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ABSTRACT
GENDER ROLE BIAS IN FAMILY ASSESSMENT

By
Det P. Romero

A literature review of feminists' contributions to the
reevaluation of the traditional model of the nuclear family unit
is presented, followed by a review of the assessment phase in
the practice of family therapy. In discussing available literature
on biases in clinical judgment, empirical investigations of sex
role stereotyping in the assessment of individual clients are
questioned in terms of their generalizability to the assessment
of family members and their corresponding intrafamilial relation-

ships. The concept of gender role bias (as opposed to sex role

stereotyping) is formulated through a focus on the gender-typed
roles and gender-typed intrafamilial relationships posited in the
traditional model of the nuclear family unit.

As a result of the literature review, a major concern focused
on the possible distorted perception of the individual family member(s)
and the corresponding family relationships if an adjustment notion

of health in regard to family relationships reflected only an

acceptance of societal gender role expectations as defined in the
traditional model of the nuclear family unit. The primary focus of
this study is to investigate the possible influence of gender role

bias in the assessment of family members and their corresponding
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intrafamilial relationships. It was determined that it was

necessary to first examine whether the relational context of the
family unit influenced the clinical judgment of family members
and family relationships.

Two versions of the same family case analogue depicting a
traditional three-member nuclear family unit (father, mother,
child) and varying only with the sex of the child was developed.

To generate the two counterpart versions of the same family case
analogue, the sex of the two parent profiles were reversed (role-
reversal). The resulting four case versions were randomly distributed
td a sample of graduate social work students (N = 91) as a stimulus
condition in the form of a structured task. For each family member,
subjects campleted items designed to elicit clinical impression and
items designed to elicit technique choices. The clinical impression
items were summed and a mean clinical impression score for each
family member was computed. Subjects also completed items designed
to elicit clinical impression of the parent-child relationships and
the overall prognosis for family therapy. In addition, subjects
ranked five problem areas for each family member and the marital
relationship. Finally, subjects completed an "orientation toward
women'' scale, yielding a contemporary-traditional ratio score.

For each family member, the mean clinical impression scores,
each technique item, and each of the family relationship items
(parent-child and overall prognosis) were analyzed using a 23 between

subjects analysis of co-variance. The main effects tested were
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relational context and sex of respondent, and the covariate in

these analyses was the subject's orientation toward women as
reflected in the C-T ratio score. Chi-square (XZ) tests for
independence of the distributions between the frequency a problem
area is identified as being the most problematic and case version
were conducted for each family member and the marital relationship.
In addition, the ranking distributions of each problem area for each
family member and the marital relationship were examined.

The results presented in this study strongly suggest that
relational context influences clinical impressions and judgments of
family members and their corresponding intrafamilial relationships.
Significant differences between male and female respondents also
suggest that relational context and sex of the clinician may influence
the assessment of the parent, the child, and the corresponding
mother-child relationship. Further, there is some indication that
family members and family relationships which conform to the tradi-
tional model of the nuclear family unit elicit more favorable
clinical impressions and judgment. This is particularly the case
for the clinical impressions of the mother-child relationship, the
assessment of which was found to be significantly related to the
respondent's orientation toward women. These preliminary results
indicate the utility of further exploring the influence of gender
role bias in the assessment of family members and their corresponding

intrafamilial relationships.
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" Chapter 1
Introduction

Every society has its share of resocialization movements, and each
movement seems to generate consequences having a permeating impact on
various sub-systems within a particular society. This was the case
for both the "hippie movement'' and the civil rights movement of the
sixties (Agel, 1971). One movement which seems to be evolving as the
resocialization movement of the seventies is the 'wamen's liberation"
or feminist movement. Like previous movements, feminists have both
conducted and generated critical reviews of the behavioral sciences
contributing theoretical models and/or frameworks to the practice of
clinical assessment and various modalities of therapy (Kohlberg, 1966;
Brodsky, 1973; Eastman, 1973; Jakubowski-Spector, 1973; Whitely, 1973;
Kirsh, 1974; Beck, 1974; Fodor, 1974; Franks and Burtle, 1974;
Gingras-Baker, 1976; Carlock and Martin, 1977). Since the practice of
family assessment and therapy relies on a number of disciplines
(e.g. social work, psychology, sociology, psychiatry, anthropology, etc.),
critical reviews by feminists of those discipline-bound contributions
to family assessment and therapy remain scattered throughout the social
science literature. The primary focus of these reviews frequently
seems to be on sexism in the practice of therapy and on the "traditional"
model of women contributing to a biased assessment of the female
client.

While feminists differ in regard to specific alternatives to sexism
in therapy (de Beauvoir, 1953; Frieden, 1963; Bernard, 1972; Mitchell,



1973; Gingras-Baker, 1976; Romero, 1977), most would agree on a few
general underlying assumptions. These general assumptions comprise a
feminist perspective utilized in evaluating the "traditional" model of
the female life cycle. Central to the feminist perspective is the
assumption that social structure, culture, and the individual are
integrally related and that same of the sources of women's role conflict
and dissatisfaction can be identified and understood in terms of the
social structure (Brodsky, 1973; Eastman, 1973; Kirsh, 1974; Gingras-
Baker, 1976).

Feminists assert that for a woman in particular, gender role
determines to a large degree future roles in life, dictating limitations
on the options for development, regardless of intellect, activity level,
or physical and emotional capacity (Epstein, 1970; Ammdsen, 1971). The
role confinement of women according to the traditional model is viewed
to be psychologically frustrating and increasingly alarming as -
epidemiological studies reveal that women complain more of nervousness,
impending breakdown, attempts at suicide, and are more frequently the
clients of therapy. For these reasons, feminists frequently refer to
the "traditional" model of wamen which is believed to be the predominant
model used in assessment and therapy (Haan and Livson, 1973; Miller,
1974; Schwartz, 1974; Task Force Report, 1975; Geek and Ryan, 1975;
Alsbrook, 1976; Harris and Lucas, 1976; Ramero, 1977).

Feminists' contributions not only have called attention to the
misconceptions of the '"'second" sex, but also to the reevaluation of
the "traditional' model of the nuclear family unit (Casler, 1961;
Bernard, 1971; Christie, 1970; Tanner, 1970; Weisstein, 1970; Laws,
1971; Millman, 1971; Wortis, 1971; Brogan, 1972; Gove, 1972;



Hochschild, 1973; Franks and Burtle, 1974; Brown and Hellinger, 1975;
Rice and Rice, 1977). Closer scrutiny of the traditional model of
the muclear family unit reveals that the female gender role is
consistently defined in relation to the male gender role. Further, if
one were to expand the traditional model of the mxclear family umit,
the end result would be two traditional models of the individual life
cycle - one for males and one for females. This can be revealed by
reviewing first what feminists usually refer to as the '"traditional"
model of the muclear family unit.

According to the traditional model of the family unit, the nuclear
family is universally found and can be considered the building block
of society (Parsons and Bales, 1953; Birdwhistell, 1970; Laws, 1971;
Skolnick and Skolnick, 1971; Peal, 1975). This model of the nuclear
family is based on a clear-cut, biologically structured division of
labor between men and wamen (Skolnick and Skolnick, 1971), and implicit
in the model is the notion that both sexes should become experts in
their respective damains (Birdwhistell, 1970). A major function of the
family is perceived to be the socialization of children; that is, to
tame their impulses and instill values, skills, and desires necessary
to run society (Laws, 1971; Skolnick and Skolnick, 1971). From this
perspective, normal perscnality development is viewed to be highly
contingent on the proper combination of influences operating in the
family unit, and the traditional arrangement posited is assumed to
be the most functional arrangement for the children, the parents,
and society in gemeral (Parsons and Bales, 1953).

Inherent in the traditional model of the muclear family umit is
a traditional model of the marital relationship (Laws, 1971; Gurman



and Rice, 1975; Millman and Kanter, 1975; Gingras-Baker, 1976;
Rice and Rice, 1977). The traditional, institutional, or utilitarian
model of marriage ascribes an instrunentai (or outward-directed) role
to the husband and an expressive (directed inward toward family relations)
to the wife (Hicks and Platt, 1970; Blood and Wolfe, 1960; Rollins and
Feldman, 1970; Sillman, 1966). Task specialization is presumed to be
the most efficient strategy and a sexual division of labor is presented
as the most efficient structure (Blood and Wolfe, 1960). The model
describes a traditional form of marriage in that the wife's activities
are confined to the home and the husband's primary responsibility is
managing the family unit's relations with the larger social sub-systems
(Hicks and Platt, 1970). These marital roles are presumed to be
complimentary (Sillman, 1966; Levin, 1969), with marital satisfaction
contingent upon job satisfaction for the husband and upon the mother
role for the wife (Rollins and Feldman, 1970). Getting a job and
financially supporting his family is assumed to be the husband's major
concern while for the wife it is assumed to be housework and caring
for the children (Blood and Wolfe, 1960; Hicks and Platt, 1970).
Traditional models of the parent-child relationships may be
expanded from the traditional models of the nuclear family unit and
the marital relationship (Casler, 1961; Weisstein, 1970; Laws, 1971;
Stevens, 1971; Wortis, 1971; Chesler, 1972; Mead, 1972; Osmond, Franks,
and Burtle, 1974; Rosaldo and Lamphere, 1974; Daniels, 1975; Romero,
1977). The mother is assigned the major responsibility for child-rearing
tasks (Orlansky, 1949; Mead, 1962; Stamnard, 1970). The joys of
motherhood are expected to offset whatever costs are associated with the
mother giving up other sources of satisfaction during this period



(Morgan, 1970; Chesler and Cole, 1973; Laws, 1975). Since the mother
is assumed to be the primary caretaker during the child's pre-school
years, primary importance is attributed to the mother-child relationship
as a source of children's emotional disturbances (Bowlby, 1951, 1961,
1969; Glueck and Glueck, 1957; Harlow, 1958; Rheingold, 1964). If the
mother does not behave according to the traditional model, it is
assumed that this can impede a girl's identification with the mother
and a boy's with his father (Slater, 1964). For the father, fatherhood
is presumed to be less important than keeping a job and financially
supporting the family unit (Jourard, 1964; Brenton, 1966; Goldberg, 1966;
Kayton and Biller, 1972; Nichols, 1975; Sattel, 1976).

The importance placed on the parents providing appropriate gender
role models for their children to identify with is crucial to comsider in
these traditional models of family relationships. In essence, these
models assume that children should be socialized according to the
traditional gender role stereotypes so that at appropriate times throughout
the individual's life cycle, males and females can assume their roles
in the family unit (Gurin, Veroff, and Feld, 1960; Erikson, 1963, 1964,
1968; Rhinegold, 1964; Steadler, 1964; Johnson and Mediamus, 1967,

Lidz, 1968; Mussen, Conger, and Kagan, 1969). Thus, the traditicnal
models extend across the full range of the individual life cycle, with
two separate models according to sex (Freud, 1925, 1933, 1936; Jung, 1931;
Fromm, 1943; Deutsch, 1944; Erikson, 1963, 1964, 1968; Bettelheim, 1965;
Lidz, 1968; Marmor, 1973). The nature of the male is assumed to be to
show what he can do and to prove that he never fails while for the female
it is the need to attract and to prove to herself that she can attract

a man (Fromm, 1943; Erikson, 1963; Lidz, 1968). Traditional notions of



masculinity and femininity ascribe instrumental traits to the male and
expressive traits to the female (Freud, 1933; Deutsch, 1944; Cronbach, 1970;
Hoffman, 1972; Block, VonDerLippe and Block, 1973), traits that

correspond to the gender-typed roles defined in the traditional model

of the muclear family unit (Parsons and Bales, 1953; Birdwhistell, 1970;
Skolnick and Skolnick, 1971; Laws, 1971; Peal, 1975).

It thus becomes clear that the traditional model of the nuclear
family unit inherently types individual family members and their
corresponding intrafamilial relationships according to traditional
gender role stereotypes (Birdwhistell, 1970; Skolnick and Skolnick, 1971;
Laws, 1975; Gingras-Baker, 1976). While attitudes are in the process
of changing and alternative perspectives are being utilized more and
more frequently, the traditional models of the individual life cycles
and family relationships still continue to be used in the training of
mental health professionals (Chesler, 1971; Livson, 1973; Schwartz, 1973;
Diangson, 1975; Task Force Report; 1975; Gingras-Baker, 1976; Romero, 1977).
Feminists claim that if a traditional model of the muclear family unit
is exclusively employed in the assessment stage of family therapy, then
the mental health of family members and their corresponding family
relationships will be judged in reference to traditional gender role
stereotypes (Birdwhistell, 1970; Laws, 1971; Millman, 1971; Skolnick
and Skolnick, 1971; Hirsch, 1974; Peal, 1975; Gingras-Baker, 1976). This
bias is believed to be facilitated by the way theoretical models are
used in family assessment and therapy (Birdwhistell, 1970; Skolnick
and Skolnick, 1971; Gingras-Baker, 1976).

The assessment of family members and their corresponding intra-
familial relationships is generally accepted as the first step in



the practice of family therapy (Haley and Hoffman, 1967; Francis,
1968; Erikson et al., 1972; Satir et al., 1977). Haley (1976) notes
that the act of therapy begins with the way the problem is examined,
with the unit of attention being the intrafamilial relationships of
the family unit. While family theorists differ as to which aspects
of the family relationships are of primary importance (commmication
patterns, value orientations, family life history, etc.), most would
agree that an assessment begins with some sort of fact-gathering process
around the presenting problem (Haley and Hoffman, 1967; Cammittee, 1970;
Erikson et al., 1972), Impressions, information, and observations of
the family members interacting with one another are collected in the
process and are organized according to same theoretical framework(s)
or model(s). This is presumed to facilitate clinical appreciation of
the family relationships and of the family as a social system (Satir,
1967; Haley, 1976; Satir, Stachowiak, and Taschman, 1977).

Family therapy textbooks encourage the use of theoretical frame-
works in family assessment for two major reasons: 1) it is presumed
to enhance the clinician's competence to deal with complex phenomena
in family therapy sessions and 2) it can assist the clinician in
devising future intervention strategies throughout the therapeautic
process (Devis, 1967; Haley, 1976). By synthesizing clinical impressions
and information according to some framework or model, the clinician
then formulates a clinical judgment of the family members and their
relationships. The clinical judgment formulated presumably influences
both the systematic identification of causal-pertinent factors and
implications in relation to the presenting problem and the development
of a plan of action. Lehrman (1954) additionally notes that the



clinical judgment also provides an effective way of relating processes
to outcomes, thereby enhancing predictive ability for designated
interventions in the treatment plan. |

The importance of family assessment to on-going therapy is
sufficiently crucial for a number of professionals to be concerned
about possible distorting biases (Boszormenyinagy and Framo, 1965;
Ackerman, 1966; Erikson and Hogan, 1972; Zuk, 1972; Bell, 1974). While
various possible sources of bias are briefly reviewed (race, ethnic
background, age, etc.), most write at great length about a clinician's
family of origin influencing how the family unit is perceived. This
possible influence is conceptualized in the following mammer. If a
family being assessed functions differently from the clinician's family
of origin (e.g. different cultural value orientations found in
minority families), Ackerman (1966) suggests that a distorted perception
of the family unit may result if the clinician is not cognizant of the
"reality factors'' manifested in different styles of family functioning.
With the focus on similarities between the family being assessed and
the clinician's family of origin, Devis (1967) discussess how these
similarities may reactivate "unfinished business" the clinician may

have with his/her family of origin. He notes that reactivated family
conflicts may influence clinical impressions and judgments (and,

therefore, interventions in the treatment plan of action) of the family
being assessed if the clinician is not aware of possible countertransference
reactions. Haley (1976), Skolnick and Skolnick (1971), and Birdwhistell
(1970) also suggest that the traditional model of the nuclear family

has come to define what is normal and natural both for research and

therapy, and subtly influences our thinking to regard deviations from it



as sick, or perverse, or immoral.

The above concerns dealing with possible biases in family
assessment generate speculations in regard to what would be considered
healthy and appropriate gender role behavior in the family unit. If
a clinician's family of origin functioned according to a traditional
model of the nuclear family unit, would these experiences influence
his/her clinical impressions and judgments of a family unit manifesting
alternative styles of functioning with respect to gender role behavior
in the family unit? If a clinician utilized a traditional model of
the nuclear family unit as a framework with which to organize clinical
impressions of family members and their corresponding intrafamilial
relationships, do families which adhere to traditional gender roles
elicit a more favorable clinical impression? Do cultural stereotypes
of male and female gender roles influence a clinician's acceptance
of the traditional model of the nuclear family unit? These questions
would lead one to wonder how these issues play a part (if at all) in
a clinician's assessment of mental health.

Other researchers have continued along this line of questioning,
specifically focusing on sex role stereotyping of individual clients.
As a result of a study on sex role stereotypes and self concepts in
college students (Rosenkrantz et al., 1968), Broverman et al. (1970)
employed a similar methodology in order to investigate sex role
stereotypes and clinical judgments of mental health. By asking clinicians
to ascribe a cluster of different personality traits to the healthy
mature adult, the healthy mature male, and the healthy mature female,
they found that clinicians tended to ascribe the "male-valued, competency
cluster traits'" more often to healthy men than to healthy women. In



10

effect, clinicians were suggesting that healthy women differ from
healthy men by being

* ., . . more submissive, less independent,
less aggressive, less competitive, more
excitable in minor crises, more emotional,
more conceited about their appearance, and
having their feelings more easily hurt" (p. 71)

The investigators interpreted their results to indicate a double-standard
of mental health for men and women. Since the clinicians were more
likely to attribute traits that were presumed to be characteristics of
a healthy adult to men than to women, an "anti-female' bias was
proposed (Broverman et al., 1972).

Brogan (1972), on the other hand, presented findings that were
opposite to those of Broverman et al. (1970). Employing a different
methodology, Brogan administered a questionnaire to a sample group
of therapists. Her attitudinal questiomnaire considered sociological,
psychological, sexual, legal, economic, and political factors as well
as those presumed to be related to the women's liberation movement.

Her results revealed that the sample group of therapists assumed a
significantly liberal orientation in their attitudes regarding women,
suggesting a "pro-female' bias.

In their attempt to explore the apparent inconsistency between
the above two studies, Brown and Hellinger (1975) administered an
"orientation toward women'" scale to a sample of mental health
professionals. Of present concern are Atheir data indicating that female
therapists tend to have more ''contemporary' attitudes toward women
than do male therapists. This was particularly the case on items
concerned with mothering and the maternal instinct. Brown and Hellinger
propose that their data suggests a possible "anti-female' bias if a
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clinician were not acutely aware of his/her biases toward women.

The influence of a therapist's at_titudes toward women (both single
women and married women) has been documented around cases involving
individual clients (Abramowitz, Abramowitz, and Gomes, 1973; Fabrikant,
1974). While these attitudes are in the process of changing, others
contimue to assert that a clinician's negative valuation of women
reflects the pervasive cultural view of women (Shainess, 1969; Bem
and Bem, 1970; Miller and Mothner, 1971; Chesler, 1973; Hirsch, 1974;
Levine, Kamin, and Levine, 1974; Laws, 1975; Gingras-Baker, 1976).
Similar concerns prompted investigators to study the possible influence
of sex role stereotyping in clinical judgment.

While the above studies certainly contributed valuable inferences
regarding sex role stereotyping of individual clients, there are
actually few studies which attempt to assess sex role stereotyping in
clinical judgment. Gross et al. (1969) investigated the effect of
race and sex on the variation of diagnosis and disposition in a
psychiatric emergency room. While their data would allow inferences
regarding the influence of the sex factor alone on clinical judgment,
the reported data combines the race and sex factor. Inferences about
the influence of sex role stereotyping in clinical judgment can also
be made from the results of an investigation of therapeautic styles
by Dell and Ryan (1975). However, they focus on therapeautic styles
of the clinician and not on clinical judgment. Consequently, only
Miller (1974) and Fischer, Dulaney, Fazio, Hudak, and Zivotofsky (1976)
have attempted to assess the influence of sex role stereotyping in
clinical judgment.

Following a model designed by Blake (1971), Miller (1974) devised
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two forms of a case analogue in which every variable except sex was
held constant. The case material that was created depicted a relatively
healthy, twenty-six year-old single, white, Protestant client who

was referred for evaluation because of psychosamatic complaints and
mild depression. The most marked clinical feature that the individual
client manifested was ''passivity''. A version depicting a male client
and the same version depicting a female client wer devised, and
alternate forms of the case analogue were randomly distributed to a
sample of mental health professionals. Clinical impressions of the
respondents were collected via a questiomnaire designed to invite
judgments about specific dimensions of the particular individual client.
Results showed a fairly consistent tendency for the female case version
to elicit clinical judgments slightly more favorable than the male case
version. Further, when ranking general problem areas, "‘passivity' was
the overwhelming choice of treatment focus for the male form while

only half of the respondents chose that particular treatment focus for
the female form. Miller interpreted her results to indicate an "anti-
female" bias in clinical judgment.

Fischer et al. (1976) expanded Miller's methodology and developed
their case an.ilogues in the following manner. A one-page clinical
history was devised depicting an individual client described as a
35-year-old college graduate who had been married for ten years and
had two children. Two versions were then developed: one depicting an
individual client with an "aggressive'" personality and a second
depicting an individual client with a "‘passive' personality. These two
versians were then the basis for their four versions of the case

histories: aggressive male, aggressive female, passive male, passive
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female. An inventory designed to elicit judgments that were representative
of those made in actual practice with individual clients accompanied

each of the four versions randomly distributed to a sample of social
workers. Significant results showed that female clients (both

agressive and passive personality) were judged as more intelligent, more
mature emotionally, needing more encouragement to be emotionally expressive,
and elicited more positive personal feelings than the two male client
versions. Fischer et al. concluded that a strong "pro-female'' bias

appears to characterize social worker's clinical judgments.

In reviewing the above studies investigating the influence of sex
role stereotyping on clinical judgment, there is serious question
concerning the generalizability of these results to family assessment.
All of the above studies investigating clinical judgment focus on
sex role stereotyping, i.e. the ascription of certain traits and/or
characteristics based on the individual's sex. This is appropriate
since in individual therapy the major focus is on the individual and
since frequently the only interactional behavior perceived during
treatment is that between the individual client and the therapist.

However, in family therapy, the major focus of assessment shifts
to the relationships of the family unit in question. Further, the
therapist has the opportunity during treatment to observe interactional
behavior between family members, and these observations are frequently
incorporated as part of the '"clinical material' used in the assessment
process. While the assessment of a family guides the treatment process,
obsemtidxs of interactions between family members continue to be
utilized during treatment. Hence, behavior between individual family
members and their corresponding intrafamilial relationships tend to
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receive more clinical attention than the traits of an individual
family member.

These same studies on clinical judgment of an individual client
also vary on what at first may appear to be an insignificant factor.
One of the studies employs a case analogue depicting a client who is
married and has children. Other studies use case analogues in which
the individual client is single or the marital status of the client
is simply omitted. Studies utilizing paper-and-pencil scales of
healthy adult, healthy male, and healthy female simply ignore this
factor. Consequently, it is not clear whether the individual client
was judged as an individual client or as an individual client in a
particular relational context. In family assessment, the clinician may
focus on the marital relationship (between a father and a mother) and/or
any of the possible parent-child relationships (father-son, father-
daughter, mother-son, mother-daughter) an individual family member may
experience as being problematic. However, the individual family member
is always assessed within the relational context of his/her family unit.

It seems inappropriate to generalize results of studies on
sex role stereotyping in clinical judgments of individual clients to
family assessment - the assessment of relationships in the family unit.
This is particularly the case due to the variation of the marital
and family status of the hypothetical individual client being judged
and to the lack of clarity over whether the individual client was
being assessed as an individual client or as an individual client in
a particular relational context. Further, one's expectations of
appropriate behavior for the gender-typed roles in the family umit

(father, mother, son, daughter) and expectations around the possible
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gender-typed intrafamilial relationships (e.g. father-son, father-

daughter, mother-son, mother-daughter) would seem to be important to
consider. |

The results of these studies warrant further discussion. All
of the above studies on clinical judgment offer interpretations falling
under one of two categories: ''pro-female" or "anti-female'' bias.

This is primarily due to the authors' attempts to evaluate the efficacy
of applying presumably male standards of mental health to female
clients. With this point as the designated focus (as well as sexism
usually referring to female clients), it was not necessary to question
the efficacy of male standards of mental health for male clients.
However, when shifting from assessment of an individual client to
assessment of family relationships, similar concerns for male clients
are unavoidable.

The literature review on the traditional model of the nuclear
family unit provides a cogent raticnale for th1s issue. Recall that
throughout the discussion of the traditional model of the female life
cycle, the female gender role was consistently defined in relation to
the male gender role. In cther words, there also exists a ''traditional"
model of the individual life cycle for the male. One could propose
that some males who wish to grow as full human beings (as opposed to
the instrumental specialist depicted in the traditional model) may also
find this model of the nuclear family unit limiting. Thus, in regard
to family assessment (when family members are assessed in relation to
one another), feminists' concerns may be viewed as cogent for both sexes.

Such a viewpoint would shift the focus of feminists' concerns from
the female gender role to both the male and female gender roles in relation
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to each other, an appropriate concern when conducting a family
assessment. From this perspective, the central issue then becomes
gender role bias (rather than sex role stereotyping) in clinical

judgment, with different questions and concerns being generated. Does
gender role bias influence the assessment of family members and their
corresponding intrafamilial relationships? With the emphasis on
relationships in family assessment, do relationships in the family
unit which conform to the ''traditional" model elicit more favorable
clinical judgments? Should this be the case, then this bias could

be perceived as reinforcement of gender-typed adult behavior, re-
inforcement of parental expectations of their children's appropriate
gender role behavior, and the appropriate gender role behavior of the
children - all according to the traditional model of the muclear family
unit. One would then be concerned with the possible distorted
perception of the individual family member(s) and the corresponding
family relationships if an adjustment notion of health in regard to
family relationships reflected only an acceptance of societal gender
role expectations as defined in the traditional model of the nuclear
family unit. With the serious questions surrounding the generalizability
of studies investigating sex role stereotyping of individual clients

to family assessment remaining unresolved, we camnot make inferences
from these studies of assessment of individual clients to assessment
of family relationships.

Since gender role bias has never been investigated in regard to
family assessment, it seemed appropriate to begin investigating the
possible influences of this type of bias in the clinical impressions
of family members and their corresponding intrafamilial relationships.
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This line of inquiry would prove useful for several reasons. The
reevaluation of both male and female gender roles can be accomodated.
Methodological constraints around the generalizability of results

from studies of individual assessments can be addressed while simultaneocusly
determining if the relational context influences the assessment of

an individual family member. In addition, further exploration around

the stereotyping of family relationships as opposed to the stereotyping

of individuals may lead to the formulation of gender role bias as a

particular countertransference concept of family therapy.

Statement of Problem

The primary focus of this study is to investigate the possible
influence of gender role bias in the assessment of family members and

their corresponding intrafamilial relationships. Sirce this topic has
never been previously investigated, it becomes necessary to first

examine whether the relational context of the family unit influences

the clinical judgment of family members and family relationships.

These judgments would then contribute to an overall impression of the
family unit providing the relational context in which family members

and their corresponding intrafamilial relationships are assessed. It seems
appropriate to begin with the relational context as defined in the
traditional model of the nuclear family umit.

In essence, this model conceptually posits four gender-typed
roles in the family unit: father, mother, son, daughter. These roles
are gender-typed because the sex of the individual family member
differentiates what is considered appropriate behavior for a parent
and a child, and therefore what is considered appropriate behavior in
the marital and parent-child relationships. The sex of the father is
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male while the sex of the mother is female. However, the sex of the
child may be either male or female. Consequently, the relational
context of a three-member nuclear family unit presumably would vary
depending upon the sex of the child. By focusing first on a three-
member nuclear family unit, one can begin to assess the relational
contexts of a traditional nuclear family unit comprised of a father,
a mother, and a male child, and a traditional muclear family unit
comprised of a father, a mother, and a female child.

However, it would also seem useful to determine whether relationships
in the family unit which conform to the "traditional'' model of the
muclear family unit elicit more favorable clinical judgments in family
assessment. Since this topic has never been previously investigated
and since a family unit may be conceived on a traditional versus
contemporary contimmm, it seemed logical to compare the traditional
relational contexts defined above with the opposite counterparts.

This can be achieved simply by conceptually reversing the gender-typed
roles of the parents (role-reversal) or, in other words, ascribing the
traits and behaviors considered appropriate for the tradtional father
to the mother and vice versa. When also considering both alternatives
for the sex of the child, the end result would be the following four
relational contexts: (a) two traditional relational contexts depending
on the sex of the child and (b) their two reversed counterparts, also
varying according to the sex of the child.

Shifting the focus of the present discussion from the family to
the clinician conducting the assessment, the studies on sex role
stereotyping in clinical judgment suggest that the sex of the clinician
(Miller, 1974; Fischer et al., 1976) and the clinician's attitudes



toward women (Brown and Hellinger, 1975) have an influence on
clinical impressions and judgments depending on the sex of the client.
Since measurement of attitudes toward wamen yields a continuous
variable (Brown and Hellinger, 1975), it would be possible statistically
to control for an individual clinician's orientation toward women
when soliciting clinical impressions and judgments of family members
and relationships in the form of a structured task. This would allow
one to attribute differential clinical impressions and judgments to
the fouwr relational contexts previously defined and not to an individual's
orientation toward women. This is particularly important given the
influence the women's movement has had over the past few years.

If gender role bias influenced the assessment of a family umit,
such an influence would be expected to affect the assessment of
individual family members, their corresponding intrafamilial relationships
(marital relationship and parent-child relationships), and the family
unit's prognosis for treatment, all generally considered a part of
a clinician's clinical impressions and judgment of family relationships.
The studies reviewed on clinical judgment also provide several
appropriate scales with which to measure clinical impressions and
judgments. Fischer and Miller (1973) and Fischer et al. (1976) developed
eleven items designed to secure 1) clinical impressions and judgments
of the client and 2) possible intervention techniques frequently used
in actual practive of therapy. With minimal modification in the
wording of these items (e.g. referring to "father" instead of the 'client),
these items would also serve the purposes of a family assessment.
The only major modification necessary would be that each family member
would need to be assessed on these items.
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Miller (1974) developed five general problem areas in her study
of assessment of individual clients, and the inclusion of these general
problem areas would be useful in a family assessment. The same
modifications would be needed: the items should refer to the family
member instead of the individual client, and the problem areas would
need to be ranked for each family member. Laws (1975) also proposes
five general problem areas which are frequently problematic in the
marital relationship between parents of school-age children. A ranking
of these problem areas would provide information as to how the marital
relationship is clinically perceived.

By adding three items designed to elicit judgments about the
father-child relationship, the mother-child relationship, and the
overall prognosis for family treatment, clinical impressions and
judgments of those areas presumed to be influenced by gender role bias
could then be assessed. Finally, Brown and Hellinger's (1975)
"orientation toward women'' scale would yield the continuous variable
needed to control statistically for the possible influence a clinician's
orientation toward women may have on clinical impressions and judgments
of family members and their corresponding intrafamilial relationships.

The most appropriate way to examine the effects of one set of
variables on a set of dependent variables is to develop a research
design that allows for the manipulation of the identified independent

-variables. In other words, the design should insure objectivity by
allowing the different variations, uncontaminated by one another, to
have an effect on the dependent variables. Since this would prove
difficult and time consuming with actual therapy sessions, and

since investigation of gender role bias is only at the initial stage,
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a three-member (father, mother, school-age child) family case
analogue was developed.

The case analogue was comprised first around a father, a mother,
and a male child, with the father conceptually being designated as
the active parent and the mother conceptually being designated as the
passive parent. The clinical profile of the father (and, therefore,
the active parent) and the clinical profile of the male child were both
designed around stereotypically male traits and behaviors: domineering,
aggressive, pushy, and oriented towards instrumental tasks. This was
done for both clinical profiles in order to reflect the appropriate
role identification in the father-son relationship inherent in the
tradtional model of the nuclear family unit. On the other hand, the
clinical profile of the mother (and, therefore, the passive parent) was
camprised around stereotypically female traits and behaviors: shy,
passive, submissive, and with an orientation towards expressive tasks.

The end result was a family case analogue providing a traditional
relational context in the form of a family unit comprised of a father,
a mother, and a male child. The case analogue was then duplicated,
changing only the name and sex of the child, providing a traditicnal
relational context in the form of a family unit comprised of a father,
a mother, and a female child. The two counterpart versions subsequently
follow by duplicating each of the two traditional versions while
reversing the sex of the two parent profiles. In this manmer, the
original family case analogue was expanded into four case versionms,
changing only the sex of the child and the sex of the parent profile(s).
It should be noted that while the sex of the child and the sex of the
parent profile(s) change, the clinical profiles of the family members
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(active parent, passive parent, child) remain the same across all
four case versions.

By manipulating the independent variables comprising the relational
context in this fashion, the research design will insure objectivity
by allowing the different variations to have an effect on clinical
impressions and judgment of family members and their corresponding
intrafamilial relationships. If the four family case versions were
presented as a stimulus condition in the form of a structured task
and data about the clinical impressions and judgments of each family
member and their corresponding intrafamilial relationships were
generated, the expected hypotheses would be:

Hl) The relational context (sex of the child and sex
- of the parent profile(s)) and sex of the clinician is

expected to influence clinical impressions and

treatment expectations of each family member.

H2) There is a significant relationship between
perceived severity of individual problem areas and
the relational context (sex of the child and sex of
the parent profile(s)). This is expected to be the
case for each family member.

H3) There is a significant relationship between
perceived severity of problem areas in the marital
relationship and the relational context (sex of
the child and sex of the parent profile(s)).

H4) The relational context (sex of the child and
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sex of the parent profile(s)) and sex of the clinician
is expected to influence clinical judgment of the
parent-child relationships and impression of the
family's overall prognosis for family treatment.

HS) A clinician's orientation toward women is expected
to influence clinical impressions and judgments of
family members and their corresponding intrafamilial
relationships.



Chapter II
Method

Subjects

Arrangements were made to obtain subjects (S's) through the
required graduate methods courses in the School of Social Work. A
variety of reasons substantiated this choice of subject pool:
1) available data on practicing family therapists reveals that the
largest proportion (40%) are social workers (Committee, 1970);
2) the discipline of social work has traditionally been associated with
family assessment and therapy; and 3) since investigation of gender
role bias in family assessment is in the initial stages, it seemed
appropriate to begin with a group of easily accessible S's. Therefore,
S's were drawn from all first- and second-year methods courses required
for all graduate social work students. All S's participation was
completely voluntary.
Procedure

Instructors of first- and second-year methods courses required for
all graduate social work students were approached and class time to present
a research project was solicited. To those instructors who inquired,
the purpose of the research project was explained as an investigation
of how social work students put together a clinical assessment of a
family. All of the instructors granted class time and specific class
sessions were then scheduled. At the begimming of the scheduled class

session, students were told that their instructors had given permission

24
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for class time to be used for a research project but that participation
was strictly on a voluntary basis. No student present at the scheduled
class sessions refused to participate in the present study.

Table 1 illustrates the distribution of S's (N = 91) who
participated in the present study according to case version by sex of
S. Overall, 74% of the sample of graduate social work students were
female and 26% were male. The table also reveals that only four male
subjects received case version three as compared to 19 female subjects.
Table 2 provides the distribution of S's according to age, revealing
that the largest number of S's (31%) were between the ages of 24 and 26.
None of the S's were under 21. Table 3 reveals the distribution of S's
according to marital status, with 42% single and 36% of the sample
being married. Approximately 17% of the sample of S's were divorced.
More than half of the sample of S's (54%) were second-year graduate
social work students while 46% identified themselves as first-year
graduate social work students. All of the S's indicated their major
was social work, with 66% of the sample of S's (n = 60) indicating they
had had coursework and/or training in family assessment.

All S's were randomly assigned to one of four groups corresponding
to the four versions of the family case analogue. After explaining to
the S's that the present study was attempting to investigate how social
workers conduct a family assessment, S's were asked to read the family
case analogue and to respond to the questions in order that followed.
Subjects were reminded to focus on the family rather than on the worker
conducting the assessment interview and they were instructed not to
refer to the case analogue while responding to the questions but to
rely totally on their clinical impressions of the family members and
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their family relationships.

Further, S's were reminded that the information in the family case
analogue must be treated as confidential information, partly because
the case analogue was developed from actual case material and partly
to add a realistic tane to the requested task. Every attempt was made
to structure the administration of the instruments to the S's in such
a mamner that both male and female administrators were equally used.
Consequently, half of the graduate classes were administered the
instruments by a male and the other half by a female administrator.

Instruments

Family case analogue: The family case analogue was developed from

actual case material used in graduate social work methods courses. The
general format of the training case materials was duplicated, as were the
vocabulary and writing style. Portions of the family case analogue
were literally taken from some of the training materials, with all
possible identifying information disguised. As éxplained in the
preceeding chapter, the only changes made to produce the four versions
of the case analogue were sex of the child and sex of the parent profile(s).
Table 4 identifies the four versions of the family case analogue.
While the sex of the child and the sex of the parent profile(s) are the
identified independent variables, it should be noted that the clinical
profiles of the child, the active parent, and the passive parent are
identical in all four versions of the family case analogue. The four
versions of the family case analogue are included in Appendix A.

Clinical Impression Items: After reading the family case analogue,

S's completed seven items (six-point, Likert-type scale) designed to
elicit clinical impressions and used by Fischer and Miller (1973) and
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Table 4

Four Versions Of The
Family Case Analogue

Sex of Child

Active Parent Passive Parent
1 Father Mother Son
Case 2 Father Mother Daughter
Version 3 ‘ Mother Father Son
4 Mother Father Daughter
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Fischer et al. (1976). Two modifications were needed: ''the client"
was replaced by the family members (father, mother, child) and the items
were completed for each family member in the case analogue. These items
elicited clinical impressions of each family member with regard to
emotional maturity, overall degree of stability, general level of
intelligence, degree self-reliance was perceived as a major problem,
individual family member's prognosis for treatment, personal reaction
to family member, and extent of the S's eagerness to have the family
member as an actual client. The order of the family members being
rated varied from S to S (e.g. father - mother - child; mother - child -
father; child - father - mothér, etc.).

The clinical impression items were analyzed in such a way that the
"positive" and "healthy' aspect of the clinical impression was
consistently associated closer to the mumerical value of one while the
"negative'' and "unhealthy' aspect of the clinical impression was
consistently associated closer to the mumerical value of six. Consequently,
if the clinical items are summed and an average computed, a mean
clinical impression score could be generated. A mean clinical impression
score was computed for each family member (father, mother, child).

See Appendix B for examples of the clinical impression items used.

Technique Items: Additionally, S's were asked to respond to six

items (six-point, Likert-type scale) used by Fischer et al. (1976)
regarding the following intervention techniques: extent to which the
family member is perceived to need encouragement to be more self-reliant,
the amount of warmth and support the family member would need in
treatment, the extent to which the family member would need a directive
worker during treatment, the extent the family member should be
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encouraged to be more family-oriented, the extent the family member
needs to be encouraged to be more emotionally expressive, and the
extent to which the S would be directive or non-directive with family
member during treatment. Subjects responded to these items for each
family member and the set of responses were solicited in the same
random order as was used for the clinical impression items. See
Appendix B for examples of the technique items used.

Ranking of Individual Problem Areas: For each family member,

S's were asked to rank the following general problem areas from most
problematic (first ranking position) to least problematic (fifth ranking
position): immature sexual identity, limited object relations,
envirormental and social problems, passivity, and underdeveloped ego
skills. While including these items in the same mamner as used by
Miller (1974), the only difference was that a ranking of these problem
areas was solicited for each family member. See Appendix B for examples
of the individual problem area items.

Ranking of Marital Problem Areas: After they had completed all of the
above items for each family member, S's were then asked to rank the

following general marital problem areas from most problematic (first
ranking position) to least problematic (fifth ranking position)

according to their impression of the marital relationship: companionship,
handling of finances, household tasks, sex, and parent-child
relationships. The literature suggests these general problem areas as
being most problematic between couples who have school-age children

(Laws, 1975). See Appendix B for an example of the marital problem

area item.

Miscellaneous Items: Subjects next responded to three items
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(six-point, Likert-type scale) regarding the following aspects of
a family assessment: impression of the father-child relationship
(healthy versus problematic), impression 6f the mother-child
relationship (healthy versus problematic), and overall prognosis
of the family for family treatment (extremely good versus extremely
bad). See Appendix B for examples of these three items.
Biographical Data Sheet: Subjects then completed a biographical
data sheet requesting the following general demographic information:
sex, educational status, graduate level, age, marital status, an item
to verify that the S's major is social work, and an item to check if
the S had ever taken any coursework and/or training in family assessment.
These data were used to describe the sample of S's who participated in
the present study. For an example of the data sheet used, see Appendix B.
Orientation Toward Women Scale: Finally, S's were then asked to
respond to 29 items (seven-point, Likert-type scale) designed and used
by Brown and Hellinger (1975) in their assessment of attitudes toward
women. Eighteen of the items are typed ''traditional" and 11 of the

items are typed "contemporary”. The mean scores of each set for each S
were computed, and a C-T ratio score was calculated by dividing the
mean contemporary score by the mean traditicnal score. Thus, ratio
scores less than one indicate a contemporary orientation toward women
and ratio scores greater than one indicate a traditional orientation
toward women. Note that S's responded to these items after their
clinical impressions of family members and the corresponding family
relationships were recorded. See Appendix B for an example of the

orientation toward women scale used.
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Analysis of Results
The same coding procedure was followed for all of the data

generated. After the S's completed the instrument scales, two

trained coders transferred the data onto coding sheets. Professional
keypunchers then punched and verified the data on IRM computer cards.
The biographical information on each S and the chi-square (X2) analyses
were analyzed using the Statistical Package for the Social Sciences
(SPSs, 1975). The SPSS package was also used to compute all
transformation scores and variables involved (mean clinical impression
scores, frequency tabulations used, and the C-T ratio scores).

The mean clinical impression scores for each family member, the six
technique items for each family member, and the three items on the
parent-child relationships and overall family prognosis are dependent
variables collected from the same subject. Consequently, multivariate
statistical procedures would be most appropriate to use in analyzing the
generated data. However, this statistical procedure considers the
dependent variables as one set, thereby presenting the possibility that
specific significant differences on specific items would be obscured in
the overall analyses. It seemed more appropriate given the initial
stage of investigation to be able to identify the direction of specific
significant differences an specific items. For these reasons, alternative
statistical procedures were examined.

In his discussion of the least-squares estimation for analysis-of-
variance models, Finn (1974) argues that an alternative solution for
the model of deficient rank is to select and estimate linear combinations
of the parameters that are of scientific interest. These combinations
are expressed as contrasts among subpopulation means and can be explicitly
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chosen in accordance with the experimental design and procedures. This
solution has the advantage of providing direct results concerning the
experimental outcomes since it is usually differences amongst group
means that are of concern. If one does not restrict the sum of the
parameters, the commotation is avoided that experimental effects
samehow nullify one another.

When there is no particular order to the groups in the experimental
design and when it is useful to estimate the simple terms in the model,
Finn (1974) argues that deviation contrasts may be employed (see pp. 215 -
232). Fimm's model is approbriately suited for analyzing differences
between the four case versions as differences in deviation contrasts.
The mean of each item for each contrast (case version) is compared to
the mean of each item for each of the other three contrasts (case versions).
Thus, a significant contrast would indicate that the mean score of an
item for that contrast (case version) is significantly different when
compared to the mean scores of the same item for the other three
contrasts (case versioms).

With this statistical procedure, one would be able to identify the
direction of specific significant differences on specific items with
respect to case version and sex of the respondent. In addition, a
computer software package developed by Fimn (1974) and maintained by
the Computer Institute for Social Science Research (CISSR) analyzes data
using the above statistical rationale in the identification of
significant contrasts. Therefore, the mean clinical impression scores
for each family member, the six technique items for each family member,
and the three items on the parent-child relationships and overall family
prognosis were each analyzed by a 23 between subjects analysis of
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co-variance. The three main factors were identified as the following:
sex of the child and sex of the parent(s) profiled (case version), and
sex of the respondent (S). The covariate in these analyses was the

S's orientation toward wamen as reflected in the C-T ratio score. This
procedure allows for the evaluation of crucial interaction effects while
allowing one to account for more of the within-cell variance by controlling
for the S's orientation toward women (i.e. by using the C-T ratio

score as the covariate). The null hypotheses are that there are no
significant differences in each of the dependent variables with respect
to any of the effects tested and Hy will be rejected at thew = .05
level.

In regard to the two sets of ranking data (perceived problem areas
of each individual family member and perceived problem areas of the
marital relationship), the problem area designated as the most problematic
problem area could also be interpreted as the designated central focus
of treatment. One way of relating problem areas to sex of the child
and sex of the parent(s) profiled would be a 5 x 4 frequency distribution
table of the frequencies each problem area was identified as the
individual family member's most problematic area according to case
version (i.e. problem area by case version). The problem areas perceived
by the S to be the most problematic can then be considered as the S's
designated central focus of treatment. A chi-square 0(2) test for
independence of the distribution between the frequency a problem area
is identified as being the most problematic area and case version was
conducted for the father, the mother, the child, and the marital
relationship.

Further, in order to extrapolate more meaning from the generated
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ranking data, each problem area was analyzed in and of itself. The
ranking distribution of one problem area may not be the same as the
ranking distribution of the other identified problem areas, and this
could easily be checked through a 5 x 4 frequency distribution table
(ranking distribution of the problem area by case version) of the
frequencies the problem area was ranked first, second, third, etc.
(five ranking positions) for each case version. These tables would
then reveal when a problem area was significantly not considered a
problem for each family member. This would augment the information

generated from the above frequency distribution tables. Therefore, for

each identified problem area, an additional chi-square 0(2) test for
independence between the ranking distribution of the problem area and
case version was conducted for the father, the mother, the child, and
the marital relationship. The null hypotheses for all chi-square x2)

computations is that the distribution between the two identified factors

is not significant and l-l0 will be rejected at the=¢ = ,05 level.
The hypotheses mentioned previously are restated in operational

terms as follows:

HIA) Controlling for the respondent's orientation toward
women (C-T ratio score), differences in each of the mean
clinical impression scores for each family member are
expected with respect to case version (sex of the child
and sex of the parent(s) profiled) and sex of the
respandent.

HIB) Controlling for the respondent's orientation toward
women, differences in each of the technique items for each
family member are expected with respect to case version
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and sex of the respondent.

H2A) For each family member, there is a significant
relationship between the frequency a problem area is
identified as the most problematic area and case
version (sex of the child and sex of the parent(s)
profiled).

H2B) For each problem area, there is a significant
relationship between the ranking distribution of the

problem area and case version.

H3A) There is a significant relationship between the
frequency a marital problem area is identified as the
most problematic area and case version (sex of the child
and sex of the parent(s) profiled).

H3B) There is a significant relationship between the
renking distribution of each marital problem area and

case version.

H4) Controlling for the respondent's orientation toward
wamen (C-T ratio score), differences in each of the three
items on the father-child relationship, the mother-child
relationship, and the family's overall prognosis for
family therapy are expected with respect to case version
(sex of the child and sex of the parent(s) profiled) and
sex of the respondent.



Chapter III
Results

While significant results are included in this section in the form
of figure graphs and summary tables, summary tables of all other non-
significant results are included in Appendix C. A summary table
presenting the means and standard deviations for each cell (2 x 4), the
respective marginal means, and the error term can be found in Appendix C
for each item analyzed using a 23 between subjects analysis of co-
variance (see Tables 1 - 24). In addition, summary tables for all
nonsignificant chi-square (X2) analyses are also included in Appendix C
(see Tables 25 - 39).

To test Hypothesis 1A, a 23 between subjects analysis of co-variance
was conducted on the mean clinical impression scores for the father, the
mother, and the child. Figure 1 shows that the fathers' mean clinical
impression scores are significantly different with respect to case
version (F(1,82) = 10.08, p < .001; F(1,82) = 13.82, p <« .0004; F(1,82) =
18.64, p< .0001). A Scheffe post-hoc analysis of all possible
camparisons between means reveals that the differences between case
versions one and two and between case versions three and four are both
nonsignificant (range = 4.03, p £ .05). These results illustrate that
active fathers elicited a more negative, unhealthy clinical impression
than did passive fathers.

Figure 2 illustrates that significant differences in mothers' mean
clinical impression scores were found only for case versions one and

three (F(1,82) = 13.56, p < .0005; F(1,82) = 7.94, p <.006). A Scheffe

37



38

1885u03  Juedjjjubls = ¥
uoIsIeA 9s8eD

€ T 3

200qBRoQ - JeqteW SANIY - IoyI04 SAmEy 1D
wog - JoyioW SAHIY - soqing Sapeey 1T
20qBnnQ - JYIOW SAIIOG - J0YIn] ALY 1T
weg - JoqoW SAMIDY - J0qIe4 SAIY ]

1 34V NOISEIA ISVD) HOVI M
GIINISIS4 SIXIANOD TVNOUVIIE ML

uoisiep e38) Aq
uosseirdw) jedu)|) useN

Z onByy

100N
18013U09 Jued|jiubls =z x
...o_!o> o889
} 1 4 € 4 !
st . ) v v [ X 4
-
4 e [
1§t 01098 L 01098
vojssesdwy uoissesdwy
) LETIE) [LETTTE)
ueo| uesy
4 0 W ”r
e1098 C uoisiep ese) Aq euo0dg
s.J0 3oy ..o...oi:... (921 useyy s I0yie4
‘1 enBig



post-hoc analysis indicates there is a significant difference between
the mean clinical impression scores for case versions one and three
(range = 4.03, p < .05). The data show that the mother in case version
three elicited a more negative, unhealthy clinical impression than

did the mother in case version one. In addition, Figure 3 illustrates
significant interactions of case version and sex of respondent for case
versions three and four (F(1,82) = 4.02, p < .04) on mothers' mean
clinical impression scores. For case version three, male respondents
perceived the mother to be more healthy than did female respondents
while for case version four, female respondents perceived the mother

to be more healthy than did male respondents.

No significant differences in mean clinical impression scores
with respect to case version and sex of respondent were found for the
child (see Appendix C, Table 3). Thus, in testing Hypothesis 1A,
significant differences in mean clinical impression scores were found
only for the father and the mother. Active fathers elicited a more
negative, unhealthy clinical impression than did passive fathers. The
mother in case version three elicited a more negative, unhealthy clinical
impression than did the mother in case version one. In addition, male
respondents perceived the mother in case version three to be more healthy
than did female respondents while female respondents perceived the mother
in case version four to be more healthy than did male respondents.

In order to test Hypothesis 1B, the same analysis of co-variance was
used to analyze each of the technique items asked about the father, the
mother, and the child. Five technique items were significant when asked
about the father. Figure 4 shows the significant differences of Father
Item #8 (self-reliant) with respect to all four case versions (F(1,82) =
30.14, p <.0001; F(1,82) = 12.63, p < .007; F(1,82) = 20.53, p <.001).
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A Scheffe post-hoc analysis indicates there are no significant
differences between case versions one and two and between case versions
three and four (range = 4.03, p < .05). These results show that
respondents indicated that passive fathers should be encouraged to be
more self-reliant while active fathers should not receive this type of
encouragement.

Figure 5 reveals that Father Item #9 (directive worker) is only
significant for case version one (F(1,82) = 4.10, p < .05). Respondents
indicated that the father in case version one should not have a
directive worker. In addition, Figure 6 illustrates a significant
interaction between case version three and sex of respondent on this
particular technique item (F(1,82) = 5.37, p <.02). Male respondents
indicated that the father in case version three should have a directive
worker while female respondents indicated he should have a non-directive
worker.

Figure 7 shows that Father Item #10 (warmth and support) elicited
significant interactions between sex of respondent and case versions
two and four (F(1,82) = 6.19, p < .01). For case version two, male
respondents tended to perceive the father as needing warmth and support
more than did female respondents. In contrast, female respondents tended
to perceive the father in case version four as needing warmth and support
more than did male respondents.

Figure 8 presents a significant contrast for case version three only
in regard to Father Item #11 (family-oriented) (F(1,82) = 3.96, p < .05).
These results show that respondents felt the father in case version three
should be encouraged to be family-oriented less so than the fa.ther in -
the other three case versions. Figure 9 presents a significant interaction

between case version three and sex of respondent on Father Item #13
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(non-directive versus directive) (F(1,82) = 4.34, p <.04). For case
version three, male respondents indicated they would be directive with
the father while female respondents indicated they would be non-directive
during therapy with the father.

No significant differences with respect to case version and sex of
respondent were found for Father Item #12 (emotionally expressive). An
examination of Table 8 in Appendix C reveals that irrespective of case
version and sex of respondent, respondents perceived the father as needing
to be encouraged to be more emotionally expressive. Consequently, only
five of the six technique items were significant when asked about the
father. Respondents indicated that passive fathers should be encouraged
to be more self-reliant while active fathers should not. The father in
case version one 'is perceived as not needing a directive worker while
respondents felt the father in case version three should be encouraged
to be family-oriented less so than the father in the other three case
versions.

Male respondents indicated that the father in case version three
should have a directive worker while female respondents indicated he should
have a non-directive worker. For case version two, male respondents tended
to perceive the father as needing warmth and support more than did female
respondents. However, female respondents tended to perceive the father
in case version four as needing warmth and support more than did male
respondents. Further, male respondents indicated they would be directive
with the father in case version three while for the same father, female
respondents indicated they would be non-directive during treatment.

Five technique items were significant when asked about the mother.
Figure 10 presents all four case versions significant for the Mother

Item #8 (self-reliant) (F(1,82) = 54.31, p< .0001; F(1,82) = 10.76,



p <.001; F(1,82) = 37.75, p <.0001). A Scheffe post-hoc analysis
shows that the differences between case versions one and two and
between case versions three and four are both nonsignificant (range =
4.03, p £.05). These data show that respondents indicated that passive
mothers should be encouraged to be more self-reliant while active
mothers should not.

Figure 11 reveals significant interactions between sex of respondent
and case versions one, three, and four in regard to Mother Item #8
(self-reliant) (F(1,82) = 6.78, p < .01; F(1,82) = 5.30, p< .02).
Female respondents tended to perceive the mother in case versions one
and three as needing to be encouraged to be more self-reliant more than
did male respondents. However, for case version four, male respondents
perceived the mother as needing to be encouraged to be self-reliant more
than did female respondents. These results (Figure 10 and Figure 11)
show that Mother Item #8 (self-reliant) elicited both a main effect with
respect to case version and significant interaction effects with respect
to sex of respondent and case versions one, three, and four.

Figure 12 shows that Mother Item #9 (directive worker) elicited
significant mean scores with respect to case versions two and four
(F(1,82) = 12.34, p < .0008). A Scheffe post-hoc analysis reveals that
the difference in mean scores between case versions two and four is
significant (range = 4.03, p £.05). These results show that respondents
indicated the mother in case version two should have a non-directive
worker while the mother in case version four should have a directive
worker.

Figure 13 illustrates that Mother Item #11 (family-oriented) was
significant with respect to case version (F(1,82) = 6.84, p £ .01,
F(1,82) = 23.80, p < .0001, F(1,82) = 12.21, p < .0008). A Scheffé
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post-hoc analysis reveals that 1) the difference in mean scores between
case versions three and four is nonsignificant, 2) there is a significant
difference in mean scores between case versions one and three, and that
3) the mean score for case version two is a homogeneous subset in and

of itself. These data show that respondents indicated the mother in
case versions three and four should be encouraged to be more family-
oriented, and that while the mother in both case versions one and two
should not be encouraged to be family-oriented, the mother in case
version two should be encouraged less so than the mother in case version
one.

Figure 14 reveals that for Mother Item #12 (emotionally expressive),
case versions one and four elicited significant mean scores (F(1,82) =
5.01, p < .03). However, while an overall main effect with respect to
case version is indicated for case versions one and four, a Scheffe
post-hoc analysis shows that the difference in mean scores between case
versions one and four is nonsignificant (range = 4.03, p <.05).

Figure 15 illustrates that Mother Item #13 (non-directive versus
directive) elicited significant mean scores with respect to case versions
two and four (F(1,82) = 7.47, p <.007). Further, a Scheffe post-hoc
analysis indicates that there is a significant difference in mean scores
between case versions two and four. These results indicate that respondents
would be non-directive during therapy with the mother in case version two
while they would be directive during therapy with the mother in case
version four.

No significant differences with respect to case version and sex of
respondent were found for Mother Item #10 (warmth and support). Table 12
in Appendix C shows that respondents perceived the mother as needing a
considerable amount of warmth and support during treatment irrespective
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of case version and sex of respondent. This leaves only five technique
items significant when asked about the mother. Respondents indicated
that passive mothers should be encouraged to be more self-reliant while
active mothers should not. The mother in case version two is perceived
to need a non-directive worker while the mother in case version four is
perceived to need a directive worker. The mother in case versions three
and four should be encouraged to be more family-oriented. While the
mother in both case versions one and two is viewed as not needing to be
encouraged to be more family-oriented, this is the case more so for the
mother in case version two. Respondents also indicated they would be
non-directive during therapy with the mother in case version two while
they would be directive during therapy with the mother in case version
four. Female respondents tended to perceive the mother in case versions
one and three as needing to be encouraged to be self-reliant more than
did male respondents. However, male respondents perceived the mother in
case version four as needing to be encouraged to be self-reliant more
than did female respondents.

All six technique items generated significant results when asked
about the child. Figure 16 shows that the Child Item #8 (self-reliant)
is significant with respect to sex of respondent (F(1,82) = 9.70, p 4 .003).
Further, a Scheffe’post-hoc analysis indicates that the difference in mean
scores on this item between male and female respondents is significant
(range = 2.81, p < .05). These results indicate that female respondents
saw the child as needing to be encouraged to be self-reliant more than
did male respondents.

Figure 17 presents case version three eliciting a significant mean
score for Child Item #9 (directive worker) (F(1,82) = 16.80, p < .0001).

The child (son) in case version three is perceived to need a non-directive
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worker more than the child in the other three case versions. Figure 18
illustrates that for Child Item #10 (warmth and support), there are
significant differences with respect to sex of respondent (F(1,82) =
4.41, p < .04). However, while an overall main effect with respect to
sex of respondent is indicated, a Scheffe’post-hoc analysis reveals
that the difference in mean score between male and female respondents is
nonsignificant (range = 2.81, p <.05).

Figure 19 presents Child Item #11 (family-oriented) significant with
respect to case version three (F(1,82) = 4.43, p € .04). These results
indicate that the child (son) in case version three should not be
encouraged to be family-oriented, significantly more so than the child
in the other three case versions. Figure 20 shows that case versions
one, two, and four are significant on the Child Item #12 (emotionally
expressive) (F(1,82) = 5.17, p «.03). However, while an overall main
effect is presented with respect to case versions one, two, and four,

a Scheffe’post-hoc analysis reveals that the mean scores for all four
case versions are considered in the same hamogeneous subset and that
there are no significant differences in any pair of mean scores
(range = 4.03, p < .05).

Figure 21 reveals that the Child Item #13 (non-directive versus
directive) was significant only with respect to case version three
(F(1,82) = 5.27, p <.02). These data show that respondents indicated
they would be non-directive during treatment with the child (son) in
case version three, more so than with the child in the other three case
versions.

While overall main effects were found for Child Item #10 (warmth
and support) and Child Item #12 (emotionally expressive), post-hoc

analyses revealed that the differences in the mean scores in question
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Figure 21

Mean Technique Score (13) for
Child by Case Version

(Non- Directive x Directive)
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were nonsignificant. Consequently, only four technique items will be
considered as truely significant. Female respondents saw the child
(irrespective of case version) as needing to be encouraged to be self-
reliant more than did male respondents. The child (son) in case version
three is perceived to need a non-directive worker more than the child
in the other three case versions. The child (son) in case version three
should also not be encouraged to be family-oriented, significantly more
so than the child in the other three case versions. In addition,
respondents indicated they would be non-directive during treatment with
the child (son) in case version three, more so than with the child in
the other three case versions. Significant results on child technique
items seem to focus on the child (son) in case version three.

Hypothesis 2A proposes a relationship between frequency a problem
area is identified as the central focus of treatment and case version.
The chi-square (XZ) test for independence was used to identify the
significant x2 distributions according to frequencies a problem area is
ranked as most problematic and case version. The distributions were camputed
for each family member. A significant distribution between perceived
major problem area and case version was found for the father, as reported
in Table 5 (X? = 51.39, p <.00). Table 5 suggests that for the father
in case versions one and two, '""limited object relations' and ''immature
sexual identity' were perceived as major problematic areas. In contrast,
"passivity’’ was identified as a major problematic area for the father in
case versions three and four.

Table 6 presents a significant distribution between perceived major
problem area and case version for the mother O(Z = 53.15, p < .00). The

results suggest that for the mother in case versions one and two, it is
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"passivity" which is identified as the major problematic area. However,
"limited object relations' is identified as the major problematic area
for the mother in case versions three and four.

No significant distribution between perceived major problem area
and case version was found for the child (see Table 25 in Appendix C).
Therefore, significant results with respect to Hypothesis 2A were found
only for the father and the mother. For active fathers, ''limited object
relations" and "immature sexual identity' were perceived as major foci
of treatment while "'passivity'' was perceived as the major focus of
treatment for passive fathers. ''Limited object relations' was identified
as the central focus of treatment for active mothers while for passive
mothers, "passivity'' was identified as the central focus of treatment.

To test Hypothesis 2B, chi-square (XZ) tests for independence were
conducted between the ranking distribution of a problem area and case
version. This was computed for the father, the mother, and the child
on each of the five identified problem areas. For the father, three
problem areas were found to have significant ranking distributions with
respect to case version. Table 7 illustrates the significant ranking
distribution of the problem "immature sexual identity" (XZ = 28.08,

p < .005). Table 8 shows the significant ranking distribution of the
problem '"limited object relations' (X2 = 34.07, P < .0007) and Table 9
presents the significant ranking distribution of the problem area
"passivity" (X2 = 74.91, p <.00). No significant ranking distributions
were found for the problem areas "envirommental and social problems'' and
"underdeveloped ego skills' (see Tables 26 and 27 in Appendix C).

Four problem areas were found to have significant ranking distributions
by case version for the mother. Table 10 reveals the ranking distribution
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by case version of the problem area ''immature sexual identity"

CXZ = 26.06, p < .01) and Table 11 presents the ranking distribution

of the problem area "'limited object relations" (XZ = 50.63, p <.00).
Table 12 shows the ranking distribution by case version of the problem
area "envirommental and social problems' (Xz = 21.16, p £.05) while
Table 13 reports the ranking distribution by case version of the problem
area "passivity" (X¢ = 90.57, p < .00).

Accordingly, no significant ranking distributions were found for any
of the five identified problem areas for the child (see Tables 29 - 33
in Appendix C). These ranking distributions were examined in order to
identify problem areas which were significantly perceived as not being
a problematic area so that results generated in Hypothesis 2A could be
augmented. The only additional information found for the father is that
"passivity' was significantly perceived as not being a problem for
active fathers. While no significant ranking distribution was found for
the problem area '‘underdeveloped ego skills' for the mother (see Table 28
in Appendix C), both "passivity' and "envirommental and social problems"
were significantly perceived as not being a problematic area for active
mothers. In addition, "immature sexual identity'' was significantly
perceived as not being a problem for the mother in case version two
(see Table 10).

Hypothesis 3A required a chi-square O(Z) test for independence in
order to examine the distribution between perceived major marital problem
area by case version and Hypothesis 3B required the same test for
independence in examining the ranking distribution of each identified
marital problem area. None of the tests for independence conducted on

the perceived major marital problem areas by case version and on the
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Table 13
Ranking Distribution Of Mother

Problem (4) By Case Version
| Passivity |

Case °  Ranking Position
Version 1 2 3 4 5
1 12 12 0 0 0
2 12 6 4 1 o
3 0 0 1 3 19
4 1 0 2 1] 18
N=9
2
X* = 90.57 Nere:
. THS RELANONAL CONTEXTS PRESENTED
df.= 12 IN EACH CASE VIRSION ARE:
) 11 Active Father - Patsive Mether - Sen
% p < 0.0000 . 21 Active Father - Passive Mother - Doughter
o 2t Pessive Father = Active Mother - Sen
% = significant . 41 Passive Pather - Active Mother -Deughter
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ranking distribution of each identified marital problem area were
significant (see Tables 34 - 39 in Appendix C).

To test Hypothesis 4, the same analysis of co-variance used to test
Hypotheses 1A and 1B was conducted for each of the three items on the
father-child relationship, the mother-child relationship, and overall
prognosis for family therapy. No significant differences in mean clinical
impression scores with respect to case version and sex of respondent
were found for the father-chiid relationship (see Table 22 in Appendix C).

Figure 22 illustrates significant differences in mean clinical
impression scores of the mother-child relationship with respect to
case versions one and three (F(1,82) = 20.79, p < .0001; F(1,82) =
7.59, p <.007). Further, a Scheffe post-hoc analysis reveals that
the difference in mean clinical impression scores between case versions
one and three is significant (range = 4.03, p <.05). These results
indicaté that the mother-child relationship in case version three elicited
a more problematic clinical impression than did the mother-child
relationship in case version one. In addition, Figure 23 illustrates a
significant interaction between sex of respondent and case version one
in regard to subjects' assessment of the mother-child relationship
(F(1,82) = 3.73, p £.05). These results indicate that female respondents
perceived the mother-child relationship in case version one as being
problematic more than did male respondents.

Figure 24 shows that the family prognosis item was significant
with respect to sex of respondent (F(1,82) = 4.76, p < .03). However,<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>