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ABSTRACT 

This research addressed role loss in Chronically Mentally 111 

women and its effect on rehabilitation from a feminist perspective. 

Review of the literature included the areas of sex role stereo

typing of the Chronically Mentally 111, treatment of women within the 

mental health system and the concept of partial hospitalization. 

The study demonstrated there is role loss in Chronically 

Mentally 111 women, and there is a difference in how Chronically Men

tally Ml women describe women on the Broverman Semantic Differential 

as compared to a comparison group of female health care employees. 

Implications are discussed relevant to providing other options 

for these women on both social and therapeutic levels. Recommendations 

are offered with respect to education, training and vocational place

ment. Strong consideration was given to role free treatment modalities 

for the Chronically Mentally 111 women. 



CHAPTER 1 

INTRODUCTION 

I believe it is one of the most important functions of the 
therapist to help all people who are considering fundamental 
changes in their sex role expectancies and other learned 
behaviors to anticipate fully the feelings that may accompany 
these changes, not the least of which may well be some mourn
ing for a renounced part of one's being. It may be that only 
after this difficult emotional labor will the ego feel the 
deepest joys of liberation. It is not appropriate for a 
therapist to help a patient deny the former importance of her 
older values by rationalizing away their earlier significance 
in her life; or by advancing new ideologies without regard for 
what these may mean for this particular patient. (Elizabeth 

Friar Williams, 1976, p. 211). 

There exists in psychiatric Day Treatment, a group of Chroni

cally Mentally 111 women (CMI) who are not actively psychotic, who 

perform daily living skills in a satisfactory manner, and who have 

reached an adequate level of social and emotional functioning. These 

women, however, are either unwilling or unable to take the final step 

of rehabilitation by seeking employment, or at least by abandoning 

their role of mental patient for that of functioning adult women. 

Goals for these women are usually generated by the therapist 

and possibly agreed to by the client. They often include the return 

to a previous level of functioning, or the attainment of a level of 

functioning higher than that which had previously been experienced. 

If the client does not meet the goals that have been set, she 

is often viewed by the Treatment Team as either being overly dependent 

1 
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on the Mental Health System, or Is seen as suffering from a greater 

degree of psychopathology than previously believed. 

If unmet goals are viewed as a direct cause of over dependency, 

the client usually has her treatment hours decreased. If these same 

unmet goals are viewed as a direct cause of a more severe degree of 

psychopathology, her hours are often increased, and psychotropic drugs 

may be prescribed for the first time. If she is already receiving 

chemical treatment, her medication may be changed or increased. In 

any case, the client often becomes more dependent on the Mental Health 

system, and the issue of role loss is not addressed. 

Day Treatment exists within the boundaries of the medical model 

and treatment of clients is based on their past history. Role loss is 

viewed as a sociological concept and therefore is not addressed; indeed 

it is often viewed as naive to be concerned with this concept in the 

face of "known" psychopathological facts. 

A therapist who is aware of the emergence of a feminist oriented 

view of women in mental health becomes caught in a conflict between the 

biologically based psychiatric framework and a feminist analysis of 

the problem. Sometimes the conflict centers on contradictions between 

the two models, at other times it centers on the resistance of the 

medical approach to recognize, validate and incorporate a more holis

tic view of women in treatment. If the therapist is willing to con

sider contributions from both the medical model and feminist view5 on 

treatment, ultimately the client would benefit and the rehabilitation 

process could be accelerated. The literature review will further 



examine and explain the psychological importance of the sociological 

position of women as well as feminist views on treatment. 

Statement of Purpose 

The purpose of this study is to identify the psychosocial 

aspects of role loss as they relate to the diagnosis and treatment 

of CM I women. This emphasis will help expand the cognitive under

standing of therapists beyond the limitations of the exclusively 

medical/psychiatric approach to treatment of CM I women. 

Rationale 

This researcher offers the following rationale for the in

clusion of role loss as a treatment issue forCMI women: 

1. Inclusion of role loss as a treatment issue for CM I women 

can improve and expand treatment methods used by therapists. 

2. In facilitating and improving the treatment methods, the 

clinets1 (CMI women) rehabilitation will also be facilitated 

and improved. 

Assumptions 

The following assumptions have been made in presenting this 

study: 

1. CMI women can achieve an improved level of functioning. 

2. The relationship between improved treatment methods and 

rehabilitation is positive. 
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3. To the extent that current treatment methods derive exclu

sively from a psychiatric approach, they are inadequate 

in meeting the needs of the CMI women studied. 

4. The comparison group is typical of the general population 

of adult women. 

5. The sample group of CMI women is typical of the general 

population of CMI women in Day Treatment programs. 

Limi tations 

The following limitations need to be considered in this 

research. This researcher's experience is primarily limited to 

working with CMI women at a Day Treatment program in Tucson, Arizona. 

The population sample is limited to 10 CMI women in treatment at this 

Tucson faci1i ty. 

Experimental Questions 

1. Is there evidence of role loss in CMI women in Day Treatment? 

2. Do CMI women differ in how they describe women on the Brover-

man Semantic Differential as compared to a comparison group 

of female health care employees? 

Definition of Terms 

Chronically Mentally 111 (CMI)— Persons who suffer from impaired 

emotional and behavioral functioning, who have difficulty remaining in 

the community without supportive services, who suffer from severe and 

persistent mental disabilities (not including mental retardation, or 
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organic brain syndrome), and who have a psychiatric diagnosis of 

schizophrenia. 

Decompensation — The movement from a higher level of psychosocial 

functioning to a lower level of this functioning. 

Feminist — One who holds the theory of the political, economic, 

and social equality of the sexes. 

A feminist-oriented therapist is one who helps a woman to 
examine how she learned from the culture the behaviors and 
emotions expected of her as a "normal woman": behaviors 
and emotions she now may find bar achievement of her full 
potential... (Elizabeth Friar Williams, 1976, p. 19). 

Role — A collection of socially expected patterns of behavior 

determined by gender and thought to constitute meaning and appropriate

ness to a person occupying a particular status in society (e.g., mother, 

wife, daughter). (Adapted from William E. Cole, 1962, p. 214.) 

Role loss — The loss of any one (1) or more of the elements of 

role (e.g., behavior patterns, meaningfullness, status). 

Partial Hospitalization — Psychiatric program which provides an 

intermediate level of treatment to patients whose psychiatric condition 

is such as to require less than 2k hour a day in-patient care, but 

more than weekly outpatient care. 

Psychosis — Fundamental derangement characterized by defective 

or lost contact with reality. 

Psychotropic Drugs— Medications used to chemically control and/ 

or modify behavior (e.g., chlorpromazine, phenothiazines). 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The following review of the literature covers the areas of 

women, sex roles, the chronically mentally ill, the mental health 

system, and partial hospitalization with an emphasis on the psychosocial 

aspects of role and role loss as well as descriptions of the existing 

mental health system. 

Women 

...the nature of women's life in our socicty is a constant 
adjustment of one unrelated role after another...it was a 
loss of all these selves that each of us had been. (Janet 

Harris, 1975, p. 12.) 

Women in our society have expectations placed on them from 

the time they are very young. A young girl is handed the role student 

and daughter. From this role she advances to that of wife and mother. 

These roles are not a few of many, but the very foundation around 

which women build their lives. Harris continues her observations with 

a question: 

Was it possible for a woman in the absence, for the first time 
in her life, of demands, values, and rewards established by 
others—to find herself in the scattered pieces of all the 
parts she had played and in effect to create herself and a life 
to be lived on her own terms? (Janet Harris, 1975, p. 17.) 

A woman who does what is expected of her by following tradi

tional roles, finds that at a certain age, her life long role of 

6 
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mothering has become unnecessary and obsolete. She is faced with the 

freedom of choosing a new role for herself. She has, however, no 

practice in this area, asshehas always been directed toward roles 

society has set for her. With the lack of experience in choosing for 

herself, coupled with the loss of a familiar and a comfortable role, 

women must forge ahead into a nebulous and confusing part of their 

1ives. 

If a woman decides to enter the work force, she finds her 

years as a homemaker have indeed injured her opportunities in the 

business world. 

The most severe penalties in pay are not connected with a 

woman's educational level, but with the number of years she 
has been out of the labor force as a homemaker. (Gail Sheehy, 
1976, p. 381.) 

Gail Sheehy's research found in the book Passages, also finds 

that the potential for this situation arising is great. 

Ninety percent of women between the ages of 30 and kk have no 

college degree. Most of them expected to be caregivers for
ever. (Gail Sheehy, 1976, p. 381*) 

Should these same women eventually find themselves employed 

outside the home (either out of necessity or out of a personal desire), 

they are likely to encounter criticism of their employment. In Sex, 

Gender, and Society, Ann Oakley states, 

...universal opposition to the employment of mothers when 
their children are young...neglect of children and household 
duties were given as reasons for opposition to maternal employ
ment, and almost everywhere popular opinion believed that dif
ferent occupations were proper to the two sexes, with the 
woman's role centered on the home. (Ann Oakley, 1972, p. 130.) 
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Women involved in the welfare system also face society's 

pressure to strive for traditional roles. This pressure directly 

affects many Chronically Mentally 111 women who depend on government 

assistance. (One hundred percent of the Chronically Mentally 111 

women in this study rely on government assistance as their primary 

source of income.) 

In Sisterhood is Powerful (An Anthology of Writings from the 

Women's Liberation Movement), Carol Glassman asserts, 

Welfare is one of our society's attempts to preserve the 
traditional role of woman as childbearer, socializer, and 
homemaker...the welfare board keeps a running file on all 
wives. Case records include such things as evaluation of a 
welfare woman's housekeeping, her ability to budget her 
small income and pay her bills, and her 'moral standards.' 
Likewise she is often scorned for activities that take her 
outside her home. (Robin Morgan, 1970, p. 103•) 

It is often felt by people working with welfare women, that 

there is something wrong with them and that the women they serve have 

somehow failed. They have to accept money they have not earned because 

they are unable to find and keep men to support them and their children. 

Glassman continues: 

Throughout the welfare department one finds the combined view 
that poverty is due to individual fault and that something 
is wrong with women who don't have men. (Robin Morgan, 1970, 
p. 10.) 

Women who do attempt to reject welfare and join the work force 

find they must overcome many difficulties. While not only having to 

arrange child care, schooling, transportation, etc., these women may 

also have to face scorn and criticism for leaving their motherly 
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duties to others. If all these problems can be solved and the welfare 

woman is able to find employment, she is then faced with the attitude 

of her employer, that as an employee she is not really valued. "Women 

are made to feel out of place In a work situation, treated less 

seriously and given less pay for equal work." (Karen Sacks/Robin 

Morgan, 1970, p. A63.) 

It appears then that in order for a woman to provide adequately 

for her children, society says her alternative should be acquiring 

and accepting the support of a man. 

In the area of therapy, women are once again faced with pres

sure to embrace traditional roles. There are many therapists who still 

rely on Freud's theories in their treatment of clients. Robin Morgan, 

author of Sisterhood is Powerful, criticizes Freud's approach to treat

ing women: 

Freud's basic theory about women: His major great contribution 
was recognition of woman's dual sexual role. In a biological 
sense it is woman's first task to attract and have a sexual 
relationship with a man...The second task is producing child
ren and assuming the mothering role. (Robin Morgan, 1970, 
pp. 23A-235.) 

If a therapist does follow Freud's interpretation of a woman's 

role, then it is clear that the female client will be counseled to 

have a man in her life, and to seek the role of mother, and caretaker. 

Dr. Natalie Shainess, however warns against this approach. 

The basic attitudes and assumptions made about women influence 
approaches in treatment. The therapist's inability to see 
a woman as a total person can haye serious therapeutic conse
quences. (Natalie Shainess/Robin Morgan, 1970, p. 233.) 
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Dr. Shainess addresses the fact that women indeed have other 

areas of need that require exploration, yet these areas may lie dormant 

due to the therapist's own biases about women and the manner in which 

they should behave. 

Sex Roles 

The concept of sex roles was partially covered in the previous 

section: "Women." This is due to the fact that it is difficult to 

discuss one without addressing the other. 

Sex roles can be demanding and rigid in scope. Jerome Kagan 

speaks of the expectations for women in Psychology Today. 

Sex role standards dictate that the female must feel needed 
and desired by a man. She must believe that she can arouse 
a male sexually, experience deep emotion, and heal the psycho
logical wounds of those she loves. (Jerome Kagan, July, 

1969, P- AO.) 

This role is deeply ingrained in women and not easily sur

rendered for a new different set of sex role standards. Elizabeth 

Friar Williams addresses this phenomenon in Notes of a Feminist 

Therapi st: 

Few feminist writers or therapists pay sufficient attention 
to the depth of feelings that accompany role expectancies. 
The deep desire to be a wife or a mother, for example, may 
indeed be learned from the culture, but this does not make it 
a superficial aspect of the self; on the contrary. All of 
our deepest convictions are learned or culturally conditioned. 
(Elizabeth Friar Williams, 1976, p. 211.) 

Ms. Williams continues to say that role change is a painful 

process, requiring a great deal of work. She states that it is not 

appropriate for the therapist to make light of the client's older 
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values, that these values have been part of the client, and their loss 

may indeed require mourning. 

It may be that as American women age, they will soon be forced 

to e x a m i n e  t h e i r  r o l e s  a n d  m a k e  c h a n g e s .  A t  o n e  t i m e  e n t e r i n g  h e r  k O ' s  

or 50's meant that a woman began to take on a new but very similar role 

to that which she had been accustomed: that of grandmother. Today with 

increased mobility many children move hundreds, if not thousands of 

miles away from their parents. Couples are having fewer children and 

waiting longer to have them, a large number are opting to remain child

less altogether. The role of grandmother may well be out of the reach 

of many aging women. Janet Harris deals with this phenomenon in the 

The Prime of Ms. America.. 

Forty, Fifty. Sixty. Who am I?...For the next twenty years 
we will find ourselves without a metaphysic, filling a role 
without a script, facing a future in which we have no models. 
And we will have a haunting fear that our society in transition-
engulfed by sweeping economic, technological, demographic, 
political, social and moral changes, not only does not yet 
know what to do with us, but has not yet acknowledged our exis
tence. (Janet Harris, 1975, p. 7.) 

Although it is difficult for women to change roles, it may be 

that they will be forced to do so. Yet women receive conflicting 

messages from society. Women have been conditioned to view themselves 

in a stereotypical manner. Deviation from the "norm" receives much 

disapproval. Yet perhaps the norm is becoming unclear. Women are 

told their role is that of caretaker, but when the role runs its 

course, they are left unprepared to take on a new role. Society does 

not appear to be offering new roles as the*old ones disintegrate. 
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In addition to dealing with role issues, women in therapy very 

often must also deal with the fact of victimization. In Notes of a 

Feminist Therapist, Elizabeth Friar Williams expounds on this. 

The psychotherapy of women...has to deal with the psychologi
cal effects of true victimization, such as low self esteem 
and feelings of helplessness. It must also, however, deal 
with the use of this real victimization by some women as a 
defense against recognizing whatever is their own responsi
bility for the place where they are in their lives. Without 
both a sense of responsibility and a feeling of potency, no 
victim can hope to change her situation. (Elizabeth Friar 

Williams, 1976, p. 159.) 

Ms. Williams brings up a very important point in her observa

tion. Until a woman feels she has control of her own life, she cannot 

make the changes that are necessary for treatment to be successful. 

Change can be difficult for anyone, but for the Chronically Mentally 

111, change comes especially hard. If a Chronically Mentally 111 woman 

can blame her lack of progress on the fact that she as a victim has no 

control, she can then alienate herself from all role issues. She 

therefore does not have to face the possibility of changing. This can 

lead her to therapeutic stagnation in which no progress can be made. 

Within the Day Treatment setting, there are many Chronically 

Mentally 111 women who have reached this point. They see themselves 

as victims and continue to grope for graditional female roles which 

at this time are out of their reach. 

The Chronically Mentally 111 

A Chronically Mentally 111 (CMl) person is defined by a group 

of characteristics. Although one or more of these traits may be 



present in others, it is the combination of them that warrants the 

label of CM I. 

Impaired emotional and behavioral functioning interferes with 

the Chronically Mentally Ill's capacity to remain in the community 

without receiving treatment. They have difficulty in seeking local, 

state, and federal assistance to meet their basic needs in such areas 

as housing, medical aide, nutrition, and protective services. The 

Chronically Mentally 111 suffer from severe and persistent mental 

disability, creating in them long term limitations in functioning. 

Affected areas include interpersonal relationships, homemaking, self 

care, employment, and recreation. Persons known to suffer from mental 

retardation or organic brain syndrome do not fall into the category 

of Chronically Mentally 111, even though they may exhibit the same 

characteristics. 

The above description of the CM I is derived from the American 

Psychiatric Association's annual edition of The Diagnostic and Statis

tical Manual of Mental Disorders, 1981. It is the primary resource 

used in diagnosis of psychiatric disease. 

In describing clinical features of schizophrenia (the category 

in which CMI women fall) it is stated: 

The sense of self that gives the normal person a feeling of 
individuality, uniqueness, and self direction is frequently 
disturbed...frequently manifested by extreme perplexity about 
one's identity and the meaning of existence. (Diagnostic 
and Statistical Manual of Mental Disorders, 1980, p. 183.) 
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One of the six characteristics of the prodromal stage is 

"...impairment in role functioning." (DSM III, 1980, p. 185.) In 

the residual phase, problems with role functioning appear aging: 

"...affective blunting or flattening and impairment in role function

ing tend to be more coninon." (DSM III, 1980, p. 185.) 

It is clear then, that the Chronically Mentally 111 do suffer 

from role dysfunction. In the following section, the manner in which 

the Mental Health System treats CMI women and their role loss will be 

explored. 

The Treatment of Women in the Mental 
Health System 

When women are hospitalized for psychiatric problems, they can 

facilitate their release by taking on traditional female roles around 

the hospita1. In Women In Transition (A Feminist Handbook on Separa

tion and Divorce), it is stated, 

Often in order to get released, a woman has to win the approval 
of the hospital staff by proving that she is getting well — 
wearing makeup, doing housewifely chores around the hospital, 
and in general performing the traditional feminine roles. 

(Women In Transition, 1975, p. 410.) 

The corollary also seems to be true according to Dr. Shirley 

Angrist. Former mental patients who were rehospitalized were actively 

rejecting the traditional feminine role prior to their rehospitaliza-

tion. 

In 19^1, Dr. Shirley Angrist compared female exmental patients 
who were returned to asylums with those who weren't. She 
found that rehospitalized women had refused to function domes
tically in terms of cleaning, cooking, child care, and 
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shopping...were more frequently married than their non returned 
counterparts. (Phyliss Chesler, 1972, p. 50.) 

Dr. Angrist found that a higher percentage of married women 

returned to the hospital more frequently than did their unmarried 

counterparts. She also notes a refusal on the part of many re-

hospitalized women to perform domestic duties. 

Chesler notes that, "A double standard of mental health accounts 

for such methodical and ideological practices as defining the normal 

woman as an unemployed housewife." (Chesler, 1972, pp. 50-51.) 

The version of a "normal" woman as described above is dependent 

on her husband for all her needs, yet the National Institute of Mental 

Health in March of 1977 stated that community Mental Health Centers 

should expand "to assist clients to a higher level of independence." 

(Director of National Institute of Mental Health, 1977, p. 5.) Obvious

ly, recommending to a woman that she should be totally dependent on 

another person—even if that person is her spouse—is not assisting her 

to a higher level of independence. 

Professionals in the field of Mental Health, however, have been 

pushing women to be totally dependent on their husbands for years. In 

Abnormal Psychology an example of this kind of attitude is given. 

Whenever sex-role stereotype lines are crossed, clinicians 
enforce the double standard of mental health. For example, 
a 1963 report tells how a male psychiatrist, Dr. Herbert Modi in, 
managed a group of paranoid women back to feminine health: he 
helped them re-establish their relationship with their hus
bands. (McClelland and Watt, Vol. 73, No. 3, 1968.) 

Women in Transition also address this attitude by commenting 

on the focus of some counselors. 
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And those women who seek professional counseling to alleviate 
some of this pain report that some counselors in traditional 
agencies encourage them to keep a failing marriage together 
or imply that they will only be normal again when they have 
established another relationship with a man. (Women 1n 

Transition, 1975, p. 8). 

Thus the mental health system is delivering a mixed message 

to the CMI women in this study: "Be independent and healthy enough 

to leave Day Treatment and go out into the world to claim your position 

as a normally dependent woman 1" When faced with this mixed message, 

it is not surprising that these women often choose to stay in the 

system as dependent clients because that choice is much more consistent 

with the traditional roles they have lost than to move towards self-

sufficiency and independence in the world outside the mental health 

system. These women, as well as the therapists working with them, are 

stuck in this double-bind. While the impact of the feminist movement 

has begun to create new role expectations in the general population, 

its impact on the mental health system, fundamentally entrenched in the 

traditional role expectations, is resistant to change. 

Partial Hospitalization 

Partial Hospitalization is a fairly recent treatment modality 

which operated rarely before the 1960's with only scattered and iso

lated programs since that time. Such programs have become more pre

valent and coordinated with each other in the 1970*s until the 

American Association for Partial Hospitalization finally was formed in 

1979. The movement toward the expansion of this concept has been 

consistent with and an outgrowth of the general movement of mental 
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health treatment away from institutionalization for reasons of more 

humaneness and decreased cost of treatment. The focus of such programs 

has primarily been on the adult, mostly chronic, psychiatric patient. 

Partial Hospitalization programs are often referred to as Day Treatment 

and without them patients would most often be faced with long term 

psychiatric hospitalization. In addition, "the distinct advantages of 

partial hospitalization in minimizing family disruption, social stigma, 

and excessive dependence are well known..." (American Association for 

Partial Hospitalization, 1982, p. 8.) 

According to the guidelines of the American Association for 

Partial Hospitalization, there are four major functions of such a pro

gram, addressing the areas of psychological, interpersonal, primary role 

dysfunction, and occupational. Of these four areas that of primary role 

dysfunction is most pertinent to this study. More specifically, the 

guideline elaborates this function as follows: 

Maintenance of individuals outside of the hospital through 
supportive and rehabilitative services designed for individuals 
with profound social, vocational, and primary role deficits; 
the therapeutic functions are to support and maintain levels 
of independent functioning consistent with the needs of living 
in the community, to prevent deterioration from this level, and 
to improve the quality of life for these persons. (American 
Association for Partial Hospitalization, 1982, p. 10.) 

In carrying out this function, Day Treatment programs must 

develop both a framework and strategies for defining and remediating 

the primary role deficits of the individuals in treatment. Fulfilling 

this set of functions in the case of females in treatment is neither 

as simple nor as clearcut as it may sound. 
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In the first place, there is little resource material avail

able to the program planners. This researcher could find no research 

addressing the Chronically Mentally 111 woman in the Partial Hospi

talization setting dealing with the issue of role loss. Secondly, 

there is no material documenting how the "double standard of mental 

health" as outlined in sections of this paper under Sex Roles, The 

Treatment of Women in the Mental Health System, operates in the Partial 

Hospitalization setting. Therefore, we can not know how it affects 

treatment and rehabilitation of these individuals. 

Third, lacking clarification and sound research for this 

specific population of women in this setting, what defintion of "role" 

does one operate from in identifying goals for remediating role loss 

or dysfunction? Do we use the mental health system's definition of 

"normal" female role which has been shown to be in contradiction with 

"healthy adult?" According to Broverman, Mental Health Clinicians, 

...ratings of a healthy adult and a healthy man did not differ 
from each other. However, a significant difference did exist 
between the ratings of the healthy adult and the healthy 
woman. Our hypothesis that a double standard of health exists 
for men and women was thus confirmed: the general standard of 
health (adult, sex-unspecified) is actually applied to men 
only, while healthy women are perceived as significantly less 

healthy by adult standards. (Broverman, 1972, p. 71.) 

Do we use the internalized definition of the clients themselves per

ceived through the distortions of their illness? Indeed, how do 

we even know what their internalized definition is? Do we use 

societal definitions which in the last twelve years have been 

challenged and are in a state of flux? 
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Fourth, even if we accepted without challenge, what seems to 

be the traditional mental health perception of "normalcy" for women 

as. 

...more submissive, less independent, less adventurous, less 
objective, more easily influenced, less agressive, less com
petitive,... (Broverman, 1972.) 

housewives and mothers, two problems remain to be solved. How de we 

integrate that traditional role-recovery with the goals of partial 

hospitalization variously described as "autonomous and independent 

functioning," "enhancement of productivity in vocational areas or other 

work-related activities" and "realistic and more appropriate thought 

and behavior patterns?" (American Association for Partial Hospitaliza

tion, 1982, pp. 10-12.) For the CM I woman, who is usually divorced, 

has usually lost custody of her children, and who has the stigma of 

severe mental illness to fight in seeking a new mate, is it "realistic" 

and "appropriate" for her to seek return to such a definition of 

"normalcy?" 

Summary of Review of the Literature 

Women in our society have a multitude of roles around which 

they build their lives. Therapists working with women in treatment 

need to see women as whole persons separate and distinct from these 

roles. Sex roles can be demanding and rigid in scope. Role change 

is a painful process, requiring a great deal of work. And yet, as 

difficult as role change is, women often are faced with its occurrence. 
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Women in therapy very often deal with the fact of victimization. Until 

a woman feels she has control of her life, she cannot make the changes 

that are necessary for treatment to be successful. 

The Chronically Mentally 111 are described by a group of charac

teristics. Impaired emotional and behavioral functioning interferes . 

with the CMI's capacity to remain in the community without treatment. 

According to Phyliss Chesler, a "double standard" of mental 

health exists for women. It is this double standard that defines the 

normal woman as an unemployed housewife. And yet it is this same 

system that emphasizes independence and self-reliance as health. 

Partial Hospitalization is a fairly recent treatment modality 

also referred to as Day Treatment. Without these facilities, many 

clients would require long term psychiatric hospitalization. While 

there is adquate literature available on women in general, role loss 

in general, and women in the mental health system in general, there is 

no information which integrates these three categories and applies 

them specifically to CM I women in Partial Hospitalization programs. 



CHAPTER 3 

METHOD 

This chapter covers the methodology of the research, the 

setting in which the research was conducted, as well as a detailed 

description of the subjects involved. Also included is an explanation 

of the research design, the procedure, and the measures employed. 

Sett i ng 

The setting in which the subjects were studied is a Partial 

Hospitalization (Day Treatment Program) in Tucson, Arizona. The 
/ 

staff of this program includes a program director, a psychiatric 

nurse, an occupational therapist, a psychologist, a psychiatrist, 

mental health technicians and a secretary/intake worker. The program 

is funded through Federal, State, and County grants. Although there 

is an option for self-pay, at the time of this study the treatment of 

all current clients was paid for by government grants due to the 

clients' inability to finance their own treatment. 

At the time of this study, there were forty clients in the 

program. Twenty-five were female and fifteen were male. Clients 

are referred to this program from private medical practitioners, from 

in-patient psychiatric hospital settings, clinics, social service 

agencies or from the patient or family of the patient. Referral to 

Day Treatment is made if it is felt that the client's psychiatric 

symptomology is too severe for her to be treated successfully in an 
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out-patient setting. These Chronically Mentally 111 clients would 

require a much longer in-patient stay or would have frequent re-

admission rates to in-patient services if the Partial Hospitalization 

setting did not exist. 

A more detailed description of how this setting functions 

was discussed under Partial Hospitalization in Chapter II and an 

outline of this particular program schedule is contained in the 

Appendix A. Each client's treatment program is based upon an indi

vidualized, goal-focused treatment plan which is formulated, evaluated 

and changed in three-month cycles. In addition, any community 

resources needed for an individual client, such as medical attention, 

housing, etc., are coordinated by the program. Day Treatment operates 

five days a week between the hours of 9:00 A.M. and 2:00 P.M., with 

client attendance ranging from two to five days per week depending 

on functioning level and goals of the treatment plan. 

Subjects 

The subjects studied were ten (10) CMI females ranging in 

age from twenty-one to sixty-five. Nine of the subjects are dependent 

upon public assistance and one upon the pension of her spouse. All 

ten subjects were taking psychotropic medications at the time of the 

study and were clients in the Day Treatment program. Additionally, 

all ten subjects met the following selection criteria: 

1. Chronically Mentally 111 

2. 18 years of age or older 



3. A pre-morbid history indicating a contributory level of 

functioning based on traditional sex-role identification 

as defined by societal norms 

4. No apparent mental retardation 

5. No apparent Organic Brain Syndrome 

6. Currently involved as clients in Day Treatment Program 

7. Participation was voluntary. 

The group of comparison subjects consisted of twelve (12) 

female health care workers in Tucson, Arizona between the ages of 25 

and kS. All participated on a voluntary basis. The selection 

criteria for the comparison group were: 

1. Over 18 years of age 

2. Female 

3- Voluntary participation. 

Research Design 

Two research tools were used in this study. Each CM I subject 

participated voluntarily (Appendix B) in an individual interview and 

were administered the Broverman Semantic Differential. Each subject 

was questioned during the individual interview to obtain information 

pertaining to the following areas: 

1. Psychiatric history 

2. Pre-morbid history 

3. Current social relationships (e.g., significant others, 

living situation, recreational and leisure activities) 
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k .  Present economic situation 

5. Educational background 

6. Treatment goals 

7. Personal life goals 

This interview was designed to obtain factual information in 

order to determine whether there was evidence of role loss among 

these subjects. This information is generalized into a Composite 

Psychosocial Summary found in Appendix C. An individual interview 

was not conducted with the comparison group subjects as it was not 

the researchers intention to determine whether role loss had occurred 

for the women in the comparison group. 

The second tool used in this study was the Broverman Semantic 

Differential, (Broverman, 1971*, in Christensen, Romero and Schneling, 

1977) a copy of which is included in Appendix D. The instrument con

sists of twenty-five dichotomous pairs of characteristics separated 

by seven rating blanks. The middle blank is intended to be used by the 

subject to designate a neutral or an evenly divided choice between the 

pai r of words. 

Background studies which led to the instrument as it now exists 

were begun as early as 1968 by Rosencrantz, Vogel, Bee, Broverman and 

Broverman to "...assess individual perceptions of typical masculine and 

feminine behavior." (Broverman, 1972, pp. 60-61.) Between 1968 and 

1972, the researchers concerned with the impact of the feminist movement 

on traditional role expectations rejected traditional masculinity-

feminity scales in favor of developing their own instrument. They felt 
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that since traditional notions were possibly in a state of flux that 

traditional scales would not be sensitive to and reflect .the.traits 

and behaviors currently assigned to men and women." (Broverman, 1972, 

p. 61.) The first step in developing their own instrument was to ask, 

...100 men and women enrolled in three undergraduate psychol

ogy classes...to list all the characteristics, attributes, 
and behaviors on which they thought men and women differed. 
From these listings, all of the items which occurred at least 
twice (N»122) were selected for inclusion in the questionnaire. 
(Broverman, 1972, pp. 61-62.) 

In contrast to earlier studies of sex-role stereotype in which 

respondents selected.traits from a list, Broverman arranged the 122 

items into bipolar form. 

The concept of sex-role stereotype implies extensive agreement 
among people as to the characteristic differences between men 
and women. Therefore, those items on which at least 75% agree
ment existed among Ss of each sex as to which pole was more 
descriptive of the average man than the average woman, or vice 
versa were termed 'stereotypic'. Forty-one items met this 
criterion. To determine the extent of the perceived differ
ence, correlated t tests were computed between the masculinity 
response (average response to the male instructions) and the 
femininity response to each of the items; on each of the k] 
stereotypic items the difference between these two responses 
was significant (p .001) in both the samples of men and 
women...the average masculinity responses (responses to 'adult 
man1 instructions) given by the male subjects to the 122 items 
correlated nearly perfectly with the average masculinity 
responses given by the female subjects (r = .96). The mean 
femininity responses (responses to 'adult woman1 instructions) 
given by the men and those given by women were also highly 
correlated (r • .95). In addition, the means of the mascu
linity responses given by men and women were almost identical, 
as were the mean femininity responses given by the two groups. 
Thus, we must conclude that sex-role stereotypes cut across 
the sex, socioeconomic class, and religion of the respondents, 
at least in individuals who seek education beyond the high 
school level. (Broverman, 1972, pp. 62-64.) 



Both the CM I population studied and the comparison group were 

administered the Broverman Semantic Differential. 

Procedure 

Of the twenty female CMI clients in the Day Treatment Program, 

six refused to participate. Of the remaining fourteen, two clients 

were unavailable during the period in which the interviews were con

ducted. The twelve remaining women were interviewed and two did not 

meet one or more of the criteria leaving a sample of ten. 

All interviews were conducted between February and April of 

1982 at the Day Treatment facility in Tucson, Arizona where the women 

were in treatment. The specific name of the facility has been omitted 

in order to maintain confidentiality of the clients. Each interview 

took place for an average of one hour, was private, and entirely 

voluntary on the part of the subject. Each volunteer was assured 

confidentiality and no notes were taken by the researcher during the 

interview. Questions were open-ended allowing for the free flow of 

information focusing on the areas outlined above under Research Design. 

The Broverman instrument was administered to the ten CMI sub

jects as a group in May of 1982 during regular Day Treatment Program 

hours. It was administered by the researcher. No verbal instructions 

or explanations other than written instructions on the cover sheet, 

see Appendix D and on the instrument itself (Christensen, 1977, p. 173) 

see Appendix D were given. This procedure was followed in an effort to 

assure that the subjects would not be influenced by the researcher. 

There was no time limit set. The subjects filled out the forms and 

returned them to the researcher upon completion. 
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During April and May of 1982, the Broverman Semantic Differ

ential was also administered to small groups totaling twenty-five 

health care workers, consisting of both male and female volunteers. 

There were three different occasions, health care staff meetings, 

at which volunteers were requested. Of the twenty-five volunteers, 

only twelve met the criteria outlined under comparison group subjects. 

Again, no verbal instructions or explanations were given and no time 

limit was set. The comparison group had identical written information. 

Measures 

In analyzing the data obtained from the individual interviews, 

the emphasis is on determining if role loss has occurred for each 

client and to what extent, and specifically as role loss relates to 

the areas of psychiatric history, pre-morbid history, current social 

relationships, present economic situation, educational background, 

treatment goals and personal life goals. From this analysis, the 

researcher compiled a composite psychosocial description of the sub

jects studied. 

In analyzing the data obtained from the Broverman Semantic 

Differential an averaging procedure was used. In order to establish 

a numerical base, each of the seven rating blanks on the Broverman 

Semantic Differential Scale were assigned a number starting at the 

left with Number 1 and ending on the right with the Number 7. The 

total ratings for each dichotomy were added and divided by the 

number of participants in each group, twelve (12) in the comparison 

group and ten (10) in the population studied. It is important to 



28 

note that the numbers that are used to accomplish this procedure and 

those which represent the results, have no value, "but only serve 

to identify a position between each set of characteristics on the non-

value scale. Comparisons are then made between the two (2) groups on 

each dichotomy." (Christensen, 1977, p. 17*».) 



CHAPTER k 

RESEARCH FINDINGS 

This chapter will respond to the first experimental question 

regarding role loss by reporting the findings that were obtained 

through individual interviews. Further, the second experimental ques

tion will be answered with data from the Broverman Semantic Differen

tial. 

Experimental Questions 

1. Is there evidence of role loss in CM I women in Day 

Treatment? 

Yes, by use of the interview technique the following data were gathered 

in support of an affirmative answer: 

1. Seven (7) of the women are divorced, therefore having 

lost the role of wife, 

2. Two (2) of the women have never married, therefore according 

to the Mental Health System's definition of normalcy for 

women, as described elsewhere in this study, they have never 

achieved a "normal" female role, 

3. Seven (7) of the women are mothers, however only two (2) 

have primary responsibility for their children, therefore 

five (5) have lost the role of mother, 
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k. Two (2) women had been previously employed In traditional 

female identified occupations. They both lost this pro

fessional identity, 

5. One (1) woman had no role loss. 

Therefore, of the ten (10) women nine (9) had lost one (1) 

or more female identified roles (i.e.: mother, wife, professional 

in female identified occupation). 

2. Do CMI women differ in how they describe women on the 

Broverman Semantic Differential as compared to a compari

son group of female health care employees? 

Yes, this research indicates that there is a difference in perception 

between the CMI women and the comparison group (Table 1, p. 31)• 

These comparisons are as follows: 

1. Of the twenty-five (25) dichotomies, differences were noted 

in response to nineteen (19) dichotomies and agreement 

of response on six (6). 

2. The greatest difference occurred with idea-oriented vs. 

feelings-oriented, with a rating blank difference of three 

(3). The CMI group described females as being more idea 

oriented. 

3. The CMI women tended to see women as slightly (one rating 

blank difference) more aggressive, independent, submissive, 

excitable, active, competitive, easily hurt, adventurous, 
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Table 1. A Comparison of Mean Responses of Chronically Mentally 111 
Women and Comparison Group of Women on the Broverman 
Semantic Differential Scale. 

FEMALE 

1 2 3 4 5 6 7 

Aggressive 0 X Nonaggressive 
Independent 0 X Dependent 

Emotional 0 X Unemotional 
Subjective XO Objective 
Submissive 0 X Dominant 
Excitable 0 X Nonexcitable 
Active 0 X Passive 
Competitive 0 X Noncompetitive 
Logical . XO Illogical 
Private XO Public 
Indirect XO Direct 
Easily Hurt 0 X Not Easily Hurt 
Adventurous 0 X Cautious 
Always Cries 0 X Never Cries 
Leader 0 X Follower 
Self-Assured 0 X Unsure 
Ambitious 0 X Nonambitious 
Idea Oriented 0 X Feelings-

Oriented 

Not Appearance- Appearance-
Oriented 0 X Oriented 

Talkative 0 X Nontalkative 
Blunt XO Tactful 
Insensitive Sensitive to 
to Others X 0 Others 
Neat 0 X Sloppy 
Loud _____ XO Quiet 
Tender 0 X Tough 

(Broverman, in Christensen, 1977) 

X • Comparison Group (N®12) 
0 = Sample Population of CMI Women (N=10) 



always cries, leader, and self assured than the comparison 

group which rated women at mid-line on these characteristics 

k. The CM I women perceived women as more emotional than did 

the comparison group, although both groups rated women more 

emotional than unemotional. 

5. Of the six (6) areas of agreement, five occurred at the 

neutral mid-line position (subjective, private, indirect, 

blunt) and one (l) occurred to the left of mid-line at 

blank rating Number 3 (logical). 

It is interesting to note that the sample group of CM I women 

presented a more scattered perception of female characteristics than 

held by either the traditional stereotypical images or the comparison 

group's mostly nonstereotypical perceptions. The perception of the 

CM I women was a mixture of stereotypic responses and more extreme 

differences from stereotypes. The overall pattern indicated that 

they did not generally see women as having the equal capacity for 

both poles of the dichotomies. Of additional interest is the fact 

that during the interviews, nine (9) of the subjects verbalized the 

desire to have or return to a traditional role, e.g., wife, mother, 

as a predominant life goal. All nine (9) women also indicated, at 

a behavioral level, an awareness of their los.t role(s). 

A more expanded discussion of results, implications, and 

suggestions for further study follow in Chapter 5, Summary and 

pi scuss ion. 



CHAPTER 5 

SUMMARY AND DISCUSSION 

The following summary and discussion includes the areas of 

research problems, method and findings. Also summarized are the 

conclusions of the research based on the research findings. Methodo

logical limitations discussed with recommendations for future research. 

The chapter concludes with a section on implications. 

Summary of Research Problem, 
Method, and Findings 

The purpose of this study was to identify the psychosocial 

aspects of role loss as they relate to the diagnosis and treatment of 

CM I women. 

Two experimental questions were: 

1. Is there evidence of role loss in CMI women in Day 

Treatment? 

2. Do CMI women differ in how they describe women on the 

Broverman Semantic Differential as compared to a comparison 

group of female health care employees? 

The Literature Review indicated that a CMI woman in Day Treat

ment was more than likely not viewed from a humanistic or whole person 

perspective but rather variously as a cluster of functional roles 
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comprising her prognosis. In addition, she would most likely be given 

mixed messages about "normal" womanhood and "normal" health. 

The research was conducted in a Day Treatment program in 

Tucson, Arizona. The subjects studied were ten (10) CMI females 

ranging in age from twenty-one to sixty-five. The group of compari

son subjects of twelve (12) female health care workers in Tucson, 

Arizona ranged in age from 25 to 48. Two research.tools were used, 

the individual interview and the Broverman Semantic Differential. 

All subjects were voluntary. 

Two findings of the study support the conclusion that there is 

evidence of role loss in CMI women studied. Of the ten women studied, 

nine had lost one or more female identified roles, i.e., mother, wife. 

Research findings support a difference in perception of females, 

between the CMI subjects and the comparison group. Of the 25 dicho

tomies, differences were noted in response to nineteen dichotomies on 

the Broverman Semantic Differential. 

Conclusions 

The Review of the Literature indicates that women in treatment 

within the existing mental health system are in a "double-bind." 

(Williams, Broverman, Women in Transition, Chesler, McClelland and 

Watt). The individual interviews of this researcher, summarized in 

the Composite Psychosocial Summary, Appendix A, indicated that this 

same double bind exists for this studied population, e.g., to fulfill 

her role as a wife, the CMI woman had to produce children, and yet 

with each successive birth her psychiatric illness intensified. 
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Within the mental health system women are still seen from a 

traditional framework. Treatment approaches often stem from this 

framework to the detriment of women's recovery process. (Chester, 

Broverman, Williams, Morgan, Women in Transition.) 

Health is defined for women within a framework of traditional 

roles, behaviors, and characteristics. This definition of health 

is different for women than for adults. (Chiesler, Broverman.) 

...clinicians's ratings of a healthy adult and a healthy 
man did not differ from each other. However, a signifi
cant difference did exist between the ratings of the 
healthy adult and the healthy woman. Our hypothesis 
that a double standard of health exists for men and women 
was thus confirmed: the general standard of health (adult 
sex-unspecified) is actually applied to men only, while 
health women are perceived as significantly less healthy 
by adult standards. (Broverman, 1972, p. 71*7) 

There is a lack of information on CMI women in Day Treatment 

in relation to the issue of role loss. More research is definitely 

needed in this area. 

It is clear from the interviews conducted in this study that 

CMI women in Day Treatment have experienced role loss, as outlined 

in Chapter 4, Research Findings. For many of these women the role 

loss is permanent, since their situations, e.g., age, social stigma, 

medication, etc., exclude the possibility of regaining the roles of 

i 
wife and mother. Yet, both society and the mental health system have 

expectations that as part of recovery for these women, they will 

regain these roles with their accompanying status. Support of this 

conclusion is offered in Appendix C. 
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The CM I subjects perceived the characteristics of women 

differently than women in the comparison group did. Of the twenty-

five (25) dichotomies, differences were noted in response to nine

teen (19) dichotomies on the Broverman Semantic Differential. The 

comparison group placed nineteen (19) items in the neutral position 

(Number k). Therefore the comparison group did not see women from 

a stereotypical framework, e.g., women were neither aggressive nor 

non-aggressive, but rather had the evenly divided capacity for both 

characteristics. When their responses did vary from the neutral posi

tion on six (6) of the twenty-five (25) responses, all but one 

response indicated a greater agreement with female stereotypes, e.g. 

more emotional, more feelings oriented, etc. (Table 1, p. 31)• CM I 

women, on the other hand, indicate a more scattered perception of 

female characteristics than held by either the traditional stereotype 

or the comparison group's perceptions. For example, they perceived 

women from a stronger, more extreme non-stereotypic position on such 

items as aggressive, independent, competitive. Yet they also took a 

more extreme position supporting stereotypic female items such as sub

missive, always cries, easily hurt. The overall pattern of the CMI's 

responses was clustered together in the Numbers two (2) and three (3) 

ranking positions on eighteen (18) of the twenty-five (25) dichotomies. 

When the CMI's varied from this clustered position, all but one of 

the remaining responses took the mid-line position. Therefore, the 

perception of the CM I women was a mixture of stereotypic and more 



extreme difference from stereotype with the overall pattern indicating 

that they did not generally see women as having the equal capacity for 

both poles of the dichotomies. 

The more scattered pattern of perception of the CMI women and 

the seemingly conflicting image of women they indicated, raise some 

questions for further research and discussion. Namely, is this 

phenomenon due to the loss of role, the schizophrenic process itself, 

the mixed messages of the mental health system's "double standard" 

of health or some combination of these? 

The CMI subjects and the comparison group did agree on the 

positions relevant to six (6) of the dichotomies. Both groups saw 

women as being more logical than the traditional stereotype. The 

remaining five (5) responses on which the two groups agreed were all 

placed in the neutral or mid-line position on the Differential. All 

the points of agreement indicated agreement on a non-stereotypical 

perception of female characteristics. 

Methodological Limitations 

There are several limitations of this research that merit 

attention. The N of ten (10) subjects is small for a significant 

analysis. The Broverman Semantic Differential, both in its vocabulary 

and format may have been too sophisticated for the CMI population 

studied, many of whom did not have a high school education. However, 

the consistency in the response pattern of the group might indicate 

that there was an understanding of the instrument. Since all subjects 
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in the comparison group were from the same field of work, there may 

have been some unique bias to. this group that affected their percep

tions of women. 

From this researcher's five years experience working with CMI 

clients in Day Treatment, it would be Important to note that these 

clients sometimes exhibit a complaint tendency. It is quite possible 

that the CHI women in this study were responding in a manner in which 

they believed they "should." They may indeed have been trying to 

please the researcher. 

Suggestions for Further Research 

1. No instrument or method was included in the research design 

specifically to determine how, or if, role loss was related to the 

perceptions recorded by the CMI subjects on the Broverman Semantic 

Differential. Further studies could investigate this relationship. 

2. Identify a comparison group selected on the basis of similar 

experiences of role loss as compared with the-CMI subjects. This 

would control one of the variables. 

3. Divide the CMI population studied into two (2) groups, one 

group composed of those with role loss, and the other group composed 

of those without role loss. Then compare these two groups. 

k. Study CMI subjects in comparison to several different groups 

of women from various careers. 

5. Increase the for both the subject group and comparison 

group. 
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6. Using the Broverman Semantic Differential, compare how CMI 

women describe themselves to how they describe women in gneral. This 

would provide information concerning self concept. 

These are a few possible suggestions for further research 

in an area of study that is lacking for data. 

Implications 

Seventy percent of the women in this study are divorced. In 

fact, "...insanity is grounds for divorce in all but twenty states." 

(Women in Transition, 1975, p. 198.) These women have lost their role 

as wives and the reason for the broken marriage has been identified 

as her mental illness. 

Because their former relationships are no longer a viable 

means to the housewife and mother role, the CM I women in this study 

would have to establish new relationships in order to recover these 

familiar roles. This in itself poses problems. Many women are 

hesitant to make known their psychiatric history to potential partners 

with whom they may be interested in establishing a relationship. The 

fear of rejection is quite strong and very often based on reality. 

Explaining to someone that, for example, you were hospitalized after 

you ran down the street naked looking for Paris, is quite different 

from telling someone you were hospitalized at one point for gall bladder 

surgery. There is clearl.y a negative stigma attached to having a 

severe psychiatric condition. 
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Should a CMI woman overcome her fears and difficulties in 

finding a mate, she is then faced with a new difficulty: the possi

bility of motherhood. Many women in this study first experienced 

psychiatric problems in the form of post partum psychosis. Their 

doctors have warned them against having more children as this could 

worsen their now chronic condition. Many have difficulty in becoming 

pregnant due to the medications they take. Should they become pregnant, 

they would have to discontinue these medications as they are unsafe to 

use during pregnancy. 

Many CM I women already have had children and been active in 

the mother role. For a variety of reasons, a large portion of these 

mothers have lost legal custody due to their illness. Still others 

are no longer mothering their children because they are unable to sup

port them financially. Finally, due to past experiences involving 

their mothers, many of the CMI women's children feel apathy or hostility 

toward them and reject them. So for the above reasons, the role of 

caretaker to their own children eludes these women. 

There are a number of CMI women in Day Treatment who have 

reached menopause. For these women there is of course no chance to 

take on the role of "new mother," and hence once again familiar care

taker. According to the Partial Hospitalization Program guidelines, 

as cited in the Review of the Literature, normal life roles are to 

be promoted and stressed to clients in treatment. Yet the question 

arises as to what is a normal role for these women? 



Because CMI women often are unable to attain the traditional 

role they desire and others expect, they view themselves as failures. 

Their only other method of stabilizing a dependent role is to become 

"professional" mental patients. Sick people need to be taken care of 

the mental health system serves this purpose for CMI women. As was 

noted in the chapter dealing with women in the mental health system, 

the system itself fosters dependency. 

The system also fosters the lack of other role choices. For 

example, the state of Arizona reinforces stereotypical sex roles in 

a tool it devised (Global Assessment Scale - GAS) to rate the level 

of an individual's mental health. 

This scale is based on a numerical scale of 0 - 100. In the 

31-^0 category, we find the following "symptoms:" 

Major impairment in several areas, such as work, family rela

tions, judgment, thinking or mood (e.g., depressed woman 
avoids friends, neglects family, unable to do housework), 
OR some impairment in reality testing of communication (e.g., 
speech is at times obscure, illogical or irrelevant), OR 
single serious suicide attempt. (Robert L. Spitzer, Miriam 
Gibbon, and Jean Endicott, 1980, p. 1.) 

It is interesting to note that only one stop below the neglectful 

housekeeper (in the 21-30 category) we find an individual that mbst 

/ 

certainly is unable to function due to severe psychosis. 

Unable to function in almost all areas (e.g., stays in bed 
all day) OR behavior is considerably influenced by delusions 
or hallucinations OR serious impairment in communications 
(e.g., sometimes incoherent or unresponsive) or judgment 
(e.g., acts grossly inappropriately). (Robert L. Spitzer, 
Miriam Gibbon, and Jean Endicott, 1980, p. 1.) 
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Is it possible that the state of Arizona is insinuating that 

being responsible for a dirty home and disheveled children is just a 

little better than suffering actively from delusions and hallucinations? 

It is clear by what Arizona defines as mental health that the state 

does indeed foster stereotypical sex roles. 

Once again, "normal life roles" are stressed and viewed as 

health provoking and preserving. It is within this context that CM I 

women are treated within the Day Treatment Center involved in this 

study. Women are encouraged to return to traditional roles whenever 

possible; they are often encouraged to return to situations that may 

have indeed precipitated their actual illness. Just as these woemn 

become stable, they are returned to situations that at least in part 

contributed to their illnesses in the first place. It becomes a vicious 

cycle which continues to repeat itself. The traditional female roles 

are not available to most of the CMI women involved in this study, 

and any alternative, i.e., work, appears foreign and strange to them. 

They are, however, comfortable and secure with the role of "mental 

health client," and this is a role they cling to fiercely. It is often 

the only role they have left. 

CMI women in Day Treatment have the same role expectations 

placed upon them as other women. They are raised in the same society 

and are influenced by the same pressures and stereotypes; yet the 

traditional roles that they strive for may well be out of their reach. 

Both society and the mental health system need to validate 

alternative roles for women. These roles need to be widely accepted 



throughout the culture. Women need to be able to choose the sole role 

of worker without the fear of ostracism or rejection by society. 

For now, however, as a first step, the subjects in this study 

should be directed toward work in which they can function as a care

taker, i.e., nurse aide, daycare worker. Perhaps these rotes will ful

fill the Chronically Mentally 111 woman's need to perform as a care

taker, while also letting her take the first step in the rehabilitation 

process of abandoning her dependent "mental health clinet" role for 

that of contributing adult woman. 

Treatment programs need to experiment with women's groups that 

create a supportive environment. In such groups feelings about role 

and role loss can be explored, other views of women can be presented 

and modeled, self-concept in relationship to roles can be improved, 

and alternative options are discussed in a nonjudgmental, open manner. 

It is critical in such groups, that the CM I women can express negative 

feelings about traditional roles without the threat of being labelled 

"unhealthy" for not meeting societal expectations. They also need such 

groups to grieve the loss of the role(s) and receive respect and 

understanding for the significance of their loss. 

The CM I woman can not be assisted in the difficult process 

of exploring her role loss and her other options until the assumption 

by the mental health system that there is only a 1imited set of 

appropriate behaviors, characteristics, and life-roles for women is 

challenged. Much education, retraining, and additional research 

needs to be done for new awareness to be integrated into the treatment 
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framework. Meanwhile, the individual therapist can help through self-

education and sensitivity to these issues. 

If there is a solution for women, it will come from a better 
set of values, education, and society's help. (Robin Morgan, 
1970, p. 2M».) 



APPENDIX A 

DAY TREATMENT PROGRAM SCHEDULE 



NAME: THERAPIST: M T W Th F 

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 

9:00 

9:30 
COMMUNITY MEETING 

9:30 
10:10 

DIET GROUP 

RELAXATION 

FIELD TRIP 

NEEDLEWORK 1 

BODY TONING 

BODY TONING 

UNGAME 1 

COOKING 

P.E. 

NEWS ORIENTATION 

GROUP THERAPY 

HOSPITAL VOLUNTEER 

LEISURE TIME PLANNING 

MOVEMENT 

HOSPITAL VOLUNTEER 

10:10 
10:45 

EFFECTIVE 
COMMUNICATIONS 

OUTDOOR 
SKILLS 

NEEDLEWORK 2 

MOVEMENT 
NUTRITION VALUES 1 RELAXATION 

10:45 
11:45 

LUNCH LUNCH LUNCH LUNCH LUNCH 

11:45 

12.30 

ACTIVITY GROUP 

COMMUNITY 
VOLUNTEER GROUP 

T.A. 

MUSIC/MOVEMENT 

CREATIVE 
EXPRESSION 

PROBLEM SOLVING 

CURRENT EVENTS 

BOWLING 

COMMUNICATION 

OCCUPATIONAL 
COUNSELING 

HEALTH 

UNGAME 11 

CREATIVE 
DRAMA 

12:30 

1:45 

HOSPITAL 
VOLUNTEER GROUP 

MEMORY 

BASIC SURVIVAL 

ACTIVITY GROUP 

GROUP 

INTERACTIVE 
GROUP SKILLS 

GROOMING 

GROOMING 

WORK PROJECT 

PROJECT 11 

WORD GAMES 

(ALL DAY PICNIC 

ONCE A MONTH) 

1:45 
2:00 

CLEAN-UP CLEAN-UP CLEAN-UP CLEAN-UP CLEAN-UP 
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Consent Form 

I am consenting to participate in an interview in order to 

provide data for a graduate research project. 

I understand that in no way wiil my name or specific identi

fying data be used. And that any identifying information wiii be 

destroyed after completion of this study. 

I understand that participation is voluntary and will in no 

way affect my treatment. I further understand that if at any point 

in the interview I want to withdraw from the study I may do so. 

Results of this study will be made available to me if I 

request them. 

Signature 

Wi tness Date 
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Composite Psychosocial Summary 

The following is a composite view of the CM I women included 

In this study. The characteristics of this composite woman have been 

drawn from private interviews with all the subjects involved. The 

name has been fabricated to protect confidentiality. 

Carmen Dixie is a 38 year old divorced woman. She was married 

at the age of 17> one year before she was to graduate from high school. 

She never completed her senior year and had no diploma. 

Carmen became pregnant and gave birth to her first child with

in the first year of her marriage. She did not work before or after 

the birth. Following the birth, Carmen experienced a severe post 

partum depression. She did not eat, bathe, cook, or care for herself, 

her husband, or her child. She was hospitalized for a week and returned 

home, being able to perform all the roles that were expected of her. 

Within one year Carmen became pregnant again. After the birth 

of her second child, Carmen once again was hospitalized for psychiatric 

difficulties. She was withdrawn, paranoid, and complained of hearing 

the voices of her husband and various relatives telling her that she 

was a bad person. After three weeks in the hospital, Carmen went home 

with a prescription for psychotropic medications and a strong recommen

dation from her doctor to have no more children. Upon discharge, 

Carmen had decided to follow her doctor's advice and within a year she 

no longer needed her psychotropic medications. Except for feeling 

nervous a great deal of the time, Carmen was able to manage all of her 

caretake duties well. Within three years Carmen's husband talking 



about having a third child. At first Carmen rejected this idea, but 

after several months .of her husband's pleading and insisting that it 

was her duty to provide him with offspring, Carmen gave in and became 

pregnant for the third time. 

After her third child was born, Carmen once again had to be 

hospitalized for Post Partum Psychosis. This time psychotropic medica

tions did not seem to affect her psychotic symptoms. After three weeks 

of little progress, Carmen began receiving electroshock therapy. After 

two months of being hospitalized, she was discharged with several anti

psychotic medications. Upon returning home she had extreme difficulty 

in functioning. She was unable to clean, cook or care for her children. 

Although she could sometimes function well for a day or two, Carmen 

slept a lot and complained of feeling nervous. She often stated that 

her husband was having relations with other women. A year and a half 

after the birth of her third child, Carmen's husband filed for divorce. 

Once again Carmen was hospitalized, and eventually was transferred to a 

state hospital. She remained there for four years. In that time Carmen 

and her husband were divorced, and she lost custody of her children. 

Upon her discharge from the State Hospital, Carmen moved in 

with her mother and stepfather. Carmen's mother was extremely protec

tive of Carmen, and would not let her leave the house without a family 

member accompanying her. Carmen's mother worked full time, but her 

stepfather was retired. While her mother was at work, Carmen's step

father would sometimes sexually abuse Carmen. When Carmen told her 

mother what was happening, her mother's response would be, "That's 



crazy, Carmen, are you taking your medicine? If you don't want to go 

back to the State Hospital, you better stop telling lies." 

When Carmen had been discharged from the State Hospital she 

was assigned a local therapist. She never told him of the sexual abuse. 

She felt that he wouldn't believe her, and that even if he did, he 

would think that Carmen was "dirty" because after all that kind of thing 

did not happen to "nice" girls. 

Carmen lived in her mother's home for about five years. During 

this time she was hospitalized twelve times. Carmen seemed to have 

cycles in which she would do well, taking care of the home while her 

mother worked, and then deteriorating to where she would either stay in 

bed all day or become hostile, threatening to harm her mother and step

father. 

During one hospitalization, Carmen told a nurse of the sexual 

abuse she was experiencing from her stepfather. Before she was dis

charged, Carmen was told of a group home which she could move to where 

other people like herself were taught to cook, clean, budget their 

money, and live on their own. Carmen at first appeared interested, 

but later said she did not need to move there because she already knew 

how to cook and clean, and that her mother took care of her money for 

her. When the idea was presented to Carmen's mother, her mother also 

rejected the idea. Carmen, who received over $300.00 a month in Social 

Security benefits, always handed the money over to her mother. Her 

mother counted on this money to meet her monthly bills. It was not 

until Carmen actually physically attacked her stepfather prior to a 
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hospitalization, that Carmen's mother decided it might be all right 

to let Carmen try living in the group home. At first Carmen was fearful 

and said she would never try to hurt her stepfather again. She claimed 

that everything she had said about his sexual abuse of her was a lie. 

She promised her mother that she would never be "bad" again, and begged 

her to let her remain at home. Although Carmen's mother really would 

have liked Carmen to stay, she was receiving a great deal of pressure 

from her husband to make Carmen go, as he was increasingly becoming 

a target for Carmen's hostilities when she decompensated. When she 

had actually physically attacked him with a knife, that was the "last 

straw." He would not allow her back in his house. 

Within one week of moving into the group home, she was once 

again hospitalized. Upon her discharge she was sent back to the group 

home. She began accepting her new living arrangements; she also became 

involved full time in a Day Treatment program. 

By this time Carmen was 35 years old. At first she attended 

groups in which hygiene, how to cross streets, basic nutrition, etc., 

were stressed. She progressed quickly and soon found herself in groups 

that dealth with such topics as Transactional Analysis, work related 

issues, group therapies, etc. Her living situation also changed; she 

progressed steadily through supervised housing programs. (She did 

indeed already possess many basic living skills.) 

Carmen presently lives in Public Housing. She manages her own 

money, cooks, cleans for herself, and readily travels via public trans

portation. The only thing Carmen does not do, or attempt to do is work. 
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She is resistant to all work programs or volunteer work. Carmen holds 

on fiercely to Day Treatment and lives in constant fear that she will 

be discharged if she becomes too healthy. Although she has not been 

hospitalized since her hospitalization immediately following her move 

into the group home, Carmen periodically conjures up a crisis to insure 

that she will remain a client within the Day Treatment setting. 

Carmen has become "sick" in the system. It is comfortable for 

her and it is where she wants to stay. She does not wish to progress 

to the point where she would no longer need Day Treatment. She is con

tent to remain dependent on the system. 
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1982 

I am a graduate student at The University of Arizona In the Department 

of Counseling and Guidance. 

The attached questionnaire is information needed for completion of my 

thesis. 

Your help in completing this form is most appreciated. Please put your 

age and sex at the bottom of the page. DO NOT PUT YOUR NAME ON 

THE QUESTIONNAIRE. 

THANK YOU. 

Carol Bulzoni Kells 
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FEMALE 

There are seven spaces representing a scale between each of the follow
ing pairs of characteristics. For each pair, place a check on one of 
the seven spaces. Make your judgments based on which space best 
describes individuals you specified at the top of this sheet (Female 
or Male or Healthy Adult). The seven spaces are meant to let you make 
choices which are less extreme than the end choices. Use the middle 
space only if you feel completely neutral or evenly divided. 

Aggressive Nonaggressive 
Independent Dependent 
Emotional Unemotional 
Subjective Objective 
Submissive Dominant 
Excitable Nonexcitable 
Active Passive 
Competitive Noncompetitive 
Log i ca 1 II1 og i ca 1 

Private Public 
Indirect Direct 
Easily Hurt Not Easily Hurt 
Adventurous Cautious 
Always Cries Never Cries 
Leader ___ Fol lower 
Self-Assured Unsure 
Ambitious Nonambitious 

Idea-Oriented . Feelings-
Oriented 

Not Appearance- Appearance-
Oriented _____ ____ Oriented 

Talkative Nontalkative 
Blunt Tactful 
Insensitive to Sensitive to 
Others Others 
Neat Sloppy 

Loud _____ _____ Quiet 
Tender Tough 

(Broverman in Christensen, 1977) 
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