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CHAPTER I 

Introduction 

As the use of co-therapists in group psychotherapy is 

becoming more popular, many questions are being raised 

concerning the erfect of two therapists on the group setting. 

One important controversial question concerns the group 

members' perception of the therapists' sex-roles. 

Our society has always had traditional expectations 

or male and remale behavior. Today more people are breaking 

away from the traditional sex-roles and are coming to see 

that in each or us there are some nfeminine" and "masculine" 

traits. While some people are satisfied with the traditional 

sex-role expectations, others are seeking new ways of re­

lating. 

The primary purpose or psychotherapy is to assist 

people in solving their problems and regaining or establish­

ing their individual autonomy. The co-therapy group method 

is thought to orrer many advantages in accomplishing these 

goals. However, little or no research has been done to assess 

its effectiveness as a treatment model and to determine ir, 

in fact, therapists are teaching men and women to realize 

their full human potential or if they are reinforcing the 

roles traditionally expected by society. 

1 
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Statement o~ Problem 

The problem of this study was to investigate the sex­

role perception o~ group members toward co-therapists in 

psychotherapy treatment groups. 

Purposes 

1. To determine whether or not group members in a psycho­

therapy group with a co-therapy team o~ male-female 

leaders perceived one therapist in a masculine role and 

one in a feminine role. 

2. To determine whether or not group members in a psycho­

therapy group with a co-therapy team of male-male leaders 

perceived one therapist in a masculine role and one in a 

f'eminine role • 

3. To determine whether or not group members in a psycho­

therapy group with a co-therapy team of ~emale-female 

leaders perceived one therapist in a masculine role and 

one in a ~eminine role. 

4. To determine whether or not group members in a psycho­

therapy group with a co-therapy team of male-female leaders 

perceived the male in a masculine role and the female in a 

feminine role. 

5. To determine whether or not group members in the same 

psychotherapy group perceived the same therapists in the 
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same sex-roles. 

6. To determine whether or not group members within dif'f'erent 

psychotherapy groups led by the same co-therapy team per­

ceived the therapists in the same sex-roles. 

1. To determine whether or not group members within dif'f'erent 

psychotherapy groups led by different co-therapy teams, 

with the groups having one therapia t in common, parcel ved 

that therapist in the same sex-role. 

8. To determine whether or not group members in psychotherapy 
'·{ 

groups wP.,ose leaders were !'rom different professional dis­

ciplines, perceived the therapist from the profession with 
•!• ·,·, 

the higher status in the masculine role and the therapist 

from the prof'ession with the lower status in the feminine 

role. 

9. To determine whether or not f'emale group members in the 

same psychotherapy group perceived the therapists in the 

same sex-roles. 

10. To determine whether or not male group members in the same 

psychotherapy group perceived therapists in the same sex-

roles. 
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Background Signiricance 

The derinitions of male and female roles are part of 

our socialization as. children and are constantly reinrorced 

throughout our lives. As men and women we are socialized to 

develop certain parts of our personalities while suppressing 

the development or other parts. "The aggressive, strong, ac­

tive, competitive, impervious male and the dependent, supportive, 

receptive, emotional, female conform to the cultural s tereotypes 11 

(1-Jyckoff 1974) • 

Men and. women have more similarities as human beings 

than differences as men and women. Men and women tend to 

differ in their feelings, desires, and personalities because 

they have been taught these differences (Johnson 1975). 

The personal qualifications attributed in the litera­

ture to the hypothetical "good therapistn include character­

istics stereotypically attributed to both sexes. A good 

therapist must be in touch with, unthreatened by, and there­

rare free to use those aspects of himself which are associated 

traditionally with the opposite sex as well as those attributed 

to his own sex (Schonbar 1973). 

Schonbar (1973) indicates that most neurotic problems 

related to sex-role identity arise from deficiencies in self­

esteem. She sees society's role in the development of such 

problems being primarily that of limiting the child's freedom 
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to select identification models congruent with his basic 

potentials. The process of identification is the means 

whereby a child rehearses roles for the future, and, if free 

to do so, selects behaviors, interests, and values which are 

congenial to him and his constitutional predisposition and 

rejects those which are not (Bradwick 1971; Erickson 1959; 

Freud 1950). 

One of the ways in which therapists are able to help 

people increase their self-esteem through psychotherapy is to 

serve as corrective models to earlier faulty identification 

processes. An advantage to the co-therapy method of treatment 

is the doubling of possible identification models. The co-

therapy group setting is considered an ideal technique for 

correcting early deficits in identity problems as it provides 

an opportunity for members to see that there are many ways of 

being a man or a woman just as there are many ways of being a 

person (Mintz 1965; Schonbar 1972). 

Another outstanding factor operating in the co-therapist 

group method is the simulated family setting which is created 

by the presence of two authority figures. Due to the phenomenon 

of transference, patients are stimulated to act out conflicts 

in the group that originated in their original family setting 

(Lundin and Aronov 1952). 

Mintz (1965) maintains that the value of co-therapy 

goes beyond its obvious recreation of a two-parent family 
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situation. The two therapists, male and female, represent 

masculine and feminine authority as well as mother and father 

figures. She attributes much of the confusion about sexual 

roles in our'~ cul t'ure' to the shifting definitions of masculin­

ity and femininiti. ·For thi~ reason, she feels it is essen~ 
J 

tial that the therapists be male and female to provide real 
{"' ' c,' 

people, against whom fantasy stereotypes of male and female 

can be tested, and to provide models for an enhanced under-

standing and acceptance of sexual roles. 

Many writers do not feel that the two therapists need 

to be male and female in order to simulate the family struc-

ture and masculine and feminine roles. Regardless of the 

therapists' sex, the patient will consciously or unconsciously 

react to one of two male therapists as a woman or choose one of 

two female therapists as .. a male (Mullan and Sanguilliano 1960). 

As might be expected, the physical characteris­
tics of the therapists become less important than the 
subtle psychological differences which schizophrenic 
patients can easily detect and respond to. One 
therapist will be seen as more aggressive and ~ascu­
line, the other as more protective and feminine ••• 
(Lundin and Aronov 1952, p.79) 

Mintz (1965) and her followers feel that this point 

of view disregards reality altogether and can be very des­

structive to patients. 

It seems likely that the expectation that 
patients will distort a reality so basic as gender, 
and the implicit readiness to accept such a dis­
tortion, must necessarily create a continuing 
fantasy i-n the group •••• The neurotic wish or the 
psychotic uncertainty can hardly fail to be rein-
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forced i£, for example, two male therapists 
join in the pretense that one of them shall 
for a continuing period of time be regarded 
as a female (p.294). 

Rosenbaum (1971) agrees ·that a man-woman pairing is 

o£ten effective. However, he warns that one must not be 

£ooled by sur£ace appearance as sometimes the man is quite 

£eminine and the woman is quite masculine, which can result 

in confusion £or the patient. 

Another £actor in the male-female pairing is that 

often the physician is a man and the social worker a woman. 

If/hat can ensue are patterns o£ dominance-passivity or dis­

placement of unresolved earlier issues of sexual identity. 

These countertransference responses may impede the formation 

of a working alliance inasmuch as the co-therapists may use 

the group to act out personal issues (Bailis and Adler 1973). 

Sometimes a nurse is chosen as the £emale co-therapist 

with the male therapist being a physician. Since the nurse 

generally ranks low in the hospital setting, as well as 

traditionally being seen in a dependent relationship with 

the physician, she may be supportive only and may pass on 
\ 

feelings of inadequacy to the women patients in the group 

(DeYoung and Tower 1971; Rosenbaum 1971). 

There is currently, within the nursing profession, much 

conflict between giving up the "expressive role" and assuming 

more responsibility by taking on a more "instrumental role". 

Some nurses are very content with playing the 11 ideal" female 



expressive role while others are dissatisried and frustrated 

with the role and are seeking ways to gain their independence 

and respect as a professional (Babich 1969). 

Group therapy must supply corrective models since 

patients have been traumatized by identifying with incorrect 

models or images earlier in their lives. Subtle intrafamily 

influences in the past have orten made children the scape­

goat for the unresolved conflicts of their parents. If now, 

in group therapy, the patient senses the same disharmony and 

competition which marked his earlier years, he will have no 

recourse but to further strengthen sick defenses which were 

erected in his childhood. In some respects the co-therapist 

method is more fraught with hazards than groups which are 

individually led, for here the patient is truly confronted 

with a situation closer to the reality of his own conflicts 

(Slavs on 1972). 

For this reason, people who work as co-therapists 

must be reasonably conscious of their feelings for one 

another and be able to relate to each other with respect. 

The hazards of co-therapy may apply to any professional dis­

cip]._ine using this technique; however, the pai·ring of individuals 

from different disciplines to serve as a co-therapy team can 

further compound the hazards involved (Lundin and Aronov 1952; 

Hintz 1963). 
-

Although much has been said about the possible hazards 
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or the co-therapy group method as well as its many advantages, 

little or no research has been done to assess the effective­

ness of this method or to determine if in ract patients do 

perceive therapists in sex-roles and if therapists are un­

knowingly contributing to the confusion or their clients re­

garding sex-role behavior. 

Hypotheses 

The hypotheses formulated for this study were as 

rollows: 

1. There is no difference in the perception of group members 

regarding sex-role characteristics of the group leaders 

and the actual sex of the leaders in groups which are led 

by male-female co-therapists. 

2. There is no difference in the perception or group members 

regarding sex-role characteristics of the group leaders 

and the actual sex of the leaders in groups which are led 

by male-male co-therapists. 

3. There is no difference in the perception of group members 

regarding sex-role characteristics of the group leaders 

and the actual sex of the leaders in groups which are led 

by female-remale co-therapists. 

4. Members of the same group do not differ in their percep­

tions of the sex-role characteristics of the same co­

therapists. 
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5. Members or different groups do not difrer in their per­

ceptions or the sex-role characteristics of the same co­

therapists working as a team. 

6. Members or different groups do not dirrer in their per­

ceptions or the sex-role characteristics of the same 

therapist when working with a different co-therapist. 

7. The professional status or the therapist makes no dirrer­

ence in the sex-role perceptions of them by group members. 

8. The sex or the group member makes no dirrerence in the 

group member's perception of the sex-role characteristics 

of the leaders. 

Derinition or Terms 

Group therapl - a psychotherapy method in which two or more 

clients participate in therapy simultaneously in the presence 

or a therapist or therapists. 

Co-therapy - a rorm of group psychotherapy in which two thera­

pists treat the members of the group at the same time. 

Proressional status - the ranking in a social structure or the 

members of a speciric vocation in relationship to other voca­

tions in the structure. 

Feminine role - a cultural more describing remale behavior. 

·Has culine role - a cultural more describing male behavior. 
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Limitations 

The limitations of this study ware as follows: 

l. The cultural background of each individual group member 

was unknown; therefore, their perception of masculine 

and feminine roles may have differed rrom the cultural 

stereotypes selected. 

2. The generalizations that can be made from this study are 

limited as there was no guarantee that the representation 

of the groups studied was an average sample of the popu­

lation. 

J. The degree of pathology of the group members and the length 

of time each group member had been a participant in the 

group were uncontrolled variables in this study. 

Delimitations 

The delimitations of this study were as follows: 

1. The study was limited to group members presently attend­

ing a psychotherapy treatment group led by co-therapists. 

2. The group member was a minimum of eighteen years of age. 

J. Only group members attending a psychotherapy group where 

the therapists had agreed to participate in the study 

were given the questionnaire. 
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Assumptions 

The assumptions considered basic to this study were 

as follows: 

1. Identification is a major mechanism in the process of 

group treatment. 

2. There are cultural stereotypes for sex-role expectations 

and sex-role related behavior. 

3. Transference occurs in varying degrees of intensity in 

every psychotherapy situation and nearly all other re­

lationships of an individual as well. 

Summary 

In chapter I, the investigator has established the 

need for research in regard to the sex-role perception of 

group members toward their co-therapists in psychotherapy 

treatment groups. The purposes, hypotheses, limitations, de­

limitations, and the assumptions of the problem under study 

have been established. 

Chapter II of this study is concerned with reviewing 

the literature pertinent to: the cultural attitudes toward 

traditional sex-roles and related behavior expectations; the 

relationship between the different professional disciplines 

and the cultural stereotypes attributed to them, with a major 

focus on the nursing profession; the effect of sex-role 
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identity on the personality development or an individual and 

the treatment approaches for correcting early faulty identi­

rication processes with speciric focus on the co-therapy 

group approach. Chapter III, the procedure for collection 

and treatment of data, contains the development and validation 

or the tool used in determining how the group members per­

ceived the therapists' sex-roles, and describes the method 

or data collection. Chapter IV is concerned with the analysis 

of this data. Chapter V of this paper deals with the summary, 

recommendations, implications, and conclusions of this study. 



CHAPTER II 

REVIEW OF LITERATURE 

Introduction 

The study of the sex-role perception of group members 

toward co-therapists in psychotherapy treatment groups in-
·~··. ' 

volved the investigation or several areas in the literature. . . 

These areas included: the development of sex-role identity, 

the cultural attitudes toward sex-roles, and the advantages 
>', I'A ' 

and disadvantages of co-therapy group treatment in correcting 

early faulty identification processes. 

Development of Sex-Role Identity 

In our society existence, each of us has to play a 

variety of roles. Each of us early in lire has to begin to 

learn our sex-role - how to act like a girl or a boy {San :ford· 

and Wrightsman 1970). 

Regardless of the personality theory one supports, it 

is agreed that there are a series of developmental tasks or 

stages through which a child grows and which influence the 

course of his further growth. The importance of the early 

parent-child relationship is also recognized by most theorists 

as being crucial to the development of the personality of an 

individual (Mintz 1965; Payne 1970). 

14 
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With the studies of the "environmentalists" in the 1920's 

and 1930's, the influence of cultural factors in the structur­

ing of the personality were discovered. Mead's publication in 

1935 regarding the sex and temperament in three primitive 

societies in which "masculine" and "feminine" traits and occu­

pations differed strikingly from those of our own culture 

demonstrated the profound influence of cultural values on 

the resultant behavioral patterns and personalities of in­

dividuals (Johnson 1973). 

The learning of roles is carried on both through in­

tentional instruction and through incidental learning. With 

respect to intentional learning, the elders in a society 

deliberately instruct the young in ways to behave in a position. 

In the area of incidental learning, the individual child will 

"pick up" or imitate whole patterns of behavior from his peers · 

or from his elders; he will retain those patterns which have 

led to positive reinforcement, while nonreinforced or punished 

patterns will be dropped from his repertoire (Sarbin and Allen 

1968). 

Along with the learning of patterns of overt behavior, 

the individual learns patterns of expectancies. The little 

girl not only learns the patterns of behavior that her cul­

ture regards as girl-like; she learns also to expect the same 

behavior pattern from other girls. And when the other girls 

depart from the expected pattern, they are brought back into 
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line through one form or another of social reinforcement. 

And, of course, boys are similarily involved in role learning 

and teaching {Sanford and Wrightsman 1970). 

Childhood play is an important process in the learning 

or social roles. In their play, children gain experience of 

social expectations, and they learn to shirt roles, to take 

on the roles. or assorted others.. The shirting of roles is a 

significant part of the process of socialization (Erickson 1963; 

Mead 1935). 

Bandura, Ross, and Ross (1963) demonstrated that child-,, 

ren's role behaviors (specirically their reactions to frustra-
'' 
'' 

tion) may be modified drastically by observation of adult-

models. One example showed how children arter watching an 

aggressive model, spontaneously reproduced the behavior ex-

hibited by the model. 

A child is born with a finite but wide set of genetic 

and constitutional potentialities into a world consisting or 
a particular subculture of the larger culture and with the 

parents' own idiosyncratic expectations and reactions. Through 

the process of identification a child can rehearse roles for 

the future, and if free to do so, selects behaviors, interests, 

values, and the. like, which are congenial to him and his 

constitutional predisposition and rejects those which are 

not (Erickson 1963; Schonbar 1972). 

Identification under certain conditions can be used 
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defensively and in these conditions loses its primary 

growth-enhancing potential. The following are such recog­

nized conditions: 

1) when it occurs for primary defensive purposes; 
2) when there is demand or pressure, backed with 

reward and punishment, direct or indirect, conscious 
or unconscious, for acceptance of certain identifi­
cation possibilities and rejection of others; 

3) when the potential for a reasonably wide range of 
iden~ification opportunities is limited; 

4) when the only or primary available models for 
identification are themselves pathologic and/or 
antithetical to the basic direction of the child's 
potential; 

5) when double messages are given concerning the 
permissibility of certain identification models; 

6) when the values of a subculture differentially 
support sources o:f identification and are used in 
the service of any of the above. 

, The situation is even worse when there is a 
combination of any of these factors (Schonbar 1973, 
p.340). 

Patients are individuals whose natural development 

toward psychological well-being has been thwarted, interfered 

with, or disturbed in some way. Brody {l966) states that 

most identity conflicts have their roots in disturbed patterns 

of' parental identif'ication. His findings ·show that such 

developmental problems are exhibited in a variety of manners 

f'rom prejudice vulnerability and authoritarian personality, 

to more severe symptoms such as exhibited in paranoid schizo­

phrenia and homosexuality. 

Cultural Attitudes Toward Sex-Roles 

In our culture today, there is a reorientation o:f the 
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sexual roles o~ men and women taking place. A great deal 

of confusion and controversy exists over these changes, es­

pecially in regard to the changing status o~ women. As 

women all over the world have become more educated and ex­

posed to opportunities, they have begun to alter their tradi­

tional expectations and demand equal rights in society with 

men. Conflicts· have arisen between men and women over the 

changes in women's goals and values {particularly as they 

threaten the power and privileges of men) and the ways in 

which these changes affect the individual woman and society 

at large. 

The evolution of the traditional sex-roles began with 

early man, when the first business of li~e was survival. Men 

and women took on equal but very different responsibilities 

to insure both the survival o~ the individual and the species. 

Masculinity and femininity came to be identi~ied with the 

division of labor that originally had been very practically 

determined on the basis of biological considerations; ~or 

example, physical strength and childbearing ~unctions. 

Marriage, in one form or another, originally evolved to assure 

that the divisions of labor and responsibility remained equal 

(Steinmann 1974). 

The intellectual and scientific advances of the last 

two centuries have reduced the problem of survival. The role 

activities for each sex that were developed in the first 
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stages of mankind's evolution are now open to question and 

revision. 

The traditional concept of the feminine role is one 

in which the woman conceives of herself as the "mothern, the 

counterpart or the man and the children in her life. She 

realizes herselr>indirectly by fostering their fulfillment. 

She performs a nurturing role. Her achievement is to help 

others achieve. Her distinguishing feature is that she ful­

fills herself by proxy (Fast 1971; Steinmann 1974; Wyckoff 

1974). On the other hand, the liberal concept of the female 

role is that concept held by the woman who embraces a self­

achieving orientation. She strives to fulfill herself by 

realizing her own potentialities. She performs an achieving 

role. Her distinguishing feature is that she seeks fulfill­

ment through her own accomplishments (Steinmann 1974; Wyckoff 

1974). 

Many brilliant women are caught up in the problem of 

making an unconscious identification between intelligence 

and masculinity. To probe, to search, to be curious, to 

affirm, to discover- all of these she may feel as defeminizing, 

especially if her husban~in his uncertain masculinity, is 

threatened thereby. Many cultures and many religions have 

kept women from knowing and studying, Jn a sado-masochistic 

sense, to keep them feminine. The timid man also may tend to 

identify probing curiosity as somehow challenging to others, 



20 

as if somehow, by being intelligent and searching out the 

truth, he is being assertive and bold and manly in a way 

that he can't back up, and that such a pose will bring down 

upon him the wrath of other stronger men (Maslow 1968). 

Hen have also been programmed to f'i t a sex-role. The 

"strong, all-knowing, silent, he-man 11 describes the stereo­

typed image o~ the masculine man. Men have been brainwashed 

into repressing any impulses that have been characterized as 

being "feminine", such as sof'tness, passivity, tenderness, 

and emotion (Fast 1971; Gould 1973; Wychof'f' 1974). 

Steinmann (1974) insists that the problem of sex-role 

stereotyping in men and women is paramount in importance. 

"If' for one reason on another, a person is ~orced to suppress 

his need for self'-expression, he will experience a loss of' 

self-esteem, he will become less effectual in all spheres of 

1 if' e 11 
( p • 55) • 

There is a trend in our time to draw the previously 

exclusive and excluding two sexual polarized organizations of' 

life into one - opening the resources of each to one another, 

presumably allowing individuals to make their own choices 

according to their own inclinations. The word unisex has 

been popularly adopted to describe the recent phenomenon 

o~ sexual togetherness - a drawing together of male and 

f'emale so that the two sexes seem more alike, with many 

of' their most traditional, superficial distinctions deliber-
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ately blurred or even erased. Gould (1973) :feels the term 

unisex is misleading and a better word for the movement is 

androgyny. The word androgyny comes from the Greek: a 

combination of andro ("male") and gyn ("female"), conveying 

the message that hUman traits are not rigidly assigned to 

either the male or the female, and that to be truly human, 

both men and women must have the qualities traditionally 

thought of and described as "masculine" and "feminine". 

There are a great many indications that the usual dis­

tinguishing features that once so clearly marked men as men 

and women as women have indeed begun to disappear. The evi­

dence is most obvious in the changing clothing and hair styles. 

These changes are not merely superficial. The way we dress 

is always symbolic; a badge defining and reflecting many 

psychological truths about ourselves as individuals (Badar­

acco 1973; Gould 1973; Landsman 1973). 

The motivating forces influencing this trend come from 

both women and men, but primarily from women in the feminist 

movement. These women are actively rebelling against the 

traditional female position in society. The way a woman 

adorned her body has traditionally dramatized her position 

in society. The sense of identity of many women has relied 

largely on how they looked ~o others rather than on any in­

trinsic sense of self-worth. Thus, wornen' s dramatic shift 

fr8m dresses into pants, loose clothes, and jeans emphasizes 
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their rejection of object status {Gould 1973; Wyckofr 1971). 

Men's style of dress has been traditionally conserva­

tive and uninteresting. The recent move toward long hair, 

high heels, and tight flamboyant clothing ror men shows a 

bridging in the existing gap between the sexes. If, in the 

past, clothing emphasized and exaggerated sexual differences, 

the recent moves in men's and women's clothing serve to mini­

mize and possibly also eliminate some of the artificial 

distinctions {Gould 1973). 

Badaracco (1973) insists that these dissatisfactions 

and movements are not just behavioral fads, but come from 

stirrings in the depths of human beings. She believes that 

as a movement, unisex indicates that the previously existing 

state was pathological, and that the directional life-rorce 

in individuals has mobilized them to search for what is 

healthier and more appropriate. 

Schonbar (1973) disagrees with the theory of imbalance. 

She believes the social movements are a result of individuals 

suffering from severe deficits in self-esteem, and that such 

deficits lead to expressed concern or self-hate in relation 

to sex-role behavior. The social movements encourage these 

symptoms by declaring them to be the natural results of 

social conditions and therefore actually reinforcing defenses 

and contributing to a false sense of self-worth. 

Also on the negative side of the present trend of 
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blurring sexual differences is the resulting confusion or 

identity for the young. One explanation for the persistence 

of a concept of maleness and femaleness lies in man's innate 

need for structure. Structure and form are the essence of 

all existence. Structure is essential to the ordering of 

many and varied experiences into meaningful units which can 

be comprehended and grasped by anxiety-prone man as he tries 

to understand and accept the realities of his life. The 

male and female are provided by nature with two differen't 

structures. How they are different in functioning and res-

ponsibility is, doubtless, inherent in biological coding 

(Landsman 1973). 

Gould (1973) does not share the concern that the 

blurring of sexual roles will give rise to identity problems 

and sexual confusion. 

I believe that the cultural pressures to 
conform to a masculine or feminine ideal, and 
the anxieties engendered if one's temperament 
tends to cross the prescribed gender line, con­
spire to produce a more fertile soil for the 
growth of homosexuality (p.37). 

Steinmann and Fox (1974), recognizing the lack of 

research in regard to the attitudes of men and women toward 

the changing sex-roles, conducted studies oriented toward the 

self-perception of men and women toward their sex-roles. 
-

Their main intention was to analyze conflicts and problems 

men and women had due to their respective sexes. 

The instrument they used for their studies was the 
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MAFERR Inventory of Feminine Values. The inventory consisted 

of 34 statements, each of which expressed a particular value 

or value judgment related to women's activities and satis­

ractions. Three forms of the inventory were used in the 

research with females. First, subjects were asked to respond 

to the items in .terms of how they themselves felt, as they 

thought their ideal·. woman would and as they thought men • s 

ideal woman would. v ,;· 

They reported consistent results :from the studies. 

The majority of women tested perceived themselves as more 

or less balanced between self' and f&'Tlily orientations. While 

most saw their ideal ·Woman as slightly more family-oriented 

than themselves, some described their ideal woman as slightly 

more active and outgoing than they believed themselves to be. 

A dramatic shi:ft occurred. when women were asked what man's 

ideal was like. Consistently women believed that men wanted 

a woman who was passive and submissive in social and personal 

situations, and who clearly saw her role as wife and mother 

taking precedence over any possible activity as an individual 

outside the family. 

When men were given the inventory, they consistently 

portrayed as their ideal a woman who was balanced between 

family-orientation and self-orientation; nothing like the 

passive, family-oriented, home-centered ideal the female 

samples had attributed to men. These results strongly indicate 
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that men and women, cross-culturally and over a period of 

20 years, profess agreement as to the proper role for women, 

but have failed utterly to communicate this agreement to 

each other. 

Fast (1971) conducted similar studies to determine 

how women saw men. He administered a questionnaire asking 

women what, in their opinions1 made a man manly. 

Twenty-nine percent saw manliness as the ability to 

function as a strong human being, to bear life's burdens 

without whimpering - strong, not in terms of physical charac­

teristics, but in his personality. He was the man who stood 

up to the system and didn't let it grind him down. He was 

also the man who could be leaned on by the rest of the family 

in times of trouble. Twenty-four percent thought a man was 

manly when he was involved with women, and nineteen percent 

saw a zest for life or virility as part of the manliness. 

Only nine percent of these women listed physical 

characteristics as any indication of manliness. Ten percent 

saw a man's relationship with his children indicative of 

his manliness, and nine percent saw manliness in terms of 

egocentric qualities. "v!hen a man is tied up with himself, 

concerned about his own health, his own looks, his own 

feelings, then I think of him as manly. A manly man is a 

self-centered man" (Fast 1971, p.80) • 
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These were the only ne ga ti ve views of manliness in 

this group. However, when women were asked to list male 

characteristics, over half of them listed some sort of 

physical strength. Some tied it to athletics, and some tied 

it to hard work, such as digging ditches or hauling wood, 

"hard, dirty, sweaty work" (Fast 1971, p. 81). Crea ti vi ty, 

sensitivity, generosity, and idealism were held to be male 

characteristics by 3 percent. Twice that number saw men 

as self-deceiving, arrogant, rigid, and aggressive. The 

rest varied in 'their views from naive to realistic, from 

competitive to selfish. There is a strong agreement between 

the results or this study and a recent Harris poll of 3,000 

women in America which said that 67 percent of the women 

polled viewed men as "kind, gentle, and thoughtful" (Fast 

1971). 

Broverman and associates (1972) reported that "con­

trary to the phenomenon of 'unisex' currently touted in 

the media, our research demonstrates the contemporary exis­

tence of clearly defined sex-role stereotypes for men and 

women" (p • .59). Their studies showed that women are perceived 

as less competent, less independent, less objective, and 

less logical than men. Men are perceived as lacking inter­

personal skills, sensitivity, warmth, and expressiveness 

in comparison to women. Horeover, stereotypically mas­

culine traits are more often perceived to be desired 
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than the stereotypically ~eminine characteristics. 

Jackson 1 s series of studies (1974) also showed that 

traits ascribed to women are in general more negative than 

those ascribed to men. Masculine traits are perceived as 

socially desirable and reflecting better adjustment and 

competency. 

Fabrikant (1974) did studies regarding patients' and 

therapists 1 percept'ion of male-female sex-roles. He con­

ducted the study by giving both patients and therapists an 

adjective check list and having them describe the sex-roles 

by using these characteristics. This was done to see if' 

there was a more liberal response with therapists than with 

patients. Both therapists and patients described the sex­

roles relatively the same. 

Both male and female therapists described the male: 

aggressive, assertive, bold, breadwinner, chivalrous, crude, 

independent, and virile. Male therapists added: achiever, 

animalistic, attacker, competent, intellectual, omnipotent, 

powerful, and rational. Female therapists did not agree 

Hith the above, but added: exploiter, ruthless, strong, 

unemotional, and victor. 

Both male and female therapists described the female 

as: chatterer, decorative, dependent, dizzy, domestic, fear­

ful, flighty, fragile, generous, irrational, nurturing, over­

emotional, passive, subordinate, temperamental, and virtuous. 
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Male therapists added: manipulative and perplexing. 

Female therapists disagreed with above, but added: devoted, 

empathic, gentle, kind, sentimental, slave, and yielding. 

As a rurther comparison with other studies, the words 

were grouped with respect to positive and negative values. 

Male therapists rated 70 percent of the female words as nega­

tive as contrasted.to 71 percent of the male words as positive. 

Female therapists.were·very close, rating 68 percent or the 

female words as negative and 67 percent or the male words as 

positive. 

Stevens (1971) did a similar study. He gave the thera­

pists a questionnaire asking questions regarding their values 

and perceptions or sex-roles. He then gave the same question­

naire to the patients instructing them to mark the question­

naire in the manner they perceived their therapists believed. 

The results of the study showed that the patients readily 

picked up the therapists' actual values and perceptions during 

the process of therapy. 

Another study, conducted by Braverman and associates 

(1972), proving there are therapists who are biased, was 

completed recently at Worcester State Hospital, Massachusetts. 

They developed a sex-role questionnaire with over a hundred 

polar items, one pole being stereotypic male traits and the 

other being stereotypic female traits. A group of clinical 

professionals were divided into three groups. One group 
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was asked to describe a mentally healthy adult. A second 

group was asked to describe a mentally healthy male adult, 

and a third group was asked to describe a mentally healthy 

£emale adult. An important point in this study is that the 

therapists were responding to the questionnaire as pro£ession-

ala. 

The mental health therapists rein£orced the standard 

sexual stereotypes of the society. They assigned the same 

characteristics to a mentally healthy adult and a mentally 

healthy male adult, but a mentally healthy £emale, unlike 

the male, was seen as passive, emotional, dependent, uncom-

petitive, non-objective, submissive, and easily influenced. 

Chesler (1971) from her research and clinical work 

presents the rollowing conclusions: 1) For a number o£ reasons, 

women "go crazy" more often than men, and this craziness is 

more likely to be self-destructive rather than other destruc­

tive; 2) Most £emale 11neuroses 11 are a result of societal de-

mands and discrimination rather than the supposed mental ill-

ness of the individual; and 3) The therapist-patient relation­

ship reinforces a system o£ beliefs and attitudes that is 

psychologically damaging to the patient and psychologically 

rewarding to the doctor. Chesler goes on to say: 

It is difficult for me to make practical 
suggestions for improving treatment for women as 
long as it keeps its present form and structure. 
How can a woman learn to value being female from 
a therapist who devalues and misunderst~ds that 
sex? She cannot. It therefore seems to me that 
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some rar-reaching changes will have to take place 
both in the attitudes of clinicians and in the 
nature of the therapy they dispense (p.287). 

In her more recent book, Chesler (1972a) presents the 

case even more strongly. "Only a woman therapist who herself 

is a feminist can understand and help a woman patient. Ther­

apists, far rrom letting women out, have been adding more loc"ks. 

1.Ve can no longer expect them to set women rree" (p.52). 

Rice and Rice 1 s recent ( 19.73) and thorough review of 

the implications of the women's liberation movement for psy­

chotherapy focuses on the predominance of the male therapist 

in both the psychological and psychiatric professions. They 

also reiterate the fact that the older female therapists were· 

trained in the male dominated training programs and so are 

molded in the male model. Rice also points out that the older 

group of both male and female therapists does follow a more 

traditional approach in·their perception of female patients' 

sex-role expectations. They feel that the male therapist in 

his traditionally perceived role as the authority expert and 

father figure is threatened by the use of female therapists, 

and any challenge to this is met with strong resistance. 

They propose training the newer therapists in the areas 

of sex differences and the newer knowledge of the psychology 

of women. They also feel that the therapists should be more 

aware of alternative life-styles and sex-roles, and take the 

initiative as direct agents of social change. They do not 
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accept the passive analytic or client-centered approach, which 

they feel simply reinforces the older patterns of male-remale 

behavior. For them a possible approach to therapy for women 

would be a group with male-remale co-therapists as leaders. 

Co-Therapy Group Approach 

The emergence of group psychotherapy as a major treat­

ment modality within the past two decades constitutes one of 

the most signiricant and ex·traordinary developments in the 

field of psychiatry. Group therapy has not only been seen as 

a viable solution to the shortage of trained personnel quali­

ried to care for a growing patient population, the lack of 

adequate community resources for psychiatric patients, and 

the high cost of individual treatment, but has also come to 

be regarded as the treatment of choice for a widening range 

of patients with highly diversified problems {~aplan and 

Sadock 1971). 

It is :felt by some that the group setting offers the 

therapists far more opportunities for behavioral analysis 

than does individual therapy. When dealing with the patient 

in an individual session, the therapist is able to observe 

his behavior in relation to only one person - the therapist -

which gives little knowledge or the patient's responses to 

other persons. In the group setting the therapist can ob­

serve the behavior patterns or an individual, and the :feelings, 
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attitudes, and behavior o~ others in response to it (Gold­

stein 1971). 

The group therapist also has power~ul interventions 

available to him that are not available to the therapist 

per~orming individual therapy. Within the group setting ~ive 

operations are present that ~acilitate the relearning o~ 

behavioral responses that in turn result in the personality 

changes sought. The five operations speci~ied are: ~eedback, 

modeling, behavioral rehearsal, desensitization, and motiva­

tional stimulation and social reinforcement (Goldstein 1971). 

Group psychotherapy, because or its very structure, 

has encouraged the use of co-therapists. Since the relation­

ship is no longer one-to-one, but is one-to-a-group, the 

group members are more responsive to the idea of another 

therapist. The use of co-therapists is thought to aid therapy 

in several ways: ~irst, the patient has another person to whom 

he may trans~er; second, more movement is promoted in the 

therapy group; third, the group members appear to move toward 

greater depths; ~ourth, co-therapy offers an effective method 

to break through blockages; and fifth, one therapist is able 

to support the patient's de~enses while the other therapist 

is able to confront the patient with his behavior (Rosenbaum 

1971). 

Although co-therapy is growing in popularity in its use, 

it is still considered a very controversial practice. Authors 
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who question its value argue that it compounds countertrans­

~erence phenomena, that it tends to contaminate the transfer­

ence reactions of patients, and that their treatment is also 

interfered with because competitive strivings and even 

serious differences between the team members develop more or 

less inevitably (Rosenbaum 1971)~ 

The use of co-therapy dates back as f'ar as 1921 when 

Freud used a kind of· multiple therapy in the case of Little 

Hans. Adler and his co-workers at the Vienna Child Guidance 

Clinic consistently used forms of co-therapy. Originally co­

therapy was used to help resolve specific problems in therapy 

or to teach certain goals, such as interns and residents ob­

serving for the purpose of training. Apparently, little 

attention was paid to the impact of the therapist on the 

group. Rosenbaum (1971) points out that many of the people 

who used co-therapy stumbled on the technique without any 

plhnning or with no awareness of' the work that others were 

doing with the technique. 

Lundin and Aronov (1952) reported the co-therapy work 

they were doing with psychotic patients using co-therapy 

psychotherapy groups and their observations regarding some of 

the advantages and disadvantages they saw with the technique. 

They stressed the f'act that it was important to survey f'urther 

the dynamic implications and consequences of two therapists 

on the group setting as at this time it was an unexplored 
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rield. Lundin and Aronov (1952) reported that of all the 

ractors operating in the co-therapist methed,the most out­

standing observed was the simulated family setting created 

by the presence or the two authority figures. 

A child must learn early in lire to adjust 
to a reality determined by the presence of two 
adult figures. Since the average family includes 
two parents and siblings there is a greater chance 
that any one patient will be more highly stimulated 
to act out his conflicts in a group that approaches 
the social norm. Especially for the schizophrenic 
who cannot always verbalize his .feelings, the 
symbolic value he attaches to the therapists (parents) 
and to the group members (siblings) becomes an im­
portant trans:Verence phenomen which can yield in­
sights which would be difficult to obtain were only 
one therapist present {p.77). 

Few therapists will deny that the primary family o.f 

each group member haunts the group therapy room like an 

omnipresent specter. The pat.ient's experiences in his primary 

family obviously will, to a greater degree, determine the 

nature of his transference distortions. However, the desir-

ability of the transference phenomenon and the handling of' 

transference material when it does arise is a very centro-

versial issue. 

Many theorists see an advantage o.f the group process 

being that the transference to the therapist is diluted, as 

the other group members also serve as trans.ference objects. 

The use of the co-therapist modifies the transference even 

further (Rosenbaum 1971; Yalom 1970). 

Slavson {1972) does not see this as an advantage. 
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He feels the "working through" of a psychoneurosis requires 

the establishment of the transference neurosis. The core of 

transference neurosis is the patients 1 investment in the 

therapist of libidinal strivings as a parent substitute. 

lvi th the presence of two therapists in the group, the patient 

may split his transference between the co-therapists which 

:prevents the patient from resolving his ambivalent feelings 

toward his parents. 

l'Untz (1965) disagrees with this viewpoint on the 

grounds that the "normal" personality is developed, and am-

bivalence worked out in a two-parent family. Lundin and 

Aronov (1952) do not agree that the transference is diluted 

in a co-therapy group setting, but rather that transference 

is promoted due to the situation being closer to the reality 

of the patients' true conflicts. 

Yalom ( 1970) feels that the past material from early 

life does inevitably play a part in the group therapeutic 

process; however, he sees it as taking a form and a function 

considerably different from that in traditional analytic 

therapy. 

The past may be explored, not to explain the 
present, not to elucidate and work through 
major past traumata, but instead to aid in the 
develonment of group cohesiveness by increasing 
intermember understanding and acceptance. 

Although a successful group experience may, 
in a sense recapitulate the early experience 
in the famlly in a more gratifying and growth­
inducing manner, the recapitulation remains on 
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an unconscious level. To focus unduly on 
the sibling rivalries and incestuous, incor­
porative, or patricidal desires is to deny 
the reality of the group and the other mem­
bers the living experience of the here-and­
now {p .121). 

Several other theorists agree with Yalom in regard to 

transference. They feel it is unsuitable and ineffective 

for interpretive work. They see the past as peing greatly 

" influenced by the present and as only being important in so 

far as it influ~nces the here-and-now of the therapist-patient 
i 

relationship {Frank 1963; Goff'man 1959; Rycroft 1966). 

Demarest and Teicher (1954) report from their ex-

perierice that .. transference is the enabling instrument, the 

working tool, which enables therapy to accomplish the goal 

of effecting changes in the lives of people. They felt that 

the transference phenomenon in their groups was a product of 

the use of co-therapists of' opposite sexes. nThe presence of 

male and female therapists made it possible for each patient 

to structure a family group, which allowed him to act out 

f'amily conflicts, as well as helping him with problems in 

relating to the opposite sex' (p .187). 

It seems to be an axiom that evsry patient 
must work through problems originating in a two­
parent family and therefore a joint treatment by 
a male and female therapist seems natural and 
almost inevitable development in psychotherapeutic 
technique (Mintz 1965, p.294). 

Dynamically, the value of co-therapy goes beyond its 

obvious recreation of a two-parent family situation. In a 
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broader sense, the therapists become models for masculine 

and feminine authority. Due to the shifting definitions of 

masculinity and femininity in our culture, confusion about 

sexual roles seems a more widespread source of trouble than 

difficulty in handling sexual desires. Two therapists are 

real people against whom fantasy stereotypes of male and 
' ( 

female can be tested; and models for an enhanced understand-

ing and acceptance of '!sexual roles. 

Since ·it can, hopefully, be assumed that the 
male group therapist is mature enough to exper­
ience feelings ·of tenderness and solicitude 
without anxiety, and the woman therapist is able 
to accept he'r own competence without fearing 
loss of womanhood, patients of both sexes can find 
in a co-therapy group evidence that it is possible 
to be either masculine or feminine without giving 
up basically-worthwhile human qualities OUntz 
1965, p.294). .. 

"Regardless of whether the therapists are of different 

sex or not, the patient will conceive of them unconsciously 

as being of different sex" (Mullan and Sanguilliano 1960, p .550~ 

One therapist may seem less threatening than the other (Loef­

fler and ~-!einstein 1954); one may seem "good" and one "bad" 

(Cameron and Ste-vmrt 1955); indeed some writers state that 

patients may react to one male therapist as to a father and 

to another male therapist as a mother. 

The uhysical characteristics of the 
therapist.become less important than subtle 
psycholo~ical differences ••• one therapist will 
be seen ~s more aggressive and masculine, the 
other as more nrotecti ve and feminine ••• The 
patients will have a primary reaction of depend-
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ence, anger, seduction, ambivalence, etc., 
to either one of the two therapists. This 
primary reaction will represent the major 
method of adjusting to the more important 
of the two therapists. Once the primary 
re~ction is fixed, the other therapist readi­
ly assumes, in the patient's mind, the secon­
dary qualities associated with the less 
dominant parent. The dominant parent may 
in reality be either the mother or the father 
(Lundin and Aronov 1952, p.79). · 

This ~inding is in line with the general belie~ that, 

in indi~idual psychoanalysis, the analyst's sex is seldom 

crucial~ "Both men and women patients can and do develop 

father and mother transferences toward_ th~ir analysts, 

whether male or .female" (Fenichel 1945, p.lO). 

Group therapy does not really duplicate the classical 

psychoanalytical situation in which the impact of the analyst's 

real personality is minimized, so that an important part of 

his function is to serve as a screen for the patient 1 s ~an-

tasies and projections. The real personality is relatively 

more important in group treatment. Consequently, many values 

usually considered characteristic of group therapy are en­

hanced by the presence of a man and a woman as co-therapists, 

but would presumably be lessened if both therapists are o.f 

the same sex (Mintz 1963). 

The group therapist has more power.ful therapeutic 

interventions available to him in correcting faulty identifi­

cation processes than does the individual therapist. Partly 

due to his more revealed stance, partly because of the .family-
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like structure of the group. The main way the group thera­

pist helps a patient regain his self-esteem is by serving 

as a corrective model. The patient imitates the attitudes 

and behavior patterns of the therapist until he comes to 

accept the standards and norms of the therapist as_his own. 

In respect to sex-role related behavior, the opportunity for 

corrective identification almost demands that the therapists 

be of opposite sex (Kramer 1968; Schonbar 1967). 

Rosenbaum's and Hartley's survey (1965) on the differ­

ences in personalities of individuals and group therapists 

revealed that therapists in general believe that group 

therapists are more flexible, less authoritative, more open, 

more exhibitionistic, and more dramatic. The therapist is 

seen as more of a real person in the group, and he reacts 

more spontaneously to the greater stress he experiences. 

Because of this, it is important that the group therapist 

be in touch with and deal with his ovm feelings as they 

emerge (Sugar 1970). 

Here and more psychotherapists are becoming aware of 

themselves and the necessity to study and define themselves 

as "objects" of scientific investigation. As students and 

specialists in understanding human intrapsychic and inter­

personal systems, psychotherapists have developed increasing 

interest in aspects of self and personality which go beyond 

transference- in effecting the therapeutic process and outcome. 
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There are many factors making up the personality 

structure of the therapist. 

What is reflected in the personality of 
the group therapist are cultural mores and 
traits:, drives, needs, values, anxiety, controls, 
inherited familial biology and transmitted myths, 
conditioning, social conformity and rebellion, 
super-ego, conscience, idealized image, adaptive 
functions, awareness of context or situation, 
capacity for reality testing, and of course 
residual elements of Unconscious multi-transfer­
ences (Berger 1970, p.213). 

All these are in operation simultaneously, and are some of 

the factors determining what elements of a therapist's 

personality will be in the foreground at a particular time 

in the life of the group. 

Along with stressing the importance of the therapist's 

personality on the group, the importance of the therapist's 

willingness to be involved with his patients as a person is 

also being recognized. In the dynamic psychoanalytically 

oriented psychotherapy, especially in the earlier stages of 

its evolution, the therapists mask their personalities in a 

misguided attempt to be perfectly objective with their patients. 

The patients experience the detachment and silence of the 

therapist as abandonment, cruelty, and not caring. These 

feelings were not engendered by transference alone, but due 

to the trend at that tim~therapists did not appreciate the 

need for an atmosphere of trust and humaness-in order for the 

patient to risk what needed to be risked in his search to 

find his real self (Astrachan 1967). 



Every human being has the need for intimacy or to be 

in contact with other human beings. Fulrillment of this need 

is essential ror normal growth and development; thererore, 

the greater the potential ror and quality of intimacy in the 

therapist-patient relationship, the greater the potential for 

healing or change in the individual. The establishment or 
this kind or experience requires the whole-hearted participa­

tion and authentic involvement of the therapist (Ferreira 1964). 

From their research on personality factors in trained 

therapists, Whitehorn and Betz (1960) found that the most 

successful therapists manifested initiative in sympathetic 

inquiry, expressed honest disagr-eement at times, challenged 

the patients' self-deprecatory attitude, indicated their 

respect for the patients' potential and participated in an 

active personal way. On the basis of their long-term research 

findings (over ten years), ~Jhitehorn and Betz emphasized that 

the technique of passive permissiveness or efforts to develop 

insight primarily by interpretation appeared to have much 

less therapeutic value. 

Recent studies concerning the impact on the group of 

the group leaders' behavior round that the direction or the 

group process is most influenced by the basic orientation of 

each therapist. It will become directive, nondirective, per­

suasive, suggestive, inspirational, analytical, didactic, 

experiential, or a changing mixture of these depending on the 



leader's philosophy, belie~s, and personality (Atrachan 1967). 

Careful attention should be paid to the personality 

characteristics of therapists who plan to join one another 

as co-therapists. I1ost important is compatibility or temper­

ament. Both therauists must be comfortable with intimacy and 

able to accept their differences. In working together, co­

therapists usually establish a style, and it is important 

that the co-therapists respect each other's style. Ideally, 

their styles blend together, so that a smoothly 1-vorking team 

of co-therapists has its own style (Rosenbaum 1971). 

One or the major aspects of co-therapy is the potential 

it offers the two therapists to advance their own personal 

growth. 

It offers a chance to fight out differences, 
to struggle with being separate from the other, 
as well as together. The struggles we go through, 
being together and deferring to each other; being 
leader and follower - all these things are part of 
our struggle to grow, and they serve as models for 
the patients (Ferber, Mendelson, and Napier 1973, 
p.491). 

Another beneficial aspect of the co-therapy method 

is that the two therapists form a bilateral participant/ob­

server situation. One holds back and observes while the 

other participates on an emotional level (gets involved) 

and then they reverse. This allows for one therapist to 

observe the working therapist within the group setting and 

enables him to perceive problems the other therapist may be 

encountering with his o~m unresolved feelings or counter-
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transference problems. 

A common mistake is that one or both partners 
can't ask for help f'rom their co-therapist; a 
facade of pseudo-adequacy keeps the partners 
from sharing confusions, fears, discouragement 
about the therapy process. Ideally, each thera­
pist should be willing to be patient or therapist 
to the other co-therapist (Ferber, Mendelson, and 
Napier 1973, p.50l). 

In institutional settings, co-therapists are frequent­

ly selected in random to meet the needs of the institution, 

and very little attention is paid to the specific anxieties 

and problems of the therapists. It requires fairly secure 

therapists to disagree with one another (Bailis and Adler: 1973). 

Many co-therapy relationships falter because one or 

both of the therapists are afraid to fight in front ot' the 

group. The most important element in therapy is the model 

the therapists present. An intense fight between the thera­

pists can be very beneficial for the group, as it can teach 

patients hmv to fight. The alternative to fighting out dif­

ferences is a pseudo-mutuality between the therapists v:rhich 

is easy for the group members to pick up, and the temptation 

is for the patients to act out the therapists' aggression 

(Ferber, Mendelson, and Napier 1973, p.50l). 

The issue of competition between the co-therapists is 

a complicated one. One of the major aspects involved in this 

problem is the insecurities of therapists concerning their 

professional identity. It is not uncommon for a beginning 

psychiatric resident to be assigned a position working with a 
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social worker who has more experience. The medical model 

training of physicians is that the doctor is responsible for 

the patient and makes all the decisions. The social worker 

training does not emphasize the assuming of responsibility 

for patients. This kind of situation can cause a lot of 

conflict between the therapists, especially if the therapists 

do not hold mutual respect for each other (Bailis and Adler 

1973). The expectation of the co-therapy model is that of 

joint responsibility and that power and decision-making are 

equal between co-therapists. Role fixation in the co-therapy 

situation hinders the spontaneity and growth of the leaders; 

as well as modeling another separation for the group (Ferber, 

Mendelson, and Napier 1973). 

Changing of Professional Roles 

Today there is a shift in the premises of psychiatric 

problems. The traditionally psychiatric problem was thought 

of as medical. Therefore it was correct that a medically 

trained psychiatrist be the primary authority and have the 

greatest status and salary. Social workers and psychologists 

were thought o~ as auxiliary personnel. 

Nurses were seen as being in a dependent relationship 

with the physician. A study of the perception of the nursing 

role by persons of various classes showed that all of these 

persons, regardless of social class or sex, perceived the 
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nurse to be a mother-type rigure, who perrormed expressive 

runctions such as being afrectionate, understanding, apprecia­

tive, and helpful (Babich 1969; DeYoung and Tower 1971). 

When the social or interpersonal theories of psycho­

pathology were introduced and popularized, revolutionary 

changes occurred. A number of therapeutic programs, ranging 

from Glasser's "re'aii~y therapy" (closely related to the be­

havior therapies)' to group therapy and ramily therapy, were 

introduced. 

The changes occurred in the roles or the professions 

along with the change in the definition or the problem. For 

example: 

In a child psychiatric facility, when the 
unit with the problem was the child, the treat­
ment was in a medical rrarnework and all the pro­
fessionals had a function that was related to 
their training. Typically, the child psychia­
trist treated the child, who was the sick unit, 
the social worker saw the parents, and the 
psychologist tested the child. rr the child 
was put in custody, a psychiatric nurse took 
care or him under the medical supervision. In 
a child treatment racility today, the psychia­
trist can treat the whole family, and the psycho­
logist can treat the whole family. The sociolo­
gist can treat the whole ramily and some places 
are training the psychiatric nurse to treat the 
whole family (Haley 1971, p.284). 

In group therapy, the focus of intervention is on the 

patient's interpersonal problems here-and-now, on a conscious, 

ego-involving level concerning the patient's relations to 

soeiety. According to Gorrman ( 1970)' II the domain or race­

to-face social contact is one in which every participant is 
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equally licensed to carry and use the scalpel 11 (p.357). 

The breakdown of the role barriers separating the 

professions, and the emerging power of psychiatric nurses as 

qualified therapists in their own right, has been a source 

of notable controversy (Churchill 1967; Hays 1962; Osborne 

1970; Turner 1973). But as Calnen (1972) states: 

It seems fair tc.conclude that, because of 
their improved,education, their ongoing con­
tact with the patient, and their capacity to 
intervene in his-interpersonal conduct and 
manipulate his environment psychiatric nurses 
have joined other proressionals as therapists 
(p.211). 

Haley (1971) stresses the fact that the traditional 

' professions must change to adapt to the changing of thinking 

in regard to new psychiatric treatment and the resulting 

status changes of the professional groups. 

Since no particular profession has shown su­
perior skill or better training than the 
other, why should one have more status or 
salary than another? (p.285). 

A therapist is now often judged on his merit - the 

success of his therapy - not upon his proressional background. 

Perhaps that is the most radical change introduced through 

the introduction of the behavioral sciences and the emphasis 

on the patient's interpersonal problems (Goffman 1970; 

Haley 1971). 

McGee (1974) reports on the triadic approach to super-

vision being extremely helpful in training co-therapists and 
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in assisting co-therapists in adjusting to their 11 new ,J.:aolen 

or changing proressional identity. 

Summary 

In chapter II, the investigator has reviewed the 

literature pertaining to: the development of sex-role identity 

or a child, and the problems that can develop due to the lack 

of or faulty identification models; the changing trends of 

our society in regards to the stereotypes of "masculine" and 

11 feminine 11 sex....: role characteristics and the resulting behavior 

changes; the majority of the chapter deals with the contro­

versial use of co-therapy psychotherapy treatment groups in 

correcting early faulty identification processes, the con­

troversial issue of liked-sex therapists working as team 

members and the possible complications as well as advantages 

of the co-therapy group approach. The shifting premises of 

psychiatric problems and the resulting changes in treatment 

approaches were discussed in regard to their effect on the 

professional roles and identities of the various professional 

disciplines. 



CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Introduction 

In investigating the problem of sex~role perception of 

group members toward co-therapists in psychotherapy groups, 

data was collected from thirty groups. Before collecting the 

data,a research design was chosen for the stud~and an instru­

ment was developed and validated as the tool to be used in 

collecting the data. These areas along with the procedure for 

collection and treatment of data are discussed in this chapter. 

Design 

A non-parametric, qualitative descriptive design was 

chosen for this study. There are several advantages in using 

non-parametric techniques of hypothesis testing: one, they 

do not assume that the scores under analysis v.rere drawn from 
/ 

a normally distributed population; two, they may be used with 

scores which are not exact in any numerical sense, but "Hhich 

in effect are simply ranks; and three, they are very useful 

in computing small samples (Siegel 1956). _The descriptive 

studies are primarily concerned with obtaining meaningful 

descriptions of the phenomenon under study (Abdellah 1965). 

4'8 
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Population and Setting 

The population of this study was a convenience sample 

of thirty psychotherapy groups led by co-therapists: ten led 

by male/female co-therapy teams, ten led by male/male co­

therapy teams and ten led by female/female co-therapy teams. 

The criteria set for participation in the study was as follows: 

that the group met for the purpose of psychotherapy, at an 

appointed time and place for a definite time period (each 

member had to have been to the group at least one time prior 

to taking the questionnaire); that the same two therapists 

led the group aonsistently; and the group members were a 

minimum of eighteen years of age. The psychotherapy groups 

studied were recruited from private hospitals, county mental 

health mental retardation services, ~nd· private insti tutiohs of 

counseling and guidance. All groups with the exception of 

three were located in a large metropolitan city; the other 

three groups were from a mental health mental retardation 

center located in a small city near the large metropolitan 

city. 

Description of the Sample 

The sample consisted of one hundred and eighty-seven 

group members. A total of thirty psychotherapy groups wer~ 

studied re.nging in size from three to nine members; the aver­

age group size was six members. The only demographic data 
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collected on the group members was in regard to their sex; 

sixty-seven percent of the members were remale,and thirty­

three percent of the group members were mA.le. 

A total of thirty-eight therapists were studied, the 

breakdown of the professional disciplines was as follows: 

eight nurses (one male-seven females), twelve social workers 

(seven females-rive females), one male psychologist, ~ive 

psychiatrists (one female-:rou:r males), f'i ve male ministers, 

four therauist aides (two remale and two male), and two 

female technicians. Appendixes I, II, and III list the 

combinations or co-therapists by group number, sex, and 

professional status. 

Development and Validation of the Instrument 

The instrument used in this study was a questionnaire 

developed by the investigator. The questionnaire consisted 

of twenty-one descriptive words and phrases describing some 

culturally expected behaviors of males and females. The 

words and phrases were compiled from the review of literature 

regarding cultural stereotypes for masculine and feminine 

sex-roles. Care was taken to use only words carrying a 

positive description for the sex-roles. 

The questionnaire was subjected to a panel of experts 

to achieve race validity. The panel consisted of five in­

dividuals: three having a Ph.D. in psychology, two males and 

a female; one female having a Ph.D. in sociology and one male 
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having a master's degree in psychology. Each member 0~ the 

panel was given a questionnaire containing the twenty-one 

descriptive words and phrases compiled by the investigator, 

and instructed to determine ~or each word or phrase i~ in our 

culture it would be considered a masculine or a feminine 

characteristic, or if it applied equally to both sexes or if 

it applied equally to neither sex (see appendix IV). The 

panel agreed on ten characteristics, five masculine traits 

and five feminine traits. The five traits agreed on ~or the 

masculine sex-role were: aggressive, power~ul, tells-it-like­

it-is, problem-solver, and has strong opinions. The ~ive 

traits agreed on for the ~eminine sex-role were: accepting, 

supportive, caring, gentle, and kind. These ·v.rere the only 

items scored on the questionnaire in determining the sex-role 

of the therapists. The other items served as buffers to de­

tract from the distinction of' the sex-role traits. 

In scoring the questionnaires, two definitions for 

masculine and ~eminine sex-roles were established. One def­

inition was very stringent in that it allowed no overlapping 

of the sex-role traits. In order to be perceived in a mascu­

line or feminine sex-role, the therapist had to be given a 

minimum of three out of five traits for one sex-role and zero 

traits of the other. The total possibilities of scores for 

this definition were (5-0,4-0, 3-0). Throughout the study 

this definition of' masculine and feminine sex-roles will be 
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referred to as the tighter definition. The other definition 

established for masculine and feminine sex-roles was consider­

ed looser because it did allow the overlapping of sex-role 

traits. A therapist could be given up to two traits o~ one 

sex-role and still be considered to belong in the opposite 

sex-role if he had been assigned all five of the traits be­

longing to that sex-role. The total possibilities included 

in this definition were ( 5-2, 5-l, 5-0, 4-1, 4-0, 3-0) in­

volving a minimum difference of three traits. Throughout 

the study this set of scores is referred to as the looser 

definition ot: masculine/feminine sex-roles. 

Hypotheses I, II, III, and IV were tested using both 

de~initions of masculine/feminine sex-roles. The looser 

definition was considered more conservative in rejecting the 

null hypotheses, that each therapist is perceived in the 

sex-role corresponding to his true sexual identity. 

Professional Status of Theranists 

In establishing the professional status of the differ­

ent professional disciplines involved in this study three 

general categories were established. The psychiatrist was 

the only discipline placed in the first class. Class two 

contained the 11 so-called" middle level professional such as 

the social worker, psychologist, and nurse (Pattison 1974). 

The third class formed was the paraprofessional (see appendixes 

I, II, and III for the pro~essional status of each therapist). 
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The paraprofessional may be considered to be partly in 

and partly out of the professional mental health care system 

(Pattison 1974). The paraprofessional category in this study 

consisted of therapists' aides, technicians, students, and 

ministers. The investigator made no distinction between the 

therapist aide and the technician, but merely used the title 

the therapist went by. The status of paraprofessional does 

not necessarily pertain to the educational level of the in­

dividual, but rather as to whether the individual has the 

sanction of a professional organization behind him. For the 

purpose of this study, the minister was classified in a para­

professional category. There is a lot of controversy regard­

ing the ministers' place in the psychiatric health team. Many 

ministers are associated with professional organizations, 

meeting the ethical and professional standards for that par­

ticular organization; however, at this particular time there 

is no specific professional framework tied with the title 

"minister" (Stroll berg 1974) • 

Again in the second category the emphasis in this study 

is not necessarily on the level of education of the therapist 

but rather the professional title, for instance, in the case 

of the nurse there is no distinction made betVJeen the B.S. 

and the M.S. level nurse. The psychologist was also placed in 

this category, despite the fact that he has a Ph.D. level of 

education, due to the relatively undefined position he holds 



54 
in the mental health care team {Greiff 1973; Volmat 1973). 

The psychiatrist is still rated as the head of the mental 

health care team and therefore, was placed in a category 

alone {Greifr 1973; Kramer 1973). 

Procedure for Collection of Data 

The investigator contacted the therapists initially 

by telephone. Out of the forty-five therapists contacted, who 

met the requirements for the study, only four refused to par­

ticipate (one psychologist and three psychiatrists). All 

four refused on the basis that they felt the study might 

disrupt the transference in the group. Of the other forty­

one agreeing to participate in the study, thirty-eight com­

pleted the study. It Has difficult to contact psychiatrists 

for the study, due to their busy schedules. Nurses were also 

difficult to study as many worked in hospital settings and 

due to the rotating of shifts, there was no consistency in 

the assigning of co-therapists to the groups. It was especial­

ly difficult to get doctor-nurse teams. Out of the three 

teams contacted, two of the doctors did not consider the nurse 

as a co-therapist but rather as a recorder or in the case of 

the in-patient hospital group as a liaison between the group 

and the carrying out of treatment orders and co~~unication to 

the rest of the staff. This problem in the study '.vas of signi­

ficance in light of the findings of Calnen (1972) and Halperin 

(1974), who hold that the psychiatrists are resistant to 
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changing their traditional perceived role as the authority 

expert and power figure in the treatment setting. 

The following information was given to the therapists 

regarding the study: 1) the study was being conducted by a 

graduate student at Texas Woman's Uni~ersity~ 2) the purpose 

of the study was to determine how group members saw their 

therapists' behavior, and 3) the anonymity of the therapist 

was insured. The offer was made to inform the therapist of 

the results of the study after completion. Twelve groups re­

quested interest in knowing the results of the study. The 

anon;,rmi ty of the therapist v.ras guaranteed by assigning each 

therapist and psychotherapy group studied a code number. All 

the results were reported in code and only the investigator 

had access to the original list of names, numbers, and ques­

tionnaires. 

Those therapists meeting the criteria and expressing 

an interest were provided an opportunity to revie1-1 the ques­

tionnaire that would be used in the study. The therapists 

upon a.gre-ement of participation were delivered the question­

naires, either personally by the therapist or through mailing, 

and asked to administer the questionnaires to the group mem-

bers. 

The following instructions were given the therapists 

in administering the questionnaire: 1) to alloh,. the group 

members approximately five minutes at the beginning of a 
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group session to mark the questionnaire, 2) to not give the 

group members any more information about the study than that 

which was provided the group members on the cover letter to 

the quesionnaire, 3) to not answer questions regarding def­

inition of terms but to instruct the group members to leave 

the item blank, and 4) to have the group members seal the 

envelopes be£ore collecting the questionnaires. To the in­

vestigator's knowledge, all therapists followed the instruc­

tions with the exception o£ two teams; one team asked the 

group members' permission to see the questionnaires andre­

quested them not to seal the envelope if they were in agree­

ment with the therapists' viewing the questionnaire, in the 

other team one therapist did define terms for the group 

members. 

The group leaders collected the questionnaires immedi­

ately after the group members completed marking them. The 

questionnaires were then collected from the group leaders 

personally by the investigator or in a few cases, the leaders 

preferred to mail the questionnaire, .in which case a stamped 

envelope was provided the therapists for convenience in re­

turning the data. 

The group members were informed by means of a cover 

letter {see appendix V) of the voluntary nature of the study, 

of the anonymity, confidentiality, and purposes of the s~udy, 

as well as the procedure for returning the questionnaire to 
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the group leaders. The subjects were asked to describe each 

theranist by determining ror each of twenty-one descriptive 

words and phrases on the questionnaire (appendix VI)ir the 

word or phrase applied to one therapist more than the other, 

ir it applied equally to both therapists or if it applied 

to neither therapist. 

All the questionnaires were returned completed except 

in tHo cases, where the group members stated they did not 

wish to participate in the study. One questionnaire was 

returned with numerous co!lli~ents regarding the group members' 

feelings toward the therapists. The female group member had 

perceived one remale therapist in a dominant role and the 

other female therapist in a reminine role. The group member 

made comments regarding the therapist seen in the dominant 

role like: "doesn't care", nwants too much", while making the 

following comments, "would like to be rriends with 11
, "like to 

get to know better", and "love her" in regards to the thera­

pist seen in the feminine role. The therapists reported this 

particular patient as being psychotic. A f'eH other members 

made isola ted cormnen ts such as " needs to be more like 

this 11 or would make clarifying comments, such as, for the 

word problem-solver would add "helps us" or "assists US
11

• 

Procedure for Analysis of Data 

The general problem involved in testing the hypotheses 

of' this study was one of determining if the samples came from 
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specific populations. The scale of measurement underlying 

the data is ordinal. Sex-roles are ordered in terms of 

masculinity; that is, the feminine sex-role is less masculine 

than the "neither" sex-role (that is neither masculine nor 

feminine) and the neither sex-role is less masculine than 

the masculine sex:-role. Kolmogorov-Smirnoff tests are "good­

ness of fit" type tests which are applicable for testing 

hypotheses involving ordinal data. Both one-sample and two­

sample Kolmogorov-Smirnof~ tests were used to test the hy­

potheses of the study. A one-sample test is employed to test 

the significance of the dif~erence between the distribution 

of a set of sample values (observed scores) and a specified 

(theoretical) distribution. The theoretical distribution 

represents what would be eApected under the null hypothesis. 

The two-sample test is concerned with the difference between 

two sample distributions. In either case, a two-tailed test 

is employed to test the likelihood that the two samples come 

from the same population. A one-tailed test is used to deter­

mine the likelihood that one sample ca...m.e from a population 

which is stochastically larger than the population from which 

the other sample was drawn. 

The Kolmogorov-Smirnoff test uses the maximum diff'er­

ence between the two cumulative distributions to determine the 

likelihood that the corresponding samples vJere drawn f!'om the 

same population. If F1 (X) denotes the cumulative frequency 
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distribution functions under the null hypothesis of the random 

variable X (where the only values that X can have are: femin­

ine, neither, or masculine), then for each value of X, the 

value of F1 (X) is the proportion of cases expected to have 

scores equal to or less than X. Similarly, let -F2 .(X) denote 

the observed cumulative distribution function of a sample of 

N2 observations. 'Vi.lhere X 'is any possible score, F2 (X) = k/N2 

where k denotes the number of observations equal to or less 

than X. Under the null hypothesis that the sample has been 

drawn from the same population that underlies the cumulative 

distribution Fl(X), the difference between F1 (X) could be 

expected to be small. The Kolmogorov-Smirnoff test focuses 

on the largest deviation between the two cumulative distribu-

tions. The two-tailed tests, the magnitude.of the largest 

difference is called D: D= maximum j F1 (X) - F2 (X) l . The 

sampling distribution of D is known, and critical values for 

the distribution have been tabulated (Siegel 1956) for both 

one-sample and two-sample Kolmogorov-Smirnoff tests. 

For one-tailed, two-sample Kolmogorov-Smirnoff tests, 

the direction of the difference between the cumulative dis­

tributions is accounted for by defining the largest signed 

difference as D: D= maximum [F1 (X) - F2 (XV the sampling 

distribution of D is known, and the probabilities associated 

with the occurrence of values as large as observed value for D 

under· the null hypothesis have been tabled (Siegel 1956) • 
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l'lhen the t1...ro samples of size N1 and N2 were not of the same 

size, the following statistic formula: x2 = 4D2N
1

N2 /(N
1

+N
2

) 

was used to determine the significance of' an observed value 

of D under the null hypothesis. It has been shown that x2 

is distributed approximately as a chi-square variable with 

two degrees of freedom. The approximation is conservative 

for small values of N1 and N2 • 

The Kolmogorov-Smirnoff' one sample test was used f'or 

testing the levels of significance for Hypotheses I, II, III, 

and IV. The Kolmogorov-Smirnoff two sample test was used for 

testing the levels of significance for Hypotheses V, VI, and 

VIII. The Kolmogorov-Smirnoff' one tailed two-sample test 

was used for testing the levels of significance for Hypothe­

sis VII. A .05 level of significance was set for rejection 

of the hypotheses. 

Summary 

In investigating the problem of sex-role perception of 

group members toward therapists in psychotherapy groups led 

by co-therapists, thirty psychotherapy groups were studied: 

ten led by male/female co-therapy teams, ten led by male/male 

co-therapy teams, and ten led by female/female co-therapy teams. 

A questionnaire developed by the investigator and validated 

by a panel of experts was used to collect the data. A non­

parametric, qualitative descriptive research design was chosen 

for this study. A ranking of the professional status of the 
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different professional disciplines was established for the 

study. The Kolmogorov-Smirnoff tests Here used in the statis­

tical analysis of the data. 



CHAPTER IV 

ANALYSIS OF DATA 

Introduction 

This study concerned an investigation of thirty psycho­

therapy groups. to determine how group members perceived their 

therapists' sex-roles. A questionnaire developed by the in­

vestigator was used to collect the data. The Kolmogorov­

Smirnoff tests were used to test the hypotheses, the results 

of these tests are discussed in this chapter. 

Results 

Hypotheses I, II, III, and I_y 

The rirst four hypotheses deal with group perceptions 

of the sex-role characteristics of the co-therapists when the 

therapy teams are male/female, male/male, or female/female. 

In each of the first three cases, the null hypothesis was that 

each therapist will be perceived in the sex-role correspond­

ing to his true sexual identity. Each null hypothesis was 

tested, using a one-sample Kolmogorov-Smirnoff test, by com­

paring the sample cumulative distribution against the theoret­

ical cumulative distribution corresponding to the sex of the 

therapist. For male therapists, the theoretical distribution 

is (0,0,1.0) and for female therapists, the corresponding dis­

tribution is (1.0,1.0,1.0). 

62 
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The fourth hypothesis is that the group as a whole per­

ceives each co-therapist in a particular sex-role (not nec­

essarily the role corresponding to the sex of the therapist). 

In this case, the consensus of the group is determined by 

comparing the sample distribution with each of the three 

theoretical cumulative distributions; i.e., the 11 feminine 11 

distribution (1.0,1.0,1.0), the "neither" distribution 

(0,1.0,1.0), and the"masculine" distribution (0,0,1.0). 

Hypothesis IV is tested with respect to the theoreti­

cal distribution for which the maximum difference between it 

and the sample distribution is smallest. "No consensus" is 

indicated by rejection of the hypothesis that the sample 

comes from the population corresponding to the theoretical 

distribution to which the sample distribution is closest. 

HYPothesis I 

The sample for testing hypothesis I consisted of ten 

psychotherapy groups led by male/female co-therapists. The 

groups ranged in size from four to nine members. The average 

group size was seven members. Four groups were led by a male 

and female social worker. One group was led by a female 

nurse and a male minister. Two groups were led by a female 

psychiatrist and a male psychologist. Two groups were led 

by a female nurse and a male psychiatrist and one group by 

a male and a female therapist aide. (See appendix I.) 

The first hypothesis is stated in the null as .follows: 
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There is no di:ff'erence in the perception of' 
group members regarding sex-role character­
istics of the group leaders and the actual 
sex of the leaders in groups· which are led 
by male/female co-therapists. 

Using the tighter definition of' femininity and masculinity, 

the results listed in table 1 were obtained. The hypothesis 

that the female co-therapist would be perceived in a f'eminine 

sex-role can be rejected at the • 01 level of significance in 

seven out of' ten cases (i.e., groups). For the male co-

therapist the hypothesis that they would be perceived in 

masculine sex-roles can be rejected in all ten cases at the 

.01 level or significance. The last two columns in table 1 

are tabulations of the group consensus or the co-therapists' 

sex-roles, as determined by tests of the fourth hypothesis: 

Members of the same group do not differ 
in their perceptions of the sex-role 
characteristics of the same co-therapists. 

As indicated, two of the female co-therapists were perceived 

in a feminine sex-role, and seven vJere cast in a "neither" 

role; a consensus was not reached only once,in group 6 •. 

Similarly, one of the male co-therapists was perceived in a 

f'eminine sex-role, eight were cast in the 11 neither" role, and 

a consensus was not obtained by group 5. 

vlhen the criteria def'ining masculine and feminine sex­

roles were loosened by allowing a limited number of traits 

corresponding to the opposite sex (as discussed in chapter III), 

the results listed in table 2 were obtained. As indicated by 



GROUP 
NUMBER 

1 

2 

3 

4 
5 
6 

I 
' 
7 

8 

9 

10 

TABLE 1 

PERCEPTION OF SEX-ROLE DIFFERENCES BY GROUP MEMBERS 
WHEN ONE CO-THERAPIST IS MALE AND THE OTHER IS FEMALE 

Tighj;er :Q~fin"!-_t1_ons of' Masculine/Feminine Sex-Roles 

NUMBER RESPONSES TO THERAPIST LEVELS OF TOTAL GROUP 
OF FEMALE A l"ill.LE B SIGNIFICANCE PERCEPTIONS 

r-1EMBERS Fem II N" Masc Fem I" N" Masc Fem A Male B Fem A Male B 

8 3 5 0 0 6 2 .01 .01 N N 

5 0 5 0 0 5 0 .01 .01 N ··. N 
' 

5 1 3 1 1 4 0 .01 .01 N N 

8 0 8 0 5 3 0 .01 .01 . N F 

9 0 8 1 5 4 0 .01 .01 N * 
4 2 2 0 0 4 0 .20 .01 *· N 

6 1 5 0 0 6 0 .01 .01 N N 

5 0 5 0 0 5 0 .01 .01 N N , . 
8 6 2 0 0 6 2 .20 .01· F' N 

8 6 2 0 0 8 0 ;,20 . .01· F ·• N 
_; --- -- -------- -

* = No Consensus 

0' 
\11. 



-- ---

GROUP 
NUMBER 

1 

2 

3 

4 
5 
6 

7 

8 

9 

10 

TABLE 2 

PERCEPTIONS OF SEX-ROLES BY GROUP MEMBERS 
WHEN ONE CO-THERAPIST IS MALE AND THE OTHER IS FEMALE 

Looser Definitions of Masculine/Feminine Sex-Roles 
-- ------ ~ - --

NUMBER RESPONSES TO THERAPIST LEVELS OF TOTAL GROUP 
OF FE~IALE A MALE B SIGNIFICANCE PERCEPTIONS 

MEMBERS Fern nNn Maso Fern nN'' Masc Fem A Ma1e B Fern A Male B 

8 4 4 0 0 5 3 .05 .·01 .... N ... 
5 0 5 0 0 5 0 .01 .-01 N N 

5 2 2 1 2 3 0 .05 .Gl N N 

8 1 7 0 6 2 0 .01 .·01 N F 

9 2 6 1 7 2 0 .. 01 • '01 N F 

4 3 1 0 0 4 0 .·20 •01 F N 

6 2 4 0 0 6 0 .-o1 .-o1 N N 

5 1 4 0 2 3 0 ;01 ."01 N N 

8 8 0 0 0 5 3 ."20 .oa F N 

8 7 1 0 0 6 2 •20 .'01 F N 

,:t = No Consensus 

0" 
0" 
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a comparison of tables 1 and 2, the results were similar. 

Seven out of' the ten groups did not perceive the female co­

therapist in a feminine sex-role, although a consensus \-las 

reached in nine of the ten groups. Similarly, none of' the 

male co-therapists were seen in a masculine sex-role (two 

were seen in a feminine sex-role), and a consensus was achieved 

by all ten groups. 

Hypothesis II 

The sample for testing Hypothesis II consisted of ten 

psychotherapy groups led by male/male co-therapists. The 

groups ranged in size from !'our to nine members; the average 

group size was seven members. Three groups were led by co-

therapy teams with both therapists being ministers. One 

group was led by a team composed of a male nurse and a minis­

ter. One group was led by a minister and a social worker. 

Three teams consisted of a social worker and a therapist aide. 

One group was led by a co-therapy team consisting of a social 

worker and a minister. One group tvas led by two psychiatrists, 

and the last group was led by a psychiatrist and a doctoral 

student (see appendix II). 

The second hypothesis is stated in the null as follows: 

There is no diff'erence in the perception of 
group members regarding sex-role characteristics 
of' the group leaders and the actual sex of' the 
leaders in groups which are led by male/male 
co-therapists. 

Using the tighter definitions of feminity and masculinity, the 
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results listed in table 3 were obtained. As illustrated in 

table 3, the hypothesis that the male therapists would be 

perceived in masculine sex~roles can be rejected in all 

twenty cases at the .01 level of signiricance. The last two 

columns in table 3 are tabulations of the group consensus of 

the co-therapists' sex-roles, as determined by tests of the 

rourth hypothesis. As indicated, two or the male co-therapists 

were perceived in a feminine sex-role and seventeen were per­

ceived in a "neither" se~-role; a consensus was not reached in 

only one group, (8). 

~fuen the criteria derining masculine and feminine sex­

roles were loosened, the results listed in table 4 were ob­

tained. Agai~ as indica ted by comparing tables 3 and 4, the 

results were similar. None of the males were seen in a mas­

culine sex-role (four were seen in a feminine sex-role). A 

consensus was not reached by two groups in regard to the 

therapists' sex-roles. 

Hypothesis III 

In testing Hypothesis III, ten groups led by female/ 

female co-therapists were studied. The groups ranged in size 

from three to nine members, with the average size being five 

members. Two groups were led by co-the~apy teams consisting 

of two nurses. Group 22 was led by a social worker and a 

nurse and group 29 was led by a therapist aide and the same 

nurse as in group 22. Two groups were led by the same co-



GROUP 
NUMBER 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
' 

TABLE 3 

PERCEPTION OF SEX-ROLE BY GROUP MEMBERS 
WHEN BOTH CO-THERAPISTS ARE HALE 

Tighter lJerini tions or .Masculine /l''eminine ::3ex-HoJ.es 

NUMBER RESPONSES TO THERAPIST LEVELS OF TOTAL GROUP 
OF MALE A MALE B SIGNIFICANCE PERCEPTIONS 

MEMBERS Fem iII Nil Masc Fem liN II Masc Male A Male B Male A Male B 

5 0 5 0 2 3 0 .01 .01 N N 

4 0 4 0 3 1 0 .01 .01 N F 

4 0 3 1 3 1 0 .01 .01 N F 

7 1 6 0 0 6 1 .01 ,01 N N 

8 1 7 0 0 5 3 .01 ,01 N N 

5 0 4 1. 1 4 0 .01 .01 N N 

9 0 9 0 1 8 0 .o1 .01 N N 

9 3 6 0 4 5 0 ,01 ,01 N * 
8 2 6 0 1 7 0 .01 .01 N N 

6 0 6 0 0 l 6 0 ,01 o01 N N 
- - ~--·- -- -- - ------------ ~--- - --- ~-- ----

* = No Consensus 

0' 

"' 



GROUP 
NUMBER 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

TABLE 4 

PERCEPTION OF SEX-ROLE BY GROUP MEMBERS 
WHEN BOTH CO-THERAPISTS ARE MALE 

Looser Derinitions or Masculine/Feminine Sex-Roles 

NUMBER RESPONSES rro THERAPIST LEVELS OF TOTAL GROUP 
OF MALE A MALE B SIGNIFICANCE PERCEPTION 

MEMBERS Fem "N" IMasc Fem ~'rN" Masc Male A Male B Male A Male B 
! 

5 0 5 I o 4 1 I o .01 
--
.01 N F 

4 l 0 4 0 4 0 ! 0 .01 .01 N F 

4 1 2 1 3 1 0 .01 .01 N F 
'. 

7 4 3 0 1 4 2 .01 .01 F N 

8 3 5 0 0 4 4 .01 .05 N ~~ 

5 1 3 1 2 2 1 .01 .01 N N 

9 2 7 0 1 6 2 .01 
1

, .01 N N 

9 3 6 0 5 4 0 .01 .01 N ~t 
·-

8 3 5 0 2 5 1 .01 .01 N N 

6 4 2 0 2 4 0 .01 .01 F N . 

~; = No Consensus 

-.J 
0 
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therapy team composed of two female technicians. Two groups 

were led by co-therapists who were both social workers,and 

the last group was led by a nurse and a social worker (see 

appendix II I) • 

The third hypothesis is stated in the null as follows: 

There will be no difference in the perception 
of group members regarding sex-role character­
istics of the group leaders and the actual sex 
or the leaders in groups which are led by 
female/female co-therapists. 

Using the tighter definitions of masculinity and femininity, 

the results listed in table 5 were obtained. As illustrated 

in table 5, the hypothesis that the female therapists would 

be perceived in the feminine sex-roles could be rejected in 

eighteen out or twenty cases at the .01 level of significance. 

As indicated by the last two columns on table 5, tHo thera-

pists were perceived in reminine sex-roles and seventeen were 

cast in "neither" sex-roles; a consensus was not reached in 

only one group, ( 25) • 

When the criteria defining masculinity and femininity 

were loosened,the results in table 6 were obtained. As in­

dicated by comparing tables 5 and 6, the results varied more 

than in the previous cases. The hypothesis that the remale 

therapists would be perceived in a feminine sex-role could 

only be rejected in eight cases; although, as indicated in 

the last two columns of table 6 only five cases Here perceived 

by the groups in feminine sex-roles. Eight were cast in 



GROUP r 
N\JMBERt 

21 

22 

23 

24 l 

25 

26 

27 

28 

29 

30 

TABLE 5 

PERCEPTION OF SEX-ROLE DIFFERENCES BY GROUP TillMBERS 
WHEN BOTH CO-THERAPISTS ARE FE:HALE 

Tight_~r _DerJr'!J tion.s_of Masculine/Feminine Sex-Roles 
--- ------------------- - -

NUMBER RESPONSES TO THERAPIST LEVELS OF TOTAL GROUP 
OF · FEHALE A ti'EMALE i,B SIGNIFICANCE PERCEPTIONS 

MEMBER~ Fem 11 N" Masc tt'em n Nll Masc Fern A Fem B Fem A Fem B 

4 1 3 0 1 3 0 .01 .01. N N 

4 1 3 l 0 3 1 0 .·.o1 .20 N F 

5 0 0 5 0 .01 .01 N N 
5 \ 0 

8 6 2 0 0 8 0 0 20 .01 F N 

9 3 6 0 4 5 0 .01 .01 N )'• ,. 

4 0 4 0 1 ' 2 1 .01' .01 N N 

7 0 7 0 1 6 0 .01 .01 N N 

3 o. 3 0 0 3 0 .01 o01 N N 

6 0 6 0 0 6 0 ·.o1 .o1 N. N 

6 0 6 0 0 6 0 .01 .01 N N 

,~ = No Consensus 

-.J 
1\) 



GROUP 
NU11BER 

21 

22 

23 

24 

25 

26 

27" 

28 

29 

30 

TABLE 6 

PERCEPTION OF SEX-ROLE DIFFERENCES BY GROUP MEMBERS 
WHEN BOTH CO-THERAPISTS ARE FEMALE 

----- --------------- -- -- --- ~------- ------------- ----- ------

Nm•lBER RESPONSES TO THERAPIST LEVELS OF TOTAL GROUP 
OF FEMALE A FEMALE B SIGNIFICANCE PERCEPTIONS 

MEMBERS Fem "N" Maso Fern ''N" Masc Fem A Fem B Fern A Fem B 

4 I 2 2 0 1 3 0 .20 .01 * N 

4 2 2 0 3 1 0 .20 .20 I , .. I F I .. 
I 

5 
I 

0 5 0 0 4 1 .01 .01 N N 

8 8 0 0 0 6 2 .20 .01 F N 

9 ·4 5 0 5 4 0 .01 .o5 * ~( 

4 0 4 0 3 0 1 .01 .20. N F 

7 0 7 0 5 2 0 .01 .·.20 N F 

3 2 1 0 1 2 
.. 

0 .20 •10 F N 
.· 

. 
6 0 6 0 4 2 0 .01 .20 N F 

6 3 3 0 3 3 0 .10 .10 * ·:.:c 

~c = No Consensus 

-..J 
~ 
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"neither" sex-roles. Only six groups reached a consensus 

regarding both therapists' sex-roles. 

Discussion or Findings Hypotheses I, II, III, and IV 

In testing Hypotheses I, II, and III,one-hundred 

percent or the male therapists tested were not seen in the 

masculine role frequently enouf.h to be significant. Usually 

if a therapist was assigned the masculine traits, he was also 

assigned most of the feminine traits. These results tended 

to agree with Lundin and Aronov' s theory (1952) that regard­

less of the sex of the therapist one will be perceived as 

more dominant and the other as less dominant, rather than 

the therapist being perceived in masculine and feminine roles. 

Another possibility is that the masculine role is overall 

seen as more positive and is assigned more characteristics 

which would agree vdth the rindings of Broverman (1972) and 

Fabrikant (1974). 

The assigning of roles did not seem to be influenced 

as greatly by the sex of the therapist,as there were almost 

as many men assigned to feminine sex-roles as women. The 

total percentages of therapists placed in feminjne roles in 

each series of co-therapy teams was nearly the same, regard­

less of the sexes of the therapists making up the teams. In 

the groups led by male/female co-therapy teams using the 

tighter definitions of masculine and feminine sex-roles, ten 

nercent of the theraoists were seen in the feminine sex-role 
~ . 
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(two females and one male). In the groups led by male/male 

therapists, six percent of the males were seen in a feminine 

sex-role, and in the groups led by female/female co-therapists 

the group member assigned six percent of the females to the 

feminine sex-roles. 

\<!hen using the looser definitions for masculinity and 

femininity, sixteen percent of the therapists were perceived 

in feminine sex-roles ( 3 females and 2 males) in the groups 

led by male/female co-therapists. In the groups led by 

male/male co-therapists, sixteen percent of the therapists 

were seen in a feminine role and in the female/female co-ther­

apy teams the group members perceived twenty percent of the 

therapists in the feminine sex-roles. hfhen using the looser 

definition of masculinity/femininity the shift was always 

toward an increase in the therapists seen in feminine roles. 

Hynotheses V, VI, and VIII 

These three hypotheses deal with one sample's percep­

tion of the sex-role characteristics of the therapist in 

comparison with another sample's perception. In Hypotheses V 

and VI, the samples are different groups. In Hypothesis VIII, 

one samnle is the male group members and the other sample is 

the female group members. The null hypothesis in each of 

these cases is that there is no difference in the two samples' 

perceptions of the therapists' sex-roles. Each null hypothe­

sis Has tested using the two-sample Kolmogorov-Smirnof'f test. 
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By comparing the two samples cumulative distributions and 

finding the agreement between them, the likelihood of' the 

two samples coming from the same population was established. 

Hypothesis V 

The sample for testing Hypothesis V consisted of ten 

groups led by five co-therapy teams. Groups 4 and 5 were led 

by five co-therapy teams. Groups 9 and 10 were led by a male 

psychiatrist and a female nurse. Groups 14 and 15 were led 

by a male social worker and a male therapist aide. Groups 

18 and 19 were led by two male ministers and groups 26 and 

27 '>Jere led by two female technicians. 

The fifth hypothesis is stated in the null as follows: 

Members of diff'erent groups do not differ in 
their perceptions of the sex-role character­
is tics of the s arne co-therapists. 

As illustrated in table 7, there was a high agreement between 

the members in both groups led by the same co-therapists, re­

garding the sex-role characteristics oi' the leaders. In no 

case could the null hypothesis be rejected. 

Hypothesis VI 

In testing hypothesis VI all therapists working with 

more than one co-therapist were studied. The individual 

group responses a co-therapist received when working with one 

therapist were compared with the responses received when 

vrorking vd th a different therapist. Therapist 2 (male) worked 

-v-Ii th three different co-therapists and was a co-therapist in 



GROUP 
NUMBER 

4 

5 

9 
I 

I 

10 

14 

15 

18 

19 

26 

27 

TABLE 7 

PERCEPTION OF SEX-ROLES BY DIFFERENT GROUPS 
OF THE SAME CO-THERAPY TEAM 

TiffiRAPIST FEM "NIT MASC LEVELS OF THERAPIST 
SIGNIFICANCE 

-· 
21-Fema1e 0 8 0 .90 4-Ma1e 

0 8 1 

5-Fema1e 6 2 0 .99 8-Ma1e 

6 2 0 

2-Ma1e 1 6 0 .99 14-Ma1e 

1 7 0 

17-Ma1e 3 6 0 .90 19-Male 

2 6 0 

11-Fema1e 0 4 0 .99 12-Fema1e 

0 7 0 

FEM "N" MASC LEVELS OF 
SIGNIFICANCE 

5 3 0 .95 

5 4 0 

0 6 2 .50 -...] 
-...] 

0 8 0 

0 6 1 .50 

0 5 3 

4 5 0 .50 
1 7 0 

1 2 1 .70 

1 6 0 
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four of the groups studied. Therapist 13 (female) also 

worked with three different co-therapists and was a leader in 

three of the groups studied. The other eight therapists 

studied worked with two other co-therapists. Six or the 

therapists were leaders in two groups in the study and two 

were leaders ror three groups. 

The sixth hypothesis is stated in the null as follows: 

Members of different groups do not differ in 
their perceptions of the sex-role characteris­
tics of the same therapist v-rhen working with a 
different co-therapist. 

As indicated in table 8 in no case could the null hypothesis 

be rejected. 

Hypothesis VIII 

The sample for testing hypothesis VIII consisted of the 

h.Jenty-five groups having members of both sexes (five groups 

had no male members). In sixteen groups there were more 

female members than male members. Only two groups had more 

males than females,and seven groups had an equal distribution 

of males and females. 

The eighth hypothesis is stated in the null as follows: 

The sex of the group members makes no differ­
ence in the group members' perception of the 
sex-role characteristics of the leaders. 

As illustrated in table 9, in no case could the null hypothe-

sis be rejected. 

Discussion or Findings HyPothes_es V, VI, and VIII 

The very high levels of significance obtained in testing 
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TABLE 8 

SEX-ROLE PERCEPTIONS BY DIFFERENT GROUPS OF THE SAME 
THERAPIST WHEN \olORKING WITH DIFFERENT CO-THERAPISTS 

THERAPIST CO- GROUP FEM "N" MASC LEVEL OF 
THERAPIST NUMBER SIGNIFICANCE 

1 (Male) 19 (Female) 1 0 6 2 .70 
11( Male) 12 0 4 0 

20 {FemaleT ~2\Male) · 2 0 
~ 0 .99 

7 (Female) 2_3. 0 ,o 
17 {Male) lt) ~Male) 17 0 9 0 .50 

19(Male) 18 3 6. 0 
18(Hale) I . 17 0 9 0 .5o 
19 (Male) 19 2 ·6 0 

19(Male) I 18 3' 0 .0 ·.90 
19(Male) 19 2 .· 6. '0.' . ' .. 

-· 
5 (Female) ] (Male} / 

-
10 ··~ 2: 0 .99 

8 (Female} , 24 2 0 

1 
t5 ~Male) 9 I 6 2: .o .99 
8 (Female) 24_ 6 2 '. 0 
t5 ~Male}, 

' l~ ~ 
2, 0 ·, .99 

8 (Male) 2 0 
5 (Male) 7 (Female) b 0 ~ 0 .99 

2 (Male) 20 0 0 

14 {Female) 3 ~Female J 3 1 3 1 .~o 

13 (Female) 28 0 3 0 .. 
~(Male) 2 2 0 .50 7 (Female) 0 
6 (Female) 23 0 5 0 -

.10 It> (Female ) 3 ~Female) ~c 3 1 0 
15 (Female) 29 0 I 6 0 

2 (Male) 20 ~Female) 
14 

0 ~ 0 .t50 
1_1± (Male) 1 0 - .99 20 (Female) 2 g ~ 0 
5 (Male) 20 0 ·-·-=---- 0 .()0 1~ ~MaleJ ~~ 

1 6 
5 0·1ale) ·o i 6 0 
20~Female) 2 

0 i 5 
0 .80 

14 (11ale) 15 1 7 0 
11_! ~Male~ ~~ 1 7 0 .t50 
5 (Male) 0 6 0 

1?+ ~Male~ i~ 
1 6 0 I .99 

14 (Male) 1 7 0 -
·-· 

6 (Male}-- l § 0 I .t>O 13 (Fe·ma1e) 7 1 
7 (Hale) 8 0 0 

-r--rnaieJ 7 ' 1 -~ 0 I .~o 

1!± (Female) 28 0 0 
7 (Male) 0 0 5 0 I .99 

14_ (Female) 28 0 0 
-
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GROUP SEX OF NUHBER 
NU!-IDER GROUP OF GROU:F 

ME!ffiER MEMBERS 
1 M 3 

F 5 
2 M 1 

F 4 
3 M 3 

F 2 
4 M tt F 
5 M ~ F 
7 M 3 

F 3 
tl M 2 

F 3 
9 M ~ F 

10 M 3 
F 5 

11 M 3 
F 2 

12 M 1 
F 3 

14 M 2 
F s 

15 M 2 
F 6 

TABLE 9 

SEX-ROLE PERCEPTION BY MALE AND FEMALE 
GROUP MEMBERS TO CO-THERAPISTS 

THERAPIST FEM "N" MASC LEVEL OF\THERAPIS~ 
SIGNI-
FICANCE ' 

19 1 2 0 .99 1 
(Female) 2 3 0 (Male) 
6 o- 1 0 ~99 2 
(Female) 0 4 0 ·(Male) 

ly__ 1 1 1 .cro 3 
(Female) 0 2 0 (Male) 

21 0 tt 0 ~99 4 
(Female) 0 0 (Male) 

21 0 3 1 ~eo ''4-
(Female) 0 5 0 (Hale) 

13 0 3 0 ~eo 7 
(Female) 1 2 0 (Male) 

13 0 2 0 ~99 7 
(Female) 0 3 0 (Male) 
:? 3 1 0 ~99 tl 
(Female) 3 1 0 (Male) 
~ 3 0 0 .70 e 
(Female) 3 2 0 (Male) 
9 0 3 0 .99 10 

(Male) 0 2 0 (Male) 
1 0 1 0 .99 11 

(Male) 0 3 0 (Male) 
2 0 4 0 ;90 14 

(Male) 1 0 (Male) 
2 0 2 0 ,95 14 

(Male) 1 5 0 (Male 

FEM 11 N11 MASC 

0 2 1 
0 4 1 
0 1 0 
0 4 ·o 
0 3 0 
1 1 0 
2 2 0 
3 1 0 
3 1 0 
2 3 0 
0 3 0 
0 3 0 
0 2 0 
0 3 0 
0 3 1 
0 3 1 
0 3 0 
0 5 0 
1 2 0 
1 1 0 
1 0 0 
2 1 0 
0 4 0 
0 1 

I g 2 0 
3 3 

LEVEL OF 
SIGNI-
FICANCE 

.95 

~99 

.70 

~tlO 

~70 

.99 

~9.9 

~99 

~99 

;95 

~90 

.90 

.50 

o:> 
0 



---

GROUP SEX OF NUMBER THERAPIST 
NUMBER GROUP OF GROUP 

MEJiffiER MEMBERS 

16 f-1 2 15 
F 3 (Male) 

17 11 ~ 17 
F (Male) 

lt.S M ~ 17 
F (Male) 

19 M 
_tt 17 

F (Male) 
20 M 3 2 

F 3 (Male) 
21 M 2 1 

F 2 (Female) 
24 M 

~ 5 
F (Female) 

2;, M ~- 9 
F (Female) 

26 M 1 11 
F 3 (Female) 

.27 M 2 11 
' 

F 5 (Female) 
29 M ~ 1:? 

F (Female) 
30 M 1 l7 

F 5 (Female) 

TABLE 9 (continued) 

FEM "N" MASC LEVEL OF THERAPIST 
SIGNI-
FICANCE 

0 2 0 .80 16. 
0 2 1 (Male) 
0 4. 0 ~99 lti 
0 5 0 (Male) 
1 3 0 .9.9 19 
2 3 0 (Male) 
0 ~ 0 • .so 19 
2 0 (Male) 
0 3 0 .99 '5 
0 3 0 (Male) 
0 2 0 .?0 2 
1 1 0 (Female) 

~ 0 0 .50 5' 
2 0 (Female) 

1 3 0 .95 10 
2 3 0 (Female) 
0 1 0 .99 12 
0 3 0 (Female) 
0 2 0 .99 12 
0 5 0 (Female) 
0 2 0 .9Cf 16 
0 4 0 (Female) 
0 1 0 .99 lts 
0 5 0 {Female) 

FEM "N" MAS C 

0 2 0 
1 2 0 
1 3 0 
0 5 0 
1 3 0 
3 2 0 
0 

~ 
0 

1 0 
0 3 0 
0 3 0 
0 2 0 
1 1 0 
0 t 0 
0 0 
2 2 0 
2 3 0 
0 0 1 
1 2 0 
0 2 0 
1 4 0 
0 2 0 
0 4 0 
0 1 0 
0 5 0 

LEVEL OF 
SIGNI-
FICANCE 

.80 

.~o 

-70 

.tso 

.99 

.?0 

.99 

~95 

.?0 

.90 

~99 

.99 

o:> 
1-' 



82 

these hypotheses indicated that the responses of the group 

members are not due to the· phenomenon of transference, but 

rather that the therapist is being perceived as the real 

person he is. These findings agree with Stevens 1 (1971). study 

showing that patients readily picked up the therapists• 

actual values and perceptions during the process of' therapy. 

Hypothesis VII 

In testing this hypothesis,the Kolmogorov-Smirnoff one­

tailed, two sample test was used. The cumulative distributions 

of the two samples were compared to determine the amount of 

agreement between the two sarnples. The one-tailed test was 

used to determine if the therapist 1.-ri th the higher profession­

al status was seen in the masculine role and the therapist 

with the lower professional status in the feminine role. 

The sample in testing this hypothesis consisted of 

thirteen psychotherapy groups in Hhich the co-therapists had 

different professional status. A total of ten co-therapy teams 

were tested. Group 1 1r1as led by a co-therapy team consisting 

of a male minister and a female nurse. The same minister also 

led group 12 with a male social worker. A female psychiatrist 

and a male psychologist were the co-therapists for groups 4 
and 5. Groups 9 and 10 were led by a male psychiatrist and 

a female nurse. Groups 14 and 15 were led by a male social 

Horker and a male therapist aide. The same social worker 

Has also co-therapist with a different therapist aide in 



group 20. Group 23 was led by one female social worker and 

a female therapist aide. In group 29 a f'emale nurse and a 

female aide were co-therapists and in group 16 the co-thera­

pists were a male psychiatrist and a male doctoral student. 

The seventh hypothesis was stated in the null as 

follows: 

The professional status of' the therapist v-rill 
make no diff'erence in the sex-role perception 
of' them by group members. 

As indica ted in Table 10, the null hypotheses could only. be 

rejected in three of the groups. In groups 4, 9,- and 10 the 

therapist with the higher status was seen toward the mascu-

line sex-role and the therapist with the lesser status toward 

the feminine sex-role. However, four of' the groups (1, 12, 

14, and 15) showed the opposite direction, that is the higher 

status toward the feminine sex-role and the lower status to-

ward the masculine sex-role. Three of the groups (20, 23, 

and 29) showed the same distribution between the therapists. 

Discussion of' Findings Hynothesis VII 

The one doctor-nurse team studied (groups 9 and 10) 

showed the f'emale nurse in a feminine sex-role with the male 

psychiatrist toward the masculine sex-role. This would agree 

with the comments of Rosenbaum (1971) and DeYoung and Tower 

(1971) that the nurse might be seen in a more dependent role 

(feminine role) when working -v.ri th a psychiatrist since nursing 

is traditionally dependent to the medical profession. However, 
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TABLE 10 

SEX-ROLE PERCEPTION BY GROUP MEMBERS OF 
THERAPISTS HAVING DIFFERENT PROFESSIONAL STATUS 

GROUP CO- STATUS OF FEM "N" MASC LEVEL OF 
NUMBER THERAPISTS CO-THERAPISTS SIGNIFICANCE 

1 19 (Female) 2 3 5 0 * 1 (Male) 3 0 6 2 
4 21 (Female) 1 0 8 0 .o5 

4 (Male) 2 5 3 0 
5 21 (Female) 1 0 8 1 ) .o5 

4 (Male) 2 5 4 0 
9 8 (Male) 1 0 6 2 .01 

5 (Female) 2 6 2 0 
10 8 (Male) 1 0 8 0 .01 

5 (Female) 2 6 2 0 

11 9 (Male) 2 0 5 0 > .o5 
10 (Male) 3 2 3 0 

12 11 (Male) 2 3 1 0 4 1 (Male) 3 0 4 0 

14 2 (Hale) 2 1 4 0 * 14 (Male) 3 0 6 1 

15 2 (Male) 2 1 7 0 * 14 (Male) 3 0 5 3 
16 15 (Male) 1 0 4 1 > .05 

16 (Male) 3 1 4 0 

20 2 (Male) 2 0 6 0 * 5 (Male) 3 0 6 0 

23 6 (Female) 2 0 5 0 * 7 (Female) 3 0 5 0 

29 16 (Female) 2 0 6 0 * 
15 (Female} 3 0 6 0 

* == No Consensus 
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the same nurse was also perceived in the feminine sex-role 

when working with another female nurse (group 24). From 

these results it might be concluded that this particular 

nurse demonstrates only the behaviors descriptive of the 

feminine sex-role. 

The female nurse working with a male minister (group 

1) was also seen toward the feminine sex-role with the minis­

ter being perceived toward a masculine sex-role. It is 

interesting to note that a male social worker when working 

with the same minister (group 12) was seen in the feminine sex­

role. 

The investigator from personal knowledge of the theor­

etical backgrounds of the therapists and the findings dis­

cussed here agrees with Atrachan (1967) and Berger (1970) 

that the personality and the training of the therapist has 

more effect on the group setting than the professional status 

or the sex of the therapist. 

Sunnnary 

In testing Hypotheses I, II, and III using the tighter 

definitions of masculine and feminine sex-roles~ thirty out 

of thirty of the male therapists were not seen in masculine 

sex-roles. Twenty-five out of the thirty female therapists 

were not seen in feminine sex-roles. With the looser defini­

tions of masculine and feminine sex-roles, the perception- of 

the group members toward the male therapist remained the same; 
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however, only sixteen out o~ the thirty ~emale therapists 

were not seen in a feminine sex-role. 

In testing Hypothesis IV in conjunction with Hypo­

theses I, II~ and III, when using the tighter definitions of 

masculine and feminine sex-roles, the thirty groups came to 

a consensus of about fifty-seven of the sixty therapists 

studied. When using the looser definitions of masculine and 

feminine sex-roles, the thirty groups came to a consensus on 

the sex-roles o~ forty-one o~ the sixty therapists. 

The high levels o~ significance ~ound in the testing 

of Hyuotheses V, VI, and VIII indicated that the group members 

perceived the therapists in the same sex-roles, regardless of 

the sex of the group member or the co-therapist the therapist 

was working with. o·nly three out of the thirteen cases could 

be re ,jec ted when tes tlng Hypothesis VII regarding the thera­

pist with the higher professional status being perceived in 

the masculine role and the therapist with the lower status 

in the feminine role. 



CHAPTER V 

The present study was designed to investigate the sex­

role perception of group members toward their therapists in 

psychotherapy groups led by co-therapists. Additional pur­

poses for the study were: to determine whether or not the 

group members perceived the therapists' in the same sex-roles, 

to determine whether or not different groups led by the same 

co-therapy tearns perceived therapists in the same sex-roles.,_. 

to determine whether or not different groups led by different 

co-therapy teams having one therapist in common perceived 
,..· 

that therapist in the same way, to determine if the sex of 

the group member made a difference in the sex-role perception 

of the therapist and to determine if therapists from differ-

ent professional disciplines working as co-therapists were 

perceived dif'ferently, with the therapist from the higher 

professional status seen in the masculine role and the therapist 

from the lower status seen in the feminine role. 

A non-parametric q'J;la-:Li ta ti ve descriptive design was 

chosen for this study. The instrument used in the collection 

of the data v.ras a questionnaire developed by the investigator 

and validated by a panel of' experts. The subjects were select-

ed for the study by convenience sample. Thirty psychotherapy 

groups were studied: ten led by male/female co-therapy teams, 
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ten led by male/male co-therapy teams, and ten led by female/ 

female co-therapy teams. The Kolmogorov-Smirnoff tests were 

used in the statistical analysis of the data. 

Two definitions for masculinity and ferninini ty were 

used in the study: the tighter definition for masculinity/ 

femininity allowed no overlapping of the sex-role traits; 

the looser definition was considered more conservative in 

rejecting the null hypotheses. 

The results of the study showed that the therapists 

were not necessarily seen in the sex-role stereotypes be­

longing to their true sexual identity. In fact, one hundred 

percent of the male therapists were not seen in a masculine 

sex-role using both the tighter and looser definitions of 

masculinity a.nd femininity. li\Then using the tighter defini­

tion of masculinity/femininity, eighty-three percent of' the 

female therapists were not seen in feminine sex-roles. · 1tfuen 

testing the total group perception of the therapists' sex­

roles, seventeen percent of the females were seen in feminine 

sex-roles and ten percent of the males were seen in feminine 

sex-roles. vlhen using the looser definitions of masculinity/ 

femininity, seventy-three percent of the females were not seen 

in feminine sex-roles. ~~en testing the total group perception 

of the therauists 1 sex-roles, twenty-seven percent of the male 

therapists were seen in feminine sex-roles and thirty percent 

of the female therapists were seen in feminine sex-roles. 



There was a high level of agreement between the group 

members' perception of the therapists' sex-roles, regardless 

of the sex of the group member or the co-therapist the thera­

pist was working with. or the thirteen groups having co-thera­

py leaders rrom different professional disciplines, the nu,ll 

hypotheses could be rejected in only three cases. In twenty­

three percent of the groups, the group members perceived the 

therapist rrom the higher status toward the masculine sex-

role and the therapist from the lower status toward the fem­

inine sex-role. Thirty-seven percent or the groups per-

ceived the therapists in the opposite direction, that is, 

the lesser status toward the masculine sex-role and the great­

er status toward the feminine sex-role. Twenty-three per­

ceived the the rapists in the same way. 

Recommendations 

Based upon the findings of this study, the researcher 

makes the following recommendations: 

1. Future studies to determine how the therapists perceive 

their own behavior as well as that of their co-therapist. 

2. Future studies to determine how the therapist~ perception 

of their own behavior correlates with the group members' 

perception. 

3. Future studies to determine if one therapist is seen in 

a dominant role and the other in a less dominant role. 

4. Future studies to determine reasons behind a therapist's 
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selection of another therapist for a co-therapy team 

leader. 

5. Further studies to determine the effect of different pro­

fessional disciplines working as team members, on the 

group members 1 perceptions of the therapists 1 sex-roles; 

especially doctor-nurse teams working in the hospital 

setting. 

6. Further development of a reliable instrument to determine 

the sex-role identification of the the rapists by group 

members. 

7. Develop further roe thods for effective evaluation of the 

co-therapy team approach. 

8. Further studies to determine if the theoretical framework 

of the therapist makes a difference in the group members 1 

perception of the the rapists 1 sex-roles. 

9. Further studies to determine if therapists view their 

clients according to sex-role stereotypes. 

10. Further studies to determine if the therapists' perception 

of the client's sex-role affects the therapists' perception 

of the client 1 s mental health status. 

Implications 

Based upon the findings of this study, the following 

implications seem justified: 

1. Need to educate therapists in tlie recent trends toward 

androgynous sex-roles. 
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2. Opportunities should be provided for the rapists to iden­

tify and evaluate their reelings and reactions to sex-role 

related behaviors exhibited by co-therapists and clients 

in the group setting. 

3. Training for therapists should include increased emphasis 

upon the continual exploration by the therapist of. his . 

own systems of beliefs and values and their effect upon 

the therapeutic process. 

4. Continued exploration of identity conflicts of therapists 

resulting from the changing premises of psychiatric prob­

lems and the fusion of the different professional disci­

plines, especially doctor-nurse teams working in the 

hospital setting. 

5. Provide interdisciplinary groups for co-therapists to 

discuss and resolve common problems and conflicts arising 

in the co-therapy treatment approach. 

Cone 1 us ions 

Based upon the findings of this study, the folloHing 

conclusions were made: 

1. The therapists were not seen in traditional masculine/ 

feminine sex-roles. 

2. The group members' perceptions of their therapists' sex­

roles goes beyond the phenomenon of transference as the 

group members perceived the therapists consistently in the 

same roles. 
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J. The personality of the. therapist has a greater er~ect on 

the group members perceptions of the therapists' sex-roles 

than the sex or the professional status of the therapist. 
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GROUP NUMBER OF 
NUMBER MEHBERS 

1 8 

2 5 
' 

' 

3 5 

4 8 

s 9 

6 4 
7 6 

8 5 

9 8 

10 8 

APPENDIX I 

MALE/FEMALE CO-THERAPY TEAMS 

THERAPIST PROFESSIONAL 
FEMALE A STATUS 

19 Nurse (2) 

6 Social Worker (2) 

14 Social Worker (2) 

21 Psychiatrist (1) 

21 Psychiatrist (1) 
' 

7 Therapist Aide (3) 

13 Social Worker {2) 

13 Social Worker {2) 

s Nurse (2) 

5 Nurse (2) 

THERAPIST 
MALE B 

1 

2 

3 

4 

4 
5 
6 

7 

8 

8 

PROFESSIONAL 
STATUS 

Minister (3) 

Social Worker (2) 

Social Worker (2) 

Psychologist (2) 

Psychologist (2) 

Therapist Aide (3 

Social Worker (2) 

Social Worker (2) 

Psychiatrist (1) 

Psychiatrist (1) 

"' "' 



GROUP NUMBER OF 
NUMBER MEMBERS 

11 5 

12 4 

13 4 

14 7 

15 8 

16 5 
17 9 

18 9 

19 8 

20 6 

APPENDIX II 

MALE/MALE CO-THERAPY TEAMS 

THERAPIST PROFESSIONAL 
:HALE A STATUS 

9 Nurse (2) 

1 Minister (3) 

12 Psychiatrist (1) 

2 Social Worker {2) 

2 Social Worker (2) 

15 Psychiatrist (1) 

17 Minister {3) 

17 Minister (3) 

17 Minister (3). 

2 Social Worker (2) 

THERAPIST 
MALE B 

10 

11 

13 

14 

14 

16 

18 

19 

19 

5 

PROFESSIONAL 
STATUS 

Minister {3) 

Social Worker (2) 

Psychiatrist {1) 

Therapist Aide {3 

Therapist Aide {3 

Doctoral Student 

Minister {3) 

Minister (3) 

Minister {3) 

Therapist Aide (3 

) 

) 

{3) 

1-l 
0 
0 



GROUP NUMBER OF 
NUMBER MEMBERS 

21 4 
22 4 
23 5 

24 8 
I 

25 9 

26 4 
27 7 

28 3 

29 6 

30 6 

APPENDIX III 

FEMALE/FEMALE CO-THERAPY TEAMS 

THERAPIST PROFESSIONAL 
FEMALE A STATUS 

1 Nurse (2) 

3 Social Worker (2) 

7 Therapist Aide (3) 

5 Nurse (2) 

9 Social Worker (2) 

11 Technician (2) 

11 Technician (2) 

13 Social Worker (2) 

15 Therapist Aide (2) 

17 -Social Worker (2) 
.-

THERAPIST 
FEMALE B 

2 

4 
6 

8 

10 

12 

12 

14 

4 
18 

, 

-· ' 

PROFESSIONAL 
STATUS 

Nurse (2) 

Nurse (2) 

Social Worker (2) 

Nurse (2) 

Nurse (2) 

Technician (2) 

Technician (2) 

Social Worker (2) 

Nurse (2) 

Social Worker (2) 

f-l 
0 
f-l 
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APPENDIX IV 

Below is a list of descriptive words and phrases. For each 
Hord or phrase, determine if in our culture it would be consi­
dered a masculine or a feminine characteristic. If it applies 
equally to both sexes, check both. rr it applies equally to 
neither sex, check neither. 
Hasculine Feminine Neither Both 

aggressive 

directive 

acpepting 

supportive 

understanding 

protective 

powerful 

caring 

gentle 

kind 

decision-maker 

enthusiastic 

spontaneous 

intellectual 

tells-it-like-it-is 

realistic 

s traigh t-for-vmrd 

logical 

problem-solver 

has strong opinions 

helpful 
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APPENDIX V 

This study is being conducted by a graduate student 

at Texas Woman's University. The purpose of the study is to 

collect data about co-therapy treatment groups. Involvement 

is the choice of each individual group member. All answers 

will be con~idential, and only the investigator will have 

access to the questionnaires. After completing the question­

naire, please place the questionnaire in the envelope provided 

and seal the envelope be~ore returning it to your group 

leaders. 
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APPENDIX VI 
Your sex -------------------

Below is a list of descriptive words and phrases. For each 
v-rord or phrase check the therapists for whom it best applies. 
If it applies equally to both therapists check both. If it 
apnlies equally to neither therapist check neither. 

1 = 

2 = 

---

aggressive 

accepting 

supportive 

directive 

understanding 

protective 

powerful 

caring 

gentle 

kind 

decision-maker 

enthusiastic 

spontaneous 

intellectual 

tells-it-like-it-is 

stra~ght-forward 

logical 

problem-solver 

has strong opinions 

helpful 
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