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Foreword

We live in a world of rapid social change and much of this change
affects women to a considerable degree. High rates of divorce and
remarriage, advances in contraceptive technology, and increased
numbers of women entering the workforce present implications for
the woman, the family, and for the whole of society.

This volume, the proceedings of a conference, Women: A Developmental
Perspective, fact:4es on women's issues and research concerns. The
conference was held at the National Institutes of Health in the fall
of 1980, and was sponsored by the National Institute of Child Health
and Human Development (NICHD), the National Institute on Aging (NIA),
and the National Institute-of Hental Health (NLMH).

Research on the health and development of women has been important
to the NICHD since its inception in 1963. The NIHH and the NIA also
have had long-standing interest in research issues concerning women.

In sponsoring this conference,
explore, along a developmental
research questions relating to
birth, through earliest growth
maturity.

these Institutes joined forces to
continutur, a broad apectrum of
women--from events occurring prior to
and development, into adolescence and

The purpose of the conference was to examine the research that has
been done in various areas.relevant to women, and to identify areas
in which research is needed. It is the first such conference
focusing on research concerns of women to be held under the auspices
of the NIH.

The conferees where drawn from a broad range of disciplines within the
biomedical, behavioral, and social sciences. Their preaentations
reflect multiple approaches and relate to women diverse in age, race,
and aocioeconbmic status.

Th de conferen e provided a forum for the meaningful discussion of
women's issu4s and research concerns. And now, with the publication
of these proceedings, that discussion can be ahared to stimulate
thinking, provoke debate, ard challenge the researcher.

Norman Kretchmer, H.D., Ph.D.
Director
National Institute of Child Health
and Human Development

Ui



Reface

It is a pleasure to present this publication to the research
cmrmunity and to all interested readers.

TMere are many difficulties inherent in a conference like this
one, Which attempts to cover such an ambitious interdisciplinary
range. I think we have achieved several of our aime: to produce
an overview of current knowledge, to uncover areas for future
research, and to raise our awareness of some extremely important
policy issues.

Hy thanks for this exciting achievement go to all the contributors
and to the staff members of the National institute of Child Health
and Arian Development who helped in varioui ways to make it possible.

Dr. Jeanne Block, who contributed a paper on "The Psychological
Development of Female Children and Adolescents," died on December 4,
1981. We salute her memory and her courage in participating in the
conference despite her illness.

se,att /4. 8.cfee2;r
Betty H. Pickett, Ph.D.
Deputy Director
National Institute of Child Health
and Human Dwielopment
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The Natural Capady for Heath In Women
Este le R. Ramey, PhD,

When William Shakespeare wrote: "Frailty, thy name is woman," he dida't
know about actuarial tables or the genetic advantages of the XX con-
figuration. Like the Apostle Paul before %im, Shakespeare was merely
affirming accepted wisdom that women were the "weaker sex." It needed
only Freud's proclamation that "anatomy is destiny" to Rive scientific
blessing to the dogma that women were puny, hysterical propagators of the
species. The essential counterpart to this is that men are the stronger
sex--muscular, unemotional, and uncomplaining.

This mutually destructive pastiche of religious, social, and medical non-
sense still acts to keep men, as well as women, from realizing their
full potential for physical and mental health. Even in the 18th century
it,mas observed that women tended to outlive men, yet very few efforts
have been made by scientists since then to identify the biological ad-
vantages of females or the specific disadvantages that accrue to male-
ness. The obvious utility of such knowledge in extending male life
expectancy has been virtually ignored by the male community of life
scientists.

When the average American is asked to explain the noticeable imbalance
between old men and old women in our society, the usual answer is that
men work hardqr than women.. About 8 years ago when my colleague Peter
Ramwell and I began to investigate the sex differences underlying the
development of certain cardiovascular lesions, we found a striking paucity
of research data in the literature.

This volume will deal with the health problems of women, but it is
tmpossible to understand the etiology, history, and prognosis of these
problems without understandinq the attitudes of physicians to what
constitutes a healthy woman or a healthy man. It is well established
that women visit health care practitioners More frequently than.mon
(1). They do this not only for their own health problems, but lilt(
traditionally as the responsible parent in matters of child health.
There are probably two majot consequences of these freqttent contacts
between women and doctors:

a. Familiarity does indeedbreed contempt, and some doctors
evidently have viewed complbints as less serious than male com-

3
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plainti. The spin-off'from this may be that psychotropiC drugs are used
far more frequently iv the treatment of women.

Of all the prescripeions for psychotropic drugs in 1970, over 85
percent of the amphetamines, 68 percent of the tranquilizers and
66 percent of the barkturates were prescribed.for women (2). The
efficacy orsuch medications in treating the social origins of the
complaints that bring ihese women to physicians is questionable,
and the.safety of such medications should be of concern.

b. It may be, however, that women tlecause of their habit of seeking
help from the medical community, also benefit from earlier diagnosis of
potentially life-threatenihg diseases. Men are taught that weakness of
any kind is emaSculfhting and are more relactant to report dIsturhing
sympfoms. Men get less diazepam (Valium) but they also get later
evaluation of serious ailments. It is gear that this distorted per-

.
ceptlip of femile weakness and male s -ength damages the health of
both sexes.

BIOtoGIC VIAMLcTY

As a first step,in establishing the current status of .omen's health and
health care in this country, we ought to look at the f,ndamental biologiL
viability with which women are endowed and then at th effect that the
underestimation.of that viability has had on women's )hysical and mental
health.

/
In the human species the only fundamental advantage that males have is
at conception. The estimates are that about 130-150 males are Lonceived
for.every100 females (3), but the male fetal wastage is so much higher
than the female that at birth the ratio is down to abOut 104-107 males
to 100 females (4). Deaths in the first month of postnatal life are
about 15/1000 for boys and about 11/1600 for girls (5). Furthermori'

ofabout 190 neonatal abnormalities observed, close to thre^ :vurths
occurred mainly in males, whilz 25 percent were fo:.nd chiefly in females
(6). The explanation for thdse striking sex differences in early mor-
bidity and mortality probably relates to the lnck of gene redundancy on
the Y chromosome which results in a greater number of expressekljecessive
traits on the X chromosome. Further, there may be greater immunological
sensitization of the mother by male fetuses than by females (7). The
net effect is not only to restrict the numbers of boys born, but,also
to increase the chances of health problems in the mule at every stage of

life. For example, the female has greater Immunological responsiveness
throughout the life span. This seems to be related in part to the number
of 1 chromosomes present in each cell because the levels of immunoglobulin
are even higher in those females with the XXX configuration (8). In

add4ion, estrogens after puberty increase immunoresponsiveness (9).

In the years beeween birth and puberty tha disability and death rates
, for boys continue to be higher than for girls because social condition-
ing adds to biology to encourage more risky behavior in boys and mot%

protected behavior in girls. The accident rate for bOys and men remains
higher throughout the lifespan. At puberty, the secretion of gonadal

hormones introduces a second major biologic advantage in the female. In

our laboratory we haye been investig4ing the effects of testosterone,
estrogens, and progestins on cardiovascular responses in anima soecles
(10,11,12,13,14). The background to our research is as follows:

a. It.is known that women in every age grpup have a significantly
lowpr incidence thaa men of fatal arteriosclerotic heart disease,
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myocardial infarcts, tranaient corodary ischemia, and bronchopulmonary
disease.

e

b. The prostaglandin system iyis been indicated as a major factor
in many processes which regu te blood clotting, smooth muscle contrac-
tion, and myocardial contr tility. Thronboxane acts to increase both
platelet aggregability an d, myocardial contractility, while prostacyclin
decreases these responses

c. Since many physiological sex differences are mediated in large
part by the gonadal steroids, the question we ate trying to anawer is
"What is the relationship of the sex hormones to prostaglandin metab-
olism in the genesis of cardiovasculaf disease?"

We studied the effect of the proataglandin metabolite, arachidonic acid,
in vivo and in vitro on platelet aggregation and vaacular reactivity in-
males and femalea, caatrates and intact. In addition, we administered
exogenoua gonadal steroida to ail these animal modela and determined
the effect on these cardiovaacular parameters. In brief, we found that
testosterone markedly increases arachidonate-induced platelet aggrega-
bility and thrOmbus formation with a concomitant increaae in mortality
rates. Teatoaterone also aensitizea blood vessel strips to the con-
atrictor effects of the endoperOxides releaaed duringestress. The
eatrogens and progeatins reduce these damaging responaes in melee but
have little effect in females. Testosterone, however, increaaes mor-
tality rates after arachidonate infuttion in both males and femalea.
Theae data together with reporta that testosterone increasea the LDL/
HDL ratio (15) by acting to increase hepatic production of LDL by the
liver, provide further insight into the high vulnerability of men to
ischemic heart disease and Its relationship to the gonadal hormones.

Sven in circumstances of aimilar elevations in blood preasure, blood
cholesterol and body lipida, females have a lower mortafity rate than
melee. The importance of touch data is that they present a posaible
avenue for the pharmacological intervention at different stepa in the
prostaglandin cascade ao as to produce a more beneficial ratio of pro-
stacyclin to thromboxane and thus reduce the risk of ischemic heart
disease and atroke. An initial step has been taken with the use of
aspirin in stroke trictims (16). Aspirin, however, at the dolma used
appeara to be effective only in men. More work is needed to find better
prophylactic agents for both men and wmmen. But firat it must be recog-
nized that the male hormone, for all its admirable effects on muscle mass
and reproductive vigor, may also exact a toll from the cardiovascular
system. It points up the possible dangers in giving female athletes
androgenic steroids to increase muscle mass and speed. Giving exogenous
androgens to males may place them at even greater risk.

The slecific biochemical differences between normal women and men have
not been adequately characterized. In the rather rare instances where
such differencea have been reported, a curious value judgment ia often
made. For example, depression ia a mental diaorder which appeara to
be more common ln women than in men. It has been suggested that
monoamine oxidaae activity (MAO) ia in some way related to thia tenaion
and depresaion (17). It has ale() been found that MAO activity changes
during the menstrual cycle and ia highest premenstrually. One conclusion
from these coincident events Me been that women have a higher incidence
of depreaaion because they develop high levela of MAO in a cyclic
fiahion. Further analysis of other data reveals that for most of the
menstrual cycle, MAO 'activity is lower than that found in normal males,

14
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and that at the peak of MAO activity premenstrually the MAO activity is
equal to the level found chronically in males (18). One can only con-

clude from such data that women should have less depression than men
because most of the time their levels of MAO are below the ambient male

levels. Obviously, depression has its etiology.in a much more complex
matrix of biological and social factors.

This is reminiscent of the frequent reports that women in the premenstrual
or menstrual phase of the cycle have an increased incidence of suicides,
violent crimes, and accidents (19). What is not mentioned in such reports
is that men consistently have much higher rates of suicides, violent
crtmes, and accidents than women ever have. The study of women's biology

can thus be 1.ffled as a weapon against women. In fact, the health of the

American woMan is better than it has ever been. The life expectancy of

a woman born in 1977 is 77.1 years, an average of 7.8 years longer than

men (20). Nevertheless, given ,the biologic strengths of women, we are

a long way from achieving optimum conditions for the expression of those

strengths. More rtsearch is needed in every aspect of the changing health

needs of the, young, middle-aged, and old women.

The greatest self-imposed health hazard for women in the coming decade is

sharply defined. Smoking stands alone as the major controllable threat to

health (21). It potentiates other risk factors such as air pollution,
occupational insults, and hormonal therapy. It is a hazard not only to
the woman, but to the unborn child she may be carrying. Between the ages

of 17-19 more women are new smokers than men. From 1965 the percentage of

men smoking has dropped sharply from 51 percent to 36.9 percent in 1978,
while the decrease for women has only been from 33 percent to 29.9 percent.
Furthermore, these smokers are adversely affecting lung function in non-
smokers in their vicinity (22). Any discussion of women's health must
place the highest priorty on eliminating smoking as a risk factor. Other-

wise, gains in other areas will be vitiated by the concomitant losses due

to smoking. When the Surgeon General of the United States reports that
the incidence of lung cancer in women will exceed the incidence of beast
cancer by 1982, it is past time to attack this problem more vigorously.
ye know how to control lung cancer. The etiology of breast cancer remains

obscure.

OTHER FACTORS

Women's health, like men's health, has a strong component of nonindigenous
factors such as occupation, economic status, and the abliity to control

life situations. Given the natural biologic strengths of women, it is a
tragic irony that the structure of our health care and research systems
may be vitiating those strengths. Women represent more than half of the
adult population and have the special needs of childbearing, yet it is
estimated.that only about 1.5 percent of the total NTH budget supports

research on the reproductive biology of women (23). Even less goes into

the special health care needs of older women despite the increasing num-
bers of such women in our hospitals, clinics, and nursing homes. Research

in wsteoporosis has not been heavily funded, even though in addition to the
tragic disabling of otherwise healthy older women, it exacts a heavy

economic cost from the whole society. (Some of this probably reflects

the male domination of science. Increasing numbers of women are becoming

physicians and research scientists, but the overwhelming preeminence of
men in the decision-making cadres has not changed significantly.)

In 1979 women represented only 20 percent of those who had achieved a
GS rating of 13 or above in the NTH structure, and only 7 percent at
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the level of GS 16 or above (24). In 1969, 13.0 percent of medical
school faculties were vamen. In 1978 this had risen to only 15.1
percent (25). Only about 2 percent of department heads in the basic
sciences or the clinical sciences are wowen (26). This paucity of
women as directors and initiators of research projects must have an
effect on the selectioa of areas,to be investigated. Priorities and
choices in the selection of research projects are no more exempt from
bias or emotion than any other choices in life. The disfiguring radical
mastectomy, for example, was retained as almost the only treatment fur
breast cancer long after data from many sources indicated that it was
no better than less traumatic surgery. Male rIrgeons didn't want to
mutilate patients. They wanted to save their !ives, but inevitably
they were less sensitive than women to the consequences of this
assault on the woman's self-tmage. It is just one example of the
great need to have both women and men involved in every phase of
medical care and medical research.

Other examples may be fow.d in birthing procedures whichiare convenient
for the doctor and potentially damaging to the mother and child, the
increased use jf cesarean sections and hysterectomies. In 1975 there
were an estimated 781,000 hysterectomies in the United States, making
it one of the most common major surgical procedures. Moreover, the
increase in hysterectomies was approximately 30 percent between 1970
and 1975 (27). It is fortunate that women are so well endowed geneti-
cally; otherwise they would be hard put at times to survive.

All of these problems and many others unique to women are exacerbated by
the poverty and discrimination experienced by women from minority groups.
black, Hispanic, Asian-Pacific, and American Indian. Infant mortality
rates are a reflection of a complex pattern of c,..ltural deprivation. In

1977 the infant mortality rate of blacks in the United States, for
example, was more than cne and a half times that of whites (28) even
though medical care is available to black women. On the otheP hand,
the equally high infant mortality rate of American Indian women is
associated with an absolute deficiency of medical care facilities

for nonreservation rural Indians as well as for Indians on reservations
in remote &Leas of the country. Life expectancy for minority women is
lower than for white women by more than 7 years. There are obvious
reasons for this. Cervical cancer, diabetes, an4 hypertension have a
higher incidence ol morbidiZy and mortality in black women. Alcoholima
is increasing in all women, but it is especially high in American Indian
women.

Migrant workers have even greater problems in the delivery of health
care. Most of these workers are Hispanic, and the women in these groups
suffer from the lack of adequate prenatal and maternal care as well as
the absence of all other health maintenance facilities. Contraceptive
information is not geared to barriers in the Hispanic culture and
religion, and women receive little education or counseling to overcome
such aocietal taboos. The absence of Hispanic women health professionals
contributes to these difficulties. Hispanic women are even morepoorly
represented on PHS Health Advisory Committees and health care training
institutions than other minority woment

'The disabling social conditions of minority women are associated with a
high incidence of mental illness but resources for treatment are grossly
inadequate. Bilingual health care specialists are virtually nonexistent

1 b
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in mauy areas. This is especially damaging to the health care of
Hispanic, Asian-Pacific, and Indian women whose cultural constraints,
together with difficulties verbalizing symptomatology, exaceibate
their distress and interfere with treatment. This lick also results
in ae ignorance of optimal nutritional and hygienic needs of the whole
family and, most critically, of growing children and adolescents. In

1979, of women at risk of unintended pregnancy, only 63 percent of
low- and marginal-income women, and only 56 percent of 15-19 year
olds received medically supervised family planning services (29).
Hinority women represent a large fraction of this underserved group,
and their teenage pregnancy rate is producing at,least another
generation of women who will be unable to climb out of an economic

hole. The lack of public funding for procedures to terminate un-
wanted pregnancies has its greatest impact on this group.

Thus we have the conundrum of women: highly endowed with natural
resistance to environmental insults and degenerative diseases, who
are made ill by neglect and misume by virtue of their relatively power-
less social status. It is ironic that these same women are now being
warned that if they move into roles of power and achievement they will
kill themmelves. The very opposite effect actually occurs.

Now that more women are coming into the labor market there have been many
reports (30) that the working woman will probably experience more heart

Z%
attacks and other diseases commc; to men. Two recent studies suggest

that this is not the case. Hayn ' work shows that women in executive

jobs do not show a highei incidenc of heart disease (31). Only those

women in clerical or low status jobs with poor support systems at home
were found to be more vulnerable to cardiovascular disease.

Johnson did a more generalized atudy on age-adjusted life-expectancy data,
and found that women are actually living longer despite their participa-
tion in the work force (32). A report Irom the Metropolitan Life
Insurance Company confirms these data in another way (33). They did a

prospective study of the women listed in Who's Who in America starting
with the listings in the mid-60's. The results in 1980 may be startling
to those who think that the achievers in this society are destroyed by
their own ambition and hard competitiveness. In fact, it is a lot better
for your health to be successful and rich than to be poor and a failure.
The_women achievers had a 29_percent better life_expectancy than their
peer group in society. The Insurance Uunpany had fnund-exa-Ctly the- dame
results earlier when they studied the men listed in Who's Who. The

awesome burdens of responsibility which, incidentally, are also rewarded
awesomely seem to be better tolerated than the stress of vulnerability
and uncertainty.

, Even underprivileged and economically deprived women outlive their male
counterparts, however, and this contributes to a major social disloca-

tion. The old women in this country represent the largest single group
living below the poverty line set by the government. Their lack of

, economic independence during their earlier years leads to total dependency
on social agencies in their later years. The health of older women is far

0 below what it might be if they had the means to find adequate houang,
foo4 and health care. Thus, the early death of men and the undeatiliza-

. tion of women in well-paying jobs during their youthful years place an
enormous financial burden on a society which insisted on counterproductive
role playing for both men and women.
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In our pursuit of women's health, success will depend on the recognition
of the relationship of women's health to increasing research, new modes
of health care delivery, and a recognition of the health-defeating
aspects of social stereotyping. We must also recognize, however, that
healthy women can only be produced in a world that accepts the enormous
physical and mental viability of women, and uses those attributes in
every aspect of social planning. There is no doubt khat this will at the
same time contribute to the increased survival of the "stronger sex."

\
,
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The Meciod Status of Women*.
Lou Is M. Heimon, MD.

There is a common medical saying'that women live longer than men
but are sicker. While the validity of this statement may be
questionable, women pay more viaits to physicians than men--343,000
compared to 224,000 annually. And surveys have shown that, in
general, males express a feeling of well-being more often than
females. Women, however, live longer than men.

In most mammals, including the human, the male is heavier boned,
more heavily muscled, and generally presumed to be stronger than

the female. This is not always the case, however, for recently,
a female physically advantaged by a broader pelvis defeated a male
champion leg wrestler. Muscle power, however, is no indication of

health.

Although some would disagree, a woman's ability to withstand
physical stress is about the same aa a male's. However, there are
conditions where differences exist, particularly in the ability to
withstand heat. Women appear to aweat less but more efficiently
than men. The recent climbs of Everest and Annapurna by women and
the current attempt to climb' Dhaulagiri (26,826 ft.) by a women'a
team without the aid of oxygen will reinforce the currently pre-
vailing idea that the stamina of a physically conditioned woman
is-equivalent-to that-of-a-similarly-conditioned-man._

In this essay I propose to examine only a few aspects of women's
health, particularly as it pertains to reproductive function.

Let us begin at the beginning. The male Y-carrying sperm ia
slightly smaller because the Y chromosome contains less genetic
material than the X chromosome. It has not been proven that the
male Y-bearing sperm can swim faster. However, the Y-bearing
sperm may be separated to some extent from the X-bearing sperm by
a number of experimental methods. Because the male Y-bearing sperm
is smaller, it has been presumed that it might reach the egg more
eiaily and thus account for the slightly greater number of male

\infants born, 106/100.

*The author wishes to express appreciation to Jay Grodin for his
contribution to the section on the development of the female repro-
ductive organs.
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Genetic sex is determined at the time of fertilization. Under its
influence the gonad develops and creates the hormonal environment
that will determine the structural nature of the internal genitalia
and subsequently the external genitalia. The embryonic brain also
undergoes a form of sexual differentiation which may have an effect
on the future iiattern of hormone secretions and sexual behavior.

The bipotential primordial gonad begins to develop in the fourth
and fifth week of pregnancy and is thoroughly dependent upon the
arrival of the germ cells by migration from the yolk sac. Without
these cells which have the ability to become either eggs or sperm,
the complete differentiation of the gonad cannot take place. Once
present, the primitive gonad consists of cortical and medullary
areas. If cortical development and degeneration of t dulla
occurs, an ovary is formed, whereas the medulla is e p0 ential
testis.

In an individual who has a Y chromosome, an antigen ippear. on the
surface of all cells (known as the Y-induced histocompatibility
antigen). It is this H-Y antigen which mediates the regression of
the cortex and development of the medulla of the primitive gonad
in the sixth to seventh week of pregnancy. If the individual has
no Y chromosome, and hap two X chromosomes, the bipotential gonad
develops into an ovary.

There are two sets of potential ducts present in all embryos, the
Wolffian and the Kullerian ducts. In the presence of a Y chromo-
some, the androgens, primarily testosterone, produced by the primi-
tive testes, will stimulate the development of the Wolffian ducts to
become the epididymis, vas deferens and seminal vesicles. Another
substance produced by the testes, a nonsteroidal macromolecule, will
inhibit the development of the Hullerian ducts and is called Hullerian
Inhibiting Factor (HIF).

In the absence of a Y chromosome, HIF will not be present and there-
fore the Hullerian ducts will develop into fallopian tubes, uterus,
cervix, and upper vagina. In addition, in the absence of testo-
sterone, the Wolffian ducts will regress. Only the female Hullerian
system will develop in the presence of an ovary or in 'the absence of
any gonad.

The external genitalia form from common precursors. If testosterone
is present (a Y chromosome exists) these precursors form the penis
and scrotum. In the absence of a Y chromosome, these same struc-
tures will develop as the clitoris, labia, and lower portion of the
vagina.

It therefore appears that the female pattern is dominant and that
there is an inherent tendency for the primitive gonad to develop
into an ovary, provided that germ cella are present and persist.
In addition, female development of internal and external genitalia
is not contingent on the Presence of an ovary, :Lnce equally good
temale development will occur if no gonad is present. To achieve
male development a positive force is needed to stimnlate,Wolffian
structures While a simultaneous negative force (4IF) sinst inhibit
the natural tendency for the Hullerian structures to develop (1).

2d
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HALE VULNERABILITY

The male fetus is probably more vulnerable than the female. Older

tudies by Tricomi and colleagues (2) found a sex ratio of spon-
taneous abortions of 160 males to 100 females. This finding would
indicate a very high sex ratio at fertilization, a point disputed
by the findings of a sex ratio of unity among therapeutic abortions
(3). With the.current state of knowledge, it is impossible to
decide the sex ratio at fertilization. It is generally hypothesized,
however, that the female is advantaged by the extra genetic material
in her second X chromosome.

It is indisputable that the female lives longer than the male; pres-
ently in the United States she has an 8-year advantage. A
implistic explanation from the past would have it that the female
is benefited by leading a more protected life. If this assumption
was ever valid, recent changes in social custom,should provide a
natural enperiment that will prove or disprove the point. There
is, however, very little evidence, either in the animal world or
in human beings,Ithat lack of stress plays much of a role in the
longevity of the female.

-Women live longer than men in most countries of the world. Currently
available data show that the major exceptions occur in middle south
Asia, particularly in India, Pakistan, Bangladesh, Nepal, a d Bhutan
(4). The data from these countries, however, are question le.

Yurthermore female longevity occurs in more than 100 anitna,L species
(5). In the United States the life expectancy has shown 4 dramatic
increase in thp 20th century, rising from 48.3 years for women and
46.3 for men in 1900, to 77.2 and 69.5 years for women and men respec-
tively in 1978. As life expectancy has risen, the male/female
differential has also increased. The current 8-year gap contrasts
with a 2-year gap at the beginning of the century.

If the primary male/female sex ratio is somewhere around 120/100 and
the sex ratio at live birth around 106/100, then the vulnerability
of the male must extend through every age group and in all stages
of embryonic life. Support is lent to this assertion by the greater
incidence of male stillbirths and neonatal deaths (6).

Nbtt improvement in life expectancy has occurred, as would be
expected, where mortality is greatest, that is at the two extremes
of life--infancy and old age. As mortality has decreased, especially
from 1920 to 1950, the female advantage has riaen sharply except for
children under the age of 15 where the decreased mortality occurred
so sharply that thooaifferential remains narrow.

Lois Verbrugge (7) has studied the course of the sex differential
mortality over the years. She shows that a reversal has been taking
place in the magnitude of the differential during the 70s. She

states (p.26) that "ratios of male to female mortality rates have
decreastd for infanta and persons 55 to 64 ... ratios are essentially
stable for children 1 through 9 and middle-aged adults 40 to 54.
Ratios are still increasing at selected ages (10-39 and 65+) but the
gains are occurring at a slower pace than before." The differences
between male to female ratios at different years have not increased
for any age except for the elderly, over 75.
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Before we examine the causes of the change in differential mortality,
let us speculate on the etiology of the female advantage which seems
to be so pervasive in both human and animal life. The simplistic
explanatieu that the cause of the differential was unequal stress
between two differentilifeetyles was never a good one and does not
seem to stand up under experimental scrutiny in animals (8). A once-
held explanation was that the difference may in part be related to
the deleterious effect of androgen. However, Hamilton's investiga-
tion in human eunuchs (9) and animal castrates (10) leads him to con-
clude that although the castrate has a somewhat greater longevity
than the intact male, the testicular effects cannot account,for all
of the differential mortality.

The recessive X-linked genes and the apparent grepler immunologic
relistance of the female seem to be the major logjcal causes of this
differential sex longevity. Although prpof will require a good.deal
of meticulous and regenious research, the logic of these conclusions
appears ,to be inescapable.

I

The extra genetic material furnished by the second X chromosome is
haphazardly active in all of the somatic cells. It definitely
reduces the possibility of sex-linked abnormalities and could presum-
ably play hitherto unknown beneficial functions.

Although the field of immunology is undergoing rapid change and
expansion of knowledge, there seem to be increased data regarding
pronounced sexual differences in the immune systems of males and
females. There is an abundance of clinical and experimental
evidence indicating that femalen are more resistant to certain
bacterial infections than the male (11); immune globulin is per-
sistently higher in the female (12) and is enhanced by exogenous
estrogen in experimental animals.

In contrnst to the increased humoral immunity in the female there
is evidence that cellular reactivity is suppressed relative to the
male. Thus many rheumatic and autoimmune diseases show female
predominance. Systemic lupus erythematosus is a prototype
occurring with a sex ratio of 9 females to 1 male (13). To what
extent the differential t.ex resistance is increased by estrogens
decreased by androgen, and influenced by the Axtra X chromosome,
le unclear at present. It is interesting to sp.sculate that teleo-
logically at learq this differential immunity with augmented
bacterial resistance and reduced cellular reactivity advantages
the female during reproduction, especially in the tolerance of the
,fetus as an allograft.

From about 1920 until 1970 the female advantage in longevity
increased steadily in every decade and for every major cause of'
death with the exception of diabetes where the female has long been
disadvantaged. The current diminishing or static female dominance
cited by Verbrugge could be a reflection of increased medical care
and knowledge and a diminishing virulence of the major bacterial
killers of former generations. The male being the most vulnerable
is set toTain the most by any protective event or events. In
situations where female dominance has severely lessened ao in the
increase of lung carcinoma in women, Which is presumably/causea by
an increase in smoking, the male continues to be the moire vulnerable
although to a much less marked degree. A study of the trends in the
differentials, however, reveals the interesting fact that there is

26
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no sintle instance where the sex differential has widened at the
rate exhibited betweelt 1920 and 1970.

There are multiple causes for these trends. Certainly the complex
social changes in our society with female lifestyles becqming more
like the male contribute in no small degree. Thie issue will
surely be discussed at length,in this volume.

MidERNAL MORTALITY

It is now appropriate to examine the contribution of my own
specialty, obstetrics,a4d gynecology, to the changes in differential
sex oratality.

' One of the most strikiq public health achievements of the past 50
years has been the drattutic reduction in maternal mortality. Before

.1930 the maternal mortality rate per 100,000 liye 'births plateaued
above 600 for white womeri":"--During-the past' 4 decades it fell in efn
almost straight)ine to 12.3' in 076 and was 9.6 in 1978. In 1978)
321 women (171 whites; and 150 nonwhites) died from causes attribu-
table to pregnancy. In contrast more than 12,000 dietNin 1935 (14).
This reduc'tion in deaths and deith rates increased the female advan-
tage in stortality especially during the childbearing years. Whereas
the overall decl?4 in maternal mortality has been spectacular there
is a persesteot ifferential. between whlte and nonwhite maternal

. ` mortality Wes< This differential has increased aa the mortality
... rates have 'declined . In 1930 'the Morta)-ity,rate for nonwfiite women.

wall about twice that. fqr wbite womed. By 1977 it was about 3.5
times greater. Differences in mortality may result primarily from
social and economic factors, such as lack of medical. attendance at
delivery, lack of antepantum care, dietary deficiencies, poor hygiene,
lack10 contraceptive services, and poor health education. As these
unfavo able social and elionraic conditions are improved, the racial

, difference in maternal death rates should tecrease.

The principal causes of maternal death probebly continue to be
hemorrhage, infection, and hypertensive diseases a pregnancy. As
each of these problems hail been me.t by advances -in medical. tech- -
niques such as readily available tranafusions, antibiotics, and
better prenatal care, there has been.a corresponding drop in maternal
mortality rates. 'As the number ofsmaternal deaths dedlines, however,
the data frets birth certificates become leas and fess informative.
Many deaths are now classified as "other" and "coincidental" causes
and are difficult to `discover., Further data from individual hospi-
tal statistics deal with samples so small as to be nonmeaningful. .:-.
For example, the decrease in maternal mortality due to child
spacins and timing and the significant reductiOn of hazardous high
parity consonant with the widespread availability of faiily plan-
ning services is difficult to evaluate. Furthermore, although the
legalization of abortion has eliminated many hospital missions
for infection; the precise effect on maternal mortal ty continues
to be a matter of-some disagreement.

While the remarkable decline in maternal mortality has advantaged
the life expectancy of women, a similar if not as rapid it decline in
infanb mortality has favored the male to the extent that he had more
to gain.
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Moreimales ihan females continue;to die during the prenatal period,
during the neonatal period, and during the firat year of life. The
perinatal mortality is'the sum of the fetal deathi (stillbirths)
plus the neonatal_deatha_up to 4 weeks_ Of _life. _ The_fetal deaths_
usually account for little less than half the total perinatal deaths.
These deaths tend to decline as the quality and vailability df
obstetrical care improves. Most of them 'are rel ed to maternal
disease, to accidents of pregnancy such at prematu e separation of
the placenta, and to injudicious conduct of labor àd traumatic de-
livery. Increase in prenatal care, greater knowlede of the normal
physiology of pregnancy, and the avoidance of troubl during labor
and delivery.by increased cesarean aection, have been responsible
for most.of the reduction in fetal deaths. A1thoug1 ta are in-'

. sufficient, it appears that there is a female dv8nt8ge> in the fetal
death rate just as there is in the remainder of life (6).

Most of the neonatal deaths occur dering the first day of life. In
fact, the number that die duriig this,perIod exceeds the number of
infant deaths from the second month onward. Nearly half theie
deaths are. related to prematurity (based on weight). While the
prematurity rate'has not ehanged,appreciably over the years, better
conduct of labor and marked improvement in early pediatric cart
have contributed to a reduction in neonatal mortality.

There are ethnic differences in the rate of prematurity ranging
from 7 to 7.5 percent,for white women as compared to nearly double
that rate for nonwhite women. Thua for nonwhite women a greater
percentage of male infanta.are vulnerable and have"more to gain by
better medical care. An interesting possibility emerges from this

:discussfon. In pregnancy the male/female differential and iis
trend to some'extent reflect the quality of medical care. It is
possible that the trend in differentialrates and its magnitude
will direct attention to areas where medical care is improving and
where increased emphasis might be helpful.

I would like to close this discussion utch a mention of two medical
problems that are of special female copcern.

The first of these is breast cancer which is a leading cause of
death among women 30 to 55 in the United States. About 1 in 13
women will develop this disease at some time during their lives.
The incidence of breast cancer showed a very alight rise during
the early 1970s which appears to have been temporary. Whether this
rise was'real or merely occasioned by increased attention to breast
cancer because of its occurrence in two prominent women is impossible
to tell. However that may be, the death rate has remained constant
for many years, a much more reliable indicator than incidence.

While prevention of breast cancer is not expected in the foreseeable
future, risk of death can be substantially reduced by early diagnosis
(15, p.65). Several screening procedures are available, the most
important of which is self:-examination. Next is routine physichl
examination. The value of X-ray mammography, and other diagnostic
techniques is still open for discussidn. Mammography probably
should not be used for mass screening, although As adverse effects
caused by radiation have perhaps been exaggerated (16). Estimates
indicate thai if a woman has had five mammograms during her life, her
chances of ever developing breast calicer would be increased froml
percent to 7.35 percent. 0,

/
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Controversy has recently increased concerning.the proper extent of
the operation for cure of early breast cancer. In 1889 William S.

Halsted, Professor of Surgery at Johns Hopkins, developed a radical
operation reneving the breast, axillary nodes, and chest muscles
(17). The advent of this operation radically improved the hitherto
gloomy outlook for this disease. Recently leas extensive operations

have been advocated. At present, a slightly leas than radical opera-
tion leaving the chest muscles intact might be a Justifiable com-
promise in early disease.

Estrogen replacement therapy at menopause is another therapeutic
'measure of concern to women. In the 1950s an increasing number of
gynecologists prescribed routine oral estrogen to their menopausal
patients presumably for their lifetimes. Only recently, because of

the discovery that there is an asaociatioh between endometrial
cancer and estrogen therapy has this practice diminished. In 1979 a
consensus development conference conducted by the National Institute
on Aging, National Institutes of Health, reached agreemeht on several
issues:

Estrogen therapy relieves vasomotor symptoms of menopause; however,
at present there ie no evidence-to justify the use of estrogen in
the treatment of primary psychological aymptoms.

Estrogen therapy overcomes atrophy of the vaginal wall and associ-
ated syatems.

Estrogen can retard bone loss and possibly prevent the development
of osteoporosis. More information is needed on the preventive
aspects of this therapy.

There are risks associated with estrogen use including increased
incidence of endometrial cancer Which is 4 to a times more common
among postmenopausal users of estrogen. The risk apparently rises
with dose send length of therapy.

The association of breast cancer and estrogen has been demonstrated
tepeatedly in experimental animals. While there is no concrete
_evidence that the same association is true in human beings the
possibility remains (18). There are soma claims for estrogen
therapy which have not been validated. Estrogen does not reduce

wrinkles or improve akin tone. Probably estrogen does not reduce
the incidence of hypertension or atherosclerosis.

Patients often say that estrogen therapy during the menopause makes
me "feel more like a woman." The meaning of this statement is
obviously unclear to a male physician and certainly its validity
has not been proved.

In sum, we have spoken of the female mortality advantage in all
aspects of human life from the fertilizatia.q through the oldest age
groups. We have discussed poasible causes et this female advantage
and indicated that there is a current slowing in the United States
in the rate and in-the magnitude of this Advantage, particularly at
certain ages. Perhaps the most important thing that we have said
in this essay is that the study of the female advantage in mor-
tality and its trend regardless of cauae can be indicative of the
quality of medical care and therefore merits continued attention.
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Death Rate Trends of Black Females,
United States, 1964-1978
Jacquetyne J. Jackson, Ph.D.

A major gap in epidemiological literature is the paucity of mor-
tality and morbidity data about black females. This paper seeks
to reduce that gap by providing age-adjusted and crude death
rates per 100,000, for deaths from all causes and age-adjusted
death rates for 17 specific causes of death for black females
in the United States, between the years 1964-1978. In addition, ,

age-adjusted death rates of black and white females and males
are contrasted, and problems related to inadequate mortality
and morbidity data about black females are discussed.

METHOD

Causes of Death

The 17 specific causes of death discussed in this paper represent
the leading causes of death, based bn age-adjuated death rates,
of black females in 1978. In descending order, these are: diseases

of the heart; malignant neoplasms, including neoplasms of lymphatic
and hematopoietic tissues; cerebrovascular diseases; accidents;
diabetes mellitus; symptoms and ill-defined conditions; certain
causes of infant mortality; influenza and pneumonia; cirrhosis of
the liver; homicide; infective and pararitic diseases; nephritis
and nephrosis; congenital anomalies; arteriosclerosis; mental dis-
orders; bronchitis, emphysema, and asthma; and suicide.* The 1978
rates were identical for the last two categories.

* The number sets in parentheses for these diseases, given below,
refer to the category numbers of conditions listed in the Seventh
and Eighth Revisions, respectively, of the International Classifica-
tion of Diseases, 1955 (1). They are diseases of the heart (400-
402; 410-443; 370-398; 402, 404, 410-429); malignant neoplasms,
including neoplasms of lymphatic and hematopoietic tissues (140-
205; 140-209); cerebrovascular diseases (330-334; 430-438); accidents
(E800-E962, E800-E949); diabetes mellitus (260; 250) symptoms and
ill-defined conditions (780-795; 780-796); certain causes of infant
mortality (760-762; 765-776; 760-778); influenza and pneumonia
(400-483; 490-493; 470-474; 480-486); cirrhosis of the-170;77581;
571); homicide (E964; E980-E985; E960-E978); infective and parasitic
diseases (001-138; 00-136); nephritis and nephrosia (590-594; 580-584);
congenital anomAlies (750-759, 740-759); arteriosclerosis (450; 440);
mental disorders (304-326; 290-315); bronchitis, emphysema, and asthma
(241; 500, 501-502, 527.1, 490-493); and suicide (E963; E970-E979;
E950-E959).
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These 17 causes are a deliberate mix of conditions which are
listed es chapter titles (e.g., infective and parasitic diseases)
and subchapter headings (e.s., cirrhosis of the liver) in the
Intervational Classification of Diseases (1). Tradition was
generally followed in selecting categories Which are identical to
subdhapter headings, but, on occasion, the title of an entire
chapter WS4 included because the category could be perceived as
a single cause of death, or because deaths from conditions listed
as subtitles within chapters were extremely infrequent.

RAW data were obtained from the Vital Statistics Series of the
Natiorul Center for Health Statistics (2), for years 1964 -
1975, and for years 1976-1978 (3). Relevant population data were
o%osined from the United States Bureau of the Census.*

Death Rates

Crude death rates per 100S006 were computed for all ages and for
18 age groups. The age groups began with children under five,
and continue in increaents of 5 years through 84 years. The last
age woup is 85 years or more, because .the estimated mid-year
population of black females by age in the United States was not
available beyond then for intercensual years. Crude death rates
were calculated by dividing the total number of reported deaths
by the estimated population in each year.

Usiag the 1940 total population of the United States as the standard
population, the age-adjusted death rates were computed by multiplying
the crude death rate of each age group by the total population in
that age group in 1940, and dividing the sum of the products by the
total population of all ases in 1940.** The crude and age-adjusted
death rates are reported per 100,000 population to reflect the
number of persons per 100,000 in a population who died during the
time specified period.***

* The estimated mid-year populations for the years 1964 through
1969 and 1971 throuel 1978, and the April 1, 1970 census population
for black and white females and males were used. Because the U,S.
Bureau of the Census did not have estimated mid-year populations for
black females in 1962 and 1963, it was decided to begin the investi-
gation with the first year for which consecutive population data by
year were available.

**The population numbers (in thousands) used :or the 1940 total
population of the United States were: all ages, 131,669; under 5
years, 8,521; 5-9 years, 10,685; 10-14 years, 11,746; 15-19 years,
12,334; 20-24 years, 11,588; 25-29 years, 11,097; 30-34 years,
10,242; 35-39 years, 9,545; 40-44 years, 8,788; 45-49 years, 8,255;
56=54 yeeqs, 7,257; 55-59 years, 5,844; 60*-64 years, 4,728; 65-
69 yeartOt3,807; 70-74 years, 2,570; 75-79 years, 1,504; 80-84
years, 774; and 85 or more years, 365.

**k Editor's Note: It is possible that these data may be some-
what biased by an undercount of segments of the black population
in tbs Census.
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The e-adjusted rate controls for differences between popula-
tions in age distributions. Thus, black and white women may be
competed although ags distribution for the two groups are
different. The black female population is younger than the white
female population. The crude death rate for black females is
higher than the rate for white femiled,at all but the oldest
ages. However, the difference between the two groups in age dis-
tributions may cause black women's crude death rate to be lower
than white women's crude death rate. This creates the false
impression that the mortolity rate is lower for black females than
for whites. When age-adjusted rates are used it is obvious that
the mortality rate is actually higher for black women.

The death rates presented in this paper were most often computed
by annual averages, primarily because these data for black females
have not been available, in published form. Space limitatiOns pre-
clude presentation of the crude death rates for the 17 specific
causes of death for each year between 1964 and 1978; these data
were necessarily computed in order to obtain the age-adjusted data
shown herein. Five-year annual averages, when presented, were
computed by dividing the sum of consecutive 5-year averages (i.e.,
1964-1968, 1969-1973, and 1974-1978). Presenting death rates in
5-year annual averages promotes simplicity, but obscures peculiar
or aberrant years.

Percentage Changes shown in tables were computed by dividing the
rates for the last year, or last set of years, by the first year,
or first set of years. Ratios of death rates for black females
to coaparable rates for black males, white females, and White
males were computed by dividing the age-adjusted death rate of
black females by that of each remaining group. A ratio of 100.0
indicates no difference between groups; under 100.0 indicates a
lower mortality rate for black females than for the comparison
group, and over 100.0 indicates a higher mortality rate for
black females.

FINDIMS

Age-Adjusted and Crude Death Rates, Black Females

Table 1 presents age-adj4sted and crude death rates per 100,000
for black females 1964 to 1978, with all causes of death cot-
sidered together. Crude and age-adjusted rates decreased con-
siderably over time, with the exception of 75-79 year-olds,
for whom there was approximately a 28 percent increase. The
greatest decrease occurred among 35-39 year olds, followed by
25-29 year olds. With the exception of the two years 1965 and
1966, the overall trend was an almost consistent decrease in age-
adjusted death rates over time. Fluctuations were more charac-
teristic of the crude death rates because the age distributions
changed over time.

The year of the peak or highest death rate is underscored in
Table 1. The table shout that the crude death rate peaked in
1964 for all ages considered together and for most of the age
groups.
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' The expected pattern of xelatively high crude death rates for
thoce under 5 years, and reduced crude death rates between 5 and
44 years, is quite apparent in Table 1. In two years, 1964 and
1965, the crude death rates of those 45 to 49 exceed those under
5 years. In the remaining years, the crude death rates of those
under 5 years exceeded those between 5 and 49-years. Generally,

the crude death ratos of 45 to 49 year-oldi were higher\than
thoc of any preceding-age group. After 5 years, the crti4 death
rates of successive age groups increased geometrically, following
the Glomperitz curve. The highest death rates occurred charac-
teristically among those over 85 years.

Table 2 compares the age-adjusted rates for deaths from the 17
leading causes. Age-adjusted rates and rank orders,are listed
for three 5-year periods., Percent change in death rates between
periods is also shown. The age-adjusted rates of death from
malignant neoplasms, mental disorders, and suicide increased
consistently over time. Those for diabetes mellitus, cirrhosis
of the liver, and homicide increased at first, but then decreased
between the last two time periods. The rates for the remaining
11 causes of death decreased consistently over time.

Table,2 shows that the rank order of the four leading causes of
death, diseases of the heart, malignant neoplasms, cerebrovasculer
diseases, and accidents, remained unchanged over time. The
stability of the rank orders of all of the specific causes of
death was generally consistent over time (10,0.9264).

A comparison of crude death rates for black females of different
age groups shows that the majority of the groups experienced
lowered mortality between 1964 and 1978. Exceptions are listed
below:

SPECIFIC CAUSE OF DEATH AGE-SPECIFIC GROUP(S)

Diseases of the heart
Cerebrovascular diseases
Diabetes mellitus
Symptoms and ill-defined conditions
Homicide
Infective and parasitic diseases
Nephritis and nephrosis
Suicide

Hental disorders
Congenital anomalies
Malignant neoplasms
Cirrhosis of the liver
Bronchitis, emphysema, and asthma
Influenza and pneumonia

Under 5 years
Under 10, 75-79 years
Under 10, 7084 years
Under 5, 75-79 years
Under 35, 50+ years
Under 5, 70+ years
Under 5, 75-79 years
10-14, 20-29, 45-54, 70+
15-29, 45+ years
3034, 65-69, 75-84 years
40-44, 55-59, 65-84 years
4079 years
60-84 years
75-79 years

Fourteen of the 17 causes of death showed increases over time for
at least one age group. The greatest decrements in mortality
occurred for homicide. Fifteen of the 18 age groups showed lowered
death rates over time. There.was an increase for 12 age groups
for deaths associated with mental disorders and for suicide.
Diseases of the heart showed increases for the fewest age groups.
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The most vulnerable age group seemed to be 75 to 79 year-olds.
However, the increases in death rates for this age group from
specific causes of death may actually reflect the fact that these
women received better medical care,when they were younger, there-
by prolonging their lifespans.

The causes of death with decrements in mortality over time also
seem to be connected in some way with specific environmentally
induced disorders, as well as with personal behaviors. The age
group under 5 yemrs also remainstparticularly vulnerable, despite

the fact that deaths listed-as attributable to "certain causes of
infant mortality" decreased considerably over time.

Age-Adjusted Death Rates, Black and White Females and Males

Table 3 shows age-adjusted death rates per 100,000, for black and
white females and males for.the 17 leading causes of death and all
causes 1964-1978. Data are presented in ratio form in Table
4. The highest rate during the 15-year period for each race-sex
group and for each cause of death is underscw:ed.

Figure 1 provides a graphic presentation of age-adjusted death
rates for all causes of death of black and white females and males
over the 15-year period. It shows, as expected, that the highest
death rates occurred among black males, followed by white males,
black females, and white females. It is worth noting that in each
of the years shown, the rate for black females was consistently
lower than the rate for white males. Hence, unisex comparisons
of black and white rates ignore the effects of sex on mortality.
For this reason comparisons of black and white mortality rates
should always be presented by race and sex, and not by race
alone.

Over time, the difference between the death rates of black females
and those of both black 4nd white males widened, while th difference
between black and white females narrowed somewhat. The gaps between
black and white male mortality widened somewhat between the first
two time periods., and natrowed slightly between the last two time
periods. Nevertheless, in 1978, differences between black and white
males were smaller than differences between black and white females.
Further, differences between black females and black males remained
smaller than differences between white females and white males.

Despite different patterns of mortality for the race-sex groups, a
very small proportion of the population now dies each year. In
1978, only about 1 percent of the total population of the United
States died, slightly mord than 1 percent for males, and somewhat
less than 1 percent for females. Fewer than 2 percent of black
males and fewer than 1 percent of black females died in 1978.

Table 3 shows that he age-adjusted death rates for the 17 specific
causes of death typically declined over time, although fluctuations
occurred in various years. The causes of death failing to decline
between 1964 and 1978 were malignant neoplasms (for all groups,
with the smallest increase occurring among white females),
symptoms and ill-defined conditions (for white males and females
only), cirrhosis.of the liver (for black females and males only),
homicide (for all race-sex groups, but highest-among black males
in terms of overall rate, and highest among white males in terms
of proportionate increase over time), deaths assocfated with mental
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angmo black males), and suicide (for all r ce-sex groups, uith
the greatest proportional increase among b ack males). The age-
adjusted death rates fOr black females we lower than those
for black males except for diabetes mell us.

A comparison of the race-sex data in Table 3 leads to the following
conclusions:

1. Any generalization indicating tha6eath rates for blacks are
higher than those for whites ignores the\race-sex differentials,
and distorts the data. At least since 1964, the age-adjusted and
crude death rates for black females of all ages, and for all cauaes
of death, have been lower than those of comparable white males.
White females remained the group with the lowest age-adjueted death
rate for all cauees of death, followed by black females, white males,
and black males. This order remained constant throughout che 15-year
period under study.

2. When considering the total death rate,,he difference between
black females and both black and white males widened over time.
The gap between black and white females narrowed eomewhat over

/
time. In 1964, the rate for black femal s was about 69 percent
of that for black males And 97 percent f that for white males,
widening to 58 and;85 percent respecti ely in 1978. The rate

for black females Was 66 percent high r than that for white
females in 1964, narrowing to 56 percent higher in 1978.

3. Between 1964 and 1978, the gape between black females and
the remaining three race-sex groups widened for deaths due to
malignant neoplasms, influenza and pneumonia, and nephritis and
nephrosis. The gaps also widened between black females and black
and white males for deaths due to disease of the heart, aecidents,
arteriosclerosis, and bronchitis, emphysema, and asthma. Similarly
the gap-between black females and males widened tor deaths due to
cerebrovascular diaeases, symptoms and ill-defined conditions,
hmicide, mental disorders, and suicide-, but it narrowed tor diabetes
mellitus, infant mortality, infective and parasitic diseases, and
congenital anomalies. The gaps between black females and both white
males and females narrowed for deaths due to cerebrovascular diseases,
symptoms and ill-defined.conditions, homicide, and suicide, but

,-,videned for infant mortality. The gap between black females and
white males narrowed for deaths due to diabetes mellitus, congenital
anomalies, and deatha associated with mental disorders. The reverse
pattern was true of black and white females. The gap between black
females and white males aleo widened for deaths due to infective and
parasitic diseases, reversing for black and white females. The gap
between black and white females also narrowed between 1964 and 1978,
for deaths due to diseases of the heart, accidents, arteriosclerosis,
and bronchitis, emphysema, and asthma.

4. In each year of the 15-year period, the rate for any of the
specific causes of death for black females was always lower than
that of the black male rate, with the important exception of diabetes

mellitus. For deatherdue to this disease the rate for black
females exceeded not only that of black males, but also white males
and females. Death rates of black females were also consistently
higber than those of white males and females for cerebrovascular
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diseases, symptoms and ill-defined conditions, infant mortality,

homicide, infective and parasitic diseaaes, and nephritis and
nephroais. Ratea for black females were also consistently higher
than those for white females for diseases of the heart, malignant
neoplasms, accidents, influenza and pneumonia, arteripsclerosis,

and deaths associated with mental disorders tn each of the 15
years. In the years 1964 and 1965, the rates of deatlh due to

congenital anomalies were lower for black females than.for white
females, with the pattera reversed in successive years. Between
1964 and 1971, the death rates for black females associated with

bronchitis, emphysema, and asthma were also higher than those of
white females, with the exception of the years 1972 and 1978.
Between 1964 and 1976, the rates of death from influenza and
pneumonia were lower for black females than for white males,
but this was reversed in 1977 and 1978. Also, between 1964-1966,
1968-1974, and in 1976, the rates of deaths associated with mental
disorders were greater for black femalea than white males. In
each year, however, the black female suicide rate was consistently
lower than that of black and white males and white females. The
rates of death from diabetes mellitus were consistently higher for
black females than for the remaining three race-sex groups all
15 years.

5. A comparison between 1964 and 1978 for death rates due to
specific causes shows decreases over time for all four race-sex
groups for diseases of the heart, cerebrovascular diseases,
accidents, diabetes mellitus, infant mortality, influenza and
pneumonia, infective and parasitic diseases, nephritis and
nephrosis, congenital anomalies, and arteriosclerosis. Hoaever,
the magnitude of these decreases differed for the four race-sex
groups. The decreases most often were greatest for black females,
as shown below:

SPECIFIC CAUSE OF DEATH Percent Change, 1964-1978

Black Black White White
Females Hales hales Females

Diseases of the heart -28.5 -16.2 -21.8 -27.3
Cerebrovascular diseases -45.4 -31.6 -37.7 -38.0
Accidents -21.8 -19.9 -12.5 -15.8
Diabetes mellitus -20.8 - 1.1 -17.8 -29.4
Certain causes of infant
mortality -48.5 -49.6 -58.4 -55.9

Influenza and pneumonia -50.3 -36.0 -23.7 -28.8
Infective and parasitic
diseases -20.8 -38.7 -31.5 - 2.3

Nephritis and nephrosis -41.2 -39.6 -50.9 -52.9
Congenital anomalies -17.6 -21.7 -26.9 -26.1
Arteriosclerosis -54.2 -51.7 -48.5 -51.8

Black females experienced the greatest decreases for five of the 10
causes of death listed above (deaths due to diseases of the heart,
cerebrovascular diseases, accidents, influenza and pneumonia, and
arteriosclerosis).

6. A comparison of the 1964 and 1978 rates for the remaining causes
of death shows inconsistency across groups with the following rela-
tive positions:
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Percen Cha e 1964-197

SPECIFIC CAUSE OF DEATH Blac Black White White

Fema e Male Male Female

Malignant neoplasma + 7.9 +29.6 +10.6 + 1.7

Smptoms and ill-defined
conditions -31.0 -24.1 + 9e4 +171

Cirrhosis of the liver +33.0 +53.3 - 4:7

Hmicide +19.5 +22.8 +111.6 444.7

Mental disorders +65.5 +80.2 471.4 :+58.3

Bronchitis, emphysema and
asthma -40.0 -37.5 -35.0 0.0

Suicide +25.0 446.5 +10.3 +15.5

These percentage changes show that the increased mortality,of black
females due to malignant neoplasms, homicide, and mental disorders
vas lower than that of black and white males, and, in the case of
hmsicide, also lkower than that of white females. Black females and

sales showed reductions in deaths associated with syaptov and ill-
defined 'Conditions, but white males and females did not. On the

other hand, deaths due to cirrhosis of the liver increase among
blacks of,both sexes, but decreased among whites of both axes.

Black females showed the greatest reduction for deaths due to

bronchitis, emphyeems,
Use for white females.
suicide rate was the second

nd as , while there was no chan$e over
a increase in the black female

ghest of the four race-sex groups,
it should be remembered tht suicides are still far less chhrac-
toristic of black females than of any of the remaining arou0.
Parenthetically, the increasing suicide rate for black males

should be noted.

7. Because a comparison of rates for only the years 1964 and
1978 ignores the trends across the years, it is very important
to emphaaize that there are imilarities and differencea between
the four race-sex groups in the peak yeari of mortality, as shown

belowe

CAUSE OF DEATH PEAK YEAR(1)
Black Black White White

Female Male Male Female

All causes of death 1964 1969 1966 1964

Dispases -of the heart 1964 1968
1
1966 1964

Malignant neoplasms 1978 1978 1978 1978

Cerebrovascular diseases 1964 1965 1964 1964

Accidents 1966 1968 1969 1966

Diabetes mellitus 1968 1973 1969 1968

Symptoms and ill-definet

conditions 1964 1964 1975 1974

Certain causes of Infant
mortality

,

1964 1964 1964 1964

Influenza and pneumonia 1968 1968 1968 1968

Cirrhosis of the 11ver 1972 1971 1973 1970/
1971/

,,i
1973
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CAUSE OF DEATH (continue PEAK YEAR(S)

Black Black White e White
Female Male Male Female\

Houicide 1973 1972 1975 1975,1977
Infective and parasitic
diseases 1964 1964 1964 1964

Nephritis and nephrosis 1964 1964 1964 1965
Congenital anoualies 1969 4164 1964 1964
Arteriosclerosis 1964' 1964,1965 1965 ' 1964
Mental disorders 1974 1971 1974,1975 1972,1978
Bronchitis, emphysema, and
asthma 1967,1968 1968 1968 1968

Suicide 1971 1978 1977 1971,1972

Deaths due to each of the 17 specific causes peaked for black females
before the year 1975 (generally muCh earlier) with the significant
exceptioa of nalignant neoplasms. Deaths due to malignant neoplasms
peake4 in 1978 for all four race-sex groups. Of ell the causes of.
death which increased between 1964 and 1978, deaths due to malignant
neoplasms continued to increase over time fot black females. The
rate for cirrhosis of the liver peaked in 1972 for black females;
deaths from homicide, mental disorders, and suicide respectively
peeked in 1973, 1974, and 1971, but generally declined thereafter.

The same pattern,generally characterized the black males. With
the exception of malignant neoplasms and suicide (both of which
peaked in 1978), rates for black males all peaked before 1974.
Although deaths due to homicide remained considerably higher for
black males than for black and white females and white 'males,
the rate of death due to homicide declined by'28 percent between
1972 and 1978, %tile rates increased for whites of both sexes.

The peak years for deaths from nost causes-were the same for black
and whitesfesales, and peak years were similar for bronchitis,
emphysesa, and asthma, and suicide. When there were.differences,
death rates for black females typically peaked earlier than rates
for white females, with the exception of rates of death from
congenital anomalies. A similar pattern was found for black
females and white males.

Data Gaps
irl

The single, most important problem impeding the analysis of mor-
tality data for blacka is tht the National Center for Health
Statistics, the agency respo ible for publishing mortality data
in the United States, did nopublish any death rates for blacks
in the series of Vital Statis ics of the United States, Volume 11
--tIrqusyl_p_EILA, for the Years 1964 through 1975. Race-sex
rates and race-sex-age rates were published, however, for whites
and for an amorphous category labeled as "nonwhite" or "all
other." Ey analogy, categorizing blacks as "nonwhite" is equivalent

. to categorizing females as "nonnales."

The absenceeof race-sex-age rates for blacks made it necessary
to comput( manually all of the age-adjusted and crude death rates
in this report. Providing these rates routinely for blacks just
as rates are provided for whites would make it possible to focus
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attention on more substantive issues concerning death rate trends
for black females and the contrast with trends for black males,
wtite males, and white females.

Specification of sex and race or ethnicity is customary in epidemio-
logic studies, presumably because these variables substantially
Influence health, as measured by mortality and morbidity satistics.
Yet, many studies of health of the populations within the United
States subsume the black females within such amorphous categories
as "all other," "nonwhite," "black," "ell other female," "or non-
white female," thereby undermining the significance of sex and
race/ethalckty as they affect health and mortality.

Many researchers have compounded,this problem by treating these
categories as exclusively black groups. That is, because the

majority of "all ))thers" or "nonWites" are black, researchers
often erroneously equated "all others" or "nonwhites" with blacks.
This is clearly a misuse of categorical data. If the data are

not specific to blacks then the label should refer to the actual
composition of the group.

if
Operationalizing the definition of "all other" or "nonwhite" to
include not only blacks, but also diverse groups such an American
Indians, and Asian Americana, has masked the real health statis-

tics for each group. Further, American Indians, Asian Americans,
and other nonblack groups included in this amorphous category are

not homogeneous groupings. For example, rates for Japanese and
Chinese, are in fact, substantially lower than those for whites.

A comparison between the ceude death rates per 100,000, of blacks
and nonwhites, by sex, in the United States between the years 1964
and 1975 was made. It is evident, in each year, that the black
female and male rates were higher than.those of nonwhite females c'

or males. The discrepancies were generally much greater for males.
Further, the discrepancies between blacks and nonwhites typically
increased in each sex group over 'time. In 1964, the black female
rate was 4.5 percent higher than that of nonwhite females, and 7.8

percent higher in 1975. Comparable statistics for males were 4.5
in 1964, and 6.5 percent in 1978.

A very important reason to provide data for blacks separately for
males and females is the growing preaence of nonwhite immigrants

in the "all other" category. Another reason is, the considerable
diversity in specific mortality patterns of the various groups
merely classified as "all other." Clearly, comprehensive mor-
tality and morbidity data by sex should be providAd for blacks
as well as for the remaining groups included in the category of
"nonwhite." Another issue concerning the paucity of health data
about black females is the lack of age-specific data (see Jackson,
4).

Given the health differentials between blacks and whites, it is
a reasonable aseumption that blacks and whites should be treated

as separate populations. Survey samples should be drawn from each
population, resolving the iseue of the extremely small black sub-
sample size in many of the morbidity studies published by the
National Center for Health Statiatics.
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This is particularly importaqt because a primary problam in obtaining
sufficient morbidity data about blacks from the National Center for
Health Statistics' data systems not that of tdentifying race,
but having a sample sufficient to permit detailed analyses. The
AOsOnct of this issue is the following:

All of the data systems of the National Center for Health Steiistics
collect information on the race/ethnicity of ehe persons whose health
characteristics ate being studiea., Most of the sample surveys are
limited in their ability to peblish.aeparate data for blacks, Hispanic
Americafts, and other minority groutus by the small numbers of those
groups falling inlo a study sampling the population in a proportionate
faihion. At the present time, only the National Survey of lamily
Grewth has a sample disproportionately weighted to permit detailed
analysis tor blacks as wellas for whites. In many instances the
categories by which analysis is performed are limited to "white"
and "all other" (5).

SUMMARY AND CONCLUSIONS

The major purpose of this presentation was to provide age-adjusted
and crude death rates per 100,000, for black females in the United

, States between the years 1964 and 1978, the last year for which
'these data were available.. Rates were computed for the 17 leading
causes of death Of black females in 1978 ind for all causes of
death, using ege-adjusted ratese Crude death rates were computed
for all ages end for 18 age-specific groups for ill causes of
death (Table 1) end 17 specific causes of death. Two secondary
purposes were to contrast ageradjusted death rates of black end
white females and males, end to briefly discuss some problems
related to the acquisition of mortality and morbidity rates
specific to black females.

The overall pattern of improvement aver time for black females
was quite apparent. But, black females experienced increased
mortality due to malignant neoplasms, suicide,,and deaths
associated with mental disorders. Nevertheless, the suicide
rates of black females continue to remain consistently lower then
those of black and white males and white females. Throughout the
15-year period under investigeklon, 75 to 79 year-Oldi appeared to
be the most vulnerable group of black females, generally followed
by those under 5 years of bge.

A comparison of age-adjusted death rates from ell causes of blacks
and whites by sex showed a consistent, rank-order pattern over
time. The rates remained highest among black males, followed
by white males, black females, end white females Generally, the
mortality gap between black end white females remained wider over
time than the gap between black end white males. Also; the gap
between blick females and males was narrower than that between
white females and males.

Of all the causes of death, under consideration, rates of death
from diabetes mellitus remained consistently higher over time
for black females than for black or white males or white females.
Otherwise, black females usually fared better than white males
with respect to deaths due to diseases of the heart, malignant
neoplasms, cerebrovescular diseases, accidents, suicide, and the
like. Black femelea almost always fared better than black males.
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Generally, black females experienced greater decrement in mor-
tality than white females.

Changes in mortality patterns for the four race-sex groups were
similar over time. For example, a reduction in deaths due to
diseases of the heart and a rise in deaths due to malignant
neoplasms were characteristtc of each of the four race-sex groups.
Some variations occurred in the peak years of deaths due tO
specific causes, but even here remarkable similarity between the
groups prevailed.

Given the problems experienced in obtaining adequate data about
the mortality and morbidity patterna of black females, it may
be useful to close by proffering some broad suggestions related
to research needs.

Age-adjusted and crude death rates for all causes of death,
and for specific causes of death for black females of all ages
ancLof_ageallpesific Rroups,_should be published annually for the
(Iiiited States (preferably, in 5-year intervals) fo,r the indivi-
tdual states, ani for major metropolitan areas. Black female
.data should be specific to black females, and not subsumed with-
in data for blacks of both sexes or data for nonwhite females.

2. Public agencies should be encouraged to treat the black
population as a separate population for sampling purposes. Such
a practice should continue as long as there is a need to publish
data by raCe. This modificatibn of sampling procedure would help
ensure sample sizes of blacks adequate to perform multivariate
analyses. These analyses are necessary to determine the nature
and weight of independent variables which affect the health of
black females and males. Such data woUld dlso be helpful in
determining the effects of race and sex on mortality. A similar
procedure should be followed for morbidity data.

3. When possiblq, mortality data should be tabulated at'least
by occupation, witich might serve as a proxy for socioeconomic
status. The standard death certificate of the United States
does contain a line for that item. One problem with much of the
available current mortality and morbidity data is that it is not
possible to determine the effects of socioeconomic status on the
health patterns of black and white femalea and males. The impact
of socioeconomic status on health is probably much greater than
that of race. Illustratively, if illegitimate birth data were
reported by socioeconomic status and race, the presumed racial
differences would probably disappear.

4. Considerably more research attention needs to be devoted to
the causes of black females' deaths which are increasingly impor-
tant over time. Undoubtedly, current and future research about
diseases such as those of the heart and malignant neoplasms will
benefit black females, but much more attention should also be
concentrated on ways of reducing deaths due to diabetes mellitus.

5. Increasing research attention should be devoted to the effects
of being a female single parent or family head on morbidity and
mortality risks during the middle-aged years. It is not enough
to study patterns of smoking and alcohol consumption. Greater
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attention sust be given to factors which create stress for black
females in the, United States. Emphasis should be placed on
identifying individuals who say be at highest risk.

6. In short, more attention must be devoted not only to tradi-
tional comparisons of morbidity and Mortality patterns of various
populations by race and sex, but also to the significant varia-
tions wasting within single populations, such as black females.
Researchlfindingi must move beyond oft-repeated notions that
mortality arid morbidity rates are higher among blacks than Whites.
We now want to know and must know, in the years aheal, apecifically
Which Aacks ate vulnerable, or at high risk, for which diseases
and why.

4
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Table 1. Age-edjusted and crude death rates by age per 100,000, from all causes of death, for black females,
United States, 1964-1978, and percentage change, 1964-1978

A4E-ADJUSTED
AND CRUDE

YEAR

DEATH RATE 1964 1965 1966 1967 1968 1969 1970 1971
BY AGE

AGE-ADJUSTED
RATE 862.6 847.4 847.9 812.6 851.1 822.9 803.7 778.7

CRUDE RATS
All ages 872.5 860.6 862.8 827.2 868.4 842.2 829.2 808.7
Under 5 94-077- 909.2 868.1 804.3 782.8 783.8 777.6 716.1
5-9 52.3 56.2 51.5 49.9 51.2 48.7 47.6 45.4

42.4 WEIL_ 41.6 40.5 41.6 41.-7 _40,0- -40.1____1(b.L4_
15-19 83.4 81.9 81.2 79.9 81.9 95.0 86.2 92.4
20-24 125.5 125.5 134.2 133.7 141.2 Alia 144.1 143.2
25-29 211.2 195.9 189.0 188.0 199.4 193.7 198.2 191.1
30-34 300.0 304.6 304.6 306.0 299.8 291.8 267.7 272.0
35-39 466.6 457.9 457.2 450.3 461.3 446.8 428.5 421.1
40-44 656.6 668.3 663.8 625.2 675.7 647.8 637.8 606.9
45-49 909.2 908.4 953.9 899.3 947.0 912.9 886.6 859.8
50-54 1391.0 1288.6 1251.1 1246.7 1254.5 1223.1 1221.8 1186.0
55-59 1756.3 1739.7 1711.3 1721.5 1774.8 1742.6 1687.8 1622.0
60-64 3221.4 2992.2 2783.2 2568.3 2636.1 2438.0 2337.8 2216.2
65-69 3.1.7.2 3324.4 3479.2 3371.4 3668.0 3544.7 3283.4 3080.3
70-74 4435.2 4351.8 4444.6 4316.0 39T.-2- 4465.2 4730.2 4788.1
75-79 5930.1 5869.3 6226.5 5815.3 6292.2 5986.1 6081.9 5927.0
80-84 7698.6 7926.0 8044.0 7414.1 8051.8 7967.5 7796.5 7185.3
854- 13232.6 13143.4 13340.8 12283.0 13333.9 12335.0 10706.6 11634.8



Table 1. (Concluded)

AGE-ADJUSTED
AND CRUDE
DEATH RATE
BY AGE

1972 1973 1974 1975

AGE-ADJUSTED
RATE 772.3 767.3 722.5 683.4

CRUDE RATE
All ages 803.5 806.0 767.0 735.5

Under 5 664.2 611.9 580.9 591.5

5-9 44.7 44.0 40.2 37.6

10-14 38.6 35.8 33.6 31.7

---79.9 70:4 657815-19
20-24 138.3 136.6 128.1 115.1

25-29 187.4 173.8 171.1 150.8

30-34 262.5 246.0 230.1 196.8

35-39 383.8 377.0 332.0 308.6

40-44 600.6 569.7 536.9 469.1

45-49 847.5 853.3 761.4 715.5

50-54 1149.6 1142.5 1084.4 900.8

55-59 1655.0 1637.3 1485.2. 1454.8

60-64 2210.6 2174.6 2122.5 2019.6

65-69 3016.2 2871.9 2618.0 2387.6

70-74 5121.7 5448.5 5323.2 5025.3

75-79 5989.6 6313.7 6062.7 6390.4

80-84 7172.5 7105.5 6847.8 6472.9

85+ 11383.8 1148.0 10748.9 9558.6

i,l t

YEAR %Change

1964-1978

19 /b 1977 1978

673.3 663.9 649.4 -24.7

735.7 730.6 723.1 -17.1

588.5 572.6 565.1 -40.4

37.0 35.6 36.2 -30.8

29.0 28.3 29.3 -30.9

-5-7-.3 62..0- __ __56-1 n32.5

110.6 102.7 101.2 -19.4

150.5 143.8 139.4 -34.0

196.3 178.2 175.4 -41.5

278.0 275.8 264.3 -43.4

456.9 440.6 415.0 -36.8

687.6 658.4 626.7 -31.1

1009.0 998.5 960.1 -31.0

1396.0 1397.3 1362.3 -22.4

2005.7 1987.4 1977.5 -38.6

2281.3 2234.4 2199.2 -30.8

4803.8 4606.8 4227.3 - 4.7

6800.6 7271.0 7579.1 +27.8

6698.4 6618.5 6827.9 -11.3

9554.1 9035.3 8793.1 -33.5

4 u



Table 2. Age-adjusted death rates and rank orders of 17 leading causes of death of black females during three 5-year
periods, and percent rates between periods.

SPECIFIC CAUSE OF DEATH

Diseases of the heart
Malignant neoplasms
Cerebrovasculer diseases
Accidents
Diabetes mellitus
Symptoms,and ill-defined
conditions

Certain causes of infant
mortality

Influenza and pneumonia
Cirrhosis of the liver
Hosicide
Infective and parasitic

diseases
Nephritis and nephrosis
Congenital inomalies
Arteriosclerosis
Mantel disorders
Bronchitis, emphysema,

and asthma
Suicide

1964-1968 1969-1973 1974-1978 %change, 1964- %change, 1964- %change, 1969-
Rate Rank Rate Rank Rime Rank 196811974-1978 1968/1969-1973 1973/1974-1978

270.3 1.0 246.5 1.0 209.9 1.0 -22.3 - ELS -14.8
124.3 2.0 126.3 2.0 128.4 .2.0 + 3.3 + 1.6 + 1.7
121.1 3.0 104.0 3.0 78.9 3.0 -35.0 -14.3 -24.1
34.9 4.0 33.7 4.0 26.4 4.0 -24.4 - 3.4 -21.7
29.7 7.0 31.2 5.0 25.4 5.0 -14.5 + 5.0 -18.6

29.0 8.0 26.6 6.5 23.4 6.0 -19.3 - 8.3 -12.0

33.8 5.0 26.6 6.5 21.7 7.0 -35.8 -21.3 -18.4
31.7 6.0 25.3 8,0 16.2 8.0 -48.9 -20.2 -36.0
14.0 9.5 17.7 9.0 15.9 9.0 +13.6 +26.4 -10.2
13.2 11.0 16.0 10.0 15.0 10.0 +13.6 +21.2 - 6.2

14.0 9.5 12.1 11.0 11.5 11.0 -20.0 -13.6 - 5.0
11.7 12.0 9.1 12.0 7.9 12.0 -32.5 -22.2 - 9.7
6.5 14.0 6.2 14.0 5.6 14.0 -13.8 - 4.6 -10.7

10.9 13.0 7.9 13.0 6.0 13.0 -45.0 -27.5 -24.0
3.4 16.0 4.1 16.0 4.9 15.0 +44.1 +20.6 +19.5

5.5 15.0 4.7 15.0 3.2 16.0 -41.8 -14.5 -31.9
2.5 17.0 3.0 17.0 3.1 17.0 +24.0 +20.0 + 3.3



Table 3. Age-adjusted death rates per 100,000 of black and white females and males, for all causes and selected causes

of death, United States, 1964-1978*

ZAUSE OF DEATH AHD
2ACE-SEX CROUP 1964 1965 1966 1967 1968 1969 1970

TEAR
1971 1972 1973 1974 1975 1976 1977 1978

All causes
Black feasles 862.6 847.4 847.9 812.6 851.1 822.9 803.7 778.7 772.3 767.3 722.5 683.4 673.3 663.9 649.4

Slack males LI= 1256.8 1284.9 1255.2 1346.5 1326.0 1308.2 1268.6 1290.7 1267.1 1213.2 1166.4 1145.5 1125.6 1110.5

'White males 893.4 898.2 922.7 869.9 -91174- 897.4 882.2 868.3 871.3 860.8 829.9 801.7 788.4 772.2 764.2

White fatale* 519.2 515.3 3137r 500.5 510.1 499.1 490.5 480.2 479.0 470.9 453.8 434.5 429.1 418.1 416.0

Di sssss s of the heart

Black females 279.9 271.2 270.9 258.0 271.4 256.3 251.0 244.7 240.9 239 5 224.3 210.8 207.7 206.8 200.0

Black males 386.6. 384.6 392.4 375.7 397.0 385.5 375.3 362.2 356.9 366.3 347.1 329.6 327.7 324.3 324.3

White males 365.9 367.0 368.2 359.9 NEW 354.3 344.9 341.6 340.1 335.0 318.1 305.3 300.0 291.3 286.3

MO 173:8 175-.0-169.5 164.5 162.2 160.8 156.4-10.3 140.9 132..8 133 6 _131.2
wh1Tg-Femilis---1$372-181:0

Malignant neoplasas
Black females 120.8 124.3 125.4 124.7 126.5 125.5 123.3 126.9 125.2 130.4 128.3 125.6 126.8 131.0 130.4

Black males 174.1 174.2 182.7 185.9 1918 . 195.0 197.7 196.3 201.9 200.1 216.6 214.6 218.9 1-2-1-s 225.7

White males 144.7 147.0 147.8 149.4 151.5 151.5 153.4 153.9 144.7 155.1 163.9 156.1 157.9 158.8 iso.p

White females 106.1 06.5 106.0 106.2 106.2 105.4 106.6 105.7 106.3 105.7 108.4 105.8 107.1 107.2 107.9

.

Cerebrovascular di
Black feaales 127.3 j126.4 120.8 114.0 118.0 111.3 107.7 100.5 101.2 99.5 90.4 82.2 78.3 74.2 69.5

Black males I363. 138.3 125.7 127.2 135.1 128.0 137.2 116.4 115.3 113.9 105.8 89.9 92.5 87.9 93.4

Whits males 74.2 -733 73.4 71.4 72.9 70.2 68.1 68.2 68.0 65.4 62.2 56.7 53.1 49.9 46.2

Whits foul*. 61.6 60.3 60.1 58.0 59.0 56.5 55.0 53.8 53.6 53.1 50.1 45.6 43.3 40.3 38.2

Accidents
iirarTeeales 33.5, 34.0 37.4 34.1 35.3 35.6 34.5 35.6 30.9 :2.1 28.3 27.0 25.1 25.3 26.2

Black males 104.i 107.9 1137 113.7 212 0 117.8 119.2 111.4 110.3 106.7 93.8 92.0 85.5 86.0 83.6

White males 73.0 76.0 78.0 77.4 77.3 78.5 75.7 72.4 72.8 72.9 62.2 64.1 61.6 62.6 63.9

White fezales 26/6 27.0 117 27.5 27.4 27.4 26.6 25.9 26.6 25.8 22.4 21.9 21.7 22.3 22.4

1



Table 3. (Continued)

CAUSE OF DEATH AND
RACE-SEX CROUP 1964 1965 1966 1967 1968 1969 1970

YEAR
1971 1972 1973 1974 1975 1976 1977 1978

Diabetes mellitus
Black females 28.8 28.0 30.0 29.0 32.9 32.4 30.8 31.2 31.3 30.2 28.5 26.4 25.4 23.8 22.t,
Black males 17.7 17.7 17.9 18.1 T T 21.1 21.2 20.9 22.1 21.9 19.7 18.7 18.6 17.4 17.5
White ales 11.8 11.8 12.2 12.3 12.6 12.9 12.6 12.3 TM 11.9 11.4 10.6 10.1 9.7 9.7
White females 12.6 12.7 12.7 12.6 MI 13.0 12.6 12.1 11.9 11.4 10.8 10.0 9.5 8.8 8.9

St"...a.i.iik
defined cOnditlons
Black females 31.6 29.4 ma 27.6 27.5 28.7 27.2 25.2 25.3 26.5 25. 24.6 21.3 23.8 21.8
Black males 11:11 44.4 44.7 47.8 44.8 48.4 43.0 43.3 43.2 48.2 44.6 44.3 39.7 39.9 37.1
Wbite males 767 9.5 9.4 9.6 9.2 10.3 10.3 10.6 11.0 12.1 12.4 12.5 12.0 12.3 11.6
White females 5.3

rt n r

4.6 4.7 4.8 4.5 5.1 5.2 5.0 5.4 6.1 6.6. 773- 6.3 6.3 6.2

infant mortality
ALL ACES
Black finales 36.7

males 1776
34.6
44.9

34.2
Black43.0

33.9
42.4

29.6

37.3

30.1
39.4

28.4

37.5
25.8

32.7
25.2
31.6

23.5
30.1

23.3
28.5

23.1
27.4

22.6
278

20.5
24.9

18.9
23.7

White midis 137 22.9 22.7 21.9 20.9 19.8 19.4 16.9 15.8 15.2 14.7 12.9 11.8 10.7 9.9
White females IriT 16.3 16.2 15.6 14.6 14.2 14.2 12.1 11.4 11.1 10.8 9.6 9.1 8.1 7.5

UNDER ACE ONE
Black females 2395.3 2252.6 2228.6 2212.0 1931.5 1959.2 1854.7 1684.6 1637.3 1531.7 1520.5 1505.0 1470.7 1334.2 1230.3
Black ales 3061.4 2928.4 2803.5 2762.1 2430.7 2565.1 2444.3 2132.7 2062.5 1963.2 1860.7 1783.2 1812.7 1624.2 1547.9
White males TWETET 1495.9 1482.4 1427.8 1362.7 1293.9 1263.8 1099.0 1029.6 993.1 956.8 843.5 771.5 699.2 644.5
White females 1110.0 1063.3 1057.6 1015.6 952.8 928.7 923.4 790.1 744.6 726.0 701.0 623.7 592.2 528.4 488.5

Influenza and

31.6 31.9 28.8 35.5 30.8 28.0 22.6 22.7 22.4 17.7 16.2 17.4 14.6 15.3

eneunonla
stack females 30.8

Black males 51.9 52.7 337 55.2 61.3 56.1 52.4 45.8 46.1 42.9 36.3 35.0 35.4 31.3 33.2
White males 25.3 26.5 25.1 23.5 30.0 28.5 25.9 23.9 24.9 24.2 20.4 20.6 21.3 17.7 19.3
White females 14.9 15.2 15.5 15.0 177 16.8 14.5 12.9 13.9 13.3 11.5 11.2 12.1 9.4 10.6

_ 4



Table 3. (Continued)

CAUSE Of DEATH AND YEAR ,

\1973RACE-SEX CROUP 1964 1965 1966 1967 1968 1969 1970 1971 1972

Cirrhosis of liver
Black females 11.1 12.9 14.5 14.6 16.7 17.2 17.8 17.d 17.8 18.

Black males 19.9 23.8 26.6 27.2 30.1 31.6 33.1 32.3 36.6 5.2

White sales 15.0 15.7 16.7 17.1 17.7 17.9 13.8 18.8 19.0 19.1

White I91191941 7.3 7.6 7.9 8.3 8.4 8.4 8.7--- 8.7- 8.5 8.7

Homicide
Bleck fesales 11.3 12.3 13.1 14.7 14.4 14.6 15.0 16.9 16.1 17.5
Black sales 54.9
White ales 4.3

58.3
4.8

60.2
4.9

69.0
5.8

76.1
6.6

79.7

6.6
83.6
7.4

91.4
7.9

93.4 1177
8.78.2

White females 1.7 1.7 2.0 2.0 2.0 2.1 2.2 2.3 2.4 2.8

Infective & parasitic

14.2 13.5 12.9 14.3 13.7 12.7 11.7 11.3 11.3

diseases
ii1aa-ii6ales 14.9
Black sales YET 28.0 25.2 25.8 26.1 24.0 20.8 21.8 20.6 19.5
White sales 9.2 8.6 8.4 7.8 7.5 7.0 6.9 6.4 6.2 6.0
Rhite females r's 4.1 4.0 3.8 4.4 4.1 4.2 4.1 3.8 3.9

Nephritis & nephrosis ,...

Black females 31.1 12.0 11.5 11.8 10.2 9.6 9%4 8.9 8.7 9.1
Black sales ITN 16.3 16.0 14.7 12.7 13.0 12.7 11.2 12.1 10.8
White sales -3:7 5.5 5.2 4.8 3.9 3.8 3.5 3.1 3.1 3.0

Whits females TX 3.7 2.2 2.9 2.4 2.4 2.2 2.1 2.0 1.8

Congenital anomalies
Black females 6.8 6.0 6.6 6.4 6.1 6.9 6.5 5.9 6.0 i.6
Black sales 8.3 8.2 7.9 7.6 7.7 T. 7.8 7.2 6.7 6.5

White 'sales TX 7.5 7.2 7.1 7.1 7.2 7.1 6.8 6.2 6.1

White females ra 6.8 6.4 6.1 6.1 6.2 6.4 5.9 5.4 5.3

I s 1 ti U

1974 1975

17.8 15.8
30.1 33.8
19.0 17.9
8.6 7.9

17. 16.2
87.6 81.2
8.4 9.4
2.8 2.9

11.3 .11:2

18.4 17.9
6.0 5.9
3.6 3.8

8.3 7.6
10.5 10.0
2.8 2.8
1.7 1.7

5.3 5.3
6.9 6.5
5.9 5.9
5.2 5.1

1976 1977 1978

15.7 15.6 14.8
34.0 33.3 30.5
17.4 14.5 14.3

7.7 7.4 7.1

14.4 13.7 13.5
71.6 67.8 67.4
8.5 8.8 9.1

2.6 2.9 2.8 1.
es)

12.0 11.2 11.8
18.3 18.5 18.2
5.9 6.0 6.3
4.0 3.9 4.2

7.7 8.0 7.7

10.0 10.0 9.9
2.8 2.8 2.8

1.6 1.6 1.6

5.8 5.8 5.6
6.4 6.6 6.5
5.8 5.9 5.7
5.2 5.1 5.1



Table 3. (*occluded)

1,1a-TIM DtAll AXD YEAR

RACE-3LX CROUP 1964 1965 1966 1977 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978

Arteriosclerotis
Black fecales 12.0 11.5 11.5 9.9 9.6 8.6 7.9 7.7 7.8 7.6 7.0 5.9 5.9 5.7 5.5

Black sales TM 14.3 13.9 12.6 11.6 11.1 9.8 8.8 10.2 9.2 8.7 7.8 6.8 7.2 6.9

White sales ra 11X 13.3 12.4 10.6 10.3 9.5 9.2 9.2 8.8 8.5 7.4 7.3 7.1 6.8

White females 10.6 MT 10.4 9.8 8.5 8.1 7.3 7.1 7.2 7.0 6.6 5.7 5.6 5.3 5.2

Mental disorders
Black !scales 2.9 3.2 3.4 3.3 4.0 4.1 4.2 5.1 5.2 5.1 5.6 4.6 4.9 4.4 4.8

Black sales 8.6 8.9 10,3 10.7 13.8 14.2 15.1 19.0 18.5 17.6 XV 18.0 17.0 15.6 15.5

White males 2.8 3.0 3.2 3.3 3.8 3.8 4.0 "IT 4.3 4.5 4.8 4.8 4.5 4.5 4.8

White female, 1.2 1.1 1.3 1.2 1.3 1.3 1.2 1.5 1.9 1.4 1.8 rr 1.7 1.8 ET

Bronchitis, emphysema,

5.5 5.5 5.7 5.7 5.1 5.1 4.7 4.4 4.0 3.3 3.7 3.2 2.9 3.0
and asthma

ilia-IWiles 5.0
Black males 13.6 16.2 16.1 mi Inc 15.6 14.8 13.6 13.4 12.4 10.8 10.2 9.6 8.8 8.5

White males 17.4 20.8 22.1 22.1 13:6 21.3 20.8 19.8 19.7 18.6 16.3 15.0 13.7 12.2 11.3

White females 3.8 4.5 4.6 4.7 -1.3. 4.5 4.6 4.6 4.7 4.5 4.6 4.1 4.0 3.7 3.8

Suicide
-11I1a females 2.4 2.5 2.4 2.8 2.4 2.7 2.% 3.4 3.0 2.8 2.8 3.0 63.2 3.3 3.0

. Black utiles 8.6 10.5 9.2 9.0 8.7 9.6 10.0 TT 11.4 11.3 11.6 11.3 12.0 12.0 12.6

White utiles 17.4 17.9 17.4 17.1 17.2 17.4 18.2 18.0 18.5 17.6 19.0 19.8 19.2 20.6 'Ha
White fettles 6.2 6.7 6.5 6.7 6.4 6.9 7.3 7.4 7.4 7.1 7.1 7.3 7.0 -7.7 6.7

* The highest rate for each group and each cause is underscored.



Table 4. Ratio comparisons of black female aas-adjusted death rates per 100,000 to those of black and white sales
and white females, for all causes of death and selected causes of death, United States, 1964-1978

CUSS or DEATH YEAR
1964 1965 1966 1967 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978All causes of death

Slack female/
black eale 68.9 67.4 66.0 64.7 63.2 62.1 61.4 61.4 59.8 60.6 59.6 58.6 58.8 59.0 58.5'Black female/
white male 96.6 ,94.3 91.9 91.3 93.4 91.7 91.1 89.7 88.6 89.1 87.0 85.2 85.4 86.0 85.0Black fenale/
white femile 166.1

ti of the heart
164.4 165.1 162.4 166.8 164.9 163.9 162.2 161.2 162.9 159.2 157.3 156.9 158.8 156.1

Black female/
black male 72.4 70.5 69.0 68.7 68.4 66.5 66.9 61.6 67.5 65.4 64.6 64.0 63.4 63.8 61.7slack female
white male 76.5 73.9 73.6 71.7 75.0 72.3 72.8 71.6 70.8 71.5 70.5 69.0 69.2 71.0 69.8

Black female/
white female 152.8 149.8 150.5 148.4 155.1 151.2 152.6 150.9 149.8 153.1 150.2 149.6 156.4 154.8 150.2Melynant neoplasms

suck-rwuref---
black male 69.4 71.4 68.6 67.1 66.0 64.4 62.4 64.4 62.0 62.7 59.2 58.5 57.9 58.6 57.8Black female/
whIte 83.5 84.6 5.4.8 83.5 83.5 82.8 80.4 82.4 86.5 84.1 78.3 80.5 80.3 02.5 81.5Black festal./

white feaale 113.8 116.7 118.3 117.4 119.1 119.1 115.7 120%1 117.8 123.4 118.4 118.7 118.4 122.2 120.8
Cerebrovascular
di

117aTinale/
black male 93.2 91.4 96.1 89.6 87.3 87.0 78.5 86.3 87.8 87.4 85.4 91.4 84.6 84.4 74.4

Black female/
white male 171.6 172.0 164.4 159.7 161.9 158.5 158.1 147.4 148.8 152.1 145.3 145.0 147.4 148.7 150.4

Black female/
white heal. 206.6 209.6 201.0 196.6 200.0 197.0 195.8 186.8 188.8 187.4 180.4 180.3 180.1 184.1 181.9

Accidents

Slack female/
black male 32.1 31.5 32.4 30.0 28.9 29.9 28.9 32.0 28.0 30.1 30.2 29.3 29.4 29.4 31.3

Black female/

t-
J 1.4

white stale 45.9
Black female/

white female 125.9

44.7

125.9

47.9

134.5

44.1

124.0

45.7

128.8

45.4

129.9

45.6

129.7

48.9

137.4

42.4

116.2

44.0

124.4

45.5

126.3

42.1

'123.3

40.7

115.7

40.4

113.4

41.0

117.0

__-



Table 4. (cestiewed)

CAM; Of punt YLUt
1964 1965 1966 196T 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978

Diaketes mellitus
Black fugal./
black malt 162.7 156.2 167.6 160.2 158.2 153.6 145.3 149.3 141.6 137.9 144.7 141.2 136.6 136.8 130.3

Black tussle/
white sale 244.1 237.3 245.9 235.8 261.1 251.2 244.4 149.3 256.6 253.8 250.0 249.1 251.5 245.4 235.0

Black female/
white fesale 228.6 220.5 236.2 230.2 249.2 249.2 244.4 257.8 263.0 264.9 263.9 264.0 267.4 270.4 256.2

Sysptose 4 ill-
Wised conditions
Black tesale/
black sale

flack female/
white wale

64.6

298.1

66.2 64.4

306.4

57.7

287.5

61.4

298.9

59.3

278.6

63.2

264.1

58.2

237.7

58.3

230.0

55.0

219.0

57.4

206.4

55.5

196.8

53.6

177.5

59.6

193.5

58.8

187.9309.1

white female 596.2 639.1 612.8 575.0 611.1 562.7 523.1 504.0 468.5 434.4 387.9 378.5 338.1 377.8 351.6

Certain causes of
infest 'mortality

(all sies)
Black Neale/
black male 78.1 77.1 79.5 80.0 79.4 76.4 750 78.9 79.7 78.1 81.8 84.3 81.3 82.3 79.7

Black female/
white male 154.2 151.1 150.7 154.8 141.6 152.0. 146.4 152.7 159.5 154.6 '158.5 179.1 191.5 191.6 190.9

Black female/
white fusel. 215.9 212.3 211.1 217.3 202.7 212.0 200.0 213.2 121.0 211.7 215.7 240.6 248.4 253.1 252.0

Wilgus* aokyneumonia
Black female/
black wale 55.8 54.2 54.5 53.7 55.5 54.4 53.8 52.6 48.6 52.8 59.1 46.7 46.2 46.8 48.5

Black female/
white male 74.0 82.2 86.8 85.4 94.4 96.1 94.7 90.4 93.7 94.7 93.7 88.3 90.2 107.6 130.5

Black foul./
white female 152.0 169.7 183.5 175.9 198.8 204.8 204.6 195.4 209.4 213.8 207.0 200.0 203.9 210.8 208.4



Table 4. (Coutititutd)

*4'4858 or DEATH YEAR
1964 1165 1966 1967 1966 1969 1970 1971 1972 1973 1974 1975 1976 1977 1976

Slack female/

, black sale 20.6 21.1 21.6 2143 18.9 16.3 17.9 18.1 17.2 20.1 19.7 20.0 20.1 20.2 20.0.

Slack testae/
whit, sale 262.6 256.2 267.3 253.4 216.2 221.2 202.7 213.9 196.3 261.1 206.0 172.3 .69.4 155.7 146.4

Slack, finale/

whiti fatale 644.7 723.5 655.0 735.0 720.0 695.2 661.6 734.8 670.8 625.0 617.6 558.6 553.8 472.4 482.1

Infective & parasitic

50.7 53.6 50.0 54.6 57.1 61.1 53.7 54.6 57.9 61.4 62.6 65.6 60.5 44.6
1111/111214

black sale 50.2

Slack flakle/
white ale 162.0 165.1 160,7 165.4 190.7 195.7 184.0 182.8 182.2 188.3 188.3 189.8 203.4' 1863 '187:3

Slack Innate/

white Itaale 346.5 346.3 337.5 339.5 325.0 334.1 302.4 285.4 297.4 289.7 313.9 294.7 300.0 287.2 281.0

Nephritis 4 nephrosis
Slack female/

black sale 79.3 73.6 69.1 60.3 60.3 73.8 74.0 79.5 71.9 84.2 79.0 76.0 77.0 80.0 77.6

Black foraals/
whits stale 229.6 218.2 221.2 245.8 261.5 252.6 266.6 287.1 280.6 303.3 296.4 271.4 275.0 285.7 275.0

Slack fatale/
whita female 385.3 324.3 522.7 406.9 425.0 400.0 427.3 425.8 435.0 505.6 488.2 447.1 481.2 500.0 .481.2

Congeidtal anomalies
Slack\feuale/
black mile 61.9 82.9 63.5 64.2 79.2 87.3 63.3 81.9 69.6 86.2 76.8 81.5 90.6 67.9 66.2

Slack &malt/
white 67.2 90.7 91.7 90.1 85.9 95.6 91.5 86.8 96.8 91.8 69.8 89.6 100.0 98.3 98.2

Slack fens e/
white fe le 96.6 100.0 103.1 104.9 100.0 111.3 101.6 100.0 111.1 105.7 101.9 103.9 111.5 113.7 109.6

t



Table 4. (Concluded)

CAUSS OF DEATH YEAR
1964 1965 1966 1967 1968 1969 1970 1971 1472 1973 1974 1975 1976 1977 1978

Arteriosclerosis
Black female/

black male 63.9 80.4 82.7 78.6 82.8 77.5 80.6 87.5 76.5 82.6 80.4 75.6 86.8 79.2 79.7

Black female/
white male 90.9 84.6 86.5 79.8 9Q.6 83.5 83.2 83.7 84.8 86.4 82.4 79.7 80.8 80.3 80.9

Black female/
white female 111.1 109.5 110.6 101.0 112.9 106.2 108.2 108.4 108.3 108.6 106.1 103.5 105.4 107.5 105.8

MeRtal asorders

36.0 33.0 30.8 29.0 28.9 27.8 26.8 28.1 29.0 31.1 25.6 28.8 28.2 31.0

--bowcrig.ugr-
black male 33.7

Black female/
whit* male 103.6 106.7 106.2 106.0 105.3 107.9 105.0 113.3 120.9 113.3 116.7 95.8 108.9 97.8 100.0

Black female/
.F.1

white female 241.7 290.9 261)5 275.0 307.7 315.4 350.0 340.0 273.7 364.3 311.1 270.6 288.2 244.4 252.6
Bronchitis, emphysema,

4 asthma
Black female/

black male 36.8 34.0 34.2 35.2 32.6 32.7 34.4 34.6 32.8 32.2 30.6 36.3 33.3 33.0 35.3
Black female/

white umle 28.7 26.4, 24.9 25.8 24.8 23.9 24.5 23.7 22.3 21.5 20.2 24.7 23.4 23.8 26.5
Black female/

white female 131.6 122.2 119.6 121.3 118.8 113.3 110.9 102.2 93.6 88.9 71.7 90.2 80.0 78.4 78.9

Suicide

Black female/

black male 27.9 23.8 26.1 31.1 27.6 28.1 29.0 35.4 26.3 24.8 24.1 26.5 26.7 27.5 23.8

Black female/
white male 13.8 14.0 13.8 16.4 14.0 15.5 15.9. 18.8 16.2 15.9 14.7 15.2 16.7 16.0 15.6

Black female/
white female 38.7 37.3 36.9 41.8 37.5 39.1 39.7 45.9 40.5 39.4 39.4 41.1 45.7 45.8 44.8
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Figure 1. Ageadjusted death rates of black and
white females and males, for all causes of death,
1964-1978.
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Women's Social Roles and Hedth
Lois MNerbrugge, MP.H., PhD.

Women's health became a topic of feminist concern and 4letivity in
the 1970s. Attention was devoted mostly to health problems unique
to women, such as pregnancy and childbirth. Feminist concern con-
tinues in the 1980s with special attention to reproductive health,
physician treatment of women patients, rope and domestic violence,
drug use and.drug abuse, and women health professionals. An even
broader perspective on women's health io now emerging among social
scientists. Their task is to describe differences in health between
women and men, or among,different social groups of women, and then to
find good explanations for those differences. This is a social
demography perspective.; It identifies social groups which have the
best and the worst heal/h and helps determine why differences exist.

Both feminists and social demographers have contributed to public
discussions and political decisions about women's health. So far,
many issues originally :aised by feminists have taken the public
limelight. But increasingly, some important questions are being
widely discussed which require a social demography approach. For
example: Why do women appear to be "sicker" but have lower mortality
rates than men? Do women and men in the same occupations have
similar health status? How do different roles and degrees of role
satisfaction influence women's health? How stressed are homemakers
and employed women; how do they cope with stress; and how does
unrelieved stress influence their health? These are difficult ques-
tions, and there is much more speculation than scientific evidence to
answer them. As these questions gain public interest, it becomes
urgent to have adequate answers.*

*The gradual shift from mainly feminist interesrs to more social demo
graphic ones is reflected in two conferences: the 1975 conference
"Women and Their Health" sponsored by the National Center for Health
Services Research (1), and the 1978 conference "Issues in Federal
Statistical Needs Relating to Women" sponsored by the Census Bureau
(2, pp. 93112). In the few years since the 1978 conference, social
demographic perspectives and issues have gained increased government
and academic attention.

4
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This paper considers evidence on one major question: How do major
life roles,such as employment, marriage, and parenthood influence
imam's physical health?* The paper is organized as follows: First,

t..ere is a brief summary of sex differentials in health, and of trends
in wOMen's health. This sets the context for focusing on contemporary
women's health. Second, it theorizes about the ways in which social
roles can influence health, including the relationships between health
and multiple roles and role satisfaction. Third, it reports on how
women's health varies according to employment status, marital status,
presence of children, multiple roles, and satisfaction with roles.
Finally, it discusses the implications of these results for the health
risks and benefits attached to social roles.

A few definitions are in order: (a) Morbidity means illness, injury,
or symptom. These may be acute or chronic, and they may be deter-
mined by medical examination or individual self teports. (b) General

health status is an indtvidual's general evaluation of his/her health
based on questiorm such as: "Do you consider your health excellent,
good, fair, or poor?" "Compared to other people your age, is your
health better, worse, or about the same as theirs?" (c) Disability
refers to any restriction in physical functions, mobility, or social
activities such as job, housework, or sports, because of illness or
injury. Restricted activity is short-term disability in response to
acute conditions or symptomatic Chronic ones; for example, bed days,
work-loss days, school-loss days. Limitation is long-term disability
due to, Chronic conditions. (d) 'Health services use refers to doctor
visits, dentist visits, and hospital stays, in short-stay hospitals
or long-term care facilities such as nursing homes. It includes.pre-
ventive-care visits. (e) Drug use is use of pills, medicine, or treat-
ments for curative or preventive reasons. (0 Other preventive health
behaviors are personal habits which help prevent illness and injury.

Three terms subsume several others: Health status refers to all mea-
sures of illness, injury, and symptoms (items a and b above). Health
behavior refers to all curative and preventive actions (items c, d, e,
and f above). Health encompasses all of these (items a through f).**
Note that "health," as used here, includes health behavior as well as
health status.

SEX DIFFERENTIALS IN HULTH, AND TRENDS IN WOMEN'S HEALTH

Let us place cOitemporary women's health in a broader context, by
comparing women's health to men's and then by looking at trends in
the past 20 years.

Sex Differentials in Health

In many ways, it appears that women are "sicker" than men. In health
surveys, wommn report more acute illnesses and symptoms than men do.
This is apparently "real"; epidemiological data also indicate that

* This paper focuses on physical health. Mental health is discussed

only as it is related to physical health. For reviews of women's
mental health, see (3,4,5,6).

** Some people'alstinguish between positive and negative aspects of
health, reserving the term "health" for positive aspects and "morbidity"
for negative ones. This paper doea not make that distinction.
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women have more acute respiratory and gastrointestinal problems. A
higher percent of women than man have a chronic condition. Women have
higher prevalence rates of moderate and severe arthritis, anemias,

t:

diabetes, hypextension, and some forum of hes t disease after age 50,
and numerous other chronic conditions that c Ole discomfort but seldom
death. Women have poorer vision and nutriti n status. Finally, women
rate their health to be worse than men 6.

On the other hand, men have higher injury rates at all ages. They have
higher prevalence rates for many life-threatening Chronic conditions,
i.e., conditions that are beading causes of death. In particular, they
have higher prevalence rates of heart disease in young adulthood. Men's
chronic conditions appear to be more severe, i.e., in a more advanced
state than women's, and men have poorer hearing and dental status.

Thus, it appears that women are moye frequently ill but with relatively
mild problems. In contrast, men probably are ill less often, but their
illnesaes and injuries tend to be serious ones.

What about health behavior? Women have higher rates of restricted
activity, doctor and dentist visits, and drug use. Men have higher
hospitalization rates at short-stay hospitals after age 50, and longer
hoepital stays at all ages. Up to about age 65, men's rates of institu-
tionalization for health reasons are higher than women's. Limitations
data sometimes show higher rates for men, but sometimes for women.
Besides physical factors, psychosocial factore are very important in
determining a person's limitations in jobs, chores, mobility, and other
activities. Psychosocial factors probably boost women's limitation
rates and depress men's.

Overall, health behavior data tend to reflect the qualitative difference
in women's end men's health status: Women are more frequently ill:
this prompts more frequent disability, health services use, and drug
use. Men ere more seriously ill, leading to longer hospitalizations
and usuallY greater limitations.

From a short-term perspective, women are "sicker." But in the long
run, men's disadvantage aseerts itself. Their death rates are higher
than women's at all ages and for dll leading causes of death.

For a full review of aex differentials in healtNtatus, health
behavior, and mortality, see Verbrugge (7). For a discussion cf
recent trends in sex mortality differentials, see Verbrugge (8).

Trends in Women's Health*

In the past 20 years there have been few changes in acute diseases
for women but rather striking changes for injuries and chronic prob-
lems.

* Data for this section are age-standardized rates for all females,
not just women. Children are about 26 percent of the female popula-
tion; including them does not change the data reported here.

5 zi
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With respect to acute conditiov,: Incidence rates of respiratory,
digestive, and infective/parasitic conditions are essentially stable
for the period 1957-1978. Wosen's rates of "other acute conditions"
(ear and skin problems, headaches, genitourinary conditions, pregnancy
and related events, and musculoskeletal problems) appear to be in-
creasing slightly. Rates of restricted activity and bed disability due
to acute coalitions mirror the incidence rates: They have been quite
stable for respiratory, digestive, and infective/parasitic conditions,
and increasing a bit for "other acute conditions."

Woaen's injury rates appear to be increasing. Paralleling this,
short-term disability due to injuries, ard the number of disability
days per injury, have been increasing. Women's greater participation
in the labor force and the community may partly explain the increasing
injury rates. The injuries they suffer are apparently also more serious
than before.

With respect tb chronic comditio : The percent of women with a
"limiting chronic condition" haql been rising steadily since 1957,
especially between ages 45 and 64. The limitations are mostly in
primary, not secondary, activiti s; in other words, more and more
women are reporting that they catipot work or keep house at all, or
that they are limited in the kind or amount of job or housework they
do. This is a sobering trend which is true for women and also men.
It suggests that the population is becoming more debilitated by chronic
conditions. But the increase is partly due to earlier diagnosis of
chronic conditions and better rehabilitation. Thus, people learn
about Chronic problems earlier in life, get earlier medical care to
control, but seldom are able to cure, the problems, and they die
later.* Although the data do not tell us clearly about trends in pre-
valence of chronic conditions, they are clear about the social experience
of illness. Women are increasingly feeling impeded in social activities
because of chronic problems.

Table 1 shows health data for selected yeara between 1957 and 1978.
More details for the period 1957-72 are reported in Verbrugge (9).

SOCIAL ROLES AND WOMEN'S NEALTH--THWRY

A Model

All human activities have potential health consequences. Social roles
give people repeated exposure to certain risks. And, because of time
constraints and emotional commitments to roles, they also influence
attitudes about symptoms, attitudes about health care, and opportunities
for health care. Figure 2 is a diagram showing how social roles may
influence health.

The diagram shows that a role exposes an individual to health risks.
These risks are of three types: hazards from the role environment and
activities, life style behaviors related to the role, and role-related
stress. Stress is an especially intriguing and difficult issue. We

* Mortality rates have dropped sharply in the past decade, after years
of relative stability. Scientists believe the drop is partly due to
better prevention and control of chronic conditions, especially heart
disease.
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know little about levels of stress that women in different roles ex-
perience, efforts to cope with stress, and the effect on particular

diseases of udrelieved stress and of some coping behaviors, such as
alcohol consumption.

Major roles take considerable time, gnd they pose time constraints
en other activities. The constraints are partly objective, such as
fixed work schedules, and partly subjective, such as commitment to
a work group. Time constraints affect a person's attitudes about
symptoms and health care and also opportunities for health care. For
example, women deeply involved in child rearing may ignore symptoms of
illness or defer a doctor visit, feeling they have no time to be ill
or to get medical care for themselves. Or, working women may find that
doctors' office hours conflict with their work shift so they can rarely
get avay for medical care.

In general, "health attitudes" refers to people's perception of symp-
toms, asseasment of their severity, and readiness to take curative
or preventive actions.* "Opportunities for health care" refers to
people's ability to get adequate and appropriate health care, e.g.,
insurance coverage, regular source of care, knowledge of cancer
signs. Attitudes and opportunities are influenced by other things
besides roles, such as by ethnicity, religion, or age. Here the
focus wil, be only on how roles affect them.

Satisfaction with roles may also influence risks and health attitudes.
For example, women who detest housecleaning may tend to have more
injuries at home because they are careless or unconsciously wish
to be freed from the tasks. Women who enjoy their roles immensely
may discount the severity of flu or colds, continuing with their
usual activities.

Two aspects of morbidity must be distinguished.' "real" morbidity and
perceived morbidity. The first term refers to illness and injury
experiences which can be clinically measured or diagnosed. The second
refers to illness and injury as felt by an individual. Both views of
morbidity are perfectly legitimate for scientific study. One view is
medical; the other is sociomedical. The more risks a person encounters,
ttc more "real" morbAdity he/ste experiences. In turn, perceived mor-
bidity depends greatly on "real" morbidity. But it is also influenced
by psychosocial factors. Curative health behaviors are influenced by
perceived morbidity, by attitudes about medical care, drugs, and self-
care, and by access to medical care. Preventive health behaviora depend
on past experiences of illness and injury, health attitudes, and access
to care.

The model in Figure 1 is simplistic. There are some important "feedback"
relationships not ohown. For example, poor health can force a person to
change roles. Two other examples may be noted. Medical care may control
a chronic condition and make it asymptomatic, and cessation of smoking
may diminish risks of respiratory ailments. When feedback relationships
exist, it is difficult to interpret the association between two variables
(X, and X,): Did X, cause X

2'
did X cause X,, or did both effects occur?

eAcounter tAis issue soon in
2
more detail.

* These attitudes are commonly known as "illness behavior" (12,13).
Here the term "health attitudes" is used to distinguish between predic-
tors of health and health itself.
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Roles of Employment, Marriage, and Parenthood

Women's principal adult roles are employment, marriage, parenthood,
friendship, and community activities. Women choose one or more of
these roles And devote substantial amounts of time to them. Three
roles will be considered here: employment (a paid job), marriage,
and parenthood (presence of own children under 18 in the household).
How can eqmbinations of these roles and role satisfaction influence
health, either negatively or positively?

Employment Status

Employment exposes women to occupational hazards from job tasks, air
pollution and noise at the worksite, and commuting. Stresses may be
encountered ate job, and life habits may change to match that of
coworkers or to relieve job stresses. But employment may also have
ame 'pronounced benefits, increasing feelings of self-worth and
accomplishment, satiafying social contacts, and lending excitement
to daily'activities.

Employment may also affect health attitudes and opportunities for
health care. It is generally believed that employed women are leas
willing to perceive symptoms and take curative actions because they
have less time or less flexible time schedules than nonemployed women.
Employed women may, however, have greater access to health care due
to better insurance coverage; this would encourage symptom perception
and curative care.

What about homemakers? They, too, encounter certain risks from house-
keeping activities, stresses such as boredom and social isolation,
and stress-related behaviors such as covert drinking. Yet there are
ome benefits too: homemakers probably have fewer time constraints
than employed women.* This encourages sensitivity to illness symptoms
and time to care for them.

Considering all the minuaes and pluses, are health risks of employment
greater or less than those of keeping houee full time? It is not knout
for sure. Data are needed on specific tasks, environmental quality,
stresses, and role-related life style behaviors of employed women and
homemaker4. Moreover, there is certainly great variation &along
employed women in the risks encountered, depending on the occupation.

In summary, we cannot state straightforward hypotheses about how employ-
ment influences health. Assuming that there are some health benefits
and aome disadvantages, is the net effect on health a positive or nega-
tive one? Are the effects mainly due to risks or to health attitudes
and opportunities? Does an association between employment and health
mean that employment actually influences health? For examqle, if
employed women are healthier than nonemployed ones, does --is mean
that employment promotes health (social causation) or that healthy
women become employed and remain employed more than unhealthy ones
(social selection)? This issue of social causation vs. social selec-
tion has troubled social scientists for years, and research has not
yet resolved it.

*The critical factor may be flexibility in schedules rather than
the amount of free time, but this remains to be demonstrated.
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Marital Status

Marriage is thought to promote good health since it offers companion-
ship, affection, a regular domestic life, and care when illness or
injury occura. Thus, it may reduce risks because of less stress and
better daily habits. In addition, marriage may encourage positive
health attitudes, and a greater readiness to perceive sibsptoms, take
curative actions, have good preventive health habits, and get preventive
examinations. Social scientists have not suggested any negative aapects
of marriage for health. There May be some factors, such as increased
risks of infection or stresses from the need to coordinate one's life
with another person, but presumably they are relatively minor.

Which of the nonmarried have the greatest risks and Worst health
attitudea? Social scientiats generally believe that divorced and
separated people experience the most stress, most disrupted daily
lives, and most loss of companionship, not only from the loss of a
spouse but also from loss of mutual friends. Widowed people may
rank next. ,Single (never-married) people may be most similar to
married ones. They have not experienced loss of a spouse, they have
good opportunities for social contact outside home, and they do not
have demands upon them from a mate for time and attention.*

Once again, the issue is social causation vs. social selection. As
stated above, marital status may influence health. Or the other hand,
health can influence marital status: People with longterm health prob-
lems may tend to remain single. And healthy people who marry, but then
incur a serious chronic condition, may tend to become divorced or sepa-
rated, if the illness reduces marital happiness and causes discord. The

issue of social causation vs. social selection for marriage and health
has been discussed often, but scientific evidence is scant.

Parenthood (Presence of Children)

In most families women have principal responsibility for child care.
Child rearing may have some very positive effects on women's health,
providing feelings of worth and constant intimate contact. On the
other hand, responsibilities for children may be so persistent and
great that women become fatigued and vulnerable to illness. Apart
from fatigue, constant contact with chi.dren may increaal risks of
infectious diseases. Overall, it is not known whether risks increase
or decrease from child care activities and responsibilities. The dis-
tinction between activities and responsibilitiesIs important, since
employed women with children can reduce child care activities by hiring
a sitter.

Having children may also affect health attitudes. Child care activi-
ties may inhibit women from perceiving symptoms, staying in bed, or
seeing a doctor when ill. An alternative hypotheais is that the

* Although single people tend to be young, and widowed people tend
to be elderly, the features of marital status are stated irrespective
of age.

6,)



56

recognition that one's good health is neceasary to fulfill home responsi-
bilities may spur symptom awareness, curative care, and preventive care.
In short, we simply do not know how parenthood affects health attitudes.*

Multiple Roles

Multiple roles refers to having two or more principal social roles.
How-is health affected? Does adding several roles simply give a person
the sum total of health benefits or debits of each one? Or do certain
configurations have special effects on heilth? Por example, consider
an employed, nonmarried mother. Her employment and parenthood roles
may each reduce the time available for personal health, but the combina-
tion may have an "extra" negative effect. Readers may recognize the
distinction between additive effects (each role simply adds ,its impact,
and no more) and interaction effects (each role has an impact, but the
combination of roles has an extra effect).

It is common to cite the negative aspects of multiple roles and how
they can cause role overload and role conflict. Overload refers to
too many, demands on time. Conflict refers to incompatible expectations
from-one's various roles. Both cause role strain.

If this is true, the more roles a person has, the more role overload
and negative consequences for health might be expected. And combina-
tions Which cause role conflict will increase stress and jeopardize
health for example, in the case of a woman executive who must travel
often and has a spouse and young dhildren.

Hut multiple roles may also enhance health. People with multiple
roles gain more privileges, security, resources, and feelings of
self-esteem (16). They learn to use their time wel/ (17). Their
greater social involvement and achievement enhance feeling of satis-
faction (18). All of these factors reduce stress, stress-related
life styles, and possibly attention to symptomE, with a positive
effect on health.

Tbe other side of the coin
gives people more time and
boredom, social isolation,
person's attention to body
toms, and increase medical
empathic interaction.

is absence of roles: Having few roles
avoids conflict. Hut it can cause
and strese. It may also increase a
discomforts, encourage psychosomatic symp-
care visits partly because of need for

* An interesting topic, somewhat related to the discussion, is how
living arrangements influence health. Does living alone lead to
poorer health, compared to living with relatives or nonrelatives?
Kobrin and Hendershot (14) show that people living alone have higher
death rates than those living with someone. There has been no com-
parable analysis for health. A few results may be found in Rivkin
(15): women in nuclear families have fewer symptoms than those living
alone or in extended families. Living arrangements are correlated with
other family status variables such as marital statue and presence of
children, but the underlying question remains: Does companionship at
home promote good health? There are ample published data from the
Health Interview Survey with which to study this question (10).
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In this paper, the term "multiple roles" refers to having two or
more of the roles of employment, marriage, and parenthood. The term,
"role combination" is more general, r,eferring to any mix of employ-
ment, marriage, and parenthood. As xamples: employed married women
have multiple roles and also a particular role combination (employ-
ment + marriage + nonparent). Nonemployed divorced mothers have one
role (parenthood) and a role combination (nonemployment + nonmarriage
*parenthood).*

Role Satisfaction

A critical factor in a woman'a health may be how satisfied she is with
her roles, no matter what they are. It may be just as important to
know how pleased 4 woman is with her activities as what those activi-
ties are. Feelings about roles may influence risks and attitudes to
illness. If dissatisfied women feel more stressed and adopt unhealth-
ful life styles, risks of illness and injury increase. Also, dis-
satisfied womenmay perceive body discomforts more readily and con-
sider them to be more serious than role-satisfied women. Both the
risks and attitudes could prompt more disability, drug use, and
medical care.**

Whenever possible, role satisfaction should be taken into account
when we study roles and women's health. In and of itself, role
dissatisfaction may have an important effect on health. Moreover,
dissatisfaction with some role combinations may have especially
deleterious effects. For example, employed divorced mothers who
dislike their job may be ill especially often1 compared with similar
women who like their joba.***

k In popular usage, multiple or dual roles often mean marriage plus
employment for women. Note that the definition used here is different.
Here, two or more principal rolea are referred to as multiple roles.
This means a married woman with young children haa multiple roles, just
as a married working woman has multiple roles.

kk On the other hand, diasatisfaction could decrease curative and pre-
ventive behaviors if women loae their motivation to atay well. I

think this appears to be less likely than the first hypothesis.

kkk Another approach to this issue is to measure sex-role attitudes
of men and woman, characterize them as traditional or nontraditional,
and see how that is related to health. More psychologically inclined
researchers would study gender identification, and characterize people
as feminine, masculine, or androgynous. It is thought that people
with traditional roles, but nontraditional attitudes, are very stressed
and suffer poor mental and physical health. Role satisfaction is not
measured; it would be an intervening variable between the predictors
(roles and sex-role attitudes) and health. Both the sex-role attitudes
and role-satisfaction approaches are legitimate and informative. It
may be preferable to measure role aatisfaction directly, recognizing
that sex-role attitude is one of the causal factors underlying satisfac-
tion. The ideal approach may be to meaaure both roia satisfaction and
sex-role attitudes if one really wants to know what causes satisfaction
and dissatisfaction. Regardless of the approach, the point is to find
out how subjective feelings about roles influence health, cmpared with
the objective aspects of one's role.
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Summary

No simple predictions can ba made about, the influence of social roles

on health: employment and parenthood each have some positive and some

negative effects. Marriage appears to have mostly positive effects.
MAtiple roles probably have some distinct benefits and disadvantages
for health. -In sum, we cannot say for sure whether the net effect of
employment, marriage, parenthood, and multiple roles is positive or
negative.

Let us turn to data on how women's social roles and health are related.
This will give us clues about whether certain roles have overall posi-
tive or negative effects on health. Ultimately, the proof will come

from detailed studies of specific risks, health attitudes, and health
cira opportunities for women in various roles.

SOCIAL ROLES AND WOMEN'S HEALTH - -FACTS

In the following section published research and new results from
several sources will be reviewed. Some new sources are: (a) Tabulations
from the national Health Interview Survey (HIS) by employment slatue,
marital status, presence of children, age, and sex, currently aging
analysed by Madam and Verbruggg (19). Here, health status and dis-
ability for women will be discussed by employment and marital status,
for HIS 1977-78.* (b) Recent HIS report on occupational differentials
in health is used (20). (c) 1978 study of women's and men's health
in Detroit is used to assess the impact of multiple roles, and role
satisfaction on health. For details about the Health In Detroit study
(HID), see Verbrugge (21,22). Whenever possible, comparisons will be

made with men in similar roles.

Employment Status

Currently employed yomen have better
than women who are unemployed or not
in the labor force (homemakers) have
disability.

Table 2 showm that currentfy employed
within all age groups. They have the
activity daya, bed days, and activity

health status and less disability
in the labor force.** Women not
the worst health status and most

women rate their health best,
lowest rates of restricted
limitations from chronic condi-

* The project examines role effects on women and men's health and
changes over time in these effects. Tabulations for three time
perieds are being used (1964-65, 1972-73, 1977-78). Descriptive and
multivariate analyses are reported in Madans and Verbrugge (19).

** Tbe term "labor force" includes "currently employed" plus "un-

employed" people. Currently employed people have paid jobs. Un-

esployed people have no jobs or are Laid off. All are looking for

employment. People "not in the labor force" have no paid job and
are not looking for one. These are typically homemakers, students,

and retired or disabled people. Most women not in the labor force

are homemakers. In this paper all women not in the labor force will

be designated as "homemakers."
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tious. In contrast, homemakers of all ages report worst health status
and usually most short-term and long-term disability. Homemakers with
limitations often 'say they cannot perform their main role (keeping
house) at all.* These differentials appear for both white and black
women (data not shown). HID data strongly concur wi h these HIS results.

previous research has similar results: nonworking 'men tend to have
higher rates of acute illness, chronic conditions, restricted activity,
doctor visits, and psychotrophic drug use (15,23,24,25,26,27).

Only a few results contradict this association of employment with good
health. Rice and Cugliani (25) studied women with no ch;onic limita-
tion, i.e., women who were quite healthy. For most health indicators,
employed women were healthier than homemakers but they did have higher
acute illness rates. Table 2 also shows this pattern, for all women.
It is difficult to think of plausible explanation. Also, full-time
employed women had higher risks of coronary heart disease than part-time
workers or housewives (28). Similarly, Framingham data showed slightly
higher rates of coronary heart disease among employed women than house-
wives, although the differences were not statistically significant (29).**
However, hypertension rates were lower for full-time employed women (28),
possibly because ill women left the labor force.

What about men? The overall picture is similar: currently employed
men are healthier than unemployed men. They, in turn, are notably
healthier than men not in the Labor force.

When employed women and employed men are compared, sex differences
remain: employed women still have higher rates of restricted
activity, bed days, and work loss days; they rate their health to be
worse; and they have fewer chronic limitations (data not shown). Home-
makers are even more sick compared with employed men; in fact, they
have many more chronic limitations. The limitations data suggest that
men remain employed in spite of chronic problems, whereas women tend
to eschew employment or quit work.

ospj_a_atka

White-collar workers experience numerous acute ailments which are not
especially disabling. Low-status occupation groups have the highest
chronic disability, and they tend to have highest short-term disability
and hospitalization of all employed groups. Unemployed women, however,
have the poorest health status, especially for chronic conditions.

*Because of the way questions are asked, a few currently employed
women report that they cannot perform their main actIvity. Readers
should focus on responses for the other two categories: limitation
in kind or amount of activity, and limitation in secondary activities.
The author also has 1972-73 HIS tabulations of health indicators by
"usual activity." This is the individual's usual role in the past
year (see Footnote b) Table 2). Differentials in health of women
whose usual activity was "working" or "keeping house" are similar to
those for "currently employed" and "not in labor force" groups. This
is because most people's usual role is the same as their current role
at the time of the interview.

** See the paper by Haynes and Feinleib in this volume.
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Occupation data tell us how health varies among working women. Table 3

shows health indicators for four groups of employed women, plue un-

employed ones.

Consider first currently employed women. White-collar women, especially

professional/technical ones, have frequent acute ailments but few

chronic ones. They have medium levels of reatricted activity and
hospitalization, but they visit doctors often, ,possibly for preventive

reasons. Blue-collar women have high rates of disability and health

services use, but they do not have especially high morbidity rates. Are

their acute health problems relatively serious ones? Services workers

are relatively sick with both acute and chronic conditions. Chronic

problems are especially prevalent for private household workers. Women
may find it feasible to remain employed in private household work
despite health problems. Farm workers have high rates of limitation,

but they do not take many health curativt actione. There is little

variation in women's injury rates by occupation. This is in eharp

contrast to men; blue-collar men have much higher rates than other

groups. Do women blue-collar workers have relatively safe jobs, so
that their risks are comparable to other employed women?

Consider unemployed women. They are troubled by recent chronic prob-

lems, and they have the highest rates of restricted activity and
medical care shown in Table 3. By definition, unemployed women are
looking for work, but they may have had trouble finding a job becauee

of health problems.

Employed and unemployed men show similar profile:: to women, with the
exception of injuries, noted above. Comparing men and women in the
same occupation group, women usually continue to haii higher morbidity,
more short-term disability and health services use, and lesa chronic

limitation. Thus, in the same general occupation group, men and women
do noe'Aave identical health atatq and health behavior; the overall
sex difference persists, although it is attenuated.*

It would be convenient if occupation differentials reflected job
hazard:: (and maybe risks from job-related stress and life styles).
But occupation groups vary in their attitudes and life styles for
reasons unconnected with their jolte, and these, too, cause health

differentials. The semmeries here are interesting, but they do not

really tell us why occupation groups differ.**

* An interesting anomaly in the sex comparisons: white-collar women

report higher injury rates than white-collar men. This difference

appears for all specific groups (profesaional/technical, administrator/
manager, sa/es, clerical). Data on where the injuries occurred suggest
the female's excess is due mainly to injuriee sustained at home, not at

work.

** Readers are encouraged to look at detailed data for the 12 specific
occupations, which show more variation in the size and direction of

sex differentials. Occupational differentials are also available for

an earlier period, (1961-63) (30). For 1961-63, all people in the

labor force are categorized by occupation. But 4or 1975-76 (20), only

currently employed people are categorized by occdpation.
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6
Marital Status

c
Married women have better heal h status than nonmarried women, and
have particularly low rates of chronic limitations. Divorced and
separated women appear to have he worst health status and relatively
high disabili.ty rates.

Research on marital differentials for health consistently shows that
married women are healthieet (15,31,32,33,34,35,36,37). Quoting
from a recent review:

"[Harried people) have rather low acute condition rates and the lowest
rates:nf limiting chron4c conditions and work disabling conditions.

...(They) have inte7Olate chronic prevalence rates, but the condi-
tions seldom reatric, their social involvement. DisabilitY days per
condition and hearth services use are intermediate. The average
lenglth of stay for a hospital episode is shortest, anA rates of institu-
tionalization are lowest" (36, p.282).

.Divorced/separated women are least healthy:

"Thef have the highest rates of acute and limiting chronic conditions.
Health examination data show them second only to widowed people in
prevalence of chronic conditions. They suffer the most partial work
diaahility, and rank second for complete work disability. When ill
or injured, divorced and separated people take the most disability
days per condition, particularly for injuries. They have the most
'average physician visits per year, high hospitalization rates, and
the longest hospital stays,' (36, p.280).

-

Never-macrie4 and widowed women are intermediate. The profile for
nevnr-marrieds is intriguing. They have high institutionalization
rates, especially at early ages. This.partly reflects serious
physical prOblems (possibly congenital or permanent ones), partly
the absence of home care opportunities and of family responsibilities
during their adult years. The data suggest that social selection
operates to keep unhealthy people single (never-married). There is
not much evidence for social capsation, that being single impairs
health.

HID and HIS data generally confirm these differentials. Table 4
shows howhealth varies by marital status for wmen in the labor
force and for those not in the labor force (HIS). Notice how sharply
health varies for homemakers; divorced and separated homemakers are
really very ill. The results look similar for white and black women
(data not shown) .*

Hen show similar differentials in health by marital status. Con-
trolling for marital status, women still tend to have worse general
health status, more acute conditions, fewer zhronic limitationa, and
to engage in more health actions than men.

* There is an anomaly for women in the labor force. Young siegle
women are generally healthier than married ones. When young (17-44),
married women have more reproductive health events than single women;
this partly accounts for more short-term disability for them.

13u
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Mona lify rates tell the same story as health cinta: married people

have the lowest age-standardized death rates, followed by never-

married, then widowed people. Divorced people have the highest mor-

tality rates.*

Parenthood

The research evidence is inconsistent abov how parenthood affects
women's health. It usually shows .hat women with few or no children

have bigher rates of symptoms (15,38). They also have more restricted
activity days and are more inclined to adopt the sick role (38,39).
However, one study finds nu relationship between number of children

and blood pressure (40), and another find* a positive relationship
bmodeen number of children and health problems (27). There is also

some research which shows no relationship between number of children
and disability days, doctor visits, nonprescription drug uie, or lay
conversations about health (15,27).. What is the effect of children's

age? Women with young children apparently experience an increase
of symptoms and use of health care. Mothers with preschool and
school-age children have higher morbidity than mothers with teenage

cbildren (15). Woods and Hu Ike (27) report similar results, but the

difference is nor significant. Women with preschool children are
more likely to adopt the sick role or take some curative actions
than those with school-age children (15,27,39,41).

In summary, having several children (rather than one or none) is
sometimes related to good health status and little restricted activity.
By contrast, having very young children seems to boost symptoms and

curative care. Inconsistent results may be pdrtly due to very
different kinds of samples in the studies cited above. In reviewing

the evidence, it would appear that the number and ages of children do
influence symptom perception and curative behavior, bur more research

is needed on the topic. In particular, it cannot be sail whether number

and ages are equally important, or if certain combinations such as large
families with several preschoolers have especially strong effects on

women's health.

Analysis of HID data shows that mothers with one or more children at
home generally have better health than nonmothers (data not shown).
Results by number and ages of children are forthcoming.

There is no literature on how parenthood affects men's health. Tradi-

tionally men have had _fewer responsibilities for child care than women

but more for family income. Research.on how children influence men's
health in both a traditional setting and a modern oue (With more
sharing of cnild care and income responsibilitiel) is pertinent.
Analyses of HID and HIS data will provide some answers (19,42).

Multiple Roles

Having sever tl key roles is associated with good health 8 ratus. It

also shifts women's preferences toward medical care for symptoms

instead of slf-care. But there may be limits to the number of rules

a woman can accommodate. Women with very many roles sometimes have
worse healtt. than women with a modest number of roles. What does'pre-

vious resear.h say about multiple roles and health status?

/

4(

* For a full l
/

ist of references about marital differentials in r-

tality, see torbrugge (35, p. 267).

U
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Women with a modest number of roles appear to have the beat ,health.
Harried women who have been employed full time for over a year but
do not have preschool children, and women who work part time and
do have preschoolers, have fewer chronic problem than more involved
women (full-time workers with preschoolers) and less involved ones
(26). Having few or "no" roles is associated.with poor healtk.
Housewives with school-age Children who have, never been employed
have more chronic problems than wo n with more responaibilities
(26). Spouseless women who are raijsing Children have poorer health
than married mothers (32). A larg number of roles may tax hoalth.
'Women with high role density (a fufiction of number of ages of chil-
dren, employment statua, and recent family illness) have the most
health problems (27). In the Framimgham study, the more children
working women re:sed, the higher their coronary heart disease rates
(29). Working mothers and those with high role density tend to have
less restricted activity than other women but more doctor visits
(15,24,27).

The Health In Detroit (HID) study and the 1977-78 Health Interview
Survey (HIS) provide insight into how multiple rolea affect women's
health.* In the Detroit study women who had three roles (employed,
married, children) had the best general health status, lowest mor-
bidity, least long-term disability, and Least drug use. The HIS
data also showed that multiple roles and good health were linked:
employed married women had the best health statuscleast restricted
activity, and least chronic limitation. (Parenthood was not included
in these analyses.) This was true at all ages (17-44, 45,64, 65-1.-)
and for white and black women, with few exceptions. In contrast,
women with none of these roles (nonmarried, nenemployed, without
children) had the worst health status, most disability, most doctor
visits, and relatively high drug use. The HIS study cOncurred: non-
married women who were not in the labor force clearly had worst
health.

As in prior rt.search, it appears that employed women are more likely
to use health services than they are to restrict activities. Both
the HID and the HIS ctudy showed that employment is more strongly
associated with good health than marriage or parenthood. This was
true for both white and black women. Accumulating roles had additive
effects. There was no special interactive effect (positive or negt-
tive) from multiple roles.

All of the results above were age controlled. Thus, the fact that
women in certain role combinations are older, or younger, does nor
affect the findings. Table 5 shows selected results from the HID
and HIS studies.

In summary, evidence is growing that emplewment, marriage, and parent-
hood all are -related to good health for wmen. Employment is the most

* The HID results include croastabulations, analysis of variance,
and regressions. Predictor variables are employment status (20 or
more hours per week vs. 0-20 hours), marital status (married vs. not
married) and presence of own children at home (1 or more vs. none).
For further results, see Verbrug4e (42). The HIS results pertain to
emplorment status (currently employed vs. unemployed vs. not in labor
force) and marital status (married vs. not married). Presence of chil-
dren is being incorporated into the analyeis. Detailed results are
forthcoming (19).



64

critical of the three roles. The roles appear to have additive
effects--two of them are better than one, and three are best

of all, but there is no special effect for having several roles.

Do multiple roles affect men's health in a similar way? There

is no prior research on the question. Analyses of HID and HIS

data will provide answers (19,42).

, Role Satisfaction

There is virtually no evidence about how role satiefaCtion is re-

lated to women's health, but we can offer a few suggestions: happily

married women are healthier than unhavpily married ones (35). Home-

makers who prefer tetbe employed are less healthy than other home-

makers (44). Women who find family and kin very important in their

lives are less inclined to adopt the sick role than women with low

family orientation (39).

Housewives who feel tease about their housework have higher blood
pressure Olan housewives who are not tense. For working women, low

job achievement, dissatisfaction with job, and high commitment to job

are all related to high blood pressure (40). How role satisfaction
relates to women's health is certainly an important area fur future

research.

Discussion

The following ia a summary of What is known about social roles nnd
women's health, what is not known, and what can be hypothesized
about the unknowns.

Employment is poeitively related to health. Employed women have

better health status and take fewer curative actions than nonemployed
women. Marriage is positively related to health. Married women have

the best health, followed by never-married, then widowed women.
Divorced and separated women have poorest health. Parenthood (having

one or more children at home) has a small positive effect, too, but

how the number and dges of children influence health is unclear.

There are three major unknowns:

First, and most important, how much does social selection affect

these relationships? uur guess is that selection is a strong factor
for women, that healthy women tend to become employed, married, and
parents, whereas unhealthy ones cannot or choose not to try. When

we note the very poor health of nonmarried, nonemployed women, it
is difficult to avoid thinking about selection. It is hard to be-

lieve that nonemployment and nonmarriage are so stressful that they

alone cause exceedingly poor health. I suspect that both social
selection and social causation are involved in women's health
differentials, but selection may be a very prominent factor.

Second, considering just. social causation: What accounts for the

net positive effect of employment anu marriage (and maybe parent-

hood) on health? Are risks of illness and injury really less for
employed women and married women because of fewer environmental
hazards', less stress, or safer life styles? (It should be noted

that the risks may be higher but if they are offset by lower ones,
the net effect is positive.) Are these women less likely to pert ,e
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symOtoms or less likely to take curative actions because they are
busy in their roles? We do not know how much the better health
and 11ealth attituAmeand opportunities for health care of these
women is due to lower physical risks or to greater commitments. One
posTible profile is this: employment may increase some stresses but
also increase life satisfaction, so that net stress is less for
employed women than nonemployed ones. In addition, time constvaints
make employed women less sensitive to health problems and less willing
to take time off because of them. This is just one profile among many
possible ones.

Third, what aspects of parenthood influence health? Do the number
and ages of children have an impact? If so, what risks and atti-
tudes due specifically to parenthood underlie the effects?

Employment is more strongly related to health than marriage is.*
How much this reflects selection rather than causation is a critical
issue. "It may be that unhealthy women more easily find a mate than
a job. If so, this can explain why employed women are much healthier
than nonemployed ones, whereas married and nonmarried women differ lesa.
Social causation may also be involved. If employment tends to be time-
demanding or satisfying, health problems may be less frequent and often
ignored.

Blue-collar workers appear to have more serious health problems than
other workers. But unemployed women (who are looking for a job) are
even more troubled by chronic problems. How much unemployment has
harmed health vs. how much poor health inhibits finding a job, is un-
known.

Occupation differentials are not always large, nor do rhey give us
clear profiles of health for particular occupation groups. The
differentials cannot be readily used to see which occupations are
most hazer.dous. This task requires more direct and detailed research.

The more roles women have, the better their health. Women with few
roles have poorest health. Women with three major roles (employment,
marriage, parenthood) tend to have the best health status and to
engage in fewest- curative actions. Borh selection and causation are
factors: only the healthiest women can manage several roles. On
the other hand, multiple roles give women several sources Of satis-
faction and achievement, at least within the limits we have explored.

It appears that multiple roles have an additive effect. Each role
contributes to good health, but there is no special effect when the
three occur together. There is no evidence thar having several
roles, especially employment and marriage, harms health. The issue
of additive vn. interaction effects is a very important one and it
must be studied further.

It is very possible rhar a modest number of key roles is best for
health but that many roles lead to worse health. The rationale is
that although rhe potential personal rewards of numerous roles are
high, rhe demands on rime are very great. Probably only women with

* Other researchers have hypothesized that employment is lebs impor-
tant than family pressures (12), but the evidence appears to be the
opposite.

,
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there is a selection factor.
will fail, and serious health
tion merits research. Coping
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ever adopt numerous roles. Thus,

HoWaver, sometimes these abilities
consequences can ensue. This clues-

skills and the number of key roles are

Regardless of the number of roles a woman has, role satisfaction

may be a powerful determinant of her health. Women who ere dia-

satisfied with their main activities are probably prone to depres-
sion, and psychogenic illnesses, sensitive to body discomforts, and

inclined to worry aboutAhealth. Increased risks and attitudes about

illness will boost women's morbidity. Moreover, they may adopt the

sick role and make doctor visits partly to secure empathy and attention.

Dissatisfied men may respond similarly. Research is needed that focuses

on the relationship between role satisfaction and women's (end men's)

health.

One hypothesis is that social roles are celated to men's health in
similar but not identical ways as uhey are to women's. Analysis

of the HIS data shout that employment and marriage are positively
related to men's health, but there are some differences. Employ-

ment is more important for men's good health than for women's.

This means that nonemployed men are very ill compared to employed
ones, arid there is a greater difference between nonemployed and

employed men than between nonemployed and employed women. Selection

is probably important here. Hen are expected to be employed. Men who

are quite ill do find jobs, and only the mdst ill remain unemployed.

For women, employment is more discretionary. Thus, the health

differential for man is larger than for women.

On the other hand, marriage seems more important for women (20).
This means that nonmarried women are very ill compared to married

ones. There is a greater difference between nonmarried and married

men than their female counterparts. There is no ready explanation

for this. Traditionally, men have fewer child care activities or
responsibilities than women, so children pose fewer direct time

constraints. But they do pose income-earning responsibilities.
All told, it is probable that the number and ages of children have
less impact on men's health than on women's, but this remains to

be tested.

The effect of employment, marriage, parenthood, and multiple roles
upon health could be different for men and women. Employment has

different meaning and implications for women and men. For many

women, a job is a secondary source of household income and it is

psychologically not embedded in a career framework. For most men,

it is a mandatory adult role which cannot be easily interrupted or
dropped. Job hazards, job stresses and strategiea to cope with
them, job-related life styles, and feelinga about time may differ

for the sexes. As noted above, initial selection into the labor

force may be quite different. Similarly, we do not know exactly what

aspects of marriage or parenthood promote health of men and women,

* In situations with numerous roles, the combination may be important.
Unusual combinations may be specially difficult. Recall Woods and

Hulka's findings (27) for high role densihy. one of the roles wail

caring for a sick family member. It is probably the type of role

rather than just an added one which caused petple with high role
density to report,worse personal health.
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or how stroag social selection is for each sex. Finally, if the
three social roles are related to good health for women and men,
it can be for some rather different reasons. Many of the social
processes are probably very similar for men and women, but we
-have yet Go measure those similarities and any differences.

As noted earlier, there are large sex differentials in health.
When men and women in the same social roles are compared,,the
sex differences narro0but they seldom disappear. This means
there are some important reasons for male-female differences in
health that are not due to their social roles. Some of these
reasons are pregnancy and other reproductive events which are
iaportant for women, health attitudes ehat influence symptom

perception and willingness to take curative actions based on
other than one's current roles, and stresses and life kyle be-
haviors not related to one's roles (7). Same researchers are
now studying the relative importance of roles vs. these other
factors in accounting for male-female differences in health.

Conelusion

Having multiple roles such as employment, marriage and parenthood
has been traditional for men. It is becoming more common for
women. Why are scientists 4nd policymakers so concerned about
women having multiple roles? No one worried much about men having
them.

One answer is: marriage and parenthood have been women's primary
roles, with employment a secondary one. Increasingly, women view
employment as a key role, too. To many observers, this means that
women make greater time commitments and have greater emotional
responsibilities than men in comparable roles do. Traditionally,
marriage and parent roles have 'been less demanding for men than
women, ao, the trio of roles has "added up" to fewer demands upon
them. Biel commitment to several primary roles could generate role
overload and role conflict. Some women adapt, organizing their
activities and making accommodations so they feel little strain.
Others fail to cope, and they suffer negative health consequences.

The evidence to date is that multiple roles, in particuiar the
trio 6f employment, marriage, and parenthood, are associated with
women's health. That is a sweeping statement, and it certainly
does not apply to all women or to ill.occupations. Role strain may
be very severe for women in particular jobs or household situations.
The strain oan be due to structural factors, such as income and
promotion discr,mination, or to personal ones, such as inefficient
scheduling of one's activities.

The long-term ,..onsequences of multiple roles on women's health are
not known, but the evidence looks very positive. In several decades,
multiple roles for women will be as common and expected as they are
for nen. Hen will accept more domestic responsibilities, so home
management will be more equal for the sexes. Public and private
agencies will offer more domestic services. In addition, women
will probably have better skills for coping with demands of multiple
roles. Socialization will ease the way: girls will anticipate mul-
tiple roles and psychologically prepare for them. Boys will antici-
pate more marital and child care responsibilities.

7
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This may seem to be a shanguine view to people who are legitimately
concerned about the contemporary women who have trouble coping with
multiple roles. Scientific work should be aimed at identifying
which specific role configurations and psychological characteristics
are mRst troublesome and deleterious for health. PuIllic actions

should be aimed at making multiple roles easier for women by re
ducing structural impediments and increasing women's coping skills.
But overall, having active multiple roles seems to benefit women

who are oble to engage in them. We can only expect th e. benefit to

increase, and more women to enjoy it, as sex roles become more similar

for men and women.

One further point: if women and man begin to have more similar
roles, we can expeci their health and mortality profiles to become
more similar. That does not mean that risks for women necessarily
increase. The declining death rate in the 1970's may well continue,
with both sexes enjoying greater longevity. But the difference be
tween them will diminish. There is nothing fearsome about this.
If both sexes adopt more healthful life styles over time, and if
occupational risks decline for both sexes, they both will derive
bensfits.

Thus, active roles appear to be good for women and men. And if
risks from the environment and from personal life styles decrease,
they will become more alike in health and life span. Public actions

should encourage this, and we should welcome the outcome.
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Table 1. Trends in women's health, 1957-78, incidence, short-term disability, and limitations (data shown for aelected

years)

AcIte Conditions: (Rates per 100 persons per year)a

Incidenceb Restricted Activity Days Bed Days

1961-2 1971-2 1977-8 1961-2 1971-2 1977-8 1961-2 1971-2 1977-8

All Acute Conditions 233 236 239 978 1032 1095 433 464 518c

Infective and parasitic
diseases 28 26 27 117 106 104 57 52 56

Respiratory conditions 134 128 129 462 498 505 219 246 266

Digestive system conditions 14 13 11 47 52 50 22 23 23

Injuries 24 26- 30 119 170 199 38 54 61

Other acute conditions 34 43 42 222 205 237 97 89 112

Chronic Conditions: Limitations (Percent)
d

1959-61 1965-7 1972 19781957-8

Ages 45-64
No limiting chronic condition 82.8 82.1 82.2 80.1 77.0

Limited but not in major activity NA 5.9 5.7 4.5 5.5

Limited in major activity NA 11.9 12.1 15.4 17.5

Ages 65+
No limiting chronic condition 57.2 58.9 59.4 59.5 57.3

Limited but not in major activity NA 8.6 8.0 6.4 7.8

Limited in major activity NA 32.5 32.6 34.1 34.9

Source: For acute condition data (10), Series 10, Nos. 1, 88, 132. For chronic limitation data (11),

Series B, Nos. 11, 36; and (10), Series 10, Nos. 61, 96, 130.
a-Rates are age-standardized to the age distribution of the 1940 U.S. population.
b-In the Health Interview Survey, acute conditions include only those necesaitating restricted activity or medical care

c-Abnormslly high because of an epidemic of respiratory conditions.
d-See Footnote b of Table 2 for definitions. 0



Table 2. Health status and disability of womgn by paployment status and age, Health Interview Survey, 1977-78

Percent vho say their health
status is "excellent" or "good"a

Currently
Employed

Unemployed Not in
Labor Force
(Homemakers)

Age: 17-44 91.9 88.0 86.7
45-64 85.6 80.2 73.5
65+ 85.2 83.3 68.1

Incidencis of acute conditions
(par person per year)
Age: 17-44 2.6 2.3 2.3

45-64 1.6 1.5 1.4
65+ 1.2 1.9 1.2

Restricted activity days
(par person per year)
Age: 17-44 13.5 23.8 19.6

45-64 15.4 42.2 29.7
65+

lad days (per person per year)
17.9 37.7 43.7

Age: 17-44 5.4 10.6 8.5
45-64 5.2 13.0 13.6
65+ 6.4 0.4 16.2

Percent with any liultation of
activity from chronic conditionb
Age: 17-44 5.7 9.1 10.5

45-64 12.1 22.8 32.1
65+ 19.8 23.1 43.3

Source: Unpublished tabulations, Health Interview Survey, 1977-78.
a-Response categories are excellent, good, fair, and poor.
b-People are classified by their usual major activity in the past year.
Those who report working, being retired, or something else, are asked if they have any current work limitations due to
chronic conditions. Those who report keeping house are asked about current limitattuns in housekeeping. And those who
report going to school are asked about current limitations in school type or school attendance.



a
Table 3. Health statue and disability of women in the labor forLe, by ocupation group, Health Interview Survey 1975-76

White
Collar

Blue

Collar
Service Farm Unemployed

Incidence of acute condition.
(per 100 persons per year) 221 188 217 181 220

Incidence of injuries 28 30 31 (36) 29
Incidence of acute

. respiratory condition. 123 94 111 (74) 111

Restricted activity days
(per person per year) 13 17 14 10 28

Percent with any limitation
of activity from chronic
tomdition

7.9 9.2 11.1 11.7 13 1

Physician visits
(per person per year) 5.7 5.4 5.3 4.5 7.0

Discharges from short-stay
hospitals (per 100 persons
per year)

13.4 15.8 12.9 (6.6) 22.7

Source: C.S. Wilder (20).
( ) denotes rate with high sampling variability (relative standard error > 30%). See Wilder (20) for details.
a-This table refer. to people in the labor force at time of interview. Currently employed people are classified by their
occupation. Unemployed people are not classified by their p-evious occupation and are grouped together.
Wilder (20) shows rates for 4 general occupation groups (white collar, blue collar, service, farm) and also for 12 more
detailed groups (professional/technical, manager/administrator, etc.) (Note: white collar profeosional/technical,
manager/administrator, males, and clerical; blue collar craftsmen, operatives, and laborers.)

b1.



Table 4. Health atatus and diaability of women by marital status and age, Health Interview Survey, 1977-78
..' "

In the Labor Force Not in the Labor Force
Harried Never Widowed Divoi7

mprried aeparated
Married, Never

married
Widow.d Divorced/

seElEllSa_
Percent who say their health
is "excellent" or "good"

Age: 17-44 91.7 93.1 89.6 86.9 88.9 85.9 65.6 66.5
45-64 85.6 86.6. 84.8 83.0 73.5 58.5 55.1 38.9
65+ 82.1 81.2 88.6 82.1 66.8 72.6 68.8 66.9

Incidence of acute condi-
tions (per person per year)

Age: 17-.44 2.4 2.6 2.3 3.1 2.3 2.1 2.9 3.3
45-64 1.5 1.5 1.7 2.1 1.4 1.5 1.5 2.3
65+ 1.4 0.4 1.2 1.2 1.1 1.2 1.2 1.6 ,

Restricted activity days
(per person per year)

A8e: 17-44 14.5 11.4 8.8 22.8 17.8 16.8 35.9 47.4
45-64 14.9 15.5 18.5 24.2 29.7 49.8 65.4 89.2
65+ 17.1 13.7 19.2 31.6 41.4 32.3 45.8 56.8

Bed days Cper person per
year)

Age: 17-44 5.7 5.0 5.4 9.3 7.4 8.5 15.5 19.5
45-.64 5.1 5.5 6.4 7.2 10.6 17.9 22.1 35.3
65+ 7.0 5.4 5.5 6.1 15.9 14.3 16.6 18.2

Percent with any limitation
of activity from chronic
condition

Age: 17-44 5.9 4.9 8.6 9.3 8.4 12.0 24.6 27.3
45-64 / .., 11.1 14.7 15.7 15.7 26.7 49.6 47.8 6444
65+ 18.8 21.0 18.9 30.4 39.0 38.7 46.9 47.8

-1--
Source: Unpublished tabulations, Health Interview Survey, 1977-78.



Table 5. Multiple roles and women's health (selected health indicators)

Health in Detroit (White Women)a Employed (E), Married (M), Parents (P)

(Age-Adjusted Averages)b E,M,P ' E,M E,P E M,P M P None
53 45 27 59 75 72 12 56

Self-rated health.status
(1..excellent15...poor) 1.9 1.9 1.7 2.0 2.0 2.1 2.3 2.7

Total no. of chronic conditions
or symptoms in past year , 3.6 3.7 4.1 4.7 4.5 4.5 4.9 5.6

Total no. of restricted activity
days in past year 10.3 9.7 13.7 10.0 15.7 22.7 15.8 54.0

Job limitations (1..no limita-

ti.on, 2..limit in kind or amount,
3...cannot work) 1.2 1.1 1.1 1.2 1.3 1.4 1.5 1.6

No. of visiti to medical doctor
for curative care 1.4 3.3 1.9 2.2 1.9 2.9 3.2 4.7

No. of visits to medical docLor
for preventive care 1.6 1.8 0.5 2.0 2.9 3.1 1.8 3.3

No. of drugs currently used /

for chronic problems 1.2 1.3 1.0 1.7 11.8 2.0 1.7 2.4
No. of other drugs used

regularly 0.8 1.1 1.0 0.9 0.7 1.1 0.9 0.8
-. Health Interview Survey 1977-78 (All Races)c

\

t Currently Employed Not in Labor Eorce

Percent who say their health
is "excpllent" or "good"

Married Not Married Married Not Married

Age: 17-44 92.0 91.9 88.9 81.2
45-64 85.9 84.9 73.5 50.9
65+ 81.8 87.0 660 69.0

Incidence of acute conditions
(per 100 persons per year)
Age: 17-44 242 274 230t 240

4/5-64 147 182 137 i75
65+ 130 b 108 108 126



Table 5. (Concluded)

'

Restricted activity days
(per person per year)

Currently_Employed Not in Labor Force
Harried

.

Not Harried Harried Not Married

Age: 17-44 13.5 13.6 17.8 23.7
t 45-64 13.7 11.0 29.7 70.0
-65+ 17.6 18.0 41.4

A
45.2

Bed days (per person per year)
Age: 17-44 5.2 5.8 7.4 11.0

45-64 4.8 6.2 10.6 25.3
65+ 7.2 5.9 15.9 16.5

Percent with anY limitation of
activity from chronic condition f

Age: 17+44 5.7 5.7 8.4 15.5
4544 10.7 14.8 26.7 52.9
65+ 18.5 20.6 39.0 46.1

Source: (43) and unpublished tabulations from the Health Interview Survey 1977-78.
a-Esployed 20 or more hours per week; married and living with spouse; parent of one or more own children at home.
Absence of a latter means person does not have role.

b-Statements in the text are based on numerous indicators of health status and health behavior. Rankings for the
selected indicators here may not match the text statements perfectly.

c-Drta here exclude unemployed women.
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Women, Work and Coronary Heart Nease:
Results from the Frarninghcni 10-Year Fo low-up Study
Suzanne G. Haynes, PhD.
Manning Fehleb, M.D., D.P.H.

The growing participation of women in the work place has brought fears
that women will lose .heir survival advantage over men, and will have
increasingly higher mortality rates from chronic diseases such as
coronary heart disease (CHD). Contributing to these fears is an unsub-
stantiated assumption that men live fewer years than women becauce they
work outside the home.

During the past 30 years, the number of women participating in the
United States labor force has risen sha.iply. In this period, the pro-
portion of women in the Labor force hay increased from 28 percent in
1950 to 42 percent in 1978 (1,2). Mos' of this growth has resulted from
en influx of married women into the Labor force (3).

At the present time, there is no evidence from mortality statistics to
suggest that women are losing their survival advantage over men because
of their increased participation in the labor force. On the contrary,
mortality rates from coronary heart disease have been declining in both
men and women at all ages since 1968 (Figure 1) (4). As seen in Figure
2, the actual percentage declines in mortality rates have been slightly
greater among females than among males across all age groups. Thus, the
increase of women into the work for:e since 195C has not, as yet, re-
sulted in an increase in death rates from coronary heart disease.

Since mortali rates may not reflect trends in illneas or disability,
morbidity r es among men and women should also be examined. Unfortu-
nately, mor idity statistics are usually collected in cross-sectional
surveys. S nce these surveys do not follow populations over tire, they
are not usef 1 in determining whether working wamen have incurred higher
rates, of CHD ver time than working men or housewlves.

In order to éxain e the effect of employment on the cardiovascular
health of women, tie present study followed working women, housewives,
and men participating in the Framingham Heart Study over a 10-year
p7riod, for the development of coronary heart disease. Results from
an 8-year follow-up have been described previously (5), and will be
referenced throughout the text. In addition, the behaviors and family
responsibilities affecting the cardiovascular status of women employed
outside the home will be examined.

79
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METHODS

Between 190 and 1967, an extensive psychosocial questionnaire was
administered to a sample of men and women in the Framingham cohort
undertaking their 8th or 9th biennial medical examinations. The pre-
sent analysis includes the 350 housewives, 387 working women, and 580
men, aged 45 te 64 years, who were free of coronary heart disease at
the t !me f the examinations. Although persons 65 years of age and
,ver were also t luded in the original study, the present enalysis
4a$ restricted to individuals in their employment years. A comprehen-
sive description of the characteristics of this sample of the Framingham

hort has been reported previously (6). In most respects, the sample
ander study appears representative of the entire study population. The
iaestionnaire assessed employment and occupational status as well as
personality types, situational stress, reactions to anger, somatic
strains, sociocultural mobility, and family responsibilities (6).

WoMe who indicated they had been employed outside the home for more
than half of their adult years (age 18+) were designated working women";
otherwise _they were classified as "housewives.- Thus, a working woman
i0 years of age would have worked the full-time equivalent of at least
IS years outside the home. Although complete work histories were not
ivailable for the Framingham population for the period prior to the first
examination ia 1950, calculation of the number of years worked between
1950 and 196' tas possible. Using a 10 percent random sample of women,
single working \imen were found to have worked outside the home at least
two-thirds of thkeir adult years. In contrast, working women who had ever
married were employed about one-half and housewives were employed less
than 10 percent of their adult years.

Occupations, as def ined by one's usual lifetime work, were grouped into
the following six categories according to the Warner index (7) of status
-haraLteristics. professionals, proprietors and managers, businessruen,
,Jer'cs and kindred workers, manual workers, and protective and service
workers. The first three groups were designated white-collar occupa-
tions, the last two groups were blue-collar occupations; and clerical
jobs were cons idered separately.

Twenty psychosocial scales were examined in this s
description of their content, including reliabilit
interscale correlations, may be found in a previou
The scales were grouped in five categories: behav
t r es s , anger reactions, somatic strains, and soci

Twc iilts assessed educational and occupational m
to one 's father, and another scale measured social
as compared to one's acquaintances. The mobility
as upwardly mobile J, stable 2, or downwardly
responsibility scale was devel,red to account for
the numhor oi children in the family. Respondents
single J I, ever-married, no children 2; ever-ma

3; or over-married, 3+ children 4.

tudy. A complete
y coefficients and
s publication (6).
ior types, situational
ocu It oral mobi 1 ty .

obility as compared
class incongruity

scales were scored
mobile 1. A family
marital status and
were scored as
rried, 1-2 children

mt. entire study group was followed for the developaent of coronary
trr disease over a 10-year period. Coronary heart disease was

di a4 1 q, d if, upon review of all clinical and examlnation data, a panel
3f t ,.,,tigators agreed that a myocardial infarction, coronary insuffi-
cied. ,y ndrome , angina pectoris, or CHD death had occurred. Definitions
of the-',1 clialcal manifestations of CHD have been presented elsewhere (8).
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The systolic and diastolic pressures used in this study were the second
of three casual measures, taken, and reflect the pressures taken by the
first examining physicia-. Serum cholesterol (mg/100 ml) concentra-
tions were determined by the Abell-Kendall method (9). Cigarette
smoking wab defined by the number of cigarettes smoked per day at the
time of the examination. The relative weight was computed for each
subject by forming the ratio of his or her body weight at examination
to the desired weight for his or her particular sex-height group,
according to the standards set by the Metrupolitan Life Insurance
Company.

Statistical differences in coronary incidence rates were determined by
a two-sided Chi-square test or the 2 statistic for testing differervIes
between two proportions (10). To test whether the psychosocial scales
and coronary risk factors varied across employment groups, mean scores
among working women, housewives, and men were ctmpared using Student's
t-test. The direct method of age adjustment, using all Framingham men
and women (ages 45-54 and 55-64 years) in this study as the standard
population, was used to test whether observed differences in mean scale
scores, CHD risk factors, and CHD rates were due to differences in the
age dlstributioas between groups. With one exception (marital status),
the associations were unaffected by the adjustment for age. Thus, un-
less otherwise ?rated, unadjusted incidence rates and mean levels of
psychosocial and coronary risk factors for the entire age group 45-64
years will be presented throughout the analysis.

RESULTS

Demographic Differences

As reported previously (5) there were no significant age or education
differences between working women and housewives. Significant differ-
ences in marital status and number of children were observed since
almost 20 percent of working women were single (i.e., never married)
and almost 25 percent of ever-married working women had no children.
Working women were also less likely to have husbands employed in white-
collar jobs (13 percent) than were houuewives (26 percent).

More than one-third of all working women had been employed in clerical
and kindred occupations during their working years. Secretaries, steno-
graphers, bookkeepers, bank clerks and cashiers, and sales personnel
made up the majority of these positions. Although equal,proportions
of working women and men were employed in white-collar jobs (20 per-
cent), more women (37 percent) were employed in clerical occupations
thaa men (18 percent), and fewer women (43 percent) were employed in
blue-collar jobs than men (62 percent) (p .000, comparing occupations
of men and women). The majority of men in white-collal occupations
were graduate degree professionals (lawyers, doctors, dentists, etc.)
or business managers, while most women professionals were teachers,
nurses, or librarians.

Behavioral Differences Awns Sex and Employment Groups

Mean scores among working women, housewives, and men on the 20 psycho-
social scales used in this study were previously compared (5). Table
1 summarizes the results of these comparisons, listing only those scales
which varied according to sex and employment status.
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Sex differences are reported for scales on which scores among working
women and housewives were similar, but significantly different from
scores among men, a pattern suggesting that women, regardless of employ-

ment statics, differed from men on these characteristics. Sex differ-
ences were found for scales dealing with symptoms reflecting emotional
distress, such as tension, anxiety, anger, and emotional lability. For

example, women regardless of employment status scored higher on the
tension scale than men. Women were also more likely to exhibit anger
turned inward (anger-in) and to have experienced less educational
mobility than men.

Behaviors related to employment are also summarized in Table 1. Here

scale scores among working women and men were similar, but significantly
different from those of housewives, suggesting that the differences were
related to employment per se. That is, these behaviors were either the
result of working outside the home or the result of self-selection of
those entering the work force. Employed persons, regardless of sex,
were more likely than housewives to score higher on the Framingham Type
A behavior, ambitiousness, and marital disagreement scales. For example,
mean scores on the Type A scale were similar for working women and men,
although both were significantly higher than the mean scores for house-
wives.

Several scales appeared to reflect t 7specific role of being an employed
woman. On these scales, working women scored significantly higher or
lower than both men and housewives. Working women experienced more daily
stress, marital dissatisfaction, and worries about aging, and were less
likely to show overt anger (as measured by a low score on the anger-ou,
scale) than either housewives or men. In addition, working women had
considerably more occupational mobility and more job and line-of-work
changes than men, but received fewer promotions than men in the 10 years
before the survey.

Rates of Coronary Heart Disease

Figure 3 presents incidence r ,s of coronary heart disease over rhe 10-
year period among housewives, orking women, and men aged 45-64 years.
Data were also analyzed separately for working women, as previously
defined, who were currently employed at the time of the study. All

working women were included in the ever-employed group.

Employment status did not significantly affect the risk of developing
CHD in women. Iuidence rates were only elightly higher among
ever-employed working women than among housewives (8.5 vs 7.1 percent,
respectively). The incidence rate of CHD among these working women was
lower than the rate for men, which was about 15 percent (p .003).

Figure 4 shows incidence rates of CHD among wurking women and n.en
according to the usual occupation held during the working years. Among

women, Llerical workers were almost twice as likely to develop coronary
disease as either dhite- or blue-collar workers. The incidence rate
of CHD among women clerical vorkers, (12.0 percent) was higher than the
rate among housewives (7.1 percent," p .075).

Among men, an entirely different pattern waa observed, with higher rates
occurring among white-collar workers (21.6 percent) and lower rates
occurring among clerical (11.5 percent) and blue-colLar (14.4 percent)
employees (p .097). Only among clerical workers were the rates of
coronary disease greater in women than in men, although this difference
did not achieve statistical significance.
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In Figure 5, age-adjusted coronary rates were examined among working
women and housewives according to marital status, No significant
differences were observed among housewives Who were married and house-
wives who were widowed, divorced, or separated (OS) (6.2 vs 10.3
percent, respectively). Harried and WDS workingcwomen had similar
age7adjusted rates of CHD (8.9 and 9.4 percent,,respectively), while
single working women exhibited the lowest rate pf coronary disease
(5.7 percent).

Since women who had ever married were at greqer risk af developing
CHD than kingle, women, the effect of having children on CHD was also
examined. Among working women, the incidence of CHD rose as the number
of children increased (Figure 6). Working Women with three or more
children were more likely to develop CHD (1.0 percent) than working
women with no children (7.8 percent) or than housewives with tkree or
more chdldren (5.7 percent), although these differences did not reach
statistical significance (p .23). CHD rates were similar among
housewives with one or two or more than three children.

Although one would expect working women to be equally affected by family
responsibilities, the relationship of these respcnsibilities to CHD
incidence was examined among clerical and nonclerical working women
(rigure 7). Surprisingly, single ot married clerical workers without
children were at no greater risk of developing CHD than other workers.
However, clerical workers who had.ever married and had children were
over twice as likely to develop CHD as nonclerical workers in the
same situation (15.4 and 6.9 pertent, respectively, p ...057). Thus,
the excess risk of CHD previously observed among women employed in
clerical jobs occurred only among women with children.

Economic pressures due to an increased family size could have motivated
women to seek employment outside the home. Pressures associated with a
low socioeconomic status might then explain the.higher incidence rate of
coronary heart disease among working women with children. Although
measures of family income were noc available, the occupation of a
woman's putt or preseht husband was examined. For these comparisons,
men employed in white-collar and clerical occupations were _combined.
Rates of CHD were not significantly different among working women
married to men employed in white-collar or blue-collar occupations.

However, the risk of developing CHD did increase among clerical working
women married to blue-collar workers (Figure 8). Among working women
who had blue-collar husbands, clerical workers with children were more
than likely to develop CHD than nonclerical mothers
(21.3 and 6.0' e cent, respectively, p .004). Among mothers married

t to WhfEe-collar workers, clerical work posed no excess iisk of CHD. The
incidence rates of CHD among nonclerical mothers, employed in either
white- or blue-collar occupations, were not affected by the husband's
occupation.

Differences in Standard Coronary Risk Factors

Table 2 presents mean levels of the standard coronary risk factors
measured between 1965-1967 among the various employment groups. The
risk factors included age, systolic and diastolic blood pressure serum
cholesterol, cigarette smoking, glucose intolerance, and relative
weight. The proportion of persons on antihypertensive medication was
also compared.

9 1.
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Mean levels of the first six risk factors examined were similar among
working women and housewives. Blue-collar working women were more
obese than clerical workers (p < .05), who had the lowest mean rela-
tive weight of all the woman examined. Prevalence rates of hyper-
tension (systolic blood pressure > 160 or diastolic blood pressure
> 95) among women did not vary by employment or occupational status.

.

Men, on the other hand% had significantly higher levels of cigarette
consumption and lower levele of serum cholesterol than working women
or housewives. Mean levels of diastolic blood pressure were also signi-
ficantly higher among men than women. This finding may be partially
explained by the lower proportion of men on antihypertensive medication.

In addition, men were significantly more obese than housewives and
clerical working women (p < .05), but were not different from other
employment groups.

Psychosocial Predictors of CHD Among Clerical Workers

In a previous report from Framingham (8) several psychosocial scales
were associated with the development of CHD in women, depending upon
employment status. Since clerical workers were at greater risk of
developing CHD than other workers or housewives, the psychosocial as
well as standard coronary risk factors were examined in this group of
women (Table 3).

In the univariate analysis, clerical workers who had developed CHD
were more likely to suppress hostility (in terms of the anger-in,
anger-out, anger-discuss scales), to have a nonsupportive boss, to
report fewer personal worries, and to experience fewer job changes
over a previous 10-year period than clerical workers remaining free
of CHD. In addition, serum cholesterol, diastolic blood pressure,
and family responsibilities were individually associated with CHD
among the clerical working women.

In order to determine the independent effect of these variables, each
was included in a multivariate logistic regression analysis (11). AG
seen in Table 3, the anger-discuss, nonsupport from boss and family
responsibility scales remained independent predictors of CHD. Infre-
quent job changes were also associated with the incidence of CHD in
the multivariate analysis, but the association was of borderline
statistical significance (p .10). Only one of the standard coronary
risk factors included in the analysis, diastolic blood preqsure, was
associated with CHD in this group of 125 women. Thus, remaining in a
job with a nonsupportive boss while not discussing one's anger in-
creased the risk of coronary heart disease among clerical working
women. Thls risk was further increased with the size of the family.

DISCUSSION

The present study has shown that employment of women, per se, is not
related to an increased risk of coronary heart disesse. In fact,
women who were employed the longest period of time/ i.e., single work-
ing women, had the lowest rate of CHD. The lack of association between
employment status and CHD in women is not surprising. Although previ-
ous research has not examined the effect of empinyment on the incidence
of CE., three prevalence surveys found that working women were no more
likely to have CHD than hnusewives (12,1344). In the 1960-1962
U.S. Health Examination Survey, prevalence rates of definite coronary
heart disease, myocardial infarction, and angina pectoris were greater
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among women (aged 18-79 years) keeping house than among women who
usually worked (12). In the 1972 Health Interview Survey, the pre-
valence of 4.oronary heart disease was similar among women (aged 45-
64 years) who usually worked or who usually kept house (13). In both
national surveys, women who usually worked included those whose usual
activity during the preceding 12-month period was paid employment.
Women usually keeping house included women whose major activity over
the same period was described as keeping house (12).

the tendency for housewives to have similar or higher prevalence rates
of CHD as ,:ompared to working women may reflect the healthy worker effect
(15), the selection of certain women into the labor force because
of relatively goad health, while women in poor healrh who are unable to
seek, obtain, or hold jobs become or remain housewies. The National
Health Sarvey (16) found higher rates of disability due to cardiovascular-
renal and 3,18r 3ther ,hronik_ diseases among housewives as compared to
work ng women at all ages.

Although 1ncideme was similar in working women and housewives in
this study, some groups oi working women were more susceptible to the
development it CHD than others. In particular, women clerical workers
who had ever nartled and had children experienced coronary rates that
were twike as gteat as those of other comparable nonclerical workers
or hous,owives.

The higher la,tden,e rate et G111) among working women who had ever
married appetra to ontradlct the general pattern of increased CND
death r.tes i(12,P,, single rather than married persons. However, close
examinatioo o* published morbidity and mortality data in the U.S.
shows that single white women have CHD rates that are lower than or
equivalent to married or ever-married women (12,17,18,19).

Thar prior ,hillhearing may produce increased risks of CHD past age
50 was borne Out among working women, but not among housewives in
Framingham. Women who had worked outside the home and had raised
three or more ehildrea were twice as likely to develop CHD as house-
wives with the same family responsibilities. Bengtsson, et al., found
that Swedtsh womea aged 50-54 with four or more children were more likely
to have had A myo..ardial infar4.tion than women in the general population
(20). Approximately two-thirds of the Swedish women had been employed
outside the home.

These tiodinAs suggest that the dual roles of employment and raising
a family may ,,rodu,..e euessive demands on working women. Perceived
time demands, at l'ome and in general, and psychiatric symptoms have
been shown to in,rease monotonically among employed women with an
increase ln the number of children (21). However, since this trend
was also observed among housewives, it does not explain the differ-
en,es in 4.oronary ates between working women and houaewives with
three or more dIlldren noted in rhe present study. Long working hours
may also etplain the excess risk since at least one study has shown
thar men working more than 40 hours a week (48 hours) have mortality
races from CIO that are rwice as high as men working 40 hours a week
or less (22) ta 1971, working women worked 80 hours a week on aver-
age 0 t,1 it home, whereas men averaged 50 hours a week (23).
Thus, , the job, coupled with demands at horde, may explain
the hign t CHD among working women with several children.

9 3



Of the occopations examined la this study, clerical work was asso-
ciated with the Arearest risk ot CHD among women. Since more than

one-third ot the te.laie workers in the United States are employed
in clerical Jobs (2)). reasons tor this excess risk require further
examination. Unfortunately, tew epidemiologic data are available
in tae United States on cardiovascular morbidity or mortality rates
among women according to occupation. A 1977 National Institute of
Occupational Satety and Health study of 130 occupations found the
incidence ot stress-related diseases to be high among secretaries,
with clerical rates raaking second highest among all the occupations
examined (24). rhis clerical excess appears to result from morbidity
rather than mortality rarea, since few of the clerical workers in
Framingham died ot cardiovascular disease. Furthermore, mortality
staristica from Scandinavia dad England indicate that clerical workers,
as a whole, die trom CHU at expected rates, based on national averages
(25). More extensive reporting of morbidity and mortality rates by
occupation is surely needed in the United States to further document
the health ot temdle workers as they enter the work force and are
placed in higher status occupations.

The associativa between clerical work and CHD incidence in women could
be explained, in parr, by the distribution of standard coronary risk
factors by employmear and occupational status. However, mean levels

ot bluod pressore, serum cholesterol, cigarette smoking, and glucose
intolerance in Framingham were similar among housewives and working
women, regardless ot occupation. These findings are consistent with

other national and population-based aurveys (25,26,27,28,29,30).
Using Framingham data, Johnson has also shown that sex differences
in the staadard risk tactors do nor explain the sex difeerential in
CHD incidence pas: age i4 (31).

In previous reports trom Framingham, twu of the strongest psychosocial
predictors ot CHD among all working women and white-collar men were
Type A behavior and suppressed hostility (8). In Framingham, suppres-

sion of hostility coupled with a nonsupportive boss and a lack of job
mobility were associated with the incidence of coronary heart disease
among clerical working women. Many of these behaviors appear to be
related to employmerr, i.e., are the result of working outside the
home or the sell-selection of certain persons into the work force.
Studies by Harburg, et al., among employed persons in Detroit, showed
that white women were core likely than white men to suppress hostility
(more anger-in and less anger-out) when confronted with an arbitrary
boss (32). These tindiags are consistent with observations that women
clerical workera may experience several forms of occupational stress,
including a lack ot autonomy And control over the work environment,
underutilizarion vt skills, and lack of recognition of accomplishmenta
(23).

The ex,eas risk ot cHD observed among women eaployed in c drical jobs
occurred only among women with children and among women married to
blue-collar workers, suggesting that economic pressures may also have

affected the decision or necessity to work. Since the risks of CHD
did not increase Amoug white- or blue-collar working mothers with blue-
collar husbands, the exa,r meaning of these results is unclear. The
occupational status of - ,!'s spouse reflects not only an economic
status, buttalso certaia life style behaviors and attitudes, not mea-

sured in this study.
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In conclusion, although employment, per se, was not associated with
the incidence of coronary heart disease in women, behaviors and
situstions related to employment were associated with CHD among some
working women. Working women who had ever married, had raised chil-
dren, and had been employed in clerical work were at increased risk
of developing CHD. Job-related characteristica associated with CUD
aaong clerical women included suppressed hostility, a noneupportive
boas, few job changes over a 10-year period, and family responsi-
bilities. These situations may be the product of one or more of the
following factors: the particular working environment for clerical
occupetions, self-selection of certain personalities into the labor
force, or economic stress. Whatever the origins of these situations,
the findings suggest that the occupations of some employed women,
coupled with family responsibilid.s, may be involved in the develop-
ment of coronary heart disease.
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Table:l. Summary of behavioral differenceS according to:

Sex

WW
> Hen

IIW

Emotional lability
Tension
AnxietY symptoms
Anger symptoms
Anger-in

Less educational mobility

Employment
WW

>

Hen

Sex and Employment
aw

WW >
Hen

Type A behavior Daily stress
Ambitiousness Aging,worries
Marital disagreements Occupational mobility

Less anger-out
Job changes in
past 10 years

Line of work changes
in past 10 years

Fewer promotions in
past 10 years
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Table.2. Mean levels- 9f coronary risk factors among housewiVes, working women,

and men aged 45-64 years

Risk iitgra

Age (years) 4.X

Systolic blood pressure

(on Hg)

Diastolic blood pressure

(tem 118)

'Serum cholesterol
(mg/100 ml)

135.8

82.1

238.9

Cigarettes smoked per day 7.6

Glucose intolerance
(percent)

Anti-hypertensive medication
(percent)

Relative weight

5.1

15.0

102.8\

Working Women

Men /Total
White-
Collar Clerical

Blue
Collar

(387) (77) 1142) (168) (no

54.9 53.5 54.2 .53.6

135.4 134.5 135.2 135.9 136.0

82.0 81.9 81.7 82.2 83.6*

242.2 243.9 241.2 242.4 229.0*

7.5 8.6 7.9\ 6.7,- 12,31C

5.5 2.6 5.0 7.2 5.5

15.5 9.3 17.7 15.8 8.5*

103.8 104.0 101.7 105.4 104.9*

*p < .05 when comparing men with working women and housewives. Comparisons of working women with housewives

were not statistically significant except relative weights among clerical and blue-collar working women.

For the relative weight analysis, men scored higher than clerical working women and housewives only.
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Table 3. Predictors of coronary heart disease among clerical working
women

Variables-in1,ts
Univariate Analysis

Cholesterol (+)
Diastolic blood pressure'(4)
Glucose intolerance (+)
Anger-oui (-)
Anger-discuss (-)
Nonsupport from boss (+)
Personal worries (-)
Job changes in.past 10 years (-)
Famil7 responsibilities .(4)

+ positive'association (p < 0.05)
- negative association (p < 0.05)

Variablcs in
Multivariate Analysis

Diastolic blood pressure (4)

Anger-discuss ( -)
NonsupOort from boss (4)

Job changes in past 10 years (-)
Family responsibilities (+)

1 1



1968 1969 1910 1911 1912 1913 1914

Year

1915 19/6

Figure 1. Ageadjusted death rates for ischemxc heart
disease in the U.S. from 1968 to 1976. (Derived from

Table 2, Appendix p. 12, Reference 4).
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25-34 35-44 45-54 55.64 65-74

Age in Years

75.84

Figure 2. Percent decline in U.S. death rates for ischemic
heart disease between 1968 and 1976. (Derived from
Table 4, Appendix p. 17, Reference 4).
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Figgre 3. Ten-year incidence of coronary heart disease
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htroduclion
Phyos W. Berman, Ph.D.

The previous papers hive amply demonstrated that a woman's health
and well-being are dependent,,n4 only on physical care, but also
on habits, life roles, and soCial position. All of these begin
in early infancy and have roots which can be traced to previous
generations. The female child's nutrition, physical growth, early
socialization, and emerging self-image shape her own adult life
,and the lives of her childrAp. Nevertheless, the study of women's
development his been avii4iiij, neglebted.

Historically, to be f*le timply meant not to be male. At times,
,the female was regardeCas an aberrant or deficient variant of the
male. ,For example, in the 19th Century When the frontal region of

-, the brain was thought to be the seat of intellectual ability, the
female's frontal lobes were believed te be smaller thantht male's.
Later, wbinthe.parietal region was beliexed_to bt more important,
the female's parieiallobes-were-thoughtsto be smaller (1).
Early misconceptions about women's nature were not quickly replaced
with scientific facts. Well into the second half of the 20th
Century published studies of social behavior were likely to be
baied on the behavior of males alone.

Those facets of women's lives which do not dovetail with traditional

.----viewsrof-femininity-are-particularly;neglected-w--Theories-of
aggression and achievement motivation,Were based upon research
conducted almost entirely with male sdbjects. The study of women's
physical development has also been affected by bias toward the
traditional feminine image. For example, little is known about
the physical development and problems of female athletes.

The growth of the woMen's movement has infused research on female
'development wi0 energy. The papers which follow indicate the
\bieadth of this new work. Frank Falkner addresses questions con-
tcerning the physical growth and development of girls and female
adolescents. Jeanne Block explores differences in the ways boys
and girls are socialized, and the resulting developmental outcomes.
aobert Helmreich deals with the measurement, meanings, and distinc-
tions among several widely used concepts: femininity, masculinity,
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sex-role attitudes, and sex-role_preferences. The papers,of Pamela
Reid and Myrtle Brown are of special importance because they,assemble
data and,pose questione about a population which has been particularly
neglected in research, black girls and women. Pamela Reid's paper
is concerned with the social development of black girls and ldolescents
and Myrtle Brown's paper, with the nutritioLal problems of black
women.

1. Shields, S.: Functionalism, Darwinism, and the psychology of
women. American Psychologist 30, 739-754, 1975.
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Psychological Development of Female
Chicken and Adolescents*
Jeanne H. Block Ph.D.

Two goals of the socialization process have been stated eloquently
in the words of Hodding Carter, Jr., a journalist and philosopher:
"There are two lasting bequests we should give our children....One
is roots, the other is wings." It will be contended in this paper
that conventional sex-differentiated socialization praCtices ,tend
to encourage the development of roots in females and to minimize
fox them the importance of wings. For males, the pattern is
reversed, with wings being accorded greatef emphasis in social-
ization and roots being viewed as less salient. To support this
conclusion, evidence from the empirical literati:re related to
socialiiation emphases of parents and other representatives of
societal institutions will be reviewed. Ways in which sex-
differentiated socialization practices influence the psychological
development of males and females then will be considered.

In focusing on the implications of socialization practices for

psychological-development, it should not be inferred that gender
differences in behavior are being attributed solely to environ-
mental conditions or to the individual's learning history. An
extended discussion of the biological matrix from which we derive,
,and consideration of the role of biological factors in behavior,
are beyond the scope of this psler. However, two brief observa-
tions are pertinent. First, the recognition ofibiological
influences on behavior does not necessarily imply that behavior
is predetermined and immutable. Recent research has shown that
biological factors function with enormous complexity and are
often dependent -- in amplifying and in dampening ways -- on the
ecological context and experiences encountered by the individual
organism. The complexity of biological influences is reflected
in the differential effects of hormones, for example, which have
been shown to vary as a function of the timing of their administra-
tion (1,2,3). That presumably biologically determined functions

* Recognition that the use of assimilative and accommodative
modes for processing new experiences mAy be sex-differentiated
derives from discussions with Jack Block who has discussed
Piaget's use of the assimilation and accommodation constructs
in the context of the dynamics of personality development.
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Ara influenced by the ecological context has been demonstrated in
studies showing the sexual behavior of primates'to,be responsive
to characteristics ef the rearing environment (41,or of the-conr
temporary social grouping (5). These studies illustrate ways in

Which biological influences may be mediated by environmental
conditions.

Second,.in attempting to forge a conceptual scheme capable of
encompassing the exquisite interplay of biological and ecological
factors, we may be guided by certain recognitions that have proved
useful la ethology. The concept of modal action patterns (6).pro-

vides an enlarged perspective for viewing behavior. The concept

of a modal action pattern implies that an action or action sequence
may, in a statistical sense charactillze a species or subspecies
while allowing for variation -- perhaps great variation -- about
the statistical mode as a function of genetic variation and the
demand quality of the particular ecosystem confronting the indivi-
\dual members of the species. The concept recognizes the existence
of biologically grounded behavioral propensities but does not
insist on the existence of uniform, almost reflexive behaviors as
evidence of genetic influence. Host important, it recognizes
that biological propensities may be manifested in behavior, in
diverse and complex ways, as organisms are shaped by, or 'elected

c by, or choose the often changing environment in which they must

\ function.

Applied to the queation of gender differences, the idea of model
ction patterns suggests that although biology lays down certain

medal behavioral dispositions for males and flr females, biology
alio allows for great variation about theae behavioral modes.
HOreover, and most important, the ways, in which existing bio-
logical propensities issue into behavior is a complex and largely
unexplored function of the structure of the environment impinging
upon individual males and fenalea seeking to construct for themr

selves a viable mode of life. The ecological niche or learning
'environment in which development occurs thus becomes a salient
focus b)r the study of developmental patterns. The socialization

experiences of the child may be considered important definers of
the learning environment Which influences the child's. constructions

of reality and of self.

With this perspective, we turn to consider the ways in which sex-
differentiated eocialization patterns serve to create different '

ecological niches for boys and for girls.

EVIDENCE OF SEX-DIFFERENTIATED SOCIALIZATION

Looking first at the self-described socialization practices and
.values of parents, as reported in parental reports of child
rearing emphases, evidence suggests that four conclusions are

warranted:

a. Self-reports of parental child rearing emphases provide

vidence of sem-differentiated socialization.

b. Specific, consistent sex-of-parent and'spx-of-child inter-
action effects are found.
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c. Sax differentiation in socialization emphases appears to
inCrease with the age of the child.

z'd. Many sex-related socialization values of mothers and of
fathers appear to be relatively consiatent across socio-
econoeic leiels, educational levels, and cultural backgrounds.

Summarizing briefly the specific areas in which the social-
ization of daughters land of sons appears to diverge, the self-

described child rearing emphases of both mothers and fathers
indicate pasta encouragement of achievement and competition
in sons than in aughters. In addition, both parents encourage
their sons, mots than their daughters, to control the expreasion
of affect, to be _ndependent, and to assume personal responsi-
bility. Parents elport punishing their eons more than their
daughters. In addl.tion, fathers appear more authoritarian in
rearing their sons they are more strict, firm, endorOng
of physical puniih4ent, less tolerant of aggressionAirected toward
themselves by thei sons, and less accepting of behaviors deviating
frost the tradition masculine stereotype (7). Examples of child
rearing itemi endoised more frequently by parents of boys 'are:
"I think one has to let a child take chances as he/she grows up
and tries new things," "Lencourage my child to control his/her
feelings at all times," "I feel it is good for a child to play
competitive games," "I think a child should be encouraged to do
things better than others."

The self-described child rearing emphases of parents of daughters
indicate that the parent-daughter relationship, in contrast to
the parent-son relationship, is characterized by greater warmth
and physical closeness, greater confidence in the trustworthiness
and truthfulness of their daughters, greater expectation by
mothers and fathers alike of "ladylike" behavior, greater re-
luctance to punish daughters, and greater encouragement to re-
flect upon,life. Additionally, mothers of daughters tend to be
more restrictive offtheir daughters and to engage in cloaer
upervision of their activities (7). Examples of child rearing
items endorsed morel frequently by parents of girls are: "I ex-
press affection by/hugging and holding my child," "I find it
difficult to punish my child," "I have never caught my child
lying," "I don't go out if I have to leave my child with a sitter_
he/she does not know."

These results are consistent with Hoffman's findings (8) from a
large-scale survey that parents expected their sons, more frequently
than their daughters, to be independent, aelf-reliant, highly
educated, ambitious, hardworking, career oriented, intelligent,
and strong willed. In contrast, parents more often expected their
daughters to be kind, unselfiah, attractive, loving, well-mannered,
and to have a good marriage and to be a good parent. The results
also cohere with observations of socialization practicea in other
cultures (9,10,11) as well as with findings ftork systematic

studies of parent-child interactions to which we now turn.
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OBSERVATIONAL STUDIES OF PARENTAL BEHAVIORS

Studies of parent-child interactions provide additional evidence
of sex-differentiated interaction patterns and also suggest that
fathers appear to be more sexrdifferentiating in their behaviors
with their children than mothers (12,13).

Even in the first year of life, sex-differentiated parental inter-
actions with infants have been observed (14,15,16,17). Parents

provide more physical stimulation for boys than for girls. Male

infants are held and aroused more and they are also given more
stimulation for gross motor activity (14,16,18,19,20) In Yarrow

et al.'s (21) study of mother-infant interactions, mothers of
males were observed to iateract more frequently with their male
infants, at higher intensity levels, and vith richer, more varied
behaviors. These differences in parental behaviors wherein infant
boys are given more stimulation and more varied responses than
girls, may be expected to predispose males to more active engage-
ment of the woild at a later age.

A second implicative area in which parents of boys and parents
of girls have been observed tq differ is in the frequency of
their contingent responding tO behaviors initiated by their
child. In the feeding situation, mothers were observed to be
more responsive and attentive to signals fromtheir male infants
than to their female infants, (22,23) modifying their behavior
accordingly. Both mothers and fathers react more contingently
to the vocalizations of boys than to the vocalizations of girls
(17,20,24). These apparent differences in contingent responding
noted in infancy appear to contintrj through the childhood years.
It has been shown in numerous ett.dies at different age levels
that boys not only receive more negative feedback, including
physical punishment, from parents but they appear to receive
more positive feedback as well (25,26). Analyses of sequential
interactions conducted by Margolin and Patterson revealed that
both parents responded contingently to males more than females;
fathers of boys responded contingently and positively to sons
more than twice as often as fathers of girls.

Experience with contingency relationships has been shown to be
related to general deveIiipmental level, goal-dirfttiov,-and
exploratory behaviors of infante (21). These early experiences
with contingency relationships, therefore, may be expected to
benefit motivation and to encourage the development of awareness
of the child's evocative role in eliciting effects from the
environment. Experiences of efficacy (and of the sense of
efficacy) help to build the personalty and cognitive foundations
on which later instrumental competance depends. It ie posited

that boys more than girls, as presently socialized in this culture,
are helped by their contingency experiences to develop a,premise
system thnt presumes or anticipates mastery, efficacy, and instru-
mental competence.

Sex differences in contingent responding of parents to males
and to females are augmented by differences in the contingent
experiences afforded by the toys parents provide their sons and
daughters. Boys are given a greater variety of toys than girls,
and there are important differences as well in_the kinds of toys
parents provide for boys and girls (21,27). Boys' toys, more
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than girls' toys, afford inventive possibilities (28) encour-
age manipulation, and provide more explicit feedback from the
physical world. Girla' toys, on the other hind, tend to en-
courage Imitation, provide less feedback, are more often used
in proximity to the caretaker, and provide less opportunity for
variation and innovation. While differences in the toy pref-
erences of boys and girls have been documented in numerous
studies (29,30,31) the developmental implication of these
differences in toy preference and avsilability.only recently
have begun to be explored (8,32,33). Differential exposure to
toys with dissimilar characteristics may predispose boys and
girls toward different play snd problem-solving experiences,

experiences with considerable implication for later psycho-
logical development.

A third area in which sex-differentiated parental socialization

behaviors are found relates to exploratory behaviors and super-
vision of ectivities. Boys are given more freedom to explore
and are allowed to engage in more unsupervised activities than
girls. Girls are observed to play more proximally to their
mothers (34,35) to be allowed lewer independent excursions into
the neinhborhood (36,37) to be encouraged by their mothers to
folic*/ them about the house (29) to be more closely supervised in
their play (38), and to be given more "chaperonage" (25). The
differential assignment of household chores to boys and to girls
also reflects the greater emphasis on proximity for girls. Boys
more often are given chores ta4ng them out of the house and/or
farther away from home, wtile girls are assigned home-bound chores
of cleaning, "helping," and babysittiag. Not only do the chore
aasignments of girls limit their spheres of activity,, but they
also serve to increase the salience of the family milieu (10,
39).

Chodorow (40) argues that the different social eontexts
experienced by boys and by girls over the childhood years acCount
for the development of many psychological sex differences, particu-
larly those reflecting the greater embeddedness of women in
social networks in contrast to the more individualistic, mastery-
amphasizing activities of men. Sigel and Cocking (41) draw

. attention to the effects of insufficient parental "distancing"

.on_the_development.of_childrenls_representational_thought.. -They
propose that adult distancing behaviora serve to promote the
child's active engagement in problem solving and inoreaee the

A.likelihcod that the child 14111 encounter discrepancies between
iexperience and expectation which cannot be assimilated readily.
Such discrepancies place demands on the child to alter approach,
reexamine earlier understandings, and modify premises. Data
from several aources converge in suggesting that socialization
practices fostering proximity, discouraging independent problem
solving by prcimature or exceesive intervention, restricting

exploration, ant discouraging active play may impede the child's
achievement of the cognitive understandings and fluencies essential
for problem solving, and may constrain the child's experiences with
mastery which are an essential foundation for the development of
self-esteem and confidence.

Turning to systematic studies of parent-child interactions in
achievement-related situations, further evidence for sex-
differentiated parental behaviors is found. When the separate
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teaching behaviors of fathers and of mothers were videotaped,
observed, and independently rated, greater emphasis was placed
on the achievements of sons than of daughters k12). With their

sons, fathers set higher standards, attended to the cognitive
elements of the tasks, took advantage of opportunities to engage
in "incidental teaching," and placed greater emphasis on per-
formance in the teaching-learning situation. With their daughters,
fathers focused more on the interpersonal aapects of the teaching
situation -- encouraging, supporting, joking and playing, and pro-
tecting. A similar sex-differentiated pattern in adults' teaching
behaviors was found by Day (42) in an experiment where the investi-
gator manipulated the presumption of the sex of her 2-year-old
subjects. Adults, particularly males, provided more goal-directed
reinforcements to presumed boys and expected them to do signifi-
cantly better on the tasks than presumed girls. Presumed girls

were given more compliments and encouragement. The lesser paternal
emphasis on achievement and mastery in girls is reflected, also,
in maternal behaviors. Mother& of girls have been observed o

provide help in problem-solving situations more than mothers of
boys, even when their help is not required (47,48,49 ). Mott .rs

respond with more positive affect to bids for help f om sir s
than from boys (29) and provide girls more immediate s al

comfort after a frustrating experience (15). Overall, these
results indicate that adults, particularly fathers, act in more
instrumental, task-oriented, mastery-emphasizing ways with their
sons and in moL, expressive, less achievement-oriented, dependency-
reinforcing ways with their daughters (43,44,45,46).

The differential emphasis on cognitive achievement and indepen-
dent problem solving given by parents of boys serves to communi-
cate early to the son parental expectations for later achievement.
While this readiness to provide help and support to daUghters may
be well-intentioned, it also constrains their problem-solving
experiences. Further, at a meta-communication level, such help
may convey to the daughter a message that her parents feel insecure
about her ability to deal effectively with situations. Such

messages, in conjunction with attenuated opportunities to engage
in independent problem solving, would be expected to influence
the development of self-confidence in females.

As the preceding studies indicate, evidence has been accruing
suggesting that parents do treat their sons differently than their
daughters in a number of areas implicative for later development.
Because fathers have been included more often in recent investiga-
tions, sex-differentiated socialization emphases, not identified
in earlier studies, have been revealed. The divergencies in the
socialization of males and females which have been discussed
derive from studies based predominantly on white middle or upper-
lower clans families. There have been few systematic studies of
parenting among other ethnic groups in our society and, until
such inveatigationa are completed, it cannot be known the extent
to which conclusions about sex-differentiated parenting discussed
in this section can be gene5talized. While the researches cited
indicate differences in parent behaviors in a number of domains
as a function of the sex of the child, more empirical efforts
are required to evaluate the robustness of these effects, to
define the limits of generalization, to identify factors influenc-
ing sex-differentiated parental behaviors, and to evaluate strin-
gently the opecific impact, over time, of these sex-differentiated
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parenting emphases 9n the personality and cognitive development
of sons and of daughters. Families, however, are not the only
institutions in our society, and we turn now to consider social-
ization in the context of the schools.

STUDIES OF SEX-DIFFERENTIATED TEACHER BEHAVIORS

To the extent that sex-related differences in family social-
ization patterns are echoed in the behaviors of teachers, the
sex-typed behaviors of males and females are given more exten-
sive reinforcement. Considerable evidence for such reinforce-
ment in the classroom exists. Observations of nursery school
teachers' behaviors demonstrate in several studies that boys
are given more attention, both positive and negative, than
girls (50,51,52). Serbin et al. (52) also found differences
in the responses given to boys and to girls in reaction to
olicitation behaviors: teachers were not only more likely to
respond to boys, but they responded in more encouraging ways.
Other researches report similar findinge (53,54). The results
of a recent study of teaching behavior with fifth grade children
solving concept evaluation problems are distreasing in their
implications, for intellebtually advantaged girls (55). Teaching
behaviors of male and female tutors were recorded as they taught
boys and girls assigned to one of two ability levels (high and
moderate achievement). Of the four groups of pupils, girls in
the high achievement condition received the lowest levels of
supportive, ego-enhancing feedback; they also received signifi-
cantly fewer laudatory attributional statements and significantly
more diaparaging attributional statements. The findings from
this sendy cohere with those from other researches of sex-
differentiated teacher behavior where teachers have been observed
to interact more with boys.y.to give boys more positive feedback,
and to direct more criticism ward girls, even high-achieving
girls,(52,53,56). At the unive sity level, lesser reinforce-
ment of the cognitive achieveme ts of female students also is
reported. Survey studies of studçnt and faculty attitudes reveal
that the intellectual aspirations f female students 'are taken
leas seriously by professors (57,58, 9,60). The greater attrition
of women in higher education may refl ct, among other factors,
the pernicious-effects of this pattern of discouragement and
negative reinforcement of females' int llectual activities, a
pattern identified at all educational 19vels -- from nursery
school through college. These results from the home, laboratory,
and classroom settings suggest that girls, even high-achieving
girls, are given less encouragement for their cognitive efforts
than are their male peers. Gender_differences in confidence,
self-concept, and problem-solving behaviors noted by L. Hoffman
(8) Tyler (61) and others may well derive from these home and
classroom experiences which often discourage and denigrate the
efforts of females.

In addition to specific teacher behaviors, the larger school con-
text plays a role in socialization as well, reinforcing gender
differences and emphasizing traditional sex-role behaviors. In

the school system, males hold the more preetigious positions; at
the elementary and secondary levels, female teachers are less
professionally identified and coanitted; schoolyards tend to be
sex-segregated as a function of the different activity preferences
of boys and girls; and classroom chores tend to be allocated in a
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sex-differentiated way (62). Further, the games in which boys and
girls spontaneously participate on the playground are sex-
differentiated and diverge in their formal characteristics. Lever
(63) analyzed the formal characteristics of games played on the
playground by boys and by girls and found that girls participated
more in highly structured, turn-taking games which are regulated
by invariable procedural rules, include fewer players, and less .

often require contingent strategies. In contrast, boys more
often participate in games that, while rule-governed, reward
initiative, improvisation, and extemporaneity. Boys' games
involve teams made up of a number of peers, and encourage both
within-team cooperation and between-team competition. These
differences in preferences of males and females for structured
vs. unstructured games and activities have important ramifications,
as the research of Carpenter and Huston-Stein (33) has demonstrated.
In preschool classrooms, girls were observed by these investigators
to spend more ame than boys in highly structured activities (e.g.,
playing house, cooking, looking at books, playing with puzzles),
while boys spent more time than girls in low-structure activities
(e.g., playing with blocks, tinkertoys, engaging in rough and
tumble play). Carrying their analysis one step further, these
investigators also examined the effects of structure on behavior
and found that both boys and girls manifested more compliance
and leas novel behavior in high-structure than in low-structure
activities. Becauae girls spend more time from preschool on in
.gamis and activities that are more highly structured than the
activities and games of boys, girls -- even in their play -- are
learning compliance to rules and roles and adherence to the
familiar. Boys, on the other hand, are learning to develop their
own structures, to generate rules, and to experiment with new
approaches to problems.

Differences in teacher behaviors, institutional arrangements, and
experiences with peers in play activities operate to accentuate
differences between males and females from an early age. They
also reinforce the sex-differentiating socialization behaviors
of parenta by extending the network of sex-role stereotyping \

socializing agents beyond the family into the larger world.

IMPLICATION OP SEX-DIFFERENTIATED SOCIALIZATION EFFECTS

This review his presented appreciable evidence of sex-differentiated
socialization at home, at school, and on the playground. It is
suggested that these sex-related differences in child resfkng em-
phases, interaction styles, and socialization behaviors Charac-
terizing parents and teachers', serve to define different learning
environments and experiential contexts for males and females. The
average expectable environment of the male child is more extended,
less structured, more tolerant of active play, more accepting of
aggression with peers, more emphasizing of mastery. In addition,
the context in which males more typically develop provides more
frequent and more certain feedback and encourages exploration,
experimentation, and independent problem solving. It ia suggested
that such socialization experiences, mere often provided males,
are conducive to the development of. "wings" -- which permit leav-
ing the neck, exploring far reaches, and flying alone.

In contrast, the average expectable environment created by the
socialization emphases and practices more often panifested by
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parents of girls appears to be more circumscribed, more closely
supervised, more eaphesizing of proprieties. In addition, the
milieu in which females typically develop is more socially inter-
active, more structured, provides less feedback, and stresses
familial interdependencies and rsponsibilities. Such a learning
nvironment would be expected to be more conducive to the develop-
ment of "roots" roots which anchor, stabilize, and support
growth.

In the wisdom of the journalist-philosphei quoted earlier, however,
roots and wings are viewed as conjugate legacies. Wings without
roots may eventuate in unfettered, adventurous souls -- free spirits
who, however,,say lack commitment, civility, and relatedness. Roots
without wings, on the other hand, aay issue prudent, dependable,
nurturing, but tethered individuals -- responsible beings who may
lack independence, self-direction, and a sense of adventure. In
reviewing the literature on the socialization of female children
and adolescents, it is difficult to escape the conclusion that, at
least!until very recently, females in our society are "over-
socialized," having been bequeathed roots without wings.

Some results from a longitudinal study in its 12th year of ego
and cognitive development from preschool to adolescence (64,65),
pertain to the question of oversocialization. In evaluating the
effects of different kinds of family experiences on melee and
female preadolescents, it was found that particular family circum-
*mimes appear to be associated in a sex-differentiated way with
personality characteristics in preadolescents. While family dis-
ruption (i.e., separation, divorce, death of a parent) was signifi-
cantly associated with a number of negative psychological charac-
teristics in the sample of boys, family disruption was relatively
independent of the quality of psychological functioning in the
sample of girls. The personality characteristics of the children
were assessed using the 100-item California Cfiild Q-sort (C.C.Q.)
(66) which was completed by the child's teacher(s), by four
graduate students who separately saw each child in two 1-hour
testing sessions, and by one graduate student who viewed a 20-
minute color videotape E-eikch child producing a dramatic produc-
tion in a standardi free-play situation. All persons completed
the Q-sort descriprlons independently and the individual Q-sort
item placements we e averaged to form a composite personality
description of each . Among the items distinguishing boys frum
nonintact and intact families were items suggestive of undertontrol
of impulse (e.g., inability to delay gratification, lack of plan-
fulness, inattentiveness, restlessness, rapidly changing moods) arid
of ego-brittleness or nonresiliency (e.g.) less responsivity to
reasonb lesser competence). 16, contract, few of the CCQ items
significantly distinguish10 preadolescent girls from intact and notb-

race faailies, as the data in Table 1 indicate.

In a second analysis, the psychologic4 characteristics at age 11
associated with less extreme changes in the family (e.g., moving to
a new neighborhood, changes of school not part of the regular aequence,
changes in the employment status of mother and/or father) were found
once again to be sex-differentiated. In this analysis, changes not
eventuating necessarily from object loss or disruption of affective
relationships were found to be associated in the sample of pre-
adoleacent girls with a large number of CCQ items reflecting ego-
resiliency (e.g., ability to cope with streas) tolerance of ambi-

't(j)
121-,
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guity, responsivity, ativity, self-reliance), and with moderate
go-undarcontrol, curiosi y, testing or etretching limits, lesser
inhibition and constriction, elf-assertion. In all, 32 percent of
the CCQ items were significan ly associated (p< .05) with the family
change score in the sample of Is, while none of the CCQ items pro-
duced significant correlations-au the sample of boys, as the data in
Table 2 indicate.

In reflecting upon the meaning of these results, it is suggested
that external events or circumstances that serve to discompose the
family unit, in the case of preadolescent girls, act to compensate
for the tendency to oversocialize females in our society. That ,

is, moves, changes in school, mothers going to work may
sent more opportunities for girls to be independent, to explore,
to be self-reliant than they typically experience in th average
expectable environment. Even in the case of more serious family
disruption, young girls mey not be so profoundly imPhred as boys
because family disruption ipso facto results in a diminution
of supervision, reutriction, and help-giving since only ono parent
remains available on an everyday basis. While one would not wish
to prescribe family change as an antidote to the tendency to over-
aocialize females, these results may encourage reflection on the
qualities of "growth-encouraging." environmats for males and for
females. The characteristics of environment1-favoringethe
realization of potentials for males and for females may not be
the ant. Because of thq tendency to oversociilize females in
our society, girls learn early to overcontrol impulse, to be
tractable, obedient, cautious and self-sacrificing. While these
psychological characteristics may have been functional in yester-
day's world of large families, a predominantly male work force,
and shorter life spans, their functionalism in today's world is
problematical.

Aa Hoffsan (8) has pointed out, the socialization of females,
which is simiiar across many Western cultures, is guided by the
assumption that women will spend most of their adult lives en-
gaged in mothering activities. The decrease in size of-the average
family, the increasing numbers of women employed outside the home,
and increaeed longevity have changed dramatically the nature of
women's activities. Because more time is currently being spent by
women in working than in mothering, (8) the process by which females
are socialized requires review. The development in women of ego-
resiliency, spontaneity, and competencies that serve well both at
hose and in the workplace, may be facilitated by learning contexts
which are somewhat less circumscribed, structured, supervised,
and predictable -- environments which permit more opportunity for
independent problem solving. To.atcomplish these goals, greater
parental "distancing" as suggest-id by Sigel and Cocking (41) will
be beneficial, affording girls greater freedom to explore the
world, to engage in trial and error learning,-to profit from their
mistakes. As Piaget (67) cogently hes noted, "Each time one pre-
maturely teaches a child something he [she) could have discovered
for him (her) self, the child is kept from inve ing it and, con-
sequently, from underatanding it completely" Xp. 715). In structured,
sheltered environments, lessons are too often ta ht, a practice
which deprives the child of the opportunity to "in ent" solutions
and to educe principles. With appropriate "distancing, encourage-
ment, and affirmation of competence, parents cam bequeath wings as
well as roots to their daughters.
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Table 1. Significant California Child Q-sort correlates at age 11 of the stress index: disruption of object
relations

Sample of Girls Sample of Boys
(N48)

California Child Q7Jort Item

(N50)
Difference

Between Z Scores

.17 n.a. Seeks reassurance from others .32 .05

.04 n.s. Is restless and fidgety .33 .05
.28 .10 Has rapid shifts in mood .29 .05
.19 n.s. Unable to delay gratification .28 .05

-.14 n.s. I. attentive, able to concentrate -.39 .01
-.04 n.s. Is planful, thinks ahead -.39 .01
-.14 n.a. Appears bright -.38 .01
-.27 .10 Uses and responds to reason -.42 .01
-.31 .05 Has high standards for self -.25 .10
-.10 n.s. Is verbally fluent -.30 .05
-.10 a.a. le competent, skillful -.32 .05
-.08 n.a. Is reflective -.34 .05
.09 n.s. Composite Ego-Undercontrol Index .24 .10
.00 n.a. Composite Ego-Resiliency Index -.13 n.s.

12h



Table 2. Significant California Child Q-sort correlates at age 11 of the'strese index: number of family changes

'8!ap1e of Girls Sample of Boys

Difference
Between Z Scores

(1448)

r P California Child Q-eort Item

(8..50)
lk

r P

.45 .01 Is an interesting, arrestiag child .00 - 2.32

.43 .01 Is verbally fluent -.10 2.69

.42 .01 Is curious, exploring .02 2.05

.41 .01 Is self-assertive -.14 - 2.76

.41 .01 Is talkative -.07 - 2.42

.38 01 Responds to.hupor -.04 2.11

.38 .01 Tries to be center of attention -.17 2.74

.36 .01 Is self-reliant, confident -.14 - 2.48

.35 .05 Is vital, energetic .07 - 1-4

.35 .05 Characteristically tries to stretch limits -.02 -
n,
to

.33 .05 Can recoup after stressful experiences -.09 - -

.32 .05 Becomes strongly involved in activities -.05 -

.33 .05 Is aggressive -.16 - 2.42

.30 .05 I. ware and responsive .04 - -

.29 .05 I. creative .02 - -

-.47 .001 'Becomes anxious when environment is

unstructured

.09 2.88

-.45 .01 Is shy and reserved .02 - 2.42

-.45 .01 Tends to keep thoughts to self .05 - 2.56

-.42 .01 Is inhibited and constricted .05 2.39

-.42 .01 Tends to withdraw under stress .03 - 2.29

-.41 .01 Tends to be indecisive, vacillating . .22 - 3.16

-.42 .01 Looks to adults for help and direction .07 2.48

-.41 .01 Is fearful and anxious .09 2.52

-.37 .01 Is physically cautious .00 -

-.37 .01 Is neat and orderly .04 - 2.05
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Table 2. (ConclOded)

Sample of Girls Sample of Boys

California Child Q-sort Itea r

Difference
P Between Z Scores

1.36 .05 Is immobilised'or rigidly repetitive
under stress

.13 2.43

.33 .05 Tends to go to pieces under stress .14

.34 .05 Tends to be distrustful .02

.36 .05 Tends to be solky, whiny .02

.31 .65 Reverts to immatersbehavior under stress .03

.29 .05 Seeks reassurance from others -.06

.29- .05 Is obedient end compliant .03

.39 .01 Composite Ego-Undercontrol Index -.01 2.03
39 .01 Composite Ego-Resiliency Index -.05 2.23
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Phy§cd Devebpment of Fernde Chidren
and Adolescents
Frank Fawner, MD., F.R.CP.

Human growth is a continuum. This basic concept of human physical
growth is at the root of any discussion on the subject. Human growth
starts not at birthr-which is, comparatively speaking, a growth event of
not too great importancebut at conception. This often overlooked event
is being found to be aore and more important to the ultimate maturation
of individuals.

The growth continuum rarely moves ata constant speed. We are used to
thinking in terms of size attained: the average head circumference of
healthy infants at 3 months of age, for example. Yet to consider growth
as movement leads us to think in terms of velocity; that is, how fast,
or slowly, an individual child is growing.

The smooth curve of height-for-age in a growing, healthy child is shown
in Figure 1. The lower curve shows how much the child grows from one
year to the next. This is a velocity curve which reveals the pattern of
stature growth. The infant grows more rapidly than at any time in
life, yet the rate of growth is also rapidly slowing and, in fact, has
been slowing since the 7th month of fetal life. At about 3 years of
age, a plateau appears when the child grows comparatively steadily for
8 or so years until puberty begins. The adolescent growth spurt now
starts, and for the only time in postnatal life, the child accelerates
rapidly. At the middle of this puberty period, a peak velocity is
reached, and then a rapid deceleration occurs until the annual height
gain, or increment, is zero. Growth in stature has ceased.

Growth in stature has been chosen as an example of the continuum because
length and height are comparatively stable indicators of growth. Body
weight increases in a similar nanner, but tends to react rapidly and
intensely to environmental influences such as illness or variation in
nutrition.

Velocity curves for screening use can only be obtained by regularly and
accurately measuring reasonable numbers of the same children. Individual
children will show many deviations irom the average curve, and their
measurements will not produce mmooth curves. This is cauied by many
different factors such as seasonal variation, nutrition, and illness. So
the control of growth over short periods of time is not stable. The
average curves are smooth because individual peaks tend to average out
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since the children are all maturing at different times dhd growing at
different rates. It is important to keep this in mind, especially for
the adolescent period.

Growth, then, is a form of motion, similar to a journey in a motorcar.
The upper curve in Figure 1 is one of distance traveled (a distance
curve), the lower one, ef speed or velocity (a velocity curve). At any
point in time, the velocity, or rate of growth, clearly indicates the
child's growth status better than does the distance achieved. Body sub-
stances that change in blood and tissue concentration with age commonly
run parallel to the velocity rather than to the distance curve. In some
areas, the acceleration or deceleration of the velocity ez.tually best
reflects physiological events.

Parenthetically, it must have been noticed that in a paper on female
growth, the illustrative figure is that of an individual male. This is
probably due to long-held traditions. As long ago as the mid-1700s1 the
first longitudinal study, revealing the importance of velocity growth, was
published by the Frenchman Count Gueneau de Montbeillard who measured his
son's (not his daughter's) height at each birthday, from birth to age 18.

GROWTH STANDARDS

Human growth is not simply a series of,height and weight charts. Growth
standards are necessary, though, and are a basic instrument in child
health epidemiology. It is essential to realize that the majority of
children born in the United States in the 1980s will be born to blacks,
Chicanos, Puerto Ricans, Cubans, and to other racial or ethnic groups.

There is no proper substitute for a country's having its own child
growth standards based on a representative sample of the population.
The use of growth atandards for screening should be carefully distin-
guished from the use of growth measurements to compare disadvantaged
with privileged groups of the population. Particularly, the use of such
standards to screen individual children must not divert attention from
the need toChange existing differences between disadvantaged and
priVaeged groups.

PRENATAL GROWTH

Fetal growth curves, depicting dietance and velocity, are for obvious
reasons hard to come'by. Those that do exits,/ are derived from the
measurement of fetuses born too soon at varaus gestational ages. The
concern here is that euch fetuses may not be "normal" in the sense that
normal fetuses remain growing in the uterus until 40 weeks of gestational
age, at which point they can be measured os newly born infants. With the
advent of ultrasonography, it is to be hoped that this gap in knowledge of
prenatal growth will be filled.

Good indicators of fetal growth patterns may, however, be gleaned from
pest and present multidisciplinary data. Velocity is unremarkable in
the embryonic period, the first 8 weeks. Morphogenesis is the shaping of
different body regions by differential cell growth or cell migration.
The major part of morphogenesis is completed by the 8th gestational
week, though it continues, in fact, until adulthood and in some body
parts until old age.
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The fetus grows fast. This velocity is due largely to the fact that
cells are still rapidly multiplying. The velocity in growth in length
starts to drop off rather sharply after 30 gestational weeke, and the
velocity in weight gain starts to drop after 34 weeks of gestation.

It ahould be noted that the complex interaction of nature and nurture
influences on growth start to operate prenatally. As an example, a
slowing down of grow4h,enables a child genetically destined to be large
to develop im the uterus of a small mother and to be delivered success-
fully. Mothers with adverse environments or adverse circumstances in
their own growing periods are likely to have small fetuses. TWe genera-
tions nay be needed to undo these ill effects of poor environment.

The process of sex differentiation, prenatally, and postnatally up to
adolescence, starts at conception. Of the 23 pairs of chromosomes found
in human cells, only the male has one pair of chromosomes that aie very
different from each other. In this pair, the "X chromosome" is notably
large, and the "Y chromosome," among the smallest. These are the aex
chromosomes, so-called for this reason: The aingle-cell female ovum
always carries but one chromosome, an X. The male sperm, also single-
celled, can carry either an X or a Y chromosome. After fertilization,
therefore, the resultant sex chromosome.pair is either an XX or an XY.
All cells of a subsequently developing girl will have an XX pair, and
all of a boy, XY. Thus, the sperm determines the sex of the child-
to-be.

We can tell whether a human embryo is male or female only by examining
the sex chromosomes. When the gonad appeara it looks the Game for male
and female. It develops, however, more slowly in the female. It is at
about 10 weeks gestational age that the female gonad is recognizable as
an ovary rather than a testis. The external female genitalia are
apparent and developing at 12 weeks without being, it seems, under
specific horMonal control. It seems, too, that embryos develop quite
passively into what some term the "basic" sex, the female, in the
absence of any hormonal stimulation. The secretion of testosterone from
the testes, results in the marked foruation of the penis and scrotum.
This sex-differentiation feature is noted throughout growth, even in the
last stages of differentiation at adolescence. Although both females
and males have their own hormonal-stimulation mechanisms, the female's
changes are less strikiug and extensive than the male's.

Sex differentiation continues, the most important difference now being
in the rate of maturation. The male fettle matures faster than the
female for the first gestational month until the developi"g palate is
closed. Thereafter, the fenale fetus matures faster. She reaches 50
percent of her adult height on average at 1.75 postnatal years, whereas

'the boy does so at 2 years of age. The fenale starts her puberty earlier
than the sale and ceaees to grow earlier. This difference in tempo
starts early; at the halfway mark of fetal growth, the female skeleton
already is nearly 4 weeks in advance of the male. At birth the
difference is some 6 weeks and, by the start of puberty, 2 years. Girls
are also sore physiologically mature in some other organ syetems, and it
is possible that this is a major reason why more girls survive
perinatally than boys.

The actual milestones of maturation are the same, and in the same
sequence, for girls as for boys up to puberty. Sometimes, though, the
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intervals between thee are psychologically different, especially

for adolescents. The earlier aaturation of the female is a common
characteristic of eaanale and is found in nearly all primates.

Nearly all the differences between the sexes in body compoeition and
shape develop during puberty. The overall difference in body size ia,

however, largely due to the boys' delay in growth. Although they are
a little larger than girls at birth, the differences are amall and stay
so until puberty. Boys are 2 years behind girls in starting their
adolescent growth spurt, and thus have 2 more prepubescentgrowth years
before they do start.

ADOLESCENCE

We do not know what triggers the adolescent growth spurt. The sudden
onset of rapid somatic growth and maturation is striking. It is

accompanied by psychological and social development. It is a phase of
life in which variations are exceedingly large, not only between
different individuals of a given age, but also within the same person
over.tiee. It is important that this should be understood by
adolescents themselves, their families, the health professions, and the
public at large.

Rapid physical growth, changes in organ eystems of the body, and comple-
tion of sexual development are basic in early adolescence. Adolescence
is a period in growth when marked morphological changes occur in virtually
all organs and systems. In particular, an immature hormonal system becomes

mature. The main changes are:

a. The adolescent growth spurt: marked acceleration of siiie and

change in ahape of the body and many organe. An important fact
needs to be repeated, for it has important biomedical and social
implications: because girls, on average, begin their adolescent
growth spurt 2 years ahead of boys, they temporarily become larger
and more mature.

The actual amount of height gained during the spurt is greater
in boys than in girls, but only by some 3-5 cm. The stature
difference between the adult male and female is of the order
of the female being 13 cm. shorter. Eight to 10 cm. of this
ie due to the extra time for prepubertal growth of boye, and
to the earlier end to somatic growth of the female.

b. Changes in body composition.

c. Gonadal grout: and development and growth of the eecondary
sexual organ and sexual characteristics.

d. Growth of reapiratory, circulatory, and muscular system:
leading to increased strength and efficiency of body energy

production.

With the very large variation in the age of onset of the growth spurt
among healthy adolescents, chronological age becomes of little biological

inportance. It certainly ie important, however, to the individual who is
early or late in maturing compared to moat boys or girls of the same age.
Probably the two nost common general grout!: problems are based upon this
aspect of growth typified by the 11-year-old girl of tall stature who wants
to be shorter, and the 15-year-old boy of small stature who wishes to grow.
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Growth of an individual bone ceases when its epiphyses are completely
fused. When all the epiphyses of the involved bones are closed, adult
stature has been reached. So, study of such maturation of the skeleton,
dfie assessment of bone age, is enormously helpful. Since rapid matura-
tion of thu bones coincides with the adolescent gro,...h spurt, Lt helps
us to define an early-maturing, average, or late-maturing child:
Skeletal maturation may be assessed by simple radiography using one of
a few acceptable rating methods.

Regarding body composition, it has been shown that in adults, there is
no significant interrelationship between the amounto of fat, bone, and
muscle. This lack of relationship also has been found in adolescents
irrespective of age or sex. These three tissues seem to grow almost
independently.

Fat growth is important to the girl and those concerned with her '

health. Bone and muscle, although growing independently, have very
similar growth patterns. Fat is markedly different. It is steadilyk
gained from 2 years of age until before the girl's peak height
velotity. Then there is a deceleration and an absolute loss of fat
with the "low point" occurring at the peak of height velocity. There-
after, girls gain fat quite fast, reaching stability at the end of
adolescence. This is particularly important in discussing adolescent
nutrition and dieting.

There are clearly racial differences in adolescent body composition,
and there is a need to exercise caution in asauming that data gathered
largely in the Western hemisphere are applicable to other populations.
There is a need for studies in so far unstudied populations, parti-

, cularly studies of under- and overnuerition. The black adolescent
seems to have a higher proportion of body fa than the adolescent
Caucasian, who haa a higher proportion than the Oriental. Caution is
necessary here, too, because of the racially different rates of matura-
tion of children. These differences are not always taken into account
when comparisons are made.

There is also the Auestion of physical activity when studying body
composition in adolescents and the difficulty of assessing such. Two
adolescent girls of the same ege, recording that they spent a weekend
skiing, might he referring to intense physical activity for one and
little or no physical exercise for the other. There is a parallel
between the development of lean body 0493 and the marked physical
activity in adolescents and also with aerobic capacity as measured by
oxygen consumption. A rmcent study in Holland showed that if you
measured physical activity (cycling, for example, a sport in which many
Dutch children participate), timed imminutes per day, a.very great
difference existed between adolescents of the same age (at 13 and at
16 years) from two very different schools with different levels of
activities.

The growth of the gonada and the secondary sexual organs starts at the
onset of puberty and is associated with complex hormonal events in the
endocrine glands and their relationships with the brain. Messages are
transmitted from the brain to the pituitary gland, and the pituitary
hormones then stimulate the secretion of sex hormones in increasingly
large amounts. These hormones have important effects on various
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tissues of the bcidy, and probably facilitate the maturation of the

brain. Hormonal changes also seem to be related to concomitant
changes in behavior.

01.

Growth at this period is related to a complex set of endocrine
\ocesses going all the vay back to prenatal life. Changes occurring

in adolescence ultimately depend on the adequate development of the
reprauctive system in the prenatal period.

2140 boys and girls produce the male hormone, androgen, and'the female
hormone, estrogen, in relatively equal amounts throughout chtidhood.
Wben a child reaches adolescence, the hyppthalamus and pituit ry
mature,aufficiently to develop the typical hormonal secret of

adults., A balance is created that is characterized by mor a5drogep

in boys end more estrogen in girls. These hormonal 47 lead directly
to Ole physical developments that occur during puberty

During puberty, the ovaries and testes produce enough steroid hormones
to cause accelerated growth of the cervical organs and-the appearance of
secondary ex characteristics. In girli, fluctuatingexcretien of
estrogen anticipates the menatrual cycle before menoree.

The great biological variability in individual pat erns of trowth and
of pubertal changeActin have profound psycholog,çi1 effects on the
adolescent who is darkedly-earlx\or late in comparison to friends and

classmates.
.

In girls, growth ef0,1e is usually the first sign of puberty.

Pubic hair nay appear's; thi time, but, as in boys, it usually occurs
later and c ncides with-the onset of the adolescent height growth
spurt. Menar e is such 0 easy event in time to pinpoint that it is a
valuable maturi marker In the female. The most important fact re-

.' carding the sequence_of events in female puberty is that menarche '

invariably occurs after the peak height weitHrvelocity and thus
towards the end of puberty. It, does not usher in puberty,as so =VW
parents and physicians believe..

There is a need to assess all indicators of maturity. For example,
an 11-year-old girl who is genetically tall may frequently be labelled
as not having atarted puberty because menarche has not occurred. Thua,

the patient and her parents are alarmed at the possibility of her be-
coming a giant. However, the majority of childrem like her are
early maturers whose breast etage often reveal, that they are On a late
stage of puberty and about to menstruate for the first time. 'hey are
yell along the decelerating velocity height curve and will gr w little
more.

It is importent to note that growth clinics, asked to advise on and
screen the growth status of children, have a largo proportion of clients
who are simply early or late miturers in no need of pharmaceutical or
clinical therapy. Reassurance and -psychological therapy are, however,
very much needed. The late-maturing boy is dibtressed by his small size
and lack of secondary sexual characteristics. The early-maturing girl
not only fears she will continue to oower above her peers, but Bhp is
embarrassed by her noticeably large breasts.
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There is an important variation in pubertal timing among children.
In many children, linkages between the various maturity indicators
are strong; in some, they are loose. Not only does the rate of
passage through puberty vary, but it is unrelated to early., average,
or late maturation. A cealthy girl may complete her puberty phase
in 2 yeara; at the other extieme, another may reach adult.stages of
breast and pubic hair growth and yet menarche may not have occurred.
As very apiiroximate guidelines, 95 percent of girls will exhibit the
frtst sign of puberty between 8 1/2 and 13 years; maximum (peak)
height velocity on the average at 12 years, with menarche on the
average varying from 12.8 to 13.2 years in various present-day
developed world populations. The female is, on the average, more
advanced than the male in nearly all maturation indicators:

It is useful to summarize the age sequence and relationship between
the events discussed. Tanner has done so for each sex in diagram

/ form. Figure 2 depicts the sequence of events in girls: It is impor-
tant to be ahle.to judge individual deviations from these avekages.
With _the various_pubertvatage indieatartthe--a.ges-ahoua represent-
the range of ages to be expected when these events atart and end.
Thst menarche, as was emphasized earlier, almost invariably occurs
after peak height velocity. The appearance of the breast bud
is usually the earliest sign of puberty in girls. The range of the
early and late maturers is given in ages it the start and end of
breast development. Pubic bair stagee show there is a very large'

2-2 variation in age at which the various events occur.

,SPORTS PARTICIPATION

Young athletes, whether boys or girls, grow similarly to nonathletes.
the sport at which an individual is likely to excel can.kn decided
by athletic experts. For any healthy female, this decisfon rests
upon somatic growth pattares as described above. The main considera-
tion of athleticism is ultimate performance. The consideration of the
human biologist must be whether the female involved would be at risk
for injury or ill health.

Contact sports seem to,be at the base of current controversy and here
the only real concern is similar for boys and girls. The epiphyses
of the growing bones are not "solidified" onto the main shafts until
adolescence is well on its way. Therefore, traumatic displacement of
these epiphysea ean be harmful.

The female pattern of fat growth at,.during, and after adolescence has
been described. In addition it is necessary to note that, compared to
the male, the female's fat, on average, is more steadily acquired,
reaching stability,es adolescence ends. The female will also finish
with a Larger percentage of fat in her body than the male. This is
an important consideration in sporte for the female, since greater fat
means more weight of fat that will tend to lesson Wik efficiency of
muscles and add to the tendency in early adolescence /y be uncoordi-
nated. Common sense and abaence of exploitation and pressure is
necessary for all growing childrea, and athletic training should be
in the hands of experts with knowledge of human growth.
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NUTRITION

Only two aspects will be discussed:

(a) With such a huge amount of growth occurring in the adolescent
grath spurt, it might be thought that energy requirements would be
vaetly increased. In fact, the female adolescent's requirements are
increased but not so much as might be expected. Thus, for optimal
growth the ancient maxim holdagood mixed diet with appropriate
minerals And vitamins included.

A common danger springs from the female adolescent's wish to have
the currently modish slim-stick figure. Knowledge of the norual

changes in body composition is'needdd by such an adolescent and by
those who influence her. Severe dieting during this period of
adolescent growth can quickly slide into deficient growth, and
sometimes perhaps anorexia nervosa.

(b) The Pregnant adolescent has a peculiar problem. She is still

,growing and, in addition, needs to increase her food intake, not to
"feed for two," but G3 ensure that her growth requirements are met
in addition to requirements for normal weight gain, in the order of.
25 pounds, occurring during.pregnancy.

CONCLUSION

Knowledge of the normal SCJitit and physiological growth patte-rns of
females is at the root of achievement for those who wish their health
gird happiness. Of particular importance is knowledge concerning the
various sequential events in adolescence over time, and relating
gonadal, genital, and physical growth to each other. Edwcation about

the great variability of age of occurrence of these events among
healthy adolescent females will lead to a greater understanding of the
psychological problems that may beset them.
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Soctization of Black Femcie Chicken
Pamela T. Red, Ph.D.

The behavior, values, and attttudat_that ch11L1xpecteLto
acquire are strongly related to the sex of the child. Although
the behavioral responses considered appropriate for a particular
sax may vary from one culture to another, every society makes
WW1 distinction between the roles of the two sexes. During the
early years of life, four major psychological processes operate in
the development of these behaviors and attitudes: (a) desirable
behaviors are acquired; (b) undesirable behaviors are inhibited;
(c) approved values are acquired, and (d) disapproved values are
suppressed (1).

According to Kagan, it is the child's own cultural group which
decides which behaviors are desired and approved or undesired and
disapproved. In the United States and in many other countries,
role distinctions are determined by racial characteristics as well
as by sex. Howmver, little data have been collected on cultures
other than white middle-class America. The fact that various cul-
tures have cot been analyzed has not deterred psychologists from
*asuman that the mechanisms for developing culturally acceptable
behavior are the same for all people. There may, indeed, be no
fallacy in this assumption. Problems arise, however, when psycholo-
giate judge acceptability of others' values and behavior based
upon norma from white middle-class samples.

It is important for a child to learn what is appropriate behavior
in order to establish a place in ociety. Children becone aware
of the distinctions and expectations made by society through the
intricate procesees of socialization. Those who deviate from the
defined norms of society are usually reprimanded and may ultimately
face rejection if they do not conform. Information from close
associates is an important factor determining social roles children
must learn.

Parents, siblings, peers, teachers, and even television personalities
may exert pressure on the developing awareness of what constitutes
acceptable behavior. In American tociety researchers have found that
acceptable behavior for white boys usually includeo aggressive,
independent, and highly active types of responses. For white girls,
traditionally acceptable behavior includes dependent and emotional
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responses, and an interest in domestic activities. Definitions of

acceptable behavior for black children, male or female, are not so

readily available because most of the socialization studies have

excluded black children from the saeples.

The primary purpose of this paper is to present a critical review

of research about socialization and black children. Although

investisations dealing with boys end girls are included, the em-

phasis of this paper is on female development. In addition to

coacerne about methodoloey and theoretical implications of research

ffqts, the assessment of roaearch on black children and social-

ization must address the question: Who does evaluate the black

child's behavior for acceptability or unacceptability? The perspec-

tive that what is "appropriate for white society" may not be appro-

priate for the black community, and vice versa, hap aroused some

controversy. Crosscultural coucerna, therefore, are considered

important in this review. Finally, an attempt is made to assess the

effects of social class as a variable, as well as the influence of

race, since it must-li recognized-thArdAither the- black-mot the

white comeunity is homogeneous in its values. There are many

interrelated components of the #ocialization process which children

must undergo. As children learn about the rules that govern adapta-

tion of principles of morality, attitudes toward family and community,

and behavior in public and private places, two processes seem to

have special importance: the development of sex-role identity and the

development of self-esteem. Since these two functions have been fre-
quently studied when black children were subjects, this paper presents

a review of the research dealing with these topics.

SEX ROLE SOCIALIZATION

Sax-role socialization is perhaps one of the most important aspects
of personality and social behavior since it defines how individuals
react to themselves and how others react to them (2). According to

Brown (3), adjustsent to the Appropriate sex-role is an integral

component of normal and satisfactory development. Brown believes

that in order to attain a normal adjustment, it is necessary for an
individual to assimilate the values accepted by society as appro-
priate for everyone in general, and specifically those values thought
appropriate for his or her sex. With respect to sex-role behavior,

it becomes necessary for individuals to discover the values and
limitations applicable to a particular situation.

The problem of cultural differences seems greatest for females of
minority groups. While there is widespread Agreement on the
masculine and feminine roles in the dominant society (4), questions
exist concerning the degree to which minority men and women fit

those standards. Black women, especially, have been stereotyped

as unfeminine and having negative characteristics, very unlike the

white model of femininity (5). While men ard boys of minority groups
certainly experience conflicting demands and circumstancea, they do
not experience the additional anxiety of knowing that discrimination

may come as a reaction not only to their minority status but also

to their sex. The dual possibility of discrimination based on racism
and sexism is known as "double jeopardy" ard has placed black girls

and women in a eniquely difficult situation. It is, therefore, some-

What surprising that even today so little research has been conducted

that attempts to analyze these conditions.
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Theoretical Perspectives

There exists a consnsus among social scientists that environmental
factors, including family practices and attitudes, as well as bio-
logical conditions, operate in the development of sex-role behavior.
Psychological theorists may be divided into three broad groups
depending on the amount of emphasis they give each of theca factors
as determinants of sexe.role behavior. Tbe groups are cognitive-
develupsental theorists, the psychoanalytic theorists, and the
social-learning theoriste.

The cognitive-developmental group emphasizes the internal capabili-
ties and innate functioning of the child. According to cognitive
theorists, the need for self-categorization is the mechanism which
leads children to observe the sex-typed behavior of men and women,
to come to understand the roles, and, finally, to decide which role
to adopt (6). Although differences in background and experience are
recognized as variables in development, little attention is paid to
them hy the cognitive theorists- Thie theory, in fact, does not
address the issue of individual and group differences in behavior.
Cognitive theorists attempt to uncover and understand the universal
laws governing intellectual development. Sex-role behavior, then,
is explored by them primarily in terms of the awareness and acceptance
children have of male and female roles as they exist in our society.
Thefapplicability of this theoretical perspective to black girls is
lie ted by the assumptions of researchers. Host researchers begin
the r investigations by defining the male and the female role in the
uine traditional for the vhite community. Studies proceed by com-
paring how much or how little black girls meet these criteria. Cogni-
tiXe studies of aex-role behavior also lead to inferences about
Raturity and intelligence based upon girls' acceptance of the female
rOle as defined, not by their own cultural group, but by white society
(1.8).

Psychoanalytic theorists, who emphasize the role of parents in the
establishment of personality and social behavior, believe the develop-
ment of sex-typed behavior results from identification with an edult
model. Through the process of identification, values, attitudes, and
beliefs of an edult are accepted by the child (9). It is usually
misused that a girl identifies with her mother, thereby accepting the
feeinine role and ultimately rejecting the masculine one. While the
basic tenets of this approach seem applicable to any group, closer
exaaination reveals that, again, assumptions are made that do not
accurately reflect minority females' experiences. The most obvious
fallacy is the assumption of a nuclear family situation, in which the
mother and father are the only adult models. Black people, however,
more often than whites, live in extended family situations. McAdoo
(10) in her tudy of middle-class families found that even when the
black family appeared nuclear in structure, an extended family net-
work existed for the emotional and instrumental support of its
aeabers.

Sociel-learning theorists place more emphasis on .nvironmental
variables as effective determinants of sex-role behavior than the
other theoriste do. Their approach recoenizes both modeling and
direct reinforcement as the means through which children develop
social and other behavior. The major principle of the theory with
respect to sex-role behavior is that females' aex-role behavior
develops from their experiences se females, as well as from the
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received. The flexibility and breadth of this assumption

it ost applicable to the study of minority females. For

this\reason, much of the empirical research presented in this

papur takes this perspective. Difficulties still occur, however,

from the biases that some researchers bring to the interpretation

of their results. Tulkin (11) identified this problem and described

the solution in his call for "cultural relativism" in research

dealing with minorities. Cultural relativism means that behavior

ehould be considered within the context of the group being studied;

different is not always interpretable as "better" or "woree." Few

reaearchers, however, have attempted to study black girls by estab-

lishing norms for the group.

Family Influences

For most children, the mother is the primary agent of socialization

du:in the first few years of growth. The mother's responsibilities
include not only the child's feeding, cleanigg, and toileting, but

also the shaping and H.-reefing OfteX=r6latioilmctivities-and-inter-
ests. The mother interprets societal values and expectations for

the child. Based upon experimental data and observatione (5,12),
tbe interpretations presented to black children seem to differ in

several important ways from those given to white children. These

differences are especially salient in the socializatio'n of black

girls.

The definition of the masculine and feminine roles is an important

one. Strong agreement has been found between the sexes about the
nature of the male-female role distinction in several studies uti-
lizing white participants (13,14,15). Observers of black Americans,

however, believe that the characteristics traditionally ascribed t
and valued in white women do not reflect the traits encouraged in

women of the black community (12)16,17). In fact, black families

have been able to achieve a level of stability by integrating the

roles of husband and wife (18)19). Men shared in household duties

and child rearing, and women shared in financial support.

Black women are noted for their strength, independence and resource-

fulness. Black girls and boys both learn and accept thie interpreta-

tion of the female role. Agreement about this has been documented

in research with black college students (20). Some researchers have
become aware of this distinction between white and black societies
and have concluded that the female role was in fact the preferred
and dominant model of black community life (21). This position is

certginly a misinterpretation; the black female role has relatively
high status when compared to the white female role, but it does not
surpass the black male role in power or prestige in the black commu-

nity. The refutation of the matriarchy theory has been presented a

number of times (22,23,24,25). Joyce Ladner (5) suggeste that the
myth of the black matriarchy has been reinforced by the failure of
many students of the black family to distinguish between the terms

"dominant" and "strong." In order for the black family to survive,

the black woman has had to be strong, but not necessarily dominant.
Hill's research (19) clearly showet that the husband in most black
families is the primary breadwinner even in lower class black fami-

lies. The wife's income is usually less than half of the total

family income.
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Another dimension in the socialization,experience of black girls
Is that they receive family recognition and support of achieve-
ment. Traditionally black girls, more t an black boys, have been
encouraged to remain in chool and to bec.... high achievers. Bock
(26) axplainea this phenomenon as "the fa r's daughter effect."
Ha believed that the practice was based in rt upon black parents'
realistic consideration of the opportunities or their daughters'
success versus the opportunities for their son i, as well as the
realization that education offered some protect on to their
daughter. The black girl was protected in two w s by remaining
in school: first, attending school provided physic 1 protection
from sexual involvement ortharm, and second, educat d black women
had alternatives to workin§ in white homes as domest ca. More
recent research provides evidence that black girls co tinue to
receive support for high academic achievement (27,28,2 ).

Academic achievement is not the only goal towards which lack girls
are socialized. Just as white girls, they are expected t become
einr1lArm_Ang sr* traiaed-sc.cordingly Zor bleak girla zrom familia.
of lower socioeconomic status, the preparation is especiall rigor-
ous, and for many girls, motherhood is viewed as a "rite de As-
lase" (30). Schultz (31) in his study of black urban familiee
found that girls as young as 9 years of age may have the primary
responsibility for rearing their younger siblings. By 13 years, a
girl may have to undertake total control and eare of her mother's
youngest baby. This responsibility is usually given to the first-
born daughter and is probably a tradition from farm families where
everyone want to the fields except for one older child, usually,
female, and those too young to help (32). Stacki(33) reported
that black women in lower class communities feel few if any restric-
tions about childbearing. "Unmarried black women, young and old,
are eligible to bear children, and frequently women bearing first
children are quite young. These findings do provide an insight into
the disproportionate number of births by girls in their early teeas"
(33, p. 121).

The study by Bell (34) of black lower class women reveals that the
mother rola is considered a highly significant one, but this may be
less true for middle-class women. When making a forced choice be-
tween the roles of wife or mother, 84 percent of black lower class
women but only 50 percent of black college women chose mother (this
compared with only 26 percent of white college women). In the lower
class black community the role of mother has unchallengeable respect-
ability. According to Schultz (31), lower class black women have
status because they are associated with ties to relatives, con-
tinuity of family, and with respectable institutions, such as
church and achool. Very few investigators have examined middle-
class black mothers, but the study by Hommeon (35) of the fertility
rates of black doctorates indicated that blacks with Ph.D.'s appear
to limit the number of children they produce. While researchers
note that a clads difference exists with respect to the degree of
child care and other responsibilities given girls in black famil-
ies, investigations indicate that maternal discipline for middle-
and lower-class black girls is similar (36).

Although both black and white girls receive socialize.Zion toward a
"mother role," black girls do not have so stereotyped an image of
that role as white girls do (37). Since many black women work out-
side of their homes, their children are presented with a model of
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working mothers. This model seems to have a dramatic impact on

black girls. When examined as college students, black women pre-
ferred and expected to combine marriage, children, and employment;
their expectations did not reflect the role conflict expressed by

white women (38). Weston and Hednick (39) also found that black
college women eihibited significantly fewer responses scored as
indicating the motive-to-avoid-success, than white college women

did.

In actuality, it appears inappropriate bp compare the socialization
experiences of black families to those of white families except for
descriptive purposes. Recognition of differences in goals, practices,
and assumptions of different cultural groups makes behavior outcome
comparisons somewhat meaningless. This fact is emphasized by

Baumrind's studies (40,41) of child rearing practices in black and
White families. She found that if black families were viewed Jy

White norms they appeared authoritarian. However, unlike White

authoritarian families which produced passive and dependent girls,
the-highly 'authoritmrian"-black famtltesTroduced-solf-assartivs
and independent girls. What must be concluded, then, with respect
to sex-role socialization within the black community is that the
female role is much more powerful and highly valued than it ie in

the white community. This stronger image of women, however, does
not appear to diminish the importance of the male role for blacks

(25).

The role that Lathers play in the socializing experiences of black

girls has rarely been investigated. In spite of reports of high

father absence, most black observers concur that fathers do exert
a significant influence on their families. For those families which
are Lacking a male head-of-household, the extended family structures
in lower income families and close supportive ties in middle income
families insure an ample supply of male role models, e.g., uncles,

krothers, grandfathers (42). Johnson (43) offered the hypothesis

that fathera are important in the development of feminine behavior.
She suggested that with the encouragement of the father, a girl
becomes appreciative and accepting of the feminine role. Fathers

serve, she asserted, as mentors to sons and platonic lovers to their
daughters. The mother's role, according to Johnson, is to assist
the father by defining him as a worthy person to the child. In

fact, father's practices were found to have an impact on lower class

black girls. Lower class black ginis who were rated high in leader-
ship ability received significantly more principled discipline,
i.e., discussion and explanation for control, from their fathers
than their lower class white counterparts (36). The black fathers
appeared to model those behaviors needed to help their daughters
become effective leaders. The effects of father absence on black
:irls and differential social class effects have not yet been well
demonstrated. However, based upon interviews with 400 black women,
Myers (32) reported that the father was the most admired man in the
lives of the women and he provided the women with emotional support
during their childhood.

Media Influences

\

It has been widely accepted that media models strongly affect sex-

role development. The actions of fantasy characters as well as tha
behavior of real people have an impact on the sex-typing of children.
Researchers have investigated the dimensions of characters represented

1 4_7_,



143

in a variety of media. The two types of presentations which have
the most ispact on the socialization of young children are chil-
dren's books and television.

From studies on children's literature, it haa been found that
characters typically conform to racial and sexual stereotypes
(44). Boy-centered stories outnumber girl-centered stories;
sale biographies exceed female biographies, end women were shown
in a limited number of occupations, While men were presented as
active in a wide variety of fields.

)Children receive messages that males are more valued and that
achievement is expected from boys but not from girls. The under-
representation of female character* and the restricted nature of
their activities exist in popular literature for children, and
in their school readers (45,46). Of the studies examining the
racial stereotypes in children's books, Dickerson's (47) found
that black female characters also were portrayed in limited and
--\ettea-negative.- soles-) usually as-either housewives-or domestics.

Researchers agree that the effect of these rigid interpretations
1

of role models can serve to limit the aspirations and expectations

\

of black girls.

The modeling provided by television characters probably is even
more powerful than that of books because of the widespread distri-

' bution (98 percent of American homes have television sets) and the
heavy usage, especially among children (48). Host television pro-
:reaming has been found to present stereotypic characterization of

' fenAle roles and of black roles. In a study of popular comedy pro-
gress, raters found that black women were usually portrayed as
hoigh in nurturance and low in achieveeent behavior. Black women
were also depicted as higher in dominance behavior--much higher

than white women--and as high in dominance as both black and white
, men were shown to be (49). These characteristics are recognized
by young viewers and they play an important role in the learning
of sex-typed behavior and racial expectations. Data for white
preschool girls showed that the effect of stereotypic programs
directly influenced their sex-typed choices (50). Frueh and
KeGhee (51) also found a relationship between television viewing
and sex-role stereotyping. Their studies indicated that heavy
viewers displayed more stereotyping than light viewers did. Given
the Lack of black female representation in television programs
and commercials, however, some may question their impact on black
title. The underlying question which has not yet been fully
addressed by researchers is to what extent do black girls identify
'with white female chareqters. Friedrich and Stein (52) demonstrated
that children model different aspects of their television experi-
silicas depending on their aex. Girls modeled verbal Labeling,
While boys modeled active behaviors. Additional research may find
that racial factors also lead to differential rodent's.

Teacher's Influence

One arena in which black children are able to interact in face-
to-face situations with representatives of White society, often
for the first time, is the school. Since the teacher i4 the
principal representative of the school for the child and her

I family, she/he becomes important in socialization es a nodal and
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as one who dispenses rewards and punishments to the etildren.
Yor many children the teacher's evaluation plays a crilical role
in detersinfna expectations and in setting limits upon their role
definitions.

Race and sem of children have been fqund to affect the behavior of
teachers, as welleis their valuations of the children. The rein-
forceaent practi60 of 60 female black and white teachers in inte-
grated classrooms were studied by Byalick end Bersoff (53). Their
observations indicated that the teachers reinforced opposite race
children more frequently than children of their own race. They
also found that boys were reinforced more frequently than girls.
Finally, they found that black females were the least reinforced
group. The failure of the teachers to give encouragement and re-
verde to black girls seemed to reflect a negative image which
teachers had of these children. Other researchers have noted the
tenAency for tetachers to be influenced by the ethnicity of their
students. Jensen and Rosenfield (54) revealed that teachers'
behavior-was- sotlifLed- VG- some -degree by-the child's- social mlass-

White and black middle-class children were rated more favorably
than white and black lower class children. Interestingly, however,
academic ability has a reverse effect upon teachers' reinforcement
of black children. Black girls with high academic ability were
ignmred even more than those with lesser abilitiee. The same
effect was true to some extent for black boys (55). It seems as
though teachers preferred black children to conform to expectations
of low academic ability.

The teachers' judgments of black girls and of other students are
probably based upon a number of factors. One factor is the
attractiveness of the child. There are many contradictions between
black girls' physical characteristics and those which are held to
be desirable by White society. Physically, black women are con-
sidered to be the antithesis of white women, and even today, the
standards of beauty for blacks are not independent of White
standards (56). Teachers have been found to systematically rate
children withattractive faces more favoribly than unattractive
children. Another factor relevant to teachers' evaluations within
the school setting is language. Although black children do not
all use Black English to the same degree because of peer and
community identity, their speech is often noticeably different
from the speech of their white counterparts and the speech of
their teachers. When white and black students read identical
responses, white teachers assigned significantly higher gradee to
the white students (57). Of course, the use of a dialect is not
restricted to female black students; however, this disadvantage
is apparently heightened in the comparison between black girls
and White girls. The disadvantages of teachers' perceptions of
the black girl's speech, attactiveness, and ethnicity may well be
additive, resulting in lack of attention. The experience of
tocialization in school for black girls, then, will probably in-
clude social isolation, rather than attention. A black girl in
integrated classrooms may have the most negative experiences (58),
since it is unlikely that she will be the lead in the class play,
the Hay Queen, or have other opportunities which are reserved for
a child whom the teacher perceives as epitomizing the female role.
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SELF -ESTEEM

Self-esteem is a dimension of personality which undergoes shaping
during early childhood; however, it may be reformed throughout
xeve's life. The nature of self-esteem has been defined as the

evaluative component of self-concept (59). Children must first

develop an awareness of the self as ,n individual, then as a member
of a group, befor# beginning to aandeiate labels of "good," "bad,"
"pretty," or "smant" with themselves.

Differential modeling based on race may act not only on the learning
of sex-typed behavior but also on the development of self-esteem.
Many essential contributions to a child's sense of self are made by

other people. The expectations of important others greatly deter-
mine what the child expecte of himself/herself. In the establish-
aent of the self-concept of black children, two factors heighten
the experience of cultural separation and bring conflict to the
formation of a positive self-concept. First, black children live

in tommunities and with families- that often-hold expectations that
differ from those of the white cultural group. These differences

are sharply drawn for black girls. Second, even children from fami-
lies who have adopted the morezrof white society are subject to
discriminatory treatment and reactions to their behavior based on
stereotyped perceptions of race. A review of socialization
experiences of black girls, then, must consider the impact of the
dualistic nature of pressures plaLed on them by,both cultural groups.

Theoretical Perepectives

Hany of the same processes which are involved in sex-role development
and identification are also believed to operate in the formation of
self-esteem, Cognitive-developmental theorists, for example, explain

self-msg.& as the development of self-awareness. Infancy marks the

beginning of self-awareneem The child must first become aware of
his/her organic needs, then develop the ability to express herself/

himself symbolically. As this ability develops, the child gradually
gains consciousness of the self as a separate entity (60). Children

appear to draw their knowledge about themselves from (a) their ability
to decanter, (b) accumulated experiences, (c) impressions based on
interactions with others, (d) ability to attain goals and standards
derived from experiences with others, and (e) ability to accurately
evaluate their performance with respect ti) the standards previously

set (61). For much of the research focusing on black child develop-
ment, the assumption has been that whites were important in-setting
the standards of achievement. Considering the differences in
expectations for black and white girls, it is realistic to expect
that black girls do not accept goals for themselves from whites.
Researchers should also recognize that few of black children's
experiences are interactions with whites. Instead, cognitive
theorists dust consider the experiences within the black community
as salient to the child's self-awareness (62).

Psychoanalytic theorists invoke the process of identification as
an explanation of personality developmept. The interaction between
children and their parents is critical in the development of self-
neGeem. Erikson (63) viewed identification as a series of experiences
which should lead to the alignment of drives with opportunities by
the adolescent stage. This perspective would certainly lead to the
hypothesis that black girls will have difficulties in establishing
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self-esteem, since society strictly limits their opportunities
es blacks and as girls. Hanaster, Saddler, and Warkasch (64)
attempted to relat drives, as represented by measures of the
ideal self, end opportunity, as measured by cognitive develop-
ment score, vith a sample of white adolescents and preadoles-
cents. They found that cognitive development score signifi-
cantly predicted the ideal-self score, and that sex was an
important contributing factor in the adolescent group. It is
important to determine if .the same relationship can also be
foumd in a black population.

The social-learning theorists emphasize the role of parents as
models for the developmeqt of self-esteem. According to this
theory (65), standards and values are acquired through observa-
tions of adults' behavior. Predictions for black children's
*selfesteem depend not only on the types of behavior the child
is able to observe, but also on the evaluations which other

\adults give to that behavior. It cannot be assumed that black

? children only observe black adults in positions of inferior
status. In fact, the opposite is more likely the case, espe-
cially for younger children. Children interact with black
adults who are in superior positions, e.g., parents, ministers,
grandparents, teachers. Although some black adults that chil-
dren observe may represent "negative" models, Baughman (66)
reported that these models were gAven poor evaluations by the
"respected" segments of the black community, and therefore are
not.necessarily an important source of influence.

Inferiority Model

Some early Worts to determine t1ke effect of racial barriers
on the behaVior of black'childrenrevealed that the results of
degrading social barriers were negative attitudes, disturbed
behaiior, and a low senme of self-esteem (67,68). These dtudies
and others stressed the fact that black children lived under a
system of prejudice and discrimination. The implicit assumption
was that the black child was fully aware of the inferior status
assigned to her/him by the larger society. The low status and
generally negative stereotype of black Americans was believed
to have an Luteniable effect on black children (16).

What is seen as matriarchal in the character of the lower class
black family also waa assumed to present critical problems for the
personality development of black children. Rainwater (69) inver.ti-

gated contributors to black identity and suggested that much c'
the problem was due to an abundance of "inappropriate" or "negative"
models. The black Youth was said to be unable to form a positive
image of himself/hereelf, or to assume a hopeful attitude toward
the future. Hauser (70) also studied the effects of early exposure
to degraded role modold. He found that black adolescents experience
a tendency toward 'identity foreclosure," i.e., they seem to fix
their self-image upon those roles that have been presented to them
aa most undesirable. The,conclusions of this study were extrapolated
from an examination of th e. fantasies and aspirations of black

sdoleseente.

Other researchers have described the experiences of black Americans
in terms of pathologies and problems that result, in their view, in
mallormations of the black peraonality. The absence lof fathers from

a relatively high percentage of black families has been swdied, as
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well as teenage pregnancies, illegitimacy, unemployment, alcoholism
and lack of educition among blacks. From studies of this nature a
view has developed of the black community as incompetent and un-
healthy.

41'"

Upon reexamination, a number of theoretical and methodolcgical
flaws have been detected in some of the early studies on black
children's self-esteem (71). For example, the highly acclaimed
Kardiner and Ovhsey,study (68) was based on clinical data from a
sample of only 25-, and half of the subjects were patients in
therapy with the authors. Frequently, studies of race differ-
ences have used only boys as subjects, or the studies did not
asscss sex differences.

Researchers also have Ignored the impact of social class on
self-esteem. Hare (72) stated that the common practice of cow-
paring middle-class white children with lower class black chil-
dren and attributing differences to race, ougtes many conclusions
invalid. Interestingly, many of the stereoeYpes Which are be-
lieved to characterize black behavior are not based on empirical
research but on anecdotes assumed to hold for the entire popula-
tion of blacks (66). Even in anecdotal accounts and stereotypes,
however, black girls are invisible. Many characterizations have

been proposed as descriptions of black boys, men, and women. There
appears no carryover from the women's roles, as mammy, seductress,
etc., to those of black girls. Black girls are not adequately
accounted for on any level.

Ladner (5) reviewed the research on black families and suggested
that the level of actual psychological impairment was not so great
as many scholars have maintained. She especially rejected the
contentions of Grier and Cobbs (16) with respect to black female
development. Ladner's interview* with black preadolescent and
adolescent girls revealed a strong sense of racial pride and self-
acceptance, not the handicaps and discouragement predicted by Grier
and Cobbs. Ladner's research findings made necessary reexamination
of investigations in which black children were depicted as damaged
by an image of themselves as black.

Black Models for Black Children

The underlying assumption of many studies,.reporting low self-esteem
for black children has been that black children.' self-esteem iS
derived from the reflected appraisals of White models. The assump-
tion that whiten are the significant others for black children is
questionable. It seems more reasonable to assume that black people
have developed their oun frames of reference. Since blacks have
been relegated to a marginal position in American society, to
separate communities, and often to segregated achools, it must be
recognized that whites are not readily available as interacting
role models. Interacting role Medals are distinguished from
literary or television characters, which may act as static roie
models of behavior but cannot respond to or interact with the
child. The significant others with whom black children interaci.

are found within the family and the black community. AA previously
discussed, the models for black girls are typically strong and
independent black women. Black youngsters find that measuring
themselves against white norms and their white counterparts is
less relevant, and perhaps more destructive, than coOparing them-
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selves with other blacks (73). Recent research efforts sems to
provide strong support for this contention.

Ii ths last several years many researchers hive modified pravious
views of the psychological status of black children. Current
studies of self-esteem find that black children hold very positive
attitudes about themselves. Several researchers have found that
black schoolchildren's gelf-esteem actually surpasses that of
whites (74,75). As investigators attempted to understand the
sources of high self-esteem along black children, their stedies
focused on factors commonly assumed to be responsible for differ-
ences between blacks and whites. The data revealed virtually no,
relati9n3hip between self-esteem and perceived status of member-
ship gi.oups, social class, family structure, school performance,
or skin color (76). Instead, racial insulation was one important
condition which was shown to contribute to high self-esteem among
black children. Another factor identified as having an impact on .
the level of black self-esteem was the general attitude of sig-
nificant others toward the child, i.e., what the child believes
his significant others think of him/her. Significant othera
for the children were parents, siblings, friende, and teachers.
It was found that the relationship between signif:cant others'
attitudes and the child's self-esteem was somewhat stronger fot
black than for white children. Rosenberg and Simmons also pro-
vided evidence in support of a persistent pattern of high self-
esteem. They found that black ddoleacents, aged 15 through 19
years, as well as school age children, scored sigsificantly
higher on measures of self-esteem than white adolescents did.

Hare (72) conducted a study which has focused on the differences"'
in self-esteem as affected by sex and race. He measured self-
perception and academic achievement in fifth-grade black and white
girls and boys. Black girls in this study had significantly higher
aelf-esteem scores than any other grour. Black boys had the second
highest self-esteem scores, but their scoree were not significantly
greater than those of white boys and girls. Although their self-
esteem scores were high, black boys' actual achievement scores in
reading and math were well below those of the white boys. Hare
suggested that the existence of sex differences in the academic
performance of black children needs further investigation. It

appears that different socialization procesees are operating for
black boys and black girls in the developL.ent and maintenance of
self-esteem.

Another investigator, Schratz (77), also supported the hypothesis
of differential socialization of self-esteem for race and sex
groups. She found in an exploratory study of adolescents and
preadolescents that self-esteem scores were unrelated to per-
formance on cognitive tasks for black males. In addition, her
data indicated that black males had significant increases in self-
esteem from preadoleecence to adolescence. There was a strong
trend in the same direction for black females, but white females
showed significant losses during that stage of life.

SUMNARY AND CONCLUSION

This paper presented a review of some of the literature dealing with
the socialization af black girls. The emphasis was restricted to
two facets of the socialization process, sex-role development and
the formation of self-esteem. The examination revealed support for

153



149

the importance of both race and sex as interacting variables in
the processes by which black girls learn about their role.in
society. The analysis also explored salient differences between
the socialization of black and white children and the relevance
of white models to black children's experiences.

Sex-role socialization is an important component of personality
development, yet few researchers have examined the unique situa-
tion of black girls in a society which denigrates both the female
and the black role. Analysis of a variety of studies showed that
there are key differences in the interpretation of the female role
by Whites and blacks. One basic diffv:ence is that the black
female role is one of etrength and resourcefulness as contrasted
with the traditional white female role of paseivity and dependence.
This provides black girls with models of achievement and assertive-
ness. Another difference is that black families appear to be more
egalitarian than white families, with men and women sharing many
tasks. The black child, therefore, is exposed to a less stereo-
typic definition of femininity.

While family images of strength may operate for black girls, other
agents of socialization present a different view. Media models
of black women are seriously lacking. Examinations of children's
literature, school readers, and television programs revealed that
the few black chaecters were presented in stereotypic and even
demeaning roles. Researchers have.not yet established, however,
what effects nonexistent and negative media models have on black
children.

The achool environment also seems to have drawbacks for black girls'
experiences. Studies of black and white children's interactions
with elementary schoolteachers indicated that black girls, espe-
cially high achieving ones, were least reinforced in the class-
room. No direct explanations have teen suggested for this phe-
nomenon. Indirect evidence, however, leads to the hypothesis
that black girls least fulfill the teacher's expectations about
blacks and about girls.

In spite of seemingly numerous opportunities for self-denigration,
black girls and black boys have been found to maintain high levels
of self6ibaem, higher than those of white children (78). Some
researchers have chosen to interpret these high self-reports as
unrealistic and as confirmation of black pathology (79). The
prevailing view, however, is that black children utilize a variety
of resources within the black community to build this positive self-
image. The assumption that the black child accepts white models
and the white society's evaluation of blackness has not been
supported. For the black girl, the support and encouragement of
her family in the early years and, later, rewarding comparisons with
friends, seem to provide the salient experiences for the under-
tanding of her role and her self.
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On The Distinctbn Between Sex-role Mttudes
and Sex-inked Tratts and Thet Stabittyli
Robert L Helmreth, Ph.D.

Despite a rapidly burgeoning literature, there has been a great deal
of confusion regarding what factors are subsumed under the label
"sex roles." Laypersons and psychologists alike have assumed that
the term "sex role," or "sex-role identity," has connotations regard-
ing sex-role attitudes and behaviors (opinions regarding the rights
and roles appropriate to each sex and preference for the enactment
of such roles), biological gender, sexual orientation (the choice
of opposite or same sex partners), end sex-linked personality traits
(psychological masculinity and femininity). It is often assumed that
these aspects of the self are highly interrelated and that knowledge
about one component is an adequate basis to make strong inferences
about the others (e.g., a person with a "feminine" personality ia
likely to be female, heterosexual, and devoted to stereotypically
feminine familial and vocational roles).

Janet Spence, our students, and I have been investigating theae
phenomena for the past 8 years. A large corpus of data from a
variety of populations in the United States and aeveral other culturea
seriously challenges this broad definition of "sex roles" (1,2,3).
The relqtionships among these characterietics eem to be consistently
weak and complex rather than strong and simple. It is our thesis
that an understanding of the complexity of these relationships and
their distinctiveness can lead to a better understanding of the posi-
tions of women and men in contemporary society.

This paper focuses on sex-role attitudes and psychological mascu-
linity and femininity, their interrelationships and stability across
time and acrose the lifespan.

*The research reported herein was supported by National Institutr of
Mental Health Grant NSG-2065, National Science Foundation Grant BNS
78-03911 (Janet T. Spence and Robert Helmreich, Principal Investi-
gators) and Natioaal Aeronautics and Space Administration Grant
NSG-2065 (Robert Helmreich, Principal Investigator).
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PSYCHOLOGICAL MASCULINITY AND FEMININITY

It is important to provide some historical background about the data
collected and the measures employed. Psychological masculinity and
femininity have frequently been measured by self-report inventories
that contain a mixture of trait descriptions and role descriptions,
for example, the Femininity scale of the California Personality
Inventory (4). Frequently, items were selected for such instruments
on the basis of their ability to differentiate between biological
males and females or heterosexuals and homosexuals (for example, "I
prefer cold showers to warm baths") rather than on the basis of psycho-
logical implications. An assumption underlying the early measures
of masculinity-femininity was that these dimensions are strongly
bipolar, possession of masculine characteristics precluding the
manifestation of femininity, and the converse (5).

More recently, a number of investigators have challenged this assump-
tion theoretically and empirically by developing measures of mascu-
linity and femininity that assess these dimensions independently.
The two most widely used are the Personal Attributes Ques-
tionnaire (PAO (6), and the Sex-role Inventory (BSRI) (7).
This discussion Is limited to the PAQ although both measures have
many common features.*

The PAL) Masculinity (M) scale contains traits of an instrumental,
goal oriented nature (e.g., independent, active, makes decisions
easily). The Femininity (F) scale consists of expressive traits
reflecting an interpersonal orientation (kind, helpfud to othera,
warm in relation to others). In the development of the PAQ, traits
were assigned to the Masculinity scale on the empirical basis of
meeting four criteria; (a) Traits were rated by respondents as
socially desirable for both sexes; (b) The ideal male was seen as
possessing significantly more of the trait than the ideal female;
(c) The typical male was seen as possessing significantly more of
the trait than the typical female; and (d) Hale respondents scored
significantly higher than female respondents. The Femininity scale
waa developed using the same procedure to specify socially desirable
traits stereotypically and actually more characteristic of women than
men. The resultant scales correspond closely to Parsons and Bales
instrumental and expressive (9) distinctions. The ability of each
scale to distinguish normatively between the sexes Justifies their
operational detinition as measures of "masculinity" and femininity."
The independence of mascolinity and femininity has been replicated
in variety of samples, thus effectively refuting the concept that
they are bipolar. In samples ranging from adolescence to middle age,
we have found minimal correlations between the two scales (average
about .10) (2).

Masculinity and femininity have also been shown to relate to effec-
tive functioning in a number of areas. M and F scales correlate

* Although many of the items on the BSRI Masculinity and Femininity
scales are similar tu the PAQ, the BSRI is more mixed in content, con-
taining rcore items that are socially undesirable (e.g., "gullible")
and some that are neither Instrumental nor expressive (e.g., "mascu-
line" and "feminine"). AB a result, the BSRI is more factorially
complex. The BSRI Masculinity and Femininity scales typically yield
four discrete factors (8).
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ignificantly and positively vith oelf-esteem for both sexes (2).
M is stronsly correlated with achievement motivation for both

!Mks (10). Anuaber of studies have looked at the conjoint
inflAunce of Hand F. Those individuals classified as androgynous
(that is, high in both assculinity and femint ty) appeared to be

sore effective as parents than qlost high ir aly one dimension,

or low in both (2). Similarly, 'Ickes (11) re,Jrted several studies
showims that androgynous persons, in contrast with nonandrogynous
persona, interacted more with each other, liked each other more,
and had greater satisfaction from their interactions.

SEX-ROLE ATTITUDES

Another aspect of the self that we have examined is characterized
by attitudes regarding the appropriate rights and roles for the two

sexes. Ite instruaent em2loyed is the Attitudea Toward Women Scals
(AWS) (2,12). Iteas deal with attitudes toward vocational and educl,
tional equality, marriage, dating, and social behavior. Factor

enalyses indicate that the scale io essentially unidimeneional, and
thit the various categories of items are quite highly correlated.
Thus a single sun score represents the sex-role attitudes of respon-

dents.

RELATIONSHIPS BETWEEN SEX-ROLE ATTITUDES AND MASCULINITY AND
FEMININITY

Contrary to the assumption that there are strong relationships
between sex-role attitudes and personality, very weak, and generally
nonsignificant correlations have been found between the AWS and the
H and F scales of the PAQ (r's typically less than .20). There is

a pendency for women high in masculinity and men high in femininity
td be more egalitarian in their sex-role attitudes. However, the

low aagnitude of the relationships saggests that these aspects of
the self are essentially independent (2,13,14). On the other hand,

there is substantial linkage between gender and sex-role attitudes,
vith V091411 of all ages tending to be more liberal and profeminist

La their sex-role attitudes than men (15).

The relationships between sex-role attitudes (as measared by the
AWS) and sex-role preferences as measured by a new instrument, the
Hale-PemuLle Relations Questionnaire, has also been examined (16).
The latter instrument assesses the tendency of individuals to
aodify their behavior in social situations which pose sex-role
demands. The correlations between role preferences and role atti-
tudes are substantial (r'e of .70) but not perfect. Conceptually,

this is quite sensible, as the relationship between the measures
*ay often be asymmetrical. For example, it is unlikely that one
mould have cross-sex-role preferences without egalitarian role atti-

tudes. One sight, however, be quite egalitarian and profeminiet
La attitude, but prefer to enact traditional roles (for example,

be a strong believer in equal vocational rights for women but

prefer to be a housewife). The role preference measure (like the
AWS) is very weakly associated with the PAQ M and F scales for each

sax (the largest r obtained -.16 with M for femalee).

COHORT DIIFERENCES

The PAQ and AWS have been administered to samples ranging in age
frost aid-teens to early 20s to middle-age. PAQ scores for four
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groups (high school students, college students, parents in their
mid-thirties of eleaentary school students, and parents in their
mid-forties of college students). Significant sex differences were
found on both scales at each see, with males scoring higher on the
H scale and females scoring higher on the F scale. No differences
in females' scores were found as a function of age on the F or on
the Hi scale. However, a significant age effect was found for males
on the M scale. This reflected the elevated scores of the two
groups of fathers. These samples were drawn from well-educated,
generally professional groups, and the higher H scores found may
reflect the influence of instrumentality on successful attainment.
In contrast, samples of students may be less selective. It is also
possible that as males move through the life cycle, their instrumen-
tality aids in the mastery of tasks associated with education, voca-
tion, and family. Such self-validating experiences may, in turn,
strengthen the males' instrumental characteristics.

The results for the AWS are quite different, as shown for theee
groups in Table 1. Data from the parents of school children are
not available. In addition to highly significant sex differences
in each age group, with females in every case being profeminist,
there were significant differences between qte groups within each
sex. Female high school and college students were significantly
more liberal than female parents, but the two groups of students
did not differ from one another. However, male college students
were most liberal, and male high school students most conservative,
with the middle-aged group intermediate. In the next section the
stability of these measures over tilme is discussed.

TEMPORAL EFFECTS

One of the stated goals and projected outcomes of the feminist
movement is the development of an "androgynous" society, pre-
sumably one in which sex-role distinctions and peraonality dis-
tinctions between the sexes are eliminat61 (17,18). In concert
with this, it is often argued that the youRger generation, AS
primary recipients of the benefits of societal change, should have
higher androgyny scores than others on measures such as the PAQ.
The PAQ has been administered to successive cohorts of college
students drawn from Ova same generfol population since 1973.
Absolutely no changes have been fc&nd in mean masculinity and femi-
ninity scores of males and females. It would seem that psycho-
logical masculinity and femininity as measured by the FAQ have been
quite impervious to the effects of social change, at least over the
past decade. Further support for this position comes from two addi-
tional sources. One source is the data cited above, showing rather
minimal differences between students and adults on the H and F
scales. The second comes from data collected from children on chil-
dren's versions of the PAQ (19). Elementary school children from
first to fifth grade have been tested, and the pattern of sex
differences on H and F was similar to that in adults and was firmly
established by age six.

In the case of sex-role attitudes as measured by the AWS, the situa-
tion is quite different. We hrve data from samples of college
students tested in 1972, 1976, and 1980 and from samples of parents
of college students,tested in 1972 and 1976 (20). These data are
summarized in Table 2.
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Paralleling the data reported above, each cohort of females is more
liberal and profeminist than the correspondine male cohort. In

both 1972 and 1976, the student generations were significantly more

liberal than their sama-sex parents. Host striking, however, was

the large shift toward liberality by students and their parents
between 1972 and 1976. Indeed, the parents tested in 1976 were -

significantly more liberel than the students tested in 1972.

Comparison of student data between 1976 and 1980 suggests that the
trend toward acceptance of sexual *quality mey have levelled or even

peaked. Hales were essentially unchanged in their attitudes while
female students have become significantly more conservative.

CONCLUSION

The data presented herd support the contention that psychological
masculinity and femininity are only weakly related to aex-role
attitudes and preferences. The use of the term "sex role" to
encompass these various components of the scilf is potentially mis-
leading and can lead to highly erroneous conclusions about the
status of the sexes. Masculinity and femininity, as measured by

the Personal Attributes Queetionnaire,.are quite stable clusters
of internalized trait* that appear to be relatively independent of
societal changes in the status of the two sexes. Changes in the

relative strength of these dimensions are likely to occur only in
response to sweeping changes in the structure of society, especially

changes in Child rearing practices.

Sex-role attitudes and preferences, on the other hand, are much
more responsive to societal changes, and the data suggest that
meaningful increases in the acceptanceiif sexual equality helm

occurred over the last decade. Such change does not appear to be

limited to the young. Considerable modification in attItudes was
noted in middle-aged adults who grew pp in a period when there was
little concern with the status of women.. A final note is that the
trend tow%rd increasing acceptance of sexual equality may have

slowed or stopped. It should be an important research concern to
continue to monitor society's attitudes over the next decade.
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Table 1. Means on the Personal Attributes Questionnaire Scales (FAQ) and the Attitudes Toward Women Scale (ANS)

Group

PAQ H Scale PAQ F Scale AWS

Male Female Hale Female Hale Female

High School 21.7 19.4 20.9 24.1
College 22.4 20.1 21.4 24.0
School parents 24.2 20.1 20.4 24.0
College parenor\ 23.2 19.7 22.1 24.0

23.0
25.8

24.2

30.1
30.7

26.8

Higher scores vejthe PAQ mean more of the attributer, and, on the AWS, a more liberal, profeminist attitude.
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Table 2. Means for the Attitudes Toward Women Scale, 1972 - 1980

4.

ANOVA Results

AWS Ha*

Total Fa**

1972 Students

2128a N281

24.31
a

N.241

F..89.43

p<.001

1976 Students

2582
b
N301

30.70
b

N-,298

IN.46.71

p<.001

1980 Students

26.04
b

N.284

29.46
c
N.369

p<.001

1972 Parents

19.69
c
Nw228

21.25
d

14.288

F-16.49

p<.001

1976 Parents

24.06
d
N-395 Cohort 151.31 <.001

26.83
e
N-432 Sex

F-21.55

p<.001

123.05 <.001

Cohort 4.09 <.003
x sex

each itea was.scored on a four-point scale with 0-.strongly agree and 4wstroagly disagree.
Yor each row, 4tems with different superscripts are significantly different at the .05 level by Newman-Keu1s

computation.

MA Males, ** Fs Females

169



Back Women's Nuttional Problems
Myrtle L Brown, Ph.D.

The subject of nutrition-related health problems of black women is
difficult to address. With some few exceptions, adequate data are
lacking. Some questions arise by inference from health statistics,
from the limited data available from national nutrition surveys,
end from studies of selected population groups. The following

discussion will summarize the available data. Any conclusions drawn,
however, must be viewed cautiously since it must be recognized that
much of the available data is nearly 10 years old and may not
reflect current conditions.

MEASUREMENT OF NUTRITIONAL STATUS

The classic approaches to measuring nutritional status consist of
(a) assessment of dietary intake; (b) determination of biochemical
levels of nutrients, nutrient metabolites, or mutrient-related enzyme
systems in blood or urine samples; and (c) clinical examination for
symptoms of nutrition deficiencies including anthropometric measure-
ments denoting body size and, to some extent, body composition. These

methods may be used singly or in combination. However, each measures
a different state of nutriture snd, therefore, the three methods do
not necessarily correlate with each other.

Dietary surveys tend to be the least accurate. The leaet expensive
method, and the most commonly used, is the 24-hour recall (1). ThiB

method measures dietary intake for only 1 day and relies entirely
upon the subjects' ability to recall the kind and amounts of foods
eaten on ee day prior to the interview. The defects in this
methodology are obvious. Nevertheless, rightly or wroegly, the method
is assumed to reflect food and nutrient intake of a population group,
but it is known to have virtually no relevance to an individual within
the population group.

Dietary information may be collected also for a household unit. Such

information represents food brought into the home for consumption and
may best be described as a measure of economic consumption. These

studies do not take into account food waste or distribution withia the
household. Therefore, calculations of per capita intakes tend to be
high, and variances among individuals within the household cannot be
determined. Even so, such data may be indicative of trende in food
consumption and are useful as a population screening device (1).
Dietary data, however, are not a measure of nutritional status.
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Biochemical measarements and clinical examination provide information
that tends to reflect dietary Make over a prolonged period of time.
The time interval varies with the nutrient or symptom under study.
These methods also have limitations. They vary in precision and may be
affected by environmental factors other than food intake. Nevertheless,
they are more definitive indicators of nutritional state (2).

OTHER INDICATORS OF NUTRITIONAL RISK

Other factors may indicate nutritional risk within a community or
population group (3). Socioeconomic status affects purchasing power
as well as implied ability to utilize available monies to best advan-
tage. Within selected groups of loy-income black families, however,
educational status of the mother has been reported to be a more valid
predictor of family food consumption patterns than economic status
per se (4,5). This phenomenon, however, is not peculiar to black
families and seems, rather, to be a societal trend. There are, of
course, economic limitations below which the provision of adequate
food on a continuous basis is virtually impossible. Moreover, poor
housing conditions and lack of equipment for cooking and/or serving
food affect the ability of the poor to provide adequate food for
their families (4).

Vital statistics and health statistics are affected by many factors
including environmental conditions Lnd availaLility of adequate
medical care. However, trends in morbidity and mortality aid in
identifying high-risk groups within a population and the extent of
risk to a community (3). Such data often are suggestive of a
nutritional problem, but obviously are far from definitive. Identi-
fication of the problem requires more extensive evaluation and,
unfortunately, such data are not currently available.

For purposes of this discussion I have chosen to look at some available
socioeconomic and health data concerning black women (and bldck
families) and to attempt to address the issues in terms of what little
is known of their dietary intake and nutritional status. The data
often appear to be contradictory and are most certainly confusing. The
following discussion, therefore, may provide some food for thought but
few, if any, conclusions.

SOCIOECONOMIC STATUS OF AMERICAN BLACKS

The report Health United States, 1979 (6) published in 1980 by the
U.S. Department of Health, Education, and Welfare (now Health and
Human Services) provides statistics on socioeconomic and health status
of the American population. The general conclusions are well known.
Orly certain aspects believed to be pertinent to this discussion will
be described briefly.

In terms, of income and education, black families consistently score
below whites. The differences ere striking, with 30 percent of black
families earning less then $5,000 annually as cmapared to only Al per-
cent of white families. Only 22 percent of black families have incomes
over $15,000 as compared to 47 percent of white families. The statistics
in terms of educ-ion are equally predictable, with 50 percent of blacks
attaining a high school education compared to 70 percent of whites.
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HEALTH STATUS OF AMERICAN BLACKS

Overall mortality and infant aortality. In 1970, there was little
difference between crude death rates of black, and whites (10.0 and 9.5
de4ths/1000, respectively); however, the age-adjusted death rates
for blacks was 10.4 as compared with 6.8 for o.t4tes (6). Tnfant
mortality (i.e., deaths within the first year of life) in 1977 was
23.6/1000 live births for blacks as compared to 15.4/1000 for whites.
In the District of Columbia, the results reported for 1975-77 are even
more shocking (30/1000 as compared with 15/1000). Reports on neonatal
ortality (under 28 days of age) are equally dismal (16.1/1000 as
compared with 8.7/1000).

In the United States, infant mortality appears to be strongly
associated with infant birth weight. The lower the birth weight,
the greater is the perinatal death rate. Bergner and Sueser (7)
hypothesize, for example, that in New York City the distribution of
birth weight among the races could account for the entire excess of
perinatal deaths among black babies as compared with white babies.
Although survival of low birth weight infants has increased consider-
ably during the last decade due to sophisticated techniques of fetal
monitoring end newborn care (8), the more prudent means of lowering
infant mortality would seem to be through preventing low birth
weight.

Obesity. The prevalence of obesity among Omen in the United States
appears to be related to race, educational level, and income status
(9,10). The highest prevalence (about 35 percent) is reported to be
among low-income black women aged 20 to 44 years (9,11). Low-income
women of all races show a greater prevalence of obesity. than wopen of
higher economi: status. Similarly, woman with less than 12 years of
schooling show a greater prevalence of obesity (10). Among blacks,
however, socioeconomic status appears to be less important. There
are more obese black women regardless of income and educational status.

As a matter of interest, the reverse situation exists among males.
Black males are generally leaner than white males (9), end males of
lower socioeconomic status are generally leaner than males of higher
educational and economic attainment (10).

Iron deficiency anemia. Iron deficiency anemic evidenced by low
hemoglobin levels has been reported to be generally higher among
blacks than among whites (12,13). Hemoglobin concentrations are some-
what higher among blacks above the poverty level than those below the
poverty level (11). In a nationwide survey, 21.5 percent of black
women below the poverty level and 14.1 percent of black women above
the poverty level had low hemoglobin levels, as compared with 6.8
percent and 4.6 percent of white women in these respective income
groups (9).

Hypertension. Hypertension is not a nutritionml disease, but it
should be mentioned becanse of the high prevalence of this disease
among blacks (14), and because of the possible relationship to
dietary sodium in come individuals. Roughly one-third of black
women examined in the first health and nutrition survey (15) were
classified es hypertensive. Inasmuch as approximately one-third of
black women are classified as obese, the health implicatione of
hypertension may be even more serious. Individuals, who ere both
hypertensive and obese, are at greater risk for coronary heart

/7p
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disease than those who experience only one of these conditions. The
risk, however, is considerably less for females than for males.

FOOD BUYING PATTERNS AND DIETARY INTAKE DATA

Data collected in 1965 by the U.S.D.A. (16) on food buying patterns
of U.S. households indicated that blacks spent more money on meat,
poultry, fish, and grain products than white families but somewhat
less on milk products, vegetables, and fruits. Both black and white
families purchased approximately the same amount of bacon and salt
pork, variety meats, and lunch meats. Calculations of nutrients
based on theoe data indicated that diets of blacks were most often
low in calcium, vitamin A, and vitamin C. A more recent analysis
of a limited sample of the 1977 U.S.D.A. household survey indicates
that differences in food intake betren the races are considerably
leas marked (17). Calculated nutrioktt values are nearly identical,
with calcium somewhat lower for black families and vitamin A somewhat
higher for black, than for white families. These data provide only a
gross measure of nutrient availability but suggest that the differences
in food intake between the races are lessening.

Analysis of individual 24-hour recall data in 1971-74 indicated that
energy intakes and intakes of most nutrients were lower among blacks
than whites (17,18). Blacks in the lower income groups had lowest
energy intakes, and many blacks over 60 years of age had energy
intakes of less than 1000 Kcal. Calcium intakes were lowest among
black females of all ages. Iron intakes were low for both blacks
and whites and were not strikingly different.

Data on nutrient intake of individuals by race are not yet available
from the U.S.D.A. survey of 1977. However, data on the total sample
for the spring of 1977 were recently published (19). The lowest
income group had lowest intakes of energy and all nutrients except
vitamin At thiamin, riboflavin, and vitamin C. The lowest income
group had the highest intakes for vitamin A. Differences due to in-
come were not striking, however. In general, energy intakes were less
than reported in the 1965 survey, but average intakes of those nutr-
ients that were studied compared favorably with recommended intakes.
Four nutrients tended to be low among adult females: calcium, iron,
magnesium, and vitandn 5-6.

DISCUSSION

Four major health problems with nutrition implications appear to be
significant among American black women: high infant mortality rate,
obeeity, iron deficiency anemia, and hypertension. The effect of
diet and nutrition, however, is not equally clear in each of these
conditions.

Birth weight appears to be an important influence on the infant
mertality rate (7,20). Birth weight, in turn, is markedly affected
by maternal weight gain and maternal diet (21,22,23,24). Lmproved
pregnancy outcome has been demonstrated by supplemental food pro,
grams in conjunction with nutrition counseling (25,26,27), and the
effects of such programs are influenced by the length of time the
expectant mother is enrolled in the program. Lmproved pregnancy
outcome has also been observed in adolescents attending special
schools with feeding programs in addition to other services (28,29).
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In one school, only three out of 104 pregnancies resulted in low
birth weight infants over a period of 3 years (29), whereas in an
outpatient service providing nutrition counseling alone, seven
low birth weight infants were born to 76 adoleacent women within
1 year (30). It seems reasonable to suggest, then, that early
prenatal care including a strong nutrition component can be a step
toiward lpwering the mortality rate of black infants and improving
the health of their mothers as well.

Good prenatal care, however, begins before pregnancy. Epidemiological
evidence suggests that the condition of the mother at conception
influences the outcome of pregnancy (31). Small mothers tend to have
small babies. Results from the Collaborative Perinatal Project of the
National Institute of Neurological and Communicative Disordera and
Stroke suggest that optimal weight gain for underweight mothers may be
as much as one-third higher than that of women of normal weight (20).
The woman with a history of undernutrition is clearly at risk and
requires special management during pregnancy. Preventive measures,
then, may best be directed at the young through education and what-
ever means are available.

The problem of obesity in black women is confusing. If black women
indeed consume leas food than white women, one would expect the
incidence of obesity to be less. Admittedly, a single 24-hour recall
survey is not the most accurate tool for assessing dietary intake,
but if there is an error, it is a consistent error. According to
most reports, diets of black women provide some 200 Kcal per day less
than those of White women (13,14,32), yet obeaity is much more prev-
alent among black women. Some obese individuals apparently reduce
activity level to such an extent that weight is gained on relatively
loaf food intakes (33,34). Thus, it is possible that energy expendi-
ture may be lower among black women, although I know of no evidence
that this is the case. One might hypothesize that there is a meta-
bolic difference such that black women utilize food more efficiently
and thus gain weight and body fat more readily than whites. This
posaibility seems unlikely, however, since black malea do not
show a similar trend. The paradox of a greater prevalence of obesity
among black women in conjunction with lower energy intakes deserves
study, including careful evaluation of the validity of dietary data.

The problem of iron-deficiency anemia is also confusing. Low
hemoglobin levels among blacks are reported consistently, yet dietary
intakes of iron are generally low in comparison to recommended
intakes among blacks and whites alike. On the average, the difference
in hemoglobin levels amounta to approximately 0.5 g/dl in children
(35) and 1.0 g/dl in adults (3). Some investigators now question
whether current criteria for defining anemia on the basis of
hemoglobin determination should not be different for blacks and
Whites, particularly aince, although hemoglobin levels differ, the
distribution of other measures of iron status (i.e., serum iron and
total iron binding) are similar for blacks and whites (35,36,37).

Limited data suggest that the difference in hemoglobin levels
between blacks and whites is real and independent of income,
socioeconomic status, and iron intake (37). The evidence, therefore,
is based for the most part on analysis of aurvey data. Controlled
studies are required to establish firmly that the difference is due
to genetic make-up. On the basis of available data, however, it
seems very possible that the prevalence of anemia among blacka is
lest' than had been thought.
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The prevalence of hypertension among blacks appears to have a strong
genetic component which say be exacerbated by diet. Sodium intake

has been implicated specifically. There is evidence that suscepti-

bility to high blood pressure stems from different metabolic and
hormonal influences in blacks and whites, and it is suggested that
sodium sensitivity perhaps nay be of greater significance in blacks

(38). However, the etiology of hypertension is complex and varied.
Some hypertensives are sensitive to sodium and others are not (39).
Heneely and Sattarbee (40) suggest that the ratio of sodium to
potassium may be more significant than the amount of sodium per se,
with high potassium intake exerting a protective effect.

Although the level of dietary sodium which will permit the develop-
ment of hypertension in susceptible individuals is not known, it
seems clear that blacka are at high risk. Particularly in families
where there ie a history of hypertension, control of salt intake
begun early in life may provide soma protection (41).

Other dietary factors may be involved in hypertensive disease. Recent
studies demonstrate a reduction in blood pressure in subjects
maintained on a low saturated fat diet (25-35 percent of calories
as fat) without salt restriction (42). Changes in blood pressure
coincide with changes in plasma cholesterol. The implications of
this study far the possible prevention of hypertension are not known.

SUMMARY

Limited data from the 1977 U.S.D.A. household survey suggest that
diets of black Americana have improved over the past 10 years. Until
data on individuals are available, no conclusions can be drawn as to
the diet of black women. It is suggested that poor nutrition may
be a contributing factor to high infant mortality rates among some
segaents of the black population. Obesity is prevalent among black
women, although energy intakes are reportedly low. This paradox
deserves further study. The prevalence of iron-deficiency anemia
may be less than generally repotted if recent indications of a
black-white difference in hemoglobin levels are valid. Hypertension
among blacks say be related to sodium sensitivity; other dietary
factors may be involved as well. Individuals with a family history
of hypertension would be prudent to restrict sodium intake.
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Wendy H. Baldwin. PhD.

The growth of women's participation in the Labor force has been
dramatic; it touches each of our lives directly and indirectly.
These changes ir the behavior of individuals and society have
been the occasion for much research, and as our uriderstanding
grows, nev questions emerge. Each of the papers today reflects
on employment and also on families. Early growth in female
employment was concentrated among those women for whom family
life created few conflicts: the unmarried, the childlesa, those
with grown children. The observation of an inverse relationship
between employment and family size led researchers to ask about
the conditions under which the role of mother and the role of
worker would be combined; to question whether employment influenced
childbearing; whether childbearing influenced employment; or
whether both conditions prevailed but at different points in time.
The trend in female labor force participation is at once simple
and complex: simple because there has been a clear upward climb
in 4rticipation rates, complex because the rttes have increased
most for the women for whom employment is most difficult. Working
outside the home is generaly agreed to be most difficult wheng
there are preschool age children, and yet this group of women/have
shown the greatest increases over time.

The following papers are examples of critical areas in research on
women in the workplace. First, Carmen Maymi presents a statistical
overview of the trends in female labor force participation and
occupation. This is an arena of much change and much stability.
The growth in participation rates has been impressive and,
increasingly, women are being represented in traditionally male
occupations. However, women are still Largely concentrated in
jots primarily held by women and receive lower wages than men
und stable or declining returns from education r21ative to men.

The trend towards increased labor force participation of mothers
of preschool,age children raises the critical question of child
care. Harriet Presser notes most arrangements are made by
individuals and do not invoive organized centers or institutions;
many involve family nombers. Women who work also report constr4int

179 181



180

on the number of hours they work because of And care arrangements.
While there is a history of research on the Vet fect of child care
on children, then is very little on the effect on mothers and
other family members, a gap Dr. Presser helps to fill.

-.
Chaya Piotrktoiaki reports on the effects of woiren'a employmeit on
families, specifically family interactions. She addresses the
difficult question of how worsen's employment may influence the
quality of women's lins, time spent on housework, mothering and
themselves. She rewinds us that a woman's participation in the
labor force may affect her husband and her children and her own
satisfaction with her use of time.

Finally, Hyra Strober looks at recent economic theories of family
welfare in regard to women's employment. She, too, is interested
in the raultiile effects a woman's employment may have and reminds
us that the consequenees will vary from family member to family
member. The unitary concept of ^family welfare is challenged,
and she shows how the individual-level solutions we may propose
are seriously flawed, and suggests structure]. solutions.

.,
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Women in the Labor Force*
Carmen R. Mayml, M.Ed, PhD.

At least four major trends had an impact on women's participation in
the workplaceof the 1970s. The first was the growing presence of
women in nearly all sectors of the labor force. By their numbers
alone, women are a force to be reckoned with in this decade. The
second trend included very real political and legislative gains
that will provide a base from which to work throughout the 1980s
and beyond. Third la the incre.aingly higher level of educational
attainment of women in f.his country, and fourth is the change that
failed to take place: women did not reach earnings parity with their
male colleagues, nor was there any progress in narrowing the earnings

gap

The first trend concerns the ahear growth in the nuaber-of women
workers. For the first time in history, the number of women partici-
pating in the labor force passed 50 percent. In September 1980, more
than 44.5 million women, or 51.5 percent of all women 16 years and
over, were working or seeking employment. In other words, more women
are now working outside the home than not. During the 1970s, some
11.9 million women joined the nation's work force, including 2 million
minority women. Women accounted for nes:ly thres-fifths of the total
labor force growth in that period.

This trend is expected to cLatinue during the 19808. In fact, current
projections.indicate that the number of women workers could increase
from the present 44.5 million to 57 million by 1990. In the workplace
of the 1980s, there are likely to bs dramatic increases in the partici-
pation of bech young and older women. More than 85 percent of the
women 20 to 24 years of age might well be workers by the end of the
decade. Unlike their counterparts in previous decades who left the
labor force temporarily or permanently, women in this age group now
have a strong labor force attachment. Forecasters also predict that
nearly 20 million women 40 years old and over could be working by the
end of the 1980s--up from more than 16 mi4tion in 1979.

*Statistical information for Table 1-16 and text was taken fromAlate
sources: (a) Employment Coale of the World Plan for Action: Develop-
:gents and Issues in the United States, U.S. Department of Labor, Women's
Bureau, 1980; (b) Time of Change: 1980 Handbook on Women Workers, U.S.
Department of Labor, Women's Bureau, in press; and (c) unpublished infoL-
nation, U.S. Department of Labor, Office of the Secrernry, Women's
Bureau, 1980.
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A number of reasons account for the fact that so many women are work-

ing outside their homes. The most apparent reason is simply economic.

About :wo-thirds of women in the labor force are single, widowed,
divorced, or separated, or are married to husbands with incnmes les-

than $10,4o0 a year. A rising standard of living, growing divorce
rates and rampant inflation compelled many women to seek employment
in order to support themselves and their families, or to supplement

family income.

A second factor which undoubtedly contributed to women's growing
participation in the labor force was the,women's movement during
the 1970s, vhich helped many women realize that they have a right to
challenging and satisfying jobs. Tbe movement also increased aware-

ness among women about different kinds of employment opportunities
long believed inappropriate for women, and about ihe differences in
pcy between traditionally male jobs and traditionally female ones.
College-educated women sought jobs in which they could fully utilize
their education and training, while other women tried to overcome
barriers in relatively high-paying jobs in skilled trades and technical

fields.

A third factor which contributed to the growing presence of women in
the workplace was that many young women postponed marriage and child-
bearing in order to pursue their careers and education goals. The

trend toward smaller families also relieved many women of some of the
burdens of family responsibilities and made it easier for them to

manage home and workplace obligations.

A fourth factor which enabled some women to work outside the home was

a trend toward alternative work patterns, including part-time and flexi-

time schedules, compressed work weeks and job sharing. Such alternatives

to the standard 8-hour day, 5-day week have permitted women workers to

better structure their work time to meet personal needs or to have more

time for continuing education, family activities, or personal interests.
Although the acceptance of part-time workers in most professional and
adminisi,itive jobs is certainly not widespread, opportunities for such
schedules should increase in the future.

In the Federal government, such cpportunities have already improved. In

1978 Congress enacted two laws to further experimentation with flexible
work hours and to create more part-time job opportuniries in Federal

government Part-time work has long been permitted in Federal employ-

ment, with benefits prorated. The legislation removed a deterrent tlo

the use of part-time staff by changing a personnel ceiling system that
had counted a part-time person the same as a full-time person against
an agency's overall limitation on personnel. As oZ October 1, 1980,

part-time workers will be prorated against the ceiling in accordance

with hours worked, wh1 shou/d have the effect of increasing opportuni-

ties for part-time wor

The flexitime legislation removes obstacles to varying the 8-hour day,
and requires a 3-year study to determine the effects on goverament opera-
tions, service to the public, use of mass transit facilities, cnergy
consumption, employment opportunities, and the impact on individuals and

families. A number of Federal agencies are experimenting with flexitime
schedules, providing employees with options to manage their work and
personal lives without losing time or earnings.
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Another significant element of women's labor force participation is
their occupational distribution. The majority of women workers are
still employed predominant4. In occupations cloaely related to home-
making and nurturing rolosor to being supportive of others. In
1979, more than one-third of all women workers were employed in just
10 occupations. These were, in order of the numbers employed: decre-
tary, bookkeeper, sales clerk (retail trade), cashier, waitress,
registered nurse, elementary school teacher, private household worker,
typist, and nursing aide More than 800,000 women were emploied in
each of these jobs. About 80 percent of all women workers were
employed in 71 occupations, out of the 441 possibilities listed in
the census occupational classification sys:em. More than 100,000
women :ler! employed ih each of these jobs. While this indicates that
women are still concentrated in a relatively small number of jobs,
,these numbers reflect a substantial improvement in women's occupa-
tional distribution as well as the significant increase in the number
af womed in the labor force. For example, in 1973, there were only
57 jobs in which more than 100,000 women were employed, but in 1950,
*there were only 29 such occupations.

In 1978, 68.5 percent of all women workers were employed in tradi-
tionally female jobs (55 percent or more women); 21.6 percent held

'jobs that were not tereotyped by sex (between 25 and 50 percent
women); and 9.9 percent of women workers held jobs in traditionally
male fields (25 percent or fewer women).

In just 4 years, women made considerable progress in gaining access
to nontraditional jobs. Por example, in 1975 they were 21 percent
of computer specialists, 7 percent of lawyers and judges, 14 percent
of )ife scientists and physicists and 19 percent of managers. By

1979 women were 26, 12, 19, and 25 percent of these profeasions, re-
spectively. From an hmmeasurable few they became more than 7 percent
of the industrial engineers, 5 percent of the construction painters,
and 3 percent of the machinistst

Minority women have also increased their participation in the labor
force. In 1979, 1.7 million Hispanic women were working or seeking
employment. Hispanic ethnic groups vary considerably in their numbers
and levels of labor force activity. Of Hispanic women in the labor
force, 57 percent were Mexican Americans, 11 percent were Puerto
Ricans, and 9 percent were of Cuban origin. The overall labor force
participation rate of Hispanic women in 1979 was 48 percent, somewhat
lower than the 51 percent recorded for all women. The rate for Mexican
American women was 48 percent, while the rates for Puerto Rican and
Cuban origin women were 35 percent and 55 percent, respectively.

Women of Hispanic origin were employed in blue-collar occupations to
a greater extent than other women. Regardless of ethnicity, employed
Hispanics were more concentrated in lower paid, lesser skilled occupa-
tions than the overall work force. More than half of the employed
women in each ethnic group were either clerical workers or nontransport
operatives in 1979. Although the large percentage of Hispanic women
employed in clerical positions is similar to the eituation among all
women, their heavy concentration in operatives jobs--dressmakers,
assemblers, machine operators, and operators of similar equipment--is
strikingly unlike other women.

The labor force participation of black women also increased, reaching
53.1 percent in 1979. However, their unemployment rate at 14.8 per..erit
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was considerably higher than that for all women or for minorities
other than black. The unemployment rate for all women was 6.8 per-
cent in 1979, and tor Hispanic women it was 8.9 percent. The job-
less rates for black women reflect the extremely high unemployment
among black teenagers. The unemployment rate of young black womeu
was several times the rate of their white counterparts, 39.1 versus
13.8 percent at the end of 1979. Despite the obstacles to findiug
work, the number of teenage black women looking for work has been
growing three times as fast as the teenage black population.

The number and grade levels of women i.. Federal employment have

also increased significantly. In October 1978, more than 737,000
wmaen were full-time Federal white-collar workers, and they made up
about 37 percent of the Federal white-collar work force. However,

womtl continue to be concentrated in the lower civil service grades.
By far the largest number of women (319,000, or 43.3 percent) were
in general administrative, clerical, and office services. In October

1978, women accounted for nearly three-fouLths of all employees in
General Schedule (CS) and equivalent grades 1 to 6 (the lowest paid
grades), 30.3 percent in grades 7 to 12, and only 6.4 percent in the
highest grades of 13 and above. However, there has been some upward
movement of women in the Federal grade structure. Between 1975-78,

fvr example, the rate of increase of women in grades 7 to 12 was 20.3
percent and in grades 13 and above, it was 32.8 percent. The ritmber

of women in the "supergrade" category (GS 16 and above) increase
\

d

Nsigniftcantly, from 192 to 293, in this period.

Federal employment of minority women nearly doubled during the 19708,
reaching 218,552 in 1978, up from 116,843 in 1972. By 1978, black
women made up nearly 24 percent of women in Federal white-collli jobs.
In the private sector, black women have only 9.5 percent of the white-
collar jobs in which . _a are employed. Hispanic women workers con-
stituted nearly 3 perk. t of the female white-collar work force in
the Federal government, and employment of American Indian women and
women of oriental origin also increased substantially from 1972 to
1978.

The second of the four trends mentioned earlier, concerns the signifi-
.cant gains women have made in the political arena. Lega status and
political activity of women may be considered in a separate category
because these are areas that give us the greatest hope for further
change. Tvday, there are more women who are elected offirtholdera,
more serving in state legislatures, and more in appointed positions,
than at day other time in our history. Much of this progress occurred
at the local level of goverament, but even in state legislatures, the
number of women serving more than doubled over the decade, from 305
in 1969 to 167 in 1979. This is not a record with which women should
be satisfied, but it is a good one to build upon.

In the area of legislation, our laws are becoming increasingly more
resxonsive to the needs of women. Existing laws which underline the
rights uf women serve as precedents tor even greate: and more equitable

gains in the future. The following are examples of legislative changes

in the 1970s:

Title VII of the Civil Rights Act of 1964 was amended to prohibit
discriminatioa based on pregnancy.
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The Federal Minimum Wage and Hour Law was amended and coverage
was extended to a large number of workers, many of whom are women,
including household workeru.

The Department of Labor issucd regulations setting goals and
time-tables to increase the participation of women in apprenticeship
programs and in construction t.ork.

The Comprehensive Employment and Training Act (CETA) was revised,
and the new legislation included a number of peovisions to increase
the participation of women in the CETA process and to improve services
to disadvantaged women.

A national policy wae established by executive order to expand
opportunities for women entrepreneurs, particularly with respect to
Federal contracting.

Legialation known as Title IX of the Euucation Amendments of 1972
was passed, and implementing regulations were issued to prohibit sex
discrimination in educational programs and activities receiving Federal
financial assistance. Vocational education legisla;ion also required
elimination of sex discrimination in vocational education programs.

Finally, the Equal Rights Amendment was passed by both Houses of
Congress and sent to states for ratification, and Congress extended
the March 1979 ratification deadline to June 1982.

These laws contribute to the improvement of the labor force status
of women, but it is essential that they be implemented and enforced.

The third encouraging trend relates to women's educational attainment
In the 1910s, the level of educational attainment for women Lose from
an average of 12.4 to 12.6 years. In 1979, the median for number of
years of education for black women in the labor force was 12.4 years
and for Hispanic women, it was 12.2 years. Women made substantial
gains in higher education. In 1977, they accounted for 46 percent
of all bachelor's degrees, 47.1 percent of all masters degrees, 25 per-
ten* of all doctoral degrees, and 19 percent of all first professional
degrees. An increasing number of wpmen received degrees in the more
nontraditional professions such as law, medicine, and engineering. For
example, in 1977 women represented 22.5 percent of the persons earning
law degrees, compared to 6 percent in 1970; 19.2 lrcent in medicine,
compared to 9.2 percent, and 23.6 percent of undergraduate degrees in
business and management and 4.5 percent of engineering degrees, com- *

pared to 9.3 percent and .8 percent, respectively, in 1970. Black
women also made educatioaal strides. In the early 1970s, over a
quarter millicn black women under age 35 were enrolled in college.
By 1978, the number had more than doubled, and women accounted for
56 percent of all blacks enrolled. Significant numbers of women were
also enrolled in continuing education prograwa. In 1918, women
accounted for two-thirds of the 1.5 million persons 35 and over en-
rolled in school. Higher education is being recognized as a key to
better jobs for women. While women have made significant gains in
higher education, men are still more likely than women to have attended
or completed college.

The fourth and final trend is the earnings gap between women and men.
Women's earnings have remained about 40 percent lower than those of
men fot the past two decades. Women who work var round and Lull-time
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have average earaings of only $9,350, compared with $15,730 for similarly
employed men, according to 1978 figures. The gap in wages persists
through all educational levels, with women high school graduates
earning less on the average than men with an elementary school educa-
tion, and women with 4 years of college earning less than men with
only a high school education.

The earniegs gap is tied very closely to the fact that women are
concentrated in certain industries and occupations that historically
have been dominated by women. Women ate still working primarily in
jobs at the low end of the pay scale. For example, in manufacturing,
women are predominantly in clothing and electrical manufacturing where
wages are lower than in many other industries. Another factor con-
tributing to the earnings gap is the fact that a higher proportion of
the female work force now consists of younger and less experienced
women and older reentrants whose job skills are no longer current.

Although the male-female earnings ratios vary considerably, women's
earnings rarely approach parity with men's even in the same major
occupation groups. Preliminary information on median usual weekly
earnings of full-time wage and salary workers in mid-1979 indicated t

that women's paychecks were 62 percent of men's. nm women's weekly
earnings most closely apprwiched those of comparably employed men at
82 percent. The earnings of farm workers for both sexes, however,
were the lowest of the reported occupational categories. Even pro-
fessional women's pay was only 70 percent of men professionals' and
women clerical workers took home only 63 percent of the pay of men
in clerical positions.

Allegations are increasingly being made by women individually and
collectively that their jobs are undervalued and underpaid, and that
perceptions of the lesser value of work done by women have been trans-
lated into lewer wage rates. This issue, known variously es pay
equity, equal pay for work of equal value or comparable worth, or
occupational wage diecrimination, will certainly be one of the key
women's issues for the 1980s.

Pay equity addresses the pervasive discrimination that affects the
wages of women who perform work which, although different frau that
traditionally performed by men, is perceived to be of equal value.
For instance, the question arises when skilled jobs performed by womcn
involving quality control and uae of complex electronic equipment aie
paid below the ccamon labor or janitorial rate for men. Lawsuits,
proposed regulations, hearings, and studies address the issue of
employers' job evaluation end wage plans which may discriminate against
women.

In addition to pay equity and issues relating to the earnings gap, there
are several other issues that will be important to women in this decade.
These inLlude sexual harassment, occupational safety and health, child
care, and the special needs of certain groups of women who have particu-
lar difficulties in acquiring the training and education needed for jobs
that pay well, and in finding and keeping such jobs.

Sexual harassment in the workplace has been drawing increasing attention.
In !larch 1980, the Equal Employment Opportunity Commission published
interim guidelines reaffirming its position that sexual harassment is an
unlawful practice. The guidelines hold an employer, employment agency,
joint apprenticeehip committee, or labor organization accountable for
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its acts and those of its agents and supervisory employees. Urging

prevention, the guidelines state that an employer should take all
steps necessary to prevent sexual haraeament from occurring, such
ae alerting employees to the fact that such harassment will not be
tolerated, and developing appropriate sanctions. The Office of
Personnel Management has instructed Federal agencies to supplement
their affirmative action process with a plan indicating the steps
the agency will take to prevent sexual harassment.

Another major unresolved policy area concerns workplace health hazards.
The Federal government has a dual responsibility to assure safe and
healthful workplaces for all workers, men and women, uhile at the same
time assuxing them equal employment opportunitiee. Employers, however,

concerned about liabilities that might accure from damage suffered by
a woman or a fetus because of a woman's exposure to toxic substances
at the workplace, have traditionally excluded women from employment in
areas involving such exposure, or have restricted women's employment
opportunities in theoe areaa.

More recently there are indications that substances which e.tdanger a
fetus or a woman's reproducti.,e capacity also tend to pose dangers to
men, and to body systems other than the reproductive system in both

men and worsen. Thus, to exclude women from employment in areas en-
tailing expoeure to toxic substances has an adverse effect on both
men and women. The effect on women is to exclude them from employ-
ment o7portumities often involving skilled Jobe with high pay. The

effect on mem is to transfer to them the full risk of exposure to
the toxic substances concerned.

On February 1, 1980, the Equal Employment Opportunity Council and
the Departnent of Labor published proposed interpretive guidelines
on employment discrtmination and reproductive hazards. The guide

lines are intended to provide guidance to the employer or contractor
in meeting its responsibilities under Title VII and E.O. 11246 to
ensure nondiscrimination and to provide equal employment oppertuaity.
These guidelines and the objectivee of Title VII and E.O. 11246 are
based on the assumption that laws prohibiting discrimination in
employment are consistent with those laws designed to assure a work-
place free of conditions that threaten the health or safety of

employees. They clarify the fact that employers and Federal con-
tractors cannot routinely exclude all women of childbearing capacity
from axooeure to alleged reproductive hazards. Sox-based exclusions

are discriminatory on their face and will be closely scrutinzed by

enforcement agencies. Tomporary exclusion of persons of one sex woald
be permitted only if their reproductive health were shown by reputable
scientific evidence to be in danger of significant harm, and in euch
cases, research on the effects upon the other sex would be required.
The employer ur contractor must Investigate alternatives to exauding
employees of one sex, particularly the alternative of providing a
workplace safe and heelthful for men and women. The final shape of

the policy in this area will be determined by the agencies after they
receive ard evaluate public comment on the proposed guidelines.

Child care has been an issue of considerable concern to women workers

for a long time. At,present, new urgency for chi"' .ay care services

is developing. The nulaber of young children mite working mothers has

increased dramatically. By 1979, more than half (16.6 million) of all
mothers with children under age 18 were in the labor force. About 6.0

million had children under the age of 6. Today half of all children
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between ages 3 to 5 have mothers in the work force. Projections show
that by 1990, two-thirds of all mothers with children under 6 years
of age will be in the work force and three-fourths of two-parent fami-
lies will have both parents at work.

Therefore it is essential to address the needs of childten and fami-
lies within the context of affordable, quality care for children with
working parents, emphasizing such areas ea parental choice of child
care and arrangements, factors in child growth and development, and
implementation of Federal regulations. Among other employment-related
Issues are fair wages to providers, funding of day care centers,
flexible work schedules, and legialative initiatives to encourage
industry's participation in child care.

The last employment-related issue is poverty. Poverty has become a
women's issue. Among poor persons, women outnumber men by 4.4 million.
The 10 million women living in poverty accounted for 64 percent of all
persons aged 16 and over with low incomes in 1978. Certain target
groups of women require special assistance to enable them to compete
successfully in the job market and to overcome the effects of poverty.
TI-dise groups include racial and ethnic minority women such as blacks,
Hispanics, American Indians, and Asian and Pacific Americans, who bear
double burdens of racial and sex discrimination. Other low-income
groups with particular needs are rural, mature, and teen women whose
economic or geographical position(' or ege make it difficult for them
to seek jobs and training. Among mature women the needs uf displaced
homemakers are especially acute, ao are those of adolescent mothers
among teen women. For all these women, there is need for additional
efforts on the part of both government and the private sector to take
affirmative action r_o open access to counaeling, education, training,
support services, and placement in jobs that will help them enter and
remain in America's economic mainstream.



TAAL: 1. Wows 16 rases of ass sad over is ths labor forts, 1950-1979

Tsar

Total
woman

(in thousands)

Unman in labor force
as a percant of

Total

labor
force

All women

Age 16 years
and over

1919 43,391 42.2 51.0

1918 41,818 41.7 50.0

1971 39,952 41.0 48.4

1976 38,414 40.5 47.3

36,998 39.9 46.3

1914 35,825 39.4 45.6

1913 34,510 38.9 44.7

1972 33,277 38.5 43.9

1871 32,091 38.2 43.3

1970 31,520 38.1 43.3

1969 30,512 37.8 42.7

1968 29,204 37.1 41.6

1967 28,360 36.7 41.1

1966 27,299 36.0 40.3

1965 26,200 35.2 39.3

1964 25,412 34.1, 38.7

1963 24,704 34.4 38..3

1962 24,014 34.0 37.9

1961 23,806 33.8 38.1

1760 23,240 33.4 37.7

1959 22,483 32.9 37.1

1958 22,118 32.7 37.1
1957 21,732 32.5 36.9
1956 21,461 32.2 36.9
1955 20,548 31.6 35.7
1954 19,618 30.9 34.6

1953 19,382 30.8 34.4

1952 19,269 31.0 34.7
1951 19,016 30.7 34.6
1950 18,389 29.6 33.8

Source: U.S. Department of Labor, Bureau of Labor Statistics, "Handbook of Labor Statistics, 197S
and -Employment and Earnings,' January 1979 and 1980.
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Table 2. Employed peroons 16 years of age and aver. annual average. 1950-1979

Tear

taployed

(in thousands)

Difference froa
pomading year
(in thousands)

Percent
change frost

pervious year

Total Women Total Women Total Women

1979 96,945 40,446 2,572 1,564 2.7 4.0
1978 94,373 38,862 3,827 ,2,197 4.2 6.0
1977 90,546 36,685 3,061 1,590 3.5 4.5
1976 87,485 35,095 2,702 1,542 3.2 4.6
1975 84,783 33,553 -1,153 136 -1.4 .4
1974 81,936 33,417 1,527 971 1.8 3.0
1973 84,409 32,446 2,707 1,374 3.3 4.4
1972 81,702 31,072 2,582 1,tri 3.3 4.0
1971 79,120 29,875 493 208 .6 .7
19/0 78,627 24,667 725 583 .9 2.0
1969 77,902 29,084 1,982 1,277 2.o 4.6
1968 75,920 27,807 1,548 914 2.1 3.4
1967 74,372 26,893 1,477 917 2.0 3.5
1966 72,895 25,976 1,807 1,228 2.5 5.0
1965 71,088 24,748 1,783 917 2.6 3.8
1964 69,305 23,831 1,543 726 2.3 3.1
1963 67,762 23,105 1,060 580 1.6 2.6
1962 66,702 22,525 956 435 1.5 2.0
1961 65,746 22,090 -32 216 .0 1.0
1960 65,778 21,874 1,148 710 1.8 3.4
1959 64,630 21,164 1,594 551 2.5 2.7
1958 63,036 20,613 -1,035 -101 -1.6 -.5
1957 64,071 20,714 269 292 .4 1.4
1956 63,802 20,422 1,631 872 2.6 4.5
1955 62,171 19,550 2,061 1,C60 3.4 5.7
1954 60,110 18,490 -1,071 -260 -1.8 -1.4
1953 61,181 18,750 927 180 1.5 1.0
1952 60,254 18,570 292 388 .5 2.1
1951 59,962 18,182 1,042 842 1.8 4.9
1950 58,920 17,340 1,271 617 2.2 3.7

Source: U.S. Dapartaents of tabor and Health, Education, and Welfare, "Employaelt
and Training Report of the

President, 1976,- and U.S. Deportsent of Labor, Bureau of Labor Statistics, 'Esployaent and Earnings,
January 1979 and 1980.
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Tabl) 3. thampioyseat rates of women and man, 16 years of ag and over, annual &remises 1950-1979

Year

Humber of ?errant of labor force
Wigan unemployed

unemployed Both

(In thousands) sexes Women Hon

1979 2,945 .5.8 6.8 5.1

1978 2,996 6.0 7.2 5.2

1977 3,267 7.0 8.2 6.7

n 1976 3,320 7.7 8.6 7.0

1975 3,445 8.5 9.3 7.9

1974 2,4084" 5.6 6.7 4.8

1973 2,064 4.9 6.0 4.1

1972 2,205 5.6 6.6 4.9

1971 2,217 5.9 6.9 5.3

1970 1,853 4.9 5.9 4.4

1969 1,428 3.5 4.7 2.8

1968 1,397 3.6 4.8 2.9

1967 1,468 3.8 5.2 3.1

1,324 3.8 4.8 3.2

11:6665

1956

1951

1950

1955
1954

1952
1953

Sources U.S. Department of Labor, Bureau of Libor Statistics, 'Handbook of Labor Statistics, 1978,'
and "Imployment and tarulnss,' January 1979 and 1980.
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1,581

1,488

1,366

1,504

1,452

1,598

1,039

1,188

1,717

1,320

1,018

1,049

698

998

834

632

4.5

5.2
5.7

6.7

6.8
4.3
4.1
4.4

5.5

2.9
3.0
3.3

5.3

5.5

5.5

5.5

6.5
6.2

1961

5.5
6.2

5.9

6.8
4.7

4.8
4.9

5.7

7.2

5.9

6.0
3.3

3.6
4.4

4.0

1964 4.6

1963

6.4

1960 5.4

1959
6.8

1957 4.1

4.2

5.2/

1962 5.2l.__

5.3

1958

3.8

2.8

5.1

5.3

2.8

2.8
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Table 4. Labor force participation rates for persons 16 years and over, 1975-1979

A. swum_ 1979 1978 1977 1976 1975

All Timmons

Women
16 years aod weer 51.0 50.0 48.4 47.3 46.3

16-19 years 54.4 53.9 51.4 49.9 49.3
20-24 years 69.1 68.3 66.5 65.0 64.1
25-29 'vars.:. 65.7. 64.2 61.7 59.2 57.0
30-34 years 61.8 59.7 56.8 54.6 51.7
35-39 years 63.4 60.9 59.4 57.2 54.9
40 years and over 38.6 35.2 37.5 37.3 37.2

Meg
16 years and over 77.9 77.9 77.7 77.5 77.9

16-19 years 61.7 72.1 61.0 59.4 59.2
20-24 years 56.6 56.0 85.7 55.2 84.6
25-29 years 94.8 94.7 94.6 94.3 94.5
30-34 years 96.1 96.1 96.3 96.4 96.3
35-39 years 96.3 96.3 96.1 95.9 96.2
40 years and over 67.8 .68.3 65.6 69.2 70.4

Black and Other Minority Croups

Woman
16 years and over 53.5 53.3 50.9 50.2 49.2
16-19 years 38.0 38.1 33.6 32,5 35.6
20-24 years 61.6 62.5 59.4 57.9 56.2
25-34 years 69.0 68.7 66.5 65.3 61.4
35-44 years 67.5 67.1 63.7 62.2 61.7
45 years and over 39.1 38.9 38.1 38.4 38.3

Mon
16 years and over 71.9 72.1 71.0 70.7 71.5,

16-19 years 43.9 45.4 43.4 42.1 42.7
20-24 years 80.1 75.0 78.2 75.4 78.4
25-34 years 90.6 90.9 90.4 90.6 91.4
35-44 years 90.9 91.0 19.4 90.6 90.0
45 years and over 59.8 60.7 55.9 59.2 61.2

Sources U.S. Departaent of Labor, Bureau of Labor Statistics, "Employment and Tornio/et'
January 1976-80.

194



Table 5. Wousn's labor force participation rates, by marital status, March 1950, 1960, 1970, 1975 and 1979*

Marital tatus 1979 1975 1970 1960 1950

Total 50.7 45.9 42.6 34.8 31.4

Single 62.7 56.7 53.0 44.1 50.5
Married: ,.

husband present 49.4 44.4 40.8 30.5 23.8
husband absent 58.8 54.8 52.1 51.8 47.4

Widowed 22.6 24.3 26.4 29.8 36.0
Divorced 74.0 72.1 71.5 71.6 36.0

*.Dats for 1950 and 1960 are for persons 14 years of age and over; data for 1970, 1975 and 1979 are for
pereons 16 years of age and over.

Source: U.S. Department of Commerce, Bureau of the C4UOUS, Current Population Report p-sn, No. 29 and U.S.
Department of Labor, lureau of Labor Statistics, Special Labor Force Reports 13, 130, and 183 and unpublished
data.
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Table 6. Labor force atatus of VOS4U vbo maintain &milieu, 1975 and 1979 (numbers in thousands)

Labor fore). statue 1979 1975

Civilian noninstitutional population 8,417 7,238
Civilian labor force 4,993 3,933

Raployed 4,581 3,541
Unesployed 413 392

Uneaployment rate 8.3 10.0

Rot in labor force 3 424 3 305

Source: U.S. Departsent of Labor, Rureau of Labor Statistics, "Eaploysent and laminas," January 1980 and
'Marital gad Faaily Characteristics of the Labor Force," March 1975, Special Labor Forza Report 183.



Table 7. Labor force status of women 16 years and over, by marital etatus sod age of children, March 1975

amd 197, (numbers IA thousands)

Marital and labor
force status Total

1979
Children
center
under
18

Children
center
under

6 Total

1975

Children
center
under
18

-

Children
center
under

6

Women 16 years and over, total 84,686 30,482 13,317 79,477 29,820 13,850

In labor -force 42,971 16,616 6,046 36,505 14,145 5,392

Labor force participation rate 50.7 54.5 45.4 46.5 47.4 38.9

Unemployeent rate 6.6 7.3 10.0 . 9.5 N.A. N.A.

Never married 17,564 913 613 14,915 N.A. N.A.

In labor force 11,006 493 303 8,464 N.A. N.A.

Labor force participation rate 62.7 54.0 49.4 56.7 N.A. N.A.

Uneeployment rato 9.7 20.7 21.8 12.4 N.A. N.A.

Married, husband present
In labor force

48,239
23,832

24,765
12,858

11,110
4,795

47,547
21,111

25,432
11,408

12,115
4,437

ko
us

Labor force participation rate 49.4 51.9 43.2 44.4 44.9 36.6

Unemployment rate 5.1 6.2 8.5 8.5 N.A. N.A.

Harrisd, husband absent 3,075 1,679 770 17,015 4,388 1,735

In labor force 1,808 1,001 409 6,932 2,737 955

Labor force participation rate 58.8 59.o 53.1 40.7 62.4 55.0

Unemployment rate 9.8 12.6 18.2 8.9 N.A. N.A.

Widowed 10,358 694 89 10,104 N.A. N.A.

In labor force 2,358 344 33 2,453 N.A. N.A.

Labor force participation rate 22.6 49.5 36.5 24.3 N.A. N.A.

Unemployment rate
g

Divorced

5.2

5,559

9.0
2,431

N.A.

736
5.5

3,982
N.A.
N.A.

N.A.

N.A.

In labor force 3,967 1,920 508 2,873 N.A. N.A.

Labor force participation rate. 74.0 79.9 68.9 72.1 N.A. N.A.

Una* lo ent rate 6.1 7.6 10.4 8.3 N.A. N.A.

* N.A. * Not available.

Sources U.S. Department of Labor, Bureau of Labor Statistics, "Marital and Family Characteristics of the Labor
Force," March 1975, Spacial LAbor Force Report No. 183 and Press Release No. 79-747, October 1979.
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Table 8. Emplorsent status of voaen by race/ethnic group, 1976 and 1979
(ambers in thousands)*

1979 1976

$10111AU, 16 yemre and over:

Civilian labor force 43,391 38,414
Itployed 40,446 35,095
Unemployed 2,945 3,320
Unesployment rate 6.8 $.6

Labor force participation rate 51.0 47.3
White women, 16 years and over:

Civilian labor force 37,528 33,371
Imployed 35,304 30,739
Unemployed 2,224 2,632
Unemployment rate 5.9 7.9

Labor forage participation rate 50.6 46.9
Slack women, 16 years and over:

Civilian labor force 4,984 4,369
Imployed 4,324 3,748
Unemployed 660 621
Unemployment rate 13.2 14.2

Labor force participation rate 53.1 49.8
Other minority woman, 16 years and over:

Civilian labor force 879 675
Isployed 817 608
Unemployed 62 67

Unemployment rate 7.1 9.9
Labor fort, participation rate 56.0 52.3

All Hispanic women, 20 years and over:
Civilian labor force 1,731 1,408
Implored 1,577 1,246
Unemployed 154 162

Unemployment rate 8,9 11.5
Labor fore. participation rate 47.9 44.4

Mexican voaen, 20 years snd over:
.

Civilian labor force 989 753
Eaployed v 892 664
Unemployed 98 89
Unemployment rate 9.9 11.8

Labor force participation rate 48.2 45.3
Puerto Rican women, 20 years and over:

Civilian labor force 185 164
laployed 167 144
Unemployed 17 20
Unemployment rate 9.3 12.1

Labor force participation rate 35.3 32.0
Cuban woman, 20 years and ever:

Civilian labor force 157 146
taployed 145 132
Unemployed 12 15

Unemployment rate 7.9 9.9
Labor force participation rate 55.1 50.7

*Numbers for white, black, other minority and all women are for all those
16 years and over. Numbors for Hispanic, ?Lexical:, Puerto Rican, and Cuban
women are for all those 20 years or over.

Source: U.S. Departaant of Labor, Bureau of Labor Statistics, "Employ -
sent and Earnings," January 1976 and 1980.
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Table 9. Woman saployeas on nonagricultural payrolli, by industry division01970-October 1979

Industry_

October Annual averages (numbers in thousands)

1979 1978 1977 1976 1975 1974 1973 1972 1971 1970

Total 37,629 34,996 32,994 31,498 30,157 30,026 28,924 27,404 26,301 26,060

Mining 94 75 65 58 52 45 40 37 37 37

Contract construction 388 332 268 245 231 234 221 205 188 177

Manufacturing 6,576 6,172 5,816 5,590 5,259 5,819 5,803 5,411 5,191 5,436

Durable 3,137 2,868 2,612 2,446 2,274 2,606 2,547 2,259 2,111 2,278

Nondurable 3,439 3,305 3,204 3,144 2,985 3,213 3,256 3,152 3,080 3,158 r
,c)

Transportation and public utilities 1,260 1,117 1,036 986 982 1,000 975 943 943 953 .1

Wholesale and retail trade 8,798 8,218 7,677 7,404 7,053 7,003 6,712 6,342 6,095 5,997

Wholeiale 1,339 1,216 1,079 1,039 1,002 1,004 956 899 871 877

Retail 7,459 7,002 6,597 6;365 6,052 5,999 5,756 5,44.1 5,225 5,120

finance, insurance, and real estate 2,932 2,687 2,523 2,377 2,293 2,246 2,141 2,033 1,960 1907,

Service. 10,095 9,242 8,648 8,184 7,737 7,410 7,020 6,666 6,395 6,222

Goverment 7,486 7,153 6,961 6,656 6,550 6,270 6,012 5,767 5,491 5,311

Federal 871 869 859 808 805 798 780 747 715 723

State sn4 local 6,615 6,283 6,102 5,848 5,745 5,472. 5,232 5,020 4,776 4,603

Source: U.S. Departsant of Labor. Burea.: of Labor Statistic.. "Handbook of Labor Statistics, 1978," and "Employment and

Earning.," January 1980.
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Tibbs 10. Weber of women ea a percent of total
years, 1960-1979

Occupation grou

employment, by major occupation group, annual aversges for selected

Annual aware es

1979 1978 1977 1975 1970 1960

Percent of total employed 41.7 41.2 40.3 39.6 37.7 33.3

Professional and technical. worker. 43.3 4' 42.7 42.1, 41.3 38.6 36.2

Managervind administrators
(except farm) 24.6 23.4 22.3 19.4 15.9 15.6

Sales workers 45.1 44.8 43.3 42.5 43.1 39.8

Clerical workers . 80.3 79.6 78.9 77.8 74.6 67.8

Craft and kiodred workers 5.7 5.6 5.0 4.6 3.3 2.6

Operatives, except transport 39.9 39.7 39.6 38.4 30.9 27.9

1:snsrort equipment operatives 8.1 7.3 6.8 5.7

Nonfarm laborers 11.3 10.4 9.4 8.6 3.7 2.3

Private household workers 97.6 97.7 97.0 97.4 97.4 98.5

Other service workers 59.2 59.1 58.3 58.3 60.2 53.5

farmers and farm managers 9.6 8.9 6.4 6.4 4.6 3.9

yarn laboreZs and supervisors 27.7 28.6 29.4 26.7 32.4

'

35.3
1-.
ko

Percent Distribution of Employed Women co

Professional and technical workers 16.1 15.6 15.9 15.7 14.5 12.4

/tanagers and administrators
(except farm) 6.4 6.1 5.9 5.2 4.5 5.0

Sales leorkers 4.9 6.9 6.8 6.9 7.0 7.7

Clerical workers 35.0 34.0 34.7 35.1 34.5 30.3

Craft and kindred workers 1.8 1.8 1.6 1.5 1.1 1.0

Operatives, except transport 10.8 11.1 11.2 11.0 14.5 15.2

Transport equipnent operatives .7 .7 .6 .5

Honfaru laborers 1.3 1.3 1.2 1.1 .5 .4

Private housel....d workers 2.6 2.9 3.1 3.4 5.1 8.9

Other service workers 17.2 17.7 17.9 18.2 16.5 14.8

?armors and farm managers .3 .3 .3 .3 .3 .5

Fara laborers and supervisors .9 1.0 1.0 1.1 % 1.5 3.2

(Total eaployed in thousands) 40,446 38,881 36,685 33,553 29,667 21,874

Source. U.S. Departments of Labor and Health, Education, and Welfare, "Eeployment and Training Report of the President,
1979, and "laployment aod Earnings," January 1980.



Table 11. Number of women as percent of total employment in selected occupations,

(numbers in thousands)

1974-1979*

Occuz.ation 1974 1975 1976 1977 1978 1979

Professional and technical 40.5 41.3 42.0 , 42.6 42.7 43.3

Accountants 23.7 24.6 26.9 27.5 30.1 32.9

Coaputer specialist 19.0 21.2 19.1 23.2 23.1 26.0

Industrial engineers (1/) 2.7 4.5 7.0 8.7 7.3

Lawyers and judges 7.0 7.1 9.2 9.5 9.4 12.4

Librarians_ N.A. 81.1 82.4 83.4 84.5 80.9

Life/physical scientists 15.9 14,4 12.1 15.6 17.9 18.9

Physicians 9.8 13.0 12.8 11.2 11.3 10.7

Registered nurses 98.0 97.0 96.6 96.7 96.7 96.8

Elementary teachers
Secondary teachers

84.3

48.3

85.4

49.2

84.8

50.5

84.2
51.2

84.0
51.6

84.3
50.7

-
to

Surveyors N.A. 1.4 1.5 2.4 1.5
to

Airplane pilots N.A. -- -- 1.4 --

Manager's and administrators 18.5 19.4 20.8 22.3 23.4 24.6

Dank officials/managers 21.4 23.6 24.7 27.3 30.4 31.6

School administrators 27.8 28.1 32.6 36.2 35.6 37.5

Craft and tndred workers 4.5 4.6 4.8 5.0 5.6 5.7

Carpenters (1/) .6 .7 .9 1.0 1.3

Painters, construction and
maintenance (1/) 3.8 2.9 3.3 5.2 5.0

Machinists and job eetters (1/) 2.5 2.9 2.6 3.0 3.3

Auto mechanics (1/) .5 .6 .9 .6 .6

Printing craft workers 18.1 17.6 19.2 22.4 21.8 22.2

Telephone repairera 4.9 4.8 5.0 5.0 6.7 9.9
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Table 11 (continued)

(numbers in thousands)

Occupation 1974 1975 1976 1977 1978 1979

Clerical workers 77.6 77.8 78.7 78.9 79.6 80.3
Typistsi 96.2 96.6 96.7 96.3 96.6 96.7

Operatives, including transport 31.1 30.2 31.2 31.4 31.7 32.0
Meat cutters and butchers,
manufacturing N.A. 27.0 29.9 35.2 28.9 31.5

Press operatives 30.6 27.7 32.9 36.2 30.1 29.1
Savors and stitchers 95.8 95.8 95.9 95.2 94.8 95.3
Bus drivers 37.4 37.7 39.5 42.2 45.1 45.5
Truck drivers (1/) 4.1 1.2 1.3 1.9 2.1 oo

Service vorkers 62.9 62.3 61.5 62.0 62.6 62.4
Cleaners and servants 97.6 97.3 97.1 96.5 97.0 97.3
%haters 91.8 91.1 90.7 90.4 90.5 89.4
Nursing sides, orderlies 86.9 85.8 86.8 86.3 87.0 87.5
Hairdressers/cosmetologists 92.4 90.5 88.0 88.2 89.1 89.2
Protective service 6.4 6.3 6.4 7.9 8.5 8.8

* Percent not shown where employment estimate is'less than 35,000.

Source: U.S. Department of Leber, Bureau of Labor Statistice, Employment and Earnings, June 1975 and
January 1976) 1977, 1978, 1979 end 1980.
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Table 12. Comparison of median earn.ings of year-round full-time workers. 14 years of age and over, by max, 1955-19784

Woman's Percent -
sarniass man's Earnings

timings ss earnings gap la,

Median &trains. gap in percent succeeded constant

Women Men dollars of son'. soon's 1967 dollars
(6)Tsat.._LLaSLL (3) (4) (5)

1978 $9,350 $15,730 $6,380 59.4 68.2

1977 8,618 14,626 6,008 58.9 69.7

1976 8,099 13,455 5,356 60.2 66.1

1975 7,504 12,758 5,254 58.8 70.0

1974 6,772 11,835 5,063 57.2 74.8

1973 6,335 11,186 4,851 56.6 76.6

1972 5,903 10,202 4,299 57.9 72.8

1971 5,593 9,399 3,806 59.5 68.0

1970 5,323 8,966 3,643 59.4 68.4

1969 4,977 8,227 3,250 60.5 65.3

1965 4,457 7,664 3,207 58.2 72.0
1,G7 4,150 '7,182 3,032 57.8 73.1

1966 3,973 6,845 2,875 58.0 72.4

1965 3,823 6,375 2,552 60.0 66.8

1964 3,690 6,195 2,505 59.6 67.9

1963 3,561 5,978 2,417 59.6 67.9

1962 3,446 5,974 2,528 59.5 73.4

1961 3,351 5,644 2,293 59.4 68.4

1960 3,293 54417 2,124 60.8 64.5

1959 3,193 5 209 2,016 61.3 63.1

1958 3,102 41927 1,825 63.0 58.8

1957 3,008 4,713 1,705 63.8 56.7

1956 2,827 4.466 1,639 63.3 5G.0

1955 2,719 4,252 1,533 63.9, 56.4

$3,267

:::::
3,141

3,433
3,649

3,435

3,136

3,133
2,961
3,079

3,032

2,958
2,700

2,696
2,637
2,790

2,559

;17:8

2,108
2,023
2,014

1,911

Pot 1967-78, data illoclude vase and salary income and earnings from self-employaant, for 1955-66, data include vase and
salary incose only.

Column 3 coluaa 2 sinus ccluan 1.
Coluan 4 column 1 divided by column 2.
Column 5 column 2 sinus column 1, divided by coluan 1.
Column 6 column 3 times the purchasing posir of the coommar dollar (1967 $1.00).

Sources U.S. Departaent of Commerce, Bureau of the Cansuas 'Honey Incosse of ?panes and Persons in tha United State.,"
Current Population Reports, 1957 to 1977, and 'Money Income and Poverty Status of Pastilles and Persons in the United
Statast 1978. (Advance Report)
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Table 13. Median usual weekly earnings of full-time wage and aalary workers, 16 years of age end over, by sex and

occupational group, second quarter 1979 (preliminary)

Occupation group_ Women Men

Women's
earnings
as percent
pf men's

Total $183 $295 62

Professional and
technical workers
benagera and administrators,

except farm

261

232

175

386

70

60

Sale workers 154 . 297 52

0.erical workers 18n 287 63

Craft and kindred workers 189 305 62

Operatives, except transport 156 257 61

Transport equipment operatives 194 277 70

Nonfarm laborers 166 220 -75

Service workers 138 203 -- 68

Farm workers 125 153 82

Sonrce: U.S. Department of Labor, Bureau of Labor Statistics, "Woman in the Labor Force. Some New Data Series,"

1979.
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Table 14. Civilian labor force, 16 years of age and over, 1975 and 1979 and projected 1985 and 1990

Sex
Actual High growth

Projects

Intermediate
growth Low growth

1979 1975 1985 1990 1985 -7016 1985 1990

(Numbers in thousand.)

Total 102,908 92,613 117,005 125,603 112,953 119,366 108,900 113,521

Nen 59,517 55,615 65,013 68,220 63,007 65,115 61,169 62,472
Women 43,391 36,998 51,992 57,383 49,945 54,253 47,131 51,049

Labor for e evrticipation rate

Total 64.2 61.2 6-.7 69.7 65.3 66.2 63.0 63.0

Nan 77.9 77.9 79.4 80.0 77.0' 76.4 74.7 73.1
Wom.a 51.0 46.3 57.1 60.4 54.8 57.1 52.4 53.8

Source,: U.S. Department of Labor, Bureau of Labor Statistics, "Labor Forcv Projectiops to 1990: Three Possible Paths,"
/tenthly Labor Review, Dacember 1976, pp. 25-35 and 'Employment and Limning.," January 1976 and 1980.
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Table 15. Summary of lass and Executive

Masher of lave and

tall!!LAME11.
Executive orders*

orders for nondiscrimination and equal opportunity progress

Number of times prohibited basis of
discrimination is centioned in .rogrem category

Religion,

creed National Marital Physical Political Moral belief Economic Alien

Race Color belief Sex origin status handicap affiliation ALE or conviction status status

Employmient 65 47 43 37 43 38 3 13 1 12 1 3 1

Public Services,
Benefits and

Facilities
programs 31 21 20 15 19 18 2 8 6 7 2 3 1

Boutin IS 14 14 9 8 11 3 4 2 4 2 2 1

Education 20 14 1 9 U 11 2 4 3 .3 2 2 3

Credit 10 9 9 6 5 t 1 2 2 3 2 2 3 iv

Public '

0

Accommodations 10 10 10 7 4 7 2 3 2 2 2 2 3
o.

Voting and Jury

Service Progress 13 12 12 5 4 7 2 2 3 4 2 3 3

Criminal and
General Civil
Iseedy Programs 13 12 12 7 5 7 2 2 3 3 2 2 3

* A total of 87 citations of Federal lave and Executive orders were identified for noyiscrimination and equal opportunity

progress. Many of these aitations affect more than one program area, and as a result, the number of laws and Executive

orders In this column total more than 87.

Source: U.S, General Accounting Office Stiff Stcdy, August 2, 1978
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Table 16. Women as percent of total employed by employers reporting to Equal Berploynent Opportunity Commission, by occupation
group, 1970, 1975, end 1978 (numbers in thousands).*

White-collar Blue-collar

1970

Total

employment

Total
white-

collar

Officials
and
manager.

Pro-
fessional
workers

Tech-
nicians

Salea
workers

Office and
clerical
workers

Total
blue.

collar
Craft

workers
Opera-
times Laborers

Service
workers

Total 28,883 13,347 2,542 2,433 1,279 2,214 4,880 13,535 3,944 6,927 2,664 2,001
Female 9,969 5,877 261 610 345 440 3,721 3,093 274 2,060 759 999
Percent

female 34.5 44.0 10.3 25.1 27.0 42.5 76.3 22.8 6.9 29.7 28.5 49.9
,

1975

ts.)
Total
Female

29,945
11,123

14,600
6,851

3,180
450

2,440
731

1,450
484

2,634
1,259

4,895
3,927

12,970
3,005

4,029
287

6,469
1,958

2,473
760

2,374
1,267

0
Ln

Percent

female 37.1 46.9 14.2 3u.0 33.3 47.8 80.2 23.2 7.1 30.3 30.7 53.4

1978

Total 36,029 17,953 3,972 2,963 1,729 3,629 5,659 14,716 4,392 7,317 3,006 3,360
Female 14,395 8,831 689 1,004 648 1,840 4,651 3,730 378 2,332 1,020 1,834
Percent
female 40.0 49.2 17.3 33.9 37.5 50.7 82.2 25.3 8.6 31.9 33.9 54.6

Percent gain
1970-1978 +5.5 +5.2 +7.0 +8.8 +10.5 +8.2 +5.9 +2.5 +1.7 +2.2 +5.4 +4.7

* Employers of 100 or more morkeis are required to file annually on Standard Porn 100 (Employer Information Report ER0-1).
They account for approximately 48 percent of private, nonagricultural employment.

Source. U.S. Eqoal Enployment Opportunity Commissign. "Job Patterns for Minorities and Weaen in Private Industry,"
1973, 1977, and unpublished data.
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Market Work, Housework and Chid Care:
Burying Nchat Tenets, Bulking New Arrangements
Myra H. Strober, PhD.

In seeking to explain the,dearth of effective policies for ending the
Great Depression lf the 1930s, John Maynard Keynes observed that our
ability to search for saluticns to problems ic often hampered by our
unthinking, often unconscious, fealty to outmoded scholarly doctrines
(1). In our own time, the rapid increase in employment outside of the
home for married women and/or mothers has been seea by many as pro-
ducing nwmerous frictions and difficulties. Attempts to solve these
difficulties have generally been viewed as unsuccessful. This paper
argues that important factors in our lack of success have been a
faulty conception of our problems and an unwarranted reliance on
certain postulates of neoclassical economic theory. In particular,
it contends that our concern with the welfare of "the family" and
our collective allegiance to the notion that market earnings can be
substituted for home production have prevented us from seeking
creativt solutions to the role3ponflict now faced by manyemployed
women.

The first section of the paper examines the concept of family welfare
and argueo that it is an unmeasurable and irrelevant policy goal.
The second section looka at empirical studies of housework, family
expenditures and child care and demonstrates the time squeeze faced
by employed women as well ac the limited subialtutabillty of market
earnings for home production. The final section of the paper examines
some possible new structural arrangements for more equitably allocating
the burdens of market work, housework, and the care of young children.

FAMILY WELFARE: What Is It?

Ct(:1Negler, in his recent book on the history of women and the family
in the United States, argues that women's fulfillment as persons and
the future of the family are in considerable conflict. He asserts
that after 200 years of development, both the future of the family and
the fulfillment of women as persons are at odds as never before. (2)

When Degler and others argue that the welfare of "the family" is at
odds with'uomen's welfare, what do they mean? When government offi-
cials call for family impact statements to examine the potential
effects of particular policies on the welfare of "the family," whose
welfare do they propose to measure? Even apart from the difficulty of

207
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trying to define what "the family" is in an age of widespread divorce
and separation of spouses, the notion of "family welfare" is illusory

and inconsequential.

The so-called "New Home Economics," of course, has made it fashion-
able to talk about families as maximizers of utility. Yet as any

introductory economics text makes clear, positive economics cannot
make welfare comparisions between or among people. Suppose we

examine a husband-wife family with no children or with grown chil-

dren. Suppose further, that while the wife in this family develops

an ardent desire to find a paid job outside of the home, her hus-

band is equally ardently opposed to her seeking employment. Whether

family welfare is maximized at a point in time, or over some period
of time, by the wife's acquiescence to her husband's wished or by
her fulfillment of her own inclinations cannot be ascertained by

positive economic methods. Unless one knows how to weight the pre-

ferences of the two spouses one cannot say in which situation "the
family" as an entity is better off.

A3-

« 4

That is, while it is quite simple to aecertain whether a woman's
goals put her at odds with her husband, and/or her zhildren, it is
not possible to measure the extent to which women may be at odds

with "the family." Since a woman is a member of her own family,
a calculation of the change in her family's welfare when ehe pursues
goals at odds with those of her hu5ba9d or children requires a
weighting of the relative preference functions of each family member.

In the utility maximization models of Gary Becker, the problem of
making welfare comparisons between or among people is solved by
assumina that the husband "cares fully" for the other family members.
Thus, the maximization of the husband's utility becomes tantamount
to the maximization of family utility (3). Host analysta, when this
assumption is pointed out, object to such cloaking of intrafamily
dissension. Yet quite sophisticated scholars and policymakers
often assume that when there are conflicts or potential conflicts
between spouses, and the wife fulfills her own goals, that the
future of "the family" is endangered, i.e., the welfare of "the
family" is decreased.

In welfare economic theory, welfare comparisons between or among
persons are generally made by postulating a so-called social welfare
function which "decides" the weights to be given to different indivi-

duals. Such decisione are seen as being made either through a demo-
cratic process or arbitrarily by some dictatsr. Thue, in welfare
theory terms, scholars who conclude that women are at odds with "the
family" are implicitly using a social welfare function that gives
a lower weight to the welfare of a woman and theca in the family whose
goals may be similar to hers as compared to the weight given to the
welfare of those family members whose goale are different from hers.*

If we move from the realm of theory to matters of policy, we find
that although some governmental or corporate policies may unam-
biguously increase the welfare of all family members, the effects
of other policies may be less clear-cut, increasing the welfare of

*For an outline of a model of family utility maximization which
explicitly takes into account both spouses' preference functions,
see Ferber and Birnbaum (4).
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some family members but decreasing the welfare of others. Policy
anelysts clearly are not authorized to assign weights to the various
utility functions of family members. Thus, if a given policy osten-
sibly benefits children but makes it difficult for mothers who wish
to work to leave the home, it is not possible for the policy analyst
to conclude that "the family" is strengthened by such a policy.* It
is possible only to point out which class of indiv.tduals is harmed
and which is benefited.**

The notion of a family is merely a shorthand for a group of indivi-
duals. Its welfare cannot be calculated by omitting the welfare of
one of its members (the wife or mother). At the same time its wel-
fare is not greater than the sum of tke welfares of its members. If
an AFDC program is altered so that fathers can continue to live with
their wives and children while the family receives AFDC payments,
the ramifications of such a policy need to be analyzed with respect
to their effects on individuals. Thus, the AFDC alteration might be
considered beneficial, not because of its effects on "the family,"
but because of its presumed benefita for individual family members

\involved. It may be that the intactness of nuclear families (poor
or otherwise) yields external benefits or costs to others outside
of the family, for example, neighbors, teachers, friends, psychia-
trists, or members of the extended family, or that statistics re-
garding the divorce or remarriage rates provide satisfaction or
dissatisfaction for the electorate. Nonetheleas, the welfare of
"the family" at a point in time or over some time period is nothing

than the weighted sum of the welfare of its members.

Policymakers or analyets who wish to promote the intactness of
families as a goal, in and of itself, must recognize clearly that
such a goal may or may not increaae the algebraic sum of the wel-
fares of family members. Perhaps the external benefits of a stable
or declining divove rate are so great that they warrant the promo-
tion of family intactness. If so, however, arguments for keeping
families together should be made in terms of their presumed external
benefito.

None of Clis is meant to discredit policies designed to help reduce
family discord. No doubt most individuals prefer harmony to strife.
The point ie that it is all of the individuals in familiee on whom
we need to focus our attention, when dasignins and asseesing policies.
Focusing on families as an aggregation, except when we wish to examine
external benefits and costs, is likely to conceal important conflicts
and potential conflicts about the relative importance of various
family members' goals. These need to be aquarely faced and care-
fully examined.

*In terms of a democratic social welfare function, such a conclusion
would be warranted only if the society had reached some consensus
that women's preferences should be given less weight than those of
other family members.

**For an early statement of the arguments for analyzing policies in
terms of their effects on individuala, see Bell (5).
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In keeping with this analysis, when, in the third section of this
paper, we assess the new arrangements proposed to relieve some of the
tensions generated by the employment of wives and/or mothers, we will

evaluate them in terms of their likely effects on wives and mothers,
on children and on husbancks and ,fathers. We will purposely not,

however, seek to assess their effects on "the family."

MARKET WORK, HOUSEWORK AND CHILD CA2E: The Three-Way Squeeze

Just as the concept of a family welfare function serves to deflect
policy analyses-from properly focusing on the individuals in a
family, so, too, the neoclassical economics notion that market
earnings can be, or are, substituted for household production serves
to obfuscate the pressures facing employed women and especially
mothers. In this section, the neoclassical proposition is briefly
outlined and the empirical work refuting it is presented.

Neoclassical ecOnomic models seeking to explain the increase in
women's labor force participation during the post-World War II
period have relied heavily on the notion of differential "wages"
or "productivity" in the home and in the market. Women have
increasingly opted for market work, these models argue, because
their wage or productivity in the market has become greater than
their shadow wage or productivity in the home. Thus, women could
more effectively maximize their "family welfare function" by working
and substituting goods and services purchased in the market for
goods and services produced in their own homes.

In part, this scenario is no doubt correct, although of course it
fails to note or explain the long-term changes in family desires
for market versus home goods. However, this framework is inadequate
for explaining women's increased labor force participation. As

Claire Vickery Brown has pointed out, econometric work based on
these models explains only a small portion of the change in women's
labor force participation (6).* Moreover, and more central to our
discussion here, cross-section empirical studies find that substi-
tution of market goods and services for the working wife or mother's
own home production is remarkably limited. They also find that
because so much of wives' earnings are eaten up by the costs of
working, families with employed wives and families with full-time
homemaker wives are probably not equally well-off even when they
have the same total income. We turn now to an examination of these
emoirical studies.

Women who are employed outside of the home report much greater time
pressures and have less leisure time as compared to their counter-

*According to Vickery Brown's calculations, Jacob Mincer's model
explains only 36 percent of the change in women's labor force parti-
cipation rates from 1960-70; only 7 percent of the change from 1970-
77. See 7), and Cain (8), whose mOdel explains only 37 per-
cent of the chang in white women's labor force participation over

the years 1957-76.
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parts who are full-time homemakers. Many of them suffer from what
psychologists have termed role conflict or role stress (9,10,11).*

An analysis by John Robinson of the time diaries kept on a single
day between late 1965 and spring of 1966 by 2,000 Americans indi-
cated that employed women in 1965-66 had 66 minutes per day less
free time than did other women (12). Similar results were obtained
from Frank Stafford and Greg Duncan's examination of the 1975 study
of 1519 adults' time diaries for a single day during the fall of
1975 (13,14). The time reeources of women in poor or tangle parent
families are even more constrained (15).

With the exception of child care, by and large employed women do not
substitute market goods and services for their own household proluc-
tion to any greater extent than do homeworkers. A study by Kathryn
Walker and Margaret Woods examined the time diaries of 1,296 husband-
wife families in Syracuse, New York in 1968. With respect to house-
hold work other than child care, Walker and Woods found that 78 per-
cent of families never used paid help for ordinary household care.
Only 5 percent used paid help on a regular basis. This was con-
firmed by Stafford and Duncan's analyeis of the 1975 University of
Michigan survey in which only 7 percent of respondents used paid
help on a regular basis. Moreover, Stafford and Duncan found that
although husbands' hourly wage rate was a significant predictor of
the use of paid household help on a regular basis, wives' hourly wage
rate was not (10,13). Robinson, too, found no relationship between
wives' employment and use of paid household help (12,16).**

In two papers using data from the Michigan Survey of Consumer
Finances for 1968, Myra Strober (17) and Myra Strober and Charles
Weinberg (18) found that, holding c.nstant family income, family
net assets, life-cycle stage and %nether the family had changed
its residence recently, wives' employment was not significantly
related to the decision to purchaae durable goods that might help
to substitute for household labor ouch as diehwashers, dryers,
refrigerators, and stoves.

*Most of the studies discussed here use the Current Population
Survey definition of employment when categorizing a woman (or man)
as employed. Employed persons are (1) those who worked for pay
any time during the week that includes the 12th day of the month,
or who worked unpaid for 15 hours or more in a family-operated
enterprise and (2) those who were temporarily absent from their
regular jobs because of illneest vacation, industrial diopute,
or similar reaeons. The Walker and Woods study (10), however,
defines employed persons as those who are gainfully employed for
at least 15 hours per week. For a discussion of role conflict and
especially its relation to strese, st.e Zappert and Weinstein (11).

**Vickery Brown Jid find that in families with wives employed full-time,
expenditures ot. domestic services qnd materials were 20 percent
higher than in families with wivee who were full-time homemakers.
Income, assets, number of family members and their age grouping
were all held constant in Vickery Brown's analysis. This higher ex-
penditure, however, does not mean that market goods were being
substituted for home production.
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In a later study, using data obtained from a 1977 survey of 2,000

married women who were members of the Market Facts Consumer Mail
Panel, Strober and Weinberg again examined the relationship
between wives' employment and the ownerahip and purchase of poten-

tially time-saving durable goods. Holding constant income and

life-cycle stage, we noted that vivea' employment was not signi-
ficantly related to the ownership or purchase of microwave ovens,
dishwashers, freezers, dryers, washers, stoves or refrigerators

(9). Moreover, a recent paper by Robinson, based on the 1975
University of Michigan data (19) indicates that ownership of dur-
able goods is not associated with the amount of time spent on

housework. And a small study of about 300 households in Evanston,
Illinois found a significant although small positive correlation
between number of household appliancea and time spent on house-

work (20).

There also seems to be little evidence, based on the Strober-
Weinberg analysis of the 1977 Market Facta Mail Panel that, when
income group and life-cycle stage are held constant, working wives

are any more likely thtn full-time homemakera to use frozen foods,

another potential market subatitute for household production (9).
An earlier small scale study by Susan Douglas (21) also showed
that working wife families do not purchase convenience Coods any
more frequently than nonworking wife families.

The only housework apart from child care that seems to be taken

over in part by the market'is meal preparation and clean-up. Using

data from the 1972-73 Consumer Expenditure Survey and holding con-
stant family income, family elite and life-cycle stage, Strober

found that expenditures for food eaten away from home were signi-
ficantly higher in families where wives worked 1 to 15 weeks per

year than in fam..lies where wives were full-time homemakers (22).

However, most of this transfer from home to market production
seemed to involve the lunch meal only, especially in families with
children under 18, and one could argue that lunch away from home
for employed wives is as much a cost of employment as a deliberate
decision to substitute market for home production (940).

With regard to child care there is, of courae, considerable replace-

ment of the services of the working mother. Unlike housework, child

care cannot be poetponed to early morning, evening or weekend hours.

However-, it appears that most of the replacemept consists of non-

market rather than of market services. First, a recent article

summarizing various atudies of the child care.arrangements of
working parents with children under 14 indicates that even when
mothers worked, parents uaually reported themselves and schools
as the major caretakers of their children (23). Care by a relative,

both inside and outside of the child's home, was also found to be

a popular source of child care. Second, among preschoolers of
working parents, in 1974-75 only about 3 percent under 2 and only
about 5 percent of those 3-5 were cared for in day care centers.
In that same year, family day care homes cared for about 7 percent

of working parents' children under 5. The National Childcare

Consumer Study of 1975, moreover, ascertained that even among
reapondents who used nonparental child care, more than half either

did not pay for these services or were involved in exchanging
services or favors in order to obtain the eare.
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As Vickery Brown has pointed out, one of the reasons Why households
do not substitute market services for household services is because
they are such poor substitutes (6). A meal in a restaurant is not
equivalent to a seal at home; it is less private, generally more
time consuming and possibly of a lower quality. Similarly, a
nursemaid tho cares for a sick child in the middle of the night is
simply not a substitute ror a child's own parent.

However, there are also significant tinancial considerations which
limit the substitutability of market goods and services for house-
hold production. Even apart from the fact that families with
eaployed wives are missing the services of a full-time homemaker,
tvo-tarner families are less well off economically than single-earner
families vith the same total family income. Data from the 1972-73
Consumer Expenditure Survey indicate that after-tax income, assets,
number of family members and their age grouping, families with full
and part-time employed wives spent significantly more on goods and
sermices directly and indirectly related to wives' employment: trans-
portation; retirement and pension payments, including social security;
drycleaning, laundry and clothing repair; and clothing. Moreover,
families with full-time employed wivee spent significantly more on

14insurance, gasoline, and personal care. In 1972-73 approximately 14
percent of wives' before tax earnings were spent on work-related
expenditures (16). Posaibly as a result, we find that at the same
income level, the families of employed wives save a lower percentage
of their income than do families with full-time homemakers (16,17).
Moreover, using the 1972-73 Consumer Expenditure Survey and holding
constant family income before taxes, age of the husband and family
size, Strober found that the mean value of financial assets and the
estimated value of financial assets and the estimated market value of
their home were both significantly lower for families where the wife
worked at least 15 weeka per year ae compared to families where the
wife was a full-time homemaker (22).

A. a result of the nonsubstitution of market services for their
own household labor, employed women and especially mothers are
faced with a tight three-way time squeeze. While employed women
spend lest: time doing housework than nonemployed women (between
2.2 hours to 4.2 hours leas per dtv depending on the time-study
involved and the definition of number of hours per week of employ-
ment (10,13,24)) they nonetheless spend considerable time in house-
hold work and family care (19,25). Moreover, they rarely substi-
tute the labor of other family members for their own Labor. Based
on a national probability sample of 24-hour time diaries from 750
husband-wife households, Richard Berk and Sarah Fenstermaker Berk
concluded that the majority of husbands whose wives are employed
full-time do not seem to pick up much of the household work burden
(26). In a more quantitative vein, Robinson estimated that, Income
and demographic variables held constant, husbands of employed
wives spent only 5 minutes more per day on child care and only 5
minutes more per day on housework as compared to husbands of full-
time homemakers (12). Indeed, the whole notion of substituting
husbands' labor for that of wives' may be misconceived. One of
Robinson's most interesting observations regarding the 1975 time-
use diaries was that the amount of time spent by wives and husbands
in family care waa positively rather than negatively correlated
(19).
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In summary, it is clear that employed women, for the most part, do
not substitute market goods and services for household production

to any greater extent than do their counterparts engaged in full-

time homemaking. Mere technology in the form of dishwashers and

frozen foods does not significantly mitigate the severe time pres-
sures isced by employed wives and mothers. /t is important that

this reality sink firmly into the American consciousness. For

only When it does will it be possible for us to examine seriously
the more far-reaching new arrangements necessary to solve the
burden of overwork faced by Bo many employed women.

What are these new arrangements? Who will benefit from them? And

who will lose by their introduction? It is to these matters that

we turn in the next section.

NEd ARRANGEMENTS

The solutions currently used by many women for dealing with the
tine squeeze or potential time squeeze have been, for the most

part, personal solutions. Short of merely struggling, women have
either reduced their career aspirations, withdrawn from the work
fork.e for a number of years, sought part-time positions, decided
to torego motherhood and/or obtained more "help" with housework
from husbands or children. Before examining more structural solu-
tions to the probleme of the three-way time squeeze, let us briefly
analyze some of the reasons why these types of personal solutions
tend to be suboptimal from the point of view of both women and

society as a whole.

Women who consciously reduce their career aspirations in order to
meet their goals for marriage and motherhood or who decide to
forego motherhood for the sake of their careers often do so with

a profound sense of loss (27).* Those who withdraw from the work

force tor a number of years face risks during the time they are out
and penalties in terms of salariee, career development and/or seniority
whea they return. In a recent paper, Barbara Bergmann has outlined
some of the risks associated with being a full-time homemaker (28).
Chief among these is the difficulty of entering the labor market
and earning enough to support oneself (and possibly one's children,

in case of divorce). Investigations of the effects on women's wages
of labor fore withdrawal have been carried out by Mary Corcoran (29),
Jacob Mincer and Solomon Polachek (30), and Steve Sandell and David

Shapiro (31). While their findings are conflicting in some respects,
they all appear to agree that for married white women age 30-44 in the
late 1960s and mid-19705, annual wages were about 1.2 - 1.4 percent
lower for each year spent out of the Labor force.** From the point of

view so,iety as a whole, both reduction of women's career aspirations
and labor force withdrawal produce an-undesirable loss of important
talents and skills.

*My experienLe counseling women MBA and Ph.D. students during the
past 10 years has provided evidence regarding the affect accompany-
ing these decisions.

**Corcoran did find, however, that the negative effects of with-
drawal were more pronounced for women 30-44 than for women in
other age groups.
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For some women, part-time work is often the ideal solution to their
attempts to baiance employment, housework, and child care. However,
for many, part-time work takes them off the career track or forces
them into traditional female occupations in which part-time employ-
ment opportunities are more readily found (32). In addition, part-
time work frequently does not provide fringe benefits.

Seeking "help" from husbands and children is also often unworkable
on a siegle-family or personal basis. Husbands frequently have
demanding work schedules which make it impossible for them to increase
their housework and child care without entering into the same time
squeeze from which their wives are trying to extract themselves.
Finally, the knowledge among husbands and children, especially teen-
agers, that their peers ace not engaged in very much housework adds a
measure of righteous obstinacy to their refusal to participate,
which is often impossible to overcome.

What sorts of structural arrengements might better solve women's
tine problems? While many may be suggested, I will concentrate
here on three: wider availability of a variety of high-quality
extrafaaily child care optione, a less rigid progression from
school to employment and then to retirement for both men and women,
and the institution of less than full-time employment for both men
and wonen.

Except for our efforts during the second World War, the United
'States has been quite uncreative in dealing with extrafamily child
care. In large part this is because we have not viewed the labor
of mothers as vital to our economic well-being. Yet, as demon-
strated, the external economic benefits of high quality child care
are considerable (33). We need to have a national debate on the
forms this care should take: what the ratio of adults to children
should be, whether we should follow one of the European modela (34),
whether child care should be sponsored by employers and/or labor
unions, whether it should be tied to public schools, how it should
be financed and/or whether it should combine center care with are
in famlly day care homes (33,35).* When President Nixon vetoed a
federal child care bill in 1971, he did so on the grounds that extra-
faaily child care would weaken "the family." Yet, although further
research needs to be done, there is no evidence that good quality ,4i1d
care is harmful to children (36), and certainly it ia beneficial to
parents.

Whenever additional child care optiona are suggested by feminists
as a way to improve the time pressures faced by women, proponents
of private marketplace solutions to pro6lems immediately question
the need for government, corporate, or union intervention in this
matter. Why, they ask, can't the private marketplace provide child
care which is paid for by parents in much the same way that other
services are provided and paid for? Of course, there already ia d
smell private market in child care services. Without going into
great detail, however, the difficulty is that good quality child
care is highly labor intensive and, hence, expensive. Most parents

*A recent survey by the Women's Bureau found only 105 empluyer- or
union-sponsored child care centere in the U.S. Of these, 14 were
sponsored by government agencies, 75 by hospitals, 9 by private
companies, and 7 by labor unions.
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cannot afford it. As noted earlier, it appears there is a case to
be made tor subsidization of this care with the size of the subsidy
varying inversely with parental income.

'Me second and third structural rearrangements described nevi
to be implemented together. By loosening the current lock-itep pro-
gression from school to employment and then to retirement, and
simultaneously making it the norm for men and women to work less than
full time, we would loosen the time squeeze for empl.oyed women awl
also slake it possible for koth men and women to participate in house-
work and the rearing of children. A key aspect of this restructuring
is that it would apply equally to men and,women. Otherwise, if it
applied to women only, women would continue to be "ghettoized" into
fenale-typed jobs and would continue to take primary responsibility
for housework and child care.

What this new arrangement would accomplish, of course, is a marginal
reallocation of income, work, and leisure, over the life cycle. It

would lead to a small reduction in the income and the work week for
those who are currently employed full-time and would increase income
and the time allocated to market work for homemakers and retired
persons who might like to reenter the work force on a part-time basis.
Moreover, it would offer possibilities for triining and retraining at
all stages of the life cycle. The scheme would be beneficial for
parents and children alike, although it would probably require
parents to increase their borrowing during the child-rearing years
against income to be earned in Later years and might well necessitate
increased availability of low-interest loans. The plan would be
somewhat costly to employers because of the additional clerical costs
involved in increasing the number of employees on the payroll.

What about the effects of such a plan on productivity? The likely
outcose is not entirely clear. Factories and offices presumably
would still run for a 40-hour week. Productivity might be lessened
by replacing some of the labor of "prime-age" workers with the labor
of older workers and less experienced workers. However, opportunities
for ongoing lifetime training might lessen these negative effects for
all but the most demanding physical work. Horeover, on the positive
side, productivity might be enhanced by reducing the number of hours
each worker were employed and it would certainly be enhanced by per-
mitting women to utilize their skills and talents.

Of course, in recent years we have been vitally concerned with our
national productivity. Yet it wou.- be tragic if in our single-
minded pursuit of increased productivity we neglected the quality of
our lives: our interest in adequate leisure time, enjoyable parent-
child and adult interaction, and reduction of life-threatening stress.
The challenge of the 1980s is to meld the productivity concerns of
the seventies with the quality of life concerns of the sixties. A
national discussion of the structural changes suggested here would
constitute some initial steps toward meeting this challenge.
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Women's Work and Personal Relations in the Famgy*
chaya S. Plotrkowskl,

ttchel-11:1Katz-BA-

The World Health Organization has defined health as a state of com-
plete phynical, mental, and social well-being. In this paper we

11

11 focus on one aspect of women's social well-being: their
p sonal relations within the femily context. Traditionally,
p ychologists have viewed the quality of a woman's interpersonal
relations as determined largely by stable personality character
istics and early experience. However, as we have come to under-
tand that individual development continues throughout the life
cycle, it becomes important to examine those current life forces
and ongoing life experiences that influence a woman's well-being.
Freud once noted that the ability to work and love indicates
healthy emotional development. Here, we consider the relationship
between working and loving, that is, how a woman's daily work, both
paid and unpaid, may influence the affective quality of her inter-
personal relations within the family. We begin with the assump-
tion that major life roles interact and influence each other. Thus,
we assume that the work women perform can have an impact on the
affective components of their roles as mothers and wives.

In examining the relationship between women's work life and their
relations within the family, we do not intend an exhaustive review
of the literature. Not all dimensions of family relations will be
included in our discussion. For example, we will omit a considera-
tion of decision-making processes and power relations within the
faaily. Instead, we will focus on the affectiVe component of family
relations and, in particular, the extent to which relationships with-
in the family are emotionally aatisfying to women. Similarly, our
consideration of work variables will be selective. Our aim is to
highlight a neglected area of reaearch by exploring how particular
aspects of women's work may affect relations between mothers and
children and hetweep husbands and wives.

*Before beginning our discussion, a number of serious limitations in
the literature should be noted. Because there exists no agreed upon
conceptual framework to guide empirical investiggtion, research on

*This paper was suppoited in part by N/H Biomedical Research Support
Grant No. 5-S07-RR07015 to Yale University.
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the possible impact of women's work on their family relations has
tended to be atheoretical. Rather than being guided by theory
or moving towards its development, much of the research has been
itEilied-bY-the-Sodial debate over women's -,A.oper plae-e. The
importance of the ongoing struggle for sexual equality cannot be
minimized. Nevertheless, by determining the typea of re)march
questidns asked and the variables studied, this debate may un-
necessarily limit our understanding of the relationship of women's
work to their family adjustment.

Concerns about maternal "deprivation" and the possible detrimental
effects of maternal employmeut on children have resulted in a
research literature that focuses almost exclusively on child out-
comes. In contrast, research examining how women's jobs may affect
their relationships with their children is sparse. Despite almost
three decades of research on maternal employment, we still know
little about the ways in which women's work life may influence the
affective quality of their relationships with their children. Such
intervening variables may be critical in understanding the links
between maternal employment and child outcomes (1). Furthermore,
virtually no research has looked at how the quality of the mother-
child relationship affects women's personal development.

In addition to the literature on maternal employment and child out-
comes, considerable research attention has been directed at the rela-
tionship between women's employment and their marital adjustment.
This body of research generally has been Airected at determining
whether wives' employment is or is not harmful to marriages, and
studies have relied on cross-sectional designs comparing dual-earner
and traditional single-earner marriages. Nye has commented on the
difficulties in interpreting group differences in such cross-sectional
comparisons, for we cannot assume that dual-earner and single-earner
families are equivalent in ways other thc.. the fact of wives' employ-
ment (2). Such comparisons also are not designed to answer the ques-
tion of whether women's work life has an effect on marital relations,
nor can they explicate the processes whereby women's work may be
implicated in marital adjustment. It is our opinion that an especially
fruitful approach to the study of women's work and marital adjustment
is to deemphasize questions about whicn family type fares better, and
to focus instead on the processes linking women's work to marital
relations.

Although the influx of women into the labor force has resulted in a
substantial research literature on the effects ef, women's employment
on children and marriage, the types of employment variables studied
have been severely restricted. Because social debate has centered
on the consequences of female labor force participation, social scien-
tists have tended to investigate general variablessuch as the fact
of employment aad attitudes towards and commitment to the employment

.role--and their consequences. Rarely here the experiences of women
at their particular jobs been examined. General variables cannot cap-
ture the employment experience and do not help us to determine which
particular features of women's jobs influence their personal relations
in the family. In fact, as female employment becomes normative we
would expect factors such as employment status and attitudes towards
the employment role to diminish in importance, while the specific
features of employmentsuch as salary, job satisfaction, health and
safety conditions--become increasingly significant for women and their
families.

222.



-22-3

Finally, social debate surrounding women's labor force participation
tugs tended to obscure women's other work role: their unpaid work in
the household. When social scientists refer to "working women" or
"workinumothers" they almost uniformly mean employed women. Becauee
it is unpaid and because it is perforned by women, housework has been
ignored by social scientists (3). Moreover, housework is unnoticed
until left undone. A clean, well-cared for child is not noticed; a
neglected or abused one is considered a "social problem." The fact
that 47.6 percent of married women and 58.9 percent of women heading

families are employed (4) also indicates that many women still work
primarily in the household. Using data collected in the 1960's,
Vanek has estimated that married urban women who are full-time house-
wives work 55 hours per week (5). Although nonemployed women may be
decreasing the time devoted to housework (6), they still spend a con-
siderable amount of time doing household work. Moreover, employed
seamen also are housewives. Despite changing sex role mores, employed
women still do a major proportion of household work (7). Walker has
estimated that, when we add housework, full-time employed married
women work a total of 66 to 75 hours per week (8). Considering only
women's paid work, while ignoring the hours spent on household work,
renders housework invisible. Unfortunately, there is little system-
atic research on the nature of the relationship between household
work and mother-child or %life-husband relations. In our discussion
we will explore the possibilities for research in this much neglected
area.

Given these limitations in the existing literature, the conclusions
wt draw about the nature of women's work roles and their impact on
family relations must remain tentative. However, it is useful to
develop some propositions as a spur to further research and the
development of theory in this area. Because both enployed and non-
eaployed women perform housework, we begin with a discussion of full-
time housework and then examine women's paid work. Thie organization
reflects our conviction that a fruitfAl approach to understanding the
links between women's work and their family life is to understand each
work role and their interaction.

WOMEN'S HOUSEHOLD WORK AND FAMILY RELATIONS

To ask about the relationship between women's household work and
affective relations in the family requires that we distinguish be-
tween the concepts of the "household" and the "family." Households
are systems for providing the goods and services necessary for the
maintenance and reproduction of human life. They are economic units
that can be composed of non-kin and may encompass whole villages
(9). Anthropologists use the term "family" to refer to systems of
kinship. The popular notion of women's household work as a "labor
of love" obscures the conceptual distinction between household work
activities and the emotional transactions among kin (10). Once
we make such a distinction, we can ask about the possible influence
of household work activities on these affective transactions.

While we can draw broad conceptual distinctions between household
activities and emotional transactions among kin, their operational-
ization is more problematic. Care of the family dwelling, the prep-
aration of food, and the laundering of family member's clothing
are activities that are readily incorporated into a conception of
household work. Other activities, particularly child care, pose
problems. Sociologists have remained unclear as to whether child
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care should be considered as part of the household work role. Some

have regarded it as "conceptually distinct" and as an activity be-
longing to another vole, that of mother (3,11,12). Yet, such dis-

tinctions remain mnsalisfectila. Dressing_childreq, for example,

is not entirely distinguishable from laundering their clothes.
Even the socialization of children, teaching them manners, toilet
training them, helping them with their schoolwork, has a productive
component to it. When families hire others to perform such tasks,
the instrumental nature of these activities becomes apparent. These

paid others often form emotional attachments to those they help feed,

clothe and teach. Nevertheless, the work component of their activi-
ties is readily recognized through payment. Thus, it is possible for

transactions between women and other family members to have both an
instrumental work component and an affectional component. Distin-

guishing between the affective and the work components of transactions
allows ue to ask whether and how the emotional aspect of these rela-
tionships la related to household work activities. In addressing this
question, mother-child relationships will be discussed separately from
husband-wife relations.

The structure of modern American households and families creates
settings wherein women have sole responsibility for household work,
including child care, while they simultaneously attempt to provide
for their children's and their own emotional needs. Whereas children
are excluded from most work settings, household work often is per-
formed'Ior children, and children's help or at least cooperation must
be enlisted to perform household work adequately. Thus, it is likely
that considerable interaction between mothers and children centers
around domestic activities in the household. In a case study of one
household, Piotrkowski found that almost 50 percent of all observed
interactions between a mother and her three preschool children were
related to household activities. An analysis of one day of observa-
tions indicated that one-third of all initiations made by the mother
to her children uere influencing behaviors related to her domestic
work (10). Similarly, in an observational study of 11 families of
child subjects, aged from 2 through 9 years, Simmons and Schoggen
found that mothers, more than fathers, were sources of significant
environmental force for children (13). Since children are neither
blank slates nor automatons, domestic interactions do not always run
smoothly. In the family she studied, Piotrkowski found that approxi-
mately one-third of observed household initiations by the mother to
her children were met with some sort of negativism on the part of the
children, a finding consistent with the research reported by Simmons
and Schoggen. She concluded that a young child's orientations to the
realities of time, space, and things, and his or her difficulty in
deferring gratification of needs, can place the child's "world" at
variance with the instrumental orientation of the household. Simmons
and Schoggen similarly found that approximately 41 percent of "environ-
mental force units" involved ome conflict, i.e., a discrepancy between
the goals of the child and that of the adult.

These observational data suggest that the structure of household life,
in which lone women care for children in settings where working and
loving are fused, introduces emotional tension into the affective
relationship between women and children that goes unrecognized by the
idealization of full-time motherhood. Indirect evidence from several
nonobservational tudies is consistent with this proposition. The

women Oakley studied complained that children make messes and inter-
rupt household work, thereby adding to the work and making it difficult
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to complete. She concluded that, in principle, the roles of house-
wife and child rearer are contradictory (3). Wittner noted that the
more a housewife controls housework and its scheduling, the less con-
Irol_s.hildren_have over their_own_dmily-actkvitietstherehy_creating,
potential conflicts between them (14). Analyzing crosacultural data
from a study of mothering in six cultures, Minturn and Lambert con-
cluded that maternal instability was associated with the stress of
the mother's role caused by prolonged association with children and
resp6nsibility for their care. Maternal instability referred to mood
variation in the hostility and warmth directed by mothers toward their
children. They found that maternal instability decreased when the
burden of child care was eased (15). Research involving differing
household situations would be especially useful in determining the
effecta of household structural variables on mother-child relations.

Th t. potential structurally induced antagonisms between mothers and
children in the household may be exacerbated by a mother's lack of
satisfaction with the household work role. Although the numbers have
been hotly debated, it is evident that many women do not like being
housewivert and find household tasks onerous and stressful (3,11,12,
16,17,18). We would expect this to be true even when tensiona indig-
nous to the household are minimized. Some research evidence suggests
that degree of satisfaction with the household work role may influence
relations between mothers and their children. Yarrow and her colleagues
hypothesized that a mother's gratifications and frustrations in other
adult roles influenced her maternal functioning (19). They compared
nonemployed mothers on a measure of adequacy of mothering, derived
by rating eight dimensions of "good" mothering from an interview.
Variables included were sensitivity to the child's needs, expression
of warmth, and degree of satisfaction in the mother's relationship
to her child. They found that women who were dissatisfied with their
current work status, i.e., did not prefer to be full-time housewives,
scored significantly lower than those women who reported satisfaction
with their current work status. For example, they found that 78 per-
cent of nonemployed women who were dissatisfied with their current
work status had unsatisfying emotional relationships with their chil-
dren, in comparision with 35 percent of satisfied women. A limita-
tion of their stady is that they did not consider satisfaction with
specific aspects of the household work role. However, these data
do suggest that a mother's satisfaction with her household work is
related to her emotional relationship with her children.

Evidence regarding the relationship between the household work role
and marital satisfaction is even more scanty. Although there is
considerAble data on the distribution of household labor between hus-
bands and wives and on the comparative marital adjustment of employed
women and full-time housewives, we know almost nothing about how the
household work role may influence emotional transactions between hus-
bands and wivee. Bernard has suggeated that the different work experi-
ences of employed husbands and nonemployed wives may provide them with
few common experiences to discuss (20). Still, it remains unclear
whether wives' employment necessarily enhances communication. Heckman
and colleaguee found that dual-career couples in the same profession
reported that their shared activities were a source of both gratifica-
tion and disagreement (21). Burke and Weir found that employed women
and their husbands reported greater communication than nonemployed
women and their spouses (22), but it is unclear to what extent this
difference waa a consequence of wives' differing work roles. Similarly,
we know little about how husbands' participation in household work
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influencee the aarital relationship. ,CWkley found a positive asso-
ciation between housewives' reports of husbands' household work
participation and woolen's marital satisfaction (3), although the
causal direction is unclear. On the other hand, Gross and Arvey

no such reiatidnihip -(231. -cutely, the relationship-of house-
work to marital satisfaction requires further empirical research.

In sum, the invisibility of housework has obscured the relationship
betwen women's household work and their affective relations with
other family members. We have suggested that the manner in which
household life is organized may create tension between mothers and

children. Moreover, by influencing their psychological well-being,
women's feelinge about household work may be a significant addi-
tional influence on their satisfaction With relations with children.
We would predict that the housebound mother with young children who
has little help with housework and who does not enjoy household work
would experience the greatest dissatisfaction in her relations with

her children. Couclusions regarding the possible relationship be-
tween household work and marriage are more difficult to draw, as the
evidence is inconsistent. Clarification is needed regarding the
relationship between women's roles as full-time houeehold workers
and communication patterns between husbands and wives, the relation
between household work atisfaction and marital satisfaction, and
the coaditions under which husbands' participation in housework
enhances the marital relationship.

WOMEN'S EMPLOYMENT AND FAMILY RELATIONS

Because the employment takes mothere away from their children

for hours each day, one of the major debates in the early maternal
employment literature concerned the effects of such separations on
attachments between mothers and children. Much early maternal
employment research was rooted in the aasumption that a great deal
of contact was necessary for normal child development and the forma-
tion of adequate attachments between mothers and children. However,

the amount of contadt necessary for the development of adequate
mother-child relations remains unspecified (24). In fact, in our

discussion of the household, we proposed that contact between women
and their children in the context of the household setting may be

stressful.

Clearly, some physical proximity and shared activities are neceesary
for the development of eatisfying parent-children relations, and
certain employment situations may severely restrict such contact.
The timing of work hours ie an important but neglected variable in
research on employment. In a study of male shift workers, Mott and
colleagues found that men who worked the late afternoon shift com-
plained of feeling inadequate as parents to their school-aged chil-

dren (25). When the employment setting makes telephone contact
difficult as veil, shift work may create particular problems for
parents and their children. Apart from such extreme circumstances,
however, there is no clear indication that women's employment role
severe.Ly constrains the development of adequate relationships be-

tween women and children. Propper found that maternal employment
does not necessarily result in decreased closeness between mothers
and their adolescent children, as reported by children (26). It may

be that, within limits, quality of contact is more important than
the amount of contact (27).
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Women and their children also must be viewed as agents who actively
cope with constraints on time. Although employed women complain
about insufficient time with their children, research suggests that
women may manage time constraints by careiully attending to their
r ationships with their children (28,29,30), even compensating for
presumed deprivation occasioned by their employment. Thus, Hoffman
conclUded that the employed mother may spend more time interacting
positively with her child than the nonemployed mother (31). We do
not know Whether employed women actually spend more or less time
than nonemployed women in positive interactions with their children.
It appear. that simple.calculations of hours away from home provides
little meaningful information about the influence ot employment hours
on mother-child relations. Rather, we need to include information
about the timing of work hours in interaction with the ages of chil-
dren, as well as the coping strategies families develop for dealing
with constraints on time together.

Job-related psychological variables may be as important as structural
ones in their effect on mother-child relations. For example, insofar
as a mother's job satisfaction influences her psychological state,
it may be more salient for the affective quality of the mother-child
relationship than amount of contact. Hoffman found that the children
of employed women who liked their work reported greater positive
affect from their mothers than did the children of employed women
with a negative attitude toward their work (32). Harrell and Ridley
found a significant posAtive association between the job satisfaction
of employed mothers and their reported satisfaction with interpersonal
relations with their children (33). As in the case of the housewotk
role, wonen's level of gratification in their paid jobs may be a
potent influence on the affective quality of mother-child relation-
ships.

Despite numerous studies comparing dual-earner and single-earner
marriages, knowledge about the relationship between particular aspects
of women's jobs and the emotional satisfactious and dissatisfactions
of marriage is still limited. We will focus on three job factors
that may influence marital adjustment: time spent at work, job satis-
faction and occupational rewards.

Although tine for the marital relationship has been viewed as less
important than time for the parent-child relationship, it hes been
assumed thet amount of time spent at work can pose a constraint on
adequate performance in the spousal role. However, in a study of
family adjustment and female employment, Piotrkowski and Grits-
Chriateph found no significant association between amount of hours
spent at work and women's reported marital satisfaction (34). The
relationship between working hours and marriage may not be a simple
linear one. Again, time spent at work may be too gross a measure
of the possible subtle effects of working hours on interactions be-
tween husbands and wives. Future research should go beyond simple
reports of amount of hours spent working to consider at least the
timing of work hours.

Job satisfaction has been viewed as both interfering with the marital
relationship and enhancing it. Underlying the hypothesis that posi-
tive emotional involvement in one's job interferes with emotional
involvement in the family is the implicit assumption that positive
psychological "energy" is finite. In contrast, the hypothesis that
job satisfaction can spill over into family relations rests on the

- 22 7
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assumption that human psychological energy is expandhble. Data

concerning the relationship between women's job satisfaction and
husband-wife relations are inconsistent. On the one hand,
Safilios-Rothschild found that employed women with a high work

commitment were more satisfied with fheir-MattlegaS rhanrhose
with a low work commitment (35). Her measure of Work commitment

included questions about job satisfaction. Ridley'also found a

positive relationship between female teachers' job satisfaction
and marital satisfaction when their work role was salient for

them (36). On the other hand, Locksley found no relationship be-
tween a measure of women's work interest, which included questions
about interest in their job, and marital satisfaction (37).
Piotrkowski and Crits-Christoph also found that marital satisfaction
was relatively immune from job satisfaction. Instead, other aspects

of employed women's family relations were associated with job satis-
faction and Job-related mood. They hypothesized that marital satis-
faction may be more sensitive to husbands' job satisfaction and the
interaction between husbands' and wivee jobs than to women's satis-
faction with their jobs alone (34). Further research ±s required

to reconcile these apparent inconsistencies.

Functionalist sociological theory predicts that occupational status
competition between husbands and wives poses a threat to affectional

relations in marriage. In this view, women's occupational achieve-
ment (not men's) is viewed as a threat to marriage. However,

Richardson found that wives' occupational prestige was unrelated
to reported marital satisfaction (38). Safilios-Rothschild has

suggested that wives' higher occupational status can be tolerated
as long as their incomes are lower than their husbands (39).
Analyzing longitudinal data on a national probability sample of
married women, Cherlin found that the greater the wifes actual
or expected wage relative to her husband's, the great,r the prob-

ability of marital dissolution 4 years later (40). This link was

weak and the nature of the causal relationship unclear. Although

employed women are more likely to admit thoughts of divorce, they
do not necessarily report lower marital satisfaction than non-
employed women (41,42). Thus, it would appear that wives' income

does not directly threaten marital adjustment. A more likely

explanation is that the independent income provided by their employ-
ment allows women to consider alternatives to their marriage and

to act on those alternatives.

In sum, existing research on the connections between the specifics
of women's jobs and affective relations in the family is limited.
Time spent at work does not appear to negatively affect the mother-
child relationship or marriage. Future research should be directed

at the timing of work hours and at extreme circumstances such as
shift work. Satisfaction with tht employment role is more clearly
related to satisfaction with parent-child relations than to marital
adjustment, but this conclusion is based on limited data, and needs

to be further investigated. Women's occupational prestige appears

to pose no threat to the marital relationship. However, independent

income from work may result in increased independence, thereby
allowing women to imagine and act upon alternatives to marriage.

MULTIPLE WORK ROLES

Thus far, we have treated women either as full-time nousewives or as

full-time employees. Aa we noted in our introductioa, however, the
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vast majority of employed women work at two jobs.. The discussion
of each work role separately provides a context for a diacussion
of how work roles may interact to influence a woman's relationships
with family members. As before, the discusaiea is hampered by lack
of-systematic research. We will attempt to outline those situations
in which multiple roles may pose special risks for women's social
well-being.

Work overload and its negative consequences for family relations has
been cited as a possible hazard of adding full-time employment to
household work. Women do complain about the burden of two roles.
In a national aurvey of working women 46 percent complained that ful-
filling the two roles was a problem for them. Of married women with
dependent children, 70 percent raised such a complaint (43). cHerman
and Gyllstrom found that reported conflict between work and family
responsibilities increased as roles were added (44). In attempting
to determine the possible relationships between dual work roles and
family Celations, it is useful to distinguish conceptually among
several aspects of multiple roles that may pose problems for women:
demands on time, demands on physical energy and demands on psycholog-
ical energy.

Insofar as time to perform activities is finite, adding work activi-
ties may pose external constraints on family relations. However,
available evidence suggests that women cope with time constraints
by reorganizing their priorities. Even though their husbands may
not substantially increase their help in the household, employed
women spend less time doing housework (6), although it is unclear
whether they become more efficient and/or develop less exacting
standards. Affluent families can afford to hire household help.
In our discussion of women's paid jobs we suggested that employed
women may take special care to spend time with their children.
Thus, time with family members may take priority over individual
leisure time. Indirect evidence consistent with this hypothesis
comes from a recent national survey. Approximately two-thirds of
employed mothers reported that they had insufficient time for
themselves.

Although many employed women are able to cope with increased demands
on their time by changing priorities and the allocation of their
time, there are limits to such adaptations. Work demands and time
pressures may result in overload and physical exhaustion. Employed
women with preschool children may be especially susceptible to work
overload, as household demands are particularly great when children
are young. The marital satisfaction of these employed women have
been found to be consistently lower than that of their nonemployed
counterparts (41,46). Under conditions of work overload, women may
slight the marital relationship or may feel particularly upset with
their husband's lack of participation in household work.

Employed single mothers also may be particularly prone to work over-
load and physical exhaustion, making them less able to cope with
children and the requirements of dual work roles. Female-headed
households are significantly poorer than two-parent households, so
that their ability to purchase support services is severely limited.
Unfortunately, lack of empirical research on the employed single
parent represents a particularly glaring omission in the research
on work and family. Nevertheless, some data indicate that dual work
roles, coupled with insufficient resources, may create special
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difficulties for them. In an ecological study of child abuse in

New York state, Garberino found that incomes of female-headed
households were negatively correlated with rates of child abuse

!CAD. Lack of community resources for mothers and children inr

creased the problea. In a laboritory study of mother-infant inter-

action, Cohen found that the 21-month-old children of nonemployed
mothers received leore positive attentiveness from their mothers than

the infants of employed mothers (48). However, when only two-parent

families were considered, the difference was no longer significant,
suggesting that employed single mothers were responsible for the

decrement. Thus, for the employed single mother, multiple roles may
pose special risks for the parent-child relationship that have yet

to be thoroughly investigated.

The assumption that multiple roles necessarily create confliating
psychological demands is based on the assumption that human psycholog-

icatenergy is finite. However, Spreitzer, et al. (49) found no

support for the hypothesis that women occupying multiple roles (e.g.,

worker, parent, spouse) experience less well-being than women with

fewer roles. Indeed, Harks has proposed that human energy is
expendable and that the addition of satisfying roles can "create"

additional energy (50). Empirical evidence on the positive relation-

ship between work satisfaction and satisfying parent-child relation-
ships is consistent with this interpretation. Adding an additional

satisfying work role may enhance family relations. Under some condi-

tions, satisfaction vith work roles may be more important in influ-
encing women's satisfaction with family relations than the work load
and time constraints associated with multiple roles.

CONCLUSIONS

Research on women's work and family relations has been shaped by the
social and political struggle over women's "proper place." The debate

over the family consequences of female labor force participation has

resulted in a relatively atheoretical empirical literature that empha-

sizes the fact of working status, child outcomes and comparisons be-

tween traditional single-earner and dual-earner marriages. The ques-

tion of the impact of women's work on family adjustment is an impor-

tant one. Rather than continuing to aik whether women's employment

is or is not detrimental to children and marriage, efforts need to

be directed at three fundamental tasks. First, our discussion makes

clear the need for developing a theory on the relationship of women's

work to family relationships. Such theory necessarily wilrbe trans-

disciplinary, for both social-structural and psychological factors

are relevant. Although the importance of building theory in this

area cannot be underestimated, continuing changes in family and work

roles necessarily will place limits on our theoretical efforts.

A second Laportant task is to extend the range of methodology used tn

studying women, their work and their family life. Much existing research

utilizes correlational designs, making it difficult to draw conclusions

about causal relationships. Influences can flow from the family to the

workplace. Longitudinal research and "natural experiments" would be

especially useful in helping to determine the causal direction of rela-

tionships. _Me reliance en self-report data, usually from one family

member, also limits the validity of results. Gathering data from at

least two family members would help reduce bias in our m-asurement pro-

ceduzes. Such an approach also allows for testing the possibility that

work influences are not uniform throughout the family. Including

23u



observational data about family interaction also will allow us to
go beyond the global information about family relationships pro-
vided by pelf-report. It may be that worklife has its impact on
family dynamics prisarily through ita influence on mundane, daily
letéractious that go unnoticed by family members.

Finally, a third task is the development of an adequate.hody of
empirical research that can guide social policy makers. Little
research attention has been devoted to the specific characteristics
of women's paid work, to the household work oknonemployed and
eaployed women aa it influences family dynamics, and to the proc-
esses connectins women's worklife to family relations. Those
studies that have taken an in-depth approach to phe relationship be-
tween work and family life primarily have considered white, pro-
fessional families. Such families represent a minority, albeit a'
visible one. We know almost nothing of the problems of managing work
and fully life in working-class families or in female-headed house4
holds, nor do we know What unique probleme nonWhite families may
have. Our discussion has pointed to several specific empirical ques-
tions. They include: Which features of worklife are important for
family adjustment? Can we identify particular groups whose working
hours pose special problems for them and their families? Are partic-
ular aspects of family relationships (e.g., the mother-child relation-
ship) sore sensitive to work-related factors than others? Under what
conditions does the addition of a second work role enhance or detract
from wouen's social well-being? How do differing household structures
influence the relationships between parents and children? Clear
answers to questions such as these have important implications for
public policy. They can help us to identify the conditions of work
which affect women's well-being in the famil,y, the groups at risk for
developing family problems, and the neceaaaey community supports for
employed and nonemployed wolten.
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Working Women and Chid are*
Harriet Et Presser, Ph.D.

The stedy'of child cati la tzitical -to both-understanding-and-chaming
women's status in thelabor force and at home. Regardless of one's
convictions about whether it is appropriate or inappropriate for women
to have major respo0iibility for rearing children, the fact that they
do represents a major constraint on female achievement outside the
home and leilure tine within the home. This is particularly relevant
for industrialized societies such as the United States which have
been experiencing an increase in female labor force participation,
most notably among mothers with young children. In 1965, one-fifth
of U.S. mothers with preschool children were in the labor force; by
1979 this had more than doubled to aver two-fifths (1,2). This in-
crease could not have occurred without an accompanying expansion of
substitute care for young children. As of 1979, there were 7.2
million preschool children with mothers--and fathera--in the labor
force (3).

A related trend is the increased use of child care among nonemployed
mothers who may utilize this childiree time to attend school, do
volunteer work, participate in recreational activities, or take care
of other household tasks including taking care of other children.
We know very little about the extent to which nonemployed mothers
participate in these activities. Who are watching the children,
what are parents doing with their child-free time, and are child care
needs being met? As basic as these questions are, our answers are
limited due to the lack of data. Horeover, studies that have been
done are not readily comparable because sample populations are very
different. The following is a brief review of what is known about
child care use and constraints in the United States, a report of some
recent findings that relate to mothers with preschool children, and
some suggestions for future research directions.

*The author gratefully acknowledges the ..omputer programming assistance
of Helen Ginn and Diane H. Johnson. Support for computer time was pro-
vided by . University of Maryland Computer Science Center. The collec-
tion of the child care data in the June 1977 Current Population Survey
was conducted by the U.S. Bureau of the Census with funding from the
National Institute of Child Health and Haman Development (R.A. 1-10
1-HD-71028). The author; along with Wendy Baldwin, Haurice Moore, and
Mary Powers, worked on the development of this child care supplement.
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OVERVIEW OF LITERATURE

Much of the research on child care focuses on the types of arrange-

ments that are made (4,5,6,7,8,9,10,11,12,13).* A general finding

is that children of employed mothers are cared for mostly by rela-
tives, neighbors, and babysitters, and that such care is much cheaper
than licensed, institutionalized arrangements such as nursery school

and day care centers. Without informal low-cost atrangements. many
women would not consider it economically feasible to work--particu-

larly those with preschool children. The fact that both men and

women typically relate the cost of child care to the mother's income,
which is generally low, and not to the father's income, which ill
usually much higher, or to the family's total income, is clearly a
deterrent to female employment. This should change, as more people
accept child rearing as the dual responsibility of both parents.

There is evidence that the presence of nonemployed female relatives
in the home is associated with relatively high employment rates among
%imam with young children (15,I6)-. Suck families, however, consti-
t _ed only 4.8 percent of all families in 1970 with children under
OM. It has been argued that the expansion of child care facili-

-,es would increase the number of low-income women in the Labor force,
as well as the hours worked among the currently employed (17). The
cost to parents of child care arrangements has been viewed by econo-
mists as a determinant of demand (4,5,18,19,20). While there has been
some consideration of the cost to the government of broadening the
child care deduction (21), there has been no assessment of the effect
that the recent tax credit for child care has on demand.

The cost of child care is only one aspect of availability. Location

and quality are some other aspects. The fact that so many mothers

with young children are in the labor force does not necessarily mean
that such women can easily arrange suitable child care. The uneven-
sbility of quality child care that is convenient and affordable may be
an important constraint pn female employment and educational attain-
ment. There apparently are no national data on child care as a con-
straint on educational at6ainment, but there are two studies that

look at child care as a constraint on female employment. These studies
suggest that a substantial Minority of nonemployed women perceive that
arranging for child care is problemetic. Dickinson (22) found that

among nonemployed mothers with children under 12, 16 percent felt
that if they wated to take jobs; child care arrangements definitely
could not be made, and 16 percent were uncertain. This finding is

based on the 1973 wave of the National Panel Study of Income Dynamics.
In the Westinghouse study (13), 18 percent of nonemployed mothers
said they were not employed because they could not make or afford
satisfactory child care arrangements. This finding refers to a
population of women in families with annual incomes of $8,000 or less
and with a child under 9 years of age.

The stability of child care arrangements, as well ao their avail-
ability, may be related to female employment. We have little data

on this, since almost all studies are cross-sectional and do not in-
clude retrospective data on child care histories. A longitudinal

*For a review of findings from the major studies, see Woolsey and
\,lightingale (14). There is also a considerable body of literature
oxe child development and administrative aspects of nonfamilial child
care, which goes beyond the focus of this paper.
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study of New York City women with preschool Children (23) revealed
that those who used child care changed their arrangements frequently;
moreover, being able to change arrangements was an important factor
determining whether they were able to continue their educational and

employment activities. Having alternative options if one mode of

child care is no longer available appears to be an important factor.

It may be concluded even from this brief review that our knowledge
of child care use and its relationship to women's roles is scanty.
For a more extensive review, see Presser (24). There is clearly a

need for more up-to-date descriptive data on child care use and con-
straints; there is also a need to explicate and test apecific hypoth-
eses about the complex way in which child care availability may
affect women's lives, and also men's.

CHILD CARE USE AND CONSTRAINTS: 1977

A modest effort in this direction was made in the planning of the
June. -192.7Curreat_Popu1atioa_ -Survey_( CPS ) a-representative_ sample.

of households used to estimate the country's unemployment rates. In

June of each year, queetions on fertility and fertility expectations
are typically added to the standard set of employment questions. The

additional supplement that was added in June 1977 on child care, re-
stricted to women aged 18 to 44 with children under 5 years of age,*
permits a view of the interrelationships between female employment,
child care, and fertility for women with preschool children. Some

of the preliminary findings are briefly summarized below.

Based on this national sample of June 1977, an estimated 35.1 percent
of all women with children less than 5 years old were employed, 5.3
percent were unemployed, that is, looking for work, and the remaining
59.6 percent were not in the labor force. Of all employed women with
children less than 5 years of age, 66.4 percent were employed full
time and 33.6 percent were employed part time. We see, then, that
not only are over one-third of mothers with preschool children employed,
but two-thirds of the employed with preschoolers are working full time.

Child Care Use

Both employed and nonemployed women were aeked about care arrange-
ments for their children under 5 years of age, although the questions
differed for each group. For the employed, child care was broadly
defined to include any care while the mother is working, day or night,
unlike the usual definition of child care, which is essentially day
care. The specific question asked was as follows: "Who provides most
of the care for your (Child/youngest d/second youngest child)
while you are working outside the ho e?"

*The subsample of women aged 18 to 44 with children under 5 years
of age residing in the househG1d (including step and adopted as well
as natural children) is 8,331; of these women, 2,996 are employed and
5,335 are nonemployed (that is, either unemployed or not in the labor
force). The figures presented in the tables result after applying
the appropriate weighting procedures.
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Responses relating to the youngest child are shown in Table 1, according
to whether the mother is employed full time or part time.* Relatives
cared for the child only slightly more than nonrelatives in the sample
as a whole. Child care centere and nurseries are included in the nonr
relative category. There are, however, notable differences depending
on whether the mother is employed part time or full time. Relatives
are more likely to care for the child when mothers work part time
rather than full time. This is primarily attributable to the increased
ro/e of fathers as caretakers of the child when mothers are employed
part time: over one-fifth use father care. Indeed, it is interesting
to find that for the sample as a whole, 14 percent of fathers are the
primary caretakera.

Father care is clearly not the predominant mode of child care, but it
is an especially important one, given the complexities of role sharing
between husbands and wives that this implies. Unfortunately, we
cannot assess the trend over tine in paternal child care, since very
different types of samples have been studied, but the 1977 CPS estimate
of 14 percent is- t0eRrksb1 y_closa_to_tbc. 1464__Low and_Spindler_eatImate

of 15 percent and the 1971 National Longitudinal Survey estimate of
13 percent (10). These earlier eatimates, however, are for children
under 14 years of age, and might be considerably lower if restricted to
children under 5 years of age, as in 1977. In other words, there may
have been an increase in paternal child care for preschool children,
but this is speculative.

How can fathers, most of whom are employed full time themselves, be the
primary person caring for their preschool children when their wives are
employed? It may be that many of these couples work split shifts--for
example, one works days, the other works evenings or nighta. Data on
the hrs of employment of husbands and wives are not available from
the June 1977 CPS, but the occupation of the wife--unfortunately not
also of the husband--is available. Taking a one-sided view of the
split-shift hypothesis, we were able to consider whether women whose
husbands care for the child are more likely than other employed women
to be in shift-work type occupations. This appears to be the case.

Table 2 reports on married couples only, husband present and employed.
We see that father care is most prevalent when mothers are employed as
professional and practical nurses, salesworkers, and waitresses--
occupations that disproportionately entail shift work. "Other clerk,"
a diffuse occupational grouping, also shows a high prevalence of father
care. Between 35 and 43 percent of fathers whose wives are working
part time in these occupations are the principal caretakers. Moreover,
over 33 percent of fathers whose wives are full-time waitresses and
practical nurses are the principal Leretakers. Again, it should be
emphasized that these are children under 5 years of age, young enough
to require almost continuous attention. The nature of the care these
children receive is unfortunately an issue that cannot be addressed
with these data.

Thus far we have been looking at employed mothers. Nonemployed mothers
were also asked about child care use, but in a different way. The

specific question was: In the peat 4 weeks has your (child/youngest

*For women with more than one child less than 5, there was little
differen,e in type of use when the second youngest child tether than
the youngest waa considered. Also, there is little difference between
women who had only one child and those with two or more, and little
difference due to age of younges
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child/second youngest child) been cared for during the day in any
regular arrangement, such as a day care center, nursety school, play
group, babysitter or some other regula. arrangement?" The emphasis
here was on day care to eliminate the reporting of babysitting in the
evenings for social reasons.

The data indicate that 9.6 percent of nonmaployed mothers with chil-
dren under 5 years of age have a regular child care arrangement. This
statistic refers to care for either the youngest child or, in case of
more than one child in the household under 5 years of age, the second
youngest child. Of all nonemployed mothers with children under 5
years of age, 69.2 percent had one such child, 25.6 percent had two
such children, and 5.2 percent had three or more such children; this
includes step and adopted as well as natural children. Looking
specifically at the youngest child under 5 years of age, 8.5 percent
of nonemployed mothers report the use of a regular child care arrange-
ment for this child. The prevalence of such care varies by age of
youngest child as follows. The weighted sample izes for each age
grnti p Are In_parentheaea-.-

<1 (1361)
1 (1071)
2 (830)
3 (754)

4 (625)

4.2%
7.0%
7.4%

11.3%
18.8%

Ai might be expected of preschoolers with nonemployed mothers, the
o der the youngest child, the more likely they are to participate in
a regular child care arrangement.

Honemployed mothers were also asked whether they regularly partici-
kated in any specific activities while their youngest or second
:youngest child under 5 years of age was being cared for. This may be
the only aource of data of this type, and provides an interesting per-
spective on the use of child care among the nonemployed. Overall, 60
percent of these women say they regularly participate in nonfamilial
activities during this time. The primary regular activity of non-
employed child care users is recreation; this is characteriatic of
about one out of five such women. However, as may be seen in Table
3, the primary activity varies according to the woman's level of
educational attainment. For women who have had some college but have
not graduated, child care is used on a regular basis primarily to go
to school. For those who have not completed high school, child care
is most often used either to go to school or to look for work. It is
moot particularly college graduates who use Child care regularly in
order to engage in recreational activities. Again, we are referring
here to nonemployed mothers.

Child Care Constraio.s*

As previously noted, over one-third of all women with children less
than 5 years old were employed in 1977. This high employment rate

*For a more detailed discussion of the findings on child care constraints
based on the June 1977 CPS, see Presser and Baldwin (25). It should be
noted, however, that the Presser and Baldwin paper is based on unweighted
staple sizes, whereas this paper is based on weighted sample sizes. Thus
the percentages in the two papers for similar variables differ somewhat.
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mIght lead us to expect that all nothers with young dhildren who
ant or need t.) work are able to find satisfactory low-cost child
re without much difficulty. This does not, however, appear to be

the case either for employed or nonemployed women.

Nether& who were nonemployed and not looking for work were asked the
following question: "If satisfactory child care were available at
reasonable cost, would you belooking for work at this time?" A
aubatentia1 minority, 18.2 percent said yes, and an additional 6.1
percent did not know. Thus, close to one out of five mothers with
preschool children and not in the labor force said they would be
looking for work (or employed) if suitable child care were available
(more than one out of five if the "don't knows" are included).

Enployed mothers were asked, "If you could find additional satisfactory
child care at reasonable cost, would you work more hours?" Again, a
substantial minority answered affirmatively: 15.9 percent said yes
and 3.3 percent did not know. As might be expected, those employed
part time were much more Ifkely- te-fea1 tkrevented bT ehe unavailability
of suitable child care from working more hours than those employed
full time. About one out of four part-time employed mothers indicated
they would work more hours, compared with about one out of eight full-
tine employed mothers. Although relatively low, the prevalence of
child care constraint among full-time workers is surprising--these
women usually work at least 35 hours a week.

Women who are most in need of employment were most likely to report
that the unavailability of satisfactory child care at reasonable cost
affects their labor force participation, including the young mother
18 to 24 yeara old, the unmarried mother, the black mother, the woman
who did not graduate from high school, and the woman whose family in-
come was less than $5,000. We expected that the characteristics of
the children, such as age of youngest child, the number of children
in the household under 5 years of age, and the total number of chil-
dren ever boin, would be related to perceived child care constraints,
but this was not the case. Moreover, among employed mothers, con-
trolling for type of care, there was no consistent relationship be-
tween paying for child care and feeling constrained from working more
hours.

CHILD CARE AND FERTILITY

An area of particular interest to demographers is the relationship
between child care and fertility. It has been argued that the use
of child care, by reducing the burden of child rearing, would serve
to encourage women to have more children (26,27). It has also been
argued that by freeing women to enter the Labor force, child care
may erve to discourage chil4bearing (28,29). Both ,ensitions have
been taken in the absence of data.

The June 1977 CPS provides data that may be used to test the relation-
ship between child care and fertility from two perapectivea. First,
we considered whether nonemployed women who regularly used child care
war '. more likely than nonemployed women without ouch arrangements to
expect more births. Comparing women with the same number of children
already born, we found the number of future births expected was not
related to current child care use.
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The second issue we addressed with these data vas the relationship
between child care constraints and far ility expectations. We know
that women in the labor force expect fa r births than thoae not in
the labor fforce. What about women who f el they are prevented from
working or working more hours because of èhi1d care unavailability--
do they expect fewer births than those who 4o not feel this way?
Here the answer seems to be positive. Wore constrained by child
care unavailability were less likely to expec more children than
those who were not so constrained. This was m st apparent for
first-perity mothers, both eaployed atd nonompl ed (data presented
in Presser and Baldwin, 1980). This suggests th it is not only
employment but the desire and need for employment .khat reduces
women's fertility expectations.

FUTURE RESEARCH ISSUES

Only a few findings from the June 1977 CPS child care sqpplement
have been presented, but the descriptive data and EelimOacy
analyses of-some relatiOnihips between variables revealed\many
questions that need to be explored further with different data
sets. One such issue is the role of fathers in child care. We
have seen that a high proportion of preschool children are cared
for by their fathers when their mothers are employed, particularly

if their mothers are employed part tire and work in shift-type
occupations. The nature of fathers' occupations are undoubtedly
important as well. Given the implications that shift work may
have for family life, research in this area would seem to merit
high priority. Not only would it be of interest to explore the
relationship between shift work and child care, but also how this
relates to the timing and number of children couples have.

The data presented suggest that despite the high empluyment rate
of mothers with preschool children, there is coasiderable hidden
unemployment and underemployment. Looking at the personal charac-
teristics of individuals, we found that child care as a constraint
on employment is most prevalent among those with the greatest
economic need to work. But we need also to consider some of the
structural determinants of child care constraints, namely the lack
of employment opportunities and the unavailability of different
modes of child care. Does perceived child care consttaint vary by
the extent to which jobs for women are available? To what extent
are the wages offered for jobs that are available to women a deter-
minant of child care constraint? How indeed do women with pre-
schoolets go about combining the job search with the child care
search, and which typically comes first? Economists, who are
interested in the job aearch, have never addressed this question.

This raises the general issue of child care use and availability
in relation to women's status attainment vie-a-vie that of men.
To what extent does the unavailability of satisfactory and afford-
able child care prevent women from achieving higher levels of educa-
tional and occupational attainment? To what extent does this put
women at a disadvantage in relation to men? This ia difficult to
assess in a society that restricts women's work options to a few
traditional female occupations; barriers to entering traditionally
male occupations exist even for waren in the labor force who have
made satisfactory child care arrangements. On the otner hand, it
is difficult to conceive of attaining equal opportunity between the
sexes when there are unequal constraints on women's time due to
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their primary role in child rearing. We need to get a better handle

on What this mans, what the opportunity costs of child rearing are
for women. This calls for more research of an analytic nature on

child care as it affects woesn's lives vis-a-vis that of men's.

The paucity of research in this area is striking, given the increas-
ingly large numbers of women who are dealing with both employment and
child care problems. Moreover, the number of preschool children will
rise considerably during the 19801, as well as the employment of their
mothers. It is projected that in 1990 there will be 10.4 million
Children under 6 years of age with mothers in the labor force, as
compared to 7.8 million in 1980 (Hofferth, 1980). This trend for

children it an area of contern. It should be equally as obvious that
we need to consider the implications for women--and men. As Strober

hss noted in her paper in this volume, we cannot consider the con-
sequences of social change for the family without looiing specifically
at all family members, and it is generally women who have been neglected.

2 di
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Table 1. Percent distribution of persons caring for youngest child for employed women with children less
than 5 years of age,

Person Oaring for

according to

.1

whether employed full or part time:

Total

United States, June 1977.

Full , Part
youngeat child time time

,Child's father 14.0 9.8 22.3

Child's sibling 2.4 2.4 2.4

Other relative 29.5 32.1 24.4

Nonrelative 42.7 47.9 '32.6

Mother watches child
at work 3.5 2.2 6.0

Mother works at home 7.5 5.4 11.9

Child watches self .4 .4 .4

(N)* (3899) (2589) (1310)

*Weighted sample size



Table 2. Percent of youngest children cared for by father according to occupation of mother for employed Imam

with children less than 5'yeare of age, husband present an4 employed: United States, June 1977.

Occupation
of Mother

Percent cared for by father

Mother eiglioyed Mother epployed

full time 1111_11E!

Z

Teacher 2.6

Bursa (RH) and other health
professionals, xcluding
physicians, dentists, and
otherltractitiooers 14.9

Other professional 13.3

Managers and administrators 9.5

Sales worker 14.0

Bookkeeper 6.1

Office machine operator 9.8

steno/secretary 5.3

Other clerk 10.0

Craftsperson 7.3

Operative, durable 21.8

Operative, nondurable 18.4

Operative, other 11.0

Laboier 12.7

Private household vorker 7.0

Cleaning service 14.6

Waitress and other food service 31.7

Practical nurses end other
health serviie 32.1

Personal or protective service 5.5

Farmer and unpaid family laborer 0

TOTAL** 12.0

*Percentage not computed; base less then 20
**Weighted saaple six.

Slotal_214 X

(136) 12.6

(86) 39.7

(98) 13.8

(73) 21.6

(50) 42.6

(79) 5.3

(61) *

(258) 10.1

(307) 36.2

(30) *

(168) *

(173) 17.9

(45) 4.8

(26) *

(24) 10.4

(31) 10.4

(68) 34.8

(67) 40.7

(94) 7.2

(50) 8.3

(1926) 24.7

247,

(Total H)

(70)

199)

(50)

(39)

(144)
(49)

(12)

(66)

(144)

(19)

(18)

(39)

(25)

(15)
(44)

(46)

(89)

(40)
(83)

(34)

(1124)



Table 3. Percent of nonevloyed mothers with children under 5 who regularly use child care and regularly
participate in selected nonfamilial activities, by education: United States, June 1977.

Selected

activities2
Total3
(Nn741)

EduCation1

<12

(14.98)

12

(N274)
13-15

(N-169)
>16

(-1.1..200)

Going to school 14 'iv% 10 26 9
Other instruction
or training 8 11 9 7 5

IJooking for work 8 14 11 5 3
Volunteer work 10 3 5 13 18
Recreational
activities 19 9 18 18 27

Other regular
activities 16 19 10 16 21

No regular

activities 40 33 46 36 39

1-Highest grade completed.

2-Women may participate regularly in more than one aLtivity, chile, the percentage for each column exceeds 100.
3-Weighted sample size

)
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Introckrtbn
Gbria E. Sarto, M.D., PhD.

In medicine, some of the greatest influences on women's health have
been through basic and applied research in the area of human repro-
duction. At the same time, this area of medicine has received some
of the strongest criticism. For instance, medical providers look
with great pride at the dramatic reduction in maternal and neonatal
mortality. However, many people feel the delivery of health care
has lost some humaneness because of innovative management techniques
such as electronic fetal monitoring during the birth process.

Critics believe medical providers cave developed impersonal attitudes
and have introduced sterility into patient management. However, in
my own area, for example, it is difficult to feel anything but positive
about the advent of amniocentesis, the use of cytogenetic techniques
to counsel pregnant women about prenatal diagnosis of chromosome
abnormalities, and the possibility of having abnormal children.

The women's movement and women's expressed concerns about having
control over their health care have had an impact on the delivery
of obstetric services. Carolyn Ferris speaks about the women's
movement as a catalyst for change in this service and will high-
lisht the transition toward certified nurse midwives and alternative
birth settings in many communities.

Helen Barnes addresses comprehensive obstetric care, safe contracep-
tion, and causes and treatments of infertility. Joan Hodgman is
concerned with pregnancy outcome:. particularly neonatal mortality
and long-term morbidity. The advances made in her discipline
are also great. The transporting of premature babies to medical
centers for high-risk infants and the provision of specialized
care have made it possible to save smaller and smaller babies.
PTenatal assessment of the fetus has also improved infant mortality.
AA Dr. Hodgman emphasizes, it is now time to look at morbidity
and to research the long-term developmental course of high-risk
babies.

Scientific investigation is the most effective means of reducing
obstacles to healthy reproduction and safe parturition, and basic
and applied research is vital to improved clinical management of
all gynecologic conditions. Carl Pauerstein has chcsen to discuss
the ways laboratory investigations have influenced treatment of
malignant disease, infertility, menstrual disorders, and menopause.
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Reproduction, Obstetric Ccre, and Infer* ty
Helen B. Barnes, MD.

The ultimate goal of good obstetric care is to deliver a normal,
healthy baby to a healthy, happy mother. . Good obstetric care includes
the provision of nutritional, social, psychological, as well as medical
counseling and advice during pregnancy, labor, delivery, and the post-
partum period. Obstetric care also includes advice on the planning and
spa:ing of pregnancies and the provision of a safe and effective method
of birth control 4 to 6 weeks after delivery.

Accomplishing these goals and objectives in a mature population is
fairly easy. By instituting and maintaining a regular schedule for
prenatal visits in early pregnancy, the pregnant woman's physical
and mental condition can be assessed for any changes. Abnormal
blood pressure and weight, headaches, and vaginal bleeding all indi-
cate possible risk. The presence of auger or protein in the urine
alerts the practitioner to investigate for conditions such as
diabetes, kidney infection, and toxemia.

Other laboratory tests such as a hemoglobin test to assess anemia,
blood type and Rh factor, a serologic test for syphilis, and
cervical cultures for gonorrhea are performed at the initial physical
evaluation. Depending on the results of these tests, the patient is
counseled about/the effects of Rh negative blood on this and subse-
quent pregnancies, and the effects of syphilis and gonorrhea on her
unborn child and on herself. Black patients with low hemoglobin are
counseled about the possibility of sickle hemoglobin and other tests
that need to be performed. If the patient has sickle hemoglobin, she
should be counseled ebout the chances of passing the genetic abnor-
mality on to the unborn child and future generations. Nutritional
information and advice stould be given for the prenatal and post-
partum periods, and the working mother should be informed of poten-
tial hazards and risks her work environment may pose to her
baby.

Psychological attitudes are also assessed. Bow does the patient
feel about herself and her pregnancy? Is she happy? Is she
depresaed? Is the child wanted, or will the baby be just ancther
mouth to feed? Will the patient accept mental health counseling,
or consider adoption? Many women who experience depression and
negative attitudes during the first trimester of pregnancy change
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these attitudea during the later months of pregnancy and, although

emotional instability maN ersist to a degree, many women seemingly
become more accepting of the pregnancy as the baby grows and fetal

movement is perceived. The birth of a normal, healthy baby and the
realization that the miracle of life has been accomplished, often
somehow decrease the perception of previous problems, mental or medical.
The rapidity with which this transition is made is often amazing. Even

more amazing is the commitment required of a woman with diabetes to have
a normal, healthy child, such pregnancies sometimes require the woman to
be hospitalized and separated from her family.

Accomplishing the same goals and objectives in a high-risk, pregnant,
teenage population, ages 13 to 19, however, is almost impossible.
Pregnancy in the adolescent is a serious threat to the life and health
of the young woman. Her pregnancy presents serious medical socio-
economic% and educational implications for herself, her offspring, and

for society.

Unfortunately, the Availability of prenatal care, no matter how com-
prehensively designed, seeming'y is unable to reduce major high-risk
factors such as prematurity, toxemia, anemia, and congenital malforma-
tions in this population because psychosocial factors are overwhelming.
The pregnant woman who is 16 years old or younger usually drops oUt of

achool. As a matter of fact, pregnancy is now the most common cause of

teenage school dropouts. Since the teenage mother has no vocation or
marketable skills, she and her baby often become the responsibility of

society.

Also because of social pressures, the young teenager usually does not
come for prenatal care until late in the second trimester or early third
trimester of her pregnancy. Recent research (1) has shown that babies
of teenage mothers are nearly twice as likely to die during the first

year of life as babies born to women in their 20's. Moreover, mothers

vho are age 15 and younger Are approximately twice as likely to have low
birth weight babies as 20 to 24 year old mother.i. Maternal deaths from
complications of pregnancy, birth, and delivery are also much higher
among teenagera than among older women -- in one study (1) 18 compared

with 7.1 per 100,000 for 20-24 year olds.

Toxemia and anemia are the worst hazards. Pregnancy in the young

depletes the already poor nutritional reserves needed for their own
growth, and places them at a higher risk for a variety of other problems.

The important issue is how to prevent the first unintended or unwanted

pregnancy. There are tdo types of services that can be made available.
First, parents, churches, schools, and public media can provide relevant
aex education that includes realistic information about matters such a_
sexuality, body functiona, risks of unprotected intercourse, and safe

and effective methods of contraception. Second, health facilities and
family physicians should provide counseling and services in an environment

of privacy and confidentiality. Each method of contraception should be
presented and the risks, safety, side effects, cost, and possible
complications discussed with the young woman. She should select her

method of fertility control. It is important to note that it is the

young woman'a responsibility to control 1 r future and her destiny.

This may be done in concert with her partner or family, but once again,
it remains her primary responsibility.
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Infertility Ls a very serious problem for one of six couples of child-
bearing age in America. There are 220 million Americans; 66 million
(or 30 percent) ars in the Childbearing ages between 22 and 40. If

we apply the accepted rate of infertility (15 percent), 10 million
people are currently effected. The causes of infertility may be
anatomic, physiologic, psychological, and nutritional. These cauaes
are probably distributed equally between males and females.

Anatomic causes of infertility are related to abnormalities of the
vas deferens, vagina, uterus, tubes, and ovaries. These abnormali-
ties may be sequelae of tubal infection following IUD use or
ascending utero-tubal infections secondary to gonorrhea, or they
may be due to varicocelea or hydroceles in the male. Physiological
causes may include endocrine dysfunctions of the hypothalamus,
pituitary, ovary, thyroid, and testes. Psychological factors are
varied, but aost important is the frustration and anxiety aroused
by being told one Ls "normal" although year after year passes with-
out conception.

InfeUe couples need tremendous understanding, compassion, and
counseling. The first step is education to help the couple under-
stand and plan the investigative tests and treatment regimen. This
gives them a sense of control in determining their own destiny.
Another important factor is emotional support and accessibility.
Family and friends should be encouraged to learn as much about
infertility as possibje, and couples should be encouraged to read
and share the knowledge of social organizations that offer counseling
for infertile couples. Last, but not least, the'physician should be
available at critical tines when the couple is depressed.

Improvesents in technology such as mirosurgery have permitted great
strides to be made in discovering and curing problem of male and
female infertility in recent years. It is estimated that 50 to
60 percent of all infertility can now be treated if there is access
to expert medical care. This represenra great advalces in the past
20 years. In orier to maintain and accelerate this progress, the
National Institutes of Health shoeld be encouraged to continue its
role in investigative endocrinology and technology.
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Pregnancy Outcome, Neonatal Mortaity
ad Long-Term Morbidly
Joan E Hodgman, MD.

Perinatal mortality is considered one aarker for evaluatieg health care,
and the relative position of the United States as 18th among reporting
ematries has caused concern.* Perinatal aortality reported as deaths
per 1000 total births, includes fetal deaths from 20 weeks' gestation
and neonatal deaths from birth to 28 days. Perinatal mortality in the
United States has decreased an impressive 50 percent since 1960, but
since perinatal mortality is decreasing worldwide, the relative posi-
tions of nations have reaained essentially unchanged (1).

Perinatal mortality is only one method of evaluating pregnancy out-
come. With the increased emphasis on quality of life, factors influ-
encing long-term prognosis for infant development are of at least
equal importance. Perinatal mortality and long-term morbidity are
both closely related to birth weight of the infant, and this single
factor best identifies high-risk populations. Mortality and morbidity
are,increased when birth weight is either above or below the norm, but
low birth weight carries the greatest risk (2). Prolonged or too short
gestation also influences outcome. Although gestational age has been
included on birth certificates for years, the rcporting has been in-
accurate; consequently, these statistics are of little use in evaluat,:ng
perinatal data.

HMny of the factors influencing pregnancy outcome are societally or
economically determined rather than directly under the control of the
health care system. To design prograas for both research and patient
managesent, it is important to recognize which factors can be altered
by changes in health care rld which factors require a broader approach
to be altered. Maternal age influences the risk of poor outcome. In

the extensive Collaborative Perinatal Study, the lowest rate of peri-
natal mortality occurred with mothSra who were bstween 20 and 24 years
of age, with significant increases for those mothers who were less than
16 years old and more than 30 years old (3). The risk of perinatal mor-
tality for teenage mothers between 16 and 19 years old was not signifi-

cantly increased. Young and old mothers are overrepresented in popula-

* Editor's note: In 1978, the most recent year for which the National
Canter for Health Statistics has figures, the U.S. ranked 14th inter-
nationally aaong countries reporting on infant mortality rate.
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tions from low socioeconomic levels. The age for significant in-
creases in mortality for infants of older mothers changed from 30
years old and older in the early 19608 (3) to 35 years old or older
in 1974 (4). This change is presumably related to the postponement
of pregnancy in the middle class, illustrating the effect of social
change on perinatal statistics. Birth order also influences outcome
(3). The second baby has the safest birth, while there is an in-
creased risk for the primiparous mother, and a marked increase in
perinatal mortality for infants who are later born; for example, the
fourth infant is at twice the risk for perinatal death as the second
infant. Short interpregnancy interval is also clearly related to
increased perinatal mortality, with a marked increase in risk at
intervals A 6 months or less (4). Previous pregnancy history also
influences, outcome of the next infant. The risk of perinatal mor-
tality is tripled if the previous infant died during the fetal or
neonatal period (3,4). This mortality is closely related to the 25-
to 30- percent incidence of repetition of low birth weight in infants
born consecutively.

THE EFIUTS OF PRENATAL CARE

It is difficult to determine how prenatal care affects infant outcome
because mothers who regiater for early care are self-selected. Mothers
who receive no prenatal care have the highest rates of low birth weight
infants of all groups studied (4). The extensive study of perinatal
mortality in New York demonstrated conclusively that early prenatal care
was associated with improved perinatal statistics when other factors
were held constant, and also that low-risk mothers received propor-
tionately more care than high-risk mothers (5).

Maternal education is an indicator of socioeconomic class, and the
more education the mother has, the lower :Ale incidence of low birth
weight infants. The greatest degree of improvement is associated
with the mother's completion of high school (4). The effect is less
marked for the black than the white mother.

The high perinatal mortality rates in the "inner city" have attracted
much attention, but the magnitude of the problem in rural areas has
been less well appreciated. Nationwide, more than 16 percent of low
birth weight infants are born in rural areas (4). Provision of care
to high-risk mothers scattered throughout rural areas requires differ-
ent capabilities than provision of care in metropolitan areas.

Of all the maternal factors that have been evaluated in large popula-
tion studies, race stands out as the single most important factor
associated with perinatal mortality (3,4,6). The effect is mediated
through the increased incidence of low birth weight infants born to
black mothers. For most factors analyzed, the incidence in the worst
category for whItes is lower than the incidence in the best category
for blacks. When known factors associated with socioeconomic status
are held constant, perinatal mortality is still higher for black
infants. Little research has been devoted to investigation of spe-
cific risks for black women. In fact, even the question of whether
there are specific risks related to race has not been answered.
Maternal race is usually reported as white, black, or other; the
category of "other" lumps mothers of very diverse social and racial
backgrounds and, as such, is not very useful in identifying trends
o'r areas for further study. California and Hawnii are two areas that
have large enough Oriental populations to report them separately. The
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perinatal mortality reported in these states is always lower for
Orientals than for any other racial group (Table 1) (6). When

Orientals are further classified, Chinese have the lowest re-

ported perinatal mortality.

Many factors that make up maternal life style influence pregnsncy

outcome. It is becoming increasingly apparent that almost anything
the mother does can affect the development of the fetus and the

.health of the infant. Some of these influences are obvious and

readily identified while many aro more subtle. Wedlock status has

been one of the more readily identifiable factors. Unmarried mothers

are store likely to deliver low birth weight infants (4). Maternal

smoking during pregnancy has been clearly linked to the birth of

lower weight infants (7). More recently, intake of alcohol during

pregnancy has been shown to produce not only smaller, but also

dysaorphic infanta with mental retardation (8). The aagnitude of

the Fetal Alcohol Syndrome has not been defined as yet and the risk

associated with moderate alcohol intake is unknown. A very inter-

esting study correlating maternal smoking and drinking habits with
perinatal mortality revealed that mothers from low socioeconomic
levels who did not smoke or drink had as low perinatal mortality as

middle-class anthers (9). Although regular use of some drugs, both
prescribed and self-adainistered, have been known to have a delete-

rious effect on the fetus, the magnitude of the problem is only re-

cently being appreciated, including effects of caffeine and aspirin.

The long-term risks of many agents are virtually unexplored.

ADVANCES IN PERINATAL KEDICINE

Dramatic advances have been made in high-risk care for mothers and
newborn infants during the past 10 years. Across the country, mor-

tality rates at hospitals that serve high-rilik populations have

shown impressive decreases. The Los Angeles County University of
Southern California (LAC-USG) Medical Center has 14,000 deliveries
yearly; the perinatal mortality changed froe 55/1000 total births
in 1969 to less than 20/1000 in 1978 (Figure 1). Deaths of low birth

weight infants (who constitute 8 percent of total births) account for

more than 80 percent of the total mortality. Infants weighing 1500

grans or less at birth comprise only 1.5 percent of total births,

yet account for more than 60 percent of total mortality (Table 2).

These tiny infants are clearly the major risk group, and both mor-

bidity and long-term outcome are correlated with mortality rate.
Review of neonatal mortality at the LAC-USC Hedical Center from 1975

to 1979 demonstrates that survival of the vary low birth weight infant

has increased progressively (Figure 2). The survival rate is 50 per-

cent for infants weighing less than 1000 grams, whereas it waq formerly

50 percent of infants weighing leans than 1200 grams. In many neonatal

intensive care units at the present time, the aajority of the patients

weigh less than 1000 grams at birth. Intensified research in the peri-

natal field has produced methods for waluating the fetus during abor

and delivery. The use of this information and aethods for providing
intensive care to the newborn has also cantributed to this increased

survival rate. Although many problems remain unsolved, prevention of

premature delivery does effect the greatest improvement in pregnancy

outcome and reduction of mortality and morbidity in he infant.

With increasing survival, the issue of long-term ptugnocis for inten-

sive care graduates gains special attention. Follow-up studies of

neurologic and developmental performance of the infants have been
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generally favorable (10-12). ln the LAC-USC studies, less than 20
percent of the infanta weighing fewer than 500 grams at birth have
been neurologicaliy abnormal; about 30 percent of the infants have had
developmental delay (Table 3) (13). More than 66 percent of the in-
fants have been normal (Figure 3). Neurologic abnormality is related
to events in the nursery such as asphyxia at birth and the need for
ventilatory assistance. Developmental abnormality usually accompanies
neurologic defect, but approximately 10 percent of the infants have
developmental delay only. The quality of care received by the infants
after discharge from the hospital appears to be the most important
factor associated with their abnormal performance. The influence of
caretaking on phyaical growth has been well known for years, and it
Ls not surprising that quality of caretaking has an even more profound
effect on development (14,15). Research has identified some of the
characteristics of families who have difficulty nurturing an infant
(16). Unfortunately, many of these same factors also increase the
risk of premature birth.

The responsiveness of the very young infant to environmental stimuli
and caretaking methods has been demonstrated by a number of studies
(17,18). Social responses ha4been recorded in infants as early
aa 30 weeks gestational age (19). The appreciation that nursery
routines may have a significant effect on the later development of
infants cared for in neonatal intensive care units, has opened a new
area for investigation. The effect of noise levels, lack of diurnal
variation in the environment and the dichotomy between physical handling
and social stimulation in the high-risk nursery, all require evaluation
c20). This area of current researctx is particularly promising because
nursery routines can be changed more readily than many of the societal
factors influencing perinatal outcome.

SMMARY

Maternal characteristics related to socioeconomic status and life style
have a profound effect on pregnancy outcome, neonatal mortality, and
lang-term morbidity. The effect is primarily mediated through the
incidence of low birth weight infants. The race of the mother is the
M4st significant factor related to outcome, with the black mother at
a disadvantage. Prenatal care significantly improves outcome, and yet
ir Ls nor sought by many pregnant women. The reaaons many women seek
prelatal care late, or not at all, have never been well documented.
This is an area in which there are many opinions but little hard data.

Exposure of the mother during pregnancy to a variety of chemical sub-
sran,es, including druga previously considered innocuous, may have
significant effects on the developing fetus. Further delineation of
rlsks to the mother and her offspring is needed, especally risks from

,ommon substances, both short term and long term.

Significant advances have been made in management of the high-risk
mother and neonate. Mortality rates for newborns have decreased
dramatically, and the survival of very low birth 'night infants is
now common.
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Follov-up studies indicate that the outcome for the very low birth
weight Infant is favorable with two-thirds being neurologically
and developmentally normal. Studies of the influence of parenting
disorders and routine nursery care on the behavioral development of
the infant appear to be promising areas 4* r, 'arch.
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Table 1. Perinatal mortality by racial groups, California, 1965 (6)

Race
v

Perinatal
Mortality

qtdjusted
Mortality*

White 26.2 27.4
Spanish surname 28.7 26.2
Black 45.1 39.2
Oriental 19.6 20.6

aAdjuited for maternal age, parity, and occupational level.

Table 2. Newborn mortality LAC-USC Medical Center, 1973

Birth Wt. Births % of Total \ Deaths % Mortality :4 of Total
Grams Births Mortality_

< 500 2 .02 2 100 2.0
501 - 1000 39 0.4 28 71.8 27.5
1001 - 1500 97 0.9 36 37.1 35.3
1501 - 2000 165 1.6 20 12.1 19.6
2001 - 2500 504 4.9 5 1.0 4.S
2501 - 4000 8595 83.4 11 0.1 10.8

> 4000 901 8.8 0 0.0 0.0

Table 3. Comparison of combined developmental ald neurologic. uutcome
by birth weight groups (13)

1,000 -
<1,000 sm 1,5.20E.

No. %

Total
Ntgc. %

Normal 27 67.5 91 67 118 67
Abnormal 8 20.0 27 20 35 20
Suspect 5 12.5 18 13 23 13

Totals 40 100.0 136 100.0 176 100.0
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The Women's Movement as Catalyst for
Change h 9bstetrical Care Services
Carolyn Ferris, R.N. CN.M.

It seems appropriate that one focus of attention for the women's move-
ment has been woman's unique biological capacity to bear children.
This attention has led to reevaluation of the delivery of obstetric
services in the United States with respect to the provider, the con-
tent of services, how and where service are provided, and the cost.
This paper deals with two aspects of change in obstetric care for low-
risk pregnant women: the growth of midwifery and the development of
alternative birth centers.

GROWTH OF MIDWIFERY

Over the past 10 years, nurse midwives have increased dramatically
in numbers, and the practice of midwifery has assumed a new status
among health care professionals. Traditionally, irse midwives served
the poor where physicians were scarce or their services unavailable
to segments of the population, such as rural Appalachia and the deep
South. Now, nurse midwives are increasiLgly sought as caregivers by
women from middle and upper socioeconomic and education levels.

Many believe the shift is an outcome of the women's movement and the
emphasis on the need for womento_assume responsibility for decisions
related to their health and motical care and their desire to gain con
trol of their bodies and experiences. Another social influence that
has contributed to this activism is the cons:1113er movement Which
advocates patient responsibility and participation in health care.
Both of these movements have increased attention to humanistic concerns
by heal' care providers, and both have found their strongest proponents
among articulate middle and upper class citizens. Within this social
context it does not seem surprising for a woman seeking health care
during pregnancy to turn to another woman. It also does not seem sur-
prising ,that concerned nurses would turn to midwifery as a means to
assertively upgrade their professional skills while pursuing humanistic
goals in the provision of care to other women and their
families.

CONTENT OF NURSE-MIDWIFERY SERVICES

The terw midwife is compounded from the Anglo-Saxon word "mid,"
meaning together with, and "wif," a woman--literally, "a helping
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woman" (1). This concept is central to the training and practice of
aidwifery. Nurse-midwivee are no- ubstitute or junior obstetricians.
They provide services that are different in content and style of de-
livery. First, midwives work in a different setting from that of the
busy obstetrician-gynecologist, who must necessarily allot substantial
time to gynecologic and hospital practice. Office visite
for women with normal pregnancies are allowed the least amount of time,
and are often scheduled as frequently as every 15 minutes. This re-
flects the pressures not only on the obstetricians' time but also
their training which traditionally has emphasized detection and treat-
ment of disease.

The training of the nurse-midwife, oa the other hand, is directed
toward serving the needs of healthy women with normal pregnancies,
i.e., toward the enhancement of the health of the mother and, con-
sequently, of the infant. The midwife is taught to address the "whole
life" needs of the pregnant woman, and, in her practice, she has time
to discuss comfortably with her client concerns such as changes in
sexuality, emotional adjustments, and changes in family relationships
that accompany and follow childbirth (2). Health education in areas
such aa nutrition and infant care is a major component of the nurse
midwife's service to her clients. A thorough dietary history is taken,
and a high-quality diet formulated within the pregnant woman's p/cf-

erences. Exercise is discussed, and recommendations are made for
maintaining the client's optimal acti1ity, to help her cope with the
physical changea and discomforts af her pregnancy, and to prepare her
for the stresses and exertions of ner labor. The nurse midwife also
helps the client plan for needs at home for herself and her baby
efter the birth so that family relationships are not unduly stressel
immediately after their homecoming. Thus the midwife, through under-
standing and education, helps the client to make responsible choices
and to plan for the childbirth experience, and then collaborates with
the client for a safe delivery.

The diagnostic training of the nurse midwife is aimed at detecting
signs of a prmblem. When evaluation of a woman indicates a condition
of risk, the nurse midwife refers her client to a physician trained
to provide the different type of care required for high-risk conditions.
The midwife may continue to follow and work vith a high-risk client with
consultation and direction from a physician, providing the patient with
education and support and supervising her health status. She is not

trained to assume primary responsibility for high-risk women or their

infants.

LABOR AND DELIVERY SERVICES

In the United States over the past 40 or 50 years, the usual labor
and delivery has become increasingly routinized and embellished with
instrumentation which is directed toward reducing perinatal morbidity
and morta...ity through application of scientific knowledge and moni-

toring capabilities. Often the laboring woman is left alone, frightened
and without the comfort or emotional support of someone close to her.
Frequent "checks" by hurried nurses or physicians, who may or may not
communicate their findings to her, do little to enhance her self-confidence
or control. She may be restricted in her movement by monitoring devices
she does not understand and this may contribute further to her anxiety,
discomfort, and feeliRgs of isolation. As the patient reaches second-
stage labor and is in the greatest distress, she is moved uncere-
moniously to a delivery room where she is placed in lithotomy position
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and asked to cooperate in coupletioa of the delivery. If she has
received analgesia or anesthesia, her sensations are blurred, and
her infant say be depressed (3).

Patients, husbands of patients, health professionals, childbirth
educators, and many others have resisted what tbe, :e..rceive as the
routinized, depersonalized experience described above. In many
saternity services, family-centered approaches to childbirth have been
introduced for both high-risk and low-risk wosen. Support persons,
such as husbands or friends, are more frequently being granted access
to labor and delivery rooms and, in ome instances, are allowed to be
present for cesarean births. One of the most popular avenues to more
individualized, aensitive care haa been the establishment of alter-
native birth center. Midwives have frequently assumed leadership
roles in requesting and using this type of delivery service, since
their philosophic backgrounds and training experiences are compatible
with the concepts embodied by birth center. Birth centers offer an
alternative to home birth as well as an alternative to traditional
labor and delivery servicea. The issue of home birth versus hospital
delivery is controversial among nurse midwives. Many nurse nidwives
are willinvto attend home births rather than leave a woman without
assistance, but they prefer to work within a setting where emergency
back-up is Lamediately available. Midwives strongly advocate unmedi-
clued childbirth, an inherent part of most alternative birth services.
They also advocate classes for preparation for childbirth and early
parenting. Other educational services may also be available from
the birth centers and their resource staffs. All of these enhance
end support the midwife's own services to her clients. Some birth
centers employ midwives as their primary care providers, while others
provide privileges for midwives who arc in private practice to US8 the
services with obstetric back-up.

ALTERNATIVES PROVIDED BY BIRTH CENTERS

Alternative birth settings may be separate units within a hospital
eaternity complex, or may be outside a hospital but with rapid acceas
to emergency facilities. The atmosphere of a birth center is usually
homelike, with a bedroom-sitting-room decor for the labor and delivery
room. Amenities are offered, such as music, plants, pictures or the
comfort of personal objecta. The essence of the center is the individ-
ualization of its services. Each mother or couple plans the ex-
perience in cooperation with the obstetric care provider, and routines
such as shaving, enema, and episiotomy can be planned or waived. The
plan is part of the prenatal record, so that all staff assiating with
the birth know what is desired. Friends and, in some settings, siblings
are permitted to be present in the room (4), and their inclusion is
also part of the plan.

The criteria for admission to a birth center are strictly followed and
are generally based on meeting low-risk criteria as defined by the
American College of Obstetrics and Gynecology. Preparation for child-
birth through classes of International Childbirth Education Association
(ICEA), Lamaze, Bradley, Reed or similar classes is required (5) and
most centers also require a support person to attend this prepaz.stion
eith the mother. The laboring woman may move about during early labor
and use a position of choice for later labor and delivery. Monitoring
is done by a skilled obstetric nurse or midwife on a one-to-one basis.
Equipment for resuscitation of the infant is present at the delivery
and equipment for emergency needs of mother and infant are in the room,
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although out of sight. Many parents have a desire to remain together
vith their infant after the birth, both for emotional satisfaction
and to enhance the attachment process (6). Host birth centers have
established criteria for immediate rooming-in and the early discharge
of mother and infant. Therefore, the infant and parents are not
separated during their stay. Discharge from most alternative birth
centers may take place as early as 6 hours after the birth. Follow-
up at home is provided by birth center nurses or midwives.

There is substantial variation in alternative birth centers, but as
more centers are offered, the need for standards has become apparent.
The American Academy of Pediatrics and the American College of Obstet-
rics and Gynecology are presently preparing a joint statement in this
regard (7).

The following deacription of various birth centers represents different
settings and modes of participation by nurse midwives in the provision
of alternative care.

Booth Maternity Hospital in Philadelphia* is one of the oldest pro-
grams in the country and has employed midwives for many years. A

team of ten full-time midwives, with four or five refresher students,
manage some 1200 births a year. The center is a separate facility, and
when high-risk situations develop, women are transferred to a medical
center a few ainutea away. Booth, traditionally a service of the
Salvation Army, has long served teenage ard unwed mothers but now
provides services to any woman who desires to use the facility. Third-
party carriers have endorsed the services and will authorize payment.

Back-up is provided by obstetricians, and births occur either in a
labor room or delivery room, depending on the mothers' choice or the
circumstances. Immediate contact with the newborn is encouraged, and
the baby is separated from the mother only for the title required for
bethinct. The upual stay in the center is 3 or 4 days.

San Francisco General Hospital** ia a county hospital that eriploys
five full-time nurse addwives and also conducts a nurse midwifery
training program. About 50 percent of the obstetric population chooses
the midwifery service, a larger percentage than in most hoapitals.
This say be because a substantial number of women in the community
come from a culture which includes a tradition of midwife attendance
at childbirth. The midwives may deliver in either the alternative
birth center or in the traditional labor and delivery area. Hany births
occur in labor beds. The staff believes thet the service provides
excellent training for obatetric and family practice residents, affording
the opportunity to observe differences between the midwifery services
and more traditional physician-managed delivery. Consultation is pro-
vided by members of the attending obstetric staff, and third-party pay-
ment is possible.

* Booth Maternity Center, 6051 Overbrook Avenue, Philadelphia, Pennsyl-
vania 19131.

** Nurse Midwifery Service, San Franciaco General Hospital, 1001 Potrero
Avenue, San Francisco, California 94110.
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Midwifery Services of Marin County * is an independent practice of
three certified nurse midwives. Assistance with hospital and home births
is provided. Clients are carefully acreened for their ability and desire
to deliver at home. All clients who choose home birth must be screened
arly in the pregnancy by an obstetrician who is willing to serve as a
consultant. A hospital is also selected to be used should difficulties
arise, and the client familisrizes herself with hospital policies and
procedures to reduce confusion if hospitalization becomes necessary.
The nurse midwives have privileges in two 1oca1 hospitals, and about
half of their clients choose a hospital alternative birth center for
delivery. Payment is made by clients on an income-based sliding scale
or with private insurance. Although the State of California has encour-
aged certification of nurse midwives, it ia not yet possible for Medi-Cal
payment to be made unless the service is provided in association with a
physician.

EVALUATION OF MIDWIFERY AND ALTERNATIVE BIRTH CENTER SERVICES

In January 1974, a midwifery service was instituted for private patients
at Roosevelt Hospital in New York City. Clients were screened by certi-.
fied nurse midwives for high-risk conditions, and those who had problems
were referred for physician supervision. The midwives provided aervices
to the screened low-risk patients. In a retrospective study, 454
deliveries on the midwifery service were compared with 500 similar
deliveries that were randomly selected births managed by the attending
obstetricians (8). Significant differences between the two groups of
mothers included education, race, operative deliveries and oxytocin
use (See Table 1). Whether the higher educational level of women
choosing the midwifery service is attributable to the feminist move-
ment or to greater independence in making choices as a result of addi-
tional education is unknown. The site of the births is not reported
and it is assumed that births were in either a labor or delivery room
within a traditional hospital maternity complex. The authors did
express the conviction that the midwifery service meets the needs of
many women who wocid otherwise choose home delivery.

Table 2 shows comparative data for four midwifery services and the
obstetricians' service at Roosevelt Hospital in New York City. These
tables indicate equally favorable outcomes for the neonates on all
the services, whether attendance at the births was by midwives or
obstetricians.

The safety of alternative birth settings has been of concern to obste-
tricians, pediatricians, and other health care profesaionals. A pro-
spective, study of experiences in the Alternative Birth Center at Mount
Zion Hospital and Medical Center in San Francisco was initiated when
the center opened in May 1976 (9). The experiences of the first
1000 women admitted to the center indicate a lower use of anesthesia
and analgesia among women choosing the birth center, compared with
similar low-risk women using the traditional labor and delivery suite
(Table 3). The number of infante requiring vigorous resuscitation
was also smaller among birth center babies. The number of infants
requiring observation in the intensive care nursery was comparable in
both populations, as was the incidence of maternal complications. It
is believed that for 3 percent of mothers or infants, serious compli-

* Marin Midwifery Services, 344 Woodland Street, San Rafael, California
94901.
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cations or death would have occurred if the birth had taken place in

tho home. The Mount Zion staff feels that the immediate accessibility
of obstetric and pediatric specialists is essential to the safety of an
alternative birth setting, and that home visits for follow-up are also
necessary for a high standard of care. If discharge occurs between

6 and 12 hours after the birth, a home visit is msde within 24 hours
by an alternative birth center nurse to check the mother and infant

and to provide emotional aupport. All mothers and infants are visited

at home after 72 hours.

CURRENT ISSUES IN THE PRACTICE OF NURSE MIDWIFERY

Certification as a nurse midwife is obtained by meeting the require-
ments of the American College of Nurae Midwives, and is a professional

credential (10). Certified nurse midwives are currently practicing in
all but two states, but patterns of actual practice vary from state
to state. Licensure requirements are determined by the state and vary

substantially. In some states, a license to practice can be obtained
by lay midwives through "grandmother" clauses, in other states physician
assistants with special training in obstetrics may practice as mid-
wives. For this reason, atandards of care vary and are difficult for
professionals and clients to evaluate.

During the 1.970s, the birth rate across the nation declined. At the
same time, the populations served by nurse midwives and obstetricians

began to overlap. There was some resistance among medical staffs of
many institutions to the practice of midvifery, and there was, in addi-
tion, some economic pressure on physicans which made them less willing
to accept nurse midwives as coprofessionals. These feelings have
begun to diminish somewhat, but much change will still have to occur
before nurse midwives achieve recognition for the value and appropri-

ateness of their services to low-risk women.

An important economic issue for midwiveo is whether or not they may

bill for their services through third-party carriers. Most private

insurance companies will provi, payment to midwives in independent

practice, however, this is not uniform. Payment through Medicaid pro-

grems varies from state to state. In California, for example, although

the State Health Department has encouraged the certification and prac-
tice of midwives, their services cannot be billed through Hedi-Cal
unless the services are provided under the direction of a physician.
Policies in other states vary from nonrecognition of midwives as care
providers, to the provision of benefits equal to physicians' services.
Midwives feel strongly that if they are accreditable as professional
health care providers, then their services should be eligible for pay-
ment on the same basis as those provided by individuals from other
disciplines.

DIRECTIONS FOR THE FUTURE

The provision of obstetric care by nurse midwives and the availability
of birth centers for women with low-risk pregnanzies, offer alter-
natives to traditional care with respect to provider, content of serv-

ices, and style of delivery. Maternity care through birth centers
usually costs less than care provided by obstetricians in traditional
hospital maternity settings. Nonetheless, hospitals' maintenance of
separate facilities and staff for birth centers contributes to higher
costs than would be necessary if birth center services were integrated
within the overall hospital maternity units. Birth center care provided
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within the regular services of hospitals would provide more flexibility
as well as ore labor/delivery beds, and would eliminate the need to
move mothers to delivery rooms. Parents' increasing awareness of the
isportance of the immediate postpartum period for parent-infant attach
sent, and their desire that the family remain together after the child's
birth, create greater demand for immediate rooming-in. To provide serv-
ic * lech es these, it will be necessary to change the routines, atti-
tud and staffing patterns of traditional services.
-

PhY'sicians' increased appreciation of the nature of midwifery services
and of their value to women with Iow-risk pregnancies, would be conducive
to more collaborative efforts by obstetricians and midwives to the
benefit of clients and providers.

The individualized.services and special attitudes which parents aeek
in laternative birth centers and midwifery services certainly could
be Oiffused throughout traditional maternity servicea. Success would
depOnd upon increased motivation for change, sharing of experiences
and knowledge by care providers, and greater staff participation in
alt,6reative services by means of training programs and inservice eduLa-
tional experiences.
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Table 1. Characteristics of midwife- and physician-served clients at
Roosevelt Hospital, N.Y.C. (8)

Education

Physicians Midwives

N Percent N \Percent
A

8 13 2.6 6 1.3
9-11 27 5.3 9 20
12 123 24.4 74 16.3
13-15 99 19.6 82 78.1
16 113 22.4 130 28.6
17 72 14.3 101 22.2
Unknown

lace

58 11.5 52 11.5

Wbite 340 , 67.3 388 85.5
Black 113 22.4. 59 13.0
Other 52 10.3 6 1.3
Unknown - - 1 0.2

Operative Deliveries

Priaary C-Section 63 12.5 37 8.1
Low Forceps 72 14.3 17 3.7

Oxytocin Use

Induction 35 6.9 38. 4.0
Stiaulation 133 26.4 83 18.3

Total 505 454
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Table 2. Chacs,toristi.s ot patients and deliveries attendee by midwifery services and obstetrician's services

Hospital: S.f. General Booth Memorial
Midwife

Marin
MidwifeProvider: Midwife

Population: 500 1200 300

Mice:

Caucasian 48% 58% 97%

Slack 39% 39% 2%

Other 13% 3% 1%

Age:

15-19 10% \ 14% 0%

20-29 57%
1 65% 75%

30-39 18% k 19% 25%

Outcooe:

Apgars 1 -minutu*

7-10 81% 931

4-6 10% - 4%

1-3 4%

Apgar* 5-minute*

7-10 92%. 100%

4-6 2%

1-3 0.3%

Deliveries

HSU** 80% 87% 87%

Forceps 8% 4% 5:1

C-Section 9% 5% 6%

* Soma scores not recorded 1)*1
** Normal sterile vaginal delivery I )

Roosevelt Roosevelt

Midwife Physician

454 505

85% ,7Z

13% 23%

2X 10%

3% 3%

54% 58%

40% 36%

93% 86%

6% 10%

1% 4%

98% 95%
2% 3%

2%

83%

txx

64%
18%

13%
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Table 3. Infant outcoues of deliveries with maternal anesthesia ad
agalgesia

Alternative Birth Center Labor and Delivery
N

Maternal:

N 200

Anesthesia 4.2% 68.0%
Analgesia 6.0% 63.0%

Infant Outcome:

1-minute Apgar >6 3.5% 10%
5-minute Apgar >7 0.3% 1 2.5%
Intubated for resuscitation
Admitted to Intensive Care

0.6% I 2.Q%

Nursery 10.4% 13.5%



Research cnd Women's Health
Carl J. Pauerstein, M.D.

This paper deals with the impact of reseateh on the health care of
women. Several major gynecologic conditions may serve as examples;
malignant disease, infertility, contraception, menstrual disorders,
and menopause. Clinical management of these conditions has been
significantly altered by advance"; made in research Laboratories.

MALIGNANT DISEASE

Breast Cancer

Cancer of the breast is the leading cause of death among middle-
aged women in the United States. One of 13 women will. develop the
disease some time during hei life. Two recent significant advances
2ave markedly improved the outlook for treatment.

First, we are now able to select those patients with advanced or
dimseminated breast cancer who will respond to endocrine therapy.
,The current treatment of choice for selected patients is the
administration of antiestrogens (1). This treatment is based upon
the following laboratory information; Estrogen-responsive cells
contain specific protein receptors in their cytoplasm, which form a
complex with estrogen. The hormone-receptor complex moves into the
cell nucleus where it affects the synthesis of proteins. The com-
plex is rapidly broken down so that cell replication can be repeated
or continued. This final step is blocked by antiestrogens. These
agents bind to the receptor protein and enter the nucleus as the
estrogens do but since the antiestrogen-receptor complex cannot be
broken down, cell replication comes to a halt.

A clear cortlation between a tumor's response to endocrine therapy
and the presence of estrogen receptors was recently demonstrated in
a large collaborative study conducted by the National Cancer
Institute. Only 12 percent of patients whose tumors lacked signi-
ficant estrogen receptors (ER-) responded to endocrine therapy,
whereas 50 percent of those possessing significant estrogen /receptor
lcvels (ER+) responded to hormone treatment. The ability to predict
the response of a given wosan's breast cincer to endocrine therapy
was further refined after the demonstration that estrogun initiated
the synthesis of progestecone receptors. Using stringent clinical
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criteria for "response," investigators demonstrated that 77 percent
of patients whose tumors were positive for both estrogen and pro-
gesterone receptors benef Red from endocrine therapy.

The second major advance in the treatment of breast cancer is the
introduction of adjuvant systemic chemotherapy to prevent the
development o disseminated disease. The results of local surgical
or irradiation tnerapy for primary breast cancer have been dia-
appointing. More than 50 percent ?f women with apparently localized
disease ultimately develop distant sietastases folloving such treat-
ment, indicating that the tumor cells had spread beyond the breast
even at the time of original diagnosia. Based upon this principle,
many large surgical trials using systemic chemotherapy and endocrine
therapy along with surgery have demonstrated that the latter
adjuvants have signif icantly decreased the rate of development of
disseminated disease (2). The use of estrogen receptor assays on
the primary breast tumor aids in the decision whether to use
endocrine therapy slorg with chemotherapy.

Thus, the laboratory research leadi 3 to the knowledge that the
presence of estrogen receptors is critical to clinical respon-
siveness to endocrine treatment has become clinically relevant.
Further advances in the treatment of breast cancer will doubtless
follow from the continued partnership of laboratory and clinical
investigsto rs .

Gestational Trophoblastic Tumors

The designation, "gestational trophoblautic tumors," refers to
hyda"diforta r.)1e, invasive mole, and choriocarcincxsa resulting
from the trophoblast of pregnancy. About 1 in 1200 pregnancies
is complicated by hydatidiform mole, about 1 in 15,000 by

. invasive mole, and about 1 in 40,000 by choriocarcinotaa. Prior
to the advent of modern chakmotherapy, nearly 90 percent of women
with choriocarcinoma died ot- this disease.

Two major advances based on laboratory investigations have totally
changed the management. and prognosis of these trophoblaatic neo-
plasms. One is the ability to measure human chorionic gonadotropin
(hCG) which is produced by trophoblastic, tissue in quantities re-
lated to the amount of trophoblast present. Earlier asaays for
hCG were bioassays developed in resesrch laboratories. Although
these earlier assays were time con/Aiming and required experience
for accurate interpretation, they were reliable for diagnosing and
following the clinical course of trophoblastic tumors. Recently,
the ability to accurately measure very low levels of hCG by specific
radiofmmunoassay (as detailed below under "Birth Control Vaccines")
has greatly enhanced pie management of these neoplasms (3). The
other sceijor advance dates back to the pioneering efforts of Roy
Hertz aind his associates (4) who demonstrated that chorioadenoma
and cheriocarcinoma responded to chemotherapy. This was the first
example of the cure of a malignant tumon by medical therapy. Sub-
.equent ref inements of clinical management and chemotherapy ha .
completely changed the outlook for these women, so that nx)re than
90 percent are now cured (5). Therefore, women have been the bene-
ficiaries of the first consistently effective treatment for a malig-
nant disease.

t 0,
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INFERTILITY

Infertility affects about 1 couple in 6 in the U.S. Of the major
advances in the diagnosis and treatment of female infertility in
recent years, two examples will illustrate the contiibution of
laboratory investigation to the treatment of infertility in women.
the predictable induction of o"ilation, and thz treatment of inappro
priate prolactin secretion.

Induction of Ovulat 4

Pr.ur. to 1960 there was little to offer women who failed to oiulate,
except surgical intervention in the Stein-Leventhal syndrome.

In 1961, Green'iatt and his colleagues first reported that treatment
with clomiphene citrate induced ovulation in 28 of 36 anovulatory
patients (6). Since then, many reports of clomiphene-induced ovula-
tion with subsequent conception have appeared in the literature.
Cloaiphene has been useful to treat, not only anovuiatory women
desirous of pregnancy, but also some womeli who desire only restora-
tion of normal menses. Moreover, restoration of normal ovulation
can reverse precancerous changes in the uterine lining, obviating
the need for repeated uterine curettage.

At about the time that clomiphe,e was being ised, the first success-
ful us4 of human menopaqsal gonadotropins (hMG), purified prepare-
tions_of human follicle stimulating hormone (FSH) and luteinizing
hormone (LH) appeared in the literature (7) Although treatment of
anovulation with clomiphene or vith a combination of clomiphene and
human chorionic gonadotropin (hCG) is safer and less expensive than
treatment with hMG, subsequent studies have shown that some patients
who fail to respond to clomiphene do respond to hMG.

Basic research led directly to the use of clomiphene and hKG in the
treatment of anovulation. Basic research suggested methods tor
monitoring and modifying the doaage regimens to assure a higher
success rate and to avoid complications, and basic research
elucidated the mechanisms through which these agents induce ovula-
tion.

Prolartin-Secreting Tumors

At the start of this decade, it was uncertain whether or not pro-
lactin wao n separate hormone in the human. In 1971, scientists
demon8trate4 that the human pituitary gland produces prolactin as
a distinct hormone (8). ;ince then prolactin has been isolated,
purified, and characterized chemically (9) so that it can now be
measured by radioimmuLwassay. This allOws clinicians to demon-
strate that some women fail to ovulate due to tiny prolactin-
secreting pituitary tumors. Further basic investigations elucidated
the brain-pituitary control of the secretion of prulactin and ad to

the use of the dopamine-like compound, bromocriptine, in treating
prolactin-secreting microadenomas (10). Thus, it is now possible
to restore ovulation and menstrual function in some women.

Restoration of ovniation by,these two techniques has benefited
many anovulatcry women, resLring their ability to procreate. In

each .nstance, the effective clinical treatment resulted from years
of laboratory research with non-human species.

27y
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CONTRACEPTION

In the past decade, there hat,N.---itymen a progressive change in the role
of wizen in our society. Although many factors have been involved,
the abilit, -_o avoid unwanted pregnancy has been one of the most
important. A review of the development of contraceptive methods
reveals a common pattern. The primary development arises from
basic retsearat and, after a relatively long lag, clinical, applica-
tions are investigated (11). This suggests that applied research
requires basic inforaation and that it is impossible to predict
which basic research will find practical application. Applications
of basic discoveries depend upon the subsequent development of
appropriate technology, and upon an appropriate consciousness in
the scientific and medical community. To demonstrate these points,
I will briefly' discuss birth control pills, intrautrine devices,
birth control vaccines, and gonadotropin releasing hormone and its
analogs.

Birth Control Pills

The revolution in contraceptive tecnnology began with the.develop-
tont and testing of oral contraceptives. These pills, which con-
tained pharmacologic amounts of synthetic analogs of estrogen and
progesterone, were first tested in rabbits by Pincus and Chang in
1953 (12). Their decision to begin testing was based on the obser-
vation of Makepeace et al., in 1937, (13) that progesterone in-
hibited Svulation. The first results of extended clinical trials
with women were reported in 1956 (14).

In this instance, at least 20 years intervened between the critical
observations in laboratory species and the application of the
accumulated data to health care. It is likely that this time lag
would have been much longer were it not for the organizational and
leadership abilities of D. Gregory Pincus.

Intrauterine Devices

Although intrauterine devices (IUDs) were first developed in 1909,
there was little active interest in them in the United States until
the 1960s. IUDs are effective contraceptives but their acceptance
has been limited due to an extremely high rate of discontinuation.
The patient LIP lly discontinues use because of int-reased vaginal
bleeding, apt .caneous expulsion, or pain.

Recent research has led to changes in IUD configuration ;nd to the
development of IUDs that release copper ions or stercid hormones.
Such modifications have produced a new generation of devices which
offer the advantages of reduced expalsion, decreased blood loss,
and enhanced contraceptive efficacy. These clinically useful
improvements are the result of a partnership between basic
researchers and clinical investigators (see Harper (11) for review).

Birth Control Vaccines \t'

The contraceptive vaccines are at a relatively early stage of
developtnent. The basic principles crucial to the development of
such vaccines are identification of an antigen specific to reproduc-
tion, and subsequent alteration of that antigen so that the body
wil 1 identify it as a "foreign" protein and will therefore manufac-
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ture antibAies against it. When the reproduction-specific antigen
is deteLted by the body, the antibodies combine with it to block its
biologic aLtivity.

The role of bash. researc.h in the development of contraceptive vaccines
is well illustrated by the vaccine being developed against the i,lacental
hormone, human chorionic gonadotropin (hCG). Critical to this attempt
is the laboratory observation that hCG, like other gonadotropins, is
composed of two subunit 2olypeptide chains; one of these is soecificto
hCG and the other is common to several gonadotropins. Vaccine develop-
ment was initially directed toward the production of antibodies against
the urique, or beta, subunit of hCG. However, the beta subunit of hCG
is quite similar to the beta subunit of the pituitary hormone, human
luteinizing hormone (hLH), which is a regulator of ovulation. More
ref ined laboratory research demonstrated a group of 30 amino acids on
the beta hCC chath, which are not found on the beta LH chain. Antibodies
specifically direLted against this amino acid group do not cross-reaLt
with LH and thus will not damage the pituitary gland.

Although such vaccines are still far from practical clinical use, the
combination )f laboratory and clinical research has moved us well along
the road to this goal.

Gonadotrokin Releasing Hormone (GnItii)

In the middle of this Lentury, investigators postulated the presence
in the hypothalamus of neurohormonal substances that regulated the
sezret ion of pituitary hormones. Early in the 1970s, groups led by
Schally (15) and Gull lemin (16) reported the primary structures of
pro -iie and ovine gonadotropin releasing hormones (GnRH), respec-
tively. This monumental work was recognized by the award of the
Nobel Prize in Medicine and Physiology to Guillemin and Schally in
1977. Gonadotropin releasing hormone was subsequently synthesized
and used in experimental studies in laboratory species and in humans.
Within a few years, synthetic analogs of GnRH up to 150 times core
potent than the natural substance were synthesized, as were anta-
gonists of native GnRH.

Preliminary data suggest that "super" analogs of GnRH can prevent
ovulation (17,18) and thus exert a contraceptive ef fect (19). Other
studies have shown that GnRH agonists can cause luteolysis in women
(20) and could thus prevent pregnancy.

Although we have yet to gather def init ive data, population scientists
are optimistic that these "super" agonists and antagonists will
eventually prove to be ef ficient contraceptives - If this promise is
realized, bast. physiology and chemistry will have joined with cliniLai
research to bring forth a novel family of contraceptives.

MENSTRUAL DISOROFRS

Many American women suffer from various abnormalities of menstrua-
tion. Two ot these, a bno rma 1 uterine bleeding and dysmenorrhea,
illustrate the contribution of research to the health of women.
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Dysfunctional Uterine Bleeding

Abnormal uterine blveding it the aymptom that most frequently impels
women to seek gynecologic care. Only 25 percent of these patients
have an organic lesion (21). For the rest, bleeding is a symptom 4.,f
functional derangement. of the menstrual cycle. Knowledge derived
from basic investigations has drastically changed the management
uterine bleeding.

In the past, dysfunctional bleeding waa usually managed by perform-
ing a dilatatiou and curettage of the uterus as the initial step in
treatment. At least 40 percent of women so treated continued to
suffer from recurrent episodes of abnormal bleeding (22). The next
tep in the sequence was often hysterectomy if multiple curettages
had failed to control the bleeding (23,24).

The change from this empiric treatment to more rational management
came only after the accumulation of sufficient basic knowledge. The
key to modern management was the development of radioimmunoassay by
Berson and Yalow (25). Scientists were then able to meaaure minute
concentrations of hormones in blood and other biologic fluids.
Armed with this new technology, the hormonal events and temporal
relationships of the normal menstrual cycle were defined and the
causes of dysfunctional uterine bleeding were elucidated. Clinicians
found that about 90 percent of al/ episodes of dysfunctional uterLne
bleeding were associated with lack of ovulation and ihat many of the
rmaaining episodes were due to inadequate or inappropriate produc-
tion of progesterone from a deficient corpus luteum.

The next important step in transforming this knowledge into a real
benefit for the female patient was the synthesis of synthetic
steroid analogues. These are more effective than natural hormones
in supporting the endow ium and are effective when taken by mouth.
These agents, when prope.4 administered, substitute for bormones
the patient fails to produce. The abnormal bleeding is medically
contro-led and the need for multiple curettages or hysterectomy is
obviated.

Dysmenorrhea

Menstrual pain affects many women. The discovery of the oral con-
traceptives, and the knowledge that these contraceptive:, can block
ovulation, led to the use of induced anovulation in the tntatment
of dysmenorrhea. This treatment works yell for many wowen, but
interferes with the normal menstrual cycle and exposes women to the
risks associated with the use of the oral contraceptives.

Recent information derived from basic research on the chemistry,
pharmacology, and physiology uf the prostaglandins has been used
by clinicians to treat dysmenorrhea. The endometrial fragments
released during menstruation are rich in prostaglandins which may
induce strong uterine contractions. Cliniciaas reasoned that
inhibition of the synthesis of prostaglandins would stop taeir
action on uterine smooth muscle, thus relieving dysmenorrhea.
Treatment of dysmenorrhea with inhibitors of prostaglandin synthesis
has indeed proved effective. This is yet another example of work
that was considered "basic" at its inception, but which eventually
became "applied" to areas not envisioned by the original researchers.

I),
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THE MENOPAUSE

The average ewe of menopause in women in the Mnited States is 50. A
50-year-o1.d woman is expe&ted to live to age 80; thug one-third of
her life will be after men4ause.

Menopause occura because the ovaties no longer produce estrogen and
progesterone and no longer ovulate. Endocrinologic research which
has yielded important information about the endocrine events of
menopause indicates that many problems women encounter due to meno-
pause are associated with insufficient ptuduction of estrogen. The
levels of the pituitary hormones, FSH and LH, rise significantly at
menopause and the cyclic pulsatile release of these hormones is
amplified in menopausal women. Some evidence suggests an associa-
tion of these gonadotropin pulses with the hot flushes that plague
menopausal women.

Research has also elucidated the sources and metabolic pathways of
estrogens and androgens in postmenopausal women. Production of
estrogen by the ovary essentially ceases at menopause, but the ovary
continues to make the androgens, androstenedione and testosterone.
Androgens from the ovary and the adrenal gland are converted to
estrogens in peripheral tissues, mainly in fat.

Problems associated with estrogen deprivation include vasomotor
symptoms such as hot flushes and sweating, atrophic vaginitis,
urethritis, and osteoporosis. Serious vasomotor symptoms occur
in 60 percent of postmenopausal women. Estrogen rcplacement
therapy can effectively relieve vasomotor symptoms and restore
atrophic vaginal mucosa. The benefit of estrogen replacement in
the prevention of osteoporosis is less obvious although the weight
of evidence suppouts the contention that estrogen is useful tn
its prevention. Osteoporosis is not a trivial problem. About 25
percent of Caucasian women over age 60 cuffer from compression
fractures of their vertebrae and about 20 percent of women who
live to age 90 have hip fractures. A significant number of them
die from complications directly associated with rhe fracture.

In spite of some controversy, it now appears that the only signi-
ficant complication of estrogen therapy in postmenopausal women is
an increased incidence of endometrial cancer. Therefore, estrogen
therapy is indicated in postmenopausal women who have had a
hysterectomy regardless of whether the ovaries he.,e been removed.
One might argue that estrogen should be given to women who are at
risk for osteoporosis without consideration of the uterus, becauge
the risk of fracture outweighs the risk of endometrial cancer.
Estrogen therapy may also be indicated in women who suffer from
menopausal symptoms, even if the uterus is present. The case for
estrogen replacement is less clear in postmenopausal women whose
uteri are in situ, and who are ar low risk for osteoporosis (26-28).

Research will soon help the clinician to select the optimal formula-
tion, dose, and route of administration for estrogen replaeement.

It now seems that oral treatment may present an excessive estrogen
load to the liver, and char estrogens obtained from pregnant mares
may lead to accumulation of unphysiulogic equine estrogens in the
patient (29). Newly developed assays of spet.ific serum proteins
offer the potential for evaluating the estrogenicity of various
treatment regimens (30,31).
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Thus, clinical and laboratory research has yielded information about
the endocrinology of the menopause, about the adverse effects of
menopause on the womaa's physiology, and about appropriate treatment
regimens.

SUICMARY AND COMLUSIONS

Many other contributions to the health care of women have not been
specifically identified in this paper. Such advances as the perfec-
tion of fiber optics for laparoacopic examination, the development
of the concept and technology of menstrual extraction, the improve-
ment in techniques for detecting and terminating pregnancy, the
development of the tampon for menstrual hygiene, and the use of
metronidamole for trichomoniasis and for anaerobic vaginal infec-
tions have all increased the well-being of women.

Much remains to be accomplished, and only by joining basic research
with clinical research will further progress be poosible. In making
our plans, and in ordering our priorities, we must keep in mind that
the difference between "basic" and "applied" reoearch is temporal.
Today's rat brain extract may be tomorrow's panacea -- and today's t
esoterica, tocaorrow's commonplace treatment. Those who wish to
support only "applied" research must confront tht .28E4115 of history.
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E. Moils Hetherington, PhD.

",
In spite of the regular, gloomy bulletins on the demise of the American
featly, families still play an important role in the lives of women.
Most woman marry and have children and remain involved with their
families ',of origin. However, women are going through a period of
sexciting Tportunity. An increasing diversity of family options and
social roles is available to contemporary women. The following
papers present thought-provoking examinations of these social changes,
the options available to women, and the impact of social changes on
woolen's experiences. Each participant in this interdisciplinary group
approaches these issues from a slightly different perspective. Judith
Blake, a demographer, traces the evolution of new fertility and family
patterns and explores their consequences.

Lois, Hoffman, a developmental and social psychologist, has studied the
changes in relationships within familied which have accompanied the
recent increase in maternal employment, divorce, and single-parenting.
Dr. Hoffman questions some long-held notions about what is "normal"
in this changing society.

Although divorce rates and rates
have only a limited knowledge of
future of restructured families.
present some interesting results
of such families.

of remarriage have risen rapidly, we
the consequences of divorce and the
Prank Furstenberg and his colleagues

of a large-scale sociological study

Finally, Ross Parke, a developmental psychologist who conducted the
earliest studies of fathers' behavior with their infants, discusses
a neglected but important topic, the father's contribution to the
faaily system.
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Demographic Revolution and Fcrnly Evolution:
Some implications for American Women
Judtth Blake, PhD.

In this paper, I shall explore some implications for American women
of the major increase in familial options that has occurred during
the past decade, and is still occurring. From a long-term evolu-
tionary point of view, this expansion in organizational variance
has been continuous, however disjunctive recent events may appear
to us. Organizational variability has increased regularly from
insects to man and, among humans, has augmented over time.

In the developed countries, we have reached thea point--temporary or
atable, we do not know--when the basic demographic "reasons" for
a traditional organization of mating and reproduction have been
gteatly attenuated. Specialization by sex in the major child care
and homemaking role is no longer demanded by a need for high, or
even utsdium, fertility. We can afford to have low fertility. We
even can afford to have some population decline.

Thus, with the need for reproduction vastly abated, we have been
freed up for a big spurt in familial variability. This variability
is societally possible because of an efficient vital balance. It

apparently also is necessary if the family is to catch up with
changes in the rest of the society.

During the 1950's, the family was characterized by many social
acientists as representing the "modern" accommodation to an
urbanized, geographically and socially mobile, highly technological
society. It was said to be "structurally differentiated," which
meant that it specialized highly in a very few functions and was
distinctly separated from other parts of the society that had their
specialized functions. The family's functions were reproduction,
socialization, emotional support, and status ascription for women
and children. The only genuine link to the outuide world, parti-
cularly the economic world, was the male breadwinner.

4

It has been argued at length elsewhere (1) that the family of the
immediate postwar era was not, in fact, a "modern" adjustment.
What it seems to have been, more accurately, was a traditional
type of family, in terms of sex roles and division of labor, that
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had simply been shorn of most of its primary economic, kinship,

and political functions. The family of the post-Oorld War II era
bore little positive relationship to other trends and requirements

of the society. For example, the incentives it engendered were
pronatalist at a tine when replacement fertility was becoming, on
the average, more and more appropriate; it was ill-suited to the
interests of rising cadres of educated women; it was inimical to
the need for more paid laborers in the economy; and it emphasized
status ascription for women and children at a time when the society
was ideologically as egalitarian and achievement oriented as it

had ever beea.

We are now watching the family become modern. Individuals' rela-

tionships to faaily status and family groupings are becoming
consonant with the fact that we do not need to specialize so heavily
on reproduction, that we do not need to impound high proportions
of adult females into a lifetime of devotion to parenthood, end
that individuals can make relatively limited, incremental invest-
ments in a variety of family options without threatening social
etrvival.

In what ways is the family becoming updated? One indication is
that the traditional reproductive institution of marriage no longer
so clearly defines whether people are "inside" or "outside" a
family-type ftituation. We are seeing a rise in nonmarital
domiciliary unions and a decline in stable marital ones.

As for unma ried couples residing together, the Bureau of the
Census' tui.rent Population Survey (2) showm that this number
more than doubled between 1970 and 1978, from 523,000 in 1970
to 1,137,000 in 1978. The proportion of such households with
no children present has increased even faster, from 327,000 in
1970 to 865,000 in 1978. The 'fact that unasrried couples are
preponderantly without children reflects, in some measure, their

youth. About half of such couples are under age 35, and the
increases since 1970 in such nonmarital unions among the young

have been momentous. Among those under age 25, the increase
has been eightfold, from 29,000 to 236,000, and among thoae aged
25 to 34, from less than 60,000 to 325,000. The Census Bureau
did not tabulate these data in 1970 by 10-year groupings for the

age group 25-44. Hence, the 60,000 figure is for the 20-year
grouping 25-44.

It would thus appear that young people today who wish to live
in a marital-type situation, perhaps while they are building
careers and in stages of advanced education, are increasingly
creating an option for themselves. As most of us know from
experience, more often than not these couples interact, entertain,
and are entertained in the manner of married couples. Yet, they

may eschew marriage because their careers are very unsettled and
may not continuoualy mesh well, or because, for emotional reasons,
they quite explicitly regard the relationship to be temporary.

Part of the reason that informal unions appear less momentous is
that formal ones are more tenuous than in the past. With a divorce

rate that seems to maintain itself at over 5 per 1,000 population
annually, unmarried couples are far loss of a breed apart than was
the case in the 1950's. If, as Glick and Norton calculate (2), 40
percent of young marrieds will divorce, many youthful married couples
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are on the road to splitting up at any given time, and millions
of people have been divorced. We thus see that residing in unions,
nonmarital or marital, and liviug "family-style" no longer involve
the legal presuppositions of the recent past, most of which related
to marriage as a reproductive institution rather than a companionate
arrangement between two adults.

A correlative indication of family updating is that the singular em-
phasis on the husband as a status-giver for women, and for children

as they appear, has been heavily eroded. It is less necessary to
Whave a husband today than at oily time in our history. This erosion

of derived status and enforced dependency is indicated in a number of
ways. Of major importance is the fact that becoming a parent de-
creasingly defines adulthood. Lees and less are young women regarding
their early adult years as qrAparation for finding a husband and having
children, at which time they/are accorded the status of_having really
grown up. Although there is still some distance to travel in this
regard, there unquestionably exists a genuine niche in the United
States today, a legitimate social status, for a young, fully adult,
and independent woman. She may wish to have a child or children,
but she does not feel compelled to do so to set the seal on her
maturity. The enormous rise in young unmarried women in the United
States reflects, in part, thie increase in alternative statue.
For women aged 20-24, 28.4 percent were unmarried in 1960 and 47.6
percent in 1978 (2), Moreover, the increase has been greateet in
the postcollege years, from 19.4 percent single in 1960 at age 23
to 38.2 percent in 1978, and from 15.7 percent at age 24 in 1960
to 29.7 percent in 1978.

A potential sourceof some decline in the hueband's status-giving role
is that, even when women do marry, the e,ouple's socioeconomic level is
no longer determined by the efforts of one breadvinner. Other papers
in this volune document the momentous riee of married women, even
those with young children, In the labor force. Leas frequently
noted is the fact that, among married couples in the mid-1970's
where both husband and wife were earners, a third of the wives made
approximately as much as or more than the huebands. This pattern
of relative income equality is, of course, more prevalent where
the husband's earnings are under the median for husbands with
working wives. But, this very fact indicates that liberation from
total dependency upon the husband as status-giver is not simply an
upper middle class phenomenon. Given the occupations most women
are likely to have, it is actually more probable that the wife of
a lower middle class man will achieve income parity with her hug-
band than the wife of a brain surgeon or a corporation lawyer. In
any event, it is unquestionably true today that families Where
husband and wife were both employed in 1978 found themselves at a
large relative advantage over those where the husband was the sole
earner--$20,722 median income as against $15,796. That is a heavy
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dose of legitimation for the working wife, and something of an
antidote to the notion that her work simply compensates for her
husband's relative lack of success.*

Finally, we are witnessing a large-scale erosion of the norms
linking a child's status to that of its father and to its father
alone. We have gone a long way to avoid stigmatizing out-of-
wedlock children beginning with their birth certificates, and to
providing support for one-parent families, usually women, whether
these result from births outside of marriage, separation, divorce,
ot widowhood. In effect, the relative "putdown" for unmarried
mothers of having their children characterized simply as fatherless,
rather than as having a statue derived from their mothers, is
slowly disappearing. This is fortunate since, by early 19791 19.7
percent of children aged 6-17 lived 1.9 one-parent households. All
but 1.8 percent lived with their mothers (5). Moreover, as Glick
has noted, one-eighth of the children who are shown to be living
with two parents actually live with a natural parent and a step-
parent. Hence, Glick estimates that approximately a third of the
children today have parents (mostly mothers) who have at some time
been involved in single parenting (6).

It should be emphasized khat the importance of these familial changes
is that they are making way for nonfamilial goals in people's
lives, at the same time that they are providing various types of
intermediate, adjustive, flexible status along the way. This is
vitally important for a developed country that requires a permanent
"tilt" toward very low fertility. Such a aociety has got to re-
define status away from reproductive goals. Such a society has
got to involve people, on a long-range basisl_in demanding nonrepro-
ductive activities that are meaningful_to-thiem. But, as they
respond to these new incentives, it is much easier to manage the
social change if it is incremental rather than totally disjunctive.
It is easier for individuals, and it is easier for the society at
large. Hence, any evaluation of what is happening to the family
today as a "failure," "a crisis," a "loss of control," is, I believe,
a misreading of the reproductive demands of a demographically
advanced society. Given the fact that we appear to be taking a
major leap toward the long-range institutionalization of very low
fertility, I would say that we are doing so with minimum disruption
and with singular flexibility.

* Economists have for some time been vitally interested in the
effact of increased female labor force participation on overall
trends in inequality of income distribution. This is a complex
problem to analyze at a time when so many other changes affecting
inequality of income distribution are also taking place--for
example, the increase in one-person households among older people
and young men. So far, the expectations and the reoults have been
contradictory, depending in large part on which sectors of the
overall income distribution one IA comparing. For a discuasion of
the literature on this subject, and calculations,indicating that
increased female labor force participation results in small declines
in overall inequality of income, see (3). For a calculation that
would question this result, see (4).
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SIGNIFICANCE FOR WOMEN

How should we evaluate rho significance for wonen of this emerging
evolution in family structure? Only a few facets of an answer
will be discussed here.

Feedback Effect on Man

One point that requires some attention is that the changes affect
women very differently from men because women start from such
different vantage points with ragard to the family. The alterations
for women tend to be discrete and clear-cut--getting jobs, having

more legal options both inside and outside of the family, experiencing
less overt discrimination, watching educational gates open. Ey and
large, the changes have an upbeat, take-hold-of-your-life quality
about them. For men, on the other hand, the transformations are,
typically, diffuaed feedback effects of what is happening to women.
Moreover, the changes usually involve men in aome sort of relative
deterioration of statue. The most simple example here is that the
typical male role of "provider," with all its exaggerated privileges
in the home, has all but disappeared. Even families where the hus-
band is the sole earner tend increasingly to acknowledge the

economically important role -f the noemarket activitieo of the wife
and mother.

From a women's viewpoint, all this might seem to be_one piece of
the good news, except for the fact that nost women have close
relationships with men. Hence, women are not insulated from the
negative effects on man of a relative deterioration of their statue.
How men feel radiatee into women's personal livea. Women frequently
find themselves living with threatened, confused, hurt, dissatisfied,
mixed-up men who are difficult, either because they are so mieerable
they cannot help it, or because they are trying to control women's
behavior. How to handle this problem is a major dilemma for women
today, particularly since there is still in our society strong support
for a ready solution: making the man feel better by putting his
status at the center of one's life. This dilemma points to the
importance of escape hatches in the "mating game"--nonmarital unions,
divorce, nonmarriage, the chance to engage in a coneiderable amount
of experimentation. Obviously, in the long run, man's expectations
will change. Indeed, they are changing, but, the period of adjust-
ment is stressful for both sexes, not just for men alone.

Need For Occupational Changes

A second point is that a tontinuation of familial change along the
lines outlined above will require that woman's relationships to the
occupational world alter aubstantially. Two things seem crucial
in this regard. One is the wage rate and the other is women's
ability and desire to compete.

Women'e Wage Hetes. As for the wage rate, we seem to be witnessing
a major lagged effect on the feminine wage ratt of women's tradi-
tional labor market roll as secondary workers in the family. As is
well known, the earnings of uhite woman, relative to white men, have
actually deteriorated since the mid-1950's.* Very little of this

* As may be seen from Table 1 the earnings of nonwhites of both sexes,
relative to white men, have increased over the period since the 1950'o.
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gap for white women, who earn less than 60 percent of what white men
earn, can be explained by their individual characteristics--items
such as educational level, work history, on-the-job training, or
continuity of employment (8,9,10,11). The major component seema to
be that white women are clustered in low-paying clerical and pro-
fessional occupations. Why are these occupations poorly remunerated?
In part, we can speculate, it is because they are primarily feminine,
that is, they are disproportionally weighted with women, but it is diffi-
cult to demonstrate such discrimination conclusively. What seems leers

speculative is that there is a very large supply of women available to
take these jobs and this supply drives the wage rate down. This supply
of women has been available because, at least in the past, women saw
their mein careers.ss being in the home and they sought jobs that
articulated well with their primary focus of interest. Ready educa-
tional and training conduits to these jobs became available to women,
and it was not worth their while to invest in breaking out of these
traditional niches or traps, if you will, and bucking overt
discrimination of male occupations. Obviously, if the changes in
family behavior and expectations continue, women will have to alter
their occupational choices and quit flooding into occupations that have
depressed wages. As they do this, they will meet dovious discriminatory
barriers (unequal pay for equal work, blockages to advancement, et:..).
Indeed, this is happening to women who are challenging the system
today. But, there are now mechanisms for handling overt discimina-
tion, however clumsy they may be. By contrast, a direct policy attack
on the current feminine wage rate in "feminine" lobs is close to impossi-
ble because it is so difficult to measure discrim,nation against a
whole class of occupations, much less eradicate it after it has been
measured.

Women's Goals. Are the goals of most women today congruent with breaking
out of feminine occupations? There is no ready, direct answer to this
question because the masculine model is the only one we have of the
characteristlis associated with occupations that have been statistically
"masculine We have to acknowledge that this may not be the only recipe
for success in occupations that have typically been held by men. However,

it eems unlikely that women will break into these occupations if they
maintain tradltional notions about sex roles in the home and about the
legitimacy of sexual discrimination in the 1,bor force, or if they are
uninterested In leadership, monetary success, or independent occupational

prestige. Hence, studies of such topics have considerable relevance to
our question, even if we are uncertain how to weight them.

With regard to women's views about appropriate and legitimate sex roles
within t.e home, and overt discrimination in occupations or political
roles, tAere seems to be little question that there has been a major
change ter the past 10 to 15 years toward "egalitarian" and "liberated"
views (12,13). Moreover, as Mason, Czajka, and Arber have shown, there
is a rising congruence between attitudes toward sex roles.in the home
and attitudes towards vomen's rights in the labor market and in poli-
tics (12). Mason and her colleagues interpret this to mean that women,
generally, are increasingly recognizing the structural interdependence
of their familial and nonfamilial roles.

What about women's interest in occupational values like money, prestige
and leadership? A recent study by Lueptow, of high school seniors in
1964 and 1975, indicates very little change among women in setting a
high priority on these values (14). Rather, as in the past, women
show a ,ceference for jobs that involve working with people and helping
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others. The study also shows higher achievement motivation for women
than for men--a result consistent with previous work by Maccoby and
Jacklin (15). Lueptow euggests that conflicting research results
concerning achievement motivation for women may be due to the fact
that the TAT achievement-metivation scoring used in some studies
includes winning out in competition over others. Xs he notes, females
may be high achievers,and weak competitors.

This information seems to tell us that wemen generally no longer view
enforced traditional sex roles inside or outside the home as legitimate.
They also appear, to have high achievement motivation. What they often
lack, however, is a clear understanding of how the occupational world
operates, of what kinds-of jobs really pay off, or of the difference
between competing and achieving. They thus tend to project onto occupa-
tions traditional feminine sex-role valuea, to be attracted to jobs that
they believe "should" pay off rather than those that actually do, and to
think of being "twice as good" when it cocas to advancement, rather than
analyzing their competitive advantages and capitalizing on them. This
is a hard way to live, and it is proving to be so for those women who
are advancing today. In effect, women are in dire and continuing need
of mentors to help them learn, from an early age, about the real occupa-
tional world. As women succeed the hard way, they do provide help to
o;her woman. But, this advice is not always the best, cven if well-
meaning.

The Present,_ Not the Past, Is Best

A third major point in evaluating the significance of recent family
changes for women rests with accurate evaluations of the past. Fami-
lial conservativee in this country have a strong tendency to idealize
the past and to selectively inattend or cover up the deviance in
the traditional family. As a result, there ie a totally inaccurate
belief that the country is "paying a high price" for recent changes
in the family and in women's roles within it. Three ealient issues
should be addressed among many that surface continuously in dietussions
of family policy: violence against women and children, the single-parent
household, and the presumed negative effects on children of extremely
small families, including the only-child family.

Violence in the Family. A mejor theme in the media and in popular
entertainment depicts the enhanced probability of violence to women
when they embark upon unconventional occupations, rolee, and acti.lties.
Women who venture out in this fashion are presented as being peculiar16
at risk for beating, rape, and murder. We tend to forget, and our
national leaders who support traditional familism tend to forget, that
statistically speaking women are far more likely to suffer injury at
the hands of their huebanda or other male relativ.,a, than at the hands
of sex perverts, controlled-substance abusers, or other deviants out-
side their families.* Regardless of what the family is believed to have
been or to be, it has not proven to be a very safe place for women. We

juot seem to find it less appalling if a woman ia beaten, raped, or
murdered by her husband than by someone she met in a bar. Indeed,
sometimes the police are hard to activate when the husband is the threat.

* See (16) for summaries of research in the field.
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Equally, the notion that An increase in child abuse and battering is
a spinoff of recent family changes and their effects on parents, is
gratuitous. Cruelty toward and abuse of children has a long history
and, if anything, it is probably less today than at any time in the
past (17).*

Single-Parent Household. With regard to women's role as mothers,
we also tend to fixate negatively on ehe recent increases,in the
proportions of children living in single-parent households. For
examp14, the aforementioned increase from 12.9 percent in 1969 to
19.7 percent in 1979 is a case in point. We need to remember that
12.9 percent in 1969 was not zero, and that it occurred in a social
environment that was much less supportive of women than the one
existing today when the percentagee are higher. Further, an ideal-
ization of more remote historical conditions for children overlooks
the diiruptive effect on children's lives of higher parental mot,-
tality in the past.**

It is worth noting that one of the most difficult things for single
parents to handle is not the economic implications for their status
so much as the continuing prejudice against them and their children
from persons who are supposed to be helping them. For example, nega-
tive expectations of children from single-parent houaeholds, op the
part of teachers and counselors, are remarkably prevalent (21).

Small. 'Redly Advantage. Finally, there is the notion that the rela-
tively sizable family of the past was "better" for children than the,
small numbers of offspring in the present. The modern woman is some-
times depicted as penalizing her tiny family because of the lack of
adequate numbers of siblings to act as socializing agents for each
other. Waving an only child, an option chosen by an increasing number
of women, is a particular target of attack by supporters of the
traditional family.

Yet, reaeardi does not substantiate the idealization of the tradi-
tional family. By and large, children from small familiea (one and
two children) tend to be of demonstrably higher "quality" than chil-
dren from larger families, especially than children from familiea of
five, six, or more, even after parental socioeconomic status, race,
and staler confounding factors have been controlled. Let us look at
some of the evidence very briefly and schematically.

A large amount of research on the effects of family size has stemmed
from a primary interest in differential cognitive scores, educational
attainment, and occupational achievement. The family-size variable
has been invoked to help explain differences in individual eapability

and performance ehich, themselves, were the principal foci of interest.
Moreover, until recently most of this work has been on amall aamples
that were often of questionable relevance to major population groupings.

The most notable advance of recent research has been the use of large,
cross-sectional samples such as the data banks employed by Belmont and
Merolla (22), Zajonc and colleagues (23,24,25), Breland (26), and

* For mum historical perspective on the treatment of children, see (18,
19,20).

** For a summary of some of the research on this topic, aee Blake (1).
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Steelman and Mercy (27), all studying measures of intelligence, and
Blau and Duncan (28), studying occupational achievement. Leaving
aside relatively seall interaction effects of family size and birth

t order, these studies hoy that being from a small family produces higher
cognitive scores than being from a large one, even when socioeconomic
background is controlled. Similarly, the occupational achievement
studies have found that achievement is highest among those from small
Emilie*. This effect is strongly influenced by educational attain-
ment which, in turn, is quite probably mediated by the IQ differentials
that pre known to exist. Furthermore, research indicaces.that certain
anomalies in the Belmont and Harolla/Zajonc data, such as the only
child being an exception to the linear relationship, may very well be
due to special circumstances--higher marital disruption among the parenta
of singletons, as a prime example. Steelman and Hercy's analysis of
Health Examination Survey data in the United States suggests that only-
children are anomalous solely in low-income families, where it may not
have been possible to supplement the child's environment with nursery
schools and the like.

Why does the negative association between intelligence/achievement and
size of family of orientation exist? By and large, recent explanations
are heavily weighted in favor of differential economic, social, and
interactional inputs to child rearing. 'Physiological explanations,
such as the possible effects of later born children in larger fami-
lies having been born to older parents, seldom appear any more. We

would expect them to reappear as we come to understand more about
the deterioration of genetic material with parental age. At any rate,
larger families are seen to dilute the economic, social, and inter-
actional resources availabl to parents and, on the average, to
produce children who are la a cognitively able and lees achieving.

What of characteristics othar than intelligence and achievement?
Sandra Rosenhouse and I at UCLA, with the support of the National
Institute of Child Health and Human Development, have been addressing
just this issue, in addit to the questions of intelligence and
aChievement. We are utili ing more than a dozen large data banks
having information on a wide variety of characteristics. Moreover,
we are interested in adults, as well as children.

One of these data banks, the annual General Social Survey of the
National Opinion Research Center, contains data from 10,652 adult
respondents, for all years combined, 1972-1978. Included are 627
only children. Hultiple Classification Analysis of these data, taking
account of parental educational background and religion, and the
respondent's age, race, urban/rural background, and economic level
when an adolescent, shows that respondents' educational and occupa-
tional achievement are negatively related to number of siblings.
Beyond these achievement variables, we find that respondents from
small families (again controlling for the background variables men-
tioned), are less likely ever to have been on welfare, are more likely
to count themaelves generally happy, and more likely to be satisfied
with their health, their jobs, and their hobbies. Those from small
families are more apt to believe that people are generally trustuorthy
and helpful; and, in response to questions concerning support for major
social institutions (such as science, medicine, business, education, the
press, the clirgy, Congress, the Supreme Court, and the Presidency),
those from small families are no more socially and politically
alienated than are those from large families. An additional control,
concerning whether or not the respondent came from a broken home, tends

2 9 6
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to accentuAte the advantage of smAll families because it removes a
disadvantagl from only-children (who are more likely to have come
from broken homes). Moreover, ideal family size, and actual-plus-
expected family size, are also negatively related to the respondents'
own number of siblings.

Our prelimdnary analyses of other data banks sampling adults, adoles-
centa, end children show that, although there are, at times, important
interaction effects, the 4 All family is a notably superior child
roaring institution. To understand why this is the case will, of
course, require extensive analysis. But it is important to make quite
clear tHat the small, modern family is not an "also ran" in the
coapetition with the traditional medium-sized, or large one. The facts
seem to be just the opposite. Our modern demographic balance is not
only socially, economically, end politically necessary; it also seems
to be more personally beneficial for the individuals involved. Hence,
however much familiym nay be espoused by some religious and aocial
groupings, there is very little room for smugness about the average
"quality" of children from large families. This evidence should perhaps
be born in mind when spokepersons for familism and high fertility try to
influence reproductive policy and reinforce traditional, differentiated
sex roles.
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Table 1. Median income of year-round full-time workers by sex and race, 1955,- 1977*

Year

e

Median Income As Percent of White Men
White
Men

'White
Women

Nonwhite
Men

Nonwhite
Women

White
Women

Nonwhite\
Men

Nonwhite
Women

1955 $ 4,377 $ 2,858 $ 2,665 $ 1,468 65.3 33.5

1956 4,628 2,937 2,767 1,634 63.5 59.8 35.3

1957 4,874 3,096 2,983 1,810 63.5 61.2 37.1

1958 5,102 3394 3,209 1,877 62,6 62.9 36.8

1959 5,391 3,300 3350 2,125 61.2 58.4 39.4

1960 5,572 3,377 3,683 2,289 60.6 66.1 41.1

1961 5,817 3,429 3,692 2,264 58.9 63.5 38.9

1962 5,994 3,582 3,577 2,186 59.8 59.7 36.5

1963 6.245 3,687 4,019 2,280 59.0 64.4 36.5

1964 6,457 3,835 4,234 2,663 59.4 65.6 41.2

1965 6,802 3,935 4,272 2,672 57.9 62.8 39.3

1966 7,179 4442 4,108 2,934 57.7 62.8 40.9

1967 7,505 4,307 5,01., 3,232 57.4 66.8 43.1

1968 8,047 4,685 5,518 3,489 58.2 68.6 43.4

1969 8,953 5,182 6,104 4,251 57.9 68.2 47.5

1970 9,447 5,536 6,638 4,6s4 58.6 70.3 49.4

1971 9,902 5,767 7,006 5,194 58.2 70.8 52.5

1972 10,918 6,172 7,576 5,341 56.5 69.4 48.9

1973 11,800 6,598 8,298 5,724 55.9 70.3 48.5

1974 12,399 7,235 9,320 6,805 58.4 75.2 54.9

1975 13,232 7,737 10,151 7,598 58.5 76.7 57.4

1976 14,272 8,376 10,478 7,884 58.7 71.4 55.2

1977 15,378 8,870 11,037 8,447 57.7 71.8 54.9

* Source: (7).
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Sodd Change and tts Effects on Parents and
Childen: Umttatbns to Knowledge
Lois W. Hoffman; Ph.D.

-

A very popular question bein& discussed these days in the social
sciences and the mass media is how has social change affected
parents and children. Social science data are frequently invoked
to describe and analyze emerging social patterns, often to express
alarm about how things are going. In using these data the analyst
is sometimes led astray because the data are inadequate or even
faulty, or because, though accurate, they are inappropriately
applied. In this chapter, the focus will be not on how social
change has affected parents and children, but rather on some of
the problems that interfere with efforts to deal with this question.
There are three particular problems that will be discussed. The
first is that knowledge of various family patterns and their effects
on the child may be invalidated by the new and emerging social
climate. The results of studies carried out under one set of social
cOaditions cannot be generalized to social conditions that have
changed. Thus, studies of the effect!: of maternal employment,
divorce, and single-parent families carried out before these patterns
were so prevalent may have little bearing on the effects of these
patterns today.

A second problem has to do with the criteria for judging effects. To
talk about the effects of a family form or a child rearing pattern,
one needs appropriate outcome measures pertaining to the child's
socioemotional state, attitudes, or performance. Researchers have
typically taken too simplistic and evaluative an approach to measuring
outcomes, and the validity of some of the measures used is questionable.
A reexamination of the accumulated data from the standpoint of today
raises serious questions about past conclusione, in part because of
these inadequacies, in part because there have been shifts in our
notions of what constitutes mental health.

The third problem with discussing the effects of social chaege is that
it is sometimes very difficult to know when a new pattern has really
emerged. If, for example, the percentage of married women on a
national sample basis who state that they wish tO remain childless
changes from 2 percent in 1965 to 6 percent in 1975 (1), shall we say
that the rate has tripled, or shall we aay that the rate still is only
6 percent? And if the women who say this are predominantly from the
younger age group, as is the case, shall we conclude it is a sign of
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the future, or a temporary view that will change when they are
older?

NEW SOCIAL CONDITIONS AND ACCUMULATED KNOWLEDGE

An exasple that will illustrate the first point is maternal employ-
ment. In recent years maternal employmunt has moved from cne deviant
pattern to the aaminant one. The rapidity with which this change has
occurre& can be seen in Table 1. At present, for intact families,
59 percent of the mothers with school-age children are employed and
43 percent of the mothers of preschoolers. For mothers in single-
parent families, the comparable figures are 72 percent and 60 percent
(2). The effects of teaternal employment on families and children
obtained when this pattern was atypical cannot be generalized to the
present situation when it is modal. Even if there were no other
change, the shift in prevalence itself would alter the effects. If,
for example, the employed mothers of the past responded with guilt
and overmotheriag, as one study in the fifties showed (5), guilt
is less likely to be,the response now that the pattern is ao wide-
spread. In fact, at the present time, it may be that it is the non-
employed mothers Who are on the defensive, and, to justify their non-
employment, are overmothering (6).

Furthermore, it is not only maternal employment rates that have
changed. Family size ie dotn, the amount of necessary housework
has diminished, divorce rates are up, the educational levels of
women have increased, and there has been a considerable change in
attitudes about women's roles (7). All of these are factors that
influence and mediate the impact of materneu employment on the child
and the family (8). These changes not only affect what the impact
of maternal employment will be, but also on what it should be. If,
for erample, traditional patterns have changed, then children should
not be socialized to fit the traditional patterns. As I have pointed
out in a previous publication (1), longer life expectancy, diminished
family size, and the increased likelihood that a woman will be employed
while she has young children, mean that a female child today can expect
to spend sore of her adult life in active employment than in active
mothering. The traditivnal family, with its sex-differentiated social-
ization patterns, prepared daughters to become mothers and sons to
become breadwinners. Because the adult roles have changed, the social-
ization patterns need also to change. And in fact, such a shift in
socialization patteins does seem to be taking place in the employed-
mother fannies: the household division of labor is less traditional,
the children do not hold as stereotyped ser-role atticudes, daughters
are granted more independence and given more encouragement in competence,
and they are more job- and career-oriented (9).

Much of what has been said about maternal csployment can also be said
about divorce and single-parent families. The sheer prevalence of these
patterns has diminished the stigma, and this, along with other social
changes, can be expected to,influence the outcomes for children.

Another example of hoa the vlrious social changes may alter conclusioas
based on previ s research can be seen if 'An consider the role of the,

ifather who in esent in the family. The accumulated data indicate
that there are ifferences in the way fathers and mothers interact
their children. Perhaps the most frequently reported finding is that
fathers differentiate between sons and daughters more than mothers do.
Fathers are more likely to treat sons and daughters differently, to
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reinforce in each, traditional sex-typed behavior, and to show
preference for sons (10). In fact, this pattern is so marked
that it has been suggested that the increased participation of
fathers in child care will increase the differences between the

sexes (11). It seems more logical to me, however, that aa fathers
become nere involved in child care, as aew cohorts of men become
fathers who are less anxious about their own mesculinity, and as
the status of each sex moves closer toward equality, fathers may
become less involved in shaping their children along sex-stereotyped
lines.

Even in studies of father-infant interaction, there is some evidence
that as mothers and fathers come to assume more similar roles in
the family, some of the observed differences between maternal and
paternal styles may diminish or diseppear. For example, in a recent
exploratory study of parent-infant interaction (12), it was found
that when the father waa the only employed parent, fathers mere
often engaged in the kind of interaction with their infants that
has come to be known as characteristically paternal behavior, a
pattern of social play and physically robust handling of the
infant. In two-wage-earner families, however, the pattern waa
different: the mother's rate of such play was relati%ely high
while the father's was low. The researchers suggest that what has
been considered the "hallmark" of father-infant interaction style
may be a function of work roles, and, in view of the increasing
employment rates for mothers of infants, may be declining as a
characteristically paternal behivior. Social change can alter the
style of father-child interaction as well as the amount, so a
prediction about the effects of any increase cannot simply be extrapo-
lated from the present observations.

OUTCOME HEASURES

Turning now to an examination of how social change and maybe scientific
progress have affected the acceptability of old outcome measures, per-
haps the most obvious examples are the measures of maeculinity and
femininity. Before the Bem scale, which is now under attack for other
reasons (13,14), probably the moat common measures were the Cough Femi-
ninity scale from the California Test of Personality and the Masculinity-
Femininity scale from the HHPI test. According to these scales, a
boy would score less masculine if he "did not like Popular Mechanics,
went to drive a racing car or feel like starting a fistfight"; a girl
would score less feminine if she was "not afraid of windstorms or the
dark," did not feel she would "go to pieces," or did not want to be a
librarian (15). If such items were ever good measures of theee traits,
they would not be considered so now, and that they ever tapped a
distension of mental health now seems ludicrous. Nevertheless, these
measures were freqeently used in establishing the dangers of father
absence for sons.

Because males have typically obtained higher scores on math than on
verbal tests, while females score higher on verbal, the math-verbal
ratio also has been used to indicate the femininity of sons without

fathers. Several studies of father abeence found that fatherless
males were more likely than males with two parents to have higher
verbal than math scores. This was interpreted as a deficit and a
sign of femininity, although, as Herzog and Sudia (15) have pointed
out, most researchers failed to examine if the fatherless boys had

,
diminished math scores or enhanced verbal scores. If the "inversed"
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ratio was simply tiai rem-It of exceptionally high verbal scores, it
is difficult to def amend s cleficlt hypothesis.

There are a number cmf Ida iiion.al outcome measures less obviously flawed
that can be challered Ina. light of present values. Good grades in
elementary school, or otanple , might be a function of oversocial-
ization or overconfecraity- , and might not indicate good mental health or
even high achieve:es-at at later ages. Child-reported measures of parent-
child conflic t althem be Et.. n indication of a more open home atmosphere
rather than of a soars str- essful relationahip. Acknowledgement of
fears on the part olE a clild might mean more anxiety, as has often been
assumed, or it nigher sigraify more iLisight and self-acceptance. A trait
that seems positive at use age;Zaight predict a negative trait at a later
age. Longitudinal data S....ndicate, for example, that the most popular
children during ado aekerace were not the most well-adjusted when they
were adults ( 16). Vole ar toying toward a more holistic lifeepan view
of mental health. 'This X-6 scientific progress, but it may also reflect
a change in the eoc Jai a...lute. A number of studies have shown a general
shift in attitudes An Arnrica toward a broader notion of life goals,
a distrust of unidizmnensicanality, and a greater acceptance of deviance
(17). Science is nozat bur:tun to the influence of the social milieu.

While the focus her .e has been on child outcome measures, similar
crit icisras can he ra..aade oE the measures of adult mental health and
marital relationshi ps, 'X'here is a pressing need to develop adequate
outcome measures vh Ach teaake account of the complexity of human be-
havior and developnaoental changes.

ESTABLISHING THE ENCEECENCE OF NEW PATTERNS

The third problea t be caken up has to do with establishing how
much change has occ urred and when a new pattern can be said to
have emerged. let' s sta=" with something as obvious as sex differ-
ences. Probably al 1 of ...as feel that we have witnessed a revolution
in sex discriminati on, irs the extent to which males are different
from females in att itudesa and behavior, and in the degree to which
parents socialite hooys d 3ffer ently from girls . Ye t, in fact , one
could provide dookamentat i-ort both for change and for the absence of
change.

In their widely quo. ted 1974 book, Maccoby and Jacklin (18) tended to
minimize the nimber of w.11-documented sex differences, claiming a
clear case for only sisasal-spatial ability, mathematical and verbal
skills, and for egg_ ressi-oieness. They found little evidence of sex
differentiation in menacing styles. Subsequent critiques of this
book (1,19) and a E lorry of research activity soon extended the list
of differences betsoween tile sexes and very solidly documented differ-
ences in the social- izatien experiences of each sex. No dcubt there
has been a decrats t r ascent years in the amount of sex .C.ffetentia-
tion and in the resculting3 sex differences, but how much decrease la
uncertain, arid dif Eerenc oes de f initely st ill exist .

If the research focuses slot on the educated academic community but
on the United Stats at large , sex-role traditionalism still reigns.
In a recent nations/al simple study in which married couples were
interviewed about heir -attitudes) toward children, it was found that
sons were preferred/ over daughters (1). Asked why they might want
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to have children of each sex, the most reason reasons for wanting
daughters offered by women were to have a companion and because
it would be "fun to dress her and fuss with her hair."' The
other common answers were that girls were easier to raise and
more obedient, that a daughter would be tore like her mother, that
she could help and learn about housework and caring for the other
children, that girls stay closer to their parents than boys, and
that they are "cuter, sweet sr, and not ea glean." As in other recent
studies, parents were more likely to stress occupational achievement
goals for sons and to seek to develop in them traits such as being
hard working, isbitious and responsible, while family goals and
interpersonal qualities were stressed more for daughters.

In an 18-year gap replication study of the tasks children were ex-
pected to perform that was conducted in Detroit, some diffusion in
the task assignment over the years was discovered but also a consi-
derable continuance of sex-role traditionalise (20). For example,
in the fifties, 65 percent of the mothers staid only boys should

.shovel snow; in the seventies, 50 percent said this. In the fifties,
66 percent said only girls should dust, in the seventies, 62 percent.
On the other hand, car washing and bed asking had become more unisex,
dropping from tasks seen u sex specific by over half the mothers in
the fifties (65 percent and 52 percent , respectively) to about 30 per-
cent in the seventies.

If we turn to the behavioral observation studies , where we examine
what parents actually do instead of what they say, we find sex-based
differences in socialization experiences that may be even more per-
vasive. For example, mothers of daughters beve been observed to pro-
vide help in problem-solving situations sore than mothers of boys
(21). Fathers teaching preschoolers were more task-oriented with
boys, more interpersonally oriented with girls (22). Such patterns
where parents are not even aware that they are differentiating may
be less responsive to the new social clinate. As I have indicated
in previous work, I do believe that social changes, and particularly
the fact that women now spend more of their adult lives in occupa-
tional pursuits than in active mothering, will eventually lead to a
diminishment in sex-based socialization differences and thus to a
reduction in the actual differences between the sexes (1). It is
important to realize, however, that at this point dif ferences still
exist.

Even when we consider the sphere in which probably the most change
has occurred, achievement among college-educated women, many of
the previous patterna still prevail. There has been an impressive
increase in the level of women's education, their career commitment,
and their representation in certain professions such as law and medi-
cine. There are a few shining examples of dualcareer couples who
truly divide equally household tasks and work commitments, but by
and large, women still face greater conflict between achievement goals
and affiliative interpersonal. concerns than men do. Aggressiveness,
competitiveness, and top achievement are st\ill considered less be-
coming in a woman than in a man. In a rece t study of college men,
most indicated they wanted an intelligent wfe and they approved of
her 4 ontinuing to work after marriage, but fv wanted to marry a
woman who was more intelligent or succeasful,than themselves (23).
Hale executives might marry their subordinates and male professors
might marry their students, but female executives and professors are
not yet likely to follow suit. Women still have the major re5ponsi-
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bility for parenting. Even in Sweden, where men can take paternity
leaves from employment, few avail themselves of this' possibility
except for busily vacations (24). And while,there are exceptions,
and these exceptions are important, women still take jobs where their
husbands find work. It is unquestionable that there has been social
change here, and both replication studies (17) and reinterview studies
(7) over 15- to 20-year intervals indicate a movement toward more
egalitarian attitudes, but sex-role traditionalism is still a social
force in America and its demise should not be prematurely announced.

An area where many people feel there has been social change, but where
the evidence is much more equivocal, has to do with the meaning of
parytthood. Have other social changesincreased fertility control,
foe example, and higher female employment rates, mounting divorce rates,
greater acceptance of alternative life styles, the new drive for self-
actualizationdiminished the value of children? There are two aspects
to this question: Are more adults opting out of parenthood, and is
parenting less satisfying?

The question of whether or not voluntary childlessness is a social
trend is not easy to answer. In the national sample study of atti-
tudes toward children mentioned earlier, 6 percent of the women, all
married and under 40, said they preferred to have no children. When
the same question was asked of comparable samples in the sixties, as
already indicated, about 1 or 2 percent gave this response (1). Fur-

thermore, the 1978 census data indicate that 6 percent of the wives
expected to be childless (25). While these figures indicate an in-
crease, it is still a small proportion of the population. In addi-
tion, as indices of voluntary childlessness, such figures have a num-
ber of problems. Some young women who indicate they expect to remain
childless may change their minds, while others who do not state this
intention may postpone motherhoad until it becomes a decision that was
never consciously made. Moreover, voluntary childlessness is not
distributed equally throughout the population. It is more common among
.young, educated couples and thus might be a trend for this group though
not for the country as a whole. The percentage of college-educated
Americans is increasing, and some theorists hold that new social trends
are first established among the more educated groups and then spread
more broadly, so it may be that the college-educated is the crucial
group. But even for this group, the cane for a new sccial pattern
doea not yet seem conclusive.

Turning from the unanswered question about whether there la a new
trend toward opting out of parenthood entirely, to the question of
whether there is diminished atisfaction from parenting, the national
Attitude-Toward-Children Study provides interesting data. This study
supplies considerable evidence that married couples in the mid-seventies
still saw the parent role as very central to their lives and a major
source of satilfaction. Children were seen as a means of satisfying
basic psychological needs, the most commonly mentioned being the need
for love, the need for fan and stimulation, and the need to provide
meaning and fulfillment in life. This was revealed both in anowera
to questions about what are the advantages of children and also in
answers to questions about how certain needs ware satiefied through
having children (26,27).
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One set of questions asked respondents how much satisfaction they
obtained from each of several areas of life--their jobs, marriages,
spare time activities, work in the house, and being parents. Though
respondents indicated each area provided considerable satisfaction,
none piled up such unanimous enthusiasm as parenthood. hmong

employed mothers, for example, 94 percent said that being a parent
was a source of a great deal of satisfaction, while only a little
more than half that Many indicated such setisfaction from their jobs
(26).

Another question that wa)included in the study was "How does having
children change a person's life?" This same question had been asked
in the 1957 study, Americans View Their Hental Health (28), in which
a national sample of adults, married and unmarried, were intetviewed,
and also in a 1976 replication of that study (17). In all three
studies--the Attitude-Toward-Children Study, the original 1957 study
of mental health, and the 1976 replication--the answers were pri-
marily positive. The replication study indicated a modest decrease
over the years in the proportion of parents giving a totally positive
answer, from 58 percent in 1957 to 47 percent in 1976. (For mothers
only, the shift was less: from 54 percent to 46 percent.) The
decrease in the percentage of all-positive responses was more evident
among nonparents. In 1957, 56 percent of this group, including both
married and unmarried respondents, gave an all-positive answer; in
1976, the figure was 33 percent. Host notable perhaps in the teplica-
tion atudy was that there was a general change over the years in re,
sponges to all questions, whether about work or marriage or parenthood,
toward greater acknowledgement of problems.

The overall picture provided by the two national studies in the mid-
seventies is that, for most people, parenting is still an important
source of satisfact...an. If there is decreased enthusiasm for parent-
hood, it exists mainly among young men and women who have not yet had
children. However, it is not yet possible to know if the data for
this group reflect values associated with a stage in life and will
change later, or whether they reflect the attitudes of a new cohort.
So here again, we are left to puzzle over the question of whether
or not a new pattern has emerged.

CONCLUSIONS

Does all of this mean that we should give up on the task of trying
to understand how social change has affected parents and children?
No. Three issues have been discussed that impede our efforts: first,
the results of old studies may be misleadiug because the effects of
a pattern may be different when that pattern changes from the unusual
to the norm. Second, we cannot accurately project future outcomes
if we rely on previous research that used inadequate outcome measures.
And third, it is sometimes difficult to detect sociel change, to
differentiate a ripple from a wave.

These problem, are not intrinsic to social science but atem more from
inadequacies in what has been done. While theory baeed research has
been relatively rare, such work lends itself more readily to general-
izations about how the observed patterns operate under changed condi-
tions. Valid outcome measures need to be developed which take account
of the complexity of human behavior. New social patterns can be identi-
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fled with empirical research, and the new interest in obtaining
social indicators on s national scale at regular intervals should
facilitate this taok.

Furthermore, pointing out the pitfalls of working with our present
data base to analyze social change and its effects on parents and
Children should not lead us to believe that it is impossible to draw
any conclusions. But it is important to keep in mind the limita-
tions of the data and the complications in predicting Change. And,
it is hoped, the difficulties of epplying the accumulated research

findings to the present situation will highlight the need to sharpen
our research tools so that one effect of social change will be better
social science.
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Table ' Labor force participation rates of mothers with children
under 18, 1940-1978.

Year Z of Mothers

1978 53.0
1976 48.8
1974 45.7
1972 42.9
1970 42.0
1968 39.4
1966 35e8
1964 34.5
1962 32.9
1960 30.4
1958 29.5
1956 27.5
1954 25.6
1952 23.8
1950 21.6
1948 20.2
1946 18.2
1940 8.6

Source: U.S. Department of Labor (3) and U.S. Department of
Coamerce (4).
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Patterns of Parenting in the Transttion
from Divorce' to Remarriage*
Frank F. Furstenberg, Jr.PhD.
Graham Spanler, PhD.
Nancy Rothschicl, MA

Our perspective on the contemporary family has been radically
altered by a recent infusion of historical evidence on family life
in previous centuries. 'We have long labored under the miscon-
ception that family variation, conflict and instability are by-
products of industrialization and urbanization. Now we know better.
A. far back au statistical records and archival material permit us
to go, we can find unmistakable evidence that family life was always
fraught with tensions, subject to dramatic fluctuations, and full
of diversity. The closer we get to the family of the past, the
more it seems like the family of the present--buffeted by external
forces and divPed by internal strains (1,2,3).

Relinquishing our romantic illusions about the past does not lead'
to a sanguine view of the contemporary family. Nor do we embrace
the comforting, but fatuous, adage: The more things change, the
more they stay the same. As will become clearer later in this
paper, we believ'e that fundamental and far-reaching changes are
taking ns of marriage and parenthood, in part due
to the remarkable rise i rates of divorce and remarriage. Some
regard these transformat ons with concern, even alarm. In making
such assessments, howeve it is useful to retain an historical
consciousness and a mist st of glib comparisons of the crisis-
ridden family of today with the secure haven which we have thought
the family was in times past.

Certainly, no informed observer can question that the family, at
least in the United States, is experiencing some profound alterA7
tions. Aa always, the magnitude of the perceived change dependi in
part on what is taken to be the baseline. Depending upon whether
we begin at the end of the 19th centurrr'the first period for which
we have a large amount of reliable quantitative data, or in the
middle of the 20th century, when we have a such richer variety of
demographic and social information, somewhat different gActures

* This research him been funded by the Administratiou for Children,
Youth and Familia*, Grant 1190-C-1767, entitied "Recycling the
Family: Experiences in Remarriage," awarded to the Center for
Research on the Acts of Nan, Philadelphia.
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emerge. Ironically, short-term family changes--those over the last

few dec es--are much more dramatic than the long-term changes--

those 9er the last century, This is beteuse in the period immedi-

ately ollowing World War II, certain longstanding cyclical trends
were emporarily upset. Age at marriage, Which had been relatively

eta e, plummeted, giving the impression of a "marriage rush."

Pe Which had been on the decline, increased dramatically,

creating the well-known "baby boom:" Divorce rose precipitously

at the end of the war, but then declined to prewar levels. In '

short, for rea'ons which are not.yet well understood, in the middle
of the 20th century, Americana observed an unusually high coMbit-

ment to domestic life. We might think of this period as an era of

mass production of families (4,5).

It is against this backdrop that we now view the past two decades'
as a period of "recession," even "depression," in family formation.
Marriage age has riseirclose to historical highs for women, and fer-
tility has declined to historical lows. Women have moved out of

the home, joining mea in the workplace. It must be conceded that

we are prone to exaggerate these changes because our point of
comparison is the baby boom period. In reality, these changes are
less discrepant with long-term trends in, family formation. Never-

theless, the end of the baby booth signaled some profound changes
which have no historical precedent. The one that we wish to single

out in this paper is the emerging pattern of conjugal succession--
the increasitgly common tendency for couples to divorce and remarry.

Later on, we shall diecues certain implications of serial marriage
ior parents, looking particularly at the different roles of men

and women in the family.

Elsewhere (6), we have tried to show that this pattern of tonjugal
succession is probably related to a series of demographic develop-
ments which have taken place in the past two decades. Briefly

summarized, cur argument is that whereas marriage was oace plopely
bound to departure from the parental home, establishment of a new
household, the onset of sexual activity, and parenthood, today
merriage has become detached from these other transitions. Merriage

no longer serves as the master event in the sequence of family
formation, but is now merely one of a series of increaeingly inde-
pendent transitions that make up the procees of creating a ne .

family. Individuals can leave the parental household, set up, ,

their own residence, become sexually active, cohabit with a member
of the opposite sex, and even haven Child without getting married.
All of these events are discrete acts that may or may not be linked
to the decision to marry.

As marriage has become leas central in the process of family forma-
tion, its meaning has changed accordingly. Matrimony is today
viewed as more voluntary; that is, no longer do we take it so for
granted that a person should Juarry, e"en though most individuals,
in fact, will enter wedlock. IMoreover, marriage is also regarded
as involving a much more con4itiona1 commitment. A subatantial
prbportion of the population jaccepte the inevitability, even the
desirability, of divorce in the event of serious marital discord.

k
From the middle of the 1960' to the present, the rate of divorce has

soared. .In the past two deca es, the annual rate,of divorce (number
of divorces per 1,000 total poulation) has risen from 2.2 to 5.3,
an increase of 241 Percent. We can translate .these divorce figures
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into estimates of the probability that any given couple will termi-
nate their marriage by divorce before oae or the other dies. This
calculation indicates that approximately half of all current narri-
ages will end in divorce (7). In 1950, a quarter of all couples
divorced by their 25th anniversary. In contraet, among couples
marrying in the mid-1960's, it took just 10 years to achieve the
same level of divorce. We would probably not be too inaccurate if
we guessed that one out of four couples marrying today will divorce
before theie eighth anniversary (8). Thus, more ceuples are
getting divorced, and the interval between marriage and Hivorce ia
dropping sharply. The typical divorcee in the 1950's was in her
early thirties, whereas today she is in her late twenties (9).

Partly for this reason and partly because couples delay- childbearing
somewhat longer today, a slightly smaller proportion of divorcee in.-
volve children undenage 18 than was the case in 1960. However,
mnst couples (approximately 57 percent in 1976) have young children
at the time of divorce, add the number opchildren involved in
divorces in a given year more than doubled 'from 1960 to 1976,
rising from 500,000 to 1,100,000. Again, extrapolating from
these annual figures, it is possible to estimate the likelihood of
the child experiencing family dissolution before reaching age 18.
Paul Glick (9) calculates that by-1990 approxinately a third of
all children will encounter a divorce before reaching their 18th
birthday, excluding those casep where parents separate but aever
divorce. Needless to bay, these figures have attracted the atten-
tion ef both policy makers and the social science community. In
the past decade, researchers have conducted a large number of
studies oa the causes of divorce and its consequences for family
functioning (10,11,12,13).

For reasons that are not eatirely clear, almost all of the current
research on divorce regards marital dissolution as a terminal rather
than a transitional status. Even studies that purport to look at the
long-term effects of divorce ignore the well-known fact that most
divorced persons remarry, parents and nonparents alike. Clearly, it
is difficult to understand the consequencee of divorce without exam-
ining the continuing conjugal career of the partnera who terminate
a aarriage.

.

Approximately 75 percent of women and 80 percent of men who divorce
eventually remarry. As the age at divorce has declined, the inter-
val between divorce and remarriage has shortened.' Half of all
divorcees remarry v,jJhin 3 years. No figures exist for the number
of divorced pereo e Who are cohabiting, but ff we added in this
contingent, the p ce of recoupling would undoubtedly look even
faster. It is widely believed that women with children have a
lower probability of remarriage than those without children.
However, this impression is not wholly accurate, because childless
divorcees \ re generally younger, and age is strongly inversely

trelated to he probability of remarriage. Whether they have chil-
dren or not, more than two-thirds of all young women under the age
of 25 remarry within 5 years, although those without children are
slightly more likely to marry sooner than thoae who are anthers.
Children have little effect on remarriage chances among women
between the ages ef 25 and 34; the probability of remarriage ia
approximately .57 within 5 years regardless of their fertility
history. Older women are actually more likely to marry if they
have children (14). In general, then, children from the former
marriage are ant a deterrent to remarriage.
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The number of step-families has steadily increased as the rate of
marital dissolution has enlarged the pool of divorced individuals

with children. There are no precise estimates of the number of

children living in reconstituted families. A conservative extrapo-

lation from data on divorcees with children indicates that approxi-
mately one child in ten is living with a stepparent. Not included

in thia figure are children one or both of whose current biological
parents were previously married and had a Lhild in their former

union. Thus, the number of children who are part of a reconsti-

tuted family (having either half or step-aiblings) is perhaps as

high as one in seven. Elsewhere, I have eetimated that if we
consider the chances of a child entering a step-family by his or
her 18th birthday, the figure might be as high as one of every

five.

Except for what has been learned from clinical etudies and a hand-
fa of small-scale investigations, we have almost no current infor-
mation on the operation of step-families (15,16). Most of the

existing studies are limited in scope and have sampling problems.
With one or two exceptions, all are cross-sectional rather than
longitudinal, that is, they do not follow the experience of adults
and children as they make the transition from divorce to remarriage.
Consequently, we do not have even the most rudimentary information
on how remarriage altere the life situation of the parents.or
affects the well-being of their children.

This paper will furnish information from an ongoing study of the

transition from divorce to remarriage. The study, conducted in

central Pennsylvania, suffers from some of the same methodological
limitations characteristic of previous investigations in that it is

based on a small eample of 210 persons who were not selected on a

random basis. However, the etudy is longitudinal, beginning close
to the point when the participants separated and following them

for a period of 2 1/2 years (17). At the initial interview, con-
ducted within 24 months of the breakup of their marriage; and at
the follow-up conducted about 30 months later, an extensive amount
of information wee collected from the subjects, through structured
interviews, each lasting approximately 2 hours, and through
qualitative caae studies, designed to supplement the formal inter-

viewing. The first wave of the study was directed by Graham
Spanier, who trained and superviged a group of graduate atudent

interviewers. The follow-up was initiated by Frank Furstenberg and

was funded by the Administration for Children, Youth, and Families.
The field work was conducted by the Institute for Survey Research
(ISR) at Temple University; Furstenberg and Spanier worked closely
with ISR on the details'of the data collection and data reduction.

Of the original 210 individuals first interviewed in 1977, 181 were

reinterviewed in 1979. We had anticipated that close to half of the
participants in the centre:. Pennsylvania study would have remarried
by the follow-up, 4 years on the average after the date of separa-

tion. The rate of remarriage was somewhat lower than expected
probably becaur a fourth of the respondents were not yet divorced

at the time o&.the initial interview. By the second interview,

only 35 percent had remarried, but an additional 13 percent were
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living with someone of the opposite sex.* Of the participants
who were still single at this tlme, almost all had divorced. In
the analysis which follows, we have usually combined the cohabiting

and reaarried persons together, because we discovered that their
responses to cayman situations were not markedly different. One
individual had returned to her original nerriage and is not in-
cluted in the analysis which follows.

The Spanier survey focused on adults' adjustment to separation and
divorce. Consequently, it did not contain a great deal of informa-
tion on the situation of the children. The follow-up interview
included nany more questions on the management of parenthood by
both formerly serried individuals and their current spouses and
partners, in the event that they had remarried or were living with
someone by that time. This paper will report, to the extent that
our data permit, how participants altered their parental behavior
over Uwe, contrasting those who reentered relationships with
those Who remained single throughout. At times, we shall also
comment on the situation of the children, although it is important
to keep in mind that such information was provided by the parents,
who may or may not be reliable observe s. Our objective will be
to examine whether and in what manner m n end women are differen-
tially affected in their paienting roles as they move from divorce
to remarriage. Our intention is to expl re what Jessie Bernard
(18) hes called the "his and her view of marriage," extending
these divergent perspectives to divorce and remarriage.

CUSTODY ARRANGEMENTS

No exact figures are available for the United States as a whole on
the disposition of children at the time of divorce. Available
census information suggests that about nine out of every ten chil-
dren in single parent families are living with their mother, and
this proportion has been fairly constant during the receit period
of rising divorce rates (19). However, siace some single parent
families'are created by the death rather then the divorce of a
spouse, amid others result from out-of-wedlock childbearing, we
cannot be certain how precise the ratio of one of ten is for the
specific population of divorced parents. Moreover, the census
figures offer no clues as to whether these custody arraegements
are stable or whether they shift over time Yhen the husband or
wife remarries or enters a new relationship.

Although by no means based on a representative sample, the data from
the central Pennsylvania study provide informatien on the stability
of custody arrangements during the 2-year period of the study. We

* Our results are broadly similar to those of Koo and Schindran (14)
that metherhood is not an obstacle in a weLan's path to reearriage.
Axons the female respondents age 23 to 29, 27 percent of those with-
out children reaarried within 2 years of the date of termination
of their previous marriage, and 28 percent of the mothers remarried
by that point in time. Among the women 30 or older, 13 percent
and 16 percent, respectively, of those without children and those
with children entered renerriage within 2 years. Thus, the major
determinant of the pace of remarriage among the female respondents
was their age rather than whether they have children or not. Our
ample is too smell to rely on these results; however, the similar-
ity between these results and those of Koo and Schindran suggests
that our respondents are not atypical of divorced; d reaarried
individmals generally.
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can also examine how changes in the respondent's marital situation
affect his or her involvement in the parental role. In the analy-

sis which follows we shall first look at the custody arrangements
over time, and then examine the performance of parental responsi-
bilities for men and women separately as their marital situations
change from the initial interview to the follow-up.

Of the 181 respondents who participated in both interviews, 104 (57
percent) had children who were still under the sge of 18 in 1979.
As is shown in Table 1, 80 percent of the children were living with
their mother at Time 1. In another 13 percent of the families, chil-
dren ware split between the father's and mother's care or were in
joint care of both parents. In 6 percent of the cases, the father
heti sole responsibility, while in the remaining 2 percent of the
cases, the children were in the care of someone else, usually a close
relative. Although the great majority of families maintained these
arrangements in 1979, almost a fifth of the respondents reported a
chaoge in custody arrangements.

Table 1 provides information on the direction of these shifts.
Overall, there was a slight decline in the number of families in
which the wife assuned sole responsibility for the children, down
from 80 to 75 percent of the cases. Significantly, there were no
shifts in the six cases where the husband had sole custody at Time
1, while 17 percent of the families in which children were living
with their mother at the time of the initial interview made some
change in custody by the follow-up. In most instances, one or all
of the children went to live with the fathar. Among the small
minority who had less orthodox custody arrangements at Time 1,
there was a good deal of turnover. Host children living in joint
or split custody were located with their mother at Time 2. Actually,
these descriptions of the amount of flux in these families may be
misleading, because some of these :Andrea had in fact been living
primarily with their mother at Time 1 even if they were described
as being in joint custody.

What our data do seem to suggest is that joint or split arrangements
may be either temporary accommodations to external pressures or
makeshift attempts to resolve unsettled conflicts. Whether these
arrangements are made for the child's benefit, we cannot :my from
the data at hand. Clearly, the children experienced the greatest
amount of residential instability when custody was not exclusive.

It eight be expected that shifts in marital status would upset child
care arrangements. Are custody realignments more likely to occur
when the respondents and their former spouses reentered new rela-
tionships? The data from central Pennsylvania provide some support
for this expectation, but the picture is more complicated than we
had anticipated. It was rare for both husband and wife to remain
sinele throughout the study, but when they did, stability in the
custody arrangement was relatively high: more than four-fifths of
these previously married couples had the same arrangement at both
interview points. At the other extreme, when both husband and
wife remarried, there was also a high degree of stability in the
location of children. Again, roughly four out of five couplets
maintained the same arrangement.

Change occurred most frequently among families in which one spouse
renarried and the other did not. Half of these families altered
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their custody arrangement in some way. Whether it was the husband
who remarried or the wife seemed to matter less than the fact that
only one changed his or her marital status, for in both instances
the wife was less likely to maintain responsibility for the chil-
dren.

We know free the reports of the respondents that some of these shifts
were voluntary on the mother's part. Difficult-to-manage adoles-
cents ware mmethess transferred to their fathers, who offered
more discipline than the mother felt capable of providing. It
wee also not unusual for a father to assume custody for a young
son who was havieg enotional problems in the aftermath of divorce.
In some instances, too, a male helped out, when his overburdened
exspouse returned to work, by shouldering more of the child care
responsibilities. However, not all of the changes were consensual.
It seens as though, when males renarried and females did not,
males made a claim for a greater share of child care by arguing
that they could effer a more stable environment to their offepring.
At the same tine, when the wife married and the husband did not,
men made the arguaent that continuity with the children should not
be disturbed.

Adetailed analysis of the small number of cases where the wife
forfeited custody of the child reflects the mixed motives involved.
In the more common case where women retained custody of their
children, they vire more likely to express high levels of satisfac-
tion than those who relinquished some or all of their children to
their former spouse (76 percent of the former were very satisfied
at the follow-up, compared to 45 percent of those who experienced
a custody change). Obviously, though, one cannot characterize the
custody changes with any sweeping generalizations. Some women
clearly felt that the placement of the child with his (or her)
father enhanced their own situations, while others did so only with
reluctance, as indicated in the quotation below.

Interviewer: ...did the kids accept the (second) marriage
pretty early or was that a difficult and slow process and
is it still going on?

Mother: Well, no. All three had accepted him but the oldest one
which it in fifth grade did not accept him at all in the be-
ginning snd so therefore, he decided to live with his
father. The other two, there was no problem at

Interviewer: Was that part of the custody arrangement or was
that something you worked out?

Mother: We worked that out during our divorce proceedings but
it wee all voluntarily. I decided to let the child make
his own decision and it his its ups and downs.

Overall, satisfaction with custody did not vary greatly over the
course of the stady. Parents who were living with their children
usually were pleased with the arrangement at both the first and
second interviews, while those living apart from their children
were typically far less satisfied. Since women usually retained
custody of their children, they were more likely to be contented
with the current child care arrangement than were the men in the
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sample. The sex differences are negligible when the custody
arrangement is taken into consideration. About three-fourths of .

both the 'tales and femalea living with their children were very
satisfied with the arrangement, while nearly two-fifths of the
parents who were living apart from their children expressed dis-
content.

,There seems to be remarkably little awareness of this disparity in
the perspectives of the parents. When asked to report on their
forner spouse's satisfaction with the arrangement, most custodial
parents sensed little dissetisfaction with the arrangeaent. Since

their foraer partners are not in the sample, we cannot check these
perceptions against the actual reports of their former spouses.
However, if we look at the sentiments of the noncustodial spouses,
who are the counterparts of those former spouses, the evidence
suggests that parents who have custody of their children generally
underestimate the discontent of their former spouse. At least in
part, this disparity in perceptions may serve to reinforce the
view of the custodial parents that their former spousea are unwill-
ing to shoulder their share of the responsibility, a view that
will emerge as we present more of the findings from the survey.

Finally, we could discern no clear-cut differences in custody satis-
faction betwten the respondents who remained single during the
course of the study and those who remarried. Satisfaction was

highest among the handful of couples where neither partner re-
tarried, perhaps reflecting the stability of this arrangement,
but the numbers are too small for us to be certain that this finding
ia not a result of random variation. And a change in marital
status during the course of the study did not affect the level of
satisfaction with the custody arrangeaents, for either the parents
living with their children or those living apart from their chil-
dren. Therefore, we are inclined to conclude that remarriage
usually does not alter custody satisfaction, unless it alters the
existing arrangeaents between the former spouses.

CONTACT AND CLOSENtSS BETWEEN PARENTS AND CHILDREN AFTgR DIVORCE
AND REMARRIAGE

Aa might be expected, parents not residing with their offspring
diminish contact with their children during the course of the
study. Table 2 shows this pattern of attrition over time. The

response categories for the amount of contact are not exactly the
same at Time 1 and Time 2, but the drop seems to occur primarily
among parents who were seeing their children fairly regularly, a
few times a month, rather than those who in effect maintained
joint custody, seeing their children at least several times a
week. By the follow-up, the proportion of parents who saw their
nonresidential children several times a month or more had declined
from nearly three-fifths to less than a half, if we rely on the
respondent's self-report (when he or she is the noncustodial
parent) and from 49 to 38 percent if we use his or her reports
about the former spouse's frequency of viaitation (when he or she

is the custodial parent). At the point of the initial interview,
there was a fairly wide disparity between these two figures, but
at the follow-up the aelf-reports and reports about the former
spouoe were quite similar.
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Since SO percent of the nonresideneial parents are males, and given
the small size of ths sample, it is difficult to tell whether
there are any distinct sex differences in the amount of contact
between noncustodial perente and their children. Combining both
respondents' reports About themselves (when they are noncustodial
parent!). and about their spouses (when they are not) provides
enough cases to examine interaction patterns separately for mothers
and fathers who do not live with their children. The data reveal
no distinct differences in the behavior of male and female non-
custodial parents regarding their contact with their children.
Mothers have more contact with their ehildren than do fathers, but
the differences are not sizable or significant.

To what extent does cohabitation or reaarriage contribute to the
general decline in contact between nonresidential parents and
their Children? The results from central Pennaylvanla are by no
means definitive, but they do suggest that remarriage may contribute
to a reduction of contact between nonresidential parents and their
children. In faailies where neither parent had remarried, two-
thirds of the nonresidential parents continued to see their chil-
dren at least a few times a month. In the intermediate situation,
When one parent reentered a relationship and the other did not, 40
percent of the parents living apart from their Children saw them
several times a month or more. And, when both partners had re-
married, only 34 percent of the nonreaidential parents continued
to see their children on a regular basis.

There are many possible rensons why new relationships may intrude on
the maintenence of parental contact and responsibility. Residential
movement is associated with a change in earital status, increasing
the difficulty of regular visits. Individuals who remarry or live
with a new partner may have lees energy to invest in parental
responsibilities because they may be called upon to put their
resources into new relationship, with their partner and step-
children. The assumption of a new relationship may also make it
possible to relinquish ties with children which have been pro-
blematic. Oagoing analysis of_the Centre County study data will
explore these alternative explanations for the decline of parental
responsibilities.

We might anticipate that the decline in contact would adversely
affect the quality of the relationship between the parent and
dhild. Unfortunately, the parent-child relationship was not
measured at the initial interview in such a way as to provide a
good baseline for assessing the change in intimacy over time. In
the 1977 interview, a substantial minority of the nonresidential
parents (42 percent) reported that their relations with their
Children had improved since the separation, but fewer (27 percent)
respondents living with their children were so generous in their
reports about the quality of the relations between the children
living with them and their foreer spouse, who was living outside the
household.

At the follow-up, it was again true that a substantiel, albeit

smaller, minority of respondents reported that ralationa have
improved between them and their nonresidential children, while
their opposite numbers, the residential parents, have harsher
reports on the quality of relations between the nonreaidential
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parent and their children. Whereas half of the females and three-

fourths of the males report that they are very close to their
children who are not living with them, none of the female respon-
dents and only 12 percent of the male respondents who are living
with the children assess their former spouse's relationship with
their children as very close.

We prefer to think of neither view as objective, but rather to
think of each as capturing a certain perspective on the reality of
family life after.diverce. What is apparent is the wide gulf

between the views of the former partners, discrepancy which must
make co-parenting hazardous indeed.

We might wonder at the extent to Which remarriage contributes to
these separate, ard very different, outlooks on the success of the
nonresidential parent in maintaining closeness to his or her
children. Consistent with our findings on visitation, ye have
discovered that in families where neither partner was married,
both self-evaluations and spouse evaluations indicate a closer
relationship between nonresidential parent and children. Where
one or both partners remarried, the quality of parent-child rela-

tions was evaluated less favorably.

Given the small numbers involved and the crudity of the measure,
these findings cannot be taken to be anything more than suggestive.
Horeover, it is entirely possible that the pattern of deterioration
in the tie between the child and the parent outside the home".
which we observe may be temporary. Whether remarriage significantly
worsens relations, and, if so, whether the disturbance is short-
lived, are not completely clear from the data at hand. Neverthe-
less, our data suggest the poasibility that parents who take on
net, family responsibilities are less willing or able to sustain
commitmente to preexisting parental obligations.

PARENTAL RESPONSIBILITIES

We can examine this possibility more closely by looking at the respon-
dents' reports on their own participation in child care, when they
are not living with their children, and their former spouse's
contribution, when he or she is living outside the home. Is there

evidence that parents not living with their children retreat from
an active child care role, particularly when they become involved
in new relationships?

Aeain, our data are too fragmentary to provide any definitive an-
swers, but the disengagement from the parental role seems quite
pronounced for both men and women who are not living with their
children. Data were not collected on the degree of involvement of
the nonreeidential parent at the time of the initial interview;
however, a number of measures were included in the follow-up.
Perhaps the best of these was a question asking the parents, both
residential and nonresidential, to report on how nine child care
responsibilities are divided among possible caretakers. (The

question is reproduced in Appendix A.) Parents were given a card

which listed themselves, their former spouse, varioua relatives,
their current partner, and the children themselves.

Usieg the nine items, a summary ratio was constructed indicating the
contribution of the nonresidential spouse relative to that of
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residential spouse. If participation were equal, the overall
ratio would be one. The lower the ratio, the less the involvement
of the nonresidential spouse. In interpreting the results, it is
important to remember that about half of the sample are residential
parents reporting on the behavior of their former maten and theme
selves; the other half are their counterparts, though not their
actual spouses, who are nonresidential parents providing their
perceptions of their experiences. AA we discovered about other mea-
sures, the views of residential end nonresidential parents do not
coincide completely. Residential parents describe more Waited
involvement on the pert of the former spouse than is indicated by
the accounts of the nonresidential parents, themselves. Table 3
shove just how large the disparity is. Whereas 40 percent of the
residential parents reported that their former spouse had no in-
volveeent in child rearing, only 8 percent of the noncustodial
parents admit to not being involved at all. More than half report
that their involvement is relatively high. (Ratios reaLhing .50
or greater were arbitrarily designated high involvement.)

This difference in perception of parental involvement reflects, in
effect, a "hie" and "her" view, because most residential parents
are females and most nonresidential parents are males. However,
the distortion is a result of the respondent's familial rather
than gender role. Female nonresidential parents displayed the
sane enlarged view of their contribution as males. In short, the
parents saddled with the principal responsibility of child rearing
feel that they do virtually all of the work; whereas the nonresi-
dential parent thinks he or she is making a fairly substantial, if
not equal, contribution. In this respect, divorce may have the con-
sequence of reenforcing traditional gender roles in the family be-
cause women typically retain custody over their childrea.

Soue residential parents prefer to bear a heavier child care burden
because they wish to limit the involvement of their former spouse,
but a substantial minority (40 percent) complain that the child's
otherlarent assumes too little responsibility. Nonresidential
parents, on the other hand, generally voice the feeling that they
have too little respousibility. Here, a gender difference does
appear. Mele noncustodial parents reporting about themselves,
and female custodial parents reporting about their former husband,
generally concur that the male has too little involvement. By
contrast, the small number of females living apart from their
children feel their involvement is about right, While male cus-
todial parents couplain that their former wives take too little
responsibility. Possibly fenales who give up custody find it more
difficult to acknowledge their United maternal role to an inter-
viewer; alternatively, they may feel that they have already paid
their dues. This small, but very special, subgroup deserves mare
examination because it may very well grow in numbers ir the future.

A. responsibility declines, influence over the children decreases.
When asked in the follow-up to report on the degree of influence
that they exert on family decisions, about a third of the parents
living apart from their children reported having a mialmal role;
only a fifth said that their influence was great. The reports by
the residential parent accorded them even less decisionemaking
authority; more than half assigned them little or no influence in
decisions regarding the children. Females perceived that they
had, and were acknowledged by male residential parents to have,
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more influence than sales when they did not maintain custody; but
their role was not as great as they believed, if we rely on the re-
port of the sale custodians. Moreover, nonresidential mothers
perceived a sharper decline in their influence over their children
during the 2 years preceding the follow-up than did residential
fathers. Twide as many (50 versus 24 percent) women say their
decision-makilg role shrunk. Perhaps by virtue of their central
position in the family prior to marital dissolution, it appears
that anthers who do not retain custody assume a larger role in the
child rearing in the period immediately following the divorce.
Eventually, however, they experience the same sort of drop in
decision...making authority as do fathers who see living apart froe
their Children. By the follow-up, the males seem to have already
adjusted to their position as nutsiders. Indeed, as many nonresi-
dential fathers report that their role in family activity increased
as report that it decreased, suggesting that sone leveling off may
eventually occur in the allocation of responsibilities.

Axe the decline of involvement and loss of influence of the nonresi-
dential parent precipitated or merely hastened by reaarriage?
Keeping in mind the problems of sample size, there is some slight
evidence that individuals who remarry take a less active part in
child rearing decisions. In the atypical families where neither
spouse married again, respondents were someehat more likely to
give themselves, if they were the nonresidential parent, or their
former spouse, if they were not, a higher rating on the ratio of
participation in decisions about the children than was true at the
other extreme, in families in which both parents remarried. How-
ever, it is the asymmetrical situations, in which one spouse re-
married avd the other did not, Which provide the most interesting
bit of evidence on shifting roles. Whether or not they were the
custodial parent, respondents who entered new relationships while
former opouses did not, were more likely to acknowledge that the
nonresidential spouses had a Larger role in making decisions than
those in the reverse situation. More than half of the respondents
who married, when their spouse did not, reported that the noncus-
todial parents had increased his or her influence over the past
2 years, as compared to only 13 percent of the respondents in the
reverse situation.

It would appear aa though the nonresidential parent retains a
greater measure of parental responsibility by avoiding a rapid
remarriage. Of course, it is entirely possible that individuals
committed to playing a central role in raising their children are
less likely to remarry or cohabit, precisely because they are
unwilling to face a competing set of demands. Thus, men who resist
raearriage may do so because they are more comaitted fathers and
are sore aware of the difficulties of managing two families.
Similarly, women who retain custody may be reluctant to reenter
marriage if they feel that by doing so the father will gain a
greater measure of control aver the dhildren.

Because a new relationship compels individuals to make emotional in-
vestments elsewhere, a shift often oecuts in the balance of child
care responsibilities. This may either be interpreted as an
abdication when the noncustodial parent marries, or, on the other
hand, if the custodial parent marries, the shift may seem more
like a concession to permit greater involvement by the outside
parent.
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Remarriage also alters the child care pattern for another set of
reasons, having less to do with time and energy and more to do
with doeestic politics. Parents who remain single when their
spouse does not say retaliate by tightening their control over the
children as seems to have occurred in the case cited below:

Noncustodial Father: I have a little boy, Junior. He is six
years old.

Interviewer: How does that work out? How often do you see him?

Noncustodial Father: I haven't
Well, he wee supposed to be
wife put the screws to that
causing little problem: and
trying to upset our wedding

seen him since we got merried.
in our wedding and then my ex-
idea. I mean, she just started
stuff like that....She was
day.

DIVORCE, REMARRIAGE, AND PERCEPTIONS OF PARENTAL COMPETENCE

The final section of this paper examines respondents' feelings about
how well they are menaging their parental responsibilities. The

'data we present should not be'taken as a reliable indicator of the
parent's actual skill in performing his or her role, but only an a
subjective measure of parental self-esteem. Whether feelings of
competence are related to actual performance is an open question,
one that goes beyond the scope of this analysis. Lacking informa-
tion on the children's behavior, these items are nonetheless impor-
tant, for they provide an indication of the degree of gratification
repondents are deriving from the parental role and how the level
of gratification is affected by divorce and remarriage.

Severe/ indicators of perceptions of parental competence were drawn
from * national study of well-being of children, which was conducted
in 1976 by Nick Zill (20) sponsored by the Foundation for Child
Development. For example, parents were asked how often they have
felt worn out or evhausted from raising a family, whether there
have beau times When they have lost control of their feelings and
felt that they might hurc their child, and how they rate their
overall performance as a parent. Table 4 provides the dietribution
of responses to these questions in the national sample and in the
central Pennsylvania sample, and breaks down the data for the
central Pennsylvania respondants,by sex, custody arrangement, and
marital situation. At first glande, it appears that the overall
distribution of responses in central yennsylvania ie remarkably
similar to the distribution obtained in the national survey. In
both the national survey and our study, three-fourths of the respon-
dents gave theaealves a good or excellent rating as a parent,
slightly less than half said that they rarely or never felt worn
out or exhausted, and nearly 90 percent hardly ever or never felt
that they would lose control of their feelings to the point of
physically hurting their child.

These general comparisons may, however, exaggerate the similarities
between out respondents and the national sample of parents surveyed
by 1111. Almost all the members of Zill's saaple were females,
usually the biological mothers of the study child, while nearly
half of the central Pennsylvania sample consists of fathers, most
of whom are not living with their children. When we examine only
the residential *others, sizable differences emerge on two of the
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three items. Central Pennsylvania mothers with custody of their
children are generally sore likely than mothets in the national
sample to say that they feel worn out and to report that they
sometimes lose control of their feelings. They are also leas
likely to feel thin they are good parents. It sho.'d be noted that
our findings that divorced and remarried mothers experience more
difficulties in their parenting role than do mothers in general
ara consistent with Zill's results, when he examine& answers to the
same three questions for parents who were, and were not, previously
married (20).

Not surprisingly, the findings presented in Table 4 reveal that par-
ents who have custody of the children were far more likely than
noncustodial parents to report being worn out at least some of the
time (79 versus 21 percent), and were more than twice as likely to
report that they sometimes lost control over their feelings to the
point of physically endangering their child. At the same time, a
slightly higher proportion of the parents living with their chit-
dren rated themselves as excellent or good in their parental role
than the parents who were living apart from their dhildren (80
versus 63 percent). The picture which emerges from the central
Pennsylvania seedy is that noncustodial parents experience fewer
strains associated with day-to-day child rearing, but they feel
more deficient as parents, probably owing to lower involvement in
the family.

Because women are typically custodial parents, our data show sharp
gender differences Which parallel the differentials reported above
between residential and nonresidential parents, Women are signifi-
cantly more likely to experience feelings of exhaustion and to
report that they sometimes lose controllof their feelings, but at
the sane tine they rate themselves uore favorably as parents.

Unfortunately, there are not enough cases to explore the inter-
action between gender and child custody, but an inspection of the
small number of cases of male custodial and female noncustodial

parents strongly suggests that custody arrangements are more impor-
tant than gender in shaping c!elings about parental competence.

There is the possibility, however, that females who have custody
may experience more exhaustion and loss of control than males,
perhaps because males with children receive more assistance from
their former spouse, relatives, and paid help.

To what extent does entering a new relationship ease some of the
burdens borne by divorced parents? Subjectively, cespondenta who
were remarried or cohabiting seem to feel chat it does provide
assistance. Nearly two-thirds of the respondents who had entered a
new relationship in the preceding Z years stated that it had be-
come less difficult for them to "manage the various tasks of raising
their) children" since they started living with their current

pa ner, While only 8 percent of the respondents replied that

chil&rearing had become more difficult as a result of their domes-
tic Change. One respondent reported:

Hy children, having been fatherless since 1974, were more than
ready. They had several father iusges--what do you call it?--
father figures, along the way, and they were almost always very
open and responsive. But, with him, they were even more....In
fact, there were times when I thought he,was coming to see the
kids....But again, things really jelled at Christmas. After
we had decorated the tree, we sat there very calmly reading the
paper or doing something while the children decorated the tree.
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Yet, we can find little evidence thet people who weroremarried at
the follow-up actually experienced fewer strains in their parental
role. Parents who had custody of their children and who had entered
new relationships were actually more likely to report that.they were
sometimes or often worn out by the burdens of raising a family than
those who remained single (87 versus 76 percent), though they were
somewhat less likely to feel in danger of losfleg control over their
feelings (13 versus 29 percent). Whether or dOt they had custody of
their children, parents who remarried also had a somewhat lower

' evaluation of their parenting success, although the differences be-
\

tween thefingle and remarried groups are not statistically signi-
ietet. It eafbe that remarried parents feel more demands on their

t and energy and feel somewhat less adequate as parents because
of the strains of managing two families. At the same ime, they seem

sto feel that having an additional parent in the home c raper:sates for
\the added difficulties of managing two families.

It is xelevant to note here that in a separate analysis, we examined
whether individuals who had twe families were more likely to experi-
ence strain in their marriage, a prediction ventured by Andrew
Cherlin (21) in his perceptive paper "Remarriage as an Incomplete
Institution." We found little support for Cherlin's hypothesis.
Despite the obvious problems of coping with the anomolous condi-
tions of remarried life, respondents were no more likely to experi-
ence marital problem when they had two sets of children. Although
the difficulties of living in families extended by remarriage are
real enough, individuals nevertheless seem to fashion mechanisms
for adapting to tbee. Indeed, an important but almost completely
uncharted area of research is how families respond to the poten-
tially stressful conditions of co-parenting after remarriage (22).

'

CONCLUSION

0
The data from central Pennsylvania of.fer a provisional view of the
mumgemint of parenthood during the transition from divorce to re-
marriage. Our tentativeness derives from several limitations of
the study: the nature of ehe sampling procedures, omissions in
the information collected in the initial interview, and the diffi-
culties of applying sophisticated analytic techniques, given the
small number of cases. Nevertheless, the data we have assembled
provide a fairly clear impression of the pattern of parentIng
during the first few years after marital dissolution. Wellave
looked at shifts in the degree of involvement of the biological
parents, in response to custody arrangements and rearrangements, as
they *eve from one marriage to the next.

As we have noted throughout the paper, there are conspicuous gender
differences in the management of parenthood after divorce and re-
marriage. The traditional di;141ne of.labor, with women assuming
most of the child rearing responsibilities, becomes even sharper
as aales typically diminish their involvement in the family follow
ina divorce. If anything, remarriage semi) to intensify this
pattern because males frequently reduce their participation in
their first family as they become involved in a new relationstip,
especially if their former spouse remains single. In general, we
found that when individuals, male or female, defer marriage, they
are more likely to share parental responsibilities more equally
then when one or'both remarry.

32



0
340

It wee not completely clear from the data which 1W examined whether
males withdrew from paternal responsibilities or whether they were
effectively loeked out by persistent strains with former partners
who maintained a gatekeeping function. From a previous analysis,
we know that Anntiped conflict between the formerly married couple
strongly affects the level of paternal involvement (23). The
inability of parents to resolve the disputes thit led to the di7
yore* has a powerful and persistent effect on the pattern of parea-
ting after the marriage breaks up. As Paul Bohannon has written
(24, p. 54):

Coparental divorce created lasting pain.for many divorcees
I interviewed--particularly if the ex-spouses differed greatly
on what they wanted their children to become, morally, spiri-
tually, professionally, even physically. Thin very difference
of opinion about the goals of living mey have lain behind the
divorce. It continues through the children.

Limiteeobermunication-end divergent interest& between the custodial
and noncustodial parent, usually the child's mother and father
respectImely, often lead to two separate perspectives on parenting.
Parents living apart From their children feel closer t, them than
they are believed to be by custodial parents. Noncustodial parents
also feel that they perform a larger shire of child rearing respon-
sibilities and have relatively greater parental influencethan
they are given credit for by their Vormer spouse. The "his and
her" view Which prevails in marriage thus becomes widened by
divorce.

The "his and her" perspective on divorce is not, strictly speaking,
a product of gender differences but rather emanstes from the diver-
gent situations of the parent who has custody and dia parent Who
does not. When fathers get custody, they adopt an outlook that is
very similar to that kl most of the mothers in che sample. When
mothers relinquish custody, they have much more in common with the
males who are living apart from their children.

Our data pick up the story too late for us to draw any definitive
conclusions about the causal impact of custody arrangements, but
they suggest the possibility that exclusive custody may contribute
to a decline of involvement on the part of the absent parent,
further complicating the difficult process of co-parenting. A

legal system which sharply circumscribes the rights and responsi-
bilities of one parent in favor of the other inevitably creates
divergent interests, Which ire bound to result in disparate perspec-
,tives onfamily roles. At the present time, these legal solutions
are-being challenged on a number of fronts, nnd the current state
of the law chn best be described aa chaotic and uncertain. The
findings presented in this paper suggest ome considerations fur
those advocating a uew system of allocating child care responsi-
bilities after divorce.

However, we must make note of gaps in our knowledge that limit our
ability to recommend an alternative to the clearly deficient system
in place. In the first place, we mnderetand too little about how
divorce alters preexisting divisientof labor in the family.
Only longitudinal research, beginning before divorce occurs, can
answer the question of how maritaX dissolution affects the assign-
ment of parental responsibilities.

3,20
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We also do not know enough about the conditions which effect the
couple's ability to negotiate with one another about child rearing
practices af ter divorce. A significant minority of our sample
rsported thanges in custody arrangements following the divorce
which were not explicitly sanctioned by the courts. Often these
changes involved the movement of one or more children to the noncus-
todial parent, usually the clild's father. How and why these
arrangements come about and what they mean for the well-being of
the children are topics which we shall, be exploring in further
analyses of the central Pennsylvania study data. Ultimately, our
aim will be to identify some of the conditions which lead to
successful and unsuccessful styles of co-parenting, an area of
investigation which may bave profound importance for decisions
about custody.

We have touched upon the complications created by the remarriage (co
cohabitation) of one or both of the former partners. The presence 4
stepparents or surrogate parents does not noticeably contribute to
wnrnpning rolAtiang betwren the joraerly marriel_Qmple, WC neither
does it necessarila dampen conflicts.* Since our study spans Say
the early years after divorce, we cannot draw any firm conclusions
about the long-term impact of remarriage on parenting patterns..
The slight tendency of nonresidential parents who enter new rela-
tionships to withdraw from their children may signal a transitory
disruption or, alternatively, may reflect an incipient trend toward
fuller disengagement.

The most elusive but intriguing question introduced by these data,
one which figures centrally in reconsiderations of custody arrange-
ments, is whether remarriage alters conceptions of parental respon-
sibility. At the heart of this issue ia the relativk weight of
biological and sociological parenthood and the degree to which
blood ties or legal ties count in the determination of parental
rights and obligations. Is lt possible that if conjugal succession
becomes cosmouplace, parenthood in the future will be governed
more by legal than by biological status?

At present we can detect little indication that biological parents
who reside .away from their children are willing to cede parental
righta to their fopaer spouse's current partner. As males become
more involved in parenting, they will probebly become even less
inclined to relinquish their parental claims following divorce and
remarriage. Ironically, in the course of marriage and divorce,
:won may develop a genuine interest in breaking down traditional
gender roles, if only as a means of guaranteeing enduring ties to
their children.

* Evidence fro: the qualitative wise studies conducted after the
structured interviews leads us tb suspect that the net effect of
new relationships on co-parenting patterns is not conspicuously
positive or negative, but in particular cases the addition of a
new spouse can have either very beneficial or very destructive
effects on the balance of relations between the former spouses.

33 u



REFERENCES

342

1. Hareven, T. K. (Ed.): Transitions: The Family and the Life
Course in Historical Perspective. Academic Press, New York,11717-

2. Demos, J. and Boocock, S.S. (Eds.): Turning Points: Historical
and Sociological Essays on the Famili. The University of
Chicago Press, Chicago, 1978.

3. Tufte, V. and Myerhoff, B. (Eds.): Changing Images of the
Family. isle Uaiversity Press, New Haven, 1979,

4. Cherlin, A. J.: Marriage, Divorce, Remarriage: Changing
Patterns in the Postwar United States. Harvard University
Press, Caabridge, 1981.

5. Masnick, G. and Bane, M. J.: The Nation': Families: 1960-1990.
Joint Center for Urban Studiee of. MIT and Harvard University,
Cambridge, 198.-e

6. Furstenberg, P. F.: Conjugal succession: Reentering marriage
after divorce. In: Life-Span Development and Behavior, Vol.
V., Baltes, P. B. and Brim, 0.G. (Eds.), Academic Press, New
York, 1982 (in press).

7. Weed, James A.: National Estimates of Marriage Dissolution and
Survivorship: United States. Vital and Health Statistics,
Series 3, Analytical Studies, No. 19. tHHS Publication No.
(P115)81-1403, Hyattsville, Maryland. National Center for
Health Statistics, U.S. Department of Health and Human
Services.

8. Plateris, A.: Divorces by Marriage Cohort, (DUN) Publ. No.
(PHS) 79-1912, 1979, 28 pp.

9. Glick, P.: Number, timing and duration of marriages and di-
vorces in the Uaited Sltates: June 1975. Current Population Re-
ports. Series P-20, No. 297, U.S. Department of Commerce,
Bureau of the Census, U.S. Government Printing Office, Washing-
ton, D.C., 1976.

10. Hetiherington, E. M., Cox, M. and Cox, R.: The aftermath of di-
vorce. In: Mother-Child, Father-Child Relations, Stevens, J.
H. and Matthews, M. (Eds.), National Association for the Educa-
tion of'Young Children, Washington, D.C., 1978.

11. Levinger, G. and Holea, O. C. (Eds.): Divorce and Separation.
Basic Books, Inc., New York, 1979.

12. Levitin, T..E.: Children of divorce. The Journal of Social
Issues 35, 1-25, 1979.

13. Wallerstein, J. S. and Kelly, J. B. Surviving the Breakup.
Basic Books, Inc., New York, 1980.

14. Koo. H. P. and Schindran, C. M.: Effects of Children on
Remarriage Prospects of Woman. Journal of Family Issues 1, 1980
(in press).

3



343

15. Welker, K. N., Rogers, J. and Messinger, L.: Remarriage after
Divorce: A Review. Social Casework 58, 276-285, 1977.

16. Furstenberg, F. F.: Recycling the family: Perspective for a
neglected family form. Marriage and Family Review 2, 1-22,
1979.

17. Spanier, G. B. and Casto, R. F.:

divorce: A qualitative analysis.
Context Cause, and Consetmal,
C. (Eds.), Basic Books, Inc., New

Adjustment to separation and
In: Divorce and Separation:

Levinger, G. and Moles, 0.
York, 1979. pp. 241-253.

18. Bernard, Jessie: The Future of Marriage. Bantam Books, New
York, 1973.

19. Sanders, R. and Spinier, G. B.: Divorce, Child Custody and Child
Support. Current Population Reports, U.S. Bureau of the Census,
Series P-23, No. 84, 1979.

20. Zill, N.: liapit Healthy and Insec-are. Doubleday, New York,
(in press). .

21. Cherlin, A. J.: Remarriage as an incomplete inetitution.
American Journal of Sociology 84, 634-650, 1978.

22. Furstenberg, F. F. and Spanier, G. B : The risk of dissolution
in remarriage: An examination of Cherlin's hypothesis of incom-
plete institutionalization, mimeo, 1981.

23. Furstenberg, F.F. and Spanier, G. B.: Marital dissolution and
generational ties. Paper to be presented at the 33rd Annual
Meeting of the Gerontological Society, San Diego, November
1980.

24. Bohanon, P. E. (Ed.): Divorie and After. Doubleday and Co.,
New York, 1970.

3 3



N31,-
Appendix A

Items Included in Ratio of Child Care Responsibilities

In dividing up the various responsibilities of raising (name of
child), can you tell me who generally does What? For example,
looking at Card : (response categories are: respondent,
former spouse, respondent's relatives, former spouse's relatives,
former spouse's current partner, respondent's current spouse/
partner, the child(ren), someone else).

a. Who usually contributes to their financial support?
b. Who usually supervises the children after school?
c. Who usually sees that they are doing their homework?
d. Who ususlly makes plans for their birthdays?
e. Who usually selects their summer camp or summertime activities?
f. Who usually arranges for them to see their relatives?
g. Who usually makes decisions about their religious training?
h. Who usually attends school conferences?
i. Who usually gets involved if there is a serious discipline

problem?
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Table 1. Shiftm in custody arrasgenenta. Centre County, 1977 and 1979

Children at Ties 2 with:

Children at Time 1 (1977) with:

Father Nether

Split Between
Both Parents Neither Parent Total

Father * 5% 8% -- 10%

Minthar -- 83% 62% * 75% w
r.

Sp 1it between Both Parents 11% 232 -- 122 kr t

arear -11 81 _ A 3%

Total 6% 80% 13% 22 100i

(6) (83) (13) (2) (104)

* Percent nut presented due to taall base of subgroup (N<8).
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Table 2. Frequency of noncustodial parent's contact with their children by sex of parent: Centre County,
1,77 and 1979 (based on self-reports and reports about former spouse)*

1977

Self-Report Foreer Spouse

Total Hales Females Total Hales resales

Deily 102 71 292 52 22 192
Few Times a Week 142 122 292 122 102 192
Once a Week 122 262 -- 152 152 122
Yew Times a Month 122 102 292 172 172 192
Once a Heath 62 72 7- 122 142 62
Lee than Once a Month 212 242 142 202 202 192
Never 122 142 -- 192 222 62

N (49) (42) (7) (75) (59) (16)

1979

Self-Report
Report About
Poreer Spouse

Total Males Impales Total Hales Females

Daily 22 32 82 22 22 --
Few Times a Week 142 162 82 152 122 302
Few Tie** a Hongh 242 212 332 212 242 102
Once Month 10% 102 82 122 122 10%
Occastonally Duriog Year 262 322 172 282 262 402
Hardly Ever 62 52 82 102 122 --
Never 102 102 8% 122 122 102
sumer Oaly 42 32 82 22 22 --

N (50) (38) (12) (61) (51) (10)

Totale in this and following cables exceed 104 cases bocaue. of a swell nuabar of families with split
custody
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Table 3. extent of nonresidential parent's participation in child care by sex of parent: Centre County, 19791

(based on self-reports and reports about former spouse)

Self-Report,

Care

Report About Former Spouse
Ratio of Noncustodial Former Spouse's
Care to Custodial Respondent's Care

Ratio of Noncustodial Respondent's
Care to Custodiel Former Spouse's

Total Males Females Total Males Females

Index Score
2

82 8% 10X 40X 36% 60%0

.01 to .49 362 40% 202 44% 46% 30%

50-and-above 1.6X - 52; 702 16% 17% 10%

N (48) (38) (10) (62) (52) (10)

II

li

See Appendix A for nine items from which ratio was constructed.
2

Score of one indicates equal participation of both biological parents;
the lower the ratio, the leas involvement of noncustodial parent.
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Table 4. Parental competence

Frequency o heeling

ll

Worn Out 7
I
on

Child Rai*

by sex, custodial status, end marital history of respondent: Centre County, 1979

Totals from Totals from Sex Custodial Status Marital History
11M-oir
Survey, 1976,

Centre County
3urveyt_1979 Nnles Females Custodial Noncustodial Single Rcalrrled

all time 2% 4% 2% 5% 5% 3% 8%
cost of the time 5% 31 5X 31 3% 41 2%
som times 501 231 691 711 151 50% 301
rarely 30% 271 3/Z 191 191 382 331 212
never 151 171 3/2 21 21 411 121 192

N (1747) (101) (43) (58) (62) (39) (48) (52)

Frequency of Losing
Control and Hurting
-Child

11 IX -- 21 21 21 --
often
40114tiM418 102 131 71 17% 161 81 121 131
hardly ever 352 312 191 402 392 182 332 292
never 542 561 741 411 441 741 521 581

(1747) (101) (43) (58) (62) (39) (48) (52)

Rating of Perform-
ance as Parcnt

121 91 122 72 31 182 101 82
excellent
good 632 641 551 712 771 451 691 592
fair 252 241 291 202 201 291 192 282
poor 12 IX 22 -- -- 31 -- 22
terrible -- 21 2% 21 -- 51 21 22

N (1747) (98) (42) (56) (60) (36) (48) (49)



ihe Father-Infant IRektt1on4lp:
A Fangy Perspective. \

&Ross D. Parke, Ph.D.

Te -fully under-a-Land the changing nature. of women's. relAs-- in the family,

it is necessary to recognize the interdependence among the roles and
functions of all family members. Families are beat viewid as social
systems, and in order to understand the behavior of one member of a
system, the complementary behaviors of other members also need to be
recognized and assessed. As women's roles in families shift, changes
in men's roles in families must also be monitored.

Hen, in their roles as husbands and fathers, influence interaction in
the family directly as well as indirectly. For example, by influencing

the nature of the mother-child relationship, men can influence their
children through chaages in the way in which their wives treat their

offspriag. And in turn, women affect their children indirectly through
their husbands by modifying both the quantity and quality of father-

child interaction (1,2,3,4).

As other papers in this volume by Blake, Hoffman and F.:rstenberg have
documented, the wide range of changes in women's roles in aociety are,
in turn, increasing both the opportunitlea for, as well as the pressure
on, fathers to participate more actively in parenting. The growing

number of women who work outside the home, the increactd mobility of
modern families (which removes families from supportive extended family
networks) , and the greater likelihood of fathers receiving custody of
children following divorce are all examples of changes that are modi-
fying men's role within the family.

Change in the secular sphere, however, ia not the only arena in which
there are shifts that may affect views of men and women in the family.
Our theories of the requirements for adequate "parental behavior" have
shifted, and our views of the important ingredients for adequate social
and cognitive development of infants and children have undergone revision

in the past few decades (1). Challenges to the view that parenting has

an exclusively biological basis continue to appear. In particular, the

elegant studies of Jay Rosenblatt and is colleagues (5,6) have demon-

strated that virgin femele and male rats will show parental behavior in
spite of the lack of hormonal priming, although the behavior is slower
to appear than in hormonally primed females. Rosenblatt sumsts that
the hormones associated with pregnancy, childbirth and lactation are
not necessary for the appearance of maternal behavior. In fact, the
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eliciting cues of newborn pups *ay assume a more important role in
the saintenance of parental behavior than hormones.

In the past, psycholoeical theories of development have severely

Melted researchers' views of the father's potential role in the
fanny system. As the influence of psychoanalytic theory has sub-
sided, with its emphasis on the primary importance of the mother as
the central socializing agent, and on the feeding situation as the
crucial context for the development og social responsiveness, the
father has become increasingly recognized. At the same time, our
current theories of developmenehave shifted to an emphasis on the
importance of sensory and social stimulation for the adequate cogni-
tive and social development of infants and children. Fathers, of
course, are,just as capable as mothers of providing these types of
stimulation, and hence the stage was set for a reemergence of inter-
est in the role of fathers and other social agents in infancy and
childhood.

FATHER'S ROLE IN INFANCY

To illustrate some of the ways in which fathers con .ribute to early
developaent in the family context, let us consider the father's role
in early infancy. A number of questions are relevant here. First,
do fathers play an active role iu early infancy? Second, do they
show similar or different patterns of behavior than mothers? Third,
do mothers and fathers play distinctive roles?

A series of observational studies of fathers and mothers interacting
with their newborn infants and during the first year of life were
conducted. There were a number of encouraging findingsencouraging
in view of the increasing pressures on fathers for participation in
the care and nurturance of infants and children (1,2). First, in the
observations of mothers, fathers and their newborn infants during the
hospital period, it was found that fathers, when given the opportunity,
are interested and active participants. They are just as likely as
mothers to hold their infants, and the types of behavior that they
direct to their newborns are very similar to mothers' behaviors.
Fathers engsge'in a wide variety of behaviors that we generally view
as "nurturant." The similsrities in quality of maternal and paternal
behavior are more striking than the differences (7).

This is not to suggest father as a substitute for mother, but tu make
the point that it is important to study both fathers and mothers
in the context of the family uait. Comparisons of mothers alone with
their infants and fathers alone with their infante in contrast to

seother, father and iufant together in the family triad suggest that
mothers and fathers provide support and stimulation for each other.
Thus, each person's behavior toward the baby is altered. For example,
parents smile at their babies and examine them more in the triad con-
text than when each is alone with the infant (8). Parental affect
and interest is enhanced by the presence of the spouse. In turn these
observations suggest that our understanding of fathers (and mothers)
will be increased bj considering the family triad as opposed to the
heretofore more common research strategy of considering the mother-
child and father-child yade separately.

Role Differentiation in Tnfancy

In spite of the interest4and involvement of fathers, role differentiation
begins early. In studies of relatively traditional families (1), we
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have consistently found that mothers feed and caretaka more than
fathersin both hospital and home. Even when adjustments are mmde
for the Imo= of time available for categiving activities of mothers
and fathers, the same pattern of greater mother participation is
evident (1,2,9). This pattern is present not only in U.S. samples
(10,11) but in other countries, such as Great Britain (12), Australia
(23), and France and Belgium (14) as well. There are, however, wide
individual differences across families in the level of father partici-
pation; and in a later section, soma of the factors thAt modify the
father's contribution to caregiving will be considered.

Are fathers less competent than mothers to care for young infants?
This is a question that we have exaained in recent studies (15,16).
Competence can be measured in a variety of ways: one approach is to
measure the parent's sensitivity to infant cues in the feeding context.
Success in caretaking, to a large degree, is dependent on the parent's
ability to correctly "read" or interpret the infant's behavior so that
his/her own behavior can be regulated to respond appropriately. fo

illustrete, in-thaLitedIng.tentaxitha_parent_attempts.to_lacilitate
the food intake of the infant. The infant, in turn, by a variety of
behaviors such as sucking or coughing, provides the caretaker with feed-
back concerning the effectiveness or ineffectiveness of his/her current
behavior in maintaining the food intake process. In this context, one
approach to the competence issue involves an examination of the degree
to Which the caretaker modifies his/her behavior in response to infant
C1104.

Parke end Sswin (15) found that father's sensitivity to an auditory
distress signal in the feeding contextr-sneeze, spit up, cough--was
just as marked sis the mother's responsivity to this infant cue. Using
a conditional probability analysis, they demonstrated that fathers,
like mothers, adjusted their behavior by momentarily ceasing their
feeding activity, looking more closely to check on the infant, and
vocalizing to the infant. The only difference found concerned the
greater cautiousness of the fathers, who were more likely than mothers
to inhibit their touching in the presence of infant distress signals.
The implication of this analysis is clear: in spite of the fact that
they may spend less time overall in caretaking activities, fathers are
as sensitive as mothers to infant cues and as responsive to them in the
feeding context.

Moreover, the amount of milk consuaed by infants with their mothers
and fathers in this study was very similar (1.3 oz. versus 1.2 oz.;
'respectively), suggesting that fathers and mothers are not only com-
parable in their sensitivity but are equally successful in feeding the
infant based on the &mount of milk consumed by the infant. Invoking a
competence/performance distinction, fathers may not necessarily be as
frequent contributors to infant feeding, but when called upon have the
competence to execute these tasks effectively.

Fathers do have the capability to execute caregiving activities com-
petently even though they generally contribute less tine to this type
of activity than mothers.

Father as an Indirect Influence on Feeding.

Although research on the father's influence in infancy has centered
primarily on the direct impact of the father's behavior (e.g., as a
feeding or stimulatory agent), his influence, in some cases, may be
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indirectly Radiated through the mother or other members of the family
as well. See (3,4) for detailed discussion of this issue. Even
viten they are not directly participating in feedieg, fathers can
indirectly affect this activity by modifying the behavior of the
feedina Agent. The father's indirect role in feeding is illustrated
by Pedersen's (1975) investigation of the influence of the husband-
wife relationship on mother-infant interaction in a feeding context
(see also 17). Ratings were made of the quality of the mother-infant
relationship in connection with two time-sampling home observations
when the infants were 4 weeks old. Of particular interest was
"fetding coepatence," which refers to the appropriateness of the
mother in managing feeding. "Mothers rated high are able to pace the
feeding well, intersperse feeding and burping without disrupting the
baby and seem sensitive to the baby's needs for either stimulation of
feeding or brief rest periods during tAe course of feedings" (18, p.
4). In addition, the husband-wife relationship was assessed through
am interview. Pedersen eummarized his results as follows:

The husband-wife relationship was linked to the mother-infant
unit. When the tat1i was morc supportive Ofthe tother, that
is, evaluated her maternal skills more positively, she was more
ffective in feeding the baby. Then again, maybe competent
mothers elicit more positive evaluations from their husbands.
Ite reverse holds for marital discord. High tension and con-
flict in the marriage was associated with more inept feeding
on the part of the mother (18, p. 6).

Mem, even when fathers are not directly participating in caregiving,
they still nay be influencing the process by their relationehip with
their wives. Feeding, however, is not the only teportant inter-
actional context; another significant context is play.

Flay: Distinctive Roles of Mother and Father

Although mothers participate in caregiving more than fathers, fathers
are not necessarily uninvolved with their infants. Both mothers and
fathers ere active playmates for their infants and children; however,
fathers devote a higher proportion of their tine with their children
to play then mothers. For example, in one recent study of middle-
class families, Kotelchuck (10) found that fathers devote nearly 40
percent of theft time with their infants to play, while mothere spend
about 25 percent of their time in play. Further evidence comes from
Lamb (19) who observed interactions among mother, father and infant
in their homes at 7 to 8 months and again at 12 to 13 months. Lamb
found marked differences in the reasons that fathers and mothers pick
up their infants: fathers were more likely to hold the babies to play
with them, while mothers were more likely to hold them for caretaking
purposes.

Fathers and mothers differ not only in quantity of play, but also in
the style of play. FatherA' play is more likely to be physical and
arousing, while mothers' play is more verbal, didactic and toy-
mediated (see 1,9,20). Mothers and fathers provide distinctly different
types of stimulation and learning opportunities (20). Only by con-
sidering both mother and father as separate but interdependent members
of the fmmily system can we understand early infant development.
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PLASTICITY OF TATAR -MOTHER ROLES

A variety of factors may affect the extent to which the traditional
role alloeations of father as playmate and mother as caregivot
in fact, are valid. Changes in sem-role definitions, work status
of wosen, typef of childbirth and birth status (e.g., prematurity,
perinatal ma ) all are modifi s of both mothers' and fathers'
level of parti ipation in caregi leg and of the amounts of plsy
exhibited by fathers and mothers. Hor-s importantly, these shifts
illustrate the capacity of both mothers and fathers to change their
traditional patterns of behavior in response to new conditions and
demands.

Recent research seggests that certain medical practices, such as
cesarean childbirth, can alter the fathers' level of participation
in routine caretaking activities. In a recent study, Pedaesen, Zaslow,
Cain and Anderson (21) found thst fathers of cesarean-delivered infants
e : ed in significantly aore caregiving_st 5 peAthe_themietbere in
a comparison group whose infants were vaginally delivered. While the
'fathers of'the ceearean-dolivered infants were more likely to share
caregiving reeponsiblities in several different areas on an equal
basis with the mother, fathers in the comparison sample tended to
"help out" with the mothers still meeting the major proportion of
caregiving needs. Other studies confirm this finding (22,23).

The most probable explanation for these findings suggests that
mothers, as a result of the surgery, are unable to aosume a fully
active role in caregiving during the early postpartum weeks.
Fathers, in turn, as a result of their increased involvement in early
care, continue this caregiving activity even after the time that the
mother is able to resume a more active role. Support for this analysis
comes from a recent study by Entwisle and Doering (24) who found that
women who underwent cesarean delivery were lese positive about caring
for their baby than vaginally delivered mothers, at least during the
early postpartum months. These findings illustrate the ways in which
shifts in mether's behavior and needs, as a result of the type of
childbirth, can inflnence the father's level of participation.

Another situation that may increase the father's role in early care-
giving is preaature birth of a baby. Approximately 14 percent of
infants in the United States are born prematurely and an increasingly
large number of these infants are survivies. Having an infant earlier
than expected can be stressful for the family, thereby increasing the
importance of the father's support for the mother. Investigators in
both England and the United States have recently found that fathers of
premature infants are more active in feeding, diaperieg, and bathing
their infants than fathers of full-term babies, both in the hospital
and later at home (25,26). These fathers' more active participation
in caregiving is particularly helpful because preaature infants usually
need to be fed more often than full-term infants and experience more
feeding disturbances. Premature infants also can be less satisfying to
feed and to interact with because they are often less responsive to
parental stimulation than full-term infants. Thus by sharing more than
usual in caregiving, the father of a preaature infant relieves the
mother of sose of this responsibility, giving the mothe some much-
needed rest. He thereby may indirectly influence the 8aby by positively
affecting the relationship between *other and baby. The father's support
is important in other ways as well. Often a premature infant is kept in
the hospital for a period of time, and the father can play an important
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role by visiting and becoaing acquainttd with the baby during this
period. Furthermore, recent research by Hinde, Trehub,
Boukydis, Celhoffer and Barton (27) has shown that mothers who have
supportive husbands tend to visit their premature babies in the
hospital more often) and that mothers who visit stpre have fewer
parenting probleas later than mothers who visit gess frequently.
Again, we *ea that fathers can influence their infants indirectly
by affecting the motoer-infant relationship. Understanding the
father's role in iniant development clearly requires that the
father's behavior be viewed in the context of his roll within the
faaily.

Cha
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es in women's employment status are also resulting in shifts in
th evel of father participation in child care. In a recent nzional

_..)11
ple Plack (28) found that husbands of women who were employed out-

.

side the home devoted significantly more hours per week to child care.
Similarly, sone shifts ia the organization of work schedules can alter
the father's role in child care. In a comparison of men who worked
4 10-hour days a week with men who worked 5 8-hour days, Haitian
(29) found that the men who worked the 4-day work week spent a

i

significantly greater amount of time in child care. These changes
toward father assumption of larger share of child care taska may not
only improve his relationahi with his children, but may also alter
the mother-child relationship by relieving the mother of some of the
routine child care.

The increases in maternal employment outside the home may affect play
patterns as well. . In contrast to the usual finding that fathers play
more than mothers, Pedersen, Cain, Zaslow and Anderson (30) found that
mothers played more with their 5-month old infants if they held a
job outside the home. Sit# the observations took place in the evenings
after both parents came home from their jobs, Pedersen et al. suggest,
that the mother *eyed more as a way of reestablishing contact-with her
baby after being away froa home for the day. One result was that
fathers in these two-earner families had less play time with their
infants. Faaily work organization clearly can affect father's status
as primary playmate. Whether or not these mothers continue to be as
active play partnere as the baby grows older remains unanswered.

Family id 3logy and belief systems are important correlatea of family
role allocations. In a recent study of Australian fathers, Russell
(31) found that a man's sex-role orientation was an important factor
in how much he participated in diaper changing, feeding, and other
caretaking routines. Using Bem's (32) *ensure of sex role and
androgyny, Russell found that the fathers who were andrOgylous, who
described themselves as having both masculine (assertiventss) and
feminine (sensitivity) traits, participated more in daily child care
than did fathers who described themselves as masculine. The

androgynous men took responsibility for daily care 25 percent of the
time, while the maser.line men participated less than 10 percent of the
time in dressing, feeding, bathing, and diapering. The androgynous
fathers also tnterected with their children more overall, playing with
them and reading thee" stories more often than did the more "masculine"

fathers.

Wives' expectations about their husbands' behavior can affect fathers'
behavior as well. Even the.men who viewed themselves as masculine,
tough, strong, and assertive, changed diapers more ..ften if they were
married to an androgynous woman or a woman who'view$d herself as

(1
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masculine. Only when a stereotyPically masculine man was married
to a woman who viewed herself as stereotypically feminine could he
avoid the diaper detail or the fevting routine. Russell's work
reminds us that families distribute child care task* in various
ways. In the families he studied, however, mothers were still the
priaary caregivers, and even the androgynous men played a clearly
se,tondary role in child care. However, some more recent studies
in the United States (33) and Sweden (34) haYe failed to confirm
this relatiodship between caregiving levels of fathers and androgyny.

/ Perhaps the most impressive indications of both the malleability of
roles as well as the need for cultural support of parents--fathers

as *ell as mothers--comes from the recent studies of rolesharing and
reversed role families. In spite of their rarity, these alternative
family arrangements can inform us about the possible roles that
fathers scan play in the family and the possible ways in which fami-
lies can reorganize themselves to providp more flexibility for mothers,
fathers and children.

In one recent study, Russell (31) examined 50 Australian families in
which fathers took major or equal responsibility for child care. In
these families, fathers and mothers shared about equally (55 percent
for mothers, 45 percent for fathers) the full range of child care tasks
such as feeding, diapering, and bathing. In traditional families, by
comparison, fathers rerformed these tasks only about 12 percent of the
time.

These nontraditional role-sharing families have different attitudes
toward sex roles than convencional families. Not surprisingly, fewer
of the role-sharing fathers feel that a mother's place is in the 'home.
And the parents in nontraditional families have greater faith in the
father's ability to care for children. More than 80 percent of the
fathers and 90 percent of the mothers in nontraditional families be-
lieved that fathers could be capable caregivers, although some felt
that fathers were still not as good as mothers. In contrast, only
49 percent of the fathers and 65 percent of the hothers in the tradi-
tional families felt that fathers were capable of taking care of chil-
dren.

There are distinct benefits for both mothers and fathers from sharing
roles. Mothers report increased selfftsteem as a result of the oppor-
tunity to return to work, while fathers who take care of their children
report that their relationships with the children improved.

Other evidence (33) of the effects of these types of alternative family
arrangements on children suggests that children in these families show
higher levels of internality, that is, a belief in their own ability to
control events, than children in traditional families. In addition,
children in the role-sharing families scored higher on verbal ability,
and their fathers set highei educational standards and career expecte-
tiolal for their children than fathers in traditional families. Howeve,,
caution is necessary since parents who reverse roles are a very reent
phenomenon, and evidence suggesting that children from these families
fare better is not conclueive. Such parents may be different in other
ways from parents who maintain traditional roles, and might have
influenced their children differently from "traditional" parents, no
matter which parent stayed home with the children. However, it is
likely that parents who reverse roles are significantly affected by
their choice, and that therefore the nontraditional environment in whih
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their children develop is at least partially responsible for differences
between children from traditional and nontraditional families. As new
family role arrangements become more common and more intensively studied,
the effects of role reversal and other innovations will be better under-
stood.

Moreover, as Russell (31) found in a followup of his role-sharing fami-
lies, only about one-fourth of his fusilier, were continuing yith the
arrangement 2 years after his first Australian study. A number of
factors may account for the small number of families that choose these
alternatives and persist in them. For example, in general men are
still paid more than women so that most families may find that it
Aakes better economic senae for the father to be the breadwinner.

, Men may be reluctant even to request leaves of absence that may
jeopardize their job securityparticularly in times of scarce jobs
and inflation. %In some cases, such as when the mother is breast-
feeding a,child, these role reversals may be difficult to implement
The basic problem, however, may still be one of attitude; as Levine
(35) points out, there is soli the widespread belief that a man
does not belong at home taking care of children. Until there is
some change in this traditional view about the roles that men and
women can or should play in rearing their chiliren, few families
either will try alternative patterns or persist in them for extended
periods of time.

CULTURAL SUPPDRT SYSTEMS FOR FATHERS AND FAMILIES

In the light of the social and economic changes that are promoting
increased father involvement in the caregiving of infants-, it is
important to provide cultural supports for fathering activities.
First, there needs to be an increase in opportunities for learning
fathering skills. These supports can assume a variety of forms ouch
as the provision of both pre- and post-psrtum training classes for
fathers to both learn and practice ceretaking skills, and to learn
about normal infant development (36). Parenthood training, however,

need not wait until pregnancy or childbirth. As many have advocated
both earlier (37) and muce recently (38,39), parenthood training,
including information ab...ut infant development, infant care, as well.
as the economic realities of child rearing, should be provided in high
school, or even at an earlier age in light of the increasing number

of teenage pregnancies. As noted else 'here (2,40) such training weuld

also aid in the prevention of child abuse.

Second, there need to be increased opportunities to praC-tice and
implement these skills. To provide the opportunity to share in the
early caretaking of the infant, paternity leaves should be given

wider support. These leaves could be usefully extended to the preg-
nancy period to permit the father to attend classes and to share in
obstetrician visits with the mother. Other shifts in societal arrange-
ments s,ch as shorter work weeka, flexible ..,rking hours, and split
jobs, whereby a male and female share the same poaition, are all changes
that will inLrease the potential participation of males in fathering.

Another positive change involves modifiLation of maternity ward
visiting arrAngements to permit fathers to have more extended contact

with the newJorn infants. To date, father-infant interaction in the
newborn perivd is largely under institutional control, and as a result
it is frequen,ly hospital policy rather than father interest that
determines tt..2 degree of father-newborn involvement. Although some

3.1;)
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countries, such ae Russia, are still highly restrictive of father-

infant visitstima, other countries such as Denmark and Sweden en-
courses father involvement in labor and delivery, and support frequent
visitation duxing the immediate postpartum period (41). In the United
States, there is an increasing trend toward greater father participa-
tion in both labor and delivery, and the opportunities for contact
between father and infant during the early postpertum period are
increasing.

Hovever, providing the opportunity for contact is only a first
step. Supportive intervention that may aid fathers in learning
caretmking and social interactive skille can be provided during
this early postpartum period as well. Recent evidence of the
impact of hospital-centered intervention for fsthers comes from
an investigation by Parke and his colleagues (42,43). Fathers
viewed a videotape that portrayed other males engaged in play,
feeding amd diapering. In contrast to a control group who saw no
videotape, the fathers exposed to this 15 minute presentation were
more knowledgeable about infant perceptual capacities, were more
responsive to their infants during feeding and play, and fed and
diapered their babies more often at 3 months in the home. However,
the effect held only for fathers of boys; fathers of girls were
unaffected by the intervention. The same sex effect is similar to
other reports of greater father involvement uith sons than daughters.
See Parke (1) fer a review of this research.

Hoiever, efforts to modify father involvement need not be restricted
to the newborn period. In a recent study, Dickie and Carnahan (44)
provided training to mothers and fathers of 4 to 12-month old infants
in order to increase their competence. Utilizing Goldberg's nption
(45) of competence as parental ability to assess, predict, elicit
and provide contingent response experiences for their infanta, these
investigators provided eight 2-hour weekly sessious. Training empha-
sized individual infant variation, knowledge of the infant's tempera-
ment and cues, provision of contingent experiences, and awareness of
the infant's effect on the parents. Fathers who had participated in
the training sessions, in contrast to fathers who had not participated,
increased their interactions with their infants; specifically, they
talked, touched, held, attended more and gave more contingent responses
to infant smiles and vocalizations. The infants of the trained fathers
sought interaction more than infants of fathers in the control group.
However, mothers in the trained group decreased their interactions;
in view of the fact that training did increase the judgments of the
spouses' competence, it is possible that the wives of the trained
fathers encouraged their competent husbands to assume a greater share
of the infant care and interactional responsibilities. Interestingly,
this finding underlines the reciprocal nature of the mother-father
relationship and provides further support for viewing the family as
e social system in which the activities of one member has an Lmpact
on the behavior of other family members. Finally, these data are
consistent with nonhuman primate findings that father-infant involve-
ment varies inversely with the degree-of maternal restrictiveness
(see 46,47 for reviews).

Other studies (e.g., 48) suggest that father relationships with older
infants (12-month olds) can be modified as well. Intervention need
not be restricted to infancy or any other apeeific time period. The
capacity of both parents and infants for continual adaptation to
shifting social circumstances probably overrides the paramount

34 6
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importance of any single time period for the formation of social

relationships (49,50). These demonstrations provide further evidence

of the plaaticity and modifiability of paternal behavior, and suggest

that fathers can learn to adopt new roles as family system evolve

in new ways. At the same time, these studies suggest that more atten

tion needs to be given to aocial support syatems for fathers, as well

as mothers, in order to facilitate their execution of parenting activi

ties. Finally, these atudies underline the value of a multilevel

analytic approach to understanding the father'a role in the family

which recognizes that fathers and families are embedded within a wider

network of social eystems including institutions and communities (51,

52,53).

In summary, fathers do play important roles in the family and are able

to assume new roles as families change and adapt to new social and

economic conditions. Current indications suggest that fathers are

capable of sharing with women many of the tasks of child care, and with

societal support the potential for more equitable family arrangements

may be realized. However, this esaay is only a progress report of a

changing and evolving situation. To monitor these shifts and to assess

how they affect women, children, and men represent an important

challenge for the next decade.
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introduction
Joyce B. Lazar, MA.

The study of both male and female sexuality in Western science has
been hampered by a set of beliefs and myths that have been slow to

chanse. Because it has been a taboo topic both in the drawing
room and in the laboratory, research on sexuality is less than 40

years old. Research on female sexuality has been particularly
vulnerable both to social myths and to the assumptions that men
have made about how women feel or should feel about their sexuality.
Before the turn of the century it was widely believed that women
had no interest in sexual activity other than for procreation,

certainly not nice women. By the end of the first half of the

century it became generally accepted that many women are interested

in sex, but certainly not old women. A generation of women were

raised on a soap opera which asked the question, "Can a woman over
35 still find romance?" Even today, prevalent public attitudes

preclude research and often even discussion.of the sexual behavior
of children, particularly girl children. Research discussed in

the papers presented here this afternoon indicates that sexual
responsiveness begins prenatally and continues throughout the

life cycle.

As Pepper Schwartz points out in her paper, as a result of the
women's movement we have arrived at a greater understanding of

the range of female sexual behavior. The limited research that

exists on female sexuality is still by and large addressed in
quantitative questions of how early, how often, with whom. The

papers presented here today attempt to move beyond that level.
They examine female sexual behavior in the context of the fabric
of the entire life course of women and of their place in society

The paper by Mary Calderone discusses the influence on adult

sexuality of early childhood socialization. Such factors as

birth order, employment status of the mother, birthing conditions
and parental expectations all influence the young girl's gender

development and sexuality. Information n2eds of children also

are discussed.
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Recent research on adolescent sexual behavior, contraceptive prac-
tices and fertility is discussed by Wendy Baldwin. She points out
that while use of contraceptives has increased among teenagers in
the last decade, more than two-thirds of girls who became pregnant
were not using contraceptives. Reasons for lack of use are dis-
cussed in the paper.

In her paper on adult sexuality, Pepper Schwartz recounts the brief
history of research on female sexuality. She stresses the need for
research inforastion on which therapeutic interventions can be
based. The paper also emphasizes the need for conceptualizing
research on sexuality within a broader theoretical framework. In
particular, both social power and interpersonal power are seen
la isportant to female sexuality, as well as to the sexual abuse of
women.



Womert Sexuai Aspects of Met Sodatization
h Childhood-By Parents, hstitutions, Media
Mary S Calderone, MD., M.P.H.

Wtatever happens to a woman in her childhood (0-12 years), that relates
specifically to being female, will have profound repercussions in
adolescence and adult life. This is also true for wales, of course.
In the past 15 years the knowledge coming from research in the broad
field of sexuality has been such that, at last, we can state with confi-
dence a number of its defining parameters, beth developmental and
behavioral. It is now a subspecialty, with an ,Aserican College of Sex-
ologists, an Association of Sexologists, sajor departments in medical
schools arid universities, and no less than 20 scientific periodicals in
a field Vhere 15 years ago only one existed.

A brief paper can only outline the barest essentials in the sketchiest
of forsats to present soma idea of the process of sexual socialization,
who psrticipates in that process and how, and the nature of the results
of that participation, whether positive or negative.

In doing this some of the constants and some of the major variables in
the progressing process for sexuality will be noted.

FACTORS IN SEXUAL SOCIALIZATION

1. Order of birth. Most parents are quite unaware of the importance
of this variable. Following are some factors to be considered, in order
of their possible impact from positive to negative.

The girl say be:

a. an only child. Women who are only children or first children
followed by brother(s) have been shown to have specific advan-
tages in development, particularly in their relationships with
their fathers. Lozoff showed that these advantages are mani-
fested in various positive intellectual and personality

V characteristics (1).

b. a first deu hter after one or more brothers. This birth
order probably offers similar advantages unless additional
daughters are born, in which case the advantage might be
somewhat diluted.
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c. the eldest or youngest of several daughters.

d. neither the ldest nor the youngest of several daughters.

e. ueither the eldest nor the youngest of several daughters who
are followed by a brother. As soon as there is a cluster of
daughters, in most families their individual values tend to
be absorbed into a collective one and most advantages cancel

out or are diluted.

2. Mother is a housewife who does not work :sutside the home and survives

to the woman's adult life.

3. Mother is a houaewife who works outside the home and who survives to

the woman's adult life. A positive maternsl influence ia additive with

that of the father.

4. Mother does not survive beyond the woman's childhood. Research on

the last three conditions is not available but it can be hypothe-
sized that the variables of personality structure of the mother,
of her working or not working outside the home, and surviving or not
surviving through her daughter's girlhood, might be important factors.

5. Circumstances of birth process. Was the birth easy and natural or

difficult with anesthesia? Was the baby premature or born by cesarean

section? The important variable here is an immediate post-birth oppor-

tunity for pair bonding.

An interesting and unexplained finding of Klaus' (2) is that 28 to
31 percent of abused children were born prematurely, contrasted with
a 7 percent premature rate in all live births. One explanation is

that immediate post-birth experiences that would provide the oppor-
tunity for pair bonding with one or both parents, particularly learn-

ing experiences with a first child, constitute an important variable.

6. Primary sexual socialization hy_parents.

a. Gender identity. This is a procees, carried on by the parents
quite uncensciously, by which they indicate to the child his
or her gender, so that usually by age 18 months to 2 years,

at the latest, even the nonverbal child is usually aware

that "I am a girl" or "I am a boy." The parents apparently

program the child's gender identity, correctly for the most

part, by numerous cues, verbal and nonverbal. Fathers have

been shown to handle their baby daughtera differently from

their baby sons. Pronouns "him" and "her" applied to the
baby eventually serve to indicate to which collectivity the

child belongs. Here it is obvious that the parents must be
absolutely sure of the child's correct gender identity. On

rare occasions there may be ambiguous appearing genitals Which

could cloud parental sureness, or poseibly one parent, the
mother especially, nay have so wished for a child of the ()pin,-

site gender that cues to the child about his or her real gender

are blurred. In either case, this might be a poseible beginning

for later transsexualism. We do not know why there are more
male-to-female transsexuale than the reverse. The ratio is

probably twe to one (3).
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\b. Gender role. This relates to the development of the "fem-
ininiiiiliWT-Ef being female. What is the baby girl taught

e as to th kind of girl her parents would like her to be?
the boy in our society is taught strongly about boyish-

in particular never to do or be or feel like 1 girl, the
rse is not so powerfully demonstrated to the girl child. A

mboy" is rarely called that any longer, and in any case not
joratively. The concept of female gender role is certainly
p for grabs" today because it is changing although girla are

s ill likely to receive messages that boys are.better or are
m re valuable than girls (4).

* C . oto-sexual res onsiveneas. A third component relating to the
s xual socialization of the child deals with the sexual respon-
iveness that is built into humans. We now know that in the

uterus the male fetus has regular periodic erections (as he will
throughout life), and though there are no intrauterine obser-
vations of similar phenomena in the female fetus, there are
studies showing that the newborn infant girl's vagina begins
very shoitly after birth the periodic lubrication that will
continue until menopause (5). Sexual responsiveness is shown by
many infants with orgasm-like reintions that can be produced at
will in the earliest months of infancy, as well as later in
childhood. Thus we recogntze that the sexual response system
functions from birth, as contrasted with the reproductive system
which will not begin functioning until puberty.

The componeats of sexual responsiveness in the infant and young
c4i1d are not so specifically oriented to genitality as rhey
are in the adolescent or adult. It is p diffuse pleasure, focus-
ing in skin-to-skin contact, in sensory pleat:lures of various
kinds and a sense of well-being, and in the genital pleasure
mentinned above. Between 6 and 18 months almost all children
learn how to produce genital pleasure for themselves, and this
is where real difficulties arise. Because of the lack of under-
standing of the importance of genital pleasure in the child's
sexual evolution, it is not accepted by most adults. Yet between
the ages of 6 and 18 months, noninterference by parents is
essential, at least to the extent that there is no punishment
and no indication of discomfort or censure. Particularly impor-
tant in this period are the attitudes about the excretory func-
Cons, which should be related to positive, or at least neutral,
rather than negative attitudes of distaste, disgust, and the
like.

Between 18 months and 3 years, acceptance of the capacity of
the infant for sensory and genital pleasures must continue,
with emphasis now increasing on socialization for privacy.

k
There are three ways by wh Dch parents need to safeguard theft
child's evolving sexuality in acknowledging the child's eroto-
sexual manifestatiocs. The 4z.st is by naming the genitalia
accurately at the same times and'in the same correct and respect
C 1 -manner as other parts of tt body are named. One particular
di culty is with girl childrea. Up until fairly recently
parents failed completely in this task, having been given no
language with which to acknowledge the genitalia of their girl
children. So we find mothers who have learned to acknowledge
that brother has a penis, but in trying to do,the eame for the
girl they say, "And you have a vagina," something that is totally

3 5 /
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beside the point because what good is a vagina at that age? It

cannot be mien and touchins it brings little if any response.
The mother never shows the child exactly where it id, so it
remains a vague concept for the child. What is needed here is
acknowledgement of the clitoris analogous to the penis as an
organ of plealsure, and identification of it with the help of a

)mirror. The second safeguard is the continuation of socializa-
tion for total privacy so that the child does not expose herself
to nmwittingly damaging reactions of disapproval if she has
not bwen taught to continue explorations of her body in privacy.

Another step toward acknowledging the existence of the girl's
sexual sy.tem is specifically to relate the genitalia of both
boys and girls to their future pubertal and, of course, elective
reproductive functions.

To recapitulate, by the age of 4 it is essential for the girl

child to have had her entire generative apparstus validated
the parents' (a) by naming the externalparts accurately and
identifying them with a mirror, (b) by accepting their present
pleasure function and protecting the child by teaching her pri-
vacy, and (c) by specifically relating the generative apparatus
of both males and females to future elective reproductive func-

\
tion. .

7. Agesii.,to-&-years. This phase is critical, becaude It is between

the agris of 4 and 6 that the child =yes out of ,the home, coming into
contact with peers in the outside world and getting to know other fami-

lies. The child begins openly to express the need to solidify her oirn
sense of self-acceptance and of being okay, by "looking- at others.
This is when we see children "playing doctor." We need to recognize t-hat
part of this universal childhood preoccupation telates to making surt
that one's self is normal and that there are others who are like oneself,
as well as getting clear exactly how the other sex is constructed.

Looking and seeing and some tou-hing with othnrs be.ides one's brothers
and *asters are important for these contacts are reassuring and solidify

self-other concepts and self-esteem. The self-protective concept can be

emphasized now; that is, the girl has an absolute right to say no to

anyone who wishes to touch her body.

8. The prepubertal child. The child from 5 to 12 is ih a period sf
rapid cognitive learning, which means it should have absolutely correct
facts about every phase of life, including the sexual and the reproduc-
tive phases (6,7). This information should come directly from parents,

but it can be backed up by schools. Because of the heavy emotional

content of this area, I think most people wo9ld agree and emphasize that

the parents ought to be prepared to be the pimary sex eductors of
their children, with the schools serving as Complement and supplement to
provide, or broaden, the scope of the information available. In school '

*discussions, helping children to reconcile their information with
their experiences and their feelimgs in order to turn that information
into knowledge, can also serve to prepare them for the sr rmy period of

adolescence.

If we haqe helped families acquire the sexual information and needed
positive attitudes so that they can become transmuted into knowledge,
and to feel comfortable about this knowledge and about their child's
sexuality, they will be able to incorporate their own religious values
into this knowledge and impart tt to their child as sexual wisdom, which

the child can accept.

351,8
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SUMMARY

I have brought the girl child, and by implication alao the boy
child, to the moment of adolescence. That'I leave them there indi-
cates not only that adolescence is one sphere of life that has
already received a great deal of study, but also that all I have
described is the absolute minimum necessary for a strong foundation
for adolescence (8). Study of adolescents has not been very produc-
tive in terms of learning how to serve their needs, and this surely
is a reflection that these efforts are too little and too late.
They reach young people at a moment when many stresses of living
are competing forces. Adolescents are coping with the bodily changes
that most do not understand, separating from their parents, finishing
their education, learning how to hold jobs, and developing their own
capacity for intimacy. Many have not had the benefit of a sound
foundation in the kind of treatment parents and society have accorded
their sexuality es infant, child, and preadolescent.

AA to the role of institutions such as schools, and the role of the
media, I shall simply say that with very few exceptions the schools
are without strength at this time, reflecting the enormous division
of opinion and the lack of cohesiveness of the society. We must
look elsewhere than the schools to do more than a token job in the
social sexualization of our children. As to the media, where the
media is not exploiting the sick and unreal aspects of human
sexuality, it is giving it a sugar-coated treatment, calories with-
out nutrition, "educational" programs empty of true education about
sexuality. It remains then for the family to continue doing what
it has been doing for centuries, but to be helped to do it much
better and more wisely, because of more information, knowledge, and
wisdom, as thees:. have and continue to become available. The family,
constituted in no matter which way, is the soil in which every new
life has to grow, and it can grow onW in that soil. We have all
kinds of families today. Any group calling itself a family is one,
and shculd be accorded the recognition and support due one. We have
mother-alone families, some headed by a teenager. We have father-
alone families; and we have families,headed by two mothers, aad
_eventually we will have more families headed by two fathers. We will
also have families of uurelated people. After the ordinary needs for
nurture, food, clothing, shelter, and education are met, the chief
mission of any family is to teach its members how to give and receive
love.

Where shall we begin? One age group is peculiarly sensitized to
absorbing the concepts of how child sexuality really de elope: the
group between approximately 16 and 30 years of age, the immediately
preparental or newlrparental group. We must address ourselves to
this group, in particular to preparents and parents just beginning
their families. Bpth groups need to be sensitized to becoming parents
in ways that will;lead to openness and to new concepts. These are two
groupa we must riach in some pilot programs that will consider the
sexuality, the 4tural, beautiful sexuality of their children, which
needs a fruitful soil in which to grow. A group of the clergy working
with SIECUS has put it this way: "Parents should be taught to bless,
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honor, conserve, dignify, and celebrate their children's sexuality:"

Parents who do this on behalf of their children. will be doing it also on

behalf of themselves, and their own sexual livmi will benefit thereby.

What has been said here can be applied specifically to wome4, but
equally specifically to men, and to the needs of both. One cannot

talk about one without the other.
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Ado lexent Sexual and Reproductive Behavior
Wendy H. Bakiwin PhD.

INTRODUCTION

The estimated 1 sillion pregnancies a year to women under 20 are
accounted for by the more than 4 million sexually active young women.
A quick calculation leads one to suspect that teenagers,are at high
risk of becoming pregnant if they engage in sexual activity, and so

they are. While few married adult women expose themselves to the risk
of an eawanted pregnancy, contraceptive practice among adolescents is
less regular and less efficacious. This is one reason that adolescent

exual behavior has been the subject of increased attention in the
past decade. During this time, women under age 20 contributed about
600,000 births a year in the U.S., or 15-20 percent of all births.
Increasingly, births to teens were out-of-wedlock, and the social,
econcedc, personal, and societal impact of teena,e births was widely

felt, recorded, and analyzed. Adolescents have accounted for one-

third of the legal abortions annually, a figure that has topped
400,000 in recent years (Table 1). How many teens are sexually

active, amd how and why do they contracept? Why is sexual activity

so often followed by pregnancy? Before answering these questions,

aeotlier qumstion must be addressed: how do we know anything

about teenage sexual behavior?

SOURCES PIM QUALITY OF DATA

The neaber of births ie obtained from State records of births, records
which Include the mother's age, and in ome states, her marital states,

along with other information. Abortion data come from reports of

hospitals, clinics, and doctors performing abortions. Information

about adolescents' sexual behavior generally comes from surveys, the
moat prominent of them being the Johns Hopkins surveys, conducted in

1971, 1976, and 1979. They are all national samples, but in 1979,

data are available only for metropolitan areas. Can one believe an-

swers given to surverys about intimate behavior? Probably. ,Answers

can be checked against vital records to see if implied ratea are "be,

Useable and the internal consistency of replica can be studied.
There is such internal consistency that it is difficult to believe
that wholesale fabrication of data is taking plece. Large numbers of

erne mean that if someone shades the truth froa time to time, there

is little overall effect. Amore serious problem comes from those Jho
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Table 1. Childbearing and abortion in the U.S. - 1970-1978

1970 1971 1972 1973 1974 1975 1976 1977 1978

Total nuaber of
births 3,731,386 3,555,970 3,258,411 3,136,965 3,159,958 3,144,198 3,167,786 3,326,632 3,333,279

Number of births
to women
under 20 656,460 639,520 628,362 616,957 607,916 ' 594,860 570,672 570,609 554,179
under 15 11,752 11,578 12,082 12,861 12,529 12,642 11.928 14,455 10,772
15-17 223,590 226,298 236,641 238,403 234,117' 227,270 215,493 213,788 202,661
18-19. 421,460 401,644 379,639 365,693 361,2/2 354,9f8 343,251 348,366 340,746

Percent of births
to women under 20 17.5 18.0 19.3 19.7 19.2 18.9 18.0 17.2 16.6

Total number of
out-of-wedlock
births 398,700 401,400 403,200 407,300 418,100 447,900 468,100 515,700 543,900

Number of out-of-
vadlock births
to women under 20 199,900 203,600 212,200 215,800 221,400 233,500 235,300 249,800 249,100

Percent of out-oi-
lier:flock births

to women under 20 50.1 50.7 52.6 53.0 53.0 52.1 50.3 48.4 45.8
Percent of all births

to women under
20 thmt were out-
of-wedlock 31.5 31.8 33.8 35.0 36.4 39.3 41.2 43.8 44.9

Total number of
abortions n.a. n.. n.a. 74.4,610 898,510 1,034,170 1,179.300 1,320,320 1,409,600

Percent of abortions
to women under 20 n.a. n.a. n.a. 32.6 32.5 32.9 32.1 11.3 30.0

Humber of abortions
to women under 20 a. 11.. 11 . . 243,440 293,420 342,300 378,500 413,410 422,900

Sourcoe: National Center

n.a.: pot available

for Health Statistics (1,2,3,4,5,6,7,8,9,10), and Forreat, Sullivan. and ?Leese (11).
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do not participate in these surveys. Since they may include young
woman living "on the otreet" and likely to be more active aexually
as well as those whose parents refus their participation and are
probably less active sexually, it is difficult to knob/ the total

effect on survey results with any certainty. But the figures given

are from samples and are, therefore, estimates- Clinic data and
other data from special sources cosplete the picture. Such data

often say.be richer in content but sore limited in scope, numbers
of cases, and representativeness. All types of data may be used to
help describe and explain adolescent sexual behavior.

SEXUAL ACTIVITY

Let me return to the sexually active adolescent, and in keeping with
the focus of the conference and the weight of the available data, we
shall limit ourselves to adolescent females. National data from 1971
and 1976 showed an increasing proportion of young women engaging in
sexual activity before marriage, and a declining age of first inter-
course (Table 2).

Table 2. Percent of never married loosen in the U.S. experiencing

sexual intercourse, 1971 and 1976, by age and race

WHITE

1976 1971 Percent of Change

15-19 30.8 21.4 43.9

15 13.8 10.9 26.6

16 22.6 16.9 33.7

17 36.1 21.8 65.6

18 43.6 32.3 35.0

19 48.7 39.4 23.6

BLACK

1976 1971 Percent of Change

15-19 62.7 51.2 22.5

15 38.4 30.5 25.9

16 52.6 46.2 13.9

17 68.4 58.8 16.3

18 74.1 62.7 18.2

19 83.6 76.2 9.7

Source: Zelnik (12).

By 1979, the proportion who were exually active had continued to
grow, although there appeared to be no change in age at first later-

course (Table 3).



378

*le 3. Percent of never married vmmen in metropolitan U.S.
experiencing sexual intercourse, 1971, 1976, 1979

Percent of Change, 1971-1979 1979 1976 1971

15-19 +66.7 46.0 39.2 27.6
15 +56.2 22.5 18.6 14.4
16 +80.9 37.8 28.9 20.9
17 +85.8 48.5 42.9 26.1
18 +43.3 56.9 51.4 39.7
19 +48.7 69.0 59.5 46.4

Source: Zelnik and Kantner (13, Table 1).

It appears that just under half of women 15-19 engage in sexual
activity before marriage. When a comparison is made between 1976
and 1979 (metropolitan areas only), it is clear that the increase
in sexual activity is mmong never-serried whites. The prevalence
of premarital intercourse is clearly higher for blacks, but the
behavior of whites is changing sore (13). Differences in sexual
activity between blacks aad whites are greatest at the youngest
ages, a fact mirrored in the differences in age-specific birth
rates (Tables 4a and 4b*).

Table 4a. Birth rates for women less than 25 in the U.S., 1970-1978,
by race

ALL WOMEN

1970 1971 1972 1973 1974 1975 1976 1977 1978

20-24 163.1 149.1 128.8 119.4 117.7 113.6 110.9 114.0 111.4
15-19 69.7 66.1 63.0 60.4 58.7 56.7 53.8 54.0 52.5
18-19 112.2 104.3 96.1 90.8 88.4 85.1 81.0 81.7 80.1
19 126.0 116.1 105.0 98.5 96.2 92.7 88.7 89.5 88.0
18 98.3 92.4 87.1 83.1 80.5 77.5 73.3 73.8 72.2
15-17 41.5 40.6 41.0 40.2 39.0 37.7 35.8 35.6 34.1
17 66.6 64.2 63.5 61.5 59.7 57.3 54.2 54.2 52.4
16 38.8 38.3 39.3 38.8 37.7 36.4 34.6 34.5 32.7
15 19.2 19.2 20.1 20.2 19.7 19.4 18.6 18.2 17.2
14 6.6 6.7 7.1 7.4 7.2 7.1 6.8 6.7 6.3

* Single year of age data are unavailable for blacks. Table 4a
presents data by single year of age of all women, whites, and all
other. Table 4b presents grouped data for blacks.

jGo
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WHITE

1970 1971 1972 1973 1974 1975 1976 1977 1978

20-24 158.6 143.9 123.7 114.3 113.0 108.7 106.1 108.9 105.4

15-19 59.0 55.2 52.3 50.3 49.1 47.4 45.1 45.1 43.7

18-19 99.6 91.7 83.8 79.0 77.3 74.3 70.9 71.2 69.6

19 114.0 103.9 93.2 87.1 85.5 82.2 78.8 79.3 77.6

18 85.2 79.5 74.4 70.9 69.0 66.3 63.0 63.0 61.5

15-17 32.0 30.9 31.3 31.0 30.4 29.5 27.9 27.7 26.5

17 54.3 51.8 51.2 50.0 48.7 46.9 44.3 44.1 42.6

16 29.0 28.6 29.5 29.5 28.9 28.1 26.6 26.4 25.1

15 12.6 12.4 13.2 13.6 13.5 13.4 12.8 12.6 11.8

14 3.6 3.7 4.1 4.3 4.3 4.4 4.2 4.1 3.9

ALL OTHER

1970 1971 1972 973 1974 1975 1976 1977 1978

20-.24 189.9 179.7 159.8 149.2 143.7 140.4 138.0 142.2 142.3

15-19 133.4 129.1 124.7 118.4 112.4 107.6 101.7 101.6 98.4

18-19 186.8 178.5 168.3 158.2 150.8 145.0 137.0 138.3 136.0

19 197.7 187.9 175.0 164.0 156.5 151.0 143.6 145.3 143.5

18 175.8 169.1 161.5 152.3 145.0 138.9 130.4 131.3 128.5

15-17 97.9 96.2 95.4 91.6 86.9 82.7 78.1 77.3 73.4

17 139.3 135.8 133.7 126.5 120.4 114.5 108.0 107.4 103.5

16 96.3 95.3 95.6 91.6 86.8 82.3 77.6 77.0 72.5

15 58.0 57.6 58.2 57.0 53.6 51.2 48.6 74.4 44.1

14 23.8 23.6 24.1 24.5 22.8 22.1 20.5 20.0 18.5

Sources: National Center for Health Statistics (1445,16,17).

Table 4L. Birtn rates for black women less than 25 in the U.S.,

1970-1918

1970 1971 1972 1973 1974 1975 1976 1977 1978

20-24 202.7 187.3 166.2 154.6 148.7 145.1 143.4 147.7 147.5

15-19 147.7 135.1 130.8 124.5 118.3 113.8 107.0 107.3 103.7

18-19 204.9 193.8 181.7 169.5 162.0 156.0 146.8 147.6 145.0

15-17 101.4 99.7 99.9 96.8 91.0 86.6 81.5 81.2 76.6

Source: National Center for Health Statistics (9).

But now that we have reviewed data on the overall numbers, the rates,
the racial differences, and the trends, does this help us picture

the sexually active teen? Perhaps the data on frequency and number

9f partners will help. Drs. Zelnik and Kantner (13) note that about
12 percent of the sexually active have had sexual intercourse only

once. Among those in 1976 who were no longer virgins, almost half
had not had intercourse in the 4 weeks preceding the survey, and an
additional 25 percent had had intercourse only once or twice
(Table 5).

3 6 b
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Table 5. Sexually experienced never married women 15-19 by fre-
quency of intercourse in 4-week period by race and age

NUMBER OF TIMES

0 1-2 3-5 6 or more Total

1976
All 47.6 25.4 11.7 15.3 100.0
White 49.2 21.2 12.2 17.4 100.0
Black 49.3 29.2 14.1 7.4 100.0

1971
All 39.6 30.2 17.4 12.8 100.0
White 38.3 30.1 17.6 14.0 100.0
Black 40.1 34.0 17.6 8.3 100.0

Source: Zelnik (12).

(For comparison, among white married women, only 5 percent had not
had sexual intercours, and 6 percent had had intercourse only once
or twice in a comparable period for 1975 (16). In regard to
premarital scx, one-half of the teens had had only one partner
(Table 6).

Table 6. Sexually experienced never married women 15-19 by race
and number of partners ever

NUMBER OF PARTNERS

1 2-3 4-5 6 or more Total

1976

All 50.1 31.4 8.7 9.8 100.0
WhJ.te 52.9 28.0 7.8 11.3 100.0
Black 40.2 42.0 11.8 6.0 100.0

1971
All 61.5 25.1 7.3 5.6 100.0
White 61.6 22.9 8.5 7.0 100.0
Black 61.4 28.9 6.9 2.8 100.0

Source: Zelnik (12).

Why is frequency of sexual activity and number of partners of
concern? Both dimensions of sexual behavior help researchers
interpret the risk of pregnancy ly improving our understanding
of the extent to whiea teena are exposed to the riak of preg-
nancy. Such data also reflect on the teen's contraceptive
needs and the milieu in which contraceptives will be used. For

example, one could argue that occasional sexual activity is less
compatible with the regimen of oral contraceptive use than is
regular sexual activity (17).
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When these features of sexual activity are considered, the com-
parison of blacks amd whites becomes evesi more interesting. The
likelihood that a black adolescent women will be sexually active
la clearly higher than it is for a white, and she is likely to
begin sexual intercourse at an earlier age, but once initiated,
her behavior looks in many ways more conservative. The black
adolescent is less likely to have had many partners (6 or more).
Tta average number of partners in 1976 was 2.8 for whites and
2.4 for blacks. As noted before, frequency of sexual intercourse
(as measured in the 4 weeks preceding the survey) was low but
notably higher for whites, 3.0 for whites compared with 1.7 for
blacks in 1976 (18).

An intriguing problem of separating cause and effect in cross-
sectional data,appeare in the analysis of sex, contraception,
end marriage plans, and the case is most clearly observed for
whites. Sexual activity is most frequent for those using a
medical method and for those with marriage plane. Perhaps the
security of a medical method reduces fear of pregnancy and
increases sexual activity, but the concomitant relationship
with marriage plans leads one to suspect that an anticipated
wedding both reduces barriers to effective contraception and
increases sexual activity as pressures to hide sex--or the per-
ceived costs of a pregnancy--are reduced (13).

Data on frequency and partners paint a fairly conservative picture
of teenage sex. Sex--as Drs. Zelnik and Kantner point out--is
more extensive among blacks but more intensive among whiten. But

for both groups the risk of pregnancy is high. One-third of those
who had intercourse before marriage became pregnant before marriage
(13). One out of three ia terrible odds, especially considering
irregular and infrequent sexual activity!

PREGNANCY - -THE RISK

Dr. Laurie Zabin investigated the risk of pregnancy according to
how long the adolescent had been sexually active and found that
half of preuarital first pregnancies occurred in the first 6 months
of sexual activity, 20 percent in the first month. She also found
that nearly 20 percent of women who begin sexual activity become
pregnant in the first 6 months--the younger the woman, the greater
the risk. Ten percent of those under 15 at first exposure become
pregnant in the first month. This is the result of very pior con-
traceptive practices--the younger the woman, the worse it is (19).

Youth is of little value in protecting against pregnancy for few
engage in sex in the year or two following menarche, even those
who begin sex at young ages (18). If the teen is not protected
with any "natural immunity," what is her protection? Information?
Teens who do not use contraception give a range of reasons: I'm

too young; we don't have sex often enough; contraceptives are too
difficult to get; it's the wrong time of the month. The last
suggests a gross lack of information about the reproductive
processes of the body. Only a minority of teenage women have a
generally correct idea about the periodicity of fecundity. More

whites than blacks, especially more of thoee whites who have had
sex education (12), have a notion of the mechanics of the menstrual
cycle. An analysis by Presser leads us to question whether the
proportion with correct knowledge is even lower when one accounts
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for guessing (20). If you do not think you are at risk, how can
you take the next step--to protect against risk? In fact, many
teens delay coming to a clinic for service, a serious error when
the risk of conception is so high.

PREGNANCY--THE RESOLUTION

Teens do experience considerable numbers of unwanted pregnancies.
In1979, data for teens living in metropolitan areas indicate only
18 percent of those completing a pregnancy while unmarried wanted
the pregnancy; moreover, only 32 percent of those not intending to
become pregnant had used a contraceptive at the time they became
pregnent (Table 7).

Table 7. Proportion of first unwanted premarital pregnancies by
contraceptive use status: Percent 15-19 year-olds in metropolitan
areas, 1971, 1976, and 1979

1979 1976 1971

Pregnancy
Not wanted 82.0 75.4 75.8

Used birth control 31.5 20.6 8.6
Did not use birth control 68.5 79.4 91.4

Source: Zelnik and Kantner (13).

Is it possible that teens do not care if they become pregnant? In
1979, about one-quarter never used contraceptives, and over one-
third always did, clear improvements over previous years. Of those
who were unmarried when a pregnancy ended, 37 percent chose induced
abortion, an increase over previous years. There is ample evidence
that teens are trying harder than ever to keep from reproducing at
young ages but also continue to have problems with contraception.
Interestingly, those choosing abortion have better contraceptive
histories than non-aborters, supporting the view that abortion is
regarded as a backup method. Between 1976 and 1979, teens tried
harder and were less successful in preventing pregnancies. One
reason may be their movement away from the pill and toward with-i
drawal. The pill may be viewed with concern, although medical
risks are greater for older women, or it may be a difficult
regimen to follow if sex is sporadic (13).

HEALTH CARE DELIVERY SYSTEMS

In-depth studies of teens aesociated with organized medical care
systems point to the difficultiea inherent in using them. Fear
of a pelvic exam, uneasiness about the doctor's demeanor or simply
fear that the doctor will be male, and fear of a breach of confiden-
tiality all may delay a visit. Nervousness during a vieit may pre-
clude meaningful understanding of the complex information about
their bodies, the contraceptive methods, and how to fit a method
to their sex lives (21). The desire to stay away from the medical
systea may be coupled with a belief that drugstore methods are not
effective enough to be worth the difficulties. But the bottom line
I. unmistakable. The present delivery systems are largely dependent
upon the teen recognizing his/her need and seeking the service. The
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teen, for a variety of reasons, is reluctant and delays. The result
is a large number of unwanted pregnancies and abortions. The implicit
solutioq is very difficult, for it presumes that the syatem will reach
the adolacent before he or she is at risk, i.e., that it will come
from parents, s,huols, and perhaps clinics that can serve those who are
not yet sexually active (19). The challenge to overcome the diffi-
culties is enormous.

It premes that the generalized support for sex education in the
schools can effectively function in local areas, that parents can be
afforded opportunities to learn more about what and how and when to
talk with their children, and that other systems can make major
changes in their view of who their "target population" may be. It

also presumes that no one seriously fears that talking about respon-
s.ble sex encourages sex. Such a reorientation in the approach to
the needs of adolescents is made all the more difficult because
adoles,ents develop their interest in sex at different ages and mes-
sages about sex and reproduction may have to be delivered over and
over.

Xdolesuent sexual and reproductive behavior ia very complex and the
problems yuyasioued by early involvement are challenging. We have
only re,eutly begun do,umenting those behaviors and seeking to sys-
temati,ally address the ,auses and consequences. While much remains
to be learned, we have considerable information which can be mar-
shalled to enlighten the discussion of the problems of adolescents
and inform us about possible solutions.

lu
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Resecrch on Nil Female Sexualtly
The Next Decade
Pe Opar Schwartz, PhD.

'This paper is meant to be a brief, heuristic reflection on the ques-
tions behavioral scientists ask about female sexuality rather than
s research review or data presentation. In a very short time the
contemporary study of female sexuality has passed from conjecture
to measurement, from ideology to competing paradigms, from exotica
snd erotica to questions that have larger meaning for society as
well as for the individual. Nonetheless, this seems an appropriate
time to pause in our research progress to survey where we are and
consider where we ought to go.

Just a few decades ago there was little empirical work on female
sexuality. There were some fascinating refinements of established
psychological and psychiatric theory by additions1 case study and
model building. There were Kinsey's (1) startling statistics on
American sexual patterns, Ford and Beach's (2) crossculturAl contri-
butions, end Simon and Gagnon's (3) interesting work in the late 600
on the "scripting" of sexual behavior. The Audy of male sexuality,
however, and the study of sexuality in general was not yet accepted.
Pioneers in these fields were criticized for their intellectual
interest and students of their work were few in number. Attention
to this area of study was seen, at beat, as a trivial and perhaps
prurient preoccupation.

Easters ard Johnson's work helped change the climate. Although their
work has been intelligently criticized by Zilbergeld and Evans (4),
it has importance to the study of female sexuality Which must not be
underestimated or undervalued Masters and Johnson (5) showed that
sexuality could be studied, that it should be studied, and that there
was inform.' 'on that needed to be revised and questioned. Easters
and Johnson's work, with the help of the newly reborn women's move-
ment, helped establish a new field, sex therapy, and gave impetus tc
more research on femal2 sexuality. Studies on behaviors, attitudes,
biological functioning, and social customs proliferated. Scholars
were drawn to the ar,a from their previous research interests and a
new field developed.

While the study of itmale sexuality is still productive, some sugges-
tions might keep the next decade as fruitful as the previous one.
Presently, scholarly writing concentrates on four areas: the possi-
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bilities of female sexuality (that is, the nature versus nurture argu-
ment), sexual attitudes and behavioze of women, varieties of sexual

lifestyles, and sexual problems. The first area has been a response
to cultural bias and psychoanalytic theory. Researchers felt it was
necessary to distinguish between social prescription and biological
and physical attributes. This is importnnt for disciplines and has
great Lmpliations for social policy. Such questions cease to be
academic when the information may be used to determine who should
have custody, who can join the army or who should be president.

The second area includes what Simon and Gagnon (3) have called "social
bookkeeping," that 1s, the cataloging of who does what with whom, under
what copditions. Attitudes and behaviors are surveyed, percentages
tabulafed, and basic demographic variables are used to differentiate
one group from another. Such research is used to understand what is
happening in a given society and what social change may be occurring.
Norms of action and belief are established. This approach has always

been popular and neceasary, though certainly never more ubiquitous
than now. Popular writers like Sherri Hite (6) and Nancy Friday (7,8)
compile widely read books Lased on the responses of hundreds of women.
Popular magazines such as Redbook (9) and setter Homes and Gardens
(10) conduct surveys of their own readerships and have these surveys
deaigned and interpreted by social scientists. Respected and talented
scholars like Zelnick and Kantner (11,12) plan random samples so that
probability statements can be made about rates and percentages of
various kinds of sexual activity. Social policy and therapeutic assess-
meuts use these statistics to understand prevalent sexual customs ana

issues. These popular and scholarly studies tell us about rates of
prem Lital coxuality, extramarital sexuality, sexual satisfaction and
frequency in marriage, etc. The studies provide information about
contraceptive habits, attitudes in different classes, racial groups and
age groups, etc.

The third area has a more recent genesis. Research on noneterosexual
patterns has been very limited. Kinaey was one of tht first researchers
who wrote about homosexuality or rare sexual practices within a context
of investigation rather than condemnation or iudgment. The redefinition
of homosexuality, for example, had been occ.Arring for a while before
Kinsey's work, but it was his group that brought this perapective to the
attention of the general public. By viewing homosexuality and other
sexual practices as part of a co,Acinuum of sexual responses, rather than
as an odd and deviant separata category, Kinsey created a new concept
of human sexuality. Althf.ugh Freud, in some of his writing and letters,
hod shared Kinsey's view, the impact on the scientific and general public
was made by Kinsey.

New researt,4, howe.rer, did not start to floutish until the womeo's move-
ment and the gay rights movement began to debate sexual stereotyping, to
influence scholars, and also to produce scholars to do additional ressara.
The first articles tended to be written by journalists or activists who
ware angry and polemical, but they were often theoretically sophisti-
cated, and spawned a good deal of research interest among so(iologists,
psychologists and some historians. They did not, however, t.t moat

of the mass media. Surveys and case studies of premarital, marital, or
extramarital aexual activity were commercial, but stories about homo-
sexuality were not. Other noncentrist topics, sua as communal marriage,
were also taboo, and aurveys on homosexus ity or group sex were confined
to academic study.

.1
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Even the research community was slow to respond. There was, and still
is, sous stigma attached to doing research on sexuality. The less
"mainstream" the topic, the more likely it was to attract negative
judgments or lack economic and academic support. All this notwith-
standing, interested researchers and popular writers have persevered
and there has been an enormous increase in writing in these areas. New
research journals such as Alternatives to Marriage and The Journal of
Homosexualitx are now avail ble commercially. While the research on
female homosexuality, bisexuality and nonmonogamous sexuality is not
as extensive aa other research on sexuality, an impressive amount of
material has nonetheless accumulated.

The fourth area of interest is social problems. Thie is a well-
established line of inquiry. Sociology was initially oriented to
finding out abt.at and curing dexual anomalies and socially dysfunc-
tional]. practices. Investigators at the turn of the century were very
interested in "excess" sexuality such as masturbation or "untoward"
female sexual response. These were seen as social probleaa because
they threatened the mental find physical health of citizens anl
endangered the sanctity of the family. Today, we find such concerns
quaint and turn to ether issues such as sexual violence, sexual
dysfunction, a high birth rate among unmarried teenagers, and otirer
issues that threaten the common good as it is presently defined.

All of these areas of research, as well as others, produce useful
infoi*mation and are critical to the common goal of accumulating
knoaledge and questioning suppositions. Such investigations should
not cease or be thought unworthy of discussion and analysis. Still,
it appears that the study of female sexuality has cut itaelf,off from
important researn dicettions by limiting itself to iheee foci. One
methodological and twc$ substantive perspectives Which may be needed
to reorieat the process of selection and interpretation of topics are
suggested here.

USE OF THE INTERACTIONIST PERSPECTIVE

Tbe collection of rates and behaviors tends to reify the notion of
female sexuality. While some of the nature-nurture debates discuss
social explanations for sexual identity and behavior, there is a
tendency to imply causes that originate or are located in "critical
periodt," if not in the penetic code or hormonal balance. Although
such inquiry is necessary, what seems more challenging ia an approach
which emphasizes the situation and recognizes the changZag nature of
individual attors. Our current research on the acquisition of sexual
identity, on couples, courtship, etc., indicates that the same actor
chaages through his or her interaction with others and because of con-
textual consideraticno. A woman who iss sexually demanding in one
relationship may be sexually disinterested in another. One environ-
ment may promote one set of responses quite different from the same
woman's reactions under another set of conditions. In this frarwork
such aspects of the self as needs, desires, fantasiea, behavior., even
core concepts like sexual preference, can be dependent on opportunity
structures, exchange relationships, and a number of other variables.

This is not a radical approach. W. I. Thomas (13), a grandfather of
symbolic interactionism, has said that what is seen as real, is real
in its ccnsequeaces: Perception creates real effects. Erving Goffman,
1980 president of the American SociologiLal Association, is perhaps
the most well-known inheritor of this tradition--but h.s.a impact has
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not been as great as warranted. Goffman studied, as one of his books
is entitled, "The Presentation of Self in Everyday Life" (14). According

to Coffman we advance a conception of ourselves to the w.arld--and set

how it f'ves.

If we say we are Napoleon, and ,veryone accepts this definition, we can
maintain that identity. If it is dehied to us by those we interact
with, we must change our notion of Who we are or become increasingly
dissociated from our fellow huaan beings. Goffman conceives of human
behavior as floating assumptions which may or may not be conUzmed,
depending on how the action manipulates cultural definition., and how
the actors' "presentation of self" is accepted by others. "Teams"

may he formed that help maintain group operating consensus and help
institutionalize certain norms and values. The ver group, for example,

may be such a team. Certain definitions are given that are backed with
the moral force a group consensus can create. Persons act within that
coneensus, and the self-concept end observed acts that are performed
are all defined through the window that environment allows.

The concept of "significant othera" is important in this formulation.
If "all the world is a stage," all audiences are not equal. Families,

lovers, desired ones, etc., have more power than others to judge our
performances or to establish norms for us to follow. The interesting
problem becomes one of seeing What working consensus exists, how it is
set up, how the self is created, how it can be changed, or how it is

maintained. Thies perspective may allow that certain characteristics
like gender are less malleable than others, but that maintenance and
definition become interesting problems.

The present study of female sexuality and of mLch social behavior,
for that matter, views actors as having consistent personalities
fixed by early events and only slightly modified by later ones. We

think of women, for example, as having a particular sexual response
rather than havieg a particular sexual response with a particula.

person, under particular aituations, in a specific social climate at
a certaiu time of her life. The latter, of course, is a much more
complicated concept, but it is a much more likely one.

It seema that we can understand the evolution, meaning, and possi-
bilities of female'sexuality if we view its changes over time. It

is useful to study female aexuality within the context of changing
social mov -Jilts, for example, the right to life groups, home and
family groups, and th- gay rights movement. An interactional strut.-

torsi approach is needed.

One final example aeems relevant from the work Philip Blumstein and I
(15 i6) have been doing the past 6 years. We are studying couples
wh live together in a sexual and/or romantic relationship. Married
co plea, heterosexual couples who live together, as well as male and
female himosexual couples, are included. Both members of about 8,000
couples privately and individually fill out a long questionnaire about
their-relationship. About 300 of these couples have also been inter-

i

viewed for 3 hours, both separately and together. The latter group
has been stratified by the duration of their relationship, couple
type, and social class. Other differences have been al/owed to vary

randomly. The instrument provides information about past relation-
ships as well as the present one.

While the data are not yet ready to be presented scientifically, it
can be said that people show quite different sexual and other behaviors
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in one relationabip than in another. Wouen show great variation in
the content of their faltasies and in the acts which are satisfying.
They may be sexually more interested in one relationship or another
and it may not be related to attractica or general satisfaction with
the relationship. The addition of children or work to their lives
may change sexual frequency but not necessarily mean frustration or
a desire to change. Even the way a woman wishes to be touched may
be calibrated among new dimensions, when she has a new partner.

Sexuality, as a social construction, must be studied within a context
of chaiging variables. Failure to acknowledge that female behaviors,
feelings, and needn are heavily influenced by whom the interaction is
with, cultural definitions, definitions of significant others and
situational contingencies, robs the study of sexuality of scientific
detail.

SUBSTANTIVE CONCERNS: THE SOCIAL PROBLEMS APPROACH

A second suggestion concerns recent research on rape, sexual abuse.
spousal abuse, and incest. For the most part, these are assaults
against women. They are cowardly, frightening, dangerous, and
dsuesning. We must know about the reason for their occurrence, the
ways to stop such aggression, and find appropriate help for victims.
Yet, the recent popularity of this topic has ite problematic aspects.
The probltm is that all of this attention is with women as victims.
While surely women are victimized and surely they are physically
weaker than most of their attackers, thin social problem approach to

female sexuality helps reinforce the view that women are passive and
helpless.

Although this worthwhile research and service needs to be continued,
research and service could be provided vithin a different context.
Female passivity has been a fpcus of psychoanilytic theory. Orthodox
psychiatrists posit severe flaws in the female ego because of an
inadequately resolved "Electra" complex. Even the neo-Freudians view
female passivity as an essential part of female sexuality. Female
sexuality is supposed to be compliant, responsive as opposed to
aggressive, and malleable.

There was an initial reluctance to help women victims based, in part,
on the bias that sexual abuse was either occasioned by the victim'a
own permissiveness, or allowed to continue because of the victim's
own ambivalence. Once the initial prejudice about women's right to
protection was overcome, a sympathetic nation responded to help its
sisters, mothers, wives, and future wives. Although this response
is one of humanistic concern to the violation of women's physical
and emotional integrity, it is not at all counter to prevailing social
norms about female sexuality. It would seem wise co avoid inadvertent
reinforcement of visions of the cowering, preyed upon, beaten down,
frail female and put such discussions in a context that can accomplisn
the same practical and intellectual ends with perhaps fewer costs.

SEXUALITY IN THE CONTEXT OF POWER

The suggested refocus uses a broader theoretical paradigm for research
on sexual violence and other abuse of women. One approach, among many
possible approaches, views sexuality as part of the construction,
exchange, and struggle for power. One can argue that every society is
ex,gagee in a struggle for scarce resources. Violence is one way to

3



392

achieve them. Another is ro create a case or class system which gives
advamagea ro errain groups of people, either by gender, or background,
or relationship to the means of production. All individuals within any

given system will try to use rules to their advantage. Failure or per-

ception of possible failure within the rules may lead to attempts ro
achieve success in a counternormative fashion. Power, as Max Weber (17)

defined it, is the ability to get what you want over and above what any-

body else wants you to have. You may not have to exercise force. Your

personality, your position in the situation, your size and possible
ability to enforce your desires, ali of these may give you power in the

right situation.

There is a great deal to be learned from looking at the power relation-
ships between men and women which would inform us about many aspects of
female sexuality, sexual violence and abuse. Different societies and

cultures have had historical periods of equality or domination. Differ-

ences between and within classes t.an be compared. Situations and

circumstances can be identified when force has been applied. Circum-

stances when violence against women has been approved or condemned can
be noted, and questions can be asked about the underlying reason for the

nature ot these relationships. The social psychology and psychology of

gender relations in this context would be equally interesting. Struc-

tural variables will not always explain why a woman submits herself or
her children ro abuse or why She does nor act violently herself. A more

general level ot analysis will not explain all there is ro know about-
motivation, sexunl imagery, and orher elements that- influence sexual

conduct.

if power relationships such as equity, inequity, hierarchy, and control,

are used as rhe independent variable and, for example, sexual assault as

the dependent variable, one research question may generate others and in

rime a group of findi, may make clear rhe structure of male and female

sexual and role behavi s. Despite all the good research rhar has
been generated, interdisciplinary research will nor be integrated in a
parsilonious explanation of female sexuality unless ir is conducted at

this level of inquiry.

Although ir is more ditficulr ro conceptualize ar this level, as a
community of scholars add lay persuns with a special int est in female

sexuality, we can interpret and reorient our own research. We can, ar

rhe same time, be more specific and more general. We can be more

specitic h, our attention to the complexities of female sza-ual behavior

and measure more fastidiously with more variables during more interac-
tions ar more periods of rhe life cycle. We can abandon rhe iaea ot

a set of femsle sexual possibilities whose bsundaries can be carefully

chartered. If rhe individual is in a new circumstance much of her

response will change. However, exacrly what is more or less flexible

is still conjecture.

Likewise, questions can be posed wirhin a larger framework rhan a

social problems or -social bookkeeping" approach. These kinds of

research will always be useful and appropriate, but rheory construc-

tion must nor be neglected. Interestingly enough, rhere is more of

this kind of work in feminist literature than in academic journals.

Schulamirh Firestone (18), Germaine Greer (19) and others offered

arguments on power and orher conceptual foci that have not really

been well explored by others. To heed rhese voices and to explore
rhe literarure for appropriate leads could result in a discussion of
female sexuality at the mosr illuminating level possible.
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htroduction
Joyce a Lazar, MA.

No belief is more pervasive in Western thought than that the life
course is determined by early, childhood experiences and socializa-
tion- And this, of course, was the focus of the early part of this
conferenoe. But later life experiences also have profound con-
sequences. Decisions to marry or not, to have children or not,
to linter, remain in or leave the labor force, to get a divorceand
the sheer differential longevity of womenall have consequences
for later life. Women are also affected by the culture and the
historical time into which they are born.

In her paper, Matilda Riley discusses how the major topics of the
conference relate to old age. She also expresses the strong belief
that recent changes in younger women's lives will result in a richer
and tb3 re fulfilling old age.
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Imp/cations for the NAdcle and Later Years*
Matida Whtte Riey, D.Sc.

Ky task is to tease out from the other papers in this volume some
of the implications for the middle and later years. The papers have
emaained many aspects of women's early lives. For example, they
have reaarked upon:

--Ehe experience of being born under "natural" conditions (Ferris
"remembered- infant sexuality (Calderone);

- -the breakdown of stereotypical sex role learning (Helareich);
--the-growing presence of women in the labor force (Haymi);
--the "big spurt in family variability" as women assume more
autonomous roles (Blake);

--the straina of combining work with motherhood (Piotrkowski),
--and through it all, the "enormous physical and mental
viability" of women (Ramey).

Now we ask. What do such early life experiences portend for women's
latek lives? This is a parlous assignment aince we are required to
peer over the edge of time and into the future. Fortunately, our
interpretation can be guided by a powerful conceptual framework, the
life-course perspective. This perspective embraces the develop-
mental perspective of this conference. It ham been of central con-
cern to -Ae as a sociologist of age r), and to the Social and
Behavioral Research program of the National Institute on Agin.
This Is a dynamic perspectiue. It stresses the interaction between
ocial change and the processes of development and aging. Two

principles are paramount:

1. All phases of the life course are interrelated. Infancy, woman-

hood, old age, are all parts of a life-long process of growing up
and growing old. Every woman moves throu84 the life course, starting
with conception and ending with death. None of the life experiences
dImrussed in thie volume can be fully understood apart from its

*Prepared in association with John W. Riley, Jr., and Kathleen Bond,
wdth suggestions and criticism from Anne Foner, Beth B. Hess, Jan
Bluapnick, Ann P. Parelius, Leopold Rosenmayr, Edward Schneider,
Barris T. Schrank, Karen Schwab, Richard L. Sprott, and Richard Suzman.
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antecedents nor, of special relevance for my theme today, can any
single phaoe or life experience be understood apart from its con-
sequences.

2. The life course is af fected by social change. Aging is not
entirely fixed by biology. People are born and lead their lives
at different times. They belong to different cohorts (or genera-
tions). Members of each successive cohort experience a unique slice
of historiLal time--as society moves through wars, economic fluctua-
tions, changes in style of life, advances in medicine and technology,
rising educational levels for women, and so on. Thus members of
different cohorts do not follow an immutable life pattern. Rather
they grow up and grow old in widely differing ways.

lbw can we use this life-course perspective to gain insights into
likely ways of growing old in the future? Two kinds of information
are needed, information about the earlier lives of women who are now
adult; and information about social changes, past and future, that
can affect the lives of these cohorts of women.

For the first, it is hard to reconstruct the biographies of these
young adult women, to probe beneath the surface of the well-known
statistics, to seek in their childhood and their adolescence pre-
monitory clues to their Later lives. Yet some data are available
A 1960 study of girls who were then adolescents is relevant. These
girls were in the same cohort now aged 35 or 36. And back in 1960
their self-reports might well have alerted us to many life events
to come, to the mid-life realities discussed in this volume.

Here are some indicative findings from that small study (2), in
which my colleagues and I at Rutgers questioned 750 juniors and
seniors in public high schools:

--Most girls (70 percent) planned a college education (in contrast,
only 25 percent of their mothers had attended college);

--Most, especially those who planned college, planned to work in
the tuture, and in those days that meant combinint, i career with
marriage;

--Among the girls Planning college, a whole new view of work seemed
to be taking shape. Their reasons for planning a career were
largely noneconomic--they wanted to use their special intereate,
talents, and training. This "good life" view of work was in sharp
contrast to the "hard life" view attributed to their mothers'
working, prompted by the need for income and to help raise the
family standard of living.

Back in 1960 these findings were portentous. They indicated that
oncoming cohorts of young women were being socialized not only to
reinforce the national trend toward tepidly rising rates of women's
work outside the home, but also to transform the meaning of work for
carried women, to free women's uorking from the traditional stereo-
type of low income and the huaband's default as an adequate provider.

One other finding from this study (3) wss also predictive oi the
future:

--While most girls planned to work, very few boys in these same high
school classes wanted their future wives to work!
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Even then, we shook our heads at the prospect: what would happen

when this cohort of women came to marry this cohort of men?

Well, these women are now young adults and we can see what has

happened. It was the educated women in these cohorts who sparked

the women's ovement. It was the women in these cohorts who have

prompted the central social message of this conference: the xassage

that young women today are experiencing many pronounced strains,
particularly those who are caught somewhere between work and family.
They experience, role conflicts and ambiguities in their dailY lives;
they often feel isolated in their personal lives; and they confront
inequities in pay status and opportunities for coping with the out-

side world. Today's women, especially the less advantaged women,

have a rough time of it. Current social arrangements do not make

life any eaaiei. If a man is suffering from stress on the job, his

doctor will diagnose the symptoms and attempt to treat his specific

complaint. A wonuzn worker in a similar situation is much more
likely to be dismissed with a tranquilizer, a pat on the head, and

the rest of the day off.

REVIEW OF SOCIAL CHANCES

What, then, are the implidations of such difficulties for the later

lives of these young woman? Clearly, these women's preparation for
old age will be very different from that of the cohort of girl babies
just born, or that of the cohorts of women already old today. There-

fore, three of the massive social changes discussed in this volume
will now be reviewed, as they affect the process of growing up and
growing old: changes in work life, in sex-role definitions, and in
the ratio of men to women in the population. We may conclude with

two potentially positive implications for later life.

Consider first the century-long transformation in the worklife of

women. Cohorts of women born Late in the 19th century were
decreasingly likely to work as they grew older. For recent cohorts,

the life-course pattern is completely reversed: women are increas-

ingly likely to work aa they grow older (1, p. 56). No longer are

children a major obstacle: as the paper by Lois Hoffman shnws,

there has been a steady rise in the labor force participation rates
of mothers with children under 18, from 9 percent in 1940 to 53 per-

cent in 1978. Just as our early studies foretold, not only the
pattern but also the meaning of women's work has changed. At the

beginning of the century, the women who worked were mainly the poorly
educated, the young singles, the immigrants.- Today, the higher a
woman's educational attainment, the more likely she is to be in the
labor force. And levels of educational attainment continue to rise.

Thus, despite the many obstacles, I have few doilbts about the occupa-

tional future for women (4). Sizeable proportions will increasingly
play important roles ms doctors, lawyera, scientists, business execu-
tives, politicians, diplomato, musicians, artists, even chefs, that

bastion of male superiority!

How will older women of the future be affected by the4 revolutions,

in work and education? As each new cohort'passes through the changing
social structure, women will have had more training, greater opportunity
for lifetime earnings, and wider experience outside the household. Will

they form unrealistic expectations for continuing participation in the
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wider society? Or will they develop new capacities for homemaking,
leisure, and cultural pursuits?

The second major change affecting the life course of women has to do
with sex roles and the long-term pressures toward greater equality
between men and women. Even though in Jeanne Block's sample, females
were still more susceptible than males to lower leyels of personal
efficacy, in historical perspective, we can see bow quickly social
change can occur. Over the last half century in "Middletown," for
example, the percent who felt that homecaking skills were the most
desirable attribute for a mother dropped from 57 to AX among men,
and among women, from 52 to 241 (5). Today this new equality is
expressed both in the labor force, and in new family roles. Judith
Blake shows how the role of husband as status giver and provider has
diminished, reporting that "it is less necegsary to have a husband
today then at any time in our history." Today oncoming cohorts of
young women are being socialized to the new equality, as Robert
Helmreich's paper demonstrates (see also 6).

A very dramatic process is at work here, a process I call "cohort
norm formation" (7). That is, many individual women in the cohorts
now in their 30s and 40s have responded to common social changes by
making separate but similar personal decisions to move in new direc-
tions: to go to college, to have a career, to structure their family
lives in innovative ways. We saw this process at work in the earlier
lives of these women.from our Rutgers studies. While a few women in
previous cohorts had made similar decisions, these women were fore-
runners; they were in the minority. Only with the current cohorts
of young women did such decisions become pervasive. These cohorts
have burst the floodgates of custom. Through these "floodgate
cohorts," new norms have been suddenly brought out into the open
(cf. 8). They have become institutionalized. Sex role attitudes
and behaviors are becoming ttansformed.

To be sure, the depth of the transformation in sex roles is still
uncertain. Men seem to be lagging behind; for example, Lois Hoffman
reports only the most recent cohorts of fathers beginning to parti-
cipate in child care. Substantial minorities of,yomen reject the
changes (note the ERA). Older working women today are still facing
pervasive discrimination.

Yet one thing is certain. If the transformation continues, it will
affect every facet of American life: housing, child rearing, busi-
ness practices, taxation, recreation, leisure. We must ask whether
our social institutions can change fast enough to accommodate the
trend toward sex equality through neofamilies, communal living,
changed work schedules that enable fathers to emerge from their
shadowy symbolic role (Parke), job sharing, and the gradual blur-
ring of the lines dividing education, work and retirement. However
far the changes go, many women are growing old in new roles and new
social institutions.

How will older women of the future be affected by these changing sex
roles? Will new family forms and falling birth rates leave them
bereft of kin? Will those still married (typically younger than their
husbands) continue to work after their husbands retire, potentially
creating a new family phase of "husband retirement"?
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The third major change is in sex ratios, i.e., the number of men

per 100 women. Among those over 65, the sex ratio was 102 in
1900; today it is under 70, that is, there are fewer than 70 males

to every 100 females (c!. 9). Of course, one of the most drastic

changes in human history is the century-long increase in life
expectancy, and this increase has been greater for women than for

mmn. NOw Estelle Ramey calls for biomedical researches toward
prolonging the lives of men. Yet the most recent developments
offer slight hope of redressing the balance (10).

How will older women of the future confront this last phase of
life, the predictable phase of widowhooa? Will many elderly
widows live entirely alone, as they do today, or will new forms of
congregate living or close relationships develop between women or

between one man and several women?

Clearly, then, these three sets of social changes are transforming
the lives of many women. Now we must ask: will the long-term
consequences yield a major social disaster, a growing population of

unwanted, disengaged, unhappy older women? Such questions require

continuing research to monitor each cohort of women growing into old
age, including all kinds of women, by race, ethnicity, socioeconomic

status. my reading of the research indications from this conference
points to certain serious problems ahead, as the numbers of the very
old mount faster than new roles can be invented for them, faster than
msdical science can vanquish the major disabilities of senescence.

Yet I also see bases for hope. As many young women today are playing

more roles than men, they will reach middle and old age with ever

greater role flexibility. They will have had more and more practice

in coping. They will have developed two capacities that I will call

"self-help" and "self-hood."

In regard to self-help, they will have learned through experience

with women's groups to help themselves; to find,new sources of social

support; to engage in the increasing variety ofi "self-help groups";

and even to forge self-built relationships with family members in which

they earn relatione of intimacy with children 4nd grandchildren, no

longer demanding intimacy as a right. Clues from aome recent cohort

studies (e.g., 11) begin to bear me out. Theylsuggest the need for

achieved family roles (12, p. 978). Although incretsing independence

cuts older people off from their familiea, families are nevertheless

increasingly used as sources of support and help in times of stress.
Thus the cohorts who in early adulthood sparked the women's movement

may find new ways to institutionalize "intimacy at a distance" when

they grow old.

I also dare to believe that older women in the future, through the

varied 'experiences of their earlier lives, will have developed a new

capacity for selfhood, for independence, care of their own health,

and personal mastery. Here too there are studies (13, 14, pp. 548-

549) that suggest that the many elderly women who live alone do ao

by preference, prizing their independence. They suggest that older

ptople have a special sense of inner integrity--perhaps this is what

Erikson meant by wisdom. They suggest that elderly women in nursing

homes are not only happier but may even live longer if they maximize

their sense of personal control (15). This Benne of personal control
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persists up to the end of life. There are splong tendencies for
people to influence not only when they die, but how they die.

To conclude, my image of older women in the future can be tested
only by time. Meanwhile, it must rest on accumulating facts about
the actual lives of cohorts already born, on the many research
findings set forth at this conference, on the frequently overlooked

1 fact that the cohort which sparked the women's movement will become
the older women of the future, and on data that will be gathered in
studies sponsored by the National Institutes of Health. We know
that the life course is not immutable. We know that each new cohort
grows old in new ways. It is up to us to develop the knowledge base
for guiding that growth.
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The conference Women: A Developmental Perspective brought together
more than 500 participants including many active researchers,
academicians, clinicians, government officials and interested others.
During this conference, which featured much audience participation,
several concerns recurred throughout.

One major concern was that women.art'Often viewed as a homogeneous
group. There is a scarcity of research data on women from racial
and ethnic minorities such as blacks and Hispanics. Moreover,

each minority group is composed of many individuals with diverse
backgrounds and environmental circumstances. For example, all
black women and children often are mistakenly assumed to be urban
and poor. Speakers emphasized the necessity for more sensitivity
in differentiating among the many kinds of subgroups comprising
the total number of black women. It is necessary to consider
regional, economic, and other characteristics rather than geeing
these women simply as black or Hispanic.

Similarly, the needs of several special groups of women must be
assessed in greater depth; these include women who are disabled
or are responsible for the care of a handicapped child. To date,

there has been little research on the experiences of these women
in their families or the workplace, although their problems are
clearly in need of attention.

It is critically important for researchers to describe their subject
populations in adequate detail. There also is a need for research
which focuses attention on women's experiences within the social
context, and for family studies and research that follow women's
development longitudinally.

At several points during the confetdhce, participants noted that
only a small proportion of research funds is devoted to topics of
special importance to women. Information resu/ting from research
about women is not readily available to the public or to policy-
makers. Thus, policy decisions are often based on popular atereo-
types. Several participants emphasized that it is the researcher's
responsibility to press fo. greater funding for studies relating to
women's concerns, and to bring research findisgs to the public.
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ISSUES OF IMPORTANCE TO THE ACED

Adequate health care is beyond the reach of many women. Some are

just above the poverty line and not eligible for Medicaid. The
problem is exacerbated by the movement to do away with city hospitals,
a movement begun in New York City and followed elsewhere. There is
a need for clinical care far the poor which requires initiative at
the state and local as well as the federal level.

A large proportion of the billions of dollars expended each year on
health care goes to meeting the needs-of the segment of the popula-
tion more than 60 years old which is poor, a population which is
largely female. Conferees deplored the common practice of ware-
housing older women and men in nursing homes, whether or not they
need nursing care. This practice is enormously expensive and fails
to meet the needs of many of the aged.

On the average, women live longer than men, and many are forced to
spend their later years in poverty. Conferees pointed out that
insurance companies have used the data showing sex differences in

t longevity to reduce women's pension benefits on the grounds that
women live longer than men. The practice has been maintained
although groups with shorter lifespans, such as black men, are not
given increased benefits. It is important to compare expected
longevity of wmmen and men at different ages since as age increases,
the expected longevity of both sexes becomes more similar Thus,

at age 65 and above, men and women can expect similar longevity.

ISSUES OF IMPORTANCE TO ADOLESCENTS

Questions were raised about how adolescents might improve their
health and well-being as adults. Research is sorely needed on the
long-term effects of strenuous physical activity, nutritional habits,
and use of drugs and alcohol.

A frequent concerti throughout the conference was the increase in
adolescent pregnancy and the health status of the pregnant teenager
and her offspring. Social and physiologic problems make it difficult
to achieve safe and effek.tive birth control for the sexually active
teenage girl. Rhythm methods are often ineffective because the
adolescent is less likely to have regular cycles than older women.
Data on effects of long-term usage of the pill beginning in early
adolescence are not available, and the episodic nature of most
teenagers' sexual relations may make the pill an inappropriate
method of contraception. The view was expressed that sex educa-
tion for adolescents in the schools is often too little and too
late. It was suggested that education of parents may be an effec-
tive method of achieving good sexual socialization of children
during earlier stages of development. Pregnant teenagers and
their offspring are not neceasarily at greater risk than other
groups if early medical care, good nutrition, and counseling are
available. However, this usually is not the cane.

ISSUES OF IMPORTANCE TO WOMEN'S HEALTH

Hypertension is an important problem for many women, particularly
black women. Anevers must be found to questions such as the
following: What is the relation,'Iip between obesity and hyperten-
sion? Would it be advisable to 1it sodium intake by controlling
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the amount of salt in processed foods? There is an association
between sodium intake and blood pressure which can be found by
studying widespread population groups, such as the Microneaians
who have very low intake of sodium. However, a similar rela
tionship has not been demonstrated within the United States,
probably because of variability in sensitivity to our current
sodium levels. Although not all people, not even all blacks, are
sodium sensitive, blacks should be very much aware that there is
a high rate of hypertension among the black population. Studies
of the renal functioning of black people from the United Statea
and other parts of the world have shown racial differences in the
excretion of sodium which may account for the increased sensitivity
Chat is found in the black population. The effect is genetic for
blacks and for whites, and only members of particular families
are affected.

The conference discussions of reproductive and gynecological issues
included menstrual and menopausal problems, infertility, fertility
control, and medication during labor. It was agreed that there is
need for research about the menstrual cycle, a nearly universal
phenomenon occurcing among most women for nearly 50 percent of their
adult lives. The conferees also took note of delayed menarche among
adolescent girls who engage in vigorous exercise, and amenorrhea
among women athletes.

Participants expressed concerns about the use of exogenous estrogens
after menopause, on one hand, and the development of osteoporosis
and other postmenopausal problems on the other. The potential value
of exogenous estrogens in preventing bone damage and cardiovascular
damage wae recognized. Several studies have shown a statistically
significant increase in early cardiovascular depths among women who
were not treated with exogenous estrogens although their ovaries
were removed while they were in their twenties, compared with women
who were treated with estrogens, and with nonovarectomized women.
There is, however, great concern about the possible association
between use of exogenous estrogens and endometrial and breast
cancer. Although reports suggest a smaller increase in risk of
breast cancer relative to the increased risk of endometrial
cancer, any increase in breast cancer is disquieting because of
the high base rate of breast cancer. Many postmenopausal women
produce enough estrogen ao that they are not in need of exogenous
estrogens. There is a need for more research to find out what
types of estrogens to use, in what combinations with progesterone,
and how it should be administered. The conferees agreed that
there is also a need for research on the relationships between
nutrition, exercise, osteoporosis, and cardiovascular disease in
postmenopausal women.

The discussion included questions about the prevalence of, and
prognosis for, infertility due to tubal damage. Approximately
15 percent of all couples are infertile. Of these cases,
approximately 15 percent may be attributed to damage to the
fallopian tubes. Much remains to be learned about measurement
of the many physiologic functions of the tubes, and prognosis
remains poor if the tubes are absent or damaged beyond repair.
However, new techniques of microaurgery have become quite effec-
tive in restoring fertility when the damage to the tubes is less
extensive.
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The recent trend toward nonmedicated deliveries was also discussed.
Adequate data do not exist about the long-term effects upon the
infant of many drugs which ars administered during pregnancy, birth,
and lactation. It was suggested that a contributing factor to the
low.infant mortality and morbidity in birth attended by midwives
may be attributable to midwives' avoiding the use of medication
during childbirth. Midwives' expertise in selecting low-risk
patients is another important factor. Nonmedicated births are not
advisable for all patients. Type of delivery and medication should
depend on a complex of many factors and should be tailored to the
needs of each particular woman.

SOCIAL ISSUES

Women's changing educational, work, and family roles were recurrent
themes throughout the conference. It appears that single-sex
colleges have a positive effect on women's self-,esteem and
achievement., Although %any of the studies have not been adequately
controlled for the quality of the institutions to be compared,
it seems to be true that women's colleges do support achievement
in their students. There is little data to suggest that a similar
effect holds for men. The effect on women may be due to the fact
that women's colleges are among the few institutions where there
is egalitarianism at all levels, with women represented on the
board of trustees and among t administrators and teachers. The

effect may be similar for blaca students attending black colleges.
Research has shown that it is difficult for black females to
maintain their sense of self-esteem in white, coeducational
institutions. There may be a lack of appropriate models among
fellow students, as well as teachers, and the student may feel
herself to be singled out for diacrimination. This may be more
true of younger children than of college-age students, ead research
is needed to pinpoint the ages at which single-sex classes and,
perhaps, single-race classes might be helpful, and when they are

not.

High-achieving women often enter professions which pay low wages
while asmanding a high degree of skill. Such professions, such as
nursing, have traditionally been largely associated with women.
These occupations usually are not unionized as lower akilled but
higher paying men's jobs usually are. Although women may spend
25 to 35 years in a job, they often are hampered by the attitudes
that the work is only "temporary" and that they are not engaged
in careers.

It was pointed out that the frequent aseertion that women's life
styles are becoming similar to men's is far from true. Although
work outside the home is often equated with the male life style,
and despite changes that are evolving in male and female roles,
roles in and out of the home are still quite different.

Although many women are coping with role overload, others are
faced with role underload. There is some research which suggests
that never-married women in low status jobs, or married women at
home with no children, may have low levela of self-esteem and
sense of well-being. The combination of work role and stage of
family-life cycle may be quite relevant to physical and mental
health. Conferees discussed ways in which work schedules
might be adjusted over the lifeopan to provide flexibility for
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working couples with young children, and satisfying, productive work
for capable older adults who were hitherto expected to retire.

As the lifespan increases, more and more women are faced with
problems related to the care of elderly, dependent relatives.
Moreover, these problems are arising at a time when a larger
proportion of women is employed outside of the home and cannot
themselves provide the needed care.

Finally, several issues have become important because of recent
changes in family composition or structure. Little is known
about the effects upon new marriages of children from previous
marriages. Also, much remains to be learned about the effects
of stepparents on children, and about the outcomes of divorced
parents' varied styles of co-parenting. There is some evidence
that the child's age when remarriage occurs may be a crucial
determinant of the success of the relationships between step-
parents and children. Some major studies are now in progress
on these questions and data should be forthcoming.

SUMMARY

The concerns and issues discussed at this conference touch women
of all ages, racial and ethnic groups, and socioeconomic status.
That interest in these concerns and issues transcends women is
reflected by the size, diversity, and degree of participation
of the audience. It is the hope of those who planned the confer-
ence, those who attended it, and those who participated in it
that this interest is translated into increaSed efforts to
stimulate research in the areas described inIthis volume.
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a all, on the grounds of race, color, national origin, hpndicap, or
a e, be excluded from participation in, be denied the benefits of,
o be aubjected to discrimination under any program or activity (or,
o the basis of sex, with respect to any education program or
a tivity) receiving Federal financial assistance. In addition,
Eeoutive Order 11141 prohibits discrimination on the basis of age
b contractors and subcontractors in the performance of Federal
c ntracta, and Executive Order 11246 states that no federally
nded contractor may discriminate against any employee or appli-

c nt for employment because of race, color, religion, sex, or
tional origin. Therefore, the activities of the National

I atitute of Child Health and Human Development must be operated
compliance with these laws and Executive Orders.
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