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Author’s Foreword

Toward a More Humble
Psychology of Women

If today’s woman were to bring her symptoms and dissatisfac-
tions to ten different mental health experts, she would, more
likely than not, receive ten different perspectives. All ten of
these perspectives might be wrong. Or all ten might be correct,
with each reflecting a different piece of the elephant. A great
deal remains unknown about the psychology of women, al-
though numerous theories continue to be generated, from
which therapeutic interventions are derived. These theories,
my own included, are rarely offered as tentative and partial
beliefs, but rather are put forth as the scientific facts of the
day. As generations of women have attempted to conform to
prevailing notions of what is right and appropriate for their
sex, the psychological costs have been incalculable.

It is unfortunate that theories of female psychology are
reified as truth and viewed as possessing a life of their own
apart from a specific context. No matter how sophisticated our
research tools or how sincere our strivings for neutrality and
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objectivity, our formulations, at best, reflect how interactions
unfold and how psychic structures develop in a particular
family form at a particular point in patriarchal history. In
addition, any useful theory of female development or behavior
must account both for the profound impact of gendered family
and work roles and for the psychology of dominant and subor-
dinate groups. Finally, the ways in which we formulate re-
search questions, generate theory, and conduct psychotherapy
are never separable from our own gender and family experi-
ences, which include unconscious fears, wishes, and assump-
tions about women. As family therapist Betty Carter! reminds
us, we cannot not react out of our gender, class, sibling posi-
tion, ethnic background, personal history, theoretical orienta-
tion, experience, and wisdom, or the lack of it. Our choice is
whether we do so consciously or unconsciously—whether we
glorify theory as higher truth or simply state what we believe.

Perhaps then, precisely what we think about the subject of
women in therapy is less important than how we think. We
can move toward developing a more useful understanding of
female psychology when we recognize not only that we lack
answers but also that we are still in the process of formulating
the right questions and finding an appropriate language in
which to discuss issues of gender. In this light, it has been a
particularly humbling experience for me to lay out my own
work on the theory and therapy of women, which spans a
decade and a half. If one compares the final part of this volume
to my earlier writings, it is evident that my current thinking
differs from my earlier ideas in important respects and that
these differences are reflected in changes in my clinical prac-
tice. Confronting these shifts in my own work over time helps
me counteract my usual tendency to shout “Eureka!” at every
point along the way.

The psychology of women, like this book itself, is a work in
progress. Each of us adds a small piece to a picture that will
continue to be changed and enlarged over time. This book is

ICarter, B. (1985). Ms. intervention’s guide to "correct” feminist family ther-
apy. The Family Therapy Networker 9(6):78-79.
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neither comprehensive nor definitive; rather, it is a record of
the evolution of certain ideas, which have shifted as feminist
theory, and then family systems theory, enriched and chal-
lenged my psychoanalytic views. I hope that this volume re-
flects the spirit of openness and inquiry that feminist voices
have inspired and made possible.

WOMEN IN CONTEXT

The earlier papers in this volume reflect my attempts to revise
psychoanalytic assumptions about femininity and to reformu-
late phallocentric views of women which pathologize female
functioning and perpetuate a narrow intrapsychic focus that
obscures the larger context. Despite my commitment to view-
ing female behavior through a wide-angle lens, my focus in the
1970s was on the mother—child dyad, with the role of fathers
and other family members rendered peripheral to the subject
at hand. In contrast, the final chapter of this book critiques the
psychoanalytic preoccupation with maternal power and with
the mother—child dyad and describes the problems engendered
when this encapsulated unit of mother and child, or the oedi-
pal triad of mother, father, and child, remain the primary, if
not exclusive, framework for observation and theory building.
Here [ argue that an understanding of female development and
self-differentiation requires a systems perspective, in which
the field of observation and inquiry is the reciprocal, circular
patterns maintained by all family members. The implications
for the psychotherapy of women from this perspective are
profound.

What unifies the shifts and changes that are documented
in this volume is my ongoing commitment to viewing female
behavior within the broadest possible context. Feminist theory
first challenged me to place the mother-daughter dyad within
the cultural context and to show how difficulties in this arena
could not be understood in isolation from the larger society in
which mothering exists. Family systems theory then provided
me with a new epistemological framework that allowed me to
observe how the mother-daughter dyad is inextricably inter-
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woven with the father-daughter dyad, the marital relationship,
and other interlocking family relationships and triangles that
often span several generations. Tracking family process and
appreciating the complex circular interconnectedness be-
tween the individual, family, and culture is no small task.
Indeed, I still struggle with a defensive wish to keep feminist
theory, psychoanalytic theory, and family systems theory in
separate, airtight pockets inside my head so that they will not
rub up against each other and cause me trouble.

The chapters in this volume reflect my best attempt to
move against this sort of compartmentalization—to reject the
traditional notion that culture is not an appropriate focus of
psychoanalytic inquiry or that the study of ongoing family
processes is a less crucial or more superficial focus than inter-
nalized object representations evoked through transference.
As a psychotherapist, I am able to be most useful to women
when | can help them view their problems and behavior
through the broadest possible lens, with an eye toward identi-
fying the intrapsychic, familial, and cultural factors that
thwart the differentiation of self and impede the ability to love
and work.

Despite all good intentions, this book, like other scholarly
volumes in the mental health field, reflects the narrow scope of
one author’s personal and professional experience. The clinical
work from which my theoretical formulations are derived has
been conducted largely (although by no means exclusively)
with white, middle-class individuals and families. This is not
to minimize the relevance of my ideas to other groups, nor to
deny commonalities of experience among all women. Rather, I
make this point because I am increasingly aware of how often
my colleagues and I expound on the “psychology of women,” as
if we were speaking of all women—when indeed, we are not.
With this reflexive use of language, we obscure differences and
diversity among women, and we relegate women of different
color, class, and sexual preference to a “special issues” category
at best, or to a deviant or invisible subgroup at worse. Only
when we have explored the interplay of race, class, sexual
preference, and gender can we approach a more complex and
inclusive analysis of female psychology. I wish, then, to re-
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emphasize the fact that my contribution is a very small piece of
the larger mosaic that we are creating together in our efforts to
depict the richness and diversity of female experience.

Ultimately, each individual woman we see in psychother-
apy is the best expert on her own self. Ideally, it will be the
voices of women that will continue to inform and shape our
theories, and not the other way around. Ideally also, the future
voices of women will evolve in a new context in which both
sexes hold more equal power in families and in the public
sphere. Our current understanding of the special strengths
and vulnerabilities of women is inseparable from the psychol-
ogy of subordinate-group functioning.

The task of examining the complexity and deep-rootedness
of our patriarchal bias—a bias for which sexism is too glib a
term—is one that we are still just beginning. It is precisely
because the impact of patriarchy is so profound and pervasive
that it is not possible to fully comprehend how it shapes our
theoretical assumptions and our practice of psychotherapy.
Only after patriarchal structures (including structures of lan-
guage and thought) are challenged and changed can we begin
to more fully realize the problems of the old way.

What would the psychotherapy of women look like in a
society where women joined men equally as makers and shap-
ers of culture, valued and represented in every aspect of public
life? Would we, at such a time, still remain focused on gender
issues or even require a special psychology of women?

Only the boldest and most radical thinkers among us can
even begin to imagine.

Harriet Goldhor Lerner, Ph.D.
Staff Psychologist

The Menninger Foundation
Topeka, Kansas

January 1988












Chapter 1

Origins of Envy and
Devaluation of Women

tral to the understanding of women and have invoked

this concept to explain everything from a woman's de-
sire for a husband and child to her strivings to work and
compete in traditionally male-dominated fields.! Those outside
psychoanalytic circles have shown less enthusiasm fer such
explanations—particularly feminists who have pointed out
that women have cause to be envious of men's position in
society for reasons other than their possession of the desired
penis. Certain psychoanalysts have, in turn, insisted that the
women’s liberation movement is itself a manifestation of penis
envy and that discontent with the female role is a psychiatric
problem.

Narrow and stereotyped notions concerning women's
appropriate place in society are not confined to a mere handful
of psychoanalysts. The most authoritative of psychoanalysts
have concurred that the “true” nature of women is to find
fulfillment in the traditional role of wife and mother (Chesler

Psychoanalysts have long believed that penis envy is cen-

'This chapter was first published in 1974 as “Early Origins of Envy and
Devaluation of Women: Implications for Sex-Role Stereotypes™ in the Bulletin of
the Menninger Clinic 38(6):538-553, before the publication of Dorothy Dinner-
stein's classic text The Mermaid and the Minotaur: Sexual Arrangements and
Human Malaise (New York: Harper & Row, 1976).



4 Women in Therapy

1972). Without sharing Freud'’s views of the Oedipus complex
and penis envy, Jung (1928) nevertheless stated “that in tak-
ing up a masculine calling, studying, and working in a man’s
way, woman is doing something not wholly in agreement with,
if not directly injurious to, her feminine nature” (p. 169). Bet-
telheim (1965) commented that “as much as women want to
be good scientists or engineers, they want first and foremost to
be womanly companions of men and to be mothers” (p. 15).
Women who are not happy with this state of affairs, according
to Freud (1925), have refused adaptively to come to grips with
their sexual inferiority and still have the “hope of some day
obtaining a penis in spite of everything” (p. 191).

Although I am not in agreement with those who discredit
the existence of penis envy, I do believe that psychoanalysts
who rationalize certain maladaptive aspects of femininity as
unavoidable biological necessities court contempt by carrying
the concept of penis envy to untenable extremes. As Chesler
(1972) has commented, “The ‘Freudian’ vision beholds women
as essentially ‘breeders and bearers,’” as potentially warm-
hearted creatures, but more often as cranky children with
uteruses, forever mourning the loss of male organs and male
identity” (p. 79).

It is unfortunate, however, that feminist anger and misun-
derstanding have led to a global damnation of all psychoana-
lytic thinking, as well as to a somewhat more benign condem-
nation of other established modes of treatment. There have
been numerous revisions of Freud’s viewpoints on women,
with frequent references to the unfortunate “phallocentric”
bias of his theorizing and open acknowledgement that femi-
ninity and female sexuality are insufficiently understood
(David 1970, Torok 1970). Even Freud expressed reticence and
insecurity in the face of that “dark continent” of femininity,
never failing to stress the incomplete and tentative nature of
his theorizing. Recent psychoanalytic writers have, in fact,
shown considerable appreciation of feminist protests and of
the intense cultural pressures that combine with intrapsychic
factors to encourage “women [to] accept [a] neurotically depen-
dent, self-effacing solution in life” (Symonds 1971-1872,
p. 224).
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Long before the current feminist movement, however,
there existed wide recognition that femininity in most cul-
tures is much devalued and that frequent exaltation and ideal-
ization of women hardly mask the underlying contempt for
them (Horney 1932). Writers from many disciplines, psycho-
analysts among them, have described the quasiracial discrimi-
nation that exists against women. David (1970), for example,
has noted one primitive tribe that refers to women as “the race
which is not entitled to speak” (p. 50); and anthropologists
have observed that the devaluation of women in many cultures
is no less intense than the oppression of racial or ethnic mi-
nority groups.

The oppression of women is unique, however, in one im-
portant respect: Women may participate as vigorously in their
own depreciation as do men. The “masochistic attitude” of
many women can be easily recognized, and women’s belittling
of their own sex is observed daily in our consulting rooms, is
demonstrated in experimental research (Goldberg 1968), and
is inherent in cultural institutions around the world (Lederer
1968).

The devaluation of women is readily documented, but the
reasons behind the complicity of both sexes are less clear. In
addition to powerful cultural pressures on women to devalue
themselves, there must be strong internal pressures as well, for
institutionalized patterns are not so readily established and
maintained unless there are advantages for all involved. For
men as well, the reasons for complicity with a sexist solution
are not obvious. Men have too frequently been described as
having all the advantages and power of a “ruling class” when,
in fact, the cost for their situation is no less dear. As one
psychoanalyst has written:

... on examining the question more closely, it is not
obvious a priori that men should naturally want such
a relationship of mastery. The falsity, the ambivalence,
and the refusal of identifications it conceals should
appear to him as so many snags on which his own full
and authentic achievement comes to grief. ... What
interest has he in giving in to his need to dominate the
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being through whom he could understand himself and
who could understand him? To discover oneself
through the other sex would be a genuine fulfillment
of one’s humanity, yet this is exactly what escapes
most of us. [Torok 1970, pp. 168-169]

For many psychoanalytic theorists, the devaluation of
women is an irreducible problem that stems from the genital
deficiency (real or imagined) of the female sex. Intense hatred
directed toward the mother because of her penis-less state and
the resulting contempt not only for her but for all women is the
inescapable lot of girls (due to their castration complex) and of
boys (due to their castration anxiety). As long as men have
penises and women vaginas, institutionalized sexism is an
inevitable symptom of our anatomical destinies, for which
phylogenesis alone must bear the responsibility.

By overextending the concept of genital inferiority in ex-
plaining the devaluation of women, however, we have failed to
appreciate other important determinants. My opinion is that
the devaluation of women as well as the very definitions of
appropriate “masculine” and “feminine” behavior stem in
large part from a defensive handling of the powerful and per-
sistent affects of the early infant-mother relationship. The
profound affects (i.e., envy, fear, rage, and shame) aroused by
the child’'s helpless dependency on an all-powerful maternal
figure have indeed received recognition, but their resulting
impact on adult life has continually been underplayed and
insufficiently elaborated. As Lederer (1968) commented, “of
our fear and envy of women, we, the psychoanalytic-papers-
writing men, have managed to maintain a dignified fraternal
silence” (p. 153).

EnNvy oF WOMEN

Although the concept of penis envy is familiar even to the
layperson, psychoanalytic speculations regarding breast envy
require a more arduous search through the literature. This
fact is surprising, for society’s intense idealization, devalua-
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tion, and literal obsession with breasts seems to point to the
significance of such a phenomenon. Also of relevance is the
critical importance of the mother’s breast in early infancy: The
breast is the earliest source of gratification and frustration
and of love and hate, as well as the first vehicle of intimate
social contact (Fairbairn 1952). Klein (1957), for example, has
highlighted the infant’s early relationship to the mother’s
breast: “in the analysis of our patients. . . the breast in its good
aspect is the prototype of maternal goodness, inexhaustible
patience and generosity, as well as of creativeness” (pp. 5-6).
Although the idea of breast envy has no formal conceptual
status in psychoanalytic theory, it is of central importance in
Klein's theoretical work. Defining envy as “the angry feeling
that another person possesses and enjoys something desira-
ble—the envious impulse being to take it away or to spoil it”
(1957, p. 6), she writes: “My work has taught me that the first
object to be envied is the feeding breast, for the infant feels
that it possesses everything he desires and that it has an
unlimited flow of milk and love which the breast keeps for its
own gratification” (1957, p. 10). To Klein, the desire to inter-
nalize and thus possess the breast, so all the power and magic
that the infant attributes to it will be his or her own, is of
central importance. She reports that in the analysis of female
patients, even penis envy can be traced back to envy of the
mother’s breast (or its symbolic representation, the bottle).
Freud (1909, 1918) also recognized that there is a counter-
part to penis envy when he described pregnancy fantasies and
the wish for a baby among men. In the analytic literature, one
can find case studies describing pregnancy fantasies and
enacted pregnancies both in grown men and young boys. Oth-
ers, such as Brunswick (1940), have elaborated this theme,
stating that in girls the wish for a child precedes the wish for a
penis and that penis envy itself can be understood as the
desire to possess the omnipotent mother and her attributes.
It is not my intention to popularize the notion of breast
envy, but rather to suggest that male envy of female sex charac-
teristics and reproductive capacity is a widespread and con-
spicuously ignored dynamic. Of greater importance is the fact
that envy tends to be a larger phenomenon for both sexes, not
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typically confined to such part objects as penises and breasts.
As Torok (1970) points out, it is not the absence of a thing (like
the penis or breast) that produces such profound feelings of
envy, despair, and self-hatred; rather, such envy is a symptom
of unconscious desires, wishes, or fears that may have little to
do with objective anatomical realities. Penis envy, for example,
frequently has its origin in the dyadic relationship between
mother and daughter and may be a symptom reflecting diffi-
culties in identifying with and achieving differentiation from a
mother who is perceived as jealous, destructive, and intrusive
(Chasseguet-Smirgel 1970, Torok 1970). For men, it is unlikely
that envy of women is derived simply from the feeding breast
and reproductive capacities; rather, it is derived from the var-
ied impressions of infancy and early childhood in which the
mother is experienced as an omnipotent object who possesses
inexhaustible supplies as well as the power both to inflict and
to ward off all pain and evil.

ENvy AND DEVALUATION:
REVERSING AN EARLY MATRIARCHY

Of central importance to the dynamic understanding of defen-
sive sexism is the close relationship between envy and devalua-
tion. Devaluation of an envied object is a typical defensive
maneuver, for as long as an object is devalued it need not be
envied. Klein has suggested that spoiling and devaluing are
inherent aspects of envy and that the earliest and most impor-
tant objects of envy and devaluation are the mother and her
breast. Kernberg (1972) has also noted in his work with bor-
derline and narcissistic patients that intense envy and hatred
of women are conspicuous dynamics that impair the capacity
to form love relationships. He finds that envy and hatred are
defensively dealt with by depreciating and devaluating women.

The question arises whether envy and devaluation of
women is confined to persons with serious psychopathology or
whether it is a more pervasive, if not universal, dynamic. Al-
though Kernberg implies that this constellation is a serious
problem only for very disturbed patients, he also notes it is not
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a circumscribed clinical phenomenon: “One finds intense envy
and hatred of women in many male patients. Indeed, from a
clinical viewpoint, it seems the intensity of this dynamic con-
stellation in men matches that of penis envy in women ...”
(1972, p. 14).

I agree with Kernberg's statement that devaluation of
women is “. .. in the final analysis, devaluation of mother as a
primary object of dependency” (1972, p. 14). However, I would
further suggest that this dynamic is a pervasive one which is
expressed in the institutionalized values and mores regarding
gender in cultures around the world. In this culture, for exam-
ple, I believe that the envy-devaluation constellation is reflected
in the selection of what traits, qualities, behaviors, and roles
are deemed appropriate for each sex. Our current notions of
masculinity and femininity are such that enormous pressures
are put on females to “let the man win,” to avoid direct expres-
sions of aggression, self-assertion, competitiveness, and intel-
lectual prowess, and to suppress wishes to be leader and initia-
tor rather than follower and helpmate (Lerner 1974, Lynn
1972). I suspect that these widely accepted gender definitions
and sex-role stereotypes are themselves a reflection of a defen-
sive devaluing of women, and thus of an early dependency
relationship with mother.

Our gender definitions and sex role stereotypes also reflect
an attempt to reinstate and retain in adult relations all the
nurturant qualities of the “good mother.” Thus, according to
most cultural stereotypes, the desirable, “feminine” woman is
one who embodies all aspects of the good mother (cleaning,
feeding, providing emotional understanding, comfort, soft-
ness, warmth), but who possesses no elements of power, domi-
nance, and control that are also factors within the imago of the
omnipotent, envied mother. To put it somewhat differently, in
conventional adult relationships, males stereotypically expe-
rience a defensive reversal of an early matriarchy, yet retain
the nurturant functions of the good mother. A psychic and
social situation is created in which the adult male retains the
good aspects of mother but is now dominant and in control of
a female object on whom, as in the case of his mother, he was
initially dependent; that is, his wife (or female peer) becomes
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his own child. As long as this defensive reversal of an early
dependency situation continues, envy and devaluation of
women is subdued or seemingly eliminated; the devaluation of
women achieves expression in the reversal itself.

But how are we to understand women’s active participa-
tion in this system? For although women reverse the helpless
dependency of their own infantile situation through the role of
mother, they often “choose” in peer relationships with men to
remain the dependent child. As Kernberg (1972) points out,
envy and devaluation of the mother as a primal source of
dependency is no less intense in women than in men. Thus,
women's acceptance and perpetuation of feminine stereotypes
(e.g. fragility, dependency, passivity, etc.) as well as idealization
of men and the penis may also be an attempt to devalue the
omnipotence and power of the maternal figure. This notion is
compatible with Chasseguet-Smirgel's (1970) statement that
images of women as castrated or deficient are a denial for both
sexes of the imagos of the primitive mother (i.e., the good
omnipotent mother is symbolized by the generous breast,
fruitful womb, wholeness, abundance; the bad omnipotent
mother is symbolized by frustration, invasion, intrusion, evil).?

Other theorists as well, while not focusing specifically on
envy, have linked early maternal power to the depreciation of
women. David (1970) speculates that profound narcissistic
injuries inflicted on the infant by the omnipotent mother lead
to a powerful need for revenge. He suggests that our distorted
concept of femininity and female sexuality, the discrimination
that women suffer by men and women, and the masochistic
attitude that characterizes women are all the result of “re-
venge” for the radical narcissistic wounds inflicted on both
male and female infants at the breast. Horney (1932) relates

2Penis envy and castration concerns in women reflect a defensive need to
devalue the imagos of the primitive mother. Yet such symptoms may also reflect
deep guilt and anxiety in identifying with this imago, especially when mother is
experienced as a powerful, malevolent, and castrating figure in her relationship
with father. Thus, women’s self-experience of being “castrated” (and their idealiza-
tion of men and the penis) is often a reaction formation against their own feared
“castrating” and aggressive wishes. See Chasseguet-Smirgel (1970) for an excel-
lent discussion of this issue.
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both the idealization and the depreciation of women to the
violently aggressive desires for revenge that stem from the
mother’s dominance and power and the small child’s related
feelings of weakness, impotence, and humiliation. Brunswick
(1940) notes the powerful character of the primitive maternal
image and emphasizes the early narcissistic injuries resulting
from the child’s dependency on the omnipotent mother “. .
who is capable of everything and who possesses every valuable
attribute” (p. 304).

Chasseguet-Smirgel (1970) suggests another determinant
of the need to reverse the infantile situation—namely, the fear
and terror of women.

I believe that a child, whether male or female, even with
the best and kindest of mothers, will maintain a terri-
fying maternal image in his unconscious, the result of
projected hostility deriving from his own impo-
tence . . . the child’s primary powerlessness . . . and the
inevitable frustrations of training are such that the
imago of the good, omnipotent mother never covers
over that of the terrifying, omnipotent, bad mother.
(pp. 112-113]

Horney (1932) and Lederer (1968) each present an impres-
sive amount of clinical, mythological, and anthropological evi-
dence regarding man’s terror of women. Although both au-
thors comment on the remarkable lack of recognition and
attention this topic has received, I suggest that perhaps it is
not that the fear of women has gone unrecognized, but that
the consequences of that fear for the patriarchal nature of
societies have not been sufficiently appreciated. To what ex-
tent has our concept of femininity been distorted by a need to
discourage women from the recognition and expression of self-
seeking, aggressive, competitive, ambitious strivings, in order
to ensure that the primitive maternal imago can, in adult life,
at last be controlled, dominated, and revenged? Similarly, if
men were encouraged to experience and express so-called fem-
inine qualities (e.g., dependency, passivity, and fragility), would
they then feel in danger of returning to that dreaded (although
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wished for) condition of early maternal omnipotence? In keep-
ing with this theme, Chasseguet-Smirgel (1970) has related
religious mythology to the difficulties that maternal domi-
nance and omnipotence present to both sexes.

Man and woman are born of woman: before all else we
are our mother’s child. Yet all our desires seem de-
signed to deny this fact, so full of conflicts and remi-
niscent of our primitive dependence. The myth of
Genesis seems to express this desire to free ourselves
from our mother: man is born of God, an idealized
paternal figure. . . . Woman is born from man’s body. If
this myth expresses the victory of man over his mother
and over woman, who thereby becomes his own child,
it also provides a certain solution for woman inas-
much as she also is her mother's daughter: she
chooses to belong to man, to be created for him, and
not for herself, to be a part of him—Adam’s rib—rather
than to prolong her “attachment” to her mother.
[pp. 133-134]

SEX-ROLE STEREOTYPES

At the cost of oversimplifying, I believe it may be worthwhile to
examine how the values and mores of traditional male-female
relationships in this country can be understood within the
stated theoretical framework. The fact that the nurturant
functions of the good mother (e.g., feeding, cleaning, providing
emotional comfort and support) are retained by women in
marriage hardly requires description or elaboration. The fol-
lowing points are offered to support the notion that the cul-
tural stereotypes of adult gender interactions (apart from nur-
turant functions) involve a reversal for males of their early
helplessness and dependency on a powerful female object.

1. Women are encouraged to be dependent and are frequently
portrayed as lost and helpless without a male partner. “Lit-
tle girl” qualities typically make women more attractive, and
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it is of significance that women are affectionately referred to
as “girls,” “chicks,” “baby,” and “doll.” Mothers tend to fos-
ter dependency to a greater degree in female children (Lynn
1972), and research indicates that adult men and women
tend to equate assertive, independent strivings in girls and
women with a loss of femininity (Baumrind 1972).

Expressions of dependency needs in men are consid-
ered unattractive, weak or effeminate, and are more fre-
quently denied than cultivated. For males, the notion of
men’s greater independence is a reversal of the infant-
mother paradigm, in which it is the child who is helplessly
dependent on the powerful maternal figure.

. In male-female relationships, intellectual ability and com-
petence are frequently seen as the man’s domain. A girl's
sense of intellectual mastery and skill is progressively dis-
couraged as she is trained to be “feminine”; she is encour-
aged to be smart enough to catch a man but never to out-
smart him (Baumrind 1972, Lerner 1974). In the media,
wives are often portrayed as silly, capricious, gossipy, illogi-
cal, and intellectually helpless; and mockery of a female’s
ability to think logically and critically is an extremely popu-
lar form of humor. Although women are acknowledged to
have a type of wisdom that goes by the name of “feminine
intuition,” there is a persistent insinuation that for females,
organized and sustained logical thinking is not critically
involved. Research findings indicate that both sexes regard
intellectual achievement as “unfeminine” and that college
women tend to equate academic success with detrimental
social consequences (Baumrind 1972).

Although many men do not value the “dumb blonde”
stereotype, few seek love relationships with a female partner
who is comfortably acknowledged to be an intellectual equal
or superior. Similarly, a woman who assumes an intellectu-
ally aggressive, critical, or dominant stance is often labeled
“masculine” or “castrating.” Again, this social situation ap-
pears to be a reversal of the male’s position as an infant, in
which the intellectually helpless child is slowly taught to
master his environment by a maternal figure who is expe-
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rienced as infinitely capable and wise. The role of early
teacher (and frustrator) moves systematically from mother
to a continuing series of figures (governesses, babysitters,
elementary-school teachers) who are predominantly female.

3. Physical strength and prowess, which are glorified and cul-
tivated in men, are considered unattractive in women; the
strong, athletic female or gymnast is generally not thought
to be the most attractive of mates. Although men may be
encouraged to go to painful extremes in body building,
women are taught to exaggerate, and even feign, weakness
in the interest of “femininity.” Men enjoy treating women as
weak and delicate creatures who cannot open their own
doors or carry their own packages. Similarly, it is typically
important for men to be physically taller than their mates.
Short or small men are devalued. Again, for men, this para-
digm reverses the infant's experiences of the small and
weak child who is carried about with ease in the arms of the
powerful mother. Horney (1932) emphasized the small boy’s
feeling of distress and humiliation at being small and weak
in comparison with mother.

4. In love relationships, men are typically older than their
female partner. While there is nothing unusual about a
match between a 35-year-old man and a 23-year-old woman,
the reversed situation is evaluated as eccentric, if not patho-
logical. Similarly, when a man marries a woman “young
enough to be his daughter,” the match may be either criti-
cized or condoned by society, but the desires of both parties
are considered understandable. Were a woman to marry a
man young enough to be her son, society tends to respond
with scorn and shock. Again, for males, this situation re-
verses the infant-mother relationship, in which the “older
woman” is the sole object of the young child's libidinal
desires. One might further speculate that the intense pres-
sures on women to look eternally like adolescent girls
(rather than like “mothers”) stems in part from the ma-
tronly woman's capacity to arouse infantile envy of the inex-
haustible feeding breast as well as to stimulate anxiety-
laden wishes for returning to a helpless state of dependency.
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5. The perpetuation of personality characteristics and traits
associated with infancy and childhood is encouraged in the
female sex only. For example, crying, whining, and seduc-
tively manipulative and petulant behavior are all acceptable
ways for women to make their demands felt and are por-
trayed in the media as typical feminine qualities. Such be-
haviors are unacceptable in men, who are encouraged to
assert themselves in a more “manly” fashion. Similarly, fe-
males are most frequently portrayed as emotional and
males as intellectual. The stereotype is of the “hysterical,”
overemotional wife who is kept in check by her husband,
who allegedly makes decisions by the laws of logic and cool
reason. Again, males experience a reversal of the infant’s
situation, in which it is the mother who supplies the intel-
lectual controls to the child who has considerable affective
lability and emotionality.

6. In courtship and sexual relations, women stereotypically
assume a passive stance and men an overly active one. Men
are taught to actively pursue what they want; women are
taught to make themselves pretty enough to be sought after.
Although females may learn “feminine wiles” to attract the
men of their choice, they are discouraged from openly and
directly pursuing a male figure. This state of affairs for
males is again the reversal of the infant's situation, in
which the baby is unable to actively determine whether it
will get the breast or the mother’s affection. The baby may
actively attempt to “court” her in a number of ways (such as
by crying or being cute), but it is the active mother who
initiates or fails to initiate contact with the child.

7. Stereotyped notions of feminine sexuality tend to glorify
naiveté and “innocence,” whereas for males, “experience”
tends to enhance their sexual attractiveness. (One might
consider the difference between an “experienced man” and
a “loose woman.”) Similarly, in regard to the expression of
aggressive impulses, Symonds (1971-1972) notes that what
is called “strength of character” in boys is called “unfemi-
nine” in girls. Stereotypes that have encouraged the stifling
of sexual and aggressive expression in women and the frank
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expression of impulse life in men are also for men a reversal
of the infant-mother paradigm: It is the mother who inhib-
its the expression of “unacceptable” impulses early in the
child’s life. Many psychoanalytic writers, including Horney,
Klein, and Freud, have stressed that mothers are expe-
rienced as punitive because they are the first to forbid a
child instinctual activities.

It is, of course, naive to assume that the devaluation of
women and the establishment and maintenance of traditional
sex role stereotypes can be entirely understood according to
the stated theoretical framework that emphasizes the early
oral dyadic relationship between mother and child without
regard for the complexities inherent in the oedipal triangle.
Additional socioeconomic, biological, and psychodynamic fac-
tors are relevant to the present discussion, and the specula-
tions offered here are to be considered partial rather than
exhaustive explanations of complicated phenomena.

THE SIGNIFICANCE OF SEX-ROLE STEREOTYPES

I anticipate the objection that the generalizations presented
here are oversimplified clichés that fail to account for the
richness of individual differences in our culture. Clearly, both
clinical knowledge and human experience reveal that there are
varied bases for successful male-female relationships and that
many stable and gratifying marriages involve variations if not
thoroughgoing modifications of these general themes. Sydney
Smith3 points out that a common American cliché holds that
the woman is the real decision maker in the family, despite the
man'’s belief that he is the boss. This understanding of power
relationships between the sexes is familiar and is well illus-
trated by the European saying “The man is the head of the
family but the woman is the neck that carries the head and
determines the direction.” Underlying the notion that the
woman gets her way despite the husband’s stated authority as

3Personal communication.
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boss is the idea that the woman wields her power in subtle and
manipulative ways that allow the husband to retain his fanta-
sies of being in charge. Many families are indeed matriarchal
in their power balance, but the cultural ideal is that the man
be the “head” of the household rather than a relatively submis-
sive, passive (and thus “effeminate”) figure. When we say that
the wife “wears the pants” in the family, we imply that she has
stepped into the role that rightfully belongs to the man.

That women surreptitiously wield power is further illus-
trated in movies, novels, and plays where one frequently runs
across the theme of the egocentric, unrealistic male who meets
his match in an eminently reasonable, practical woman. Smith
also mentions A. J. Leibling’s psychological and sociological
studies of the American soap opera in which men are charac-
teristically portrayed as weak, helpless, and impotent, or who
become physically crippled and must be sustained by a good
woman who alone maintains contact with the real world.

I do not purport to provide a factual description of all
possible relationships between men and women, which are
indeed infinitely variable and complex. Rather, what I present
is an outline of widespread cultural values and ideal types—
society’s definition of the way relationships “should be” if both
partners have fulfilled the criteria for appropriate masculine
and feminine behavior. Thus, a frail, dependent, and intellectu-
ally inept man may indeed seek out a strong, assertive, and
capable woman to protect and care for him; and the needs and
dynamics of the two individuals might “fit” in a manner that
results in a stable and satisfying marriage. Such a man is
hardly the prototype of the successful male, however, and he is
likely to be considered a poor, if not pathognomonic, role model
for his son. Similarly, the woman married to such a man is
perceived as having made a “bad catch,” accompanied by the
speculation that some neurotic problem kept her from “doing
better.” Men may indeed be passive, conforming, childlike, and
unrealistically dependent but, as Chesler (1972) points out,
they are hardly taught to romanticize these qualities as essen-
tial aspects of their masculinity.

Furthermore, the sex role stereotypes I have described are
not peripheral to the culture but rather are powerful and ubig-
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uitous forces affecting even the most “liberated” persons.
Some authors (Baumrind 1972, Symonds 1971-1972) suggest
that lifelong consequences exist for the growing girl whose
concept of femininity is based on the model that to be more
aggressive, assertive, or intellectually capable than one’s male
partner is to be unfeminine, unlovable, and even “castrating.”
Similarly, boys are deeply affected by current notions of mas-
culine attractiveness that glorify such traits as power, domi-
nance, and intellectual skill, and that do not allow for even
realistic expressions of fear, dependency, childishness, and
weakness. Although in intellectual circles there is a tendency
to see such stereotypes as outdated and inapplicable to today's
changing patterns of relationships, the psychic and social dy-
namics persist. Even if recent social changes were indeed sub-
stantial, there remains the important task of making sense of
the intense subjugation and devaluation of women that has
occurred throughout the world. The specifics of male-female
sex role stereotypes may vary across time and place, but the
ethos of male dominance and phallocentric prejudice is as old
as humanity itself.

Rather than applying psychoanalytic principles toward under-
standing how our distorted notions of masculinity and femi-
ninity have been established and maintained, we have instead
tended to incorporate these stereotypes into our theorizing
and language, thus allowing myth and anxiety to prevail over
scientific thought. A review of psychoanalytic writings reveals
how practitioners and theorists pervasively and glibly label
active displays of competitiveness, aggression, and intellectual
ambitiousness in women as “phallic” or “masculine,” and sim-
ilarly label manifestations of passivity, submissiveness, mal-
leability, childishness, emotionality, and dependency in men
as “effeminate” or “feminine” (Young 1973).

For example, the character of the primitive maternal imago
(and women's related fear of their castrating and destructive
potential) may be such that the female sex has relatively
greater difficulty acknowledging and directly expressing ag-
gressive, competitive, and ambitious strivings. Labeling these
qualities as masculine, however, only serves to increase wom-
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en’s guilt and inhibitions and to reinforce a masochistic posi-
tion. Similarly, anxiety about reenacting an early matriarchy,
with its related castration fears, may make men more fearful of
acknowledging their own passive, dependent, and regressive
longings, but it does not follow that these longings are “femi-
nine” ones. There are indeed different developmental tasks
that the two sexes must master based on anatomical differ-
ences; however, I believe that our present gender definitions
are less a reflection of anatomical realities and more an expres-
sion of a defensive reaction to the imagos of the primitive
mother. It is imperative that we gain greater conceptual clarity
regarding the treatment implications and underlying theoreti-
cal rationale for labeling specific traits and behaviors as mas-
culine or feminine.*

In order to defuse the character of the primitive maternal
imago and to prevent excessive envy and fear of women, I
suggest that shared parenting may be important. While the
psychiatric literature is replete with the hazards of inadequate
mothering, there has been only minimal concern with the
infant-father relationship The child’s formula for mental
health seems to involve spending the early years with a mother
who “. .. is always present, alert and responsive to the child’s
needs ...” (Mandelbaum 1973, p. 6), the later relationship
with father being secondary to and dependent on the quality of
this first interaction. Although many mental health profes-
sionals protest that we have held on to this model of mothering
at a tremendous cost to women's growth and development,
there has been less emphasis on its hazards for the growing
infant and child. Is not defensive idealization and devaluation
of women one pathological consequence of the child’s world

‘Research findings demonstrating sex differences along some dimension
(e.g., relatively greater activity and aggressiveness in male infants) are often used
to argue that a particular characteristic is a masculine or feminine one. Apart from
the fact that there is always considerable overlap between the sexes, such conclu-
sions are arbitrary ones. For example, female children are more verbal and articu-
late than male children; however, we do not label verbal skills as “feminine” and
proceed actively to encourage these skills in girls or call them "feminine” to
discourage them in boys. Group sex differences in no way imply that a trait or
quality is healthy for one sex and less adaptive or important for the other.
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being a matriarchal one, where the powerful figures that grat-
ify and frustrate the child’'s impulses and wishes are predomi-
nantly female? We have not as yet applied our sophisticated
psychoanalytic principles to understanding the consequences
of shared parenting or examining how such a system would
affect the developmental tasks that each sex must master.
Clearly, shared parenting would affect the maternal and pater-
nal imagos that the child internalizes and may consequently
lead to a capacity for adult men and women to relate to each
other from a position of greater equality, openness, and
mutual respect.
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Chapter 2

Parental Mislabeling
of Female Genitals

s children grow up they are taught that boys have a
Apenis and girls have a vagina.! That the little girl is
taught she has a vagina, an internal organ difficult to
examine in reality, but is not told she has a vulva that includes
the clitoris and labia, may be a critical factor in her psychosex-
ual development. Significantly, this incomplete labeling of fe-
male genitals is an almost ubiquitous phenomenon: If one
interviews parents or reads literature on sex education, it is
evident that the girl child is told that she has a vagina and
nothing else. Even educational material written for an adoles-
cent population typically communicates this same undifferen-
tiated picture of female genitals. “A girl has two ovaries, a
uterus, and a vagina which are her sex organs. A boy's sex
organs are a penis and testicles. One of the first changes (at
puberty) will be the growth of hair around the vaginal opening
of the girl” (Taylor 1972, p. 47).

Such an incomplete, poorly differentiated and anatomi-
cally incorrect picture of female anatomy may have its most
critical effect during the preoedipal and early oedipal phases of
development, when the girl discovers her clitoris as the prime
source of sexual stimulation and gratification. Surely it is of

'This chapter was first published in 1976 as “Parental Mislabeling of Female
Genitals as a Determinant of Penis Envy and Learning Inhibitions in Women" in
the Journal of the American Psychoanalytic Association 24(5):269-283.
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serious psychological consequence to the child that she discov-
ers an organ of pleasure that frequently is not acknowledged,
labeled, or validated for her by the parents, and which is thus
inevitably experienced as “unfeminine” (only boys have some-
thing on the “outside”). More specifically, this miseducation may
be one contributing factor to penis envy in women, and I would
speculate that penis envy is not simply the wish for a penis (i.e.,
the wish to have what boys have), but rather may reflect the
wish to validate and have “permission” for female sexual organs,
including the sensitive external genitals. I would suggest that at
a deeper level penis envy is a symptom that may, in certain
women, express an unfulfilled wish to have permission from
mother to be a sexually operative and responsive female. This
idea is in keeping with Torok’s (1970) suggestion that penis
envy is the girl's unconscious pledge to a jealous and possessive
maternal imago that she will not achieve genital fulfillment and
will deny herself pleasure with the penis for mother's sake.

Clinical Example

The following case presentation illustrates how the mislabel-
ing of female genitals may contribute to penis envy as well as to
symptomatic learning inhibitions.

Ann was a married professional woman with children,
whose initial decision to enter intensive psychother-
apy was precipitated by a number of accumulating
internal and external stresses. Three of her symptoms,
which proved to be dynamically interwoven, will form
the focus of the treatment fragment presented here.
The first symptom that Ann reported was sexual
inhibitions with her husband. While she experienced
vaginal sensations during intercourse and felt that
she “liked” her vagina, she had feelings of disgust,
shame, and anxiety about her external genitals that
greatly interfered with her capacity to experience sex-
ual pleasure. She was unable to allow her husband to
look at her vulvar area, and similarly was unable to
examine herself, thus maintaining some uncertainty
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about her own anatomical realities. She referred to her
external genitals as “my outside stuff” and was unable,
during the early part of treatment, to say the words
clitoris, labia, and vulva without experiencing an acute
sense of anxiety and humiliation.

Ann’s second major symptom was a tendency to
become confused and “stupid” in relation to what she
called “time and place.” For example, despite very supe-
rior intellectual ability, she would typically become dis-
oriented in regard to time sequences—"Is fall before
autumn, or are they the same thing? I can't re-
member.” “Today could be Monday or Friday. Now I
can’t say which it is without stopping to figure it out.”
“If someone says to me, ‘I went last spring,’ I get con-
fused. I may have to say the months and seasons to
myself to place it in time.” Ann was similarly disrupted
in her thinking when it came to geography and spatial
relations. She had difficulty picturing the location of a
country, or relationships among countries or conti-
nents. She complained of having no “internal map” of
the city in which she had lived for many years, and was
characteristically confused about directions. In fact,
she would often look at her wedding ring in order to
distinguish with confidence the difference between
left and right. The contrast, between the degree of help-
lessness and confusion she experienced in these areas
of functioning and her otherwise rich and highly dif-
ferentiated style of cognition, was indeed striking.

Ann’s third symptom was penis envy: Her envy and
idealization of male genitals was at times only thinly
disguised. She was unable to comfortably assume the
top and more active position in intercourse—a reluc-
tance she later understood as reflecting the confusion
she would experience in this position as to “who had
the penis” and her conflicted wish that it be hers.

An important theme that became elaborated dur-
ing the course of Ann’s treatment was her confusion
about what her own genitals looked like—a confusion
she later linked with her inability to comprehend tem-
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poral and spatial structures or relationships. She
spoke of the incomprehensible complexity of her exter-
nal genitals: “What's between my legs is like a clock. A
clock is simple on the outside. It has numbers and two
hands. But if you look beyond the surface, the intricacy
of a clock is too much to figure out. It's the same with
me. If you look superficially, it's like having a crack like
you see on statues. But if you really really look, then
there’s a lot of confusing parts. It seems like too much
to figure out.” Often, in a sequence of associations, she
expressed her sense of helplessness about “figuring
out” her genitals, followed by similar expressions of
helplessness about her inability to comprehend her
physical environment: “It's crazy, but I don't think I
can ever comprehend where things are at [referring to
her genitals]. I don’t think men know either. They’re
always fumbling around. Sometimes my husband
can't find my clitoris. It’s like he needs a road map or
something. When I direct him, I feel like a traffic cop.
I'm not sure of my way around either.” Ann used much
the same language to describe her confusion about
finding her way around the city: “It’s like I don't have a
map in my head no matter how often I've seen it or
been there. It seems too confusing, almost hopeless, to
try to figure out how everything is placed. It's always
like seeing a place for the first time.”

As Ann began to link her confusion about her
anatomy to her temporal and spatial disorientation,
she also began to associate her envy of the penis with
the fact that the male organ is “neat and simple,” “easy
to figure out,” and “without confusing or hidden
parts.” It was “validated” by others, whereas her exter-
nal genitals were “unspeakable.” “Everyone knows
that men have a penis and everyone can say the
word—even at parties. But the only word that people
will say to describe what women have is ‘vagina'.”

With the progression of the treatment, the connec-
tion among these three themes (disgust and confusion
about her external genitals, disorientation to time and
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place, and her envy of the penis) became clearer as I
began to understand the salience of the word “permis-
sion.” Ann sometimes experienced surges of anger or
depression when referring to a vaguely defined feeling
of “not having permission” for her external genitals,
which she claimed had been “invalidated” and “de-
nied” to her. Her sexual difficulties as well as her spa-
tial and temporal confusions indeed proved to be
symptomatic of her conflict around “having permis-
sion to have what I have.”

Ann’s feeling of “not having permission” achieved
various expressions in her relationship with me. When
[ was absent for two weeks, she experienced increased
feelings of disgust about her vulva and a decreased
ability to enjoy sexual relations or even physical con-
tact with her husband. On my return she complained
at length about how the disruption of treatment had
exacerbated her sexual difficulties. Later, she had a
fantasy that I was secretly pleased by this course of
events; her increased sexual inhibitions were a “gift”
to me—an implicit statement that my presence and
the treatment I offered were of “number one” impor-
tance. Having sexual pleasure in my absence was not
permissible because it might make me feel irrelevant,
pushed out, and even unhappy.

Similarly, Ann insisted that I wished to deny her
pleasure with her clitoris. Armed with the information
that I was a “Freudian,” she became angrily preoccu-
pied with the idea that I wanted her to be “totally
vaginal” and that, as far as I was concerned, she only
had permission for her internal genitals. When Ann
understood the genesis of her feelings of “not having
permission,” her symptoms were significantly attenu-
ated.

~ Two critical developmental events were linked to
Ann'’s fantasy, “I do not have permission to have what I
have.” One was early punishments she received from
her mother for masturbating, which, for Ann, meant
that having pleasure with her genitals (and wishing to
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have sexual pleasure with father's penis) was destruc-
tive to her mother. The second was her early education
that “boys have a penis and girls have a hole where the
baby comes out.” Ann'’s experience of discovering her
external genitals and having pleasure with her clitoris
and vulva was not prohibited solely by a masturbation
taboo. More important, the incomplete information
she received about her anatomy was for her “a mes-
sage that I didn’t have what [ had.” As she said, “What I
had that felt good didn’t have a name. It wasn’t sup-
posed to exist. Only boys had something on the out-
side. So I couldn’t have my clitoris and still be a girl. No
one can deny the penis to a boy. No one could not give
it a name or make it into a secret. To have a penis is to
have permission to have what you have.”

Ann's inability to comprehend the “geography” of
her genitals or of her external world was really a prom-
ise to mother that she “would not look.” Looking
meant that she would see something (her vulva, espe-
cially her clitoris) that wasn’t supposed to be there for
mother’s sake. Penis envy, in Ann’s words, was “a wish
to have permission for what I really did have, which
was more than a vagina where babies come from.”
Penis envy not only expressed Ann’'s wish to have her
own sexuality “validated,” it also served to block this
forbidden wish by preventing sexual fulfillment, thus
reassuring a prohibitive maternal imago that she
(Ann) would not become a fully sexually responsive
woman who took pride in femininity.

DiscussioN

It is hardly necessary to stress that this treatment fragment is
not intended to account for the complexities of feminine body
image or to provide a comprehensive explanation of the symp-
toms of penis envy and disturbed cognition. Clearly, penis envy
often has other meanings than that illustrated by Ann’s case
(Moulton 1973) just as a breakdown in sharply focused and
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differentiated perception and cognition may reflect a range of
intrapsychic and cultural determinants (Shapiro 1965, Lerner
1974a).

Nor do I wish to imply that the inaccurate and incomplete
labeling of female genitals will invariably convey to the girl
child that she should deny herself sexual pleasure for mother’s
sake. The context of the parent—child relationship in which the
sexual misinformation is conveyed is of considerable impor-
tance. In Ann'’s case, for example, there were additional aspects
of her development that led to the internalization of a jealous
maternal imago who did not want her to achieve genital fulfill-
ment. Parental failure to label the components of female anat-
omy will have its most pathogenic effects when it occurs in the
context of other sexual or oedipal prohibitions impeding nor-
mal development.

[ would speculate, however, that even in the best of parent-
child relationships, the failure to explicitly acknowledge and
label the girl's external genitals, especially the clitoris, cannot
help but have pathogenic consequences. This idea is in keep-
ing with the suggestion that vague information regarding
one’s sexuality and sexual differences is an important etiologi-
cal factor in disturbed reality testing and severe psychopathol-
ogy (Bellak and Benedict 1958, p. 29). One consequence is to
impair the girl’s capacity to develop an accurate and differen-
tiated psychic representation or “map” of her genitals and to
impede her in the difficult developmental task of differentiat-
ing the internal from external genitals (see Kestenberg 1968).
The fact that the girl's own exploration of her genitals is not
corroborated or paralleled by information from her environ-
ment may lead to anxiety, confusion, and shame regarding her
sexuality. Because neither sex is informed that the clitoris is
part of “what girls have,” this organ will be cathected as a small
and inadequate penis rather than as a valid and feminine part
of the girl's sexuality.

Of even greater dynamic significance is that this mislabel-
ing will carry with it an implicit or unconscious communica-
tion to the girl child. In Ann’s case, parental failure to label the
external genitals was perceived as an unconscious message
that she was to deny herself sexual pleasure and genital fulfill-
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ment for her mother's sake. While the unconscious message
may vary in differing interpersonal contexts, something along
the following lines will be communicated: The vulva (including
the clitoris) is not important, must not be spoken of or thought
about, or should not exist.?

Torok (1970) has emphasized the forbidding of masturba-
tion as a central determinant of penis envy. She writes that the
girl idealizes and envies the penis in order to reassure the
possessive and intrusive mother that she will never achieve
genital fulfillment, that she will abandon her desire to have
pleasure with the penis, and that she will live out her days in
unfulfilled longing for an unattainable object. According to
Torok, the mother who forbids masturbation communicates
that she would lapse into bitter emptiness and envy if the child
could achieve satisfaction without her.

The forbidding of masturbation with a known and recog-
nized body part is perhaps a more benign message to the child
to relinquish female sexuality than is the neglect to “validate”
and give a name to the girl's sensitive external genitals. I would
further speculate that the ubiquity of the female “castration
complex” does not stem primarily from the fact that the clitoris
is a smaller (and thus inferior) organ compared to the penis.
Rather, the girl's feeling of being “cheated” may reflect parental
failure to explicitly acknowledge that the vulva (especially the
clitoris) is an important aspect of “what girls have.” It is inter-
esting to note that in Freud’s time, the words clitoris, vulva,
and labia were not included in the dictionary and, in this
country, the only word in Webster’s dictionary to refer to fe-
male genitals was vagina. One might question how pride in
femininity could flourish at a time when our language did not
include a word for the part of the female anatomy most richly
endowed with sensory nerve endings and with no function but
that of sensual pleasure.

2Unlike boys, who characteristically masturbate by focused and specific geni-
tal manipulation, girls are reported to more commonly engage in nonspecific,
indirect forms of masturbation (Clower 1976). I suspect the avoidance of focused
manual clitoral stimulation may in part reflect the failure to acknowledge and label
this organ for the girl child.
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While the appropriate additions to Webster's dictionary
have since been made, little has changed, linguistically speak-
ing, since Freud’s day. Not only do parents fail to tell their
daughters that they have a vulva which includes a clitoris, but
my interviews reveal that the very idea of such communication
produces a curious reaction of embarrassment and discomfort
in the parent. In addition, it is surprising how many educated
parents report never having heard the word vulva (including a
large number who think the term refers to a Swedish automo-
bile). Many of these parents think the word vagina means
both the internal and external genitals. In our professional
circles, as well, the avoidance of the world vulva is striking,
even when the context specifically calls for it. For example, in
Martin Mayman'’s Rorschach scoring manual, which is used
by clinical psychologists at The Menninger Foundation, the
word vagina is repeatedly misapplied to Rorschach percepts of
the external female genitals. Similarly, patients who take this
test frequently report seeing “vaginas,” although subsequent
inquiry, as well as the stimulus attributes of the inkblot, dem-
onstrate that it is the female external genitals that are being
perceived. The appropriate term vulva is very infrequently
used even when residents, medical students, and professional
staff are tested.

Although failing to appreciate the significance of parental
mislabeling of female genitals, psychoanalytic theorists have
been particularly sensitive to the complexities and difficulties
that female anatomy presents to the growing girl. It has been
noted, for example (Moulton 1973), that while boys have “. ..
the obvious advantage of possessing a neat, visible organ”
(p. 213) which can be handled without reprimand during uri-
nation, the girl's genitals are less accessible to either visual or
manual inspection. Attention has also been given to the uncon-
scious vagina-mouth equation, which may cause the girl or
woman to fear this organ because of its fantasied castrating,
oral-devouring, and destructive potential. In addition, the exter-
nal genitals may be frightening because they may be perceived
as resembling a wound, an idea that is reinforced by menstrual
bleeding (Abraham 1920). De Beauvoir (1953) has written:
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The sex organ of a man is simple and neat as a finger;
it is readily visible and often exhibited to comrades
with proud rivalry; but the feminine sex organ is mys-
terious even to the woman herself, concealed, mucous,
and humid, as it is; it bleeds each month, it is often
sullied with body fluids, it has a secret and perilous life
of its own. . . . [p. 386]

It must be stressed, however, that the “mysterious” and
concealed nature of female anatomy does not necessarily pre-
vent the girl child from discovering the components of her geni-
tals. She will inevitably discover her external genitals, including
the clitoris, in the course of masturbation and maternal care.
Further, vaginal activity and possible orgastic potential may
exist during infancy and childhood. Vaginal stimulation may
occur in early infancy during sucking (Brierley 1936), during
infant toilet training (Greenacre 1950, Moulton 1973), and in a
vareity of indirect ways during child care (Kestenberg 1968). In
addition, the child's clitoral masturbation may lead to intense
sensations in the inner genitals via nervous and vascular con-
nections. In contrast to Freud's belief that the vagina is nonex-
istent until puberty (1905), pediatric reports suggest that little
girls may begin vaginal masturbation at a very early age. More
important, those children who are “ignorant” of their vaginas as
a tangible organ that can be examined and explored may still
discover their vaginas in terms of internal sensations.

All things considered, however, it seems to be a relatively
more difficult task for the female child to achieve a comfort-
able, accurate, and differentiated appreciation of her genitals.
Whether the girl's greater difficulty reflects anatomical reali-
ties, or whether it stems primarily from parental failure to
corroborate the girl’'s own sexual explorations and genital sen-
sations, is a question deserving careful investigation. Clearly,
many intrapsychic and cultural factors may combine to pre-
vent the growing girl from achieving a full understanding and
appreciation of her own sexuality.

Before Masters and Johnson (1966) published their research
findings, the clitoris was literally considered to be a vestigial
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organ in adult sexuality; clitoral stimulation was considered
“masculine” or “phallic” and was written off as a manifestation
of penis envy or sexual immaturity. Psychoanalytically speak-
ing, the adult woman was given the same message as the little
girl: The most physiologically sensitive part of her anatomy,
which has no function other than that of sensual pleasure, is
“unfeminine,” of “masculine character,” and should be denied;
that is, it does not or should not exist. While it is recognized
that the intensity of clitoral sensations never ceases, we have
only recently acknowledged that the clitoris is a valid and
important organ of adult sexuality.

Partially under the impact of the current feminist move-
ment, psychoanalytic circles have given increased attention to
the phallocentric bias of our theorizing, with attempts being
made to correct certain misconceptions about femininity
(Lerner 1974b) and female sexuality (Chasseguet-Smirgel
1970). In our eagerness to reevaluate Freud’s theories about
women, we may bypass an equally significant theoretical task,
which is to make dynamic sense of those distortions and
misconceptions that have, in fact, been established and main-
tained. Giving the clitoris its rightful role in female sexuality is
no more important than gaining dynamic understanding of
why the clitoris and the external genitals have been “denied” to
begin with—a denial well illustrated by current parental teach-
ings, our own past theorizing, and, in its most extreme form,
by the custom of excising the clitoris and ablating the labia,
which has been practiced on millions of women in certain
cultures (Ploss, Bartels, and Bartels 1965). Clearly, this denial
must stem from powerful feelings of anxiety that both sexes
share regarding female sexuality and the external female geni-
tals. Perhaps it is a sympton of this anxiety that so much
psychoanalytic attention has been directed, instead, to the fear
of the internal genital, the vagina.

It is not accurate, however, to say that psychoanalysis has
ignored the anxiety associated with the external female geni-
tals. Technically speaking, castiation anxiety in males does not
occur from seeing the vagina (which is hardly accessible to
visual inspection), but rather from seeing “the hairy maternal
vulva” (Lederer 1968, p. 3) and the vulva of the young girl. It is
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the vulva and not the less visible vagina that may give the
appearance of a “wound,” and it is the clitoris that may arouse
or reinforce men’s fears that the penis can indeed be lost,
reduced in size, or drawn into the body. Freud himself (1940)
recognized the anxiety that the vulva may inspire and recalls a
passage from Rabelais in which the exhibition of a woman'’s
vulva puts the devil himself to flight.

Perhaps it is not so much that the fear of the vulva has
been ignored by psychoanalytic theorists, but rather that the
consequences of this fear have not been fully appreciated.
Parental failure to label the girls’ external genitals may be one
important symptom or manifestation of this fear, although it
is unlikely that this neglect derives solely from anxieties that
have their origin in the anatomical structure of female geni-
tals. My interviews with parents suggest that additional fac-
tors are at work as well, such as the parents’ anxieties about
acknowledging the female child as a sexual individual who has
pleasure with her genitals. (As one mother explained: “It's easy
to talk about the vagina because it's a reproductive organ, but
telling my daughter about her clitoris seems like telling her to
go masturbate.”) More careful and systematic investigation is
necessary to further elucidate both the dynamics underlying
such parental discomfort and the failure to acknowledge and
name the girl's sensitive external genitals.

It is relevant to note that the clitoris is only one aspect of
female experience that has been denied or invalidated by
nonrecognition or by application of the label “masculine.”
Women have been inhibited in numerous aspects of personal
development and achievement by their conscious and uncon-
scious fears that ambitious, competitive, self-seeking strivings
are “masculine.” Having valued aspects of one’s self-experience
labeled as gender inappropriate may lead not only to conflicts
and inhibitions, but to cognitive and intellectual impairments
as well. It is a challenging task for psychoanalysis to seek
greater understanding of the unconscious meanings of femi-
ninity and of the labeling of specific traits, strivings, and be-
haviors as “masculine” or “feminine,” and to further assess
both the adaptive and pathogenic implications these labels
may have for the growing child.
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In sum, a survey of sex education literature confirms par-
ents’ self-reports regarding sex information imparted to their
children. With relatively few exceptions, young children (and
even teenagers) are taught that “boys have a penis and girls
have a vagina,” without further linguistic distinctions regard-
ing the sensitive external genitals of the female child. This
incomplete, undifferentiated, and often inaccurate picture of
female genitals may prevent the growing girl from achieving
pride in femininity, and may lead to anxiety and confusion
regarding her sexuality. In the case example presented in this
chapter, the failure to label the girl's external genitals was a
contributing factor to penis envy, as well as to conflicts about
“looking,” which led to symptomatic learning inhibitions.

It is suggested that the ubiquity of the female “castration
complex” may not stem primarily from the fact that the clitoris
is a smaller (and thus inferior) organ compared to the penis.
Rather, the girl's feeling of being “cheated” may reflect parental
failure to explicitly acknowledge that the vulva (especially the
clitoris) is an important aspect of “what girls have.” Because
visible and sensitive aspects of the girl's genitals are not la-
beled for her, the girl may feel that she does not have “permis-
sion” to develop into a sexually responsive and complete
woman. As in the case presented, penis envy may be a symp-
tom which expresses the wish to have one's female sexuality
“validated,” but which also serves to block this forbidden wish
by inhibiting sexual responsiveness and pride in femininity.
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Chapter 3
Penis Envy

he concept of penis envy has been revised considerably,

and the wish for a penis is no longer viewed as a

ubiquitous force in female development.! A woman's
desire for self-actualization and growth, be it through mother-
hood or professional development, is now regarded as a pri-
mary feminine striving rather than as a defensive reaction to
real or imagined genital inferiority. While either sex may adopt
an ambitious, competitive, production-oriented stance as a
means of compensating for a sense of narcissistic injury and
damage, today’s analyst is less quick to label women'’s aggres-
sive, ambitious, and competitive strivings as “masculine” or to
interpret them a priori as a manifestation of penis envy. In
sum, penis envy has been relegated to a less universal and
necessary place in the onset of femininity than earlier writings
would suggest (Blum 1977).

In contrast to Freud's viewpoint that femaleness does not
come into being until puberty (Kleeman 1977), the female
child’s femininity is now viewed as primary. At the same time,
there remains wide agreement that penis envy and the castra-
tion complex may exert a crucial influence upon feminine
development, and penis envy continues to be a conspicuous
symptom among some women. Indeed, coveting the male sex

'This chapter was first published in 1980 as “Penis Envy: Alternatives in
Conceptualization” in the Bulletin of the Menninger Clinic 44(1):39-48.
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organ may be such a powerful and pervasive dynamic that the
sociocultural legitimacy of penis envy may hardly seem suffi-
cient to explain the profound feelings of defectiveness and
inferiority that certain women feel toward their own sex. While
the existence of symptomatic penis envy is a clinical fact, there
remains a lack of psychoanalytic agreement regarding the eti-
ology and meaning of the symptom. My task in this chapter is
to make explicit certain important theoretical differences re-
garding the symptom and to note implications for clinical
practice.

THE ROLE OF ANATOMICAL DIFFERENCES

The psychoanalytic literature reveals that there remains con-
siderable disagreement regarding the importance of actual
anatomical differences in the etiology of penis envy. According
to Freud (1905), penis envy stems from the genital inferiority
(either real or imagined) of the female sex and occurs as a
consequence of the female child's traumatic observation of
sexual differences. In contrast to this widely held point of view,
a growing number of psychoanalytic writings are in keeping
with Torok's (1970) seemingly paradoxical notion that “the
penis itself is not involved in penis envy” (p. 138). These writ-
ings suggest that the awareness of objective anatomical differ-
ences does not account for the idealization of male genitals
and, further, that the absence of a body part, such as the penis,
does not in itself produce pathological envy or self-deprecia-
tion. It is worthwhile to examine these two theoretical posi-
tions in greater detail.

Penis Envy as a Reflection
of Actual Anatomical Realities

Many female patients relate their sense of deficiency specifi-
cally to their lack of male genitals. As Torok (1970) has noted,
“Many women have the fanciful idea that the male sex organ
possesses supreme qualities: infinite power for good or evil, a
guarantee of its possessor’s security, absolute freedom, immu-
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nity against anxiety or guilt, and a promise of pleasure, love,
and the fulfillment of all his wishes” (p. 139). It would seem to
follow logically, then, that penis envy stems from the girl's
reaction to actual or perceived anatomical differences. This
viewpoint, put forth by Freud, has been summarized by Stoller
(1973) as follows:

Because it is visible, can change so in size, is shaped
like a weapon, can penetrate, frightens women, and is
such an intense source of sensation from infancy on,
it [the penis] also demonstrates its superiority. Then,
when it is contrasted with the female genitals, the
case is again made. The female phallus, the clitoris, is
much smaller, not visible, cannot penetrate, has not
seized mankind'’s imagination, is never symbolized or
exalted, and—Freud thought—is not a competent
source of pleasure. Its significance is further weakened
since it must share its fate with another organ, the
vagina, which Freud felt was universally considered as
an inferior organ—it is hidden, dark, mysterious, un-
certain, unclean, and an undependable source of plea-
sure. [pp. 244-245]

Similarly, in his classic paper on the female castration com-
plex, Abraham (1920) suggests that anatomical realities are
such that “the female genital is looked upon as a wound, and
as such it represents an effect of castration” (p. 340). This
viewpoint suggests that penis envy is a bedrock phenomenon
whose etiology rests on the girl's observation, or at least her
conviction, that she lacks or has lost a superior genital.
There is an additional way to conceptualize the role that
anatomical realities play in symptomatic penis envy. This al-
ternate viewpoint suggests that it is not the actual or perceived
superiority of the penis which leads the girl to envy it, but
rather the anxiety-provoking nature of her own genitals that
predisposes her toward penis envy. There is, in fact, little ques-
tion that the anatomical structure of female genitals presents
special problems to the little girl, who may have far greater
difficulty than the boy in arriving at an accurate, comfortable,
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and differentiated appreciation of her sexual anatomy (Kesten-
berg 1968, Lerner 1977). The primitive anxieties that both
sexes share about the vagina and vulva have received consider-
able attention in the literature (Lederer 1968) and need not be
elaborated here. What is significant is that the vagueness,
confusion, and anxiety that the little girl experiences about her
genitals may well predispose her to the fantasy that her intra-
psychic life would, indeed, be more manageable if she pos-
sessed male genitals in place of her own.

The conceptual difference just outlined is subtle but im-
portant. The first viewpoint assumes that the critical determi-
nant in penis envy is the actual or perceived superiority of the
penis in the little girl's mind (it is bigger, visible, a more
intense source of pleasure, etc.). The second viewpoint as-
sumes that the girl's envy of the penis is a secondary reaction
to anxiety about her own genitals (fear of penetration or intru-
sion; fear of intense, diffuse, inner-genital sensations; fear of
the vagina as a castrating, oral-destructive organ; etc.). Al-
though these two viewpoints need not be mutually exclusive,
the conceptual difference is significant, as differing clinical
interventions follow from each. In the first case, interpretive
work may focus concretely on the patient’s wish to be a boy/
man and to have male genitals in place of her own. In the
second case, interpretive work may focus on the patient’s wish
to be a girl/woman and to have a full appreciation of her own
genitals, while acknowledging that she is unable to do this
because of anxieties and conflicts about what she actually has.
Envy of male genitals is understood as a secondary or defen-
sive elaboration rather than as a bedrock experience. Clinical
interventions of the first kind run the risk of exacerbating the
patient’s devaluation of femininity and, in my opinion, block
further analysis of the problem.

Penis Envy as an Expression
of Unconscious Conlflict

In contrast to the two viewpoints outlined above, a growing
number of psychoanalysts believe that actual anatomical dif-
ferences play little or no primary etiological role in penis
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envy. For example, Torok (1970) states that the penis, when
considered as an objective biological organ, is not of impor-
tance in understanding penis envy: “Only an inquiry which
disregards the object nature of the penis reveals the general
significance of penis envy, the conflict which the symptom is
trying to solve and the way it attempts to do this” (p. 183). The
analyst’s task is to probe beyond penis envy to uncover the
unconscious desire, fear, or wish that produced penis envy as a
solution.

Within this conceptual framework, Grossman and Stewart
(1977) suggest that penis envy is a “metaphor” which reflects
or expresses narcissistic injuries and issues of envy at all
psychosexual levels of development. While the focus on a miss-
ing and unobtainable organ may provide a concrete and un-
derstandable explanation for dissatisfaction and envy, ana-
tomical differences in themselves may not be of etiological
significance. These authors note that severe feelings of dam-
age, deprivation, and envy, existing before the discovery of
sexual differences, are among a number of psychological fac-
tors that can create a traumatic vulnerability to the discovery
of genital differences, which is one among many experiences of
deprivation.

Other authors (Chasseguet-Smirgel 1970, Torok 1970)
suggest not only that penis envy may be unrelated to the object
nature of the penis, but, further, that the symptom may have
little to do with envy. It is my belief that the most clinically
sound and useful understandings of penis envy view the symp-
tom as reflecting some disturbance in object relations, often
with the mother.

If the female child or woman devalues femininity and de-
sires the penis, one can ask: “Why does she? What uncon-
scious internalized drama with the parental figure is ex-
pressed by this wish?” A number of possible solutions have
been suggested: The female child may desire a penis in order to
better express her hatred toward her mother, or as a means of
possessing the envied omnipotent mother and her magical
attributes, or as a means of extricating herself from a depen-
dent and frustrating relationship with mother—that is, as a
desperate attempt at separation and differentiation. Penis
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envy may be an expression of a revolt against the narcissistic
wounds inflicted by the omnipotent mother or may be the
girl's attempt to protect a jealous, intrusive, maternal imago by
making an unconscious “oath of fidelity” to the mother that
she (the daughter) will not achieve genital fulfilment (Chasse-
guet-Smirgel 1970, Torok 1970, Lerner 1977).

Chasseguet-Smirgel (1976) later observed that sympto-
matic penis envy is most severe in families in which the
mother is experienced as dominant and controlling and the
father as weak and passive. This finding is in keeping with my
own clinical observation that envy and idealization of men and
the penis are often associated with the girl/woman’s attempt
to separate herself from maternal overcontrol and to avoid a
fearful identification with a destructive, castrating, “bad
mother.” That is, the defensive shift in self-experience from
“castrating” to “castrated” is common among women. As
Chasseguet-Smirgel (1970) notes, images of women as cas-
trated or deficient are a denial for both sexes of the imagos of
the primitive mother.

The foregoing summary is not meant to do justice to the
multiplicity of meanings that the symptom of penis envy may
have for a particular woman. The point is, rather, that certain
psychoanalysts continue to view penis envy as a symptom
reflecting girls’ difficulties in coming to terms with anatomical
differences. Other analysts view the symptom as a conscious
mental content whose unique unconscious meanings (which
may have little to do with either envy or anatomy) must be
analyzed and understood.

IMPLICATIONS FOR TREATMENT

Grossman and Stewart (1977) note that when penis envy is
conceptualized in concrete terms as reflecting the patient’s
envy of male genitals, it may be dealt with clinically as a final,
immutable truth about anatomical differences or about the
patient’s wish to be a male. They point out that such interven-
tions reduce the multiple source of dissatisfaction to a single
cause and prevent analysis of underlying meanings of the
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symptom. Further, the clinical effect of such interventions may
be to confirm the patient’s worst fears of her inferiority and to
exacerbate her sense of “real” deprivation. It is my observation,
as well, that such interpretations strengthen the patient’s de-
fensive focus on anatomical or genital deficiency and prevent
both patient and analyst from examining the underlying, more
anxiety-arousing and painful wishes and conflicts that are
bound up in and expressed by the symptom.

I believe that interpretations of penis envy are invariably
antitherapeutic if the female patient believes the analyst/ther-
apist is saying, “Really, you would like to be a man.” This
pronouncement is experienced as an irretrievable and final
judgment of depreciation of the patient’s femaleness and femi-
ninity. It is a communication that must make the woman feel
misunderstood, for what she wants is to be more of a woman,
although her conflicts and symptoms prevent her from achiev-
ing this goal. Symptomatic penis envy is encountered com-
monly enough in psychoanalytic practice, but the numbers of
female patients who truly wish to be men (as a primary, rather
than a defensive, experience) are few indeed, and I suspect are
limited to transsexuals.

A related point of importance is that female patients are
often quick to agree with the notion that they “have penis
envy” (in concrete anatomical terms) for a multiplicity of de-
fensive reasons; this agreement should not be mistaken for
“validation” of the concept. Grossman and Stewart (1977) have
observed that interpretations of penis envy may readily be
embraced by the patient as true because they have an organiz-
ing effect; that is, they function like a delusion to bring order to
what was otherwise a free-floating envy or a vague dissatisfac-
tion with femininity. As noted earlier, certain patients may
unconsciously focus on issues of anatomical or genital defi-
ciency in order to block more anxiety-arousing exploration of
the underlying affects and anxieties bound up in the symptom.
I have informally interviewed a surprising number of women
who report having “gone along” with interpretations of penis
envy, which “felt true” at the time but were later (after treat-
ment or in a subsequent treatment) experienced as insulting,
inhibiting, or false. I believe that the unconscious motivations



46 Women in Therapy

leading a patient to comply with analytic interpretations of
penis envy (especially when the analyst is male) are complex
and deserve further attention.

Penis Envy and “Masculine Strivings”

The idea that penis envy is a symptom that derives from socie-
ty’s neglect and distortion of women’s true sexual, social, and
intellectual needs is a point of view that has stirred considera-
ble controversy among contemporary clinicians. While most
psychoanalysts are unsympathetic to this viewpoint, a minor-
ity (Seidenberg 1970) agree with Thompson'’s (1943) surpris-
ingly early view that penis envy reflects the attitude of an
underprivileged or subordinate group toward those in power.

Irrespective of one’s viewpoint on this matter, the contro-
versy has helped bring to light a lack of conceptual precision
on the part of many theorists and practitioners who attach the
label of “penis envy” to any woman who rebels against societal
definitions of femininity or expresses envy of male preroga-
tives and privileges. For certain analysts, “penis envy” is syn-
onymous with a lack of acceptance of the “feminine role” (as it
is culturally defined) despite growing psychological research
demonstrating that such “rebels” may be healthier than their
stereotypically “feminine” sisters (Bem 1976, Kaplan and Bean
1976). The equation between penis envy and so-called mascu-
line strivings is conceptually unsound and characteristically
leads to countertherapeutic consequences.

I have found that women who rebel against culturally de-
fined notions of femininity, as well as express envy and resent-
ment of men, do so for a multiplicity of neurotic as well as
healthy and adaptive reasons. A great number of these women
who manifest “masculine strivings” do not have penis envy,
but rather take deep pride and pleasure in their femaleness.
However, these women do struggle with unconscious anxiety
and guilt regarding their own ambitious and competitive striv-
ings for mastery and success in the world outside the home—
strivings that they view men as expressing with apparent ease.
The inhibitions these women share frequently have their roots
in an undifferentiated relationship with their mothers which
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leaves the woman unable to tolerate the experience of auton-
omous functioning associated with intellectual mastery or
professional success. In addition, such strivings may be expe-
rienced unconsciously as “too masculine” or “phallic’—a per-
ception greatly reinforced by cultural pressures.

When the patient’s “phallic” strivings are interpreted in
treatment as masculine or viewed as an expression of penis
envy, guilt regarding ambitious and competitive strivings in-
creases. In addition to exacerbating the woman's inhibitions,
such interpretations inevitably deepen her resentment of men,
who she feels have permission to be successfully competitive
without having their gender identity brought into question. I
agree with Kronsky's (1971) observation that, too frequently,
symptomatic penis envy is paradoxically reinforced by the very
interpretation that is aimed at leading to its dissolution. In
many cases envy and resentment of men disappears by itself
when the woman becomes able to fulfill herself in broad and
varied aspects of functioning.

When penis envy is conceptualized in concrete anatomical
terms (that is, as indicative of the patient’s wish to be male or
to possess male genitals), analytic interpretation may further
lend itself to a kind of absurd reductionism. Take, for example,
Ritvo’'s (1977) often-heard statement that the mind-penis
equation makes the mind’s good functioning a source of pride
and satisfaction to women. He writes, “One successful and
satisfying sublimation of penis envy, seen particularly in col-
lege students, is in intellectual functioning and achievement”
(p. 132). Is the author implying here that the truly feminine
woman (free from penis envy) lacks pride and pleasure in
intellectual functioning and achievement? Or that bright and
ambitious women are motivated by an unconscious sense of
anatomical defectiveness? Or that the creative use of one’s
mind is a “masculine” pursuit? Probably not, for we know that
the pleasure an individual takes in achieving and in being
intellectually masterful has a wealth of psychological mean-
ings for both sexes. These strivings reflect adaptive sublima-
tory capacities, healthy identifications with either or both par-
ents, the ego’s natural pleasure in mastery and learning, the
narcissistic gratification derived from receiving praise from
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others, and the feeling of self-respect and well-being inherent
in the knowledge that one is competent and successfully com-
petitive. Although analytic work has demonstrated that com-
peting, achieving, and “measuring up” may have pathological
underpinnings and may serve to compensate for an underly-
ing sense of defectiveness or inadequacy, this finding is no
more the case for women than for men.

It is my impression, however, that comments such as Rit-
vo's (despite their intentions) may be heard in the consulting
room as suggesting that the woman's competitive, intellectual,
and ambitious strivings are not “fully feminine” and womanly,
thus making it unlikely that these can be incorporated in the
patient’s self-experience in a pleasurable and ego-syntonic
way. Psychoanalysis has at times failed to appreciate suffi-
ciently the deep guilt and anxiety a woman experiences when
some valued aspect of her self-experience is labeled “mascu-
line.” For example, one psychotherapy patient of mine owned a
treasured leather briefcase which had belonged to her de-
ceased father, whom she had loved dearly. She put it away in
the closet “forever” when a previous therapist interpreted her
attachment to it as her wish for a penis. In her later work with
me, she was able to reclaim and again enjoy this valued posses-
sion.

Psychoanalytic interpretations of penis envy may be coun-
tertherapeutic or useful, depending on the analyst’s capacity
to explore the unique, varied, and complex meanings that the
symptom may serve for a particular woman. There remains a
great diversity of psychoanalytic opinion regarding the mean-
ing of penis envy, although disagreements have not always
been explicitly stated. Because psychoanalytic interpretation
derives specifically from the way in which penis envy is con-
ceptualized, the attainment of further conceptual clarity is of
special clinical and theoretical importance.
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Chapter 4

Internal Prohibitions
against
Female Anger

not exclusively a woman’s problem.! In clinical work,

we see individuals of both sexes who are inhibited in
the direct expression of realistic anger or are prone to impul-
sive, poorly modulated aggressive outbursts. Indeed, the man-
agement of anger and aggression presents intrapsychic diffi-
culties for all of us, interfering in varying degrees with our
capacity to work and to love.

However, there are also conspicuous sex differences, as
well as similarities. Simply put, women tend to be overly inhib-
ited, and men not inhibited enough, in the direct expression of
anger and aggression. Although there are many exceptions to
the rule, the greater aggressivity of the male sex is an observ-
able fact of life, documented by clinical and experimental re-
search (Lewis 1976). That men wage war, and women do not, is
noted by Lewis to be the clearest and most indisputable differ-
ence between the sexes, apart from the biological reality that
only women give birth and nurse babies.

It is perhaps surprising that mental health professionals
have failed to examine the vicissitudes of anger and aggression
for each sex separately. The work of Bernardez-Bonesatti

Difficulty in the management of anger and aggression is

This chapter, which was presented in May 1978 at the 131st annual meet-
ing of The American Psychiatric Association in Atlanta, Georgia, was first pub-
lished in 1980 in The American Journal of Psychoanalysis 40(2):137-148.
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(1978) was the first serious attempt to carefully elucidate the
intrapsychic and cultural factors that are specific to women’s
difficulties with anger and aggression. Clearly, women’s prob-
lems in this area merit special study, for men and women have
different anatomical structures to come to terms with, differ-
ent developmental tasks to master, and different socialization
inputs from parents and the culture at large throughout a
lifetime.

Differences in socialization inputs for each sex are dra-
matic with regard to anger and aggression. From birth, the
parent’s awareness of the child’s sex (“My baby is a girl!”)
organizes and directs that parent’s response to the child’s
expression of anger, rebelliousness, and protest. Despite
changes brought about by the feminist movement, expres-
sions of anger and aggression are still considered masculine in
men, and unfeminine in women. So strong are societal prohi-
bitions against female anger that the angry woman may be
condemned, even if she is waging a bloodless and humane
revolution for her own legitimate rights. I cannot count the
number of times I have heard it said, “I agree with much of the
women’s liberation movement, but those angry women just
turn me off!”

Unlike male heroes who fight and even die for what they
believe in, the angry or aggressive woman may, indeed, repel us
all. For what images come to mind? The envious, castrating
“man-hater” venting her rage and resentment against men?
The passive-aggressive housewife who bitterly dominates and
controls her husband from behind the scenes? The infantile,
irrational, “hot-tempered” female who hurls pots and pans
from across the kitchen and carries on like a hysterical bitch?
These familiar images are more than just cruel, sexist stereo-
types. They are neurotic positions that real women adopt when
intrapsychic and cultural pressures combine to inhibit the
direct and appropriate expression of legitimate anger and pro-
test. In addition, Bernardez-Bonesatti (1978) has noted that
such images serve to reinforce cultural definitions of the
healthy, “feminine” woman as one who is devoid of anger and
aggressiveness, especially toward men. Although women may
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express anger in defense of others more helpless than them-
selves, anger toward men is held in check “by continuous
warnings about the danger of becoming one of the frightening
and despicable stereotypes which depict women as ferocious,
envious, vengeful, or ‘castrating’” (Bernardez-Bonesatti 1978,
p. 216).

Women'’s difficulties with anger have been conceptualized
by feminist writers as a consequence of the feminine socializa-
tion process (Kaplow 1971). Clinical and research evidence
does, in fact, indicate that girls are raised in a manner that
restricts their freedom to express anger and aggression and
inhibits their capacity for competitive and self-assertive be-
havior (Gornick and Moran 1971, Kaplan and Bean 1976). But
why have such cultural pressures been established and main-
tained? The myth of the feminine woman as devoid of anger
and aggressiveness could not have so vigorously survived over
the ages unless both sexes shared deep intrapsychic fears of
female anger.

In this chapter I will discuss two intrapsychic determi-
nants that I believe are central in understanding women’s fear
of their own anger. The first involves women’s irrational fears
of their own omnipotent destructiveness, a topic that has re-
ceived attention from a number of writers (Lederer 1968,
Lerner 1974, Bernardez-Bonesatti 1976). The second involves
separation-individuation difficulties in the mother-daughter
relationship, which may leave the girl/woman unable to toler-
ate the sense of separateness and difference inherent in the
experience of anger. My theoretical position derives from diag-
nostic testing and intensive clinical work with adult female
patients who share a common cluster of characteristics. They
assume a protective, placating, “good-girl” stance in relation-
ships with others. In some cases, passivity, weakness, and
vulnerability to victimization may emerge as salient features of
their character style. These women characteristically avoid the
direct experience and expression of anger, tending instead to
report feeling “hurt” in situations that might more realistically
evoke anger or protest. These women all share deep uncon-
scious anxieties about “fighting” which interfere not only
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with their ability to express anger, but also with their capacity
to be adaptively self-assertive and competitive.

FEARS OF OMNIPOTENT DESTRUCTIVENESS

Although both sexes have frightening fantasies about the dev-
astating effects of their unmodulated rage, such primitive anx-
ieties are, as a rule, more powerful and inhibiting in women
(Lederer 1968, Bernardez-Bonesatti 1978). It may at first ap-
pear paradoxical that women, who present themselves in our
consulting rooms as the weaker and “castrated” sex, should
have relatively greater anxiety regarding their own power and
destructiveness. This seeming contradiction is resolved when
we appreciate that women’s self-experience of being weak and
castrated is often a defensive retreat from a more frightening
self-experience—that of an omnipotently destructive, castrat-
ing individual whose archetypal expression is beautifully cap-
tured in the character of Nurse Ratched in One Flew Over the
Cuckoo’s Nest.

To understand the fear of female anger that both sexes
share, we must appreciate that the infant’s and child’s world is a
matriarchal one in which power and authority are predomi-
nantly, if not exclusively, in the hands of women (Lerner 1974). It
is the mother who not only gratifies the child’s impulses, but
also is the first to forbid their expression. It is the mother, along
with a host of other women (governesses, baby-sitters, elemen-
tary-school teachers), who not only provides rewards and plea-
sures but also inflicts the unavoidable punishments and narcis-
sistic injuries that are part of the day-to-day task of socializing a
child. Most important, it is the mother who is the primary object
of the child’s dependency; it is with this woman that the child
must move from the experience of a fused, undifferentiated
symbiosis, in the direction of increasing individuation, sepa-
rateness, and autonomy. The strength of this struggle with
mother—the struggle between regressive dependent wishes and
more autonomous strivings toward separation and autonomy—
inevitably generates aggression and rage at the object of the
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dependency. Because of the child’s heavy reliance on primitive
projection, one aspect of the early maternal imago that persists
in the unconscious of even the most “rational” adults is that of a
vengeful, angry, possessive, all-powerful bad mother who re-
stricts her child’s autonomy, freedom, and growth.

One dilemma that the girl faces in identifying with her
mother is that she is confronted with an internalized maternal
imago that includes elements of the bad, omnipotent, destruc-
tive mother. To avoid such a fearful identification, the girl/
woman may defensively shift to a self-experience of being cas-
trated and reassuringly helpless. This self-experience, and the
related idealizaticn of men, frequently masks its opposite—a
self-experience of being destructive and castrating, especially in
relationship to men (Chasseguet-Smirgel 1970, Lerner 1974,
Bernardez-Bonesatti 1978). The defensive shift from castrating
to castrated frequently achieves a concrete anatomical expres-
sion. In the case of symptomatic penis envy, for example, the
woman’s devaluation of her genitals as mutilated and inferior
may defend against a more fearful unconscious experience of
her vagina as a dangerous oral-incorporative organ that will
literally destroy the penis during intercourse.

Frightening fantasies about women’s omnipotent destruc-
tiveness need not be based on actual “bad” qualities of the
mother, although in my clinical experience, such fears are most
powerful when the mother is, in fact, possessive and controlling
in relationship to a passive and unavailable father. Nevertheless,
in cultures where parenting is not shared, irrational anxieties
about female anger and power may be the inevitable conse-
quence of the child's world being predominantly, if not exclu-
sively, a matriarchal one (Lerner 1974, Dinnerstein 1976). In
addition, women'’s primitive fears about their own destructive-
ness are profoundly reinforced by cultural stereotypes that teach
women to “play dumb,” “let the man win,” “pretend he’s hoss,” or
any variety of maneuvers that encourage women to feign weak-
ness when it does not come naturally. These cultural teachings
are paradoxical warnings of how hurtful and destructive the
“weaker sex” might be to men if women were simply to be
themselves.
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FroM ANGER TO HURT: SEPARATION ANXIETY

In order to understand the dynamics of women who character-
istically become “hurt” in situations that might more realisti-
cally evoke anger, a distinction must be made between the
phenomenology of anger and of hurt. It is important to appre-
ciate that the experience of anger is one that involves the
feeling of being separate, different, and alone. Any angry con-
frontation is a statement of differences between people, which
elicits a heightened sense of standing on one’s own two feet,
separate and apart from a relational context. In the midst of an
angry confrontation, a woman no longer feels like the wife of
her husband, the daughter of her mother, or the mother of her
child. She is herself, separate and alone.2 Bernardez-Bonesatti
has noted that “In anger, the person establishes automatic
aloneness and makes herself temporarily separate from the
object of the anger.” (1978, p. 216). She writes that women are
so afraid of this loss of connection that their expressions of
anger are frequently accompanied by tears, guilt, and sorrow,
which contaminate the anger or serve to nullify it entirely.

The experience of hurt (which may be behaviorally ex-
pressed by tears, self-criticism, displays of depression, and/or
guilt-inducing statements) contrasts markedly with the expe-
rience of anger. When, in the midst of an angry confrontation,
a woman shifts from anger to hurt or tears, she is retracting
her statement of being separate and alone. Expressing hurt
draws the object closer and emphasizes his or her importance
to the self. Hurt, in contrast to anger, emphasizes the relational
“we” rather than the autonomous “1.”

In keeping with Bernardez-Bonesatti's observation, I have
noted that female patients, in particular, have difficulty toler-
ating the feeling of separateness and aloneness inherent in the
experience of anger. The feeling of separateness stirs separa-
tion anxiety and an unconscious fear of object loss, which

2In my book The Dance of Anger (New York: Harper & Row, 1985), I illustrate
how expressions of anger do not always evoke a greater sense of separateness from
the other; rather they may reflect anxiety about differences and serve to maintain
the experience of fusion and “stuckness” in relationships.
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mobilizes the woman to attempt to “get back” the person at
whom she is angry by, for example, crying, apologizing, criticiz-
ing herself, or expressing hurt or depression. I believe that this
separation anxiety is independent of fears the woman may
have about the destructive effects of her aggression or the
possible retaliation of the other. Rather, it stems from the
phenomenological experience of lacking an attachment to an
object and of being “all on one's own”"—an experience not
unique to the expression of anger, but felt during periods of
creative and intellectual achievement as well. Certain women
find this “aloneness” tolerable, or even exhilarating. For others,
however (whose characteristics I have just described), this
“aloneness” feels dangerous, as if it threatens a bond with a
mother who would herself be left emptied out and depleted if
her daughter should feel whole and complete unto herself,
apart from a relational context. At the heart of the problem is
the girl's special difficulty achieving an adequate degree of
separation and autonomy from her own mother.

An old folk saying goes, “A son’s a son till he gets a wife; a
daughter’s your daughter for the rest of her life.” While this
quotation reflects the special closeness that exists between
mothers and daughters, it also hints at the girl's greater diffi-
culty in making her declaration of independence from mother.
My own clinical work has convinced me that the task of declar-
ing one’s separateness and difference from mother is a rela-
tively more difficult and complex task for the girl. It is the
daughter, in particular, who may unconsciously experience
moves toward autonomy as dangerous, as if to be separate and
complete without mother constitutes a disloyal betrayal of the
relationship between them. When mother and daughter can-
not negotiate an adequate degree of separation between them,
the daughter may sacrifice her own growth and avoid auton-
omous functioning in order to preserve an unconscious tie
with the mother, who is experienced as too possessive or frag-
ile to tolerate the girl's developing autonomy. When it is not
safe to express one’s separateness and difference from mother,
the experience of separateness and difference inherent in the
expression of anger may also be taboo. Healthy expressions of
anger and protest may be replaced by masochistic solutions;
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by the daughter’s becoming the hurt or dependent child, an
unconscious bond with the mother is maintained.

Next, I will comment generally on the developmental task of
separation-individuation, and then speculate about why the
daughter, more than the son, may be especially vulnerable to
experiencing anxiety and guilt in association with declaring
her separateness and difference from mother. Although many
cultural and intrapsychic factors are relevant, I will focus on
one difference that I believe to be critical to the issue at hand. I
refer to the fact that the female child must differentiate herself
from a maternal figure with whom she is to identify, whereas
the male child must differentiate himself from a maternal
figure whose qualities and behaviors he is taught to repudiate
within himself in his efforts to become “masculine.”

SEPARATION-INDIVIDUATION FROM MOTHER:
SEx DIFFERENCES

Issues of fusion and individuation have been addressed by
such psychoanalytic thinkers as Searles (1965, 1973), Fair-
bairn (1952), Guntrip (1961), and Mahler (1963), as well as by
family therapists, including Bowen (1978) and Minuchin
(1974). Drawing upon both individual and relational theories,
Karpel defines individuation as “the process by which a person
becomes increasingly differentiated from a past or present
relational context. ... Individuation involves the subtle, but
crucial, phenomenological shift by which a person comes to
see him/herself as separate and distinct in the relational con-
text in which s/he has been embedded. It is the increasing
definition of an ‘T’ within a ‘we.”” (1976, p. 67). The process of
separation-individuation begins with the mother, but does not
end with her. Rather, struggles for individuation are never
entirely resolved, but are worked on in a variety of intrapsychic
and interpersonal relationships throughout one’s lifetime. The
process of moving from fused to individuated relationships is
a “universal developmental and existential struggle and ... a
fundamental organizing principle of human growth” (Karpel
1976, p. 67).
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Central to the struggle to individuate are the child’s
attempts to express her or his differences from the mother
and the mother’s reaction (i.e., approval and love, or with-
drawal of approval and love) to the child’s assertion of differ-
ences. Attempts to separate and individuate from mother
(and, later, father) through the assertion of differences are
manifested by a variety of behavioral expressions throughout a
lifetime. The small toddler may assert her differences from
mother by active locomotion, thus demonstrating that she is
an individual entity, physically separate and different from
mother. The little boy may delight in his penis as a symbol of
his separateness and difference from mother. The adolescent
girl may express her separateness from mother by violating an
unwritten family rule that mother will select the children’s
clothing. The adolescent boy may wear his hair in a fashion
that irritates his family or may refuse to go into the family
business. Although such assertions of differences may in part
derive from a counterdependent and hostile stance toward
parental figures, they are frequently the best means available
to the child, at a particular time, to assert his or her autonomy
and independence from mother and father. When the parent
characteristically reacts to the child’s assertion of differences
as a threatened “loss” of the child, or as a disloyalty or violation
of the bond between them, the child, in response, may lapse
into chronic passivity, conformity, and helplessness as an at-
tempt to restore and preserve the threatened object relation
(Masterson 1976).

Why should the female child have relatively greater diffi-
culty making her statement of being separate and different
from her mother? Why should the male child have a relatively
easier and more comfortable time making such a declaration?
Although there is little question that much of the feminine
socialization process predisposes girls toward dependent,
rather than autonomous, solutions (Kaplan 1976), these cul-
tural realities are not my primary concern here. Rather, as
previously noted, I wish to focus on one particular and rather
dramatic sex difference in the complex task of separation-
individuation from mother. That is, the girl goes through this
developmental struggle with a same-sex parent; the boy, with
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an opposite-sex parent.® The girl assimilates sameness to the
mother; the boy assimilates difference from the mother. Mar-
garet Mead long ago noted that the boy’s “earliest experience of
self is one in which he is forced, in the relationship to his
mother, to realize himself as different, as a creature unlike his
mother” (Mead 1949, p. 167).

I believe that the boy's struggle for individuation with the
opposite-sex parent may grant him a certain “permission” to
be separate and different from mother from the time he is old
enough to understand the concept “I am a boy.” In addition to
the fact that a boy is anatomically dissimilar from his mother,
bipolar concepts of masculinity and femininity encourage the
mother to help her son assert his differences. This is not to
imply that the developmental task of separation-individuation
is easily accomplished between mother and son; in many fami-
lies male children are unable to develop a firm sense of auton-
omy and may remain enmeshed with parents who them-
selves unconsciously place powerful obstacles in the way of
their sons’ growth. It is rather to suggest, generally speaking,
that bipolar definitions of masculinity and femininity offer
mothers special help in encouraging their sons to be separate
and different from themselves. No matter how undifferentiated
and possessive the mother herself is, no matter how intense is
her wish that her son reflect herself and remain forever tied to
her, she also wants her son to be masculine, and thus different
from herself.

The girl child may have less “permission” from her mother
to assert her differences and declare her independence. Not
only is she anatomically similar to mother, but the develop-
mental task of differentiating herself from mother is coupled
with the task of identifying with her and acquiring a sense of

3These ideas were written for presentation in 1978, in the same year, but
before Nancy Chodorow published her classic book The Reproduction of Mother-
ing (Berkeley and Los Angeles: University of California Press, 1978). Chodorow's
work also rests on the psychoanalytic concept that the differentiation process
(within traditional family structure) occurs within the mother—child dyad and that
difficulties for girls arise accordingly. See Chapter 14 for a critical reevalutation of
this assumption.
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“sameness.” Also, the masculine-feminine polarity that exists
in all cultures may serve to discourage the daughter in her
attempts to be different from mother; when girls behave in
ways that are out of keeping with the traditional scripts that
their mothers have followed, they are likely to be labeled “un-
feminine” or “masculine.” A number of factors combine to
predispose the mother to respond to the girl’s display of “dif-
ferences” as a rejection or a disloyalty. In such a case, the girl's
assumption of so-called feminine qualities (i.e., passivity, con-
formity, and the inhibition of direct expressions of anger) may
be a small price to pay in order to pledge her ailegiance to a
mother who is unconsciously experienced as too fragile to
withstand her daughter’s developing autonomy.

Although the focus here is on the boy’s greater ease declar-
ing his separateness and difference from mother, it should be
noted that his experience with opposite-sex caretakers pre-
sents him with unique problems as well. More specifically, the
relative absence of primary male caretakers leaves him vulner-
able to persistent primitive fantasies about female omnipo-
tence (Lerner 1974, 1978), as well as to greater uncertainty
regarding his own gender identity (Lewis 1976). The latter
problem is especially conspicuous in father-absent, patri-local
cultures in which severe male initiation rites (e.g., cutting the
penis) become necessary to establish a firm “masculine” iden-
tity over a primary feminine one (Burton and Whiting 1961).
Men’s greater vulnerability to symptoms involving gender
identity has been documented in this society by both clinical
and empirical research (Lewis 1976). From an anthropological
perspective, Chodorow (1972) has discussed other disadvan-
tages males face in being socialized predominantly by women.

While space does not permit a detailed discussion of other
intrapsychic and cultural factors that make it especially diffi-
cult for mothers and daughters to negotiate an adequate
degree of separation from each other, a few deserve brief
mention. First, the girl child faces the uniquely difficult de-
velopmental task of negotiating a “change of object” (see
Chasseguet-Smirgel 1970)—that is, shifting from mother to
father as the primary love object. Difficulties at this stage may
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leave the girl especially vulnerable to experiencing real or
imagined maternal envy or fragility, which interferes with the
daughter's moves toward autonomous functioning and het-
erosexual genital fulfillment. Furthermore, the strong identifi-
cation that exists between mother and daughter pulls for a
greater reliance on reality-distorting projection for both. The
daughter, more easily than the son, may become the vehicle
through which the mother hopes to achieve the pleasures and
gratifications which, in fantasy or reality, have been denied
her. While parents may live vicariously through either their
sons or their daughters, the identification between mother
and daughter predisposes the mother to envy her daughter (at
least unconsciously) more than her son. She may thus encour-
age her daughter to be autonomous and self-seeking, yet sub-
tly undermine the girl's attempts to get for herself what she
(the mother) does not have. Her envy may be especially intense
at the time of her daughter’s adolescence, when the girl’s activ-
ity, exuberance, and heightened sexuality may coincide with
the mother’s experience of declining sexual attractiveness and
her growing awareness that her children need her less, and
soon not at all. The issue of oedipal rivalry per se may be
secondary to the crisis that a woman faces at this time in a
culture in which her decorative and nurturant qualities may
comprise much of her identity and sense of worth.

It is important to recognize that problems in the mother-
daughter relationship cannot be conceptualized as reflecting
“bad mothering” as such. Indeed, mothering cannot be under-
stood apart from the role of the father (often conspicuous by
his absence), and both must be considered within the cultural
context in which parenting exists (Seidenberg 1970, Rich
1976). Much of the feminine socialization process, as well as
the very structure of the traditional nuclear family, may predis-
pose both mother and daughter to seek enmeshed, dependent
relationships. The overpossessive or jealous mother who re-
stricts her daughter’s moves toward autonomy may herself be
the product of a distorting and constricting feminine sociali-
zation process which has left her with little else but her own
children to possess (Seidenberg 1970). The intense ambiva-
lence that often characterizes a mother’s reactions to her
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daughter (especially during adolescence) is particularly under-
standable in today’s society, which encourages women to self-
lessly relinquish their own self-seeking strivings in order to be
the best of mothers, while at the same time questioning
whether such sacrifices are necessary or even laudable. In the
final analysis, difficulties mothers and daughters face in nego-
tiating separation-individuation issues must take into ac-
count both intrapsychic and cultural factors, which are inex-
tricably interwoven, mutually reinforcing, and difficult to
separate from each other.

IMPLICATIONS FOR TREATMENT

The expression of legitimate anger and protest is more than a
statement of dignity and self-respect; it is also a statement that
one will risk standing alone, even in the face of disapproval or
the potential loss of love from others. For our female patients,
this requires a particular degree of courage. Not only have
women been taught that their value, if not their very identity,
rests largely on their loving and being loved, but also, even
more to the point, many women have not achieved the degree
of autonomous functioning that would permit them to stand
separate and alone in the experience of their anger (Lerner
1977, Bernardez-Bonesatti 1978).

A central task of psychotherapy is to help women under-
stand the unconscious irrational fears as well as the external
realities that prevent them from the direct, open, forthright
expression of legitimate anger and protest. In this task, direct
work on problems of anger and aggression is a necessary, but
not sufficient, focus for exploration. In addition, unresolved
issues of autonomy and separation from mother must be ex-
plored and resolved. Women who have unconscious loyalties to
remain their mother’s child and avoid autonomous function-
ing are inhibited not only in the expression of anger and
protest, but in any activity that demands the subjective expe-
rience of feeling alone and standing on one’s own two feet.
Such women will have difficulty tolerating the experience of
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separateness and difference inherent in having an original
idea, in entertaining a critical or innovative thought that is
theirs alone, or in tolerating the competition necessary to
achieve professional success. Such acts may unconsciously be
experienced as a violation of an unconscious oath to remain
their mother’s child and avoid autonomous functioning.

By the time we see adult women in treatment, they fre-
quently have transferred this internalized drama from mother
to husband. They may have found for themselves possessive,
undifferentiated lovers or husbands with whom to continue
the earlier drama with mother. The man’'s outward dominant
and controlling stance may barely mask his underlying fragil-
ity and insecurity. Replicating the woman'’s experience of her
mother, the husband may thwart his wife's attempts to change
and grow, experiencing her moves toward increased autonomy
as a disloyalty that will threaten the predictable security of the
relationship between them. To view the woman’s dilemma only
in the "here-and-now"—that is, as a struggle with an oppres-
sive husband—is to miss the opportunity to analyze an undif-
ferentiated relationship with mother that may predispose her
to accepting patriarchal solutions rather than moving ahead
to true autonomy.

In helping female patients toward increased autonomy, we
are helping them to stand firm and strong in the expression of
legitimate anger and protest, which is essential to one's sense
of dignity and self-regard. But the experience of autonomy
carries with it its own burdens. To experience autonomy is to
experience our essential aloneness—to recognize that we de-
termine our own choices, decide on our own risks, and assume
the primary responsibility for our own growth and develop-
ment. It is perhaps simpler for all of us to direct our energy
toward seeking love and approval from others, to enter into
relationships comprised of endless cycles of guilt and blame
toward the person who is failing to provide for our happiness
and to preserve forever the fantasy that some other person can
complete and fulfill us, as the nursing mother does for her
child. My own patients who have made significant moves to-
ward autonomous functioning inevitably go through a painful
feeling of mourning and loss for the comforting undifferen-
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tiated relationship with a parent (or internalized parental
imago) that they have courageously left behind. Still, the goal
of achieving increasing autonomy is one that we strive for with
each of our patients, male and female, and also with ourselves.
For it is through the capacity to be separate, different, and
alone that we become free not only to express anger in re-
sponse to the violation of our rights, but also to love from a
position of true equality and mutual respect.
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Chapter 5

Adaptive and Pathogenic
Aspects of Sex-Role
Stereotypes

brought issues regarding masculinity and femininity to

public and professional attention.! A careful reading of the
psychiatric literature indicates that there is conceptual confu-
sion about the meaning of the terms masculine and feminine,
as well as a confused rationale as to why specific traits, behav-
iors, or qualities are considered appropriate and healthy for
one sex but maladaptive or less appropriate for the other
(Lerner 1974). Further, there is considerable controversy re-
lated to the impact of our bipolar concepts of masculinity and
femininity—that is, whether sex-role stereotypes have an ad-
aptive or a pathogenic effect on an individual’s development.

The first task of this chapter is to evaluate the positive and
negative effects of sex-role stereotypes, disregarding any cur-
rent cultural definitions of masculinity and femininity. Sec-
ond, I will present my viewpoint that the degree to which
dichotomous concepts of masculinity and femininity are adap-
tive and facilitative (as opposed to restrictive and pathogenic)
for a particular individual is inversely related to the degree to
which that individual has consolidated a stable and clear
sense of gender identity. Finally, implications for parenting

It is fortunate that the current feminist movement has

!This chapter was presented in 1977 at the 130th annual meeting of the
American Psychiatric Association in Toronto, Ontario, Canada, May 2-6. It was
first published in 1978 as “Adaptive and Pathogenic Aspects of Sex-Role Stereo-
types: Implications for Parenting and Psychotherapy” in the American Journal of
Psychiatry 1 (135): 48-52.
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and psychotherapy will be discussed. I will not attempt to
present an exhaustive and definitive account of the issues at
hand: rather, my goal is to add balance and conceptual clarity
to an important area that has remained clouded by prejudice,
cultural mythology, and a counter productive battle of the
sexes.

PATHOGENIC AND ADAPTIVE CONSEQUENCES

The pathogenic consequences of sex-role stereotypes have
been discussed at length in the feminist and psychiatric litera-
ture. There is little question that stereotyped notions of mas-
culinity and femininity have a constricting and inhibiting
effect on development. Children are encouraged to conform to
idealized generalizations of what males and females “should
be,” rather than being allowed to develop their own unique
potentials, interests, and skills (Seidenberg 1976, Lerner
1973). The inevitable pathogenic consequence of any mascu-
line-feminine dichotomy is that the child will be made to feel
that some valued and desired aspect of herself or himself is
gender-inappropriate and must be denied or relinquished (Ba-
daracco 1974). The question of biological or constitutional sex
differences is not relevant in this regard. Rather, the question
is whether one respects the temperament and biological pre-
disposition of each unique child, which may or may not con-
form to statistical group differences between the sexes.
There has recently been a growing appreciation of the deep
guilt, anxiety, and inhibition that result when a child is told
that his or her interests, skills, or behaviors are gender-
inappropriate (Badaracco 1974). No little boy can tolerate being
called feminine, and no little girl can tolerate being called mas-
culine. It is hardly surprising, then, that early in a girl's life she
experiences anxiety and guilt about strivings in directions that
are not domestic (Seidenberg 1970). Numerous publications in
the psychoanalytic literature suggest that many women who
seemingly choose to relinquish self-seeking ambitious strivings
do so because they cannot freely and without guilt fulfill them-
selves through personal achievement. This guilt is linked to the
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fact that professional capability and competence are uncon-
sciously experienced as masculine (Chasseguet-Smirgel 1970,
Moulton 1973). Clinical and life experience demonstrate that
few women are resilient enough to tolerate internal and exter-
nal threats to their femininity. As one psychoanalyst put it, “No
woman will treasure any fame or glory she can achieve at the
price of being called unfeminine. This below-the-belt blow
sends most women into despair” (Seidenberg 1970, p. 134).
Pressures on men to relinquish so-called feminine aspects of
themselves are equally, if not more, intense.

In addition to having pathogenic consequences, it may be
argued that sex-role stereotypes, irrespective of their content,
are conceptually unsound. Dichotomous notions of masculin-
ity and femininity implicitly embrace a dichotomous concept
of mental health for the two sexes that is difficult to justify on
theoretical grounds. Research findings demonstrating statisti-
cally significant differences between the sexes cannot be inter-
preted to mean that a trait or quality is healthy for one sex and
less adaptive or important for the other. Rather, it is more
likely that a trait, quality, or behavior is either healthy or
unhealthy for a particular individual, irrespective of sex. Both
sexes, for example, should be able to express a healthy degree
of aggression, competition, and self-assertion that allows one
to persist and work for what one believes in, even in the face of
anger or disapproval from others. For both sexes, however,
aggression, competition, and self-assertion may have patholog-
ical underpinnings; competing, winning, or “measuring up”
can become ends in themselves, perhaps to compensate for an
individual's underlying feelings of narcissistic inadequacy.

Let us turn now to the positive or adaptive aspects of sex-
role stereotypes. First, we should pay due respect to the fact
that in all places and times there has existed some masculine-
feminine dichotomy that has included a clear division of labor
based on sex, as well as a sharp division in the attributes,
traits, and qualities valued for each sex. The universality of
sex-role stereotypes does not necessarily prove them to be
virtuous (scapegoating, prejudice, and war have also achieved
such universal status), but it does suggest that a masculine-
feminine polarization serves significant adaptive functions.
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It is important to note that the defenses of splitting and
projective identification that are involved in a masculine-femi-
nine polarization are not just pathogenic defenses; they also
facilitate personality organization for the growing organism
(Cooper 1976). As Klein noted, the placement of experiences
into bipolarities orders the universe and “allows the ego to
emerge out of chaos and to order its experience” (Segal 1967,
p. 22). She suggested that splitting might be a precondition for
the later, more complicated, although internally more whole,
experience of integrating bipolarities within one’s self (e.g,
good-bad, active-passive, dependent-independent).

One adaptive function of bipolar concepts of masculinity
and femininity is to make the consolidation of gender identity
a simpler task for the child. The child’s cognitive labeling of
herself or himself as girl or boy is the basic organizer for
subsequent gender experience (Kleeman 1976), and dissimi-
larities or bipolarities in socialization may facilitate this label-
ing process. In addition, establishing and reinforcing clear-cut
differences between the two sexes may help the child to man-
age certain anxieties regarding sexual differences—the boy’s
fear that he will lose his penis and become a girl, for example,
or the girl's fear that she has lost a penis and is thus a cas-
trated male.

It is likely that dichotomous notions of masculinity and
femininity are of greater psychological value to the male child,
in part because of the intensity of castration anxiety. In addi-
tion, an exaggeration or polarization of the differences be-
tween the sexes (whether real or imagined) may help the boy in
the task of achieving autonomy and separation from the
mother. This has characteristically been a more difficult devel-
opmental task for the girl, who is anatomically similar to the
mother and cannot rely on a sense of masculinity to bolster
differences from or defiance of her mother. At the same time,
however, the boy is in the uniquely difficult situation of identi-
fying with and learning from a primary caretaker whose quali-
ties he is taught to repudiate within himself.

Although the exaggeration or polarization of sex differ-
ences, whether real or contrived, may simplify the establish-
ment of gender identity, it does not follow that a similar sex-
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role socialization for both sexes would lead to a disturbance in
gender identity. Psychiatric writings often suggest or imply
that adherence to dichotomous concepts of masculinity and
femininity, however culturally defined, is essential for the de-
velopment of normal gender identity (Kleeman 1976, Stoller
1976). This theoretical viewpoint is put forth without acknowl-
edging or studying those healthy children who are being
raised in normal families in which sex-role stereotypes are
neither adhered to by the parents nor especially encouraged in
the children. I am speaking of families in which parents have a
deep sense of gender identity that transcends and is indepen-
dent of societally prescribed role behaviors and culturally de-
fined notions of masculinity and femininity.

IMPLICATIONS FOR PARENTING

The viewpoint that sex-role stereotypes have a consolidating
and facilitating effect as well as restrictive and pathogenic
consequences raises the question of the optimum degree to
which sex-role stereotypes should be adhered to for the grow-
ing child. Should parents try to free themselves entirely from
thinking in terms of a masculine-feminine dichotomy? Should
stereotypes be adhered to rigidly, at least while the child is
young? Or is there some middle ground in which we can retain
our cultural definitions of masculinity and femininity while
broadening them and making them more flexible, thus provid-
ing a wide range of choice for both sexes?

This question, so long as it is posed as a search for general
rules and guidelines, cannot be answered. Sex-role stereotypes
and bipolar concepts of masculinity and femininity provide a
structure for the child. The extent to which this structure is
necessary and valuable—or restrictive and inhibiting—de-
pends on the child’s unique qualities and the family constella-
tion. My clinical work suggests that the degree to which sex-
role stereotypes are adaptive and facilitating (as opposed to
restrictive and inhibiting) is inversely related to the extent to
which an individual has established a stable and integrated
sense of self and has consolidated a solid gender identity.
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It may be helpful to define the concept of gender identity as
it appears in this paper. Stoller (1976) defines core gender
identity as “the sense we have of our sex—of maleness in
males and of femaleness in females” (p. 61). Gender identity is
a broader concept involving a conviction about one’s self and
one's role, or a sense of masculinity and femininity. The con-
cepts of masculine and feminine are elusive, since they refer to
subjective experiences that can achieve a multiplicity of behav-
ioral expressions. I define gender identity (i.e., masculinity and
femininity) as a stable, subjective sense of comfort and liking
for one’s sex and for those functions which are sex-specific. In
women, this means comfort and liking for female genitals and
reproductive capacities without undue envy or fear of men and
the penis. In men, this means a comfort and liking for male
genitals without undue envy or fear of women and female
genitals and reproductive capacities.

Consider first the child who is being reared by two mature
parents, each of whom has established a sense of autonomy
and self-worth and a stable, nonconflictual gender identity.
That is, the mother has a secure and comfortable sense of
being female and feminine, and the father of being male and
masculine. If such parents are not split along traditional mas-
culine-feminine lines, their child may receive considerable psy-
chological benefits with few costs. If the mother and father are
both nurturant and intellectual, if they cook together, clean
together, and share authority in a spontaneous collaborative
way that defies traditional stereotypes, the child does not be-
come confused or anxious. Rather, such parenting allows the
girl (or boy) to incorporate a definition of femininity (or mascu-
linity) that permits or sanctions acknowledgment, apprecia-
tion, and enjoyment of a wide range of behaviors, feelings, and
experiences.

In contrast, consider the child reared in a family in which
self-other boundaries between parents are poorly maintained
and in which the father and/or mother has an unstable or
conflict-laden gender identity. For such children, who may be
developing unassimilated, confused maternal and paternal im-
agoes, the parents’ adherence to traditionally defined mascu-
line-feminine roles can have a clarifying-consolidating effect.
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In such families, culturally defined bipolar concepts of mascu-
linity and femininity may be reassuring not only to the child
but also to the parents. As Kleeman (1976) noted, the parents’
cognitive awareness of the child’s sex—"my baby is a girl"—
organizes and directs a whole set of cues, rewards, and sanc-
tions. Sex-role stereotypes simplify the task of parenting by
providing explicit rules and guidelines for child rearing. This
is essential for parents who themselves lack stable and clear
inner directives.

IMPLICATIONS FOR PSYCHOTHERAPY

The viewpoint that sex-role stereotypes have a consolidating,
supportive function for certain individuals and restrictive, in-
hibiting consequences for others has important implications
for treatment. For example, it is not therapeutic to attempt to
“liberate” a patient from cultural sex-role stereotypes if that
patient relies on them to shore up and maintain a shaky sense
of gender identity. The following brief vignette is illustrative.

Clinical Example

When Ms. A. came to her first therapy hour, she had an
ultrafeminine appearance and manner that had an
imitative or “tacked-on” quality. There was a striking
absence of so-called masculine strivings in her history.
She had never gone through a tomboy stage and had
always avoided rough or aggressive play. In many ways
she had always been a model if not a caricature of
domesticity and femininity.

Ms. A. had managed to maintain a somewhat sta-
ble existence until she began to feel pressure from the
feminist subculture in California and from a man with
whom she was involved to become more “liberated.” As
she yielded to such pressure, the potentially disorga-
nizing effects were quickly apparent. For example, on a
camping trip she dressed in her first pair of blue jeans
and a work shirt and suddenly felt “unfeminine” and
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unattractive, and the thought crossed her mind that
perhaps she was not “totally female.” Subsequently,
she noted that when she was dressed in “men’s cloth-
ing” (in this category she included women'’s jeans with
a fly front) she “talked differently,” took “bigger
strides,” and began to have mild episodic feelings of
depersonalization and unreality. In the face of this
anxiety and confusion, Ms. A., at the age of 25, sought
psychotherapy.

Early in the course of treatment, which by practi-
cal necessity was once-a-week therapy, it became evi-
dent that Ms. A. was a severely disturbed individual
who maintained her tenuous sexual identity primarily
through strict conformity to behaviors ascribed to her
sex that were clearly differentiated from those ascribed
to men. Given the practical limitations on the exten-
siveness of treatment and the very precarious nature
of the patient’s ego functioning, I chose a supportive
approach and helped her to reestablish the sense of
femininity that in the past she had been able to consol-
idate through her strict adherence and even caricature
of traditional feminine behaviors. Part of this thera-
peutic approach was actively helping Ms. A. to resist
surrounding cultural pressures toward androgyny. A
strict feminist therapist might have failed to appre-
ciate the consolidating, supportive effect of sex-role
stereotypes for this woman.

While the severity of Ms. A’s disturbance is atypical, the
phenomenon illustrated by this vignette is widespread. One
neurotic female patient, for example, was unable to assume the
top, more active position in intercourse because it made her
feel like she “had the penis,” a conflicted wish for her. A neu-
rotic male patient was unable to comfortably let his wife drive
while he was in the car because this made him feel “feminine.”
Some conflicts and anxieties about gender identity may be
ubiquitous. To the degree that a particular individual expe-
riences such conflicts or anxieties, sex-role stereotypes or the
“rules of the game” may be helpful. The therapist’s decision to
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analyze or to support defensive conformity to sex-role stereo-
types should be made not on the basis of personal ideology but
rather on a careful assessment of the function that sex-role
stereotypes may serve for a particular individual.

In treating relatively healthy patients who have estab-
lished a stable gender identity, the most common therapeutic
error is failure to question conformity to sex-role stereotypes.
This happens frequently when the patient is seemingly com-
fortable in complying with her or his culturally defined role.
The following case is illustrative.

Clinical Example

Ms. B., a 28-year-old woman in intensive psychother-
apy, announced to her therapist that she would be
moving to a new city at the end of the year because of
her husband’s professional advancement. Although
she was sad about leaving psychotherapy as well as her
friends and her teaching job in a Montessori school,
she expressed excitement about the challenges that
the move would bring and pride in her husband’s
success. Initial inquiry by the therapist as to any less
enthusiastic feelings she might have met with a re-
statement of her positive reaction to the anticipated
change. Certainly, it entailed losses for her, but these
were well overshadowed by the gains. Further, Ms. B.
was thinking about starting a family soon and
thought she might stop work entirely for several years.
She clearly communicated that she would like the
issue dropped, and it was dropped for some time.
Months later, when Ms. B. was discussing some
pains and pleasures of her work, the therapist once
again commented that he was struck by how easily she
made her own job unimportant in regard to the
planned move, and how adept she was at convincing
him that this was the case. He also speculated as to why
she might need to avoid taking her own professional
life seriously, and commented that it was difficult for
her to be in competition with her husband or to ask
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him to make professional sacrifices for her, although
she had done so earlier for him. His questioning, which
occurred in the face of her initial insistence that there
were no further issues to discuss, led to her increased
understanding of the neurotic anxieties that caused
her to devalue her work, to treat it as less important
than her husband'’s, and even to be ready to drop it
entirely. The therapist’s persistence in this line of ques-
tioning also had significant transference implications,
since it communicated to the patient that he took her
work seriously. The fact that he had dropped the issue,
even though she had more than invited him to do so,
had for her the unconscious meaning that he, like her
mother, did not really want her to be a fulfilled individ-
ual. Ms. B. and her husband did not move, and she has
continued to advance professionally and now has a
challenging position with considerable authority.

This therapist’s skillful handling of Ms. B.’s treatment may
be more the exception than the rule. Many therapists fail to
analyze defensive and maladaptive aspects of the life choices of
patients who conform to predominant cultural stereotypes,
especially when the patient is seemingly content (e.g., the “fem-
inine” woman who opts for full-time motherhood because of
neurotic anxieties regarding intellectual achievement, compe-
tition, and success). This is an especially important issue for
women patients, who so often begin treatment with intense
unconscious guilt and anxiety about acknowledging wishes or
longings that are not in keeping with the feminine role. Even
therapists who are deeply committed to facilitating women’s
struggles for self-realization may unwittingly contribute to
their inhibitions by an implicit acceptance or approval of a
patient’s neurotic compliance with culturally defined notions
of femininity.

It is to be hoped that mental health professionals will
continue to reexamine and clarify their thinking regarding
sex-role stereotypes and bipolar concepts of masculinity and
femininity. While radical feminist writings are sometimes
naive in their global damnation of sex-role stereotypes, the
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traditional psychiatric literature has more frequently erred in
the direction of blanket condemnation of the current trend
toward depolarization of the sexes. Some of this literature
warns of impending pathology for children who are not raised
in conformity to traditional masculine-feminine stereotypes
and suggests that nonsexist child rearing will lead to identity
problems, sexual confusion, and to gray, affectless, “neuter”
children (Landman 1974). Terms such as role blurring, role
confusion, and role reversal are applied to parents in a pejora-
tive manner, often without discriminating between healthy
parents who, for adaptive reasons, do not choose to organize
their lives along traditional masculine-feminine lines and
those chaotic, unstable parents who may make a similar
“choice” for pathogenic reasons.

In addition to being theoretically unsound, such writing
has the consequence of discouraging certain people from seek-
ing our services and has led individuals to turn to more pro-
gressive, nonestablishment therapists who may be less quali-
fied to offer help. There is unquestionably a powerful trend in
this country away from dichotomous concepts of masculinity
and femininity; many young couples today choose not to live
like Jack Spratt and his wife. In fact, a report from the Group
for the Advancement of Psychiatry (GAP) quoted a study find-
ing that 50 percent of college students expressed a belief in
equal and shared parenting (GAP 1975). Clearly, such trends
are in the direction of greater equality and more functional
modes of relatedness for both sexes, despite the fact that pres-
sures towards androgyny may evoke heightened anxiety and
confusion in certain individuals. Perhaps it is because issues
related to the topic of masculinity and femininity are anxiety-
producing and emotionally laden that so much of our writing
on this topic fails to do justice to either the precision of scien-
tific thinking or the complexity of human experience.
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Chapter 6

Girls, Ladies, or Women?
The Unconscious
Dynamics of Language
Choice

a slip of the tongue and referred to a 33-year-old male
patient as a boy.! This slip was recognized as signifi-
cant, and it led to productive group discussion about this
patient’s immaturity, dependency, and general lack of adult
masculine qualities. In a culture in which we clearly separate
the men from the boys, it is hardly surprising that this linguis-
tic distinction is an important one. Boys early learn to look
forward to becoming men, and encouragement to “Act like a
man!” implies that one should strive for strength, indepen-
dence, maturity, courage, and integrity. For men, it is evident
that differences in language reflect differences in self-expe-
rience and in the experience of others.(Consider, for example,
the difference between a “colored boy” and a “black man.”) The
Random House Dictionary of the English Language notes
that the word boy, when applied to a young adult, suggests
that the person in question lacks maturity and judgment, or is
considered by the speaker to be inferior.
In clinical settings, female patients are frequently referred
to as girls, regardless of whether they are 13 or 30. Further, I have
noticed that when I question my colleagues about blanketly

Rcenﬂy, at a case conference, one of my colleagues made

IThis chapter was first published in 1976 in Comprehensive Psychiatry
17(2):295-299.



84 Women in Therapy

labeling all females “girls,” many will use the term gal or lady
(respectively, according to age) but assiduously avoid the word
woman. Because the preferred use of either the term girl or the
term lady is a ubiquitous phenomenon in this culture, the
linguistic distinction is often seen as a mere cultural habit
that is of no particular psychological relevance. However, one’s
choice of language reflects one’s unconscious assumptions,
and for mental health professionals it is imperative that such
assumptions be recognized, made explicit, and understood.
The task of this chapter is to examine the assumptions under-
lying the preferred use of the terms girl and lady, to explore
why this choice in language has been established and main-
tained, and to note the significance it may have in regard to
treating patients.

WomMmAN As A DiIrty WORD

Although it might first appear that woman, lady, and girl are
interchangeable terms—one’s choice of words reflecting habit
rather than attitude—people are indeed cognizant (at least
unconsciously) that only the term woman has sexual and
aggressive implications and connotes reproductive function-
ing. One can see, for example, by completing the following
sentences, that these terms are hardly interchangeable.

* She feared that after her hysterectomy she might no longer
feel like a real

* Jane is sweet, soft-spoken, and modest. She is truly a

* When Sue began to menstruate, she knew she was on the
road to becoming a .

* Why are you always fighting and screaming? Can't you be-
have like a ?

* She felt very passionate with him; he made her feel very much
like a

As linguists have noted, the term lady functions as a
euphemism, in that it removes the sexual and reproductive
implications inherent in the word woman (Lakoff 1974). The
fear that both sexes commonly experience regarding female
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genitals and reproductive capacities is a familiar theme in the
psychoanalytic literature (Lederer 1968, p. 153), and the term
lady is a reassuringly “clean” and asexual one. Similarly, lady
connotes an absence of aggressive impulses in the female sex.
Ladies do not struggle with powerful hostile and destructive
wishes, or at least they do not express them in a threatening
(i.e., unladylike) fashion.

The term girl not only serves to avoid certain anxiety-
arousing connotations inherent in the word woman regarding
aggression, sexuality, and reproduction; it also serves to im-
part a tone of frivolousness and lack of seriousness to ambi-
tious, intellectual, and competitive strivings that women may
pursue. In a culture in which it is considered castrating or
unfeminine for women to develop a vigorous, critical, and com-
petitive intellectual style, it is not surprising that accom-
plished young women are referred to as girls. Girl, like boy, is a
term that undoes any implications of status, authority, and
true seriousness of purpose. (One can hardly imagine, for ex-
ample, speaking of a girl or boy running for Congress, or a girl
or boy winning a Nobel Prize.) Similarly, the term lady also
imparts a tone of frivolity and lightness to the strivings and
accomplishments of women. Linguists have commented that
terms like lady scientist and lady doctor seem to minimize
some of the anxiety that is associated with women who are
successful and powerful in traditionally masculine competitive
pursuits (Hage 1972). An exception to these linguistic prefer-
ences occurs in wartime, when we speak of our fighting men as
boys (e.g., “the boys in Vietnam™). As with the term girl, the use
of the diminutive term boy in this context may reflect an
unconscious attempt to deny or minimize the destructiveness
and sadism (in this case real rather than fantasied) associated
with men at war.

LANGUAGE AS A REFLECTION
OF SEX-ROLE PRESSURES

The preferred use of the term girl or lady reflects our current
notions of femininity and female attractiveness. Women are
indeed encouraged to remain girls and act like ladies. Of rele-
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vance is the accumulating literature documenting the intense
pressures on women to inhibit direct and open expression of
sexual and aggressive impulses; to relinquish serious intellec-
tual, ambitious, and competitive strivings; and to develop ador-
able, childlike, dependent qualities, as well as “ladylike” virtues
such as modesty, self-sacrifice, and service (Symonds 1971-
1972, Lerner 1974b).

The fact that men are not called boys (except to impart a
tone of frivolousness of purpose, as in “going out with the boys”)
and are less frequently called gentlemen reflects the very differ-
ent cultural pressures and expectations for their sex. While
women have been encouraged to inhibit their sexuality (as in
the glorification of naiveté or virginity), males are encouraged to
make open displays of their sexual prowess (hence the difference
between a loose or promiscuous woman and an experienced
man). While females are encouraged to keep the peace, men
learn that toughness and willingness to fight for their beliefs
enhance their masculine attractiveness. While women are en-
couraged to “let the man win” or “play dumb,” men are taught
that intellectual prowess and seriousness of purpose enhance
their masculinity. Whereas little-girl qualities are typically con-
sidered cute and lovable in women, childlike qualities are con-
sidered unmasculine or effeminate in men. In sum, we are com-
fortable with the term man because it is the cultural expectation
that boys become men—an expectation that often involves un-
fortunate pressures to relinquish healthy expressions of fear,
emotionality, and dependency needs. The avoidance of the term
woman reflects the cultural expectation that females retain a
self-experience of being girls or ladies, and behave accordingly.
The pressure here is to inhibit healthy aggressive, independent,
and self-assertive strivings and to relinquish any traits and
qualities that might be construed as controlling, dominating, or
in any way threatening to others.?

2The fact that feminists are called “women’s libbers" and the women's move-
ment is referred to as “Women's Lib" is another example of language reflecting
unconscious anxiety about aggression and power in women. No other liberation
movement in the history of the world has similarly been given a “cute” nickname
that so undermines its spirit and seriousness of purpose. (One can hardly imagine
referring to “the boys in the Black Lib," “National Lib Front,” “Symbionese
Libbers,” etc.)
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LANGUAGE AS A REFLECTION
OF INTRAPSYCHIC PRESSURES

The preferred use of the terms lady and girl reflects not only
cultural values and expectations, but intrapsychic pressures
as well. Of relevance are writings suggesting that pressures on
adult females to remain girls (i.e., to cultivate adorable, inno-
cent, childlike, dependent features) and behave like ladies (i.e.,
adhere to values of gentility, propriety, cleanliness, impulse
control, and conformity to social norms) reflect deep-seated
affects and anxieties that both sexes share about women’s
biologic function and fantasied destructive potential (Lederer
1968, Lerner 1974a).

There exists an impressive amount of psychological and
anthropological evidence regarding the anxiety and terror (as
well as envy and idealization) of women’s reproductive functions
(ie., menstruation, childbirth, lactation) in cultures around the
world (Lederer 1968). Similarly, the fear of the castrating vagina
is a familiar one in the psychoanalytic literature, and I am in
agreement with writers who have stressed that it is frequently
the mother more than the father who is feared as castrator
(Rheingold 1964, Lederer 1968). Whether the fear of the castrat-
ing and destructive woman has its origins in anatomic realities
(i.e, the male having a penis that he fears to lose, the female
having a vagina that engulfs, surrounds, and unconsciously
threatens to castrate the penis) or whether the fear of women
stems from the child’s early experience with maternal sover-
eignty (Lerner 1974), is an issue that is beyond the scope of this
chapter. Of importance is the fact that the fear of women is a
powerful, if not universal, dynamic in both sexes—so much so
that the basic feminine tactics of letting the man win, of pre-
tending he’s boss, and of de-skilling oneself in so-called mascu-
line pursuits are all in the interest of “protecting a man’s mascu-
linity"—that is, of minimizing one’s own castrating and
fantasied destructive potential. It is especially those women who
have difficulty successfully integrating and modulating aggres-
sive impulses who frequently have a need to see themselves as
the weaker sex and to maintain a self-experience of being ladies
or “girls” long after they are mothers themselves. Clearly, ladies
and girls need not be feared; they need only be protected.
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IMPLICATIONS FOR TREATMENT

The word woman is so commonplace in our vocabularies that it
may seem at first absurd to suggest that this term is associated
with unconscious anxiety regarding reproduction, sexuality, ag-
gression, and “destructiveness” in adult females. On the other
hand, the avoidance of this generic term when the context does
not specifically demand it is striking. In clinical settings, for
example, I often hear the distinction made between the men and
ladies in group treatment; and in individual case conferences,
female patients in their 20s and 30s are only occasionally re-
ferred to as women. One wonders whether the preferred use of
girl or lady reflects unconscious attitudes of the treater (does he
or she need or wish to experience women as ladies/girls), and
further, whether language perpetuates these attitudes.

When a clinical interviewer asks a woman how she relates
to men, for example, and subsequently how she relates to
“other ladies,” is there not an unconscious communication
that the patient ought to behave like a lady? Particularly in the
case in which the patient has special difficulty with the direct
expression and recognition of aggressive- and sexual-impulse
life, the term lady, when it replaces the generic term woman
in the therapist’s vocabulary, may reinforce anxiety about
“bad,” destructive, or “dirty” aspects of one’s self-experience.
Similarly, if a young woman is deeply conflicted about intellec-
tual, ambitious, and competitive strivings and has a defensive
need not to take herself seriously in these areas, calling her a
girl exacerbates guilt about serious achievement and the as-
sumption of authority.

A patient’s preferred use of girl or lady in reference to a
therapist also has transference implications that can be made
explicit and understood. For example, one patient, who early in
treatment called me a girl, was able to understand this label as
an expression of her suspicion that I was too young and inex-
perienced to be of any use to her. Another patient, an older
man, unfailingly used the word lady in reference to the female
sex, myself included. Exploring his discomfort with the term
woman led to insight regarding aspects of his general distrust
of women and his related need to keep distance between us.
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Clearly, however, it is not the choice of language that is the
critical issue, but rather the unconscious attitudes that un-
derlie the choice. The intense cultural and intrapsychic pres-
sures on women to maintain a self-experience of being girls or
ladies has been widely acknowledged, and psychotherapists
should take seriously the accusation that we frequently rein-
force these pressures rather than help women overcome them
(Chesler 1972). The fact that mental health professionals do
experience adult female patients as girls or ladies suggests
that we have indeed incorporated cultural definitions of femi-
ninity (implying childishness, dependency, conformity, purity,
delicacy, nonaggressiveness, noncompetitiveness, etc.) into
our thinking. When we no longer have a defensive need to see
women in narrow, nonthreatening, or diminutive terms, our
language will take care of itself.
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Chapter 7

The Hysterical
Personality

infrequently applied to male patients and very commonly

to female ones.! A paper by Robins and colleagues (1952)
suggests that hysteria in men is extremely rare, if indeed it
occurs at all, and there is general agreement that an initial
diagnosis of hysteria in males is somewhat of a clinical anom-
aly (Berger 1971). It should be noted that grave hysterical
symptoms (e.g., conversion reactions, dissociative phenomena)
have been observed in male patients, but these individuals
tend not to manifest the type of cognitive and personality
organization that is characteristic of the hysterical individual
(Chodoff and Lyons 1958). It is especially in regard to the
hysterical personality, character, or “style” that the male pa-
tient is a rarity, and it is in this sense that the word hysteria
will be used in this chapter.

In explaining the preponderance of female hysterics, psy-
choanalytic theorists have focused on differences in preoedipal
and oedipal developmental tasks that the two sexes must mas-
ter (Zetzel 1968). It is my opinion, however, that theories of
libidinal development offer only a partial explanation of the sex
difference in hysteria and that social and cultural factors play
a major role. Although the importance of such extrapsychic

It is widely recognized that the diagnosis of hysteria is

'This chapter was first published in 1974 as "The Hysterical Personality: A
‘Womans' Disease” in Comprehensive Psychiatry 15(2):157-164.
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factors has not been fully appreciated, neither have these fac-
tors been entirely ignored. Marmor (1953), for example, has
noted that the traits characteristic of the hysterical personal-
ity are feminine ones and are thus more acceptable in women
than in men. Chodoff and Lyons (1958, p. 739) have com-
mented that the hysterical personality “is a picture of women
in the words of men and . . . what the description sounds like
amounts to a caricature of femininity!” But beyond noting that
the concept of hysteria involves a description of traditionally
feminine qualities, the theoretical and diagnostic significance
of this observation has not been explored.

This chapter will first review the diagnostic indications
and behavioral characteristics of this patient group in order to
outline with some specificity the criteria that will lead to a
diagnosis of hysterical personality. Next it will be demon-
strated how a girl's immediate social environment puts enor-
mous pressure on her to develop a style of cognition and
personality that will lend itself to this diagnosis on the clinical
test battery or diagnostic interview. In this regard, it will be
noted how the ego-constricting effects of a feminine socializa-
tion process may too readily be confused with the effects of
massive repression. Finally, certain conceptual tangles that
have resulted from the overlap between the hysterical charac-
ter and the feminine character will be outlined.

DiagNosTIC INDICATIONS OF HYSTERIA

Although psychological tests and diagnostic interviews may be
informative in determining the nature of psychosexual devel-
opment, neuroses are diagnosed primarily in terms of their
characteristic defense mechanisms and styles of adaptation
(Rappaport, Gill, and Schafer 1968). The diagnosis of hysteria
is frequently inferred from excessive use of repression, with
only secondary concern for the hypothetical reconstruction of
the fate of the Oedipus complex and the interplay of various
drives (Schafer 1954, Rappaport, Gill, and Schafer 1968). Be-
cause a repressive style of defense has clearly defined effects on
cognition and personality, the diagnostic assessment of hyste-
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ria should present no special problems. As Shapiro (1965,
p. 108) points out, “In our current understanding of the opera-
tion of various neuroses . . . the picture of hysterical neurosis
is relatively clear-cut . . . and, among neuroses, none has been
more definitely or clearly associated with the operation of a
specific defense mechanism than has hysteria with repres-
sion.”

In regard to the diagnostic test indications of hysteria,
Schafer has made the following summary statement:

This diagnostic term [hysteria] covers those persons
who rigidly and pervasively resort to the defense of
repression in their efforts to cope with their impulses
and the demands of the world about them. Excessive
reliance on this defense appears to hamper the devel-
opment of broad intellectual, cultural interests, to im-
pair the ability for independent and creative thinking,
and to make for striking emotional lability and naiveté.
One or another of these characteristics will color a
large part of the thought processes elicited by the test
items. [1948, p. 32]

An example of a hysterical mode of responding on the Ror-
schach test is offered by Shapiro:

Where the compulsive person may list and actively
organize relations between varieties of botanical or
marine specimens, the hysterical person says, “A beau-
tiful bouquet” or “It’s Paris! . . . like in the French Line
posters.” [1965, p. 112]

Purportedly as a result of pervasive reliance on repression,
the cognitive style of the hysteric is a dramatically nonintellec-
tual one characterized by a lack of concern with intellectual
achievement, productivity, and mastery (Schafer 1948, Sha-
piro 1965). There is little investment in abstract and complex
ideas, a flippant disregard for factual and technical informa-
tion, and an inability to perform effectively on tasks demand-
ing these skills. Independent and critical thinking is impaired,
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and the general mode of cognition is fuzzy, global, and undif-
ferentiated. Hunch and intuition may replace active, effortful
thought and concentration. Because intellectual activity and
mastery are continuously avoided, the hysteric’s thinking has
been described as naive, egocentric, unreflective, affect-laden,
and cliché-ridden.

In contrast to their lack of a technical-factual apprehen-
sion of the world, hysterical persons have a heightened involve-
ment in interpersonal relationships and a direct and active
engagement with the human world (Easser and Lesser 1965,
Shapiro 1965). It is not unusual for these people to do superior
work on a task of social judgment on the Wechsler intelligence
test or to demonstrate an excellent understanding of conven-
tional and proper social behavior. Similarly, hysterics are often
vivid and likable social companions, and personality descrip-
tions of them frequently include such adjectives as buoyant,
sprightly, lively, colorful, and feminine (Easser and Lesser
1965).

At the same time, one sees dependent, demanding behav-
ior and a heightened concern with receiving approval, admira-
tion, and attention from others (Easser and Lesser 1965). Flir-
tatious, seductive behavior is frequently apparent, often
accompanied by complaints of frigidity. Although Freud (1931)
did not conceptualize a hysterical personality, he did suggest
that the “erotic” type of person who is largely preoccupied with
loving and being loved is predisposed to the development of
hysteria. It should be noted that the romanticism of hysterics,
although pervasive, is also shallow and superficial. Shapiro
(1965) has described the Prince-Charming-will-come-and-
everything-will-turn-out-all-right view of life that is character-
istic of these individuals, and a naively romantic view of life is
frequently conspicuous in thematic apperception test (TAT)
productions.

Emotional lability is a term that is ubiquitous in descrip-
tions of hysterical individuals, and it speaks to their inability
to adequately modulate affective experience as well as to a
stylistic tendency to utilize feelings rather than thought in
dealing with crises and conflicts (Schafer 1954, Shapiro 1965).
In keeping with an emotional and somewhat impulsive ap-
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proach to life, childlike features are noteworthy. Easser and
Lesser (1965) have described the little-girl qualities of a group
of hysterical patients and noted that their families regarded
these women as juvenile, dependent, cute, and lovable; one
patient kept the nickname Baby until marriage. In regard to
diagnostic testing, Schafer (1954) has noted that hysterics’
childlike qualities make them appear like “babes in the woods”
or “bunnies.”

HysTERICAL CHARACTER
VERSUS FEMININE CHARACTER

When I was teaching a graduate seminar in diagnostic testing,
one student responded to the above summary with the con-
fused protest, “But you're not describing a neurosis—you’re
just describing a woman!” There is, indeed, much truth to the
observation that the diagnostic indicators of hysteria are very
much in keeping with the media presentation of the female
sex. We are all familiar with the stereotype of the giggling,
blushing woman whose head is filled with Hollywood romance
and trivia, who is unconcerned with technical or abstract in-
tellectual problems, who prefers hunch and intuition to effort-
ful concentration, who is childlike and dependent in the pres-
ence of men, who is emotional and impulsive in her behavior.
In fact, many of the diagnostic indicators of hysteria are re-
lated to essential aspects of femininity and female attractive-
ness.

One might speculate that the female sex en masse suffers
from a hysterical personality and that the media are merely
portraying woman's true nature. Even if this were the case, a
vicious cycle would be created by the fact that the role models
for young girls are almost exclusively hysterical ones. (I cannot,
for example, recall seeing a television program in which a
group of women struggled effectively to solve a technical or
scientific problem, while the men concerned themselves with
social trivialities). But the problem is not simply one of role
models, for if we examine societal notions of masculinity and
femininity, we find that the pressures on women to adopt a
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hysterical style are intense and continue throughout a life-
time. I wish to examine this point in greater detail.

It is widely believed that a woman should find her true
sense of fulfillment (and identity) in wifehood and motherhood
(Chesler 1972). From her earliest years, the young girl is
taught to spend her major efforts in preparation for these
roles, and the task of learning to be attractive to men, with the
hope of eventually finding a husband, frequently becomes con-
suming. There is little doubt that this state of affairs may be
conducive to the development of good social judgment and a
heightened sensitivity to pleasing (as well as manipulating)
other people. Colloquial language suggesting that women
catch, snare, or hook their men speaks to the notion that
highly developed social skills are an important asset for fe-
males. There is much truth to Firestone's statement that
“more real brilliance goes into a one-hour coed telephone dia-
logue about men than into that same coed’s four years of
college study” (Firestone 1970, p. 21).

But if the cultivation of female attractiveness is conducive
to the development of social skills, it is inimical to intellectual
development. Females are taught in a variety of ways that an
independent and masterful intellectual style is unattractive,
and women who develop an aggressive and critical intellect are
often considered castrating or masculine. A growing body of
literature documents the remorseless stifling of a young girl’s
creative intelligence as she learns to be feminine and attractive
to men (Lynn 1972, Lerner 1973). Since femininity is based on
a model of intellectual dependence and docility, it is not sur-
prising that women tend to develop what appears to be a
hysterical mode of cognition. It is perhaps more surprising
that certain women escape it.

In this regard, an examination of popular teenage litera-
ture is especially enlightening. I have surveyed a wide selection
of books and magazines written for teenage girls on issues of
femininity and popularity, from which it is evident that girls
are encouraged to adopt a mode of personality and intellect in
keeping with the hysterical characteristics described earlier.
The recurring theme in this literature is that girls must be
clever enough to catch a man, but never to outsmart him, or as
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Arlene Dahl (1965) puts it in her book Always Ask a Man, a
woman must “never let her competence compete with her
femininity.” Young women are encouraged to be intellectually
docile and to cultivate childlike, dependent qualities and so-
cial, manipulative skills. In many ways the “feminine charac-
ter” and the “hysterical character” are synonymous. A com-
ment by Kreps on the traditional female role is relevant:

She is exhorted to play out the role of Cinderella, ex-
pecting fortune and happiness from some Prince
Charming, rather than to venture out by herself. Be
pretty, be pleasant, use mouthwash and deodorant,
never have an intellectual thought, and Prince Charm-
ing will sweep you off to his castle where you will live
happily ever after. [1970, p. 8]

In contrast, the qualities cherished in masculinity are not
in keeping with the hysterical picture. For men, intellectual
achievement, production, efficiency, and assertion are impor-
tant values, and an interest in abstract and technical problems
is encouraged. Male heroes chart the stars, cure diseases,
create masterpieces, and actively build, shape, and destroy the
world around them. Male children are encouraged to be logical
(rather than intuitive), practical (rather than romantic), intel-
lectually aggressive and forceful (rather than passive and con-
forming), self-reliant (rather than dependent and childlike)
and intellectual (rather than emotional). Interpersonal sensi-
tivity is not considered a priority for men, and a certain
amount of social brutality, self-interest, and toughness may be
considered attractive.

It seems then that the diagnostic indications of the hyster-
ical character as presently conceptualized define a style of
cognition and personality that runs dramatically counter to
traditional notions of masculinity. Should a male begin to
develop a hysterical style, he will be discouraged from giving
expression to it. Our current notions of masculine attractive-
ness do not allow for expressions of childishness, naivet¢, fear-
fulness, dependency, intellectual ineptness, or emotional
(rather than intellectual) wisdom. For this reason, a diagnosis
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of hysteria in a male patient involves very serious difficulties in
sexual identification. This has indeed been borne out by the
clinical literature (Chodoff and Lyons 1958, Berger 1971).

HyYSTERICAL PERSONALITY:
REPRESSION OR ROLE PRESSURE

The literature regarding the hysterical personality is perhaps
more replete with contradictions than any other (Easser and
Lesser 1965), and the confusion between femininity and hyste-
ria has undoubtedly contributed much to this state of affairs.
For one thing, it has too readily been assumed that the style of
personality and cognition described earlier results from defen-
sive reliance on repression against the potential awareness of
or expression of instinctual impulses and their derivatives. I
suggest, however, that the same diagnostic indications may
instead reflect a lifelong history of suppression (rather than
repression) of intellectual skills and the adoption of a personal-
ity style that has been most linked to success in social situa-
tions. For certain women, it may indeed be anxiety-arousing to
relinquish a flirtatious, childlike, sexualized style of interact-
ing and assume instead a critical, independent, and intellectu-
ally “phallic” one. However, their anxiety may be related to a
long socialization process regarding what is acceptable and
desirable feminine behavior. When the diagnosis of hysteria
reflects the effect of role pressures on women, the individuals
so labeled will constitute a markedly heterogeneous group, for
an exaggerated feminine style may exist with varying types
and degrees of pathology. It is not surprising, then, that there
are many clinical reports of women who initially “look hysteri-
cal” and later prove to be suffering from far more serious
emotional disturbances (Easser and Lesser 1965, Zetzel 1968).

I also have some doubt regarding the widely held notion
that women rely more heavily on the defensive use of repres-
sion than do men. Rather, an additional theory suggests that
the socialization of women leads to a style of personality and
cognition that in its observable outcome is not dissimilar to
the effect of repression. A related point of considerable impor-
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tance is that men who do in fact rely on a repressive style of
defense will tend not to be diagnosed as hysterical, for our
present stereotype of the hysterical character runs dramati-
cally counter to the male socialization process and to accepta-
ble masculine behavior. Of interest is Berger's (1971) state-
ment that “the proclamation that hysteria can occur in males
appears to be an attempt to appear objective. One gets the
impression that a male hysteric is one who behaves like a
woman’ " (p. 279).

RECENT TRENDS IN DIAGNOSIS

Recent trends in diagnosis of the hysterical personality have
gravely compounded the problems that are posed by the over-
lapping of the feminine character and the hysterical character.
Certain diagnosticians are suggesting that we move away from
psychodynamics and etiological speculations and confine our-
selves to surface manifestations and observable behavior in
diagnosing this particular character disorder (Chodoff and
Lyons 1958, Lazare and Klerman 1968). This descriptive ap-
proach is epitomized by the work of Chodoff and Lyons (1958),
who have consulted a representative group of publications and
abstracted certain behavioral characteristics of hysterics that
were agreed upon by most or all of the authors involved. They
have suggested that six behavioral characteristics (e.g., vanity,
sexual provocativeness, dependency) be generally agreed cri-
teria for a diagnosis of hysterical personality and that underly-
ing factors be ignored. Similarly, Lazare and Klerman (1968)
state that hysteria can be defined and diagnosed only by
searching the literature for clinical descriptions of these pa-
tients and abstracting out the common elements. These au-
thors have defined hysteria by seven traits: egocentricity, exhi-
bitionism, emotionalism, dependency, provocativeness, fear of
sexuality, suggestibility.

If this descriptive approach is adopted, then we may do
well to discard the diagnostic category of hysterical personality
(with all its rich structural and dynamic implications) and
simply speak of a feminine personality style that does not
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purport to be more than a description of certain female charac-
teristics in the eyes of male diagnosticians. It is puzzling to me
that Chodoff and Lyons, who champion this descriptive ap-
proach, have at the same time concluded their discussion of
the historical development of hysteria with the following com-
ment:

A situation analogous to the one described might be
imagined if women psychiatrists spent some genera-
tions coolly and rather inimically observing the less
attractive foibles of males, and then put them together
as the manifestations of a kind of personality charac-
teristic of men! (1958, p. 734]

What is perhaps more puzzling is that psychiatry still remains
mystified over the sex difference in hysteria and has invoked
some rather esoteric theorizing in the service of partial expla-
nation.

WHERE Do WE Go FrRoM HERE?

Berger (1971) has suggested that the hysterical personality
exists not in the patient, but rather in the observer. He states
that the best definition of hysteria is “behavior or symptoms
which arouse unconscious sexual feelings in the observer,”
(p. 283) and he argues that this clinical entity should be de-
fined and understood in terms of its countertransference ef-
fect. While I do not support Berger’s proposed conceptualiza-
tion of hysteria, I do believe there is a danger that the
hysterical personality will be reduced to a description of a
particular type of feminine behavior that has a certain effect
on a male observer. To define hysteria in this manner, however,
seems like a singularly nihilistic approach that is hardly a step
forward from the descriptive method described earlier. Ideally,
we can adopt a more constructive approach and apply our-
selves to untangling the confusions that presently exist be-
tween the hysterical character and the feminine character.
Clearly this task is not a simple one, particularly in an
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interview situation in which the diagnostician is male and the
evaluation procedure is limited in time. For one must ask, Is
the patient’'s dependent and childlike behavior the regressive
defense against genital fears of the hysteric, or is it a learned
aspect of feminine behavior? Is emotional lability a defensive
operation reinforcing repression, or is it rather the patient’s
attempt to be a vivid and exciting companion? Are sexual
provocativeness and flirtatiousness reflective of oedipal con-
flicts, or are they the behavior of a woman who feels she has
little else to offer the male psychiatrist? These distinctions,
which are not mutually exclusive, may be difficult ones to
make in a brief diagnostic workup, and the stereotype of the
hysterical female is so deeply ingrained that women are often
carelessly and prematurely diagnosed.

In the midst of this conceptual muddle, it is easy to lose
sight of the fact that a rather impressive body of clinical and
theoretical literature has accumulated for this group of pa-
tients. Kernberg's (1967, 1970) summary of the hysterical per-
sonality, for example, is very much in keeping with the work of
other psychoanalytic theorists who have noted that hysterical
patients (as compared to those with lower-level character dis-
orders) manifest better integration of ego and superego, a
predominance of genital oedipal conflicts over oral and pregen-
ital ones (although oral conflicts are often present), and a
wider range of conflict-free ego functions and structures. Fur-
ther, there is an absence of severe pathology of internalized
object relations, and the hysterical individual is capable of
fairly deep and stable relationships involving a variety of affec-
tive responses. Repression is the main defensive operation of
the ego, and there is little instinctual infiltration into defensive
character traits. We may note that none of the above diagnostic
criteria are inherently feminine as opposed to masculine. The
challenge for diagnosticians is to refine their ability to evaluate
the above structural and genetic-dynamic considerations in a
manner that will extricate them from the present confusion
between hysteria and femininity. To do this we must put min-
imal diagnostic emphasis on the behavioral indices that over-
lap with traditional aspects of femininity, and we must also
attempt to identify the observable effects of a repressive style of
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defense in men. In this regard, psychological testing can be an
invaluable research and diagnostic tool, especially if clinical
psychologists apply themselves to identifying formal test indi-
cations of hysteria that are independent of feminine and mas-
culine role stereotypes.

In discussing the hysterical personality, I have not directed
attention to the variety of clinical symptoms that have been
associated with severe hysterical disorders, such as dissocia-
tive phenomena and disordered thinking. It seems evident
that such symptomatology is not the result of cultural pres-
sures, and in these cases the conceptual tangle posed by the
overlapping of femininity and hysteria hardly seems relevant.
In fact, such grave symptoms are by no means limited to
female patients, and we at the Menninger Clinic have seen
male patients in hysterical fits, complete with arching backs,
Charcot-style. But the diagnosis of hysterical personality is
very infrequently made on the basis of such symptomatology.
Rather, it typically refers to the style of personality and cogni-
tive organization described earlier, and it is here that the
failure to account for social factors has led to a lack of concep-
tual clarity and diagnostic precision. It is hoped that clinicians
will be encouraged to carefully reformulate the diagnostic cri-
teria of the hysterical personality so that this entity does not in
fact become what Chodoff and Lyons have labeled “a caricature
of femininity.”

AuTHOR'S NOTE

The term histrionic personality disorder (DSM-III) has now
replaced hysterical personality (DSM-II). The same problems
remain, however, and DSM-III notes that "in both sexes overt
behavior is often a caricature of femininity.” From my current
perspective (1987), [ would like to see this diagnostic category
(by whatever name we call it) eliminated because it is inextri-
cably interwoven with cultural pressures as well as uncon-
scious biases and negative assumptions about women.

As I now see it, the tone of my own writing on this subject
is problematic, reflecting my absorption of cultural norms that
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devalue traditional feminine traits and behaviors and over-
value traditional masculine ones. We might just as well con-
struct a “personality disorder” for those disturbed persons
who manifest a preference for ideas over people, work over love,
ambition over family responsibility, ideation over emotion, in-
tellect over intuition, separateness over interdependency, dis-
tance over intimacy, competition over collaboration, and so
forth. Obviously, this disorder would occur predominantly in
men (see Kaplan 1983).
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Chapter 8

Special Issues
for Women
in Psychotherapy

heavy fire from feminist critics, who turned in large

numbers to women's rap groups or feminist therapy as
alternatives to more established modes of treatment (Chesler
1972).! Concern about widespread sexist practices in the
treatment of women was also voiced by mental health profes-
sionals from traditional training programs and work settings
(American Psychological Association 1975, 1978, Symonds
1978). This chapter explores the nature and legitimacy of such
complaints and identifies issues of relevance to all women
seeking psychotherapy.

Of the many criticisms leveled against traditional psy-
chotherapies, a few may be summarized. First, traditional psy-
chotherapy—and psychoanalysis in particular—tends to focus
primarily, if not exclusively, on internal or intrapsychic con-
flicts rather than on the cultural context that has produced
them. Such a therapeutic bias not only diverts energy from
potential social and political change but may also foster in the
woman a sense of uniqueness regarding her “pathology”
rather than helping her to recognize that her symptoms,
which may be ubiquitous among women, stem naturally from

In the late 1970s, the practice of psychotherapy came under

'This chapter was first published in 1982 in The Woman Patient: Medical
and Psychological Interfaces, vol. 3, ed. M. Notman and C. Nadelson, pp. 273-286.
New York: Plenum.
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patriarchal society’s neglect and distortion of women'’s true in-
tellectual, sexual, and social needs. Perhaps the most serious
accusation against traditional psychotherapy is that, in subtle
but powerful ways, it may lead women to conform to male-
defined notions of femininity and may discourage rebellion from
the “feminine role” by interpreting such rebellion as pathologi-
cal.

For many therapists, however, such accusations do not ring
true. As a staff psychologist in a traditional psychoanalytic insti-
tution, I can vouch for the good intentions of my colleagues.
Well-trained psychoanalytic therapists do not strive to send
their female patients back to the Kkitchen. Rather, the task of
good psychotherapy, psychoanalytic or otherwise, is to provide
women with the opportunity to overcome the barriers that inter-
fere with the full utilization of their capacities. This, in theory, is
to be done in an atmosphere of therapeutic neutrality in which a
woman is free to find a comfortable and honest definition of her
femininity, based neither on predominant stereotypes about
women nor on rancor and rebellion against them.

With such purity of intention, most therapists do not view
sexism in treatment as a serious problem. Feminist concerns
may be written off as naive, outdated, or simply misguided. It is
indeed difficult for therapists to examine openly and critically
how their own unconscious biases and perceptions adversely
affect and limit their treatment of female patients. Yet no longer
can we close our eyes to the fact that every therapist has an
implicit concept of normality for men and women that arises out
of the cultural context in which she or he is embedded. As we
will see in the following pages, a therapist’s implicit (and often
unconscious) absorption of cultural norms and values continu-
ously affects the nature of the interventions that are made (or
not made) in the course of the therapeutic process.

PSYCHOTHERAPY WITH WOMEN:
DIFFERING IDEOLOGICAL PERSPECTIVES

Traditional therapists tend to view women’s symptoms and
dissatisfactions as an expression of individual psychopathol-
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ogy, to be analyzed and understood in light of the patient’s
unique individual history.? Even those therapists who are
sympathetic toward feminist goals may not view cultural fac-
tors as the genuine or primary determinants that interfere
with women's fulfillment. While cultural limitations on women
may be superficially acknowledged, a patient’s anger in re-
sponse to these factors may be said to reflect an unhealthy
sense of passive victimization that militates against construc-
tive personal change. Thus a patient’s sensitivity to the social
and cultural roots of her difficulties may not be legitimized by
the therapist as an important focus for treatment. Rather,
feminist concerns may be interpreted as the patient’s defen-
sive attempt to avoid painful inner conflict by placing the
blame for her unhappiness outside herself.

In contrast, those who identify themselves as feminist
therapists view the social and cultural context of the patient'’s
problems as a legitimate and important focus of treatment.
Indeed, to deny or minimize these sources of conflict is seen
“as inappropriate as attempts to treat black persons while
denying that racism is an ugly reality that affects us all” (Ber-
nardez-Bonesatti 1978a). The patient’s capacity to identify
and respond to ways in which women are depreciated, trivial-
ized, scapegoated, or falsely defined in work and family is not
viewed as peripheral to therapeutic work. Rather, the patient’s
expanded awareness of the false and constricting values,
myths, and pressures that pervade the systems in which she
operates is seen as crucial to the process of self-definition and
growth. It is when a therapist fails to legitimize the patient’s
realistic anger and protest that the patient becomes further
inhibited in her capacity for creative and free-ranging thought
and action (Bernardez-Bonesatti 1978a).

Most sophisticated therapists, whether feminist or tradi-
tional, do not maintain a narrow, single-minded focus on

2By traditional therapists, I mean psychotherapists whose conceptualiza-
tions of their patients’ difficulties and their own therapeutic goals or clinical
techniques have not been significantly altered or influenced by the past two
decades of feminism. My experience with traditional therapists is largely with
colleagues whose individual or group work is psychoanalytically based.
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either intrapsychic or sociocultural realities, which would, in
either case, be akin to listening for the sound of one hand
clapping. But therapists differ, if not in eonscious beliefs, then
in the nature of their interventions and their approach to
women'’s struggles during this period of social change. There
still exists much controversy about whether women who an-
grily protest societal definitions of femininity and the feminine
role are themselves expressing neurotic conflicts, or whether,
on the other hand, it is our very definitions of femininity and
the feminine role that are the pathogenesis of female sympto-
matology. This is not simply a matter of theoretical interest, for
a therapist’s position regarding this controversy (whether con-
scious and explicit or unexamined and unconsciously held)
determines the very course and process of treatment, despite
that therapist's very best intentions to “help patients make
their own choices” in an atmosphere that is “value-free”
(Lerner 1978a). To illustrate this point, let us consider the
following hypothetical case.

Clinical Example

Janet, a 34-year-old homemaker, has two healthy chil-
dren and an ambitious, successful, and concerned hus-
band. Janet tells herself that she “has everything,” yet
she seeks psychotherapy because of feelings of depres-
sion and malaise as well as a growing anger and resent-
ment toward her children and husband. From her own
perspective, her dissatisfaction is entirely irrational,
and she begins her first therapy hour by telling her
therapist, “I have nothing to be angry and depressed
about.” Her goal for treatment, as she initially states it,
is to be a better and more satisfied wife and mother. Let
us examine how two different therapists, Therapist A
(traditional) and Therapist B (feminist), might concep-
tualize and work with Janet’s problems.

Therapist A
Therapist A views Janet's anger and depression as
a symptom reflecting unconscious conflicts that inter-
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fere with her capacity to nurture and care for others.
Therapist A might explore with Janet deep-rooted feel-
ings of neglect and deprivation from her own child-
hood, which now make it difficult for her to provide for
her children without resentment and hostility. If
Janet’s anger at her husband is associated with the
envious wish that she, too, would like to achieve and
compete in the world outside the home, these “mascu-
line strivings” might be interpreted in light of Janet’s
neurotic discomfort with her own feminine role.

Therapist A might also reassure Janet that a
mother’s job is a difficult one, particularly in her chil-
dren’s early years, and that her anger and ambivalence
are to some degree a natural part of the difficult and
challenging career of motherhood. In addition, Janet
might be encouraged to find some time away from the
children that is hers alone, or perhaps to take up some
independent hobby or activity. In a supportive and
nonjudgmental context, therapist and patient may to-
gether explore a range of early conflicts and relation-
ship paradigms with the goal (as Janet herself has
stated it) of helping the patient to become a better and
more satisfied wife and mother.

Therapist B

Therapist B might agree that Janet (like every
human being) has neurotic conflicts that prevent her
from parenting her children more competently and
comfortably. However, these conflicts might not be
viewed as a primary, or even an important, focus of
treatment. Indeed, Therapist B may consider Janet’'s
anger and depression healthy, legitimate, and realistic,
despite Janet’s own protests that it is irrational. This
therapist might first choose to explore with Janet the
internal pressures and the external realities that
caused her to lose sight of her own hopes, aspirations,
and dreams for herself, and to choose instead to live
vicariously through her husband and her children.
Expressions of anger, competitiveness, or envy in re-
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gard to her husband, or men in general, might be
interpreted as healthy strivings for mastery, success,
and self-sufficiency, which are frightening for Janet to
acknowledge. Historical and intrapsychic determi-
nants may be explored at length—not, however, with
the goal of making Janet a better wife and mother in
the conventional sense. Rather, this therapist might
use her or his skills to analyze the unconscious anx-
iety and guilt that prevent Janet from acknowledging
and expressing more autonomous, self-seeking striv-
ings for mastery and success.

In addition, Therapist B will help Janet to identify
the familial and institutional realities that interfere
with her potential fulfillment in both parenting and
work pursuits. Therapist B may question Janet's as-
sumption that the “good mother” (in singular contrast
to the “good father”) always puts the needs of her
young children before her own growth and creative
development. Although Therapist B will recognize that
Janet has her own private neurosis, it is not this neu-
rosis that the therapist believes to be at the core of the
problem. Rather, Janet's difficulties are seen as a
symptom of the institution of motherhood and family
(as it has been defined by male “experts”), which has
excused the male sex from the day-to-day task of child
rearing, while demanding that a mother's growth and
development be exchanged for the growth and develop-
ment of the child she has borne.

The striking difference in focus between these two thera-
pists illustrates the fact that we are living in a time of consider-
able controversy regarding our basic understanding of wom-
en’s pleasures and problems. The following pages will continue
to demonstrate how psychotherapy invariably reflects the cul-
tural context in which it is embedded. Every therapist,
whether feminist or “Freudian,” will express, in the course of
treatment, her or his own values and visions for women. There
is no “value-free” psychotherapy.
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THE MASCULINE-FEMININE DICHOTOMY:
IMPLICATIONS FOR THERAPEUTIC PRACTICE

Many therapists have absorbed culturally defined notions of
masculinity and femininity and consciously or unconsciously
view these concepts as reflecting what is healthy or “natural”
for men and women. Therapists who explicitly label, or even
privately conceptualize, certain of women’s wishes, strivings,
and behaviors as being unfeminine may unwittingly exacer-
bate their patients’ inhibitions rather than increasing their
options (Kronsky 1971). In certain cases, women may become
further constricted in treatment as their aggressive strivings
for dominance and power (which may indeed have certain
pathological aspects) are labeled as masculine or phallic by the
therapist, often without acknowledgment of the healthy and
adaptive components of such behaviors. While purportedly
providing insight, therapeutic interpretation may subtly be
aimed at encouraging the patient to stop her aggressive, con-
trolling, or competitive behaviors (Bernardez-Bonesatti 1976).
With men, however, the therapeutic goal would more typically
be to help the patierit achieve a healthier and more comfort-
able, conflict-free integration and expression of these same
qualities or behaviors.

Failure to Analyze Conformity
to Traditional Feminine Scripts

It is important to recognize that most good therapists do not
consciously hold to narrow, stereotypical ideas about women;
rather, they respect the patient’s right to pursue treatment
goals that may be out of keeping with the traditional feminine
role. However, a subtle, serious, and more pervasive problem
arises for the patient who does indeed fit the cultural stereo-
type, but for the wrong reasons (e.g., the traditionally feminine
woman who opts for full-time motherhood out of neurotic
anxieties about competition, success, and intellectual achieve-
ment). In these cases, many therapists fail to analyze the con-
flicts and anxieties that keep the woman in her role and re-
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strict her choices (GAP 1975, Lerner 1978a). I have noted that
unhealthy degrees of self-sacrifice, dependency, and under-
achievement in women (except in their extreme and most con-
spicuous “masochistic” forms) are often not recognized or
questioned by the therapist since these may strike one as quite
natural characteristics of the female sex. The failure of psycho-
dynamic therapists to analyze sufficiently the defensive and
maladaptive determinants underlying a patient’s choice to con-
form to culturally prescribed notions of femininity is a common
phenomenon in psychotherapy. This problem occurs with ther-
apists operating from a family systems perspective as well.

Clinical Example

Dr. B. worked with Mr. and Mrs. Porter for seven
months before requesting consultation on this case.3
Mr. Porter was a middle management executive, and
Mrs. Porter was a homemaker with a college degree.
Both were in their early forties and had three daugh-
ters, aged 6, 12, and 14. Dr. B. described a marital
situation seen commonly in clinical work: The wife
angrily blamed her husband for her unhappiness, yet
she implicitly complied with his demands and did not
make moves to effectively challenge the status quo. In
addition, she was excessively reactive to her husband’s
work problems, and according to Dr. B., she placed her
husband in a “double bind.” If Mr. Porter did not pro-
vide his wife with a full report on what was happening
at work, she felt angry and rejected. When he did fill
her in she would either move in quickly to advise or fix
things, or she would criticize his management of, or
reactions to, a particular situation. When stress was
high, Mr. Porter occasionally threatened divorce.

Dr. B, who was learning to work from a Bowen
Family Systems framework, sought my help because

3This chapter was first published in 1987 as “Is Family Systems Theory
Really Systemic? A Feminist Communication” in Journal of Psychotherapy and
the Family 3(4):41-56.
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he felt unsuccessful in helping the wife assume a
calmer, more objective, and less blaming perspective in
the marriage. In addition, he found himself blaming
the blamer, (i.e., Mrs. Porter) despite his own attempts
to remain neutral. While Dr. B. was aware that
Mrs. Porter overfunctioned enormously on the domes-
tic scene at her own expense, he nonetheless felt put
off by what he labeled as manipulative and passive-
aggressive behavior. For example, Mrs. Porter reported
feeling resentful about her husband’s practice of giv-
ing her an “allowance” and asking her to account for
her personal expenses; but rather than taking a firm
and non-negotiable stand that this was not acceptable
to her, Mrs. Porter “manipulated” her husband into
giving her extra money which she then spent irrespon-
sibly and impulsively.

Using the genograms that he had constructed dur-
ing initial meetings, Dr. B. had questioned Mr. and
Mrs. Porter about the history of marriages in the pre-
vious generations, including questions about how
marital partners got along, how money was managed,
how differences were navigated, and so forth. Dr. B's
stated goal was to help Mrs. Porter separate or differ-
entiate from her “masochistic” mother, which he
hoped, in turn, would allow her to move out of her
angry, dependent position in the marriage.

Dr. B. had ignored entirely, however, the impact of
the wife’s economic dependency on this marriage, and
he failed to attend to the fact that she had no life plan
or personal goals for herself. This “traditional” family
structure was simply the norm for Dr. B. and did not,
in itself, suggest any particular arena for questioning.

During our consultation, Dr. B. requested that we
focus on Mrs. Porter, who was the source of his dis-
tress. To this end, I asked him to think about a
number of questions:

* Was there a connection between Mrs. Porter’'s over-
involvement with her husband’s work problems and
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her own lack of participation in the work world out-
side the home?

Did she believe her husband's work was more valu-
able than her own?

If so, was this a factor in her “wishy-washy” ap-
proach to asking him to take on more housework
and child-care tasks?

What was the connection, if any, between
Mrs. Porter's irresponsible and manipulative behav-
ior concerning her “allowance” and her actual finan-
cial dependence?

Which women in Mrs. Porter’s nuclear and extended
family had clarified personal and work goals for
themselves and which women had not?

For those women in previous generations who had
put their energy into their own life goals, what im-
pact did this have on their marriages?

How did Mrs. Porter’s sister, mother, and grand-
mother balance responsibility for family with re-
sponsibility for self?

Had Mrs. Porter ever talked with these women about
their personal goals and aspirations or the lack of
them?

Did Mrs. Porter think about long-term goals for self?
How could we understand the fact that Mrs. Porter
whined and complained about her circumstances,
but did not effectively clarify a bottom-line position
with her husband on any major emotional issue?
(For example, “This allowance business is not accep-
table to me. I also work, albeit in the home, and I
want the same access to our finances that you
have.”)

What specifically did she think would happen in this
marriage if she began to operate from a position of
greater strength and assertiveness?

Did Mrs. Porter believe she had to choose between
having a marriage and having a self?

If her marriage ended in divorce (as do almost 50 per-
cent of marriages), what was Mrs. Porter’s life plan?
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* Was she familiar with the statistics regarding the
economic status of women with dependent children
following divorce?

* Did Mrs. Porter equate divorce not only with the loss
of her primary relationship, but also with the loss of
status, identity, esteem, and financial support?

* If Mrs. B believed that she could not survive eco-
nomically without her marriage, how did this effect
her ability to navigate clearly and assertively within
it?

* Is it possible to assume a truly differentiated posi-
tion in a marital or work system if one is convinced
that one cannot live without it?

* Did Mrs. Porter view her gender as having some
relevance to her current problems and unhappi-
ness?

* Did she see other women (both on her genogram and
outside the family) struggling with issues similar to
her own?

* Had she connected with any of these persons to
share perspectives on common problems and to
learn how other women had attempted to solve sim-
ilar dilemmas?

* In what way had the feminist movement influenced,
or not influenced, her thinking about herself and her
family?

Dr. B. had not considered most of those questions,
and he pondered them with interest. Yet, he reacted
negatively to the idea that we might think together
about opening up related lines of questioning within
the marital sessions, while staying relevant to the cou-
ples presenting problems. Dr. B. had chosen to consult
with me, in part, because of my knowledge of women’s
issues; yet he now feared his therapeutic neutrality
was at stake. He said to me, “I think any questions
along these lines would convey that Mrs. Porter should
get a job or become more liberated. I'm just not com-
fortable imposing values on clients.” Dr. B. told me
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that the consultation had nonetheless been very help-
ful to him because his angry reactions toward
Mrs. Porter were replaced by more empathic ones, as
my questions led him to consider the context of her life
more thoughtfully. Yet, he could not see his way clear
to translate what he had gained from this consultation
into his practice.

Like Dr. B, I do not view it as a therapist’s job to
encourage a client to seek employment, embrace femi-
nism, or the like. Questioning within a Bowen frame-
work is used to lower intensity, to broaden a client’s
perspective and sense of connectedness to her own
family and cultural context, to encourage thinking and
the gathering of facts, and to help her view as many
options as possible with the greatest degree of clarity
and objectivity. Surely women have enough “experts”
telling them what to do. What was interesting about
Dr. B.'s position, however, was his assumption that
not opening up certain areas for questioning and
failing to focus on certain aspects of context repre-
sented a neutral or objective stance. From my perspec-
tive, Dr. B.’s absorption of patriarchal values regarding
“traditional” family structure stood in the way of his
becoming a more skilled questioner and ultimately a
more helpful therapist to this couple.

These errors of omission affect great numbers of female
patients, for most women entering treatment are themselves
unable to consciously acknowledge wishes or longings that are
out of keeping with traditional feminine scripts. Indeed, many
women who seemingly choose to relinquish self-seeking pro-
fessional or autonomous strivings do so because they cannot
freely, and without guilt and anxiety, fulfill themselves through
personal achievement (Chasseguet-Smirgel 1970). In my expe-
rience, it is not uncommon for a bored, exhausted, intellectu-
ally impoverished, and isolated mother of small children to
begin treatment with the following goal: Make me a better wife
and mother to my husband and children. She may, quite liter-
ally, have no other vision for herself that feels acceptable, and
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the only form of protest she can voice is her symptoms, which
frequently take the form of an unconscious wildcat strike
against her “sacred calling” (Rich 1976); she may complain, “I
am too depressed/fatigued/confused to run the household and
care for my children.”

Traditional therapists, especially those who believe that
small children need their mothers continually at home, often
fail to skillfully explore with the patient other alternatives and
options (GAP 1975). Further, they may not help her to clarify
the nature of her legitimate anger and complaints against her
prescribed role, which the patient dare not herself express,
except through her symptoms.

THE FEMALE PATIENT-MALE THERAPIST DYAD:
REPLICATING PATRIARCHAL ARRANGEMENTS

Some feminist critics have warned that psychotherapy for
women may entail a potential reenactment of male-female
relationship paradigms as they exist in the culture at large
(Chesler 1972). It is indeed true that many women in psycho-
therapy become intensely dependent on an idealized male
therapist, who may become the center of their fantasy life. If
the relationship is eroticized, it may, much like an affair, dilute
and eclipse other important relationships and pursuits in the
patient’s life and serve as a resistance to change. It may be so
gratifying for a woman to receive support and empathic under-
standing from a warm, nurturant male authority (and so grati-
fying for a male therapist to be able to comfortably express and
be appreciated for these “maternal” qualities) that the thera-
peutic relationship itself may foster dependency without facili-
tating autonomous solutions.

Women have a long history of experiencing unegalitarian
relationships with males as natural, and of compliantly follow-
ing leaders and “experts.” Cultural pressures on women to
“please men” are so profound that the woman’s desire to be
attractive and admired by her therapist may override a more
honest process of self-definition and self-determination. Wom-
en’s attempts to fit themselves to definitions of femininity that
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are implicitly communicated by their therapists are often un-
conscious and subtle and may thus go unrecognized by both
therapist and patient. I have spoken to a number of women
who have participated in both individual treatment and femi-
nist consciousness-raising groups, and who have stated in
retrospect that the latter allowed them a greater opportunity to
explore personal issues with real honesty and depth. Some of
these women saw the limitations of their psychotherapy as
stemming from their own deep-seated and often unconscious
need to please the male therapist and to remain unthreaten-
ing. Others reported that their dependent, nonthreatening
behaviors were induced, or at least unconsciously rewarded,
by the therapist himself. Experienced supervisors do indeed
report that male therapists may covertly and unwittingly en-
courage compliant behaviors and discourage a challenging,
independent stance in female patients (Bernardez-Bonesatti
1976).

Although female therapists are hardly immune from
adopting such attitudes, it is my observation that the problem
occurs most intensely and with least conscious recognition in
the male therapist-female patient dyad. Of significance is the
fact that the feminine socialization process teaches females to
protect the male ego at all costs by inhibiting any traits, quali-
ties, and behaviors that may be threatening to men. Cultural
pressures to play dumb, let the man win, or pretend he’s boss
are all crude, if not comic, expressions of a more subtle but
powerful cultural injunction that states that in intimate male-
female dyads, the man should be (or at least should feel like)
the more capable, successful, and dominant partner. For the
many couples who deviate from this arrangement, psychiatry
has designed such terms as role reversal, role confusion, or
matriarchal family, all of which are mildly pejorative terms
suggesting that things are not in their natural place. Indeed,
women who dare to compete openly with men on issues of
competence and power may be labeled castrating or unfemi-
nine and have their very attractiveness and love of humankind
brought into question. As many authors have noted (Lerner
1974, 1977, Dinnerstein 1976, Bernardez-Bonesatti 1978a),
this patriarchal arrangement reflects, in part, men’s persistent
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irrational anxieties about the dreadful effects of female aggres-
sion and dominance, as well as women’s related irrational
fears of their own destructive, castrating potential. These
shared fears of female destructiveness date back to our long
years of helpless dependency on women (our mothers and
other female caretakers) and are rarely consciously recognized
by either sex. Rather, these anxieties are contained and held in
check by social arrangements that allow men to maintain
power and control over women, who are discouraged from
expressing aggression and dominance except in indirect, co-
vert, or manipulative ways.

Given such intrapsychic and cultural pressures, it is
hardly surprising that male therapists, in particular, may en-
courage a patient to be self-assertive and autonomous in her
family and work life but may subtly encourage her to have a
“nice relationship” (i.e., to follow his advice and to accept and
value his interpretations) within the therapeutic hour. The
paradox of therapeutic interpretations that are purportedly in
the service of fostering the patient’s independence, while sub-
tly patronizing her or undermining her autonomy within the
therapeutic relationship, may go unnoticed by both therapist
and supervisor (“No matter how much I interpret or try to
push her, she still won't be assertive with her husband!”).
Further, the woman'’s healthy expressions of anger, critical-
ness, or competitiveness directed toward the therapist may be
felt by him as an unhealthy display of aggression or an attempt
to control. If the woman is, in fact, hostile and controlling, he
may accurately interpret the pathogenic components of such
behavior, but without recognizing the positive and adaptive
aspects of what the patient is attempting to communicate or
accomplish. Bernardez-Bonesatti (1976) has commented on
the especially strong feelings of revulsion and disapproval that
male therapists may feel when confronted with openly hostile
and domineering behavior in their women patients. Because
women themselves have enormous unconscious fears regard-
ing their own destructiveness and the related fragility of the
male ego, both patient and therapist may fail to recognize the
subtle ways in which the woman is being “a good patient” at
the expense of her own autonomy and growth.
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Bernardez-Bonesatti (1976) has noted that women thera-
pists may also be prone to excessive disapproval of their female
patient’s anger or competitiveness, especially if the target of
the patient’s hostility is a male. Not only is a protectiveness for
males aroused, but the female therapist who unconsciously
fears that her own unrestrained anger may be hurtful to men
is threatened by her identification with a female patient whom
she perceives as destructive or castrating. I have also been
impressed by the need of female therapists to avoid identifying
with women who are angry at men, even if they perceive them
as having a legitimate cause.

SEX OF THERAPIST
Advantages of Female Therapist

A significant number of factors go into the making of a good
psychotherapist that far outweigh the matter of one’s sex. It is
my opinion, however, that other things being equal (level of
skill, experience, quality of training, etc.), female patients may
have much to gain in working with a woman therapist. At the
risk of offering somewhat oversimplified generalizations, I
would briefly outline some of the advantages as follows:

1. Many women find it difficult to be open with a male thera-
pist. For example, their frankness and specificity regarding
sexual experiences may be limited. In general, a more hon-
est exploration of self may be facilitated by work with a
same-sex therapist. With a female therapist, the patient is
less pulled to unconsciously fulfill stereotypical feminine
behavior (e.g., “protectiveness” of the male therapist's ego
and sense of importance, avoidance of direct confrontation
and competition) that will block more creative, free-ranging
work.

In intimate dyadic relationships, men have very little
experience relating to women in a truly egalitarian manner,
although many men may consider themselves exceptions to
this rule. As noted earlier, men are more likely than women
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to overlook subtle aspects of female compliance, depen-
dency, deskilling, and so on, since these are the expectable
and familiar ways that women relate to men in close dyadic
relationships.

. With a female therapist, sexualization of the relationship,
which may serve as a major resistance against learning, is
characteristically avoided. While homosexual feelings and
fantasies may emerge with a same-sex therapist, these are
usually not used defensively and seductively in the service
of warding off anxiety and the threat of confrontation.

. The opportunity to identify with a female therapist’s profes-
sional skills and competence is extremely helpful for many
women, particularly in instances in which there is deep
guilt and anxiety over issues of achievement and autono-
mous functioning. Some patients are better able to con-
sciously acknowledge and express jealous and competitive
feelings toward a therapist of their own sex, without having
to feel castrating or unfeminine.

. The firsthand experience of women therapists with spe-
cifically female emotional, physical, sexual, and spiritual
experiences may facilitate a greater depth and intensity of
clinical work. Women have incorporated a great number of
male-defined myths regarding the “feminine experience,”
which can best be explored with a female therapist who has
herself taken seriously the task of her own consciousness-
raising.

. Women’s conflicts and inhibitions often have their roots in
unresolved issues of autonomy and separation from the
mother, although these conflicts may be masked by the girl/
woman'’s transfer of dependency onto male authority fig-
ures and a premature flight into heterosexual relationships
(Bernardez-Bonesatti 1978b, Lerner 1978b). A female thera-
pist may allow for a richer and deeper exploration of the
mother-daughter relationship and may facilitate an affec-
tive reexperiencing of the profoundly complex and ambiva-
lent nature of this bond.
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6. Affirmation by a same-sex therapist has especially signifi-
cant meanings for certain women. To be accepted by
another woman in the context of a close relationship char-
acterized by trust and mutual respect may be more “validat-
ing” of one’s worth and self-esteem than working with a
cross-sex therapist. This is especially the case for narcissis-
tic women with poor self-esteem who unconsciously expe-
rience male therapists (or men in general) as relatively more
seducible, easily flattered, or fooled by appearances than are
women.

7. A same-sex therapist offers greater opportunities for identi-
fication. While this is an advantage for all patients, it may be
especially critical for more disturbed individuals, who have
not consolidated a stable and coherent sense of gender
identity.

Paradoxically, the potential advantages of same-sex therapy
are also associated with unconscious threats that may lead
certain women to seek out male therapists. For example, a
woman who is involved in an intense, unresolved struggle to
separate from her own mother may experience considerable
anxiety in anticipating dependency on the female therapist.
Women who lack a stable and coherent sense of identity and
fear themselves to be without substance and depth usually
have consolidated a repertoire of cross-sex behaviors that make
it easier to begin treatment with a male therapist, with whom
these behaviors may help to control the anxieties inherent in
beginning a therapy relationship. Women with unconscious
conflicted wishes to achieve and succeed in the world outside
the home may wish to avoid a relationship with a professional
woman in which these conflicts will inevitably be stirred. In
sum, many women consider a male therapist “safer” than a
female therapist, although this feeling may not be their con-
scious experience. Rather, unconscious fears of women may be
defensively masked by an experience of female professionals as
less capable or authoritative than their male counterparts.

Prospective psychotherapy patients who voice a strong
preference for male therapists may do so for adaptive, con-
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structive reasons; for example, a woman whose family life has
included a psychologically or physically absent father may
need to experience male nurturance. It is my opinion that
when a woman feels strongly that she wishes to see a therapist
of a particular sex, her choice should be respected. Although
such preferences invariably include both adaptive and defen-
sive components, the patient’s anxieties should not be over-
riden or prematurely interpreted, and the wisdom of the pa-
tient’s unconscious should not be ignored.

As is true of all generalizations, those stated here tell us
nothing about the advantages or disadvantages of a particular
therapist or the unique needs of an individual patient. Surely
being male does not condemn one to tunnel vision or to a rigid
and unexamined adherence to patriarchal attitudes. Nor does
being female guarantee one’s freedom from unconscious bi-
ases and prejudices against women. As Alonso and Rutan
(1978) pointed out, there are female therapists who are male-
identified, who look on their female patients with some mea-
sure of scorn, or who may lack empathy for women who have
struggled less successfully than they have. Certainly not all
women therapists, by virtue of their femaleness, have en-
hanced empathic understanding of women. Some, for example,
may be vulnerable to greater distortion through overidentifica-
tion and a reliance on projection, which may lead to a false
assumption of sameness or understanding where it does not
exist.

Similarly, a therapist’s being a feminist tells us little about
her professional expertise. While some feminist therapists
have had excellent training, others have not, perhaps because
they have avoided traditional, male-dominated institutions at
a time when there are few alternative programs available that
offer the opportunity for intensive, high-level clinical training.
Certain feminist therapists, following an egalitarian treatment
model that stresses demystification of the therapist’s exper-
tise, may engage in nontherapeutic openness and self-disclo-
sure that blur the appropriate boundaries and fail to provide
for the patient the optimal conditions for free-ranging fantasy
and exploration. Feminist therapists, like traditional thera-
pists, may be competent or not.
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In light of the individual differences between psychothera-
pists and the many important factors that go into the making
of a skilled professional other than his or her sex, it may be
tempting to deny real differences between female and male
therapists in the treatment of women. As Alonso and Rutan
(1978) noted, it is difficult for all of us to come to terms with
the limitations of our own capacity to empathize and identify
with patients whose experience we cannot enter. In discussing
such limitations of empathy, these authors have reminded us
of the painful experience that white liberals had during the
racial tensions of the 1960s, and I recall vividly my own defen-
sive reaction to being informed that blacks could not deal
effectively with issues of power and self-definition in groups
that included white members, and especially white “experts.”
Women, like blacks, have learned in the past decades of femi-
nism that there is a certain development of consciousness and
self-definition that can be achieved only in all-female groups.
Along these lines, Bernardez-Bonesatti (1978b) has described
the special advantages and benefits that an all-women’s ther-
apy group can provide for its members. Yet, perhaps because of
unconscious fears about hurting or excluding men and incur-
ring their anger and disapproval, even female mental health
professionals may deny or minimize the potentially powerful
therapeutic benefits of same-sex therapy.

In sum, psychotherapy can be a creative, expanding process of
unfolding from the center, or it may reinforce conformity to
constricted and externally defined notions of femininity. Sim-
ilarly, the therapeutic process may free a woman to identify
more clearly the sociocultural context of her difficulties, or it
may “cool the mark” by encouraging her to cultivate her per-
sonal neurosis like a flower garden, while minimizing the
pathogenic effects of the system in which she is operating. To
write off the more unhappy of these outcomes as isolated
instances of “bad therapy” is tempting, for it allows therapists
to avoid taking seriously the difficult task of critically evaluat-
ing their work with female patients. As I have tried to show
here, good intentions and dedication to helping women be-
come all they can be hardly ensure nonsexist work. It is only
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through a deeply felt commitment to one’s own consciousness-
raising that therapists can even begin to gain freedom from
the unconscious biases and assumptions that adversely affect
the treatment of women.
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Chapter 9

The “Giving” Therapist
and the Female Patient

the problem,” and so it is in psychotherapy as well.! In an

attempt to be helpful to female patients, therapists may
unwittingly apply solutions that block growth, or they may
participate in patterns that maintain the very symptomatology
and dysfunction for which the patient seeks help. This chapter
will describe, through use of clinical example, a problematic
countertransference paradigm that commonly occurs with fe-
male patients. The topic that will be discussed here is only a
piece of a much larger picture in which our current gender
arrangements, which are inextricably interwoven with the
therapist’s own unresolved family-of-origin issues, serve to
negatively affect the treatment of women.

It is a truism in family process that “the solution becomes

COUNTERTHERAPEUTIC EFFECTS
OF THE “GIVING” THERAPIST

Over the course of intensive psychotherapy, patients will
invariably test a therapist’'s capacity to set limits and to define
a clear position regarding such key boundary issues as the

'This chapter is adopted from a paper co-authored with Sally Davis entitled
“Negotiating Requests to Alter Treatment Parameters: An Opportunity for Profes-

sional Growth.” It was first published in 1987 in The Clinical Supervisor 5(1):
73-87.
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management of fees and the scheduling of appointments. Pa-
tients will similarly test the degree to which their therapists
will assume an overresponsible, rescuing, or “fix-it” position in
response to the patients’ expressions of anxiety or underfunc-
tioning. While this can occur with any patient, irrespective of
gender (Lerner and Davis 1987), special countertransference
issues may arise in work with female patients.

Clinical Example

Dr. B, a third-year resident in psychiatry, was seeing
Ms. J., a depressed homemaker, for an initial interview.
Mid-session, as she was describing the dire straits of
her life, she suddenly burst into tears and asked Dr. B.
if he would continue to see her if she became unable to
pay for her sessions. Dr. B, feeling anxious and flus-
tered, proceeded to explore the reason for the question.
The attempt at exploration led nowhere, and when at
the end of the hour Ms. J. again pressed him for a
reply, he said, “Well, we need to look further into the
underlying meanings of your request, but it could be
arranged.” Ms. J. did not return for her next scheduled
appointment or thereafter.

During a later supervisory exploration of Dr. B.’s
countertransference feelings, he related that it felt un-
caring, if not hurtful, to clarify that psychotherapy is a
professional service for which he expected payment.
He also anticipated that the initial therapeutic alliance
would be strengthened by his “giving” stance and
threatened by the rejection that might be implied by a
firm clarification of his expectation of payment. In fact,
such a clarification might well have been affirming
and reassuring to Ms. J., whose central problem, as she
described it in the preadmission material, was her own
inability to set limits with family members and friends.
In a self-administered test packet that the patient
filled out prior to her first appointment, she referred to
herself as a “one-person American Red Cross” who
feared “hurting” others by failing to honor their re-
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quests and demands. Put somewhat differently, the
presenting problem that brought Ms. J. into therapy
might be stated as follows: How can I proceed to do
what I need to do for myself when important others, in
response, act hurt or disapproving? Perhaps, in at-
tempting to obtain help with her diletnma, she was
unconsciously testing how her new therapist would
himself handle a parallel situation, as part of an un-
conscious attempt to assess whether this therapeutic
relationship would be a place in which she could con-
structively struggle with her own problem.? In this
instance, Dr. B. did not model the more autonomous
stance that Ms. J. felt forbidden to assume in her own
life, nor did he provide the conditions for the growth-
enhancing relationship that she unconsciously
sought.

In Dr. B.’s clinical work, he tended to assume the
role of “rescuer” to depressed female patients, whom
he experienced as helpless damsels in distress. He
failed to appreciate the potential of these women to
solve their own problems and manage their own pain,
and he moved in quickly and intensely when his fe-
male patients presented a picture of vulnerability, of-
fering the “special” help (additional sessions, tele-
phone access during his vacations, etc.) he deemed
necessary. When the absence of clear limits and
boundaries led to an escalation of his patient’s de-
mands, he blamed these women (implicitly, via inter-
pretation) for being excessively needy, manipulative, or
infantile. In his own family of origin, Dr. B., a first-born
son, was in an overfunctioning or rescuing position in

2The concept of “unconscious test” was first introduced by Weiss (1971) and
later elaborated by Weiss and Sampson (1986), who suggest that patients entering
treatment are primarily motivated to solve (rather than simply reenact) their
conflicts. Their unconscious plans to solve their problems involve repeated tests
designed to assess the conditions of safety in the treatment relationship. From
this perspective, a patient who invites the therapist to reenact an early dysfunc-
tional relationship paradigm is unconsciously wishing that the therapist will pass
the test by not behaving as the parent did, thus providing the new conditions that
will allow the patient to master old conflicts and move ahead.
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a key family triangle in which his father would call him
about his mother’s drinking and Dr. B. would spend
long hours on the telephone diagnosing his mother’s
behavior and engaging in repetitive unsuccessful ef-
forts to persuade his mother to enter psychotherapy.

The following case illustrates the problem of the giving
therapist in detail, this time with a female therapist.

Clinical Example

Dr. T. was home on the last lap of a three-month
maternity leave when she received a telephone call from
Ms. S., a 25-year-old woman in long-term, psychoanalyt-
ically oriented therapy. Ms. S., who had been hospital-
ized the year before for an immobilizing depression,
began the call by recognizing that Dr. T. was not due
back for another week; nevertheless, she (Ms. S.) was
“cracking up” and in need of an emergency appoint-
ment. The crisis, as she described it, involved her fa-
ther, who was visiting for three weeks and purportedly
driving her crazy by criticizing her homemaking and
offering endless unsolicited advice about parenting.
Ms. S. appeared to be upset, but functioning well.

Dr. T., who was nursing her baby at the time of the
call and was struggling with loyalty conflicts of her
own regarding work and family, wanted to say, “I ap-
preciate that you're having a hard time, but we'll talk
about it next week at our scheduled appointment.”
Instead, she agreed to meet with Ms. S. the following
day. During the session, Ms. S. complained about her
situation but showed no genuine motivation to
change or challenge the status quo with her father.
Dr. T. noted this and explored the patient’s reactions
in response to both requesting and receiving the addi-
tional hour. Ms. S. discussed her feelings of discomfort
as well as her “gratitude” for the additional time, and
dutifully explored the many meanings that the addi-
tional session had for her. At the same time, she re-
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mained stuck and resistant to making use of Dr. T.’s
help.

A central theme in Ms. S’s treatment concerned
her reluctance to set limits with her father to protect
her relationship with her husband and daughter from
what she viewed as her father’s intrusive, patronizing
attitudes and behaviors. Earlier psychodynamic explo-
ration had revealed that Ms. S. feared that her firm-
ness and clarity on such issues would devastate her
father and result in his feeling intolerably excluded by
the patient and her new family. This fear, at first un-
conscious, resulted in part from a projection of her
accumulated rage stemming from her long-standing
pattern of silent submission to her father’s perceived
needs. It was also an externalization of her own separa-
tion anxiety, which was evoked by maintaining a clear
“I” position with her father and experiencing herself as
separate and alone in this relationship. Her fear of
“hurting” her father and her resistance to change were
also rooted in the realities of the family system; there
was evidence that any move on Ms. S.’s part to assume
a more differentiated stance or to clarify her primary
commitment to her new family was followed by her
father’s depression and withdrawal, and the subse-
quent reinstatement of the old pattern by Ms. S.

In helping Ms. S. to struggle with her dilemma,
Dr. T. had made any number of accurate and well-
timed interpretations. The implicit message from
Dr. T. to the patient might be summarized as follows: It
is all right for you to clarify your priorities, your prefer-
ences, and your primary commitment to your new fam-
ily, even if your father, in response, becomes depressed
or angry. Your relationship with your father is very
important, but it is not your job to protect him from
depression by sacrificing your own development. And
yet, a nontherapeutic double bind was invoked by
Dr. T.s own guilt and anxiety about clarifying treat-
ment boundaries that “excluded” the patient. In the
example just discussed and in many others, Dr. T. was
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reluctant to refuse the patient’s requests for extra ses-
sions or evening phone calls, although she would at-
tempt to explore the meaning of such requests. When
Ms. S. tested her further by failing to comply with an
agreed-upon plan for paying off her large outstanding
balance, Dr. T. made this a continuing topic of thera-
peutic exploration but did not take a clear position
regarding her continuing the work in the face of
Ms. S.’s failure to make her agreed-upon payments.

Viewed from one perspective, Dr. T. was failing
Ms. S.'s unconscious tests regarding the degree of sep-
arateness, self-assertion, and limit-setting that was
permissible in the patient's life. In addition, granting
Ms. S'’s requests for a “special” hour or phone call
implicitly communicated that Dr. T. neither expected
nor encouraged Ms. S. to use her own competence to
manage her life between scheduled appointments. Dr.
T.’s anxiety about the patient’s relapsing into another
immobilizing depression paralleled and subtly encour-
aged the patient’s sense of responsibility and overcon-
cern for her “fragile” father, who she unconsciously
believed needed protection from the realities of her
adult life. It also paralleled the father’s protective and
overconcerned stance with Ms. S., his little girl whose
potential competence and maturity he feared recogniz-
ing.

A turning point in the treatment occurred when
Dr. T. was able to use supervision to shift her thera-
peutic stance and warmly but firmly hold fast to the
agreed-upon boundaries of therapy. For example,
when Ms. S. called her at home at 7:00 in the morning
to cancel her afternoon appointment for that day,
Dr. T. told her during the following session, “When you
call me to cancel a session, I would like you to do so
during working hours.” When the patient argued that
she could not pay her bill because she was too de-
pressed to seek employment, Dr. T. responded, “I ap-
preciate that you are feeling depressed, but it is neces-
sary that you find a way to meet your payments in
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order for your therapy to continue.” In regard to tele-
phone calls, she told Ms. S., “T've been thinking about
our work together, and from now on I prefer that you
do not call me at home. I think our work belongs here,
in our scheduled sessions. I find I am most able to be
helpful in this way.”

Dr. T. was able to firmly clarify limits and bound-
aries without lengthy explanations (which would have
implicitly conveyed discomfort or guilt) and without
negatively interpreting the motives for the patient’s
requests. That is, Dr. T.'s comments and interventions
in no way suggested that Ms. S.’s requests were reflec-
tive of excessive dependency, demandingness, or other
pathological underpinnings. Equally as important,
Dr. T. was able to calmly and empathically “sit still”
through the patient’s displays of hurt, withdrawal, and
anger while maintaining the therapeutic boundaries.
What followed was Ms. S.’s own slow but steady moves
toward assuming a more differentiated stance in her
own life. She more clearly defined her own thoughts
and feelings on important issues, even when this
brought anger and disapproval from significant oth-
ers. She began to take less responsibility for others’
feelings and more responsibility for ensuring the qual-
ity and direction of her own life. When her moves to-
ward greater autonomy and independence predictably
evoked strong resistance in others, she did react with a
moderately severe depressive episode. However, when
Dr. T. maintained a calm, nonreactive position and
continued to keep the work within the boundaries of
the two scheduled weekly hours (despite the patient’s
requests for additional sessions) Ms. S. rather quickly
worked through her depression and continued to
move ahead.

Dr. T.’s initial difficulty maintaining treatment pa-
rameters and clarifying appropriate limits had multi-
ple sources. First, she had an exaggerated sense of
guilt about the negative impact of her pregnancy and
leave of absence on her patients (complicated by her
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own conflicted wish to be rid of professional responsi-
bilities entirely), and she responded with attempts to
be all-giving and available. Second, Dr. T.’s own sibling
position as a youngest child, combined with her gen-
der and sex-role socialization, contributed to her con-
siderable discomfort with exercising authority. Adding
to this problem was the absence of a clear theoretical
framework that would allow her to question her giving
stance. Throughout her training, Dr. T. (who was one
of the two women in her training program) had been
praised by teachers and supervisors for her “mater-
nal,” intuitive, and caring capacities, as if these tradi-
tionally feminine qualities were sufficient to facilitate
change and could not be exercised to excess. Finally,
Dr. T, like Dr. B, easily became anxious about her
female patient’s perceived vulnerabilities and failed to
recognize that even the most severely disturbed indi-
viduals need a therapist who can model appropriate
self-seeking and self-assertive behaviors, maintain
treatment boundaries, and resist assuming an anx-
ious, over-responsible and overfunctioning position.

Both male and female patients will test the therapist’s ability
to exercise authority, set limits, protect treatment boundaries,
and resist overfunctioning and excessive concern. For women
in particular, however, it is important that the therapist model
the autonomous, authoritative, and differentiated behaviors
that have been discouraged or covertly forbidden for women.
As the previous case illustrates, the therapist's style of navigat-
ing such issues provides powerful messages about what is
permissible for the patient in her own life.

Irrespective of diagnostic category and severity of pathol-
ogy, women often learn to protect relationships at the expense
of the self, to take responsibility for the feelings and behaviors
of others rather than putting their primary energy into identi-
fying their own personal goals and directions, and to feel self-
ish and uncaring if they are anything less than an emotional
service station to others. Some women rebel against this legacy
by emotionally disengaging or by identifying with men who
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pursue work goals at the expense of intimate relatedness and
family responsibility, but the legacy affects them no less deeply.
Underfunctioning for the self while overfunctioning for others
is a prescribed way of operating for women. The therapist’s
management of his or her own tendency to overfunction for
the patient is a crucial treatment variable. With women pa-
tients in particular, therapists may need help learning not to
assume the role of emotional rescuer and to comfortably set
limits and maintain boundaries in the face of the patient’s
invitations to do otherwise. Here it is the therapists’ behaviors
(and not their interpretations) that permit the female patient
to initiate and hold fast to more assertive and differentiated
behaviors in the face of countermoves and “change back!”
maneuvers from significant others.

Because gender and sex-role socialization is a major (al-
though relatively ignored) variable shaping countertransfer-
ence reactions (Kaplan 1979), male and female therapists may
experience a somewhat different internal press toward a non-
therapeutic overfunctioning or overly giving stance. As in
Dr. B.’s case, the male therapist may be readily poised to see
himself as the rescuer or problem solver for the female in
distress, confusing the woman’s vulnerable and helpless self-
presentation with her actual and potential capabilties and
strengths. As doers, experts, and overfunctioners in the instru-
mental realm, men may have greater difficulty assuming a less
active stance which would allow the woman more space to
assume responsibility for solving her own problems and man-
aging her own pain. Male therapists in particular may fail to
recognize the ways in which female displays of vulnerability,
helplessness, and dependency are part of a complex, gender-
related interactional process in which female underfunction-
ing reflects an unconscious attempt to bolster and protect the
male therapist and to safeguard the “closeness” of the patient-
therapist relationship through the sacrifice of self (Lerner
1983). In a different vein, female therapists, like Dr. T., typically
experience anxiety and guilt about the exercise of authority
and may feel uncomfortable taking a firm stand on such cru-
cial treatment parameters as scheduling appointments and
collecting fees (Kaplan 1979). Further, their training may have
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overemphasized their reliance on traditional female traits (e.g.,
caring, empathy, and intuition) at the expense of equally cru-
cial instrumental skills that have typically been viewed as mas-
culine. Female therapists are also likely to be struggling with
the same unconscious dilemmas as their female patients and
may operate from a position of overresponsibility for other
people’s feelings and behaviors and underresponsibility for
protecting the self and the boundaries of their own lives.

Any number of variables interact with gender to contrib-
ute to a therapist’s overfunctioning position. These include
such factors as the therapist’s sibling position, role in the
family of origin, level of professional experience and expertise,
level of differentiation of self and associated clarity regarding
the boundaries of individual responsibility, and characteristic
style of negotiating relationships under stress. In addition,
psychotherapy training and supervision, when influenced by
the traditional male-established medical model, fosters the
paradigm of the passive patient and the expert doctor who is
accountable for curing his case (Lerner 1979). Ultimately, how-
ever, whatever the pressures to the contrary, it is the thera-
pist’s ability to be competent and emotionally connected with-
out overfunctioning that allows the female patient to become
the very best expert on her own self.
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Chapter 10

Effects of the Nursing
Mother-Infant Dyad
on the Family

rience, is a profoundly gratifying act for mother and
child.! In addition, breast-fed babies are reported to
have clear immunological, metabolic, and nutritional advan-
tages over their bottle-fed brethren (Raphael 1973, Newton
1971). While breast-feeding and bottle-feeding are thought by
some to be interchangeable phenomena, other experts con-
sider artificial feeding to be a physiologically curious, if not
bizarre aberration of the Western world (Newton 1978). New-
ton, an active researcher in this field, believes that lactation
provides the psychohormonal component to the love relation-
ship between mother and infant and has stated that, “Begin-
ning the mother-baby relationship without lactation is like
beginning the marriage without coitus” (1978). While there
exists no convincing evidence that babies who are bottle-fed
with love and affection suffer later psychological costs, many
experts agree that breast-feeding is the very “essence” of moth-
ering (Rich 1976). Certainly breast-feeding offers the unique
opportunity for unmatched emotional and physical closeness
between mother and infant.
It is perhaps surprising, then, that this pleasurable and

Breast-feeding, when it is a relatively conflict-free expe-

'This chapter is based on a May 1978 presentation at the annual meeting of
the American Psychiatric Association in Atlanta, Georgia. It was first published in
1979 in the American Journal of Orthopsychiatry 49(2):339-348.
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mutually beneficial experience is disavowed by a large percent-
age of American women. Approximately 25 percent of all
women begin to breast-feed their babies, and as many as 62
percent give it up after only a brief trial (Pryor 1977). In part,
this low percentage reflects the realities of institutions, many
of which lack adequate child care facilities and do not have
flexible work schedules that would allow mothers to combine
nursing with part-time employment. In addition, intrapsychic
and familial conflicts also lead women to wean prematurely or
to avoid breast-feeding entirely. It is through our understand-
ing of societal, familial, and intrapsychic factors that mental
health professionals, as well as obstetricians, pediatricians,
and public health nurses, can offer parents help in facilitating
successful breast-feeding.

Intrapsychic factors underlying women'’s difficulties with
breast-feeding have been considered at length in the psycho-
analytic literature. Middlemore (1941) has discussed the
mother’s conflicts with breast-feeding in terms of the uncon-
scious oral-sadistic fantasies remaining from her own infan-
tile experience. Deutsch (1945) has associated disavowal of
breast-feeding with fears of losing one’s attractiveness, free-
dom, comfort, and vocational achievement, as well as with
feelings of shame, guilt, and anxiety over the erotic stimulation
involved. The focus of psychoanalytic writings is typically on
the early life experience of the mother and the degree to which
she has resolved critical developmental crises.

What is striking about the voluminous literature on
breast-feeding is the dramatic neglect of any mention of the
father. He may be mentioned perfunctorily, or ignored entirely,
but little serious attention is directed to the fact that the
nursing couple is part of a larger family system in which the
father’s reactions to the infant and to the infant-mother dyad
will have a profound effect on all involved. Yet women’s difficul-
ties with nursing cannot be understood apart from the familial
context in which they exist. Indeed, careful research on breast-
feeding suggests that a nonsupportive atmosphere for the
nursing mother is a central precipitating factor in an anxiety—
milk loss-failure syndrome (Raphael 1973). Clearly, attempts
to analyze the infant-mother dyad as if it existed on an iso-
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lated pink (or black) cloud will surely leave us with a partial, if
not inaccurate, understanding.

While the professional literature is just beginning to exam-
ine fathers’ reactions to the nursing mother-infant dyad, the
popular literature is characterized by no such neglect. From
Spock (1968) to more recent advisers of new mothers, one
theme emerges clearly and repeatedly—that husbands, in ad-
dition to feeling proud and gratified by the nursing relation-
ship, may also feel superfluous, inadequate, envious, and ex-
cluded. These authors note that he may respond with
defensive hostility, withdrawal, or nonsupport, and that surely
he will need special help from his wife to feel included and
integrated into the newly enlarged family (Pryor 1977). While
the psychoanalytic literature has tended to maintain a “digni-
fied fraternal silence” (Lederer 1968) on these matters, the
popular literature speaks clearly to the fact that every grown
man was once a nursing infant at his mother’s breast, or
received in her arms its symbolic equivalent, the bottle, and
that the nursing infant-mother dyad will reactivate a wealth of
affects, anxieties, and fantasies in the new father.

This chapter will focus on the father’s conflictual reactions
to the nursing mother-infant dyad and the effects that these
reactions may have on the mother. In particular, I am inter-
ested in how the nursing mother-infant dyad may disrupt a
previous marital adjustment and how the couple may adopt
dysfunctional “solutions” in the service of returning the mari-
tal relationship to its prior equilibrium. It is my conviction
that women’s difficulties with breast-feeding, as well as wom-
en'’s difficulties integrating breast-feeding with other aspects
of their lives (especially professional activity), can be under-
stood only within the broader familial and societal context.

Positive, nonconflictual paternal reactions to breast-feed-
ing are not the focus here, although clearly, many fathers
experience creative surges of pride and gratification in re-
sponse to their nursing wives, leading to increased maturity
and a deepening of family commitment. Such responses have
not only been widely acknowledged and appreciated, but have
generally been emphasized as the norm. Negative male reac-
tions are often treated as comic, idiosyncratic, or pathological
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and, as such, are invalidated as being part of the expectable
experiential world of the new father. Waletzky (1979), one of
the few psychiatrists to focus attention on husbands’ conflic-
tual reactions to breast-feeding, has noted that our skewed
emphasis on the positive has prevented parents from becom-
ing aware of the expectable stresses that accompany breast-
feeding. Men may be left feeling guilty and alone with their
conflictual reactions, while women may angrily feel that they
are unique in having a nonsupportive husband. Both partners
may be prevented from coping patiently and creatively with the
stresses that accompany breast-feeding.

MALE ENvy AND FEAR

Male envy of female reproductive capacities is a pervasive, if
not universal, dynamic about which conspicuously little ap-
pears in the professional literature (Lederer 1968, Lerner
1974). Perhaps the only act of great significance that can be
carried out by one sex only is the capacity to produce new life
and sustain its growth with milk from one’s own body. Many
boys and men are consciously in touch with envious feelings
during their mother’s or wife’s experience of pregnancy, child-
birth, and lactation. In other males, envy is apparent only in
the form of its denial or in a defensive devaluation of all other
aspects of female creativity (Ribble 1965).

The myth of Genesis may be one reflection of male envy of
female reproductive powers. Here, man is born of God, an
idealized male figure, and woman is born from man’s body,
thus making Adam the first mother. This denial and reversal
of the facts of creation is expressed not only in the Judeo-
Christian tradition, but in a wide range of mythology (Lederer
1968). The universal exclusion of women from positions of
authority and power may have partial roots in men'’s defensive
handling of their own exclusion from the emotionally and
physically powerful act of bringing forth new life (Ribble 1965).
Psychoanalytic writers, who have reduced women’s pleasure in
pregnancy and childbirth to a displaced wish for a penis, may
also be expressing their envy of female reproductive capaci-
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ties—through a defensive and distorted emphasis on women
as creatures who wish (even through their pride in their pro-
creative powers) first to be men.

Male envy of the lactating breast cannot be understood in
concrete anatomical terms alone. Rather, the breast is a sym-
bol of “women’s magic” and may symbolize the infant’s and
child’s experience of the mother as an omnipotently powerful
figure who possesses boundless nurturance as well as limitless
powers for good and evil. While this early experience of mother
is often defended against by seeing women as the weaker or
castrated sex, my own clinical experience is in keeping with
Chasseguet-Smirgel's (1970) observation that images of
women as deficient or castrated are a denial for both sexes of
the imagoes of the primitive mother (i.e., the good omnipotent
mother symbolized by the generous breast, fruitful womb,
wholeness, and abundance, and the bad omnipotent mother
symbolized by frustration, invasion, intrusion, and evil).

Lederer (1968) provided impressive anthropological data
that, in regard to female reproductive capacities, men struggle
also with intense feelings of fear and disgust. The theme of the
pregnant or lactating woman as unclean or untouchable is a
common one in many cultures, in which nursing women may
remain taboo for many months following childbirth. In our
society, such primitive fears operate largely unconsciously and
are reflected in defensive idealized notions of feminine purity
and daintiness or, alternately, in an overemphasis on the sex-
ual aspects of women. In regard to the latter, Raphael (1973)
found that a common male response to questions about
breast-feeding was to switch the topic to the erotic aspect of
the breast and even in some instances to tell dirty jokes.
Among well-educated males, fears of female reproductive ca-
pacities may be contained and held in check by an intellectual
appreciation of the processes involved as well as by the control
of reproduction that men exercise through the medical profes-
sion, where, until the recent upsurge of the women’s health
movements, men typically “delivered” babies, with the woman
in a passive, childlike, and often drugged position. Again, prim-
itive anxieties and affects that men share regarding preg-
nancy, childbirth, and lactation cannot be conceptualized en-
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tirely in terms of anatomical differences. Rather, they may
reflect persistent infantile fantasies regarding the mother’s
perceived magical powers to bring forth and sustain life and,
by association, to take it away.

MALE REACTIONS TO THE MOTHER-INFANT DYAD

The husband’s reactions to his wife’s lactating breast, per se,
are secondary to the crisis he faces with the birth of a first
child, whereby a family of two—in one sudden and irreversible
movement—is transformed into a family of three.2 Within this
new triad, the nursing mother-infant couple forms an interde-
pendent subsystem that may appear to the husband to be
complete unto itself. The husband, who until this time may
have experienced himself as his wife's protector, as well as the
sole recipient of her nurturance and attention, may suddenly
find himself feeling like an “outsider” in a threesome. The
popular literature on breast-feeding takes note of this trauma
to the father and advises the new mother to reassure her
husband that she still needs him:

You may seem so capable in carrying out your mater-
nal responsibilities and, as a nursing mother, so self-
sufficient, that he underestimates your need for
him. ... He needs your assurance that he has not
slipped to second place in your life. [Pryor 1977, p. 143]

Nursing mothers are also warned that their husbands may feel
that they have no meaningful way to take care of the baby and
that the male experience may be that of being a peripheral

2Arthur Mandelbaum (personal communication) has noted that a family
never consists of two members, but is rather always a triadic subsystem consisting
of wife~-husband and their own families of origin. The new triad of wife-husband-
child confirms, supports, and threatens further distance of the wife and husband
from their families of origin, causing a need for a new adaptation to a newly formed
subsystem. The separation of the wife from her family of origin shifts even more
sharply. In former times, this shift was eased by the assistance the new mother
received from her own mother, now often made impossible by geographical dis-
tance.
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spectator, observing an intimate and often sensuous relation-
ship of unmatched closeness between mother and child (Pryor
1977). Striking in certain of the popular literature is the mildly
infantilizing attitude toward the husband, who is described
much like a displaced child who needs continuing reassurance
that he is, indeed, an important family member. This emphasis
is interesting since such paternalistic attitudes, more typically
directed toward women, point up a significant psychological
truth that I have observed clinically. The birth of a first baby,
particularly when it is breast-fed, may disrupt and even reverse
the dynamic equilibrium between husband and wife. More
specifically, I have noticed that the introduction of the nursing
infant-mother dyad may seriously disrupt the way that each
spouse has previously used the marriage to manage his or her
own conflicts between dependency needs and autonomous
strivings. This matter will be examined in greater detail, and a
clinical example will illustrate the pathological means to which
a couple may turn in an attempt to restore the previous ho-
meostatic balance of their relationship.

AutoNoMy CONFLICTS

Every individual struggles with the conflict between passive-
dependent longings and more active autonomous strivings. We
wish (at least unconsciously) to remain our mother’s child as
well as to declare our independence from her. The universal
conflict between infantile-dependent longings and more ma-
ture strivings toward autonomous functioning is never com-
pletely resolved. Rather, it is worked on in a variety of interper-
sonal contexts throughout a lifetime (Karpel 1976).

It is relatively common for married couples to manage this
conflict through defensive splitting and projective identifica-
tion. Rather than the partners in the marital relationship
containing or “owning” the complicated, conflictual, although
internally more whole, experience of integrating bipolarities
within themselves (e.g., dependence-independence, passivity-
activity, submission-dominance), husband and wife may un-
consciously contract to each contain and express one side of
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the conflict. Although there are many exceptions to the rule,
intrapsychic and cultural factors often combine to predispose
the wife to become the container for passive-dependent long-
ings and for the husband to contain strivings toward auton-
omy and independence. By assuming the role of the helpless,
needy, dependent child, the wife helps her husband to disown
his own dependency wishes and feelings of neediness. His
experience may be one of self-reliance and independence
marred only by his having to contend with a clinging, insecure,
child-wife. Similarly, the husband protects his wife from expe-
riencing the dangers of competence and autonomy. She may
not have to come in touch with feelings of anxiety and loss that
may be associated with the experience of achieving a greater
degree of separation and individuation from her own husband
and mother.

While this use of defensive splitting and projective identifi-
cation may have certain psychological costs, it allows each
partner to avoid experiencing both sides of his or her own
conflict. In many instances it may provide for an uneasy but
predictable, fairly stable, and workable marital relationship
which is, nevertheless, vulnerable to change and stress. But
this “solution” may be especially vulnerable to the introduc-
tion of the nursing mother-infant dyad into the marriage.

SHIFTS IN THE MARITAL EQUILIBRIUM

The experience of pregnancy, childbirth, and lactation may
provide for a woman an enormous sense of physical prowess
and strength. (Men who watch their wives in the delivery room
often express awesome respect: “I could never do that.”)? In
addition, the new mother, who can vicariously enjoy her own
infant’s passive dependency, may now be in touch with pre-
viously denied feelings of power and mastery. With the new
baby entirely dependent on her for its nurturance and very life,

3Another male reaction to observing childbirth is that of guilt. Hemingway
wrote a famous short story of a husband who commits suicide after watching the
difficult labor of his wife.
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her role in the nursing couple may parallel the one her hus-
band previously had with her. (She is the strong, life-sustain-
ing force for one more helpless than herself.) Forming such a
dyad with her dependent infant, and experiencing the intense
fulfillment of the intimate nursing relationship, the wife may
no longer express childlike dependency or neediness in her
interaction with her husband. This is not to imply that she
does, in fact, form a self-sufficient unit with her infant. Indeed,
as Raphael’s (1973) work has indicated, the nursing mother is
herself in special need of nurturant and supportive caretakers
in her environment. But her need for nurturance may be asso-
ciated with an experience of competence and inner power,
rather than stemming from weakness, inferiority, or helpless-
ness.

With his wife no longer containing and expressing the
incompetence or childlike dependency in the relationship, the
husband may be confronted with the surfacing of such feel-
ings of his own. In addition, the husband’s passive-dependent
oral longings and regressive strivings may be further stirred by
his identification with the nursing baby, while his new expe-
rience of his wife as a “mother” may reactivate unresolved oral-
dependent issues with his own mother. Conflictual wishes to
return to a state of blissful symbiosis, and his anger about his
own unmet oral-dependent needs, will be difficult for him to
deny with a defensive or exaggerated masculinity, at a time
when the nursing infant-mother dyad may leave him feeling
peripheral, incompetent, and without a more helpless family
member who is primarily dependent upon him. Particularly to
the extent that infantile and narcissistic features predomi-
nate, the husband may, indeed, feel traumatized and react
with anger, depression, or withdrawal. Even the most resilient
husband is faced with special difficulty by a situation that
stirs up his own dependency needs precisely at a time when
his wife may be least available to meet those needs and when
she and her infant may appear to form a complete unit unto
themselves. If the husband undergoes sufficient stress, the
marital relationship will be threatened and it may then be-
come the wife’s move to make an unconscious attempt to
restore the earlier homeostatic balance.
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THE WIFE'S REACTION

When the husband responds to the nursing mother-infant
dyad with depression, defensive hostility, or withdrawal, the
wife'may in turn react with anxiety and guilt. Two nursing
mothers [ have seen in intensive individual therapy both took
their husband's reactions as a threatened loss of the relation-
ship between them, and responded by attempting to make an
unconscious “sacrifice” to the husband. One woman'’s sacri-
fice involved relinquishing nursing, as well as experiencing
her new infant as far less pleasurable than she might have
otherwise. For the second woman (whose treatment will be
described here), the sacrifice took the form of becoming de-
pressed and planning to relinquish her valued career. Both
women had mothers who were experienced as possessive and
unfulfilled women who had difficulty tolerating their daugh-
ter's successes and felt excluded or jealous of the daughter's
other dyadic relationship (daughter and father, daughter and
husband). These patients’ heightened vulnerability to expe-
riencing anxiety and guilt about “excluding” their husbands
from the mother-infant dyad stemmed both from the realities
of the current family dynamics and from their earlier relation-
ship with mother. The following case example is illustrative.

Clinical Example

When Karen entered psychotherapy at age 29 (with
complaints of anxiety attacks at work), her profes-
sional career as a lawyer was well under way. Because
she had long-standing plans to combine motherhood
with a legal career, it was at first surprising to hear her
speak during her pregnancy of tentative plans to drop
her work entirely for a year or two despite her own
reports that this action would have serious profes-
sional costs for her. Karen brought to her therapy
hours the “encouraging” reactions of her co-workers
when she verbalized her wish to be a full-time mother.
For example, when she shared with her secretary her
thoughts of staying home full time following the birth
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of her child, this woman responded enthusiastically
and warmly, “That's wonderful! I always knew you
would be a good mother!”

In response to such comments, Karen reported
feeling guilty about that part of her that wished to
have both a baby and a career. Her guilt, as she first
understood it, reflected her concern that as a profes-
sional woman she would provide her baby with a less-
than-optimal mothering experience. After further ther-
apeutic exploration, it became evident that her guilt
was associated with the experience of having “too
much” and with her anxiety that by having both a
baby and a profession, she would incur the envy and
anger of other women, who might then wish to sabo-
tage and spoil what she had. In the course of treat-
ment, Karen’s heightened sensitivity to other people’s
envy emerged as salient. Her unconscious (and later
conscious) reactions to other women or men who so
quickly encouraged her to relinquish her work were
that they were trying to “keep her down” and take
something away from her. In the face of real or per-
ceived envy or competitiveness from others, she tended
to make some apology—in this case, by strengthening
her resolve that she would, indeed, relinquish her
valued career.

Karen's experience of her mother as a jealous and
unsatisfied woman, who might withdraw her love if
her daughter received too much pleasure without her,
was reflected in the transference shortly following the
birth of her daughter. Assuming that I was without
children, Karen came into the session complaining at
length about the displeasure of breast-feeding, the
constant draining demands of her infant, her sore
nipples, and so on. Her initial inability to experience
and acknowledge the pleasure in breast-feeding re-
lated to her guilt and anxiety about having something
that did not include me and, further, that I might want
for myself. My interpreting her readiness to relinquish
pleasure in nursing to protect me from feeling hurt,



150 Women in Therapy

jealous, or excluded allowed her to shift quickly to an
experience of breast-feeding as pleasurable as well as
erotic.

With continuing therapeutic work, Karen chose to
return to her job part time while nursing her infant.
Her ability to combine a pleasurable nursing expe-
rience with the gratification of her career was impres-
sive. Indeed, she radiated a sense of inner strength and
attractiveness. An earlier childlike, dependent stance
that she had displayed in her relationships both with
her husband and with me lessened dramatically. While
I later learned that there was a growing tension and
distance in her relationship with her husband at this
time, she did not bring this into the treatment, nor did
it seem to affect her at first. All was going apparently
well until a particular incident occurred at work which
affected her profoundly. The “traumatic” incident was
as follows:

One day Karen brought her baby to the office and
nursed her there before collecting some papers to
bring home in her briefcase. As she was leaving, a
female graduate student who shared the office com-
mented, “Wow! A nursing baby in one arm and a brief-
case in the other—what a sight!” Whether the com-
ment was expressed critically or admiringly was
unclear to me. But irrespective of the reality, the effect
on Karen was dramatic. She at once became depressed,
and her depression persisted. She soon announced
that she was seriously considering stopping her work
because the combined demands of nursing and having
a career were “too much of a hassle” for her and her
family. Further, she claimed that her depression left
her with little investment in pursuing anything.

Therapeutic exploration revealed that Karen heard
the student’s comment as a mocking, hostile, and com-
petitive attack on her “having so much.” Rather than
react competitively in return, Karen unconsciously at-
tempted to apologize by again making plans to sacri-
fice her work. Her readiness to perceive the student’s
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comment as one of hostile envy, her anxiety and guilt
associated with her fear of losing a relationship, and
her “solution” to react with depression and a vow to
sacrifice a valued aspect of her life all had roots both in
her earlier relationship with her mother and in her
current relationship with her husband.

Karen’s mother was a college graduate with con-
siderable intellectual gifts and a clever, caustic wit. She
herself had relinquished valued professional aspira-
tions in order to further her husband’s career and to
be a “good mother.” She was now understandably re-
sentful about the fact that many women, including her
three daughters, were finding such sacrifices unneces-
sary. Following the birth of Karen's baby, her mother
communicated in passing that she was receiving an-
tidepressant medication from the family physician; al-
though details were neither given nor requested,
Karen assumed that the depression was a conse-
quence of her becoming a mother. According to Karen,
her mother’s letters contained subtle encouragement
to her daughter to stop working while breast-feeding,
while at the same time discouraging her from continu-
ing breast-feeding as well. Her mother tended through-
out Karen's lifetime to push her toward higher
achievement and then subsequently to ignore or un-
dermine her successes. Karen’s father was described
as a kind but distant man who would have known
better how to relate to sons. His stance was one of not
wanting to interfere with the relationships between
“mother and the girls” and he was generally unavaila-
ble. Karen’s unconscious experience of her mother was
that her mother would become jealous, depressed, or
retaliative if Karen were either to exclude her or to
have too much without her. Karen'’s readiness to sacri-
fice her work and become depressed was her uncon-
scious attempt to protect her mother from jealousy
and depression and to preserve a threatened bond
between them.

In her relationship with her husband, Bob, Karen
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also struggled with unconscious anxiety and guilt
about excluding him through her own independent
pleasures and gratifications. Bob, a bright and ambi-
tious man, had recently suffered a serious professional
disappointment and seemed to be binding his anger
by a harsh and unrealistic questioning of his own
worth. In addition to this narcissistic blow, the nurs-
ing infant-mother couple seemed to strengthen his
wished-for, but feared, infantile-dependent longings,
which he had managed up until the birth of the baby
to project onto his wife. From Karen's reports, it was
probable that unresolved issues of sibling rivalry with
his sister, one and a half years his junior, were also
revived.

While I did not see the husband in treatment, there
was considerable indication that his feeling excluded
from the nursing couple, combined with the surfacing
of his own conflicted dependency needs at a time when
his wife was feeling especially independent and ful-
filled, precipitated his assuming a withdrawn, critical
stance in the marital relationship. When she nursed
the baby, for example, he abruptly moved into a differ-
ent room. His sexual interest in her diminished dra-
matically and he told her that her breasts, expelling
milk during sexual excitement, disgusted him and
made him feel that he was sleeping with “a mother.”
His depressed, withdrawn, critical, and rejecting
stance was in contrast to the affectionate and mutu-
ally supportive relationship that the couple had shared
during the pregnancy and prior to the birth of their
child.

Karen's depression, as well as her readiness to
relinquish her career, was not merely an enactment of
an intrapsychic drama with a jealous, unfulfilled inter-
nalized maternal imago; her “sacrifice” also served as
an unconscious attempt to restore an actual threat-
ened relationship with her husband. This uncon-
scious strategy was indeed successful, for in the face of
her depression and tentative plans to stop working,
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the marital relationship improved conspicuously. Bob
rose quickly to the call of caring for his now-dependent
wife and child and was clearly bolstered by his family’s
need to have him in the role of the masterful leader.
His renewed sense of being the “strong one” on whom
others depended allowed him to become again loving
and appreciative of his wife. Because he possessed
considerable psychological strengths, he was also able
to encourage Karen to stay with her work, which he
valued a great deal when his own self-esteem was not
threatened. Despite real strengths in the marital rela-
tionship, Karen continued to fear that her own plea-
sures and successes would stir envy and hurt in others
and lead to the eventual dissolution of some important
relationship (e.g., that with her mother or husband). It
took continuing therapeutic work before Karen was
comfortably and competently able to derive pleasure
from both her baby and her career.

The past decade has witnessed a growing awareness of the
need to become more familiar with the origin and manifesta-
tions of paternity (Coleman and Coleman 1971). In regard to
breast-feeding, Waletzky (1979) has noted that a failure to help
both partners understand and master their complex reactions
to nursing may turn the perinatal period into what has aptly
been labeled “a breeding ground for marital and parental mal-
adjustment” (Pittenger and Pittenger 1977). Waletzky has de-
scribed a variety of exciting new programs and workshops that
sensitize both husbands and wives to expectable stresses ac-
companying the experience of parenthood.

An exclusive focus on the mother-infant dyad is character-
istic not only of the literature on breast-feeding but of the
voluminous literature on infancy and childhood as well (Brody
1956). This narrow focus is surprising in view of our knowl-
edge that the birth of a first child produces a temporary crisis
in the lives of both parents, who must make major psychologi-
cal adjustments in order to shift successfully from a subsys-
tem of two to a subsystem of three. In that almost magical,
transitional moment when daughter becomes mother, son be-
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comes father, and parents become grandparents, a man and
woman are called upon to make profound and complex psycho-
logical adjustments and shifts in identifications (Minuchin
1974). Clearly, the mother—child relationship cannot be
studied and understood apart from the marital interaction,
the profound roots of husband and wife in their families of
origin, and the complex and changing culture in which the
family is embedded.
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Chapter 11
Female Dependency

perience.! The struggle to achieve a healthy integra-

tion of passive-dependent longings and active auton-
omous strivings constitutes a life-long developmental task for
both men and women. Yet despite such universality, the very
word dependency is more frequently associated with the fe-
male sex. Indeed, dependency, like passivity, has been consid-
ered the very hallmark of femininity.

It is true enough that women show dependent behavior
more openly than do men. On the adaptive side, women tend to
be more affiliative and self-disclosing, and better able to ac-
knowledge and express realistic fears, vulnerability, and
wishes to be cared for (Pleck and Sawyer 1974, Miller 1976).
On the maladaptive side, women more frequently display path-
ological dependency (Miller 1976); such women do not take
action to solve their own problems, do not clearly state their
opinions and preferences out of fear of conflict or disapproval,
turn fearfully away from the challenges of the outside world,
and avoid successful and autonomous functioning at all costs.

Dependency needs are a universal aspect of human ex-

IThis chapter is based on a May 1982 presentation at the annual meeting of
the American Psychiatric Association in Toronto, Canada. It was first published in
1983 as "Female Dependency in Context: Some Theoretical and Technical Consid-
erations” in the American Journal of Orthopsychiatry 53(4):697-705.
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Although the ability to acknowledge and express realistic de-
pendency is an essential aspect of healthy psychological func-
tioning, it is the pathological aspects of dependency that have
loomed largest in the literature on female psychology.

Although certain psychoanalytic writings have invoked
anatomy-is-destiny theories to account for the association of
femininity with passive-dependent behavior, the more recent
literature emphasizes familial and cultural determinants
(Miller 1973). More than a decade of research by feminist
scholars and mental health professionals has indicated that
females are often trained in pathological dependency from
birth (Bardwick 1971, Women 1972). While etiological factors
remain controversial, there nonetheless seems to be wide
agreement that women are, in fact, the more dependent sex.
Certainly we hear a great deal more about the dependency
needs of women than of men—as if women, by nature or nur-
ture, were possessed of more of a bad thing. Much of the
professional literature, as well as popular books such as The
Cinderella Complex (Dowling 1981), speaks clearly to the
ubiquity of this belief.

Part of the reason for spurious generalizations about ex-
cessive female dependency is that the structural or contextual
factors that evoke women’s dependent behavior have not been
taken seriously enough by mental health professionals. For
example, the professional literature has noted that even active
and self-reliant women often become excessively dependent, if
not phobic, following marriage (Symonds 1971). Little atten-
tion, however, has been given to the ways in which the struc-
ture of traditional marriage facilitates an increasing sense of
economic and psychological dependence in women, their indi-
vidual strengths notwithstanding. In addition, the popular
and professional literature has tended to ignore the obvious
fact that men also have dependency needs, the fulfilling of
which has been a role assigned to women.

Unlike men, who go from mother to mother again, in the
form of wife, women often relinquish their mothers in order to
do the mothering. By traditional standards, a “good wife”
cleans, cooks, comforts, nurtures, soothes, admires, encour-
ages, listens, sympathizes, and supports—although she is less
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frequently on the receiving end of such nurturing and caretak-
ing. Through the process of providing for the dependency
needs of others (including husband and children), a woman
may consciously or unconsciously anticipate that her own
needs will be met; when her needs are left unmet, she may
manifest behavior that appears to be excessively dependent or
demanding. Little attention, however, may be given to the fact
that the woman’s dependency needs are not being adequately
met by important others, or that she is unable actively to
pursue self-directed, self-seeking activities that would allow
her to provide for her own wants. From this perspective,
women are not the excessively dependent sex. A more accurate
generalization might be to say that women are not dependent
enough. Most women are far more expert at worrying about
the needs of others than at identifying and assertively claim-
ing their own needs.

Spurious generalizations about female dependency stem
from an additional conceptual failure. Many theorists and
practitioners fail to distinguish between the passive-depen-
dent behavior that women so frequently display, if not actively
cultivate, and the actual level of autonomy or differentiation of
self that women have, in fact, achieved. As a group, women may
behave in a more passive-dependent fashion than do men, but
women are not more dependent than men if we consider the
actual level of autonomy or differentiation of self that an indi-
vidual achieves. To understand the distinction between a
woman’s passive-dependent behavior and her actual level of
differentiation, it is important to appreciate that women'’s dis-
plays of passive-dependency frequently have a protective and
systems-maintaining function for significant others. This
point will be examined in greater detail.

THE PROTECTIVE ASPECTS
OoF FEMALE DEPENDENCY

Research in marital systems has indicated that both partners
tend to be at the same level of psychological differentiation or
independence (Bowen 1978). There is generally little difference
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between spouses in the actual level of autonomous function-
ing or clarity of self that each has achieved in the family of
origin. Often it may appear dramatically otherwise, as when a
high-powered businessman brings his symptomatic, infantile-
dependent wife into a psychiatric hospital. The reason for this
apparent discrepancy is that the underfunctioning of one
spouse allows for the overfunctioning of the other. In Bowen's
(1978) terms, if one person “de-selfs” herself or himself, the
other gains in “pseudo-self.” Like a seesaw, the helpless-depen-
dent stance of one partner has an adaptive, ego-bolstering
effect on the other. When the “underfunctioner” moves in the
direction of more autonomous functioning, the “overfunc-
tioner” starts to do worse and will predictably make any
number of “countermoves” to restore the relationship to its
prior equilibrium.

In my clinical work, I have noted how frequently the pas-
sive-dependent stance that characterizes so many women is
inextricably interwoven with the prescribed underfunctioning
role that women assume in order to protect and stabilize the
systems in which they operate. Put somewhat differently, wom-
en’s dysfunctional passive-dependent behavior is, in part, de-
rived from the unconscious “rules” that guide certain rela-
tional systems. Women are rarely as dependent as they learn to
appear; rather, women learn to display passive-dependent be-
havior in order to protect others (including the therapist) and
maintain the delicate homeostatic balance of systems in which
any move away from a dependent stance is responded to by
important others as a hurtful and aggressive act; it is disloy-
alty, a betrayal. Maintaining a dependent self-experience in
order to protect and bolster others is a dynamic that has its
roots in the family of origin. It is also culturally prescribed and
spelled out most clearly in women'’s adult relationships with
men.

Protecting Men
Before the current wave of feminism, girls and women were

explicitly encouraged to offer males narcissistic protection by
cultivating passive-dependent behavior and by feigning weak-
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ness and incompetence if these did not come naturally. As one
expert in female popularity advised in the mid-1960s:

If you smoke, don’t carry matches. In a restaurant, let
your mate or date do the ordering ... you may know
more about vintage wine than the wine steward, but if
you are smart, you'll let your man do the choosing and
be ecstatic over his selection, even if it tastes like
shampoo . . . the successful female never lets her com-
petence compete with her femininity. [Dahl 1965, p. 8]

This bit of advice is characteristic of the majority of guide
books for women written before the 1970s, which explicitly
prescribed male dominance while implicitly warning women
that men were weak. In one popular book, Help Your Husband
Stay Alive (Lees 1957), the author went so far as to insist that
men are physically incapable of surviving unless women as-
sume a dependent and subordinate role. Underlying her pre-
scription to underfunction, the author wrote:

What is humiliating about being under a man—
whether in business, in government, or any role of life
... if it is clear to you that he is only on top because
you are holding him up? [p. 14]

The paradoxical notion that women must strengthen men
by relinquishing their own strength is widespread even today.
An explicit example of this philosophy can be found in
Fascinating Womanhood, a best-selling book based on the
same principles as Marabelle Morgan's Total Woman. In a
1980 edition, Andelin provided the reader with detailed in-
structions on how to cultivate a childlike, dependent stance,
with the explicit goal of protecting the marital bond. One as-
signment, for example, instructed the reader to carefully ob-
serve and copy the behavior and mannerisms of little girls,
while other chapters suggested ways to suppress tendencies to
appear competent or self-reliant in “masculine,” independent
pursuits.

Our time-honored fairy tales also contain the paradoxical
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prescription that females should protect men by letting men
protect women. These stories teach that passive-dependent
behavior is the hallmark of successful femininity, as well as the
vehicle that permits and encourages masculine independence
and activity (Bettelheim 1976). It is the damsel in distress who
provides her brave rescuer with the opportunity to slay drag-
ons, solve riddles, or otherwise be heroic. The male hunter
could not have rescued Little Red Riding Hood were it not for
the fact that she was utterly helpless in the teeth of the wolf
and lacked even the intellectual resourcefulness to distinguish
her grandmother from a wolf in a nightcap. Little Red Riding
Hood is just one of many fairy tale heroines who does not solve
her own problems, but rather provides men with the opportu-
nity to act on her pathetic behalf.

It is tempting to view the dictates of popular culture as
outdated cliches that have little relevance to current clinical
practice or to the real-life experience of contemporary women.
Certainly, most women who enter our consulting rooms today
do not willfully or effortfully practice childlike dependence in
order to bolster the male ego and thus ensure the predictable
security of their relationships. Nonetheless, the behavior oc-
curs unconsciously, without awareness or intent. Underlying
the passive-dependent stance of many women is the uncon-
scious motivation to bolster and protect another person as well
as the unconscious conviction that one must remain in a
position of relative weakness for one’s most important rela-
tionships to survive. Even intellectually liberated women un-
consciously feel frightened and guilty about “hurting” others,
especially men, when fully exercising their capacity for inde-
pendent thinking and action. In reality, women who do begin
to define more clearly the terms of their own lives are fre-
quently accused of diminishing men, hurting children, or in
some way being destructive to others. These reactions, which
occur in response to the anxiety that is stirred when a woman
behaves more autonomously, represent a powerful counter-
force to change.

Our gender arrangements as well as our very definitions of
femininity contain an important metacommunication which
remains an unconscious guiding rule for many women. The
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message is that the weaker sex must protect the stronger sex

from recognizing the strength of the weaker sex lest the
stronger sex feel weakened by the strength of the wealker sex.
This message persists despite changing times and new egali-
tarian beliefs; women are still encouraged to protect men by
containing and expressing the very passivity and dependency
that men fear in themselves (Miller 1976, Lerner 1978). Be-
cause women do learn that being an autonomous, self-directed
person is hurtful to others, especially men, their dependent
behavior is eften an unconscious “gift” or sacrifice to those
they love; it is the gift of giving up self so that the other may
gain self.

Needless to say, not all women succumb to pressures to
assume a dependent role with men, and not all heterosexual
relationships are based on such complementarity. In couples
that operate at a relatively high level of differentiation, there is
less reliance on splitting and projective identification; each
spouse is able to tolerate the complicated and conflictual expe-
rience of integrating bipolarities (e.g. activity-passivity and
dependence-independence) within one’'s own self. Each
partner is able to feel competent and to view the other as
competent, with no need either to minimize or exaggerate
dependency, vulnerability, or helplessness. Nonetheless, large
numbers of women who appear in our consulting rooms do
unconsciously protect men by cultivating a passive-dependent
stance. This dysfunctional position reflects, in part, powerful
cultural injunctions to underfunction which are fueled by irra-
tional fantasies about female power and male vulnerability
(Lerner 1974, 1978); however, it also has its roots in the family
of origin, where separation-individuation issues are first ne-
gotiated. It is there that the growing girl may learn to inhibit
her strivings toward more autonomous functioning in order to
protect the family system or to solve some problem in her
parents’ relationship.

In families in which the marital relationship is weak, and
the mother herself has been blocked from proceeding with her
own growth, daughters frequently learn to cling to passive-
dependent behavior as an unconscious “oath of fidelity” to
remain the mother’s child, as if the daughter's own moves
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toward greater separateness and autonomy constitute disloy-
alty and betrayal. Later this drama is continued in adult het-
erosexual relationships and is reinforced by warnings to
women that men must be protected from women’s full
strength and abilities. I believe that girls and women are espe-
cially vulnerable to anxiety and guilt in regard to making their
own declaration of independence from their first family
(Lerner 1978, 1980). Many psychotherapists fail to appreciate
the degree to which female anxiety and guilt about autonomy
and separateness reflect, in part, the patient’s accurate percep-
tion that her most important relationships have little flexibil-
ity to tolerate her continuing growth and independence and
that, further, her passive-dependent stance serves a protective
function for other family members. Paradoxically, a patient
may become free to relinquish a dependent position when her
therapist can identify and respect the adaptive functions that
are served by her maintaining a dependent stance, and appre-
ciate with her the actual risks and potential losses that she
and others face if she permits herself to behave in a more
autonomous and self-directed fashion.

IMPLICATIONS FOR TREATMENT

In my supervisory work, I have noted that a woman'’s depen-
dent self-experience and behavior frequently elicit negatively
toned interpretations implying that her dependency needs are
weak, childish, or excessive. In addition to exacerbating the
patient's feelings of guilt or inadequacy, such interventions
seriously miss the point. A patient may, indeed, present herself
as a needy child, motivated by the infantile wish to be passively
nurtured by, or symbiotically fused with, an all-providing
mother; however, this is less than half the story. All human
beings, irrespective of sex and diagnostic category, strive for
autonomy and competence. The internal press toward growth
is always more powerful than the wish to remain a dysfunc-
tional child; therapeutic interventions that imply that the pa-
tient does not want to grow up fail to recognize that the costs
of growing up may be quite high, including the outbreak of
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symptomatology in other family members and the threat of
dissolution of important relationships.

The oral rage that characterizes severely dependent
women stems not from the fact that their excessive depen-
dency needs are being frustrated; rather, their rage is asso-
ciated with their unconscious conviction that they must con-
tinue to thwart their own growth for the sake of protecting
family ties and fulfilling family loyalties and obligations. Fam-
ily systems theory has elegantly demonstrated how a patient’s
resistance to change must be understood in the context of the
powerful pressures against change exerted by the multigener-
ational, rule-governed family and cultural systems in which
the patient operates (Keeney 1979). This focus is especially
crucial in regard to the therapeutic management of female
dependency.

While the feminist movement has helped therapists be-
come more aware of their failure to confront passive-depen-
dent behavior in women, the focus here will be on a therapeu-
tic error of a different order. Therapists frequently encourage
their women patients to be more assertive or independent
without first analyzing the adaptive function being served, or
the family problem being solved, by the patient’s dependent
stance. The nontherapeutic outcome is frequently a resistant
impasse in which the patient feels caught between the thera-
pist who is pushing for change, and family communications
that press for homeostasis and sameness. At this point, the
treatment may go from bad to worse, as the therapist begins to
confer a strong negative connotation not only on the patient’s
dependency, but also on her resistance to change, as if this
resistance is simply a countertherapeutic force or a negative
transference reaction to be abolished through interpretation.
The resistance impasse may be broken when the therapist is
able to assess carefully the family system’s tolerance for
change and appreciate the function served by the patient’s
dependent stance in this context. This requires, among other
things, the ability to track carefully the actual reactions of
other family members when a situation of systems disequili-
brium arises as a result of the patient’s tentative moves toward
greater independence. It also requires a phenomenological
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shift on the part of the therapist to allow for a truly neutral,
respectful, and emotionally unreactive position regarding the
patient’s choice to change or not to change.

In regard to transference-countertransference issues, another
point deserves attention. The same therapist who prematurely
encourages female patients to be more assertive and indepen-
dent in their family and work relationships may unwittingly
foster dependency in the therapeutic relationship (Bernardez-
Bonesatti 1976, Lerner 1982). The exasperated therapist who
complained, “No matter how much I interpret, or try to push
her, she still won't be assertive with her husband” failed to
recognize the double-bind situation evoked by his injunction
to the patient to assert herself outside the hour and by his
disqualifying message that she should be a “good patient”
within the therapeutic relationship and dutifully value and
follow his advice. He accurately interpreted the maladaptive
aspects of the patient’s refusal to make use of his help; yet he
failed to appreciate the adaptive components of what the pa-
tient was trying to accomplish by asserting her wish to not
assert herself. As a result of the therapist’s interventions, the
patient shifted from a defiant to a compliant stance in which
she inhibited expressions of differences and unconsciously
attempted to make the therapist feel useful and important.
While the therapist saw this shift as an “improvement,” the
patient was actually placating him and protecting his narcis-
sism, while she remained as stuck as ever in her own life. When
the therapist was able to view positively the patient’s ability to
disagree with him, and when he was able to relinquish his
sense of responsibility for the patient’s own decision regarding
how dependently or independently she would behave in her
marriage, the patient felt safer to assume a more differentiated
stance with both her therapist and her husband.

It may be especially difficult for male therapists to appre-
ciate the degree to which female patients, like our fairy tale
heroines, underfunction in the therapeutic hour as an uncon-
scious attempt to help the therapist feel bolstered and pro-
tected (Lerner 1982). The patient may cultivate a needy, depen-
dent stance for the therapist’'s sake, or otherwise pull for
excessive worry and concern, because to do otherwise may feel
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like a violation of an unconscious allegiance, obligation, or
contract to remain “close” through underfunctioning. While
unconsciously associating autonomy and separateness with
disloyalty, betrayal, and potential loss, the female patient will
repeatedly test in the transference the degree to which the
therapist will choose to see her as dependent and dysfunc-
tional and the degree to which the therapist is comfortable
with the patient’s competence and autonomy. The uncon-
scious tests may take an infinite variety of forms. Sometimes
they consist of the patient’s requesting or demanding some-
thing that, in fact, she is quite capable of doing without. The
“something” may be an additional hour, a telephone call at
home, extra time at the end of the session, or a request to see
another professional during the therapist’s absence. It is easy
for therapists to “fail” the tests by going along with the pa-
tient’s requests and replicating a dysfunctional family picture
of excessive protectiveness, overconcern, and overresponsibil-
ity, which translates to a prescription or injunction to under-
function for the identified patient. Therapists commonly en-
courage female patients to be assertive with their spouses,
while covertly prescribing compliant behavior and discourag-
ing a challenging, independent stance which includes the ex-
pression of anger and competitiveness within the patient-
therapist dyad. The incongruent nature of such therapeutic
interventions often goes unidentified by patient, therapist,
and supervisor.

Rather than attempt a comprehensive overview of the multi-
faceted and complex subject of female dependency, this paper
has focused on a point that can significantly alter the direction
and tone of a particular treatment. Women who are “stuck” in
a dysfunctional passive-dependent stance frequently elicit
negdatively toned interventions which only heighten the pa-
tient’s resistance to change and lead to a negative therapeutic
outcome. In the midst of such an impasse, it may be especially
difficult for therapists to recognize that a woman’'s passive-
dependent self-experience and behavior are essentially a sacri-
fice. This sacrifice of competence, clarity, and growth cannot
be understood in terms of its secondary gains or gratifications
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(although these may be present), nor can it be successfully
analyzed solely in light of the patient’s projections, infantile
wishes, irrational anxieties, early deprivations, and distorted
internalized object representations. It is important that the
patient’s behavior be analyzed and understood in terms of the
family systems pressure for homeostasis as well as its flexi-
bility to tolerate change; a systemic conceptualization of the
patient’s dependent posture allows for an appreciation of the
loyal and adaptive aspects of what the patient is trying to
accomplish and the ways in which her dependent posture
plays an important role in the self-regulatory needs of the
family system as a whole. Appreciating the systemic meaning
of the patient’s ongoing sacrifice of personal growth is effective
when it occurs in the context of a therapeutic relationship that
encourages the patient’s autonomy and that does not foster or
collude with patient-therapist “closeness” based on the pa-
tient’s underfunctioning position.
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