male/Female 
Salient 3.60 4 .70 5.00 

Female MHP 3.45 4.38 5.20 

Male MHP 4.35 4.67 5.38 

Female Patient 4.02 4 .57 5.32 

Male Patient 3.77 4.47 5.25 

Not Salient 4.10 4.67 5 .27 

Salient 3.70 4.38 5 . 30 

Note; (I) = Independent, (M) = Marital. 

*Female/Female = Female MHP/Female Patient 
Female/Male = Female MHP/Male Patient 
Male/Male = Male MHP/Male Patient 
Male/Female = Male MHP/Female Patient 
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