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Introduction

We have been studying depression, disordered eating, and a host
of other maladies for over fifteen years and collecting newspaper
clippings and scores of books along the way. We thought it fitting
to open with a favorite and intriguing quote, whose origin we hope
will surprise the reader. In a book published in 1992, the physical
and psychological symptoms suffered by one 35-year-old woman
were described as follows:

ER lost her appetite; when she did eat, she frequently could not keep
her food down . . . she was depressed . . . we would call her loss of
appetite, which continued for years, “anorexia” . . . [she exhibited]
frequent vomiting . . . felt profoundly tired, suffered headaches, and
had days when she wondered about her will to live.

She also felt very inadequate, and, later in life, according to her
daughter, was indifferent toward sex.

If the book that contained this description was one of the many
written about the epidemics of depression or disordered eating that
have afflicted so many women in recent decades, this snippet
might not seem unusual. But it is a biography of an eminent
woman—and the description deals with symptoms experienced by
Eleanor Roosevelt in the second decade of this century. It is sur-
prising because for several generations she came to symbolize the
possibilities open to a talented, intelligent, hard-working woman.

3
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She was all these things but her early life was not an easy one,
although born to a wealthy family. She had a cold, distant relation-
ship with her uneducated, very traditional mother who “wanted
little more than to enjoy . . . dances and dinners, tennis, and the
hunt.” In contrast, she idolized her father (President Theodore Roo-
sevelt’s brother), despite his drinking and severe psychological
problems, in part because “he promoted . . . her education.” She
was also inspired by her Aunt Bamie (Theodore’s sister), an intelli-
gent, dynamic woman who felt “galled” about being “denied access
to work,” and by Marie Souvestre, the self-described feminist head-
mistress of the boarding school she attended.

Like so many other talented, ambitious women throughout
history, she “felt torn between the traditions of her mother . . .
and her own inclinations—as awakened by her father and Marie
Souvestre,” which were reinforced by the very active feminist
movement of the 1920s. Reflecting traditional influences, she re-
ported that as 2 young woman she “took it for granted that men
were superior creatures.” She did not attend college because she
was unable to “defy her relatives who scorned a college education
for women,” an inability she later referred to as “one of the biggest
disappointments of her life.”

Perhaps as a result of this traditional upbringing, she suffered
low self-esteem in young adulthood, a period when “she never
missed an opportunity to mark her own ignorance.” Even later in
life, she “generally minimized her own contributions and her own
achievements.” !

The premise of our book is that Eleanor Roosevelt’s feelings of
inadequacy, beliefs about female inferiority, difficulty identifying
with a traditional mother during a period of rapid change in gender
roles, and idealization of a father, who seemed to be the only one
who appreciated her intellect, were not unusual in the past and
are all too common today. Also common were her symptoms—
depression, disordered eating, and such somatic problems as severe
headaches. We argue that these symptoms, along with some others,
are components of a single disorder or a series of related disorders
that for centuries has plagued women who have been brought up
in gender-biased societies.

Throughout history, bright, talented, ambitious women have
sought to achieve in areas traditionally reserved for men—academi-
cally, professionally, and politically. During some periods, such
women were relatively rare, whereas during the past 150 years
their number has grown, particularly during the 1920s and after
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World War II. Some women were able to overcome the barriers
standing in their way; others were not. But even extremely suc-
cessful women and those who lived during times of “women’s lib-
eration” have learned from family members, teachers, employers,
and the mass media that women receive much less encouragement
for, and access to, the power and prestige associated with nondo-
mestic achievements than men do.

In this book, we discuss the large number of women who have
paid a price exacted by these gender biases. Specifically, we have
been struck by the persistence of a combination of symptoms—
including depression, anxiety, disordered eating, headache, and sev-
eral other psychological and somatic symptoms—that afflicts many
women who define themselves nontraditionally, who aspire to
achieve in areas historically reserved for men. This syndrome,
which we sometimes refer to as “anxious somatic depression,” first
develops when girls confront the psychosocial and physiological
changes of adolescence. We argue that, faced with societal and fa-
milial prejudices against “acting like men,” some of these women
develop doubts about themselves and ambivalent feelings about
their femininity.

Reviewing medical writings of the past, we show that for cen-
turies, as long ago as the fourth century B.c., a syndrome involving
depression, anxiety, disordered eating, body aches, and other psy-
chological and physical symptoms has been known to afflict
women at adolescence. This syndrome went by many names, in-
cluding chlorosis, hysteria, a subtype of neurasthenia, and possibly
consumption. Recent writings of anthropologists and cross-cultural
psychologists and psychiatrists describe a very similar set of symp-
toms in adolescent females in many contemporary developing na-
tions. As in medical writings of the past, the disorder has been
given many names in the anthropological literature, disguising just
how common it is. But under whatever name, past or present, the
syndrome has been described as afflicting young women who con-
front the biases facing females who strive for accomplishment in
areas traditionally reserved in their cultures for males.

While we use much historical evidence to support our conclu-
sions, this book is meant to shed light on contemporary problems.
But in looking at recent scientific findings in psychology and medi-
cine, we found that modern science did not relate various symp-
toms as a single syndrome, as was the case for so many centuries.
Was this an improvement on earlier work, or an oversight? Al-
though there has been a recent trend toward focusing on the coex-
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istence of related symptoms, in most cases the individual symp-
toms—depression, disordered eating, headache, insomnia,
breathing difficulty, and so forth—described earlier in history as
part of one syndrome have been studied in isolation. When these
isolated investigations are compared, however, it becomes clear
that even in contemporary industrialized nations all these symp-
toms exhibit a pattern very similar to that reported in previous
centuries and in other cultures: Beginning at adolescence, they be-
come common among women who aspire to achieve academically
and professionally, particularly those who feel that being female
has limited their achievements and the amount of respect they re-
ceive for those achievements. Furthermore, studies of people born
throughout the twentieth century indicate that these symptoms
become very prevalent among women who grow up during periods
of changing gender roles, like the present. Because this syndrome
is not recognized by contemporary science, we sometimes refer to
it as the “forgotten syndrome.”

To add depth and detail to our understanding of the forgotten
syndrome and of the gender dynamics underlying it, we have stud-
ied case histories, including many well-known published cases. We
look at Sigmund Freud’s studies of hysteria, cases of such noted
therapists as Hilde Bruch, Erik Erikson, Ludwig Binswanger, and
Peter Blos, as well as contemporary case histories of our own pa-
tients and those of our colleagues. Case studies provide rich, de-
tailed material about women’s lives. By searching for similarities
among the large number of cases we have studied, we avoided, to
some extent, the pitfalls of particularity inherent in generalizing
from a single instance. What we found most intriguing were the
striking similarities in women who lived centuries apart and re-
ceived many different diagnoses—similarities not only in the
symptoms they exhibited, but in their attitudes toward marriage,
childrearing, and sexuality, and in the feelings they and their fami-
lies had about what it means to be female in general, and about
female achievement in particular.

These findings led us to study the lives of eminent, high-
achieving women; to date, we have examined biographies, autobi-
ographies, diaries, and collected correspondence pertaining to the
lives of almost 40 women most of us would agree were highly ac-
complished. Their areas of achievement ranged from science {e.g.,
Marie Curie) and health (Florence Nightingale, Clara Barton) to
politics (Queen Elizabeth I, Golda Meir} and poetry (Emily Dickin-
son, Elizabeth Barret Browning). We use these case histories to
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bring alive the results of our empirical, statistical research. This
biographical material offers rich, interesting detail regarding the
problems experienced by these women, most of whom wrote of
themselves or were described by biographers as suffering from such
symptoms as headache, disordered eating, and depression, which
they termed “profound,” “deep,” “extreme,” “severe,” or “sui-
cidal.”

We also distributed questionnaires and psychological tests to
female students attending several high schools and colleges and to
women beyond college age working at hospitals, clinics, and uni-
versities. This material, derived from over 2000 women who
checked off scales on our questionnaires, lacks the flavor of the
case studies. But it does allow us to use scientific methods for re-
lating the women’s reports of how they and their families felt
about gender and female achievement to careful measurements of
depression, disordered eating, and other symptoms. Furthermore,
only a select group of women end up being the subjects of biogra-
phies or published case studies. The questionnaire method enables
us to determine whether the similarities we found in the lives of
such women also apply to the “average” women who filled out our
questionnaires.

We wish to make this book as interesting and accessible as
possible to a wide range of readers, so we briefly describe the re-
sults of our scientific studies and those of other researchers in the
body of the book, and consign to the Appendixes many of the tech-
nical details regarding methods, measures, and statistics. Appen-
dixes and detailed references are included to demonstrate that our
conclusions are based not only on historical, cross-cultural, and
case-study evidence, but on a great deal of empirical, statistical re-
search published in scientific journals and presented at professional
meetings. One strength of our book, we believe, is that material
derived from such a wide variety of sources, using several different
methods, all points to similar conclusions regarding the existence
of a syndrome of anxious somatic depression and its connection to
gender roles.

Nontraditional women have often been placed in the position
of feeling split between their femininity and the aspects of them-
selves defined by academic, professional, and political achieve-
ment, which are often labeled, even today, as “masculine.” For
some of these women, this conflict has led them to devalue aspects
of their own feminine identities and those of their mothers. They
have come into adolescence and adulthood in societies valuing tra-
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ditionally “masculine” pursuits more highly than domestic and
other traditionally “feminine” pursuits, mirroring cultural values
at large. In addition to reinforcing these gender biases, societies
have placed physical and ideological barriers in the paths of women
striving to achieve in the more valued masculine pursuits. Psycho-
logically speaking, what are we to make of all this? We argue that
the heightened psychological and physical problems of women that
occur at adolescence in such societies result from the widely ac-
knowledged heightened importance of gender role and gender iden-
tity that coincides with adolescence.

Our central thesis is that the ambivalence engendered by nego-
tiating the passage through adolescence in the face of the emo-
tional dilemmas centered around gender role and identity all too
often finds expression in a combination of psychological and so-
matic symptoms. This is particularly likely to occur during periods
of change in socially prescribed gender roles, when the increased
importance placed on achievements in traditionally masculine pur-
suits produces increased conflict among nontraditional women,
who must come to terms with aspects of the self regarded as “femi-
nine” and those labeled by society as “masculine.” Understanding
the mechanisms of identity development and the conflict sur-
rounding identity we call “gender ambivalence” helps to explain
why it is females who suffer from the symptoms, why the suffering
begins at adolescence, and why the constellation of symptoms be-
comes more prevalent during periods of great change in gender
roles. Specific details about the likelihood of developing particular
symptoms at particular ages during particular periods of history
may depend on a variety of social, biological, and historical factors,
ranging from family dynamics to genetic predispositions, to the
changing state of the economy.

Many of the points we make here, as well as our methods, are
bound to raise controversy. We are aware, for example, that in
drawing attention to the psychological symptoms of high-achieving
women we risk being misconstrued as labeling these women and
blaming them for their problems. But the high prevalence among
women of the symptoms we focus on—depression, disordered
eating, headaches, and so on—is already widely acknowledged. If
these symptoms are actually part of a larger syndrome, many con-
temporary women may be suffering from a disorder that is not cur-
rently recognized and may not be receiving adequate treatment.
The potential benefits that may result from addressing this disor-
der, and from stimulating research into the means by which social
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and cultural biases against some forms of female achievement may
underlie it~—including the prevention or alleviation of some of the
suffering and the elimination of a great deal of expenditure on med-
ical treatment for what is really a social and psychological disor-
der—seem to us to justify the risk of being construed as labeling
women. We are not suggesting in any way that women are some-
how frail and are thus vulnerable to a whole array of symptoms.
Nor are we “medicalizing” their symptoms, for these are symp-
toms for which women themselves have sought relief.

Writers on a particular subject sometimes examine historical
material to gain insight into particular problems through an analy-
sis of similarities in patterns taken by these problems across differ-
ent periods in history. Historians would caution about the use of
such methods, arguing that individuals and their behaviors can
only be understood within the context of their particular historical
setting. While this is an important concern, we believe that in this
instance much evidence points to similarities between the prob-
lems experienced by women living during different centuries who
have attempted to achieve in areas traditionally reserved for men.
In our judgment, insights gained by studying patterns of similari-
ties in women’s lives across time outweigh the disadvantages of
overlooking some historical differences between these women.
Some readers may be uncomfortable with our focus on similarities
over time because such a focus is often associated with theories
that emphasize biological predispositions as the sole or major cause
of disorders. But because most societies have accorded preferential
treatment to males over females who strive to achieve intellectu-
ally and professionally, similarities in the problems experienced by
women over the centuries are as likely to result from psychosocial
as from biological forces. Furthermore, the differences we found
between generations of women who grew up during different peri-
ods of this century clearly point to the important role played by
psychosocial forces in causing anxious somatic depression.

As is inevitably the case in any work that draws on a body of
knowledge of several fields, we have been forced to be highly selec-
tive in our treatment of any one field. Comprehensive reviews of
the many important contributions to the understanding of, for ex-
ample, the vicissitudes of the development of gender identity, the
biological underpinnings of depression, disordered eating, and the
other symptoms we discuss, or the changes in women’s roles initi-

ated by the Industrial Revolution are beyond the scope of this
book.
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Although the symptoms of anxious somatic depression range
far beyond anorexia, bingeing, and vomiting, readers may be most
familiar with disordered eating and the quest of females for slim,
noncurvaceous bodies because these symptoms have received so
much media attention recently. We begin by demonstrating that,
contrary to popular and scientific accounts, these symptoms are
not new and that our modern obsession with being thin and the
concomitant eating disorders experienced by many women today,
and in the past, are related to the limited traditional definition of
what it means to be female. Disordered eating is just one of the
costs of competence paid by talented women who strive to
succeed.



Part 1

THE FORGOTTEN
SYNDROME
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1

Curves and Competence

Actress Lillian Russell may have been the most popular sex symbol
this nation has ever known. From the early 1880s to the late 1890s,
the shows she starred in were often sold out, newspaper gossip col-
umns overflowed with details of her life, and her photograph fre-
quently graced major magazines. At the height of her popularity,
one Western coal miner shot a friend who had the effrontery to
claim Lillian Russell was not the most beautiful woman in the
world. She was even selected to make the first public long-distance
telephone call, singing in New York City to President Grover
Cleveland who sat listening in the White House.!

Her popularity rested on her beauty. One columnist wrote un-
abashedly, “She looks like Venus after her bath,” while another
gushed, “If Lillian Russell does not cease to take on new phases of
beauty every month or so, there will be no reason why the flowers
of Spring should bloom.” Even a half-century later, the New York
Times described her as “the raging beauty of her period.” 2

A modern audience, overexposed to media hype, might not be
surprised at the adulation accorded Miss Russell but for one detail:
By today’s standards, Lillian Russell was plump.

Recalling a pilgrimage to New Haven he made to see Lillian
Russell appearing in a play, Clarence Day wrote in the Saturday
Evening Post:

13
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There was nothing wraithlike about Lillian Russell. She was a volup-
tuous beauty and there was plenty of her to see. We liked that. Qur
tastes were not thin or ethereal. We liked flesh in the Nineties.®

As indicated by Day’s quote, the ideal female figure of the late
nineteenth century was quite different from what it is now. One
visitor from England described American women in 1875 as “con-
stantly having themselves weighed,” which only becomes surpris-
ing when we read on: “and every ounce of increase is hailed with
delight.”*

The inconvenience, poor health, and self-disdain experienced
by many contemporary women who go from diet to diet, con-
stantly weighing themselves and hailing with delight every ounce
lost in an attempt to develop and maintain thin, ethereal figures
are put into tragicomic perspective by the ephemeral nature of the
standard of beauty they suffer so much to attain.

Unfortunately for Lillian Russell, she reached the peak of her
popularity as the country was to witness a most dramatic change
concerning our standards of beauty. As early as 1899, a reporter for
the New York Journal wrote: “Lillian has no beauty below the chin

. . she moves her grand-opera amplitude with the soft heaviness
of a nice white elephant.” And by the 1920s, the New York Times
was reporting announcements by fashion experts of a new ideal, an
“American Venus” standing 5 feet 7 inches in height, with mea-
surements of 34—-22-34 and weighing no more than 110 pounds.
The same article suggested that fashions began to change about the
time that Lillian Russell’s popularity started to wane.’

More accurately, Russell’s public image changed from that of a
raging beauty to an authority on exercise and weight loss. Her
adoption of the new exercise fad of bicycling was front-page news.
She began to give interviews about her myriad attempts to lose
weight and, in 1909, the New York World carried a story on her
latest regime—rolling over 250 times in the morning. In 1912, pre-
dating Jane Fonda by over sixty years, the Kinemacolor Company
featured Lillian Russell in a series of motion pictures in which she
demonstrated calisthenic exercises and deep-breathing postures.®

Whatever regime she followed, there was no way that Lillian
Russell could have slimmed down enough. Beauty standards were
changing too rapidly. By the 1920s, one writer described the reign-
ing standard: “Henceforth slimness, leanness and flatness are to be
the order of the day . . . the figures of our flappers and subdebs
shall be slender and slinky and lathlike and the line of grace no
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longer the curve but the prolonged parallelogram.”’ This descrip-
tion could not be more different from Clarence Day’s memoir of
the tastes of the 1890s, just as the figure of the flapper, the standard
for the 1920s, could hardly differ more from Lillian Russell’s phy-
sique.

The changing standard had its impact on many women besides
Lillian Russell. The 1920s were characterized by one author as “the
period of female reduction.”® By 1920 and 1921, when the standard
of beauty had already become very thin, half of the freshman
women entering Hollins College in Georgia were underweight
based on the actuarial tables used at the time. By 1925 and 1926,
the proportion of underweight women had increased to an incredi-
ble two-thirds. At several other colleges, the weight of women also
decreased during the 1920s.°

Some male authorities expressed horror at the change in the
bodies of college women. Dr. R. McKenzie of the University of
Pennsylvania told the New York Times in 1921, “If we compare
the typical student of our women’s colleges with the deep-chested,
vital type that has come to us through the royal succession of Ven-
uses like the Venus of Milo, we are apt to become pessimistic over
the future of the race.”'°

Even greater concern over the future of the human race was
reported in a 1925 New York Times article that carried the offen-
sive headline: “Women more ape-like . . . than is man.”!! The
story began:

The trouble with woman—take it from Sir William Arbuthnot Lane,
consulting surgeon to Guy’s Hospital, is that “she is much more sim-
ian than man, and by natural instinct imitative.” That is why women
endanger their health and the much mooted future of the race by try-
ing to look like boys with the aid of barber’s shears, rubber corsets
and other contrivances.

Over the centuries, authorities writing about the health prob-
lems of women have often attributed these problems to female in-
feriority, and used startlingly offensive language in the process.
This led some authors, justifiably repelled by those descriptions, to
focus their attention on the obvious biases evidenced by these ex-
perts. While this is an important issue, it may have had the unfor-
tunate effect of distracting us from the problems the women expe-
rienced. That an authority draws unwarranted, even offensive,
conclusions about the causes of a problem does not discount the
existence of that problem.
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Severe problems did develop among young women of the 1920s
who sought to be thin. Based on a 1925 survey, the Delaware
County Tuberculosis Association concluded that high school girls
in Chester, Pennsylvania, were “starving themselves” in an effort
to maintain “stylish silhouette figures” until they were danger-
ously underweight. Dr. Harry Schulmann, the Secretary of the As-
sociation, said that until the age of 15 the proportion of under-
weight boys and girls was roughly equal. But, at 15, the girls began
the “slimming process,” and 18 percent were found to be “under
the danger line” with regard to weight.!? The League of Nations
reported that in the United States tuberculosis had decreased
among all populations except young women; the lack of decline in
this group was attributed to “the modern habit of slimming.” 13

The health effects were strongest among college and working
women, which was worrying to the business community. Speaking
to the American Dietetic Association, Emma Holloway, supervisor
of Institutional and Dietetic Courses at Pratt Institute, reported
that she had been called in by large companies to discuss the wide-
spread fatigue experienced by their female employees. She con-
cluded that because the women were “so afraid of being over-
weight” that they were “not willing to be even normal in weight,”
they were “starving themselves.” Based on a series of laboratory
studies he performed on female office workers, Dr. Thaddeus L.
Bolton, head of the Department of Psychology at Temple Univer-
sity, concluded that “working efficiency is lowered by the dieting
fad.”1* As a result of such conclusions, life insurance companies
tried to convince their female employees not to diet. As F. L. Row-
land of Fort Wayne, Indiana, told the fourth annual convention of
the Life Office Management Association:

Women of 25 and under who are underweight are poor insurance risks.

. . Dieting is one sure way of becoming underweight and so we ar-
gue strongly against it, especially so far as our employees are con-
cerned. Several cases of tuberculosis have been directly traced to di-
eting.1®

By 1926, the problem had become so widespread that the
American Medical Association convened an emergency meeting at
the New York Academy of Medicine to discuss the health prob-
lems resulting from the attempts of women to drastically reduce
their weight. Conference participants reported hundreds of cases of
“mental breakdown” attributable to weight reduction. They in-
veighed against the methods being used by women to control their



Curves and Competence 17

weight, ranging from self-starvation, overexercise, and rolling ma-
chines, to the taking of thyroid and gland extracts, iodine, and
other drugs and stimulants, including the use of cigarettes to
excess.!6

Thus, slim standards, starving sophomores, fad diets, phony
products, and even exercise films featuring famous actresses char-
acterized not only the decades of the seventies and eighties most
of us have witnessed, but the 1920s. To begin to understand the
real cause of these problems, however, we must look beyond stan-
dards of attractiveness to another similarity between our recent
history and the Roaring Twenties-—a rapid change in women’s
roles.

Women’s Changing Roles

Feminists were active early in this century, making, according to
one magazine article, a “constant clamor about maiden names,
equal rights, woman’s place in the world,”'” and attempting to
pass an equal rights amendment to the Constitution. Although no
E.R.A. was passed, the fight for equality brought about dramatic
changes in the roles of women. According to the popular philoso-
pher and historian Will Durant, writing in 1927,

If in imagination we place ourselves at the year 2000 and ask what
was the outstanding feature of human events in the first quarter of
the Twentieth Century, we shall see that it was . . . the change in
the status of women. History has seldom known so startling a trans-
formation in so short a time.

Among the changes that Durant noted were increased opportuni-
ties for women:

Within a generation or two the weaker sex has made such progress in
conquering a position in industry, in pervading almost every field of
it except the brutally physical occupations. . . . A million alert and
happy girls are filling with color and charm the class-rooms and dor-
mitories and campuses . . . their athletic bodies leaping with the
sense of a fuller life.!8

In many respects the “women’s liberation” movement we treat
as innovative and the product of recent decades occurred with
equal force in the twenties. Women resisted taking their husband’s
name, tried to pass an E.R.A., entered colleges in large numbers,
and worked in occupations traditionally closed to them.
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Thus, changes in the standard of feminine beauty from the vo-
luptuousness embodied by Lillian Russell to slim and noncurva-
ceous flappers obsessed with dieting paralleled important changes
in the role definitions of women. In the same year that Century
magazine carried philosopher Will Durant’s statement about the
change in the status of women, the Saturday Evening Post ran an
article by S. G. Blyth, who reported a parallel change in women’s
attitudes toward their weight:

In the year 1912 . . . the world seemed to be populated mostly by
. . . fat persons who were trying to get thin and thin persons who
were trying to get fat. . . .In 1927 . . . the world is populated largely
by fat persons trying to get thin and by thin people trying to get thin-
ner. . . . This is the period of reduction, especially the period of fe-
male reduction.'®

Women’s Roles, Women’s Bodies

The flapper, the epitome of fashion in the twenties, was a woman
in a shapeless shift with short hair, a style described as “sexless”
and “mannish.”?® Many observers saw a connection between sup-
posedly “mannish” standards of beauty and the increasing fre-
quency with which women took on roles traditionally considered
masculine. In the same article that rhapsodized over women’s prog-
ress, Will Durant wrote, “There is more joy . . . in motherhood
than in careers that harden the body . . . into the unlovely like-
ness of an emasculated male.” The assumed connection between
body build and the performance of traditionally “masculine” tasks
was so prevalent that one female author felt compelled to caution
her readers: “Nor does it necessarily follow, scientists tell us, that
a woman with a flair for the creative or the scientific, or with a
genius for abstract thought will have a masculine physique.”?!
The striking parallel between women’s role definitions and
women’s bodies continued throughout the century. But, by the
middle of the 1930s, both role definitions and standards of attrac-
tiveness had begun to revert to what they had been at the century’s
beginning. First the Depression, then World War II, slowed, then
temporarily reversed, the professional and educational progress
made by women. Women, particularly professional women, lost
their jobs in disproportionate numbers during the Depression and
did not begin to regain them until after World War 1122 Although
women worked in factories during the war, they did not hold pro-
fessional jobs or attend college in great numbers. The rate of col-
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lege graduation among female high school graduates went from 17
percent in the mid-1920s to 13 percent in the mid-1930s and then
to 12 percent in the mid-1940s.2

The return to traditional roles brought the return of traditional
fashion, including traditionally fashionable female bodies. As early
as 1931, the U.S. Bureau of Home Economics was predicting in the
New York Times that

Milady of fashion . . . will eat a lot of wheat to bring back the curves
lost by reducing diets. “Economists have agreed that one of the out-
standing reasons in the decrease of cereal consumption was the mod-
ish slender figure,” said Dr. Florence B. King of the home economics
staff. . . . “Of course, this Autumn'’s drastic change in contour will
have just the opposite result.”

The article’s headline was amusing: “Women expected to eat into
wheat surplus to restore curves for Fugenie silhouette.” 24

The relationship between female eating patterns and gender
roles was unwittingly described in another headline in the New
York Times, this one in 1937, that listed without relating them the
two most interesting results of a study made by the Northwestern
National Life Insurance Company: “Business girls turn from reduc-
ing diets; 75% eager for marriage, survey shows.”?> Other sources
were quite aware of the relationship between fashion, the econ-
omy, and women’s roles. As described in Fortune magazine,

There is even a case to be made for women’s skirts as economic ba-
rometers. . . . In the fall of 1929 every skirt in the country fell with
a plop—and so did the stock market. By 1931 women were wearing
leg of mutton sleeves and fake bustles, and now in 1935 hips and
breasts have returned.2®

In 1938, Vogue magazine, an important barometer of female fash-
ion, reported that

Paris has decreed a new woman. . . . Perhaps they have sensed that
growing ennui which has attended so much freedom. . . . The new
woman . . . will be vested and gloved and corseted. . . . There must
be frou-frou and femininity . . . woman is rediscovering herself, her
personality and her sex.2”

But by 1942, eleven years after it had reported the findings of the
U.S. Bureau of Home Economics that dieting women were respon-
sible for a wheat surplus, the New York Times reported the oppo-
site finding by the Metropolitan Life Insurance Company that, dur-
ing a period of war rationing, “The average overweight woman is
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digging unnecessarily into the country’s food supplies.”?® It ap-
pears that, whatever form they took, the economic problems of so-
ciety were attributed by journalists to the supposed eating habits
of women.

As most readers already know, the 1950s, 1960s, and 1970s
were decades of dramatic change in women’s roles, with a sharp
increase in women attending college and holding professional jobs.
During that period, females portrayed in all the mass media be-
came slimmer, including Playboy models, Miss America finalists,
and the most popular movie stars.?” It appears that as go women’s
roles, so go their figures. Lillian Russell, Clara Bow, Marilyn Mon-
roe, and Jane Fonda may have been popular not only because of
their talent, but because their bodies reflected the changes experi-
enced by women of their times.

To help us portray these changes in women’s dimensions, we
depict in Figure 1 the curvaceousness of the models who have ap-
peared in Vogue magazine over the course of the century. This
graph was constructed by dividing the width of the busts of the
models portrayed in the magazine by the width of their waists.
Thus, during the reign of Lillian Russell at the turn of the century,
the average model had a bust twice as wide as her waist, whereas
in 1925, heyday of the flapper, the average model had a bust that
was barely larger than her waist. The bars in the figure depict the
decade-by-decade changes in the proportion of American women
graduating from college.
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Figure 1 Changing beauty standards related to changing educational op-
portunities for women over the course of the twentieth century.
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In decades when the bar graph gets higher, the line graph gets
lower, indicating that the greater the increase in the proportion of
American women graduating college, the slimmer the standard of
female beauty portrayed by the models in Vogue.?® The juxtaposi-
tion of the line and the bars graphically points to the same conclu-
sion as our review of the mass media: Changes in women’s roles
bring changes in women'’s bodies.

We argue that this relationship between women’s education
and women'’s bodies is rooted in a stereotype of women as intellec-
tually incompetent and an associated linkage between incompe-
tence and female physique. Studies done in recent decades demon-
strate that, although modern writers no longer feel compelled to
caution that intelligent women do not necessarily have masculine
physiques, this stereotype has nonetheless not disappeared but has
simply gone underground, becoming more subtle so that many peo-
ple still hold to it without realizing that they do.

Do We Equate Curvaceous with Incompetence Today?

In 1972, one well-known psychological study found that at least
three-fourths of the people of each sex agreed that, compared to
men, women are more illogical, have more difficulty making deci-
sions, are less ambitious, and less skilled in business. Even in the
1990s, women who serve as presidents or general managers in large
corporations report that the main obstacles toward career advance-
ment they face relate to “the fact of being female.”3! These stereo-
types regarding professional women are accentuated when women
look very “feminine.” Personnel consultants asked to judge the job
qualifications of a group of women based on their photographs
rated the women who were presented in more feminine styles—
long hair, soft sweaters or ruffled blouses, dangling jewelry, and
makeup—as less independent, more helpless, more illogical, and
less managerial than the same women presented in less sex-typed
styles (e.g., tailored clothes with a jacket, little makeup, and short
hair).3? Like the style of her hair and the cut of her clothing, a
woman’s physique may also accentuate her femininity, influencing
perceptions of her occupational status. Of female college students
asked which of the two women in Figure 2 was more likely to be
a homemaker, only about one in fifteen chose the slimmer woman,
whereas almost half-—seven times as many—chose the more curva-
ceous woman.3

The continuing conmnection between physique and perceptions
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Figure 2 Women compared by female college students as to homemaker
status, level of success, and level of intelligence.

of intellectual competence is most clearly demonstrated by a series
of studies in which Chris Kleinke and Richard Staneski asked stu-
dents at several colleges to make judgments about three women,
based solely on photographs. While some students saw photographs
of a woman in her normal, smali-busted state, others looked at
photographs of the same woman made to appear large busted with
the use of cotton padding, allowing Kleinke and Staneski to deter-
mine if 2 woman’s bust size was used as a key factor in judging
her. The students evaluated several dimensions of the women, in-
cluding competence. The study found that students rated large-
busted women not only as more immoral and immodest than
small-busted women, but also as more unintelligent and incompe-
tent.3* No wonder Fortune magazine in 1935 reported that the
symbol of the modern office was the “competent . . . intelligently
dressed woman,” not “the blond stenographer with the . . . redun-
dant breasts.” More recently, one author advised women seeking
to cultivate The Professional Image: “If you have a large bust don't
accentuate it.” 3% In the eyes of many people, curvaceousness sig-
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nals femininity and both are stereotypically associated with tradi-
tional roles and professional incompetence.

The Effects of Stereotyping on Women

The assumed connection between competence and curvaceousness
leads those women particularly concerned with intellectual and
professional achievement to eschew curvaceous bodies and to feel
uncomfortable with their feminine physiques. For example, one
study found that women who are interested in careers traditionally
considered more appropriate for males, such as pharmacy, prefer
smaller breasts and buttocks than do other women.?¢ Other studies
found that women who are very concerned about what other peo-
ple think of their achievements, or who worry that others don'’t
think that they are intelligent, also tend to prefer slim figures and
are dissatisfied with their own bodies.?”

The connection between curvaceousness and competence that
appears to be part of many women’s self-concepts also affects their
health. For example, today, as in the 1920s, women oriented to-
ward intellectual and professional achievement have often been
found to be particularly likely to manifest symptoms of disordered
eating.®® The amount of importance female college students re-
ported that they placed on intelligence and professional success
was related to the extent to which they reported purging—control-
ling weight through the use of laxatives, diuretics, or self-induced
vomiting—and the extent to which they were underweight.3®
Moreover, when we asked another sample of college women to in-
dicate the importance they placed on various characteristics,
women who reported symptoms of disordered eating were more
likely than other women to rate professional success and intelli-
gence as very important and being a wife and a good homemaker
as not very important.*°

The association between symptoms of disordered eating (often
at levels less than those characteristic of clinical eating disorders)
and intellectual or professional aspirations may result in part be-
cause high-achieving women are most likely to associate curva-
ceous, stereotypically feminine bodies with lack of achievement.
The slimmer woman portrayed in Figure 2 was rated as more suc-
cessful than the more curvaceous woman by less than one-third
of female college students without symptoms of disordered eating,
compared to almost half of those women with those symptoms.
Only about one in ten nondisordered women rated the slimmer
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woman as more intelligent than the curvier woman, compared to
over one-quarter of the women with symptoms of disordered
eating.*! Finally, eating disordered women are more likely than
nondisordered women to indicate that they feel that being female
is disadvantageous by agreeing with such statements as “If [ were
not a woman, I would have planned my life differently,” “My
professional advancement is controlled by the fact that I am
a woman,” and “Men simply have more possibilities than
women.” 42

We would suggest that disordered eating (along with depression
and the other symptoms discussed in later chapters) occurs among
women who strive to achieve in areas not traditionally associated
with femininity, but who come to feel that various aspects of being
female place them at an unfair disadvantage in these pursuits. If
these women blame the obstacles they face on their gender and,
therefore, on their bodies, which, after all, are what define them as
female, they may come to be dissatisfied with those bodies and
strive (consciously or not) to make them less stereotypically femi-
nine. One way to accomplish this—to combat the development of
breasts, curves, and menstruation marking them as female—is
through disordered eating.

Our focus on issues of female identity has much in common
with others who have written about disordered eating, including
Hilde Bruch, Richard Gordon, and Harvey Schwartz.*? However,
we place greater emphasis than these other writers on the response
of the huge number of “nontraditional” women living during peri-
ods of “women’s liberation” to the gender biases that continue to
confront them even during these “liberating” periods. (From time
to time, we use “nontraditional” as a shorthand to describe those
women pursuing traditionally “masculine” roles. Obviously, by
calling them “nontraditional,” we in no way wish to reinforce the
stereotypes we hope to expose.)

What About “Traditional” Women?

Figure 1 demonstrates that an increase in the proportion of women
graduating from college is accompanied by a slim standard of at-
tractiveness. But how do these women’s preferences translate into
noncurvaceous models in women’s magazines? One answer is
hinted at in the business and fashion media.

As far back as 1922, M. A. Hopkins wrote in The New Republic
that the “girl with the pay envelope sets the style for the women
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who dressmake at home.” More recently, Rene Bartos advised mar-
keters of fashions and cosmetics that “women who work set the
standard for grooming.”** From the inception of a mass-market
fashion industry with its attendant fashion magazines, professional
women have exerted influence on fashion beyond their numbers in
the general population because they are overrepresented among the
magazine readership, they spend more money on fashions, and
many other women follow the fashion lead set by the professional
women. In the words of a 1935 Fortune magazine article on
“Women in Business”,

As the nineteen twenties drew to a close, the impact of women upon
business was obvious . . . whole new industries began to revolve
about the new buying power of women. . . . The cosmetic industry
boomed, and in its wake other beautifying trades all centering around
the new purchasing power of women. . . . The whole nature of na-
tional advertising changed: women’s magazines flourished, supported
by advertisements addressed to women. . . . The new trades serving
the new woman with money.*®

One ironic and disturbing implication of the relationship between
female roles and standards of beauty is that the same stereotyping
that exacts a price from nontraditional women also exacts an indi-
rect price from even those women who strive for success in areas
traditionally thought of as feminine. One of the criteria by which
women traditionally have been judged is physical attractiveness, as
a rule defined by how well their appearance matches current cul-
tural norms. When the standard of beauty is slim, even women
seeking success in traditional roles strive to be slim. When the
standard is noncurvaceous, many women who are not naturally
thin and noncurvaceous may feel compelled to force their bodies
into a form that does not come naturally, often through dieting and
extreme exercise. Women who attempt to achieve and maintain
this fashionable figure must often exert constant vigilance regard-
ing the foods they eat and each ounce of fat they add to their bod-
ies. Often these attempts to maintain artificially low weights back-
fire, leading many women to periodically fall off the diet wagon
with a vengeance by going on eating binges.

Many authorities on disordered eating have noticed that the
increase in anorexia and bulimia over the past few decades oc-
curred at the same time that the standard of beauty became thin
and many women became very involved with dieting, exercise
workouts, and other means of weight control. This temporal over-
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lap led these authorities (including ourselves several years ago) to
assume that anorexia and bulimia were more extreme versions of
the dieting and weight obsession exhibited by so many women.
Our more recent research leads us to believe that the process actu-
ally works in reverse. That is, it appears that nontraditional
women, who are most prone to dissatisfaction with their own
curves and to symptoms of disordered eating, are the ones influ-
encing the standard of attractiveness set by the media. When soci-
etal opportunities for female intellectual and professional success
increase (resulting in increased numbers of “nontraditional”
women), anorexia, bulimia, and symptoms of disordered eating at
levels below those considered to define a clinical diagnosis of disor-
dered eating also become more prevalent and the standard of attrac-
tiveness influenced by these women becomes thinner. This thin
standard, in turn, influences large numbers of more traditional
women who want to be considered attractive to develop poor body
image, chronic dieting, and obsessions with weight and food. Thus,
the forces that produce anorexia precede, rather than follow, the
forces producing the Scarsdale diet.

So women with traditional aspirations pay the price of the
curves = competence equation in pressures to live up to unrealis-
tic standards of beauty, leading to the yo-yo pattern of chronic diet-
ing alternated with periodic bingeing. Nontraditional women also
pay with symptoms of disordered eating, and possibly a wide range
of other symptoms reported to accompany disordered eating in re-
cent research that include depression, anxiety, somatic symptoms
such as headaches, insomnia, and amenorrhea, feelings of low self-
esteem and sexual indifference, and difficulty concentrating.*®

But throughout history many women must have desired to
achieve in areas not traditionally open to them and must have
come to feel that being female placed them at a serious disadvan-
tage. Why didn’t those women develop these symptoms? When we
attempted to answer this question, we learned to our surprise that

they did.
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The Disease of Young
Women

During the 1970s, psychologists, psychiatrists, and the general pub-
lic became increasingly aware of forms of disordered eating that
appeared new. QObesity and overeating had been well known for
many years, but not until the late 1960s, or so it seemed, did sig-
nificant numbers of women exhibit the self-starvation of anorexia.
A few more years had to pass before the syndrome of bingeing al-
ternating with purgeing, referred to as bulimarexia, or bulimia for
short, was recognized. Mental health professionals were in-
trigued—and perhaps even a little bit shocked—by what seemed to
be the sudden increase in cases of what had been considered a “cu-
riosity and a rarity.” !

Modern industrial societies place a great deal of emphasis on
novelty, newness, originality. This is particularly true of the
United States, the center of much recent medical research, with its
short history and its pride in not being tainted by the old-
fashioned, feudal roots of Europe and Asia. To most of the general
public, and to many professionals involved in studying or treating
eating disorders, anorexia and bulimia were new phenomena. This
is true despite the outbreak of seif-starvation among young women
that occurred during the 1920s, a period experienced by millions of
Americans alive today. When we first became aware of this earlier
outbreak, we were not only somewhat surprised that it had existed
but also a bit chagrined at our short cultural memory. Realizing

27
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that the disorders are not new, we searched the medical literature
of past centuries to determine when they first appeared.

Since the earliest large body of medical work available to mod-
ern researchers is comprised of texts of ancient Greece written by
Hippocrates and several of his followers, we began our search there.
One of these texts has been translated as “On the diseases of young
women,” sometimes as “On the diseases of virgins.” Another is
almost never referred to by modern researchers, perhaps because it
has not yet been translated into English, but the French title, “De
la Superfetation,” has been translated as “On Overeating.”? To-
gether, these texts describe a syndrome afflicting females at adoles-
cence that includes symptoms of disordered eating and depression,
along with several other symptoms we will discuss more fully in
later chapters. Focusing on the amenorrhea that has been found to
be associated with both depression and disordered eating, these
texts attributed many symptoms to the lack of menstruation
among pubescent females, including the wasting away of bodies,
later termed “consumption” {referred to as phthisis), great hunger,
vomiting, difficulty breathing, aches and pains, feeling “afraid and
fearful,” hearing voices ordering them to drown themselves, and
loving death. The treatment of the disorder recommended in the
Hippocratic texts focused on the connections with sexuality, and
childbearing, which we discuss later:

My prescription is that when virgins experience this trouble, they
should cohabit with a man as quickly as possible. If they become preg-
nant, they will be cured. If they don’t do this, either they will suc-
cumb at the onset of puberty or a little later, unless they catch an-
other disease. Among married women, those who are sterile are more
likely to suffer what I have described.?

The linkage in the medical literature between disordered
eating, amenorrhea, and consumption continued for many centu-
ries after Hippocrates. In the fifteenth century, Antonio Benivieni,
one of the founders of pathological anatomy, left records of several
cases linking amenorrhea and disordered eating, including one in
which a woman “whose monthly courses were held back for a
whole year was reduced to complete emaciation” causing her to
suffer from “wasting and consumption.”*

In 1694, in his Phtisiologia or a Treatise on Consumption, Dr.
Richard Morton described the case of Mr. Duke’s daughter, a con-
sumptive woman who in “the Eighteenth Year of her Age . . . fell
into a total suppression of Her Monthly Courses . . . from which
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time her appetite began to abate and her Digestion to be bad, her
Flesh also began to be flaccid and loose.” Eventually, the young
woman was subject to fainting fits and came to look like “a Skele-
ton only clad with skin.” She had “no fever . . . no cough or diffi-
culty of breathing. . . . Only her appetite was diminished, and her
Digestion was uneasy, with fainting fits.”>

Morton went on to describe other cases of consumption in
which young women stopped menstruating and became emaciated.
In a chapter entitled “Of a Consumption proceeding from the
Green Sickness, and a suppression of the Monthly Purgations in
Women,” he wrote: “This [i.e., amenorrhea] is most commonly the
Original of Women’s Consumptions and I have very seldom seen
any Woman that was capable of the Monthly Purgations, either
Virgin, married Woman or Widdow, who ever fell into a consump-
tion without an Obstruction of these Purgations coming upon it.” ¢

These descriptions contain several themes that we see repeated
in later centuries. One is the emphasis on the cessation of men-
struation. But many authorities would conclude that the authors of
these earlier descriptions reversed the causal connection between
amenorrhea and emaciation: Nowadays the amenorrhea is usually
thought to result when females become too thin or when they be-
come anxious and depressed. But to Morton, Benivieni, and Hip-
pocrates the most striking symptom of the disorders was the cessa-
tion of the menses and its associated fertility problems.

“Consumption” (or phthisis} was the term of choice for Hip-
pocrates, Morton, and Benivieni in describing the wasting away as-
sociated with this disorder. As discussed in Chapter 1, several
twentieth-century authorities related tuberculosis to the anorexia
exhibited by many young women. These authorities used the term
“tuberculosis” and were primarily discussing a lung disease. They
believed that anorexia led to poor nutrition, which in turn in-
creased susceptibility to tuberculosis.

Many people now consider consumption synonymous with tu-
berculosis. But note that, in the seventeenth century, Morton diag-
nosed consumption in the case of Mr, Duke’s daughter, whose only
symptoms were diminished appetite and amenorrhea. Like Morton,
the ancient Greeks may have given the name consumption to the
symptom of wasting away. In Chapter 4, we will demonstrate that
the syndrome discussed in this book sometimes involves not only
the wasting away associated with anorexia, but also hyperventila-
tion and other difficulties in breathing. It may be that, throughout
history, the labels “phthisis” and “consumption” have been used
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to describe symptoms of the lung disease we now call “tuberculo-
sis” as well as the syndrome discussed here that sometimes in-
volves both wasting away and difficulty breathing. Other authors
who have studied the medical literature of previous centuries pro-
vide additional evidence linking what was sometimes called “ner-
vous consumption” to the disorder now thought of as anorexia.”
Unfortunately, because modern methods for the collection of epi-
demiologic statistics were not used in previous centuries, we can-
not estimate how many other cases of consumption, “the wasting
disease,” may really have been instances of the syndrome we dis-
cuss here.

Hysteria, Neurasthenia, and Chlorosis:
The Disease of Young Women by Other Names?

The medical literature of the seventeenth, eighteenth, and nine-
teenth centuries continued to describe disorders that afflicted
young, unmarried women at adolescence with depression, disor-
dered eating, and several other physical and psychological symp-
toms. In 1796, Dr. Ebenezer Sibly wrote that the “sallow and inani-
mate female, by coition often becomes plump and robust.”8
Sibley’s description, so reminiscent of Hippocrates’ prescription
that females suffering from the disease of young women should
cohabit with a man, dealt with a disease known at the time as
chlorosis. Chlorosis, the “green sickness” mentioned by Morton,
was frequently diagnosed among adolescent women prior to the
twentieth century. Common symptoms were depression, ner-
vousness, amenorrhea, headaches, breathing difficulties, heart
clicks and murmurs, and insomnia, as well as anorexia, bulimia,
and vomiting.? In a 1901 description that sounds strikingly mod-
ern, Dr. Thomas C. Allbutt noted that “Chlorosis is a malady of
puberty. . . . Many young women, as their frames develop fall
into a panic fear of obesity and not only cut down their food but
swallow . . . alleged antidotes to fatness.” Chlorotic women also
felt “gloom, despondency, ennui . . . giving up all for lost they
indulge in depression and despair.” 1°

Another name given to a disease of young women involving
depression, disordered eating, and other somatic symptoms was
“hysteria.” Today, most people who could list the symptoms of
hysteria would probably mention fits, fainting, or paralyzed limbs.
As recently as 1953, however, psychiatrist Judd Marmor wrote that
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“vomiting, anorexia, and bulemia are by-words in the symptom-
atology of hysteria.” In 1951, over 60 percent of a sample of hys-
teric women were found to exhibit anorexia, vomiting, variations
in weight, nervousness, symptoms of depression, headaches,
breathing difficulties, and sexual indifference.!!

These results confirmed what had been reported by physicians
for many years. In 1840, Dr. Thomas Laycock discussed the an-
orexia, bulimia, and vomiting of hysteric women, and Dr. Leonard
Corning in 1888 noted that hysteria was frequently complicated
with melancholia and attempted suicide.!? Many of the hysteric
female patients Freud treated as he first developed his principles of
psychoanalysis exhibited symptoms of depression and disordered
eating. In describing the case of Frau Emmy von N., the woman
with whom he developed the technique of catharsis, Freud wrote:

I called on her one day at lunch-time and surprised her in the act of
throwing something wrapped up in paper into the garden, where it
was caught by the children of the house-porter. In reply to my ques-
tion, she admitted that it was her (dry} pudding, and that this went
the same way every day. This led me to investigate what remained of
the other courses and I found that there was more than half left on
the plates. When I asked her why she ate so little she answered that
she was not in the habit of eating more and that it would be bad for
her if she did. . . . When on my next visit I ordered some alkaline
water and forbade her usual way of dealing with her pudding, she
showed considerable agitation. . . . Next day the nurse reported that
she had eaten the whole of her helpings and had drunk a glass of the
alkaline water. But I found Frau Emmy herself lying in a profoundly
depressed state. . . . she said . . . “I've ruined my digestion, as al-
ways happens if I eat more or drink water, and I have to starve myself
entirely for five days to a week before I can tolerate anything.” . . . I
assured her that . . . her pains were only due to the anxiety over
eating.!®

The famous Anna O., who was treated by Freud’s colleague
Breuer and helped to develop the “talking cure” on which psycho-
analytic treatment is based, also suffered from depression and an-
orexia, accompanied by severe headaches. On the death of her be-
loved father, she stopped eating. She would go for days without
nourishment and for long periods subsisting on a bit of fruit. Dora,
the other well-known hysteric patient of Freud’s who is discussed
in Chapter 6, also appeared to be depressed as well as anorexic. In
fact, in 1893, Breuer and Freud concluded that among the symp-
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toms that were “idiopathic products of hysteria” were chronic
vomiting and “anorexia, carried to the pitch of rejection of all nour-
ishment.” 14

Neurasthenia was yet another late nineteenth-century disease
characterized by symptoms of depressed mood and disordered
eating. While the most widely discussed symptom of this ailment
was nervous exhaustion, others included dyspepsia, insomnia,
asthma, headaches, and emaciation. Physician George Savage de-
scribed a typical case of neurasthenia as follows:

A woman, generally single, or in some way not in a condition for
performing her reproductive function . . . becomes bed-ridden, often
refuses her food, or is capricious about it, taking strange things at odd
times, or pretending to starve. . . . The body wastes, and the face has
the thin, anxious look not unlike that represented by Rosetti in many
of his pictures of women.!5

As in other quotes already cited, the woman is described as
“not in a condition for performing her reproductive function,” and
we return to this point later not only because it is central in this
disorder but because it is salient to the doctors treating these
women. Misogynists, perhaps; and clearly the conveyors of soci-
etal values.

In 1894, two physicians included nervous depression, head-
aches, insomnia, nausea, and vomiting in a list of common symp-
toms of neurasthenia in young women and noted that “the line of
demarcation in this disease between hysteria on the one hand and
melancholia on the other is indeed a fine one. Some would con-
sider both as phases of it.”'® They pointed out that neurasthenia
often afflicted young, unmarried, slender women.

Saints and Fasting Girls

Not all women who exhibited similar symptoms were diagnosed
as ill. In a recent book, Holy Anorexia, Rudolph Bell concluded
that over half the Italian women officially recognized by the Ro-
man Catholic church from 1200 A.D. onward as saints, blesseds,
venerables, or servants of God displayed clear signs of anorexia,
including fasting, vomiting, bingeing, and amenorrhea. Many also
felt “deeply depressed.” !’

The women Bell studied were treated as holy figures. But, as
described by historian Joan Jacobs Brumberg, by the nineteenth
century, young women who went for very long periods seemingly
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without eating were beginning to be viewed as curiosities and
termed “fasting girls.” One woman, Mollie Fancher of Brooklyn,
New York, in 1864 refused to eat and began to waste away. In
1866, the Brooklyn Daily Eagle reported that she had gone for
seven weeks without food and looked “more like parchment than
flesh and blood.”!® Like the fasts of the holy women studied by
Bell, Fancher’s apparent ability to survive without food was treated
by many people as a miracle. But, living during a period when the
explanations offered by science had come to vie with those offered
by religion, she was also labeled by many physicians as “hysteric.”

Were All the Disorders Identical?

Thus, the Hippocratic “disease of young women,” chlorosis, hyste-
ria, and neurasthenia are all names given over the years to syn-
dromes that were said to afflict women at adolescence and that
involved depression, anxiety, disordered eating, headache, and sev-
eral other symptoms we will discuss. We do not believe that all
these disorders were identical. Further research is needed to deter-
mine whether individual differences between women in, for exam-
ple, genetic predispositions, family constellations, societal influ-
ences, or the age at which they begin to experience problems may
lead to different forms of this disorder. For now, we wish to empha-
size that all these disorders were characterized by a wide range of
symptoms, allowing physicians throughout history to use the diag-
nostic categories popular in their own day in describing women
whom we believe suffered from one or another variant of what we
call anxious somatic depression.

While a large number of similar symptoms were reported as
being exhibited by adolescent women diagnosed as suffering from
hysteria, neurasthenia, chlorosis, and the disease described in the
Hippocratic texts, much less is known about the range of “symp-
toms” exhibited by consumptive women, holy anorexics, and fast-
ing girls. At present, we must treat the notion that these women
exhibited the complete syndrome discussed in this book as only an
intriguing hypothesis.

We will sometimes use the term “forgotten syndrome” as a
convenient way to refer to the collection of symptoms on which
we focus. We chose the term “syndrome” to emphasize that we are
not simply referring to a single currently recognized disorder such
as anorexia or depression, but to a combination of symptoms. We
use the word “forgotten” to acknowledge that the idea that several
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of these symptoms often tend to coexist among particular individu-
als is not a new creation of ours, but is based on the writings of
many authorities over the centuries.

A single term like “anxious somatic depression” or “forgotten
syndrome” allows us to minimize the somewhat boring repetition
of the list of symptoms to which we must refer so often. On the
other hand, the act of naming something, particularly using a med-
ical term like “syndrome,” may seem to imply scientific certainty
about its existence. In this book and in a series of articles in recent
professional journals, we present evidence for the continuing exis-
tence of a single disorder or a nearly identical series of disorders.
By giving the disorder a name, we do not mean to imply that our
hypothesis is proven beyond the shadow of a doubt or that the exis-
tence of this syndrome is already widely accepted in the fields of
psychology and psychiatry.

Discontent with Traditional Gender Roles

Our historical research indicated that, over the centuries, women
who suffered from the symptoms under the various names it was
given were nontraditional females discontent with societal limita-
tions placed on them.

For example, anthropologists and historians who have studied
holy women, like those discussed by Bell, have noted that women
who entered convents after growing up in the outside world tended
to view females as weak and vulnerable, and that they saw joining
a monastery as a way to rebel against social constraints placed on
them and as a means of achieving autonomy and self-sufficiency.
Historians have also found that many medieval holy women
dressed as males. Several have offered the explanation that “be-
cause male was in Western culture superior to female, women had
to take on symbolic maleness (or, at the very least, abandonment
of femaleness) in order to signify spiritual advance.”?

The most famous Italian holy woman described by Bell may
have done just this. Saint Catherine of Sienna, co-patron of Italy
with Francis of Assisi, was born Catherine Benincasa around 1347.
After the death of her father, she could not eat. According to the
priest assigned by the Pope to be her confessor, “Not only did she
not need food, but she could not even eat without pain. If she forced
herself to eat, her body suffered greatly, she could not digest
and she had to vomit.” 2° She lost half of her body weight and bound
an iron chain around her hips. She also suffered from depression.
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Catherine’s “symptoms” first started after her beloved sister
died in childbirth. At this point, Catherine’s mother began to pre-
pare her for marriage, teaching her to put on makeup and how to
dye and curl her hair. She rebelled, cutting her hair very short. Her
angry mother reacted by forcing her to do additional housework
and telling her she would be compelled to marry. Catherine’s self-
starvation eventually forced her family to relent, allowing her to
remain unmarried and enter a convent. Her neighbors called her
“Euphrosyne” because she idolized this character from a legend
who, as a young girl, escaped an unwanted marriage by changing
into men’s attire and retiring to a monastery. Catherine escaped an
unwanted marriage not only by shedding her female attire, but also
her female physique.

Another famous holy woman also appeared to exhibit disor-
dered eating. Several authorities have speculated that Joan of Arc,
who led the army of France, tonsured and garbed as a male, was
also anorexic.?! Marina Warner based her conclusion on Joan’s ab-
stemious eating and frequent fasting, evidence that Joan did not
menstruate, and descriptions of Joan vomiting when forced to eat.

In some of the literature we have examined, the connection
between an urge to achieve and the development of this syndrome
was explicitly noted, though the correlation was explained differ-
ently. Morton attributed the consumption suffered by Mr. Duke’s
daughter to the “Injuries of the Air” the girl was exposed to as a
result of her “studying at Night and continual poring upon books.”
The Brooklyn Daily Eagle noted how “fasting girl” Molly
Fancher’s “vitality gradually ebbed” as a result of her interest in
education: “Her books were her delight . . . she neglected all for
them and would arise late in the morning . . . hasten away to
school without breakfast, fearful of being tardy, and then at eve-
ning, in her anxiety to learn her lessons, again neglect a meal for
which she felt no inclination.”?? The newspaper also attributed
Fancher’s disorder to the overstimulation of mental faculties re-
sulting from too much education.

Anxious Somatic Depression Among America’s First
College Women

The argument that problems resulted from mental overstimulation
among young women seeking higher education was common in
the nineteenth century, a period of major advances in higher edu-
cation for women. Prior to then, women received no formal edu-
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cation after high school. By the early part of the century, semi-
naries for females were established, offering training in some
advanced topics, but it was not until 1839 that the first college for
women, the Georgia Female College, opened its doors to students.
Several other women’s colleges began in the 1840s and 1850s, but
these were, for the most part, small, financially troubled institu-
tions, and few survived. By the time Vassar opened in 1861, how-
ever, the idea of higher education for at least some women was
firmly established, and by 1875, when Smith and Wellesley opened,
significant numbers of females aspired to become college grad-
uates.?3

But the idea of higher education for women engendered tre-
mendous resistance. Intellectual arguments against educating
women took two forms. The more straightforward attacks were
based on social and psychological arguments regarding women’s
proper functions: Educated women would have smaller families,
experience “a dropping out of maternal instincts,” and become less
feminine, “analogous to the sexless class of termites,” or “eunuchs
of Oriental civilization.” 2

In the words of one authority writing in the Popular Science
Monthly in 1904:

Not only does wifehood and motherhood not require an extraordinary

development of brain but the latter is a decided barrier against the
performance of these duties. Any family physician could give innu-
merable cases out of his experience of failures of marriage directly due
to too great a cultivation of the female intellect, which results in the
scorning to perform those duties which are cheerfully performed and
even desired by the uneducated wife.?®

Yet most arguments made against higher education for women
were not so overtly self-interested. They were couched in concern
for the women and usually based on medical reports regarding the
effects of education on women’s health. To choose only one exam-
ple: “As for training young ladies through a long intellectual
course, as we do young men, it can never be done. They will die
in the process.”?® Too much education for women was said to be
responsible for ailments ranging from headaches and insomnia to
depression and indigestion.

Once again, we could ignore these arguments solely for their
obvious biases and the offensive form they took. Doing so, how-
ever, leads us to overlook the reasons why these arguments took
that particular form.
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We find when we examine the medical advice closely that
much of it focused on the development of a relatively small num-
ber of symptoms that physicians detected among women seeking
higher education, symptoms including depressed mood, anxiety,
amenorrhea, and other somatic symptoms such as disordered
eating, headache, breathing difficulty, insomnia and heart palpita-
tions. For example, in 1873, in his widely read book summarizing
the medical problems of females seeking higher education, Harvard
professor Dr. Edward Clarke included the following maladies: ane-
mia, angular, puny bodies, small breasts, abnormally weak diges-
tion, depression, nervousness, headache, sleep disturbance, and
hysteria. Other physicians, such as Charles Meigs, a professor at
the Jefferson Medical College in Philadelphia, also discussed the
thinness and loss of appetite afflicting females who attended
school.?”

Perhaps the mistake of these physicians was not that, because
of some bias, they imagined a connection between women going to
college and the development of these symptoms, for they appar-
ently found these symptoms in many patients, but that they mis-
construed its cause. As we will continue to explicate, particularly
in Part III, we believe that it was obviously not the expenditure
of intellectual energy that damaged the health of so many first-
generation college women, but instead the conflicting role aspira-
tions and emotional turmoil experienced by ambitious women in
the context of a society that discredited and placed obstacles in
their paths toward achievement. This emotional turmoil was ex-
pressed in the symptoms described by the physicians.

Many physicians posited that the ill effects on women’s health
caused by too much learning resulted from damage done to the
women’s reproductive systems. These experts expressed particular
concern about women expending energy on education just at a
time when their complex reproductive systems were rapidly devel-
oping. The most obvious sign of this supposed misexpenditure of
energy was the development of amenorrhea, the symptom Hippoc-
rates, Benivieni, and Morton had focused so much attention on. As
Dr. Meigs noted in 1859, “It is very common for me to find young
women who have grown up admirably . . . to lose, in five or six
weeks, the habit of menstruation, upon being brought to town and
set on the school form and compelled to undergo the fatiguing la-
bor of mental and educational discipline and culture.”?®
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Mental Strain

The effect of too much education on the women was usually re-
ferred to as “mental strain,” which was reputed to be implicated in
the development of a wide range of problems, including chlorosis,
neurasthenia, and hysteria.?® In 1894, for example, physicians
Henry B. Deale and S. S. Adams attributed the symptoms of neur-
asthenia to “the natural nervous tendency of a young girl or
woman harassed by the ambitions of school life . . . or annoyed
with household and family chores.” Dr. S. W. Hammond of Rut-
land, Vermont, went so far as to cite neurasthenia as “a positive
argument against higher education of women.”30

Another authority on neurasthenia was Margaret Cleaves,
M.D,, one of the relatively few women physicians in the nine-
teenth century. In 1910, toward the end of her career, she wrote an
autobiography, aptly titled The Autobiography of a Neurasthene,
in which she admitted to suffering from the disease. Her self-
description clearly indicates her nontraditional aspirations and her
anorexia, and hints at the connection between her disorder and the
reactions of others to her gender:

As a child . . . Tate well. . . . At the age of fifteen I began teaching
country schools in order to pay for the education I wanted . . . Icould
not eat. . . . At college . . . food interested me less than books . . .

to have eaten more meant such physical distress that I could not. Had
my father lived these things would not have been. My education
would have been provided. . . . He always called me his boy; my only
brother succumbed at the age of seven months to pneumonia . . . and
I was his [her father’s] constant companion.3!

In his book A Treatise on the Nervous Diseases of Women,
Laycock wrote in 1840: “The relations of hysteria to the present
modes of education are of great importance. The anxiety to render
a young lady accomplished at all hazards, has originated a system
of forced mental training, which greatly increases the irritability of
the BRAIN. . . . The consequence of all this is that the young fe-
male returns from school to her home a hysterical . . . girl.”32 In
yet another echo of Hippocrates, Laycock recommended marriage
as a treatment for women suffering from hysteria.

Here again, we see the symptoms being blamed on the school-
ing. It was not mental strain that caused the hysteria, we contend,
but the discontent of these women with the limitations they expe-
rienced as they sought avenues of higher education. For example,
Anna O. was described by Breuer and Freud in the Studies on Hys-
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teria as “markedly intelligent,” and possessing a “powerful intel-
lect.” She resented that she was not allowed to attend college al-
though she was brighter than her brother, who was sent to the
University of Vienna, which was closed to women. Because she
was female, she remained at home “engaged on her household du-
ties.” According to Breuer, “This girl, who was bubbling over with
intellectual vitality, led an extremely monotonous existence in her
puritanically-minded family.” He noted: “She possessed a powerful
intellect which would have been capable of digesting solid mental
pabulum and which stood in need of it—though without receiving
it after she had left school.” 33

Anna, whose real name was Bertha Pappenheim, went on to a
distinguished career as an influential social worker and leader of
the Jewish women’s movement. She wrote a play entitled Women’s
Rights dealing with women’s powerlessness and exploitation by
men and translated Mary Wollstonecraft’s A Vindication of the
Rights of Women, which argued for equal educational opportunity.
She believed that, to men, women were mere “beasts of burden”
and found her lack of formal education a “defective spiritual nour-
ishment.” One description of the characteristics of hysteric pa-
tients made by Breuer and Freud appears to suggest that parental
belief in mental strain may have increased the barriers placed in
the paths of bright women, perhaps bringing on the development
of hysteria. They wrote: “Adolescents who are later to become hys-
terical are for the most part lively, gifted and full of intellectual
interests before they fall ill. . . . They include girls who get out of
bed at night so as secretly to carry on some study that their parents
have forbidden from fear of their overworking.” Freud even noted
that intellectual effort not only did not cause neurasthenia, but
was helpful in protecting against it.3*

Thus, the observations of Breuer and Freud, viewed from a so-
cial roles perspective, lead us to conclude that the adolescent hys-
teric symptoms experienced by Anna Q., including her depression,
her anorexia, and her headaches, were rooted not in the overstimu-
lation of her mind but in the opposite problem—understimulation,
anger, and low self-esteem felt by very intelligent women like her-
self not allowed to exercise their abilities.

Historical Commonalities and Differences

It appears to us that for millennia, young women have been af-
flicted with a syndrome that involves not only the symptoms of
disordered eating, but also depression, anxiety, headaches, breath-
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ing difficulties, and several other psychological and somatic symp-
toms. Although abundant evidence is scattered throughout recent
research in psychology and psychiatry that a similar syndrome con-
tinues to afflict young women, possibly in very large numbers, sci-
ence and society have lost sight of its existence. In this book we
argue that a disorder that may have been recognized in antiquity,
widely diagnosed as hysteria, neurasthenia, or chlorosis for centu-
ries, and causing great suffering among contemporary women has
been forgotten by modern science and goes undetected in examin-
ing rooms and guidance offices.

Some historians, notably Joan Jacobs Brumberg, Caroline
Walker Bynum, and Rudolph Bell,®® have recognized that many
women living during earlier centuries exhibited eating problems.
But Brumberg has argued that these women confronted historical
conditions vastly different from those facing modern women and
that their problems resulted from different causes. She concludes
that earlier examples of disordered eating were not the same as
modern anorexia nervosa.

Along with Bell, we see the commonalities as being more im-
portant than the differences, particularly among women of the past
two centuries. Undoubtedly, women who lived during each histori-
cal period faced conditions that were in many respects unique. Per-
haps this is why some symptoms exhibited by women suffering
from forms of this syndrome during earlier periods, such as the
paralyzed limbs reported in hysterical women, were no longer com-
mon during later periods. We must take seriously the historians’
caution that among people living during different historical peri-
ods, behaviors and symptoms that superficially appear to be similar
may not be identical in their causes or their meaning. But when
we found not only the symptoms of disordered eating on which
Bell and Brumberg focused, but also depression, anxiety, headaches,
breathing difficulties, and other somatic symptoms, which were
described as occurring together beginning at adolescence among
women living during several different periods, and when we read
strikingly similar descriptions of the educational aspirations of
these women and their discontent with traditional gender roles, we
came to believe that a nearly identical syndrome has afflicted
young women over the ages.

Cross-cultural Comparisons

Similarly, when psychiatrists Michael B. King and Dinesh Bhugra
found young women in India who obtained high scores on ques-
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tionnaire measures of eating disorders traditionally used in West-
ern nations, they warned that the questions included in such mea-
sures may often be interpreted differently in other cultures.?® They
concluded that few of the Indian women actually exhibited eating
disorders. We must take seriously the warning that among people
living in different cultures, behaviors and symptoms that superfi-
cially appear to be similar may not be identical in their causes or
their meaning. But, once again, our search of the cross-cultural lit-
erature has led us to believe that the syndrome we have been dis-
cussing is not limited to the United States or to Western devel-
oped nations.

The past is not the only blind spot of science in modern, indus-
trialized nations. Most people living in nations like ours know very
little about what goes on in developing countries. Except for some
brief attention to sensationalized media treatments of famines or
coups, events in those nations go unnoticed even by most social
and behavioral scientists. The body of knowledge that we call the
sciences of psychology and psychiatry is in some respects limited
to an understanding of the behaviors and problems of people living
in Western nations in the late twentieth century. Attention to
whether these problems look the same in developing nations is
generally kept isolated in the books and journals of anthropology
and cross-cultural psychology and psychiatry, disciplines that spe-
cialize in studying other cultures. The literature of these disci-
plines contains many contemporary reports of women at adoles-
cence beginning to exhibit afflictions involving depression in
combination with disordered eating and other somatic symptoms.
As we found in the literature and documents of earlier centuries,
these afflictions go under a variety of names. Authorities writing
about one form seldom refer to any others. And as we saw in the
incarnations of these symptoms over the ages, under any name it
takes among cultures throughout the world, this syndrome afflicts
women who are experiencing rapid changes in gender roles and
come to feel disadvantaged by their femininity.

Arab women in Qatar, for example, suffer from what has been
called “culture-bound syndrome,” which is characterized by nau-
sea, poor appetite, breathing difficulties, palpitations, faintness,
and fatigue. Like those with the Hippocratic “disease of young
women,” these modern women are likely to be unmarried or to
have fertility problems. El Islam, who studied these Arab women,
noted that the culture-bound syndrome is rooted in the notion that
the value of women is based on their husbands and the children
they have, which has become more problematic now that these
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women are receiving more education and are exposed to radio and
television, which depict different male-female relationships of the
more developed nations. Thus, women experiencing culture-bound
syndrome are not successful as measured by traditional standards
of their culture, but are still influenced by them; they have not yet
been able to “trade in” traditional values for the newer values and
role expectations of women they are being exposed to.%”

Medieval Roman Catholics were not the only religious women
whose rituals included behaviors associated with disordered eating.
Zar cults, for example, in which people are possessed by spirits
called “Zars,” are common in North Africa and parts of Asia. In
Northern Sudan, typical symptoms of Zar possession include an-
orexia, nausea, depression, anxiety, headaches, and fertility prob-
lems. Over 40 percent of women over the age of 15 in one region
of Sudan said that they had been possessed at some time by Zar.
Some scholars have argued that Zar possession is a strategy women
use to redress gender inequality because they observed that women
possessed by Zar are clearly those who have been subjected to un-
fair treatment as a result of being female.

We do not suggest that the complex religious rituals of medi-
eval Catholic nuns or of the Hofriyati women of the Northern Su-
dan can be reduced entirely to a set of symptoms of a single dis-
ease. Clearly, these rituals occur within a complex cultural context
and take on multiple layers of meaning. At least some of those
layers, however, may be related to the gender issues we discuss
here. For example, Janice Boddy described one Zar ceremony last-
ing several days in which women possessed by the Zar spirits
would enter trances and behave in ways not at all typical for Hofri-
yati women. Some women wore male clothing. One woman was
possessed by the spirits of a doctor, a lawyer, and a military officer.
Another strutted around “mandarinlike,” wielding a walking stick
symbolic of authority, and puffing on a cigarette. These two then
staged a sword fight closely resembling the men’s dance of a nearby
tribe. A third threatened a man with a sword. In Boddy’s words:

Smoking, wanton dancing, flailing about, burping and hiccuping,
drinking blood and alcohol, wearing male clothing, publicly threaten-
ing men with swords, speaking loudly lacking due regard for etiquette,
these are hardly the behaviors of Hofriyati women for whom dignity
and propriety are leading concerns.3®

We would suggest that, while these are hardly the behaviors of
proper Hofriyati women, they may mimic the behaviors of Hofri-
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yati men. Thus, within the complex rituals brought on by posses-
sion by alien spirits, we find both enactment of male roles tradi-
tionally closed off to these women as well as several symptoms of
anxious somatic depression.

Nerves

In many nations, this syndrome is simply called “nerves.” Spiritu-
alist healers in Mexico, for example, have been observed to diag-
nose nerves among women exhibiting amenorrhea, “emptiness” in
the stomach, and nausea, as well as headaches, insomnia, and ex-
cessive crying. Symptoms of nerves reported by Setha M. Low in
Guatemala include headache, despair, anxiety, stomach pain, in-
somnia, difficulty breathing, and nausea. As we might expect,
nerves tends to be much more common among females than
among males, and is often found to be particularly frequent among
women exhibiting problems in reproduction.?®

Several anthropologists have noted that nerves is likely to oc-
cur among women who are experiencing a transition from a tradi-
tional society to a modern one.*° Once again, with changing gender
roles, we see the symptoms of anxious somatic depression. Case
histories of women afflicted with nerves exhibit the discontent
with traditional female roles that we believe plays such a large part
in the development of the syndrome. For example, Toula was a 19-
year-old woman living in a village in Greece, which had recently
experienced dramatic increases in women’s rights and opportuni-
ties when the Socialists took over from the military dictatorship.
Although she lived for several years in the United States, where
she was exposed to less traditional views of women, Toula was not
allowed to attend secondary school when her parents brought her
back to Greece. Her twin brother, however, was able to pursue his
education. Like Anna O., she was envious of the advantages ac-
corded her brother simply because he was male. In what we inter-
pret as a wish to be masculine in order to reap those advantages
for herself, she said that when he died, she would take over her
brother’s spirit. Toula also had a poor body image clearly associated
with her discomfort over her developing femininity. Although slim
and attractive, she felt “fat and ugly,” a term she applied to a
neighbor, too, because of what she called the neighbor’s “huge
breasts.” !

In many cultures, the syndrome may sometimes simply be
called depression, which may manifest itself somewhat differently
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in non-Western nations. Researchers and clinicians in these na-
tions observe less guilt and hopelessness than in the West, and find
somatic symptoms predominating. Nigerian psychiatrist T. Adeoye
Lambo observed much confusion in his country between the diag-
nosis of depression and that of neurasthenia because the typical
depressed patient “is invariably preoccupied with vague somatic
complaints.” In one international survey, the primary symptoms of
depression found in non-Western nations were “fatigue, anorexia,
weight loss, and loss of libido.” 42

Just as when it is called culture-bound syndrome or nerves,
when this constellation of symptoms is called depression it is often
related to changing gender roles. For example, Helen E. Ullrich
conducted interviews in a village in India in which women re-
cently experienced a high rate of depression as well as dramatic
increases in educational opportunities. Of the 23 women age 40 or
older interviewed by Ullrich, none had attended high school. Of
the 22 women less than 40 years old, 20 had graduated from high
school and 7 of these had even more education. Like American
women in the late nineteenth century, these Brahmin Indian
women were pioneers in their culture in attempting to seek higher
education. Several women expressed discontent with the tradi-
tional female roles of wife and homemaker and wanted more edu-
cation than they were allowed. They became depressed when they
realized the full extent of the disadvantages of being female.

For example, Vani, a 24-year-old woman, was married at age 20
but “wanted to continue her education and still regrets her parents’
insistence on marriage.” Ullrich adds: “Vani openly discusses the
misfortunes of being female.” During her first year of marriage, she
had a major depressive episode, “she ate little, had no appetite, lost
weight, lost interest in everything, just sat in one position, refused
to talk, cried a lot, and could not sleep.” When her weight loss
continued, a physician was consulted. “The depression resolved
when she had a son,” a pattern that we discuss in a later chapter. In
Ullrich’s words: “Vani . . . may have conflicts with the traditional
female role and with parents’ values that a woman should have
primarily a domestic identity.” 4

Thus, like physicians of previous centuries, contemporary an-
thropologists have described a syndrome afflicting women at ado-
lescence or early adulthood that involves depression, anxiety, dis-
ordered eating, and several other somatic symptoms. The one
difference between the descriptions made by anthropologists in re-
cent years and those made by physicians in past centuries is that



The Disease of Young Women 45

the cross-cultural observations were made primarily by investiga-
tors quite knowledgeable about the workings of gender roles. As
described in fascinating detail in the historical treatments of hyste-
ria and neurasthenia written by such scholars as Carol Smith Ro-
senberg and Elaine Showalter, physicians of earlier centuries for
the most part ignored the role played by gender inequality in the
etiology of earlier versions of the syndrome.** In contrast, connec-
tions made by contemporary anthropologists between the changing
status of women, particularly in the form of increased education,
and the development of the depressive and somatic symptoms as-
sociated with nerves, Zar cults, culture-bound syndrome, and de-
pression focus on gender roles, not mental strain. Most of the ex-
perts who study manifestations of this syndrome cross-culturally,
however, seem unaware of the commonalities they exhibit with
each other, with our culture, and with past cultures. As with the
differences between hysteria, neurasthenia, and chlorosis, the fac-
tors leading to differences between these various forms of the syn-
drome found in contemporary developing nations need to be inves-
tigated further. But these differences should not be allowed to
obscure the many commonalities.

During the past three decades, millions of women living in the
United States and other industrialized nations have grown up in
cultures that have socialized them to aspire to achievements his-
torically reserved for men, and have confronted myriad barriers.
The women of their mothers’ generation did not, for the most part,
achieve outside of the home. If such experiences lead to the devel-
opment of the syndrome we have been discussing, we should be
seeing evidence of this syndrome in high-school guidance offices,
college infirmaries, mental health clinics, and hospitals throughout
the developed world. To look for such evidence, we now turn our
attention to contemporary research dealing with the various symp-
toms constituting the syndrome. We begin with depression.
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Depression

At age 19, future political philosopher Hannah Arendt described in
her journal the depression she suffered with these words: “Mad-
ness, joylessness, disaster, annihilation” and the desire that “the
end, long and fervently hoped for . . . puts an end to this needless
and futile life.” Harriet Beecher Stowe, author of the widely read
Uncle Tom’s Cabin, also described a “great depression,” one in
which she felt “scarcely alive” half the time; the other half a
“slave of morbid feeling.” At age 16, she wrote to her sister, “I. . .
wish to die young.”! The diaries and journals of most of the re-
nowned women whose lives we studied detail the thoughts and
emotions that characterize depression: The feeling that nothing
gives pleasure, the sense that each moment is to be dreaded, the
fear that life is now, and will always be, made up only of suffering,
the longing for death to end it all.

The pain evident in these descriptions falls disproportionately
on female shoulders, for, like disordered eating, depression is much
more common among females. Women have more symptoms of
depression than men do, are more likely to be diagnosed as de-
pressed, are more frequently hospitalized for depression, and are
more likely to attempt suicide. Male suicide attemptors more often
complete the act, with one notable exception: Professional women
exhibit rates of successful suicide comparable to males. The esti-
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mate usually given in the psychiatric literature is that women are
twice as likely as men to be depressed.”

Another striking parallel between depression and disordered
eating is the importance of the adolescent years. Depression in
children is relatively rare. But as children, particularly girls, pass
through adolescence, more and more begin to feel sad, hopeless,
worthless, or inert. In a recent study of over 900 Dutch students,
males and females reported about the same low level of depressed
mood until age 14. During the next four years of adolescence, the
proportion feeling unhappy, sad, or depressed rose twice as much
among females as among males, until by age 18, about one in three
Dutch females reported feeling depressed compared to only about
one in eight males.> Adolescence is the period in which signs of
depression first appear, primarily among females.

Adolescent Sadness Becomes Midlife Depression

But while teenage girls are much more likely than teenage boys to
show some symptoms of depression, relatively few are diagnosed
as suffering from the psychiatric disorder called major depression.
In adulthood, however, dozens of studies report high rates of major
depression among women, rates much greater than those exhibited
by men.* It appears that the depressive symptoms experienced by
female adolescents often do not develop into full-blown cases of
clinical depression until later in life.

In support of this notion, a recent survey of five U.S. communi-
ties found that the greatest number of females first reported symp-
toms of depression between ages 15 and 19. Other surveys, how-
ever, indicated that the greatest number of females first develop a
full clinical depressive disorder later in life.> This pattern has also
been found in other cultures. In Peru, younger women are said to
suffer from “nervios” (Spanish for nerves), with a lowercase “n,”
which are feelings of depression. Older women, however, suffer
from “Nervios,” with a capital “N,” which is similar to a clinical
diagnosis of depression.®

This pattern is important because it tells us that depression
may develop in stages. In childhood, some women may develop
attitudes and personality traits predisposing them to develop disor-
dered eating, depressed mood, and other psychological and somatic
symptoms when they reach adolescence. Later they progress from
depressed mood to full-blown clinical depression. Looking at the
development in this way has powerful implications for understand-
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ing what causes depression, why women are so likely to suffer
from it, and what can be done to treat, or—even better—prevent
the disease. Perhaps most obvious is that we are drawn to study
the childhoods of depressed women. As we describe in detail in
Chapters 6 and 7, many of these women have told us that as chil-
dren they developed a self-image as high-achieving, bright girls at
the same time they began to notice that in certain highly valued
areas of achievement their mothers and many other women were
limited by being female. Because sex roles are somewhat less rigid
early on, many of these girls were allowed in childhood to pursue
nontraditional goals.

The realization of a step-by-step development of depression
also leads us to ask what it is about the experience of adolescence
that causes so many females to begin to feel depressed. As we will
elaborate in Chapter 8, when girls undergo the physical changes of
puberty and adolescence, other people begin to respond differently
to them and the girls begin to think differently about themselves.
As their bodies develop breasts and curves, the impact of their so-
cial and sexual status as women is experienced for the first time.
For girls who have come to view womanhood as having a status
lower than that attributed to manhood, this change engenders con-
flict and appears all too often to precipitate depressed mood and
low self-esteem.

We speculate that the connection between anatomy and gender
role is the reason why depressed women, like those with disordered
eating, have very poor body image. Discomfort with their own bod-
ies plagues not only hospitalized patients suffering from severe de-
pression, but also college women with symptoms of depression.
Depressed people view their appearance more negatively than non-
depressed people, even when they are not rated by observers as be-
ing less attractive. It is telling that, beginning at adolescence, de-
pression is more highly related to poor body image among females
than among males, and that in one group of adolescent women
whose body image was related to symptoms of depression, the sta-
tistical relationship disappeared when the women’s self-esteem
was mathematically taken into account.” That is, it seems that the
poor body image of these depressed adolescents resulted because
their feelings about their bodies were highly indicative of how they
felt about themselves, and, we would suggest, about their identities
as women. We contend that depression begins for most girls at ado-
lescence, because that is when they become women, and that de-
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pressed girls have poor body image because it is their bodies that
define them as women.

If depression really starts in adolescence, we would expect that
the people who show signs of depression as teenagers are the ones
who develop more serious indications of clinical depression later
in life. And indeed, for females, depressive symptoms in adoles-
cence are particularly likely to signify future problems. Girls who
reported symptoms of depression in high school were more likely
nine years later to have sought the help of a mental health profes-
sional, to have been hospitalized for a mental illness, to report
health problems, and to have dropped out of high school. Among
males, in contrast, reports of depressive symptoms in adolescence
did not predict any of these problems during early adulthood.?
Again, adolescence appears to be a crucial period for the develop-
ment of what will eventually become more serious depression
among females, but not so clearly among males.

Disordered Eating, Depression, and Development

Disordered eating among women is often accompanied by symp-
toms of depression, but researchers have trouble explaining why.
The importance of adolescence in the development of depression
and the finding that depression is more highly related to disordered
eating among females than among males suggest that the conflicts
over gender that may cause adolescent women to have eating
problems may also cause depressed mood that later becomes clini-
cal depression.’

Sharing the hubris of contemporary science, we thought that
the role of adolescence in the development of later depression had
only recently drawn the attention of psychologists and psychia-
trists. We were quite surprised to learn that the relationship be-
tween the symptoms of the forgotten syndrome and the later devel-
opment of depression (formerly called melancholia) had been
recognized for over a century. In writing of the nervous disorders
in which disturbances of appetite play a central role, one author
noted in 1878: “Hysterical women . . . are especially prone to eat
irregularly; to take food, if possible, when unnoticed; to eat alto-
gether a very inadequate quantity, and to eke it out by an inordi-
nate proportion of stimulants. . . . Often they are miserably thin

. . they may be fat . . . taking more than is necessary for a per-
son in health.” This observer then added, “While young they are
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termed hysterical, especially if they are women; when older . . .
their nervousness then takes for the most part the form of depres-
sion and anxiety.” In letters written to his confidante Wilhelm
Fliess, Freud observed that “Melancholia develops as an intensifi-
cation of neurasthenia,” and that the “neurosis concerned with
eating, parallel to melancholia, is anorexia. The famous anorexia
nervosa of young girls seems to me (on careful observation) to be a
melancholia where sexuality is underdeveloped.” 1°

What causes the depressed mood and disordered eating of ado-
lescent females, once diagnosed as neurasthenia or hysteria, to
flower into the disease melancholia, now called major depression?
We have much to say about childhood and adolescent experiences
reported by female high school and college students suffering from
anxious somatic depression. Only recently have we begun to com-
prehend the importance of the third stage of young adulthood and
midlife and to survey women of these ages. At this juncture, our
evidence as to what happens after adolescence to bring on major
depression is based primarily on case histories and the research of
others, and must be laced with a healthy dose of speculation.

For example, psychiatrist Charles Brenner recently described
the case of a 33-year-old woman who at the onset of puberty be-
came uncomfortable with her body and later became depressed.
Brenner noted that it was clear that “this patient’s conflicts cen-
tered about the fact that she was a girl, not a boy, and that they
had done so since her brother’s birth.” He added that her “convic-
tion that she was a second-class citizen in a man’s world” had be-
gun early in life and crystallized into poor body image when she
reached puberty and began to menstruate, which meant the end of
any possibility of being a man. The onset of her depression began
in young adulthood, coinciding with her brother’s entry into the
family business. “Until that time the patient had been her father’s
right hand in the business. When her brother, who was five years
her junior and her only sibling, came into the business, it soon
became clear to the patient that it was not she, but her brother,
who was destined to be her father’s close associate and eventual
successor.” !

It appears that in the decades after adolescence, many nontradi-
tional women face obstacles that keep them from living up to the
aspirations they developed in childhood. These include the extra
career hurdles in terms of promotion, prestige, and partnerships
they confront in most workplaces, even in businesses run by their
fathers, as Brenner’s patient learned to her dismay. They also in-
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clude issues of childbearing and raising a family while pursuing a
career. If women do not have children, many people view them as
failures. If they have them but continue to put in the time needed
for a successful career, many people regard them as inadequate,
selfish mothers—they may even view themselves this way. Sur-
veys have found that women employed in professional careers
spend more time in childcare than their husbands and that profes-
sional women with children are more likely than their husbands
to feel that they are not the kind of spouses and parents they would
like to be. If they devote time to childrearing, women must often
give up hopes of major achievements outside the home. In the
words of one woman with a doctorate in the social sciences, a part-
time job at a teaching hospital, and two toddlers: “There is no good
solution. You have to give something up either way.” Another
mother of two preschoolers who had two graduate degrees and a
four-day-a-week job in an accounting firm confided, “I have a lot
of latitude because I've been there for a long time and I'm re-
spected. But I would never be considered for promotion working
the hours I do.” As we discuss in Chapter 5, many high-achieving
women experience the symptoms of anxious somatic depression
after the birth of their first child. Women are also more likely than
men to take on the added burden of caring for infirm relatives,
a burden that entails great costs—physically, psychologically, and
professionally—but receives relatively little recognition.!?

By midlife, many women come to feel that they will probably
never reach their once-treasured goals, never win the respect they
have worked for. If their marriages end in divorce and they have
chosen to forego careers and devote their twenties and thirties to
childrearing and homemaking, they may find themselves without
the financial and emotional support of marriage or a satisfying
means of earning a living. As one recently divorced suburban
housewife put it, “In my twenties, I was somebody in my field. I
had a high-paying job and was on my way up. Then I let it go when
I got married and had a child. I was known as X’s wife. Now I wish
I had kept at it because the field has left me behind. I can’t even
get a job as a secretary.”

Even women who have continued to work experience depres-
sion, anxiety, and somatic symptoms that make achieving more
difficult. Many of the women we studied went for long periods suf-
fering from loss of concentration, which resulted from the distrac-
tion of depressed mood, headaches, anxiety, and feelings of failure.
One woman who had made partner in a major law firm but left her
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job when her husband’s business relocated to a different state had
frequent bouts of depression accompanied by migraine headaches
and feelings of failure, interfering with her ability to find new
work. When she was contacted by a prestigious law firm regarding
an opening, she was unable to respond for months, convinced she
had accomplished nothing and that the firm would find her as inad-
equate as she believed herself to be. Indeed, one study reported that
in adolescence depressed females tended to feel that others viewed
them as inadequate, but in adulthood depressed females tended to
view themselves as failures.!?

Childhood is thus a time of great potential and some flexibility
regarding gender roles, a time when aspirations toward academic
and professional success may become integral aspects of a girls’
self-image. Adolescence, however, brings with it a sense of the lim-
itations these young girls face as they begin to view themselves
and be treated by others as women. Adulthood is a time when
many women see that their childhood dreams of overcoming the
limitations placed on their mothers will never completely come
true, particularly if they are hindered by depressed mood, anxiety,
low self-esteem, and somatic symptoms. For far too many women,
serious depression may confront them in their adult years.

Historical Changes in Gender Differences
in Depression

One hint that depression and disordered eating may both be aspects
of a single syndrome comes from historical similarities exhibited
by both disorders. The 1920s and the past few decades apparently
shared not just similar standards of female beauty and outbreaks of
disordered eating, as we previously discussed, but also similarities
in the depression experienced by women. We found evidence of
these similarities in case histories as well as in quantitative epide-
miologic studies. For example, Brenner’s 1991 conclusion that is-
sues of discontent with being female frequently underlie depressive
affect was also drawn by earlier therapists about women who
reached adolescence during the 1920s, and exhibited depression
combined with disordered eating and poor body image. Otto Feni-
chel cited a 1932 discussion of a disorder described as “not infre-
quent in women,” in which women experienced periods of depres-
sion during which they stuffed themselves and felt fat, alternating
with periods in which they “behaved ascetically,” a reference per-
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haps to what we know as anorexia. These women supposedly ex-
hibited “an intense unconscious hatred against their mothers and
against femininity. To them being fat means getting breasts.” In
1925, Feigenbaum described a case of what was called “hysterical
depression.” The female patient had suffered, starting at puberty,
from depression, loss of appetite, “pseudo-hunger,” and nausea.
Feigenbaum attributed hysterical depression to “primary sex envy”
and identification with men.'* In cases that we discuss later, de-
scribed in the works of eminent psychiatrists Ludwig Binswanger
and Peter Blos, similar symptoms were attributed to the patient’s
discontent with traditional female roles.

These cases from the 1920s suggest that the outbreak of disor-
dered eating recognized by the American Medical Association in
1926 may have been an outbreak of a syndrome that involved de-
pression as well as disordered eating. If so, we might expect the
pattern of women’s depression over the course of the twentieth
century to resemble the pattern of disordered eating. That is ex-
actly what we found when we reanalyzed a major study on de-
pression.

Based on interviews in which people were asked about the
symptoms they had experienced throughout their lives, psychia-
trist Gerald Klerman and his colleagues determined which males
and females might have been diagnosed as depressed earlier in life
and the age at which they became depressed. The people inter-
viewed greatly ranged in age, allowing us to compare gender differ-
ences in rates of depression exhibited by males and females bormn
during several different periods over the twentieth century. For our
purpose of analyzing historical fluctuations in gender differences in
depression, it is fortunate that all the people interviewed were first-
degree relatives of patients who were diagnosed as depressed. As a
result, genetic influences, which have also been found to play an
important role in the development of depression, were roughly
equivalent for those in the study, allowing a particularly powerful
test of the influences of historical change.'®

We might recall the pattern that disordered eating among
women has exhibited over the course of this century. Anorexia and
bulimia appear to have been rare at the turn of the century, when
the fleshiness of Lillian Russell reigned supreme. By the mid-
1920s, however, the “New Woman” born in the 1910s and 1920s
began to exhibit symptoms of disordered eating, as described in our
first chapter. This was followed by a period in which eating disor-
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ders became uncommon, which is why they were treated as a new
disease when they began reappearing in the 1960s and 1970s among
large numbers of women born after World War II. Support for the
conclusion that the prevalence of disordered eating was relatively
high among women born in the two decades prior to the 1930s,
began to decrease among women born in the 1930s, and then in-
creased once again among those born in the late 1940s and the
1950s comes not only from the anecdotal evidence already cited,
but also from a statistical study of the cases of women retrospec-
tively diagnosed as anorexic based on records of physicians who
practiced in Rochester, Minnesota, between 1935 and 1984.1¢

The pattern we found of historical fluctuations in gender differ-
ences in depression mimicked the pattern in disordered eating. For
readers who prefer to examine data visually, Figure 3 depicts the
ratio of females to males among people born during each decade
who were retrospectively diagnosed as having been depressed at
age 40. Points near the dark horizontal line across the figure indi-
cate birth cohorts in which females did not exhibit more depres-
sion than males and points near the top indicate cohorts in which

Female/Male ratio

S Born

1910 — 1919

Born
1920 — 1929 Born

1940 — 1949

251

Born
post — 1949

Born Bzrn
pre — 1910 1930 — 1939

0 | | ] l I 1

*8light decrease in post-1949 cohort probably results because, for this cohort,
we had to use age 30 data.

Figure 3 Female/male ratios of rates of diagnosed major depression by
age 40 among cohorts organized according to birth decade.
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females exhibited markedly more depression than males. Women
born around the turn of the century were not more likely to be
depressed than comparable men. But among people who were born
in the 1910s and 1920s, women were two to three times as likely
as men to be depressed at age 40. This was the same generation
of women about whose thinness and self-starvation the American
Medical Association was so concerned. Continuing to parallel dis-
ordered eating, gender differences in depression disappeared among
people born in the 1930s only to resurface among those born after
the 1930s. It appears that generations in which adolescent women
had eating disorders were the same generations in which women
were more likely than men to be depressed at age 40.

But, with one exception, major depression was not more likely
among females than among males before the age of 40.!7 Thus,
while major depression and disordered eating appear to afflict the
same generations of women, the disordered eating and early symp-
toms of depression occur in adolescence, while major depression
develops later on. Freud and others seem to have been correct in
their observations that melancholia developed later in life among
women who earlier exhibited disorders associated with problem
eating and depressed mood, such as anorexia, hysteria, or neuras-
thenia.

Changing Gender Roles and Depression

The patterns of generational fluctuations in disordered eating and
depression over the course of this century allow us not only to
connect the two disorders, but also to relate both to changing gen-
der roles. Each case described in this book is that of an ambitious,
nontraditional woman whose mother did not wish, or was not able,
to achieve outside the home. But it may be possible to select case
histories that prove almost anything. In our attempt to investigate
statistically whether trying to achieve academically and profession-
ally when one’s mother did not could produce a combination of
depression, disordered eating, and somatic symptoms in women,
we adapted the method used to create the bar graph in Chapter 1
(Figure 1) so we could measure generational changes in women’s
academic achievement. Using U.S. Census statistics, we calculated
the rate of college graduation among American women over the
course of this century. To create an index of generational change
in opportunities for women, we subtracted the rate twenty years
earlier from each measure of the female college graduation rate.
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That is, high scores on this index occur during years when a much
larger proportion of females graduated from college than had gradu-
ated during their mother’s generation.!®

Using this method, we found that two groups of women
reached adolescence during periods in which changes in female col-
lege graduation were actually negative—they did not have much
greater opportunity for educational achievement than the women
of their mothers’ generation. These are the women born at the very
beginning of the century and those born in the 1930s. They also
did not evidence much disordered eating and were the only groups
of women who did not exhibit a greater incidence of depression
than men born in the same period.

In contrast, some generations of women reached adolescence
during periods when they had greater opportunities than their
mothers. These are the women who reached adolescence in the
mid-1920s and in the mid-1960s and thereafter. These are also the
generations in which eating disorders became very prevalent and
those who exhibited more depression than males. Figure 4 graphi-
cally presents this index of generational change in rates of female
college graduation.

Thus, statistical studies of American women born over the
course of the twentieth century, like the historical and cross-
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cultural evidence cited previously, suggest that women who ma-
ture during periods of changing gender roles develop preferences for
slimness along with symptoms of disordered eating and depressed
mood at adolescence, which often develops into major depression
by midlife.

The interrelationship between several of these symptoms has
been found cross-culturally as well as historically. Mandy McCar-
thy recently reported that women exhibit higher rates of depression
than men only in nations that are industrialized (and thus probably
undergoing changes in women’s roles), have thin standards of fe-
male beauty, and in which reports of disordered eating among fe-
males appear.'’

As we will discuss in greater detail later, during periods of
changing gender roles many young girls are brought up to feel that
educational and professional achievements—areas historically re-
served for males—are much more valuable than the domestic
achievements of their mothers and most other women. As these
girls mature, however, many find that overt and covert gender bi-
ases continue to forestall the success of women in these pursuits.
Confronted with traditional female roles that are devalued and tra-
ditional male pursuits for which they are placed at a disadvantage,
many women who grow up during these periods come to feel like
failures.

The notion that these feelings of failure may have played a role
in developing symptoms of anxious somatic depression agrees with
reports that low levels of self-esteem have been found to accom-
pany weight concerns and eating problems among females but not
males, and that concerns about competence have been reported to
be more highly related to depression among females than males.
For example, one study that followed children from age 3 through
adolescence found that the level of concern regarding personal ade-
quacy exhibited by 14-year-old boys was not related to their de-
pressive symptoms at age 18. In contrast, 14-year-old girls worried
about their personal adequacy were likely to be the ones who felt
depressed four years later. Perhaps even more telling were the gen-
der differences in the direction of the relationship between intelli-
gence and subsequent depressive symptoms. For boys, higher intel-
ligence predicted less depression, whereas for girls, those who
became depressed at age 18 were the most likely to have been the
more intelligent as children. Level of education also seems to have
an unexpected relationship to depression among females and
males. Among those who exhibited no psychiatric disorder at the
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beginning of one study, the males who had attended college were
less likely to develop depression over a six-year period than men
who had not attended college. Among females, however, those who
had attended college were more likely to develop depression than
those who had not. Similarly, depressed men who were found to
exhibit high achievement orientation have been reported to re-
spond well to treatment, whereas depressed women exhibiting high
achievement orientation were found to be the ones most likely to
respond poorly. There may be no clearer connection between de-
pression and issues of female achievement than these indications—
high intelligence, education, and the desire to achieve serve to pro-
tect males somewhat from depression but render females more vul-
nerable.??



4

Anxious Somatic
Depression

Depression is not the only disorder for which high achievement
appears to protect males but puts females at greater risk. Boys who
exhibit such somatic symptoms as headache and breathing diffi-
culties tend to do poorly in high school, whereas girls who report
these symptoms are the ones who do well. Readers may recall from
the vignettes of Chapter 2 that headache, breathing difficulty, in-
somnia, heart palpitations, and menstrual dysfunction were fre-
quently included in the descriptions of the “disease of young
women,” hysteria, neurasthenia, chlorosis, and nerves.! Most of
these symptoms were very common among our patients and
among the eminent women whose biographies we studied.

We examined the lives of five women—India’s Indira Gandhi,
Britain’s Queen Elizabeth I and Queen Victoria, Russia’s Catherine
the Great, and Israel’s Golda Meir—all of whom belonged in one
of the smallest occupational categories for women: rulers of na-
tions. Each appeared to have suffered from the constellation of
symptoms we call anxious somatic depression, with the possible
exception of Indira Gandhi. We say “possible” because Gandhi was
described as being ill throughout much of her life, but the details
of her illness have not yet been revealed in the biographies so far
published. We did find some indications, however, that she may
have exhibited breathing difficulties and disordered eating.

We do know that, at adolescence, Indira Gandhi fell ill and

59
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that, at age 20, she was sent to Switzerland to convalesce. Some
books refer to possible lung problems, and her mother was also
often ill and died of an alleged lung disease. So it is possible that
Indira Gandhi may have inherited a predilection toward pleurisy.
On the other hand, as we discussed in Chapter 2, women suffering
from anxious somatic depression have sometimes been called con-
sumptive because of the wasting away associated with anorexia.
Indirect evidence exists that this may have been the case with In-
dira Gandhi. Many letters written by and to her father, Jawaharlal
Nehru, contained references to her weight. In some, Nehru would
write with concern that his daughter had lost weight. In others,
friends would try to cheer him with news of a weight gain, as when
Mohandas {Mahatma) Gandhi, imprisoned for revolutionary activi-
ties, thought it important enough to telegraph Nehru, who was
in a different prison, that he had seen Indira looking “happy and
in possession of more flesh.” Between ages 16 and 23, she was
described as “frail,” “thin,” “delicate,” “wiry,” and “almost
ethereal.”?

Perhaps because, unlike Indira Gandhi, England’s Queen Eliza-
beth I did not reign in recent years, the details of her lifelong ill-
ness have reached print. At age 14, Elizabeth developed “pains in
the head . . . which reduced her capacity for concentrated study.”
At 15, she suffered a “breakdown of the nervous system,” lost her
appetite, refused to eat, lost much weight, and exhibited insomnia
and crying spells. By age 26, she was described by her ladies in
waiting as “quite melancholy” and had trouble sleeping. She was
said to be a “very light eater,” to have a “spare appetite,” and to
eat “smally or nothing.” By age 36, she was experiencing “episodes
of mild hysteria,” including fainting, and pains in the stomach,
legs, and head. A physician called in to examine her the next year
claimed that the queen was so thin “that her bones may be
counted.” She was described as “frail,” “fleshless,” and “thin and
emaciated.”3

Beginning in adolescence, Britain’s Queen Victoria was over-
weight, unable to stay on a diet, and suffered from “indigestion,”
loss of appetite, and nervous vomiting. It is possible that some of
these symptoms may have been associated with her recurrent mi-
graine headaches or her depression but we cannot be sure. At age
20, she was so depressed that she could not get out of bed, and
even brushing her teeth was a struggle. Victoria told a confidante
that she often wished the time would come when she could go to
that world where the “weary are at rest.”*
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Catherine the Great, Empress of all the Russias, and Golda
Meir, the only female ever elected Premier of Israel, did not suffer,
to the best of our knowledge, from disordered eating, but both had
chronic headaches as well as depression, possibly to the point of
attempting or contemplating suicide. A biographer reported that
Catherine the Great regularly “fell prey to depression,” particularly
when she was menstruating, and may have attempted suicide. She
was also an insomniac who had recurrent headaches. Golda Meir
was described by a biographer as a “depressed housewife” in the
period before she entered politics. Later she experienced “grinding
despair” and a close friend felt certain that she was “entertaining a
suicidal impulse.” She, too, had severe headaches.

Although these five women are not necessarily representative
of any woman who might attain power, it is distressing that com-
mon among even these very powerful and successful women were
the symptoms of depression, disordered eating, and physical prob-
lems such as headaches and insomnia.’

When we began to look for evidence of the existence of a syn-
drome involving depression, anxiety, disordered eating, and so-
matic symptoms among contemporary women, we found that cur-
rent authorities do not usually write of a single syndrome. Because
of modem specialization, a separate research literature deals with
each of the symptoms or disorders once grouped under the names
we have already identified: “the disease of young women,” con-
sumption, chlorosis, neurasthenia, and hysteria. With some nota-
ble exceptions in the field of psychosomatic medicine, experts
writing about any one of these disorders today do not refer to the
striking patterns we found common among all of these symptoms
when we compared the separate research literatures. These shared
patterns include higher prevalence as well as greater comorbidity
{i.e., the co-occurence of two or more disorders) among females
than among males, greater increase during adolescence among fe-
males than among males, and similar patterns of fluctuation in
prevalence over the course of the twentieth century.

Gender Differences in Disorders

Most recent studies report that contemporary women continue to
be more likely than men to suffer from all the symptoms described
in the past as characterizing what we call anxious somatic depres-
sion, which includes not only depression and eating disorders such
as anorexia, bulimia, and obesity, but also body image distur-
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bances, anxiety disorders, headache, some types of asthma, insom-
nia, sexual indifference, and mitral valve prolapse, the modern
name given to the heart clicks and murmurs that were characteris-
tic of women with chlorosis.®

From the time of the ancient Greeks, the syndrome was de-
scribed as first striking females at adolescence. As we might expect
if the same syndrome continues to afflict large numbers of women,
contemporary researchers have reported that only at adolescence
and in early adulthood do the individual disorders constituting the
syndrome become much more common among females. Before ad-
olescence, males often exhibit equal or greater rates of the disor-
ders, but after adolescence the prevalence among females is much
greater. For example, a recent study of Dutch students found that
11-year-old boys and girls were equally likely to have headaches.
But, among males, headaches do not increase in frequency during
the teenage years, whereas reports of headaches more than double
among females, with approximately half of 17- and 18-year-old fe-
males reporting headaches. Similar patterns have been reported for
insomnia and mitral valve prolapse (MVP), a common disorder of
the valve separating the left atrium from the left ventricle of the
heart, which causes heart clicks, murmurs, and palpitations. MVP
is very rare among children under 15 but becomes particularly
prevalent at adolescence and in early adulthood among females,
but not among males.”

The pattern for asthma is complicated by the existence of two
forms of the disorder. Extrinsic asthma is associated with allergies
that can be measured with skin tests. This form of asthma develops
in childhood, is not associated with neurotic symptoms, and is more
prevalent among males. Extrinsic, allergic asthma is not part of the
syndrome we are discussing here. Intrinsic asthma, however, is char-
acterized by breathing difficulties that cannot be attributed to any
measurable allergy. This form develops after childhood, has been
found to be related to neuroses, anxiety, and introversion, and is
much more prevalent among females.® These are the breathing dif-
ficulties we believe to be part of the syndrome, and they may have
played a role in labeling women with the syndrome as consumptive.

Recently we have become aware that the research literature on
fatigue reports a pattern quite similar to those of the symptoms
already described. Fatigue is more common among women than
men. Prior to adolescence, however, chronic fatigue is rare. During
adolescence, reports of feeling overtired become much more preva-
lent among females. Fatigue has been found to be associated with
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other symptoms of anxious somatic depression, such as disordered
eating and mitral valve prolapse. And, like the other symptoms we
discuss, fatigue has been shown to be more common among de-
pressed females than males. Fatigue was the defining symptom of
neurasthenia and was also cited in descriptions of what we believe
are other versions of anxious somatic depression, such as chlorosis
and culture-bound syndrome. These findings suggest that fatigue
should be included in future research on anxious somatic depres-
sion. They also imply the intriguing, but unproven, hypothesis that
some women who have recently been diagnosed as suffering from
chronic fatigue syndrome may actually be exhibiting anxious so-
matic depression.’

The Hippocratic texts and later writings on the syndrome de-
scribe it as appearing around the onset of puberty. Paralleling this,
several individual disorders have been reported in the contempo-
rary research literature to begin in females around the time of on-
set of puberty.!? For example, a wide range of somatic symptoms
including loss of appetite, nausea or vomiting, headache, sleep dif-
ficulty, breathlessness, and palpitations were found to increase
greatly when Finnish girls entered adolescence and to develop earli-
est among the girls who reached puberty first. Thus, females ex-
hibit higher prevalence than males of depression, disordered eating,
headache, breathing difficulty, and insomnia but only after they
reach adolescence. This pattern is exactly what we would expect
to find if contemporary women, like those earlier, develop a syn-
drome involving these symptoms at adolescence.

Changes in Prevalence over the Twentieth Century

If the somatic symptoms are actually part of a syndrome involving
depression and disordered eating, they should show similar pat-
terns of historical fluctuation related to changes in women'’s roles.
To date, we have found information on differences between people
born over the course of the twentieth century in rates of headache
and mitral valve prolapse.

We calculated fluctuations in gender differences in rates of fre-
quent headache among people born over the course of the century
reported in three surveys of headache prevalence: one done in 1962,
one in 1969-71, and one in 1981.1! We found that among people
born at the turn of the century, who were surveyed only in the
1962 study, females were actually less likely than males to report
“frequent unexplained” headaches. Recall that the people born at
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the turn of the century also exhibited no gender differences in de-
pression, and there was little evidence that young women of the
period preferred thinness or suffered from disordered eating. In all
three studies, among people born between 1905 and the mid-1920s,
females reported higher rates than males of frequent headaches. Fe-
males in these groups were also much more likely than males to be
depressed, and this is the same generation of women about whose
anorexia and quest for thinness the American Medical Association
was so concerned. Among people born in the 1930s, gender differ-
ences in headache frequency were small. In fact, in two studies,
temales born in the 1930s actually reported lower rates of frequent
headache than males. Gender differences in depression appeared
neglible in this generation, standards of female beauty were curva-
ceous, and the prevalence of disordered eating diminished in com-
parison to previous generations. This difference reversed once
again, with females born in or after the 1940s more likely than
males born the same time to report frequent headaches—just as
they were more likely to be depressed, prefer thin figures, and ex-
hibit a high prevalence of anorexia.

To facilitate visual comparison of the gender differences in
these studies, we included data on the percentage of females and
males reporting frequent headaches in all three studies on the same
graph, Figure 5, with the left-hand vertical axis used for the 1962
and 1981 surveys and the right-hand axis for the 1969-71 study.
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Figure 5 Changes in gender differences in the prevalence of frequent
headaches over the course of the twentieth century.
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Thus, in three separate studies, the pattern of gender differ-
ences in reported rates of frequent headache among people born
over the course of the twentieth century resembled the pattern of
fluctuations in depression, anorexia, standards of female beauty,
and changing rates of female college graduation. The three head-
ache surveys were performed over a period of twenty vyears,
allowing us to determine whether the findings were due to the age
of the people surveyed or their year of birth. For example, in the
study done in 1962, among people in their early thirties, men re-
ported higher rates of frequent headache than women, whereas in
the study done in 1981, among people in their early thirties, the
rate of frequent headache reported by women was twice as high as
that reported by men. What appears to be crucial is not their age
but their years of birth, or, as we believe, the conditions affecting
females as they mature into adult women.

These studies on gender differences in headache prevalence
were done in England, New Zealand, and Israel (primarily with re-
spondents who had emigrated to Israel from Europe), not in the
United States where we obtained the data used to calculate the
index of generational change in rates of female college graduation.
It is striking how closely historical fluctuations in headache preva-
lence among respondents from these nations appeared to track the
college graduation data from the United States. One possible expla-
nation is that historical economic forces influencing U.S. rates of
female college graduation, such as the Great Depression and the
two world wars, were widespread enough to influence the condi-
tions of women in the British Commonwealth and Europe; how-
ever, further research is needed before conclusions can be drawn
on this point.

We performed a similar analysis of gender differences in mitral
valve prolapse with strikingly similar results.'? Thus, gender differ-
ences in the prevalence of headache and mitral valve prolapse ap-
pear to exhibit the same historical patterns as gender differences in
depression and disordered eating as well as thin standards of female
beauty, becoming high among generations who reached adoles-
cence during periods of great change in educational opportunities
for women.

When Do the Disorders Coexist?

We believe that depression, disordered eating, preference for thin-
ness, headaches, and mitral valve prolapse all exhibit similar gener-
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ational fluctuations because they are all symptoms of a single syn-
drome. The very different types of evidence we have studied appear
to indicate that the symptoms in this book often tend to occur
together. Many of the eminent women we studied did in fact ex-
hibit a mix of these same symptoms. For example, throughout her
adult life, Louisa May Alcott, author of the ever-popular Little
Women, was frequently depressed. At age 25, “she walked over the
mildam in Boston and thought of throwing herself in the water.”
Later, complaints of poor health punctuated her letters. She suf-
fered from “blinding neuralgic headaches,” rheumatism, indiges-
tion, bronchial catarrh, hoarseness, and insomnia, all of which she
summed up as “nervous prostration.” She described herself as liv-
ing “the life of an invalid.”

Alcott was born in 1833, a period when great writers were sup-
posed to be men. Although her father never quite attained the suc-
cess he hoped for as a philosopher/teacher, he certainly achieved
some notoriety, much more than Alcott’s mother, who was quite
bright and ambitious and resented the limitations placed on her
because she was female. After one unsuccessful attempt to supple-
ment the money earned by her husband with an outside job of her
own, Alcott’s mother wrote: “This shows the incompetent wages
paid to all female labor and proves the greater value of intellectual
labor over manual or any service performed by women.” And, in
turn, her daughter, Louisa May Alcott, was never fully content be-
ing female. She wrote: “I was born with a boy’s spirit under my
bib and tucker. I can’t wait when I can work.” When asked about
marriage she responded, “I'd rather be a free spinster and paddle
my own canoe.” 13

Writers and artists are often thought of by the public as a little
mad, but, as we have seen, the syndrome is not confined to women
who achieved in the arts. Because of her arduous and dangerous
labors nursing British troops during the Crimean War, Florence
Nightingale has come to symbolize courage and tireless devotion.
Nightingale exhibited not only those qualities but also, unfortu-
nately, the syndrome we have described.

Florence Nightingale was born in 1820 to an upper-middle-
class family in England. Her father had inherited money from his
mother’s uncle because the uncle’s direct descendants had pro-
duced no male heirs and females were not viewed as suitable for
inheriting large estates. Subsequently, because Florence had no
brothers, her family also lost their inheritance, reinforcing her
awareness of the greater value placed on males. Her mother wanted
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Nightingale and her sister to take on the marital and social respon-
sibilities expected of women of their background, but Nightingale
was never content with what she perceived were the superficial
duties accorded women. At age 17, she heard voices urging her to
great accomplishments, and, by age 24, she decided on nursing as
her career. Meeting tremendous resistance from her family, partic-
ularly her mother who viewed working women as lower class, it
took Florence eight years to achieve her goal of having a profession.
Eventually, she wrote to her parents, “You must look at me as
your vagabond son.”

Nightingale’s chronic health problems began with a “nervous
breakdown” at adolescence. The symptoms of what has been de-
scribed as her “neurasthenia” included chronic cough, difficulty
breathing, migraine headaches, nausea at the sight of food, and de-
pression so strong that she felt that she was “going out of her
mind.” She wrote at age 25: “I cannot live—forgive me, oh Lord,
let me die, this day, let me die.” Indeed, she spent many years as
an invalid.!*

The evidence for a single syndrome composed of several symp-
toms is not limited to anecdotal descriptions that appeared before
this century. If this syndrome continues to afflict large numbers of
women, we would also expect to find that many contemporary
women, but fewer men, suffer from a combination of these symp-
toms. Indeed, several such findings have appeared. For example,
like disordered eating, such somatic symptoms as headache,
asthma, insomnia, and menstrual dysfunction have been reported
to be associated with depression in some manner that has not yet
been satisfactorily explained by researchers. Of particular interest
here is that clinical depression has often been found to be more
likely to be accompanied by somatic problems in women than in
men.!®

This gender difference is not limited to studies of patients. One
analysis of a National Institute for Mental Health (NIMH) survey
of a large number of people living in North Carolina found that
many women reported having a combination of lost appetite, fluc-
tuation in weight, depression, nervousness, headache, and sexual
indifference. The combination of depression and somatic symp-
toms was not found to be common among males. About one in ten
female high school students we surveyed had high scores on the
Center for Epidemiologic Studies Depression Scale combined with
at least two of the following: symptoms of disordered eating, fre-
quent headaches, frequent unexplained breathing difficulties, or
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frequent insomnia.'® It would thus seem that many contemporary
women do suffer from combined symptoms of depression, disor-
dered eating, and somatic problems.

One indication that the historical patterns shown by depres-
sion and headaches result from fluctuations in the prevalence of a
single syndrome comes from a survey asking people about both
symptoms. People suffering from a syndrome involving severe
headaches as well as depression should exhibit high levels of both
symptoms. Our reanalysis of the survey showed that frequent se-
vere headaches and depression went together (i.e., were signifi-
cantly correlated) among all groups of females who reached adoles-
cence when the proportion of women who graduated college was
larger than that of their mothers’ generation. By contrast, among
the two groups that included large numbers of women born at the
beginning of the century and during the early 1930s, who reached
adolescence during periods when the proportion of women graduat-
ing from college was not larger than the proportion who graduated
during their mothers’ generation, the women who reported high
levels of depression were not those who reported frequent severe
headaches (i.e., level of depression was not significantly correlated
with frequency of severe headaches). We recently repeated this
study, administering different measures of headache and depression
to women born in the 1920s and afterward, obtaining identical re-
sults depicted in Figure 6.17 Because our research was done about
fifteen years after the earlier study, the ages of the women in the
groups who exhibited a relationship between depression and head-
ache differed. The striking similarity between the two studies for
women exhibiting a strong relationship between depression and
headache was in their having reached adolescence during years of
changing gender roles, not in their age.

Mixed Anxiety and Depression

Much attention has recently been focused on the possible existence
of a disorder composed of depression combined with anxiety. The
pattern of research findings on mixed anxiety and depression quite
closely resembles the patterns we have previously described. Sev-
eral studies found that somatic symptoms such as appetite distur-
bance, insomnia, and breathing difficulty are common among peo-
ple with mixed anxious-depressive symptoms. In one NIMH study,
the mixture of symptoms of anxiety, depression, and somatization
was most common in younger people, primarily women. Among



Anxious Somatic Depression 69

Correlation

0.6

05

0.4 —

03

02 |

0.1+

0 ] | ] | |
Born Bomn Born Bom Born
pre—1912 1912 - 1922 — 1937 - 1952 -
1921 1936 1951 1961
-O-Ziegler et al., 1976 - Replication, 1991

Figure 6 Correlation between depression and headache frequency among
females divided into corresponding cohorts in two surveys.

people in middle to late life, the symptoms of major depression
were prevalent, again primarily among women. Several other stud-
ies have found that females who suffer from symptoms of anxiety,
depression, and somatization early in life are likely to develop clin-
ical depression later on. The relationship reported in these studies
between the symptoms of adolescence or early adulthood and sub-
sequent clinical depression is much weaker for males. These find-
ings agree with our hypothesis that many women who suffer from
anxious somatic depression during adolescence and early adulthood
may develop major depression later in life.!8

W. Edward Craighead has found that, among adolescents, sev-
eral subtypes of depression and anxiety are common. Equal num-
bers of male and female adolescents exhibit “pure” depression or
“pure” anxiety—that is, high levels of one of these symptoms and
low levels of the other. But the group of adolescents who exhibits
high levels of both anxiety and depression includes mainly females,
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and shows a different pattern of responses from the “pure” groups
on psychological measures, suggesting that those with the combi-
nation of anxiety and depression may be suffering from a different
disorder than those who exhibit either symptom alone.'®

In data we just recently collected from a sample of seniors at-
tending two high schools, we defined anxious somatic depression
as scoring high on a depression scale and an anxiety scale, along
with reporting at least three of the following: (1} frequent severe
headaches; (2) frequent unexplained difficulty breathing; (3) fre-
quent insomnia; (4) appetite disturbance; (5) poor body image or
preference for thinness. Following Craighead, we defined “pure”
depression as scoring high on the depression scale but not meeting
these criteria for anxious somatic depression. Female students were
over ten times as likely as males to report the combined symptoms
of anxious somatic depression, but the prevalence of pure depres-
sion among males and females was almost identical. It appears that
the greater prevalence of depressive symptomatology among fe-
males than among males may result because many women, but
very few men, exhibit a specific form of depression that is mixed
with anxiety and somatic symptoms. (Because these data were col-
lected too recently to have been published in a professional journal
we describe details of the methods and results of this study in Ap-
pendix C.)

Why Is the Syndrome Not Studied or Treated?

If the syndrome described so often in the medical literature of pre-
vious centuries continues to afflict large numbers of women, why
has it gone unrecognized? There are several answers. One is that
the syndrome involves a combination of psychological symptoms,
such as depression, anxiety, poor body image, and sexual indiffer-
ence, along with several somatic symptoms, such as headaches,
breathing difficulties, insomnia, disordered eating, and menstrual
dysfunction. Many women who suffer from the syndrome visit a
physician. If somatic symptoms, like headaches or breathing diffi-
culties, are severe enough, physicians will often treat them, with-
out focusing much attention on the other symptoms, particularly
psychological problems. Studies show that physicians often over-
look the depression of patients who present with somatic symp-
toms.?? In addition, even in the 1990s, most people remain uncom-
fortable about psychological problems. People who are quite
willing to admit they saw a physician often find it embarrassing to
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seek out treatment for a psychological disorder or admit to seeing
a psychotherapist. Physicians, young women, and their parents
may feel most comfortable when the women'’s problems are treated
as a physical illness instead of as a psychological disorder.

We have already alluded to the role played by specialization.
From the time of Hippocrates until fairly recently, most doctors
treated a wide range of disorders and research was not very special-
ized. Today, for both treatment and research, specialized subdisci-
plines exist that deal with headaches, asthma, eating disorders, and
depression. The specialized attention focused on each area has re-
sulted in tremendous advances in the scientific understanding of
their causes as well as their treatment. But this specialization also
has its costs. A specialist in studying eating disorders may not ask
research subjects about headaches or hyperventilation. Findings
that appear in the journal Headache and those that appear in the
International Journal of Eating Disorders are not very likely to be
read by the same people.

In searching recent medical books and journals, however, we
did find that some researchers, particularly those working with, or
influenced by, Dr. Samuel Guze at Washington University in St.
Louis, had recognized a syndrome related to what used to be called
hysteria that afflicted young women and involved possible depres-
sion along with other somatic symptoms. They named it “Briquet’s
syndrome” after a physician who had written about it in 1859.%!
Unfortunately, neither Briquet’s syndrome nor any other disorder
involving the combination of symptoms we discuss was included
in the most recent versions of the official manual used by psychol-
ogists and psychiatrists in making diagnoses. That manual, pub-
lished by the American Psychiatric Association, offers guidelines
regarding the symptoms that should be present in order to justify a
particular diagnosis in a particular case. This manual, usually re-
ferred to as DSM (short for Diagnostic and Statistical Manual), is
updated periodically to keep abreast of scientific advances and
changes in thinking in the field.?? Both neurasthenia and hysteria
were included in the first two versions of the DSM. But they were
both dropped from the third version, called DSM-III.

In their place was a series of disorders involving somatic symp-
toms. One, somatization disorder, was based on Briquet’s syn-
drome. But of our list of symptoms common among women diag-
nosed as suffering from hysteria, chlorosis, and so forth, only
vomiting, breathing difficulty, menstrual dysfunction, and sexual
indifference are included in the criteria for somatization disorder.
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(Headache has been added in DSM-1IV, the latest edition of the Di-
agnostic and Statistical Manual of the American Psychiatric Asso-
ciation.] Other symptoms, such as depression, disordered eating,
and anxiety, are incorporated into separate diagnostic categories.
While the rationale for modifications was to more precisely iden-
tify and diagnose apparently separate disorders that should be a fo-
cus of treatment, this strategy has also obscured a combination of
symptoms that may be a single syndrome, which is why we some-
times refer to it as “the forgotten syndrome.” 23

The history of medicine is rife with examples in which
women’s experience is described as pathologic, and this response is
then attributed to some weakness in the women themselves. We
feel that our description of anxious somatic depression does not
fall into this pattern, in part because all the symptoms we have
discussed are already acknowledged as being much more prevalent
among women than among men beginning at adolescence. In sug-
gesting that the gender differences in the prevalence of all these
problems may result from a single disorder, we are simply reor-
ganizing these findings under one name. And, as we will continue
to explore in the remainder of this book, we attribute the high rate
of this disorder among women not to some peculiar female weak-
ness but to the gender biases that permeate most societies, gender
biases that produce problems in many aspects of life related to gen-
der, such as marriage, childbearing, and sexuality, toward which
we now turn our attention.



5

Tying the Knot:
Marriage, Childbearing,
and Sexuality

If ever a woman had good reason to marry and have children, it
was Queen Elizabeth 1. She received enormous pressure to cement
a political alliance with some powerful foreign nation or influential
English family and bear a child who would be heir to the English
throne. Her unwillingness to do either, leaving the nation with no
obvious claimant to the throne, was much more than disappointing
to the English people—it was perilous.

Elizabeth’s avoidance of childbearing contrasts sharply with
the drastic attempts of her father King Henry VII to father a son.
Yet Henry’s dynastic aspirations must have greatly affected Eliza-
beth, perhaps even her attitudes toward marriage and childbearing.
Henry married eight wives. Elizabeth’s mother, Anne Boleyn, was
executed because of her inability to produce a male heir. Thus, we
might assume that Elizabeth saw her mother in a much less power-
ful position than Henry VIII, a position resulting in her death when
Elizabeth was not born a male. Elizabeth surely had powerful rea-
sons for feeling ambivalent about her femaleness. We speculate
that in addition to the psychological and somatic symptoms de-
scribed previously, Elizabeth may have responded to this ambiva-
lence with an aversion toward marriage, childbearing, and sexu-
ality.

Aversion to marriage is common among the cases we have
studied, but what are we to make of it? As we discussed in Chapter

73
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2, the Hippocratic “disease of young women” was said to afflict
“yirgins who do not take a husband at the appropriate time for
marriage.” Such women were urged to action: “When virgins expe-
rience this trouble, they should cohabit with a man as quickly as
possible. If they become pregnant, they will be cured.” This recom-
mendation was repeated for those suffering from chlorosis in the
eighteenth century and for hysteric women in the nineteenth
century.!

Although marriage was often prescribed as the cure, quite often
it was the pressure to marry that appears to have brought on the
symptoms in the first place. When the holy anorexics studied by
Bell were encouraged by their families to find a husband, the girls
often responded by saying that they were married to Christ, and,
with this decision, began to fast. Recall the case of St. Catherine of
Sienna who thought of herself as a character from legend who
avoided an unwanted marriage by changing into men’s clothing
and entering a monastery. When Catherine’s married sister died,
the pressure on Catherine to find a husband in order to supplement
the business connections of her merchant family became intense.
She resisted, consecrating her virginity to Jesus and Mary, cutting
her hair short, fasting, and flagellating herself, until her family fi-
nally relented. They ceased the pressure and allowed her to enter
religious life.? Several of the Haavik Brahmin women discussed in
Chapter 2 also became depressed and stopped eating when forced
into unwanted marriages. The attitudes of these women are proba-
bly best summed up in Freud’s description of one of his hysteric
female patients, Elizabeth Von R.: “She wanted to study . . . and
she was indignant at the idea of having to sacrifice her inclinations
and her freedom of judgement by marriage.” The sentiment is
echoed by Florence Nightingale: “There are women of intellectual
or actively moral natures for whom marriage . . . means the sacri-
fice of their higher capacities.”3

For most ambitious women throughout history, marriage has
traditionally signified a sacrifice of inclinations and freedom of
judgment. Young females who have been proud of their intellect
have often been told at adolescence to play down this strength and
find a husband to whom they would be subservient. In earlier cen-
turies and in non-Western cultures, the pressure to marry at adoles-
cence may have been the most common concrete form in which
the lesser status of adult females was experienced by intelligent,
ambitious, nontraditional women. In fact, in a nineteenth-century
description of anorexia nervosa now cited as one of the earliest to
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recognize the disease as a distinct entity, Lasegue described the
causes of anorexia as follows: “A young girl, between fifteen and
twenty years of age, suffers from some emotion which she avows
or conceals. Generally it relates to some real or imaginary mar-
riage project.”*

The oft-repeated prescription of marriage as a cure for the dis-
ease of young women, chlorosis, and hysteria may have sprung
from a misinterpretation of the emotional and political issues grap-
pled with by the women most likely to develop these disorders. In
a possible case of post hoc ergo propter hoc reasoning, physicians
may have noted the conspicuous, for the times, absence of matri-
mony among women suffering from the syndrome and so recom-
mended matrimony as its cure.

To investigate if the desire, or at least the tendency, of women
to remain unmarried mirrors other aspects of the syndrome we
have been discussing, we looked at the pattern of marriage rates
over the twentieth century. We based our analysis on the census
taken each decade of the number of married, divorced, widowed,
and single males and females of various ages, using the ratio of
unmarried females to unmarried males aged 25 to 29 as an indica-
tor of the tendency for women to remain unmarried.®

The pattern we found is familiar. Among people born at the
beginning of the century, the proportion of unmarried females was
moderate, increasing to its high point among people born between
1911 and 1915, reversing to a low point among those born during
the early 1930s, and rising once again to its second highest point
among those born in the early 1940s. The only differences between
this curve and those presented in earlier chapters are that women
born at the beginning of the century are slightly more likely than
we might have expected to remain unmarried, at least until age 30,
while those born between 1921 and 1925 are somewhat less likely
to remain unmarried. But the low-then high-then low-then high
pattern over the course of the century that characterized genera-
tional changes in female college graduation and the pattern of
fluctuation in so many other symptoms discussed in earlier chap-
ters also describes the tendency among females to remain unmar-
ried, as Figure 7 depicts.

Because marriage rates may be influenced by many factors, we
cannot attribute these fluctuations with certainty to the gender is-
sues we believe are related to the development of the other symp-
toms. Nonetheless, when she likened married women to “flies pre-
served in Baltic amber,” it is likely that the French novelist and
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intellectual Simone de Beauvoir, who suffered from lifelong depres-
sion and migraine headaches, may have been expressing feelings
shared by many women who matured during periods of changing
gender roles.®

Childbearing

De Beauvoir also expressed aversion toward childrearing: “Babies
filled me with horror. The sight of a mother with a child sucking
the life from her breast, or women changing soiled diapers—it all
filled me with disgust. I had no desire to be drained, to be the slave
of such a creature.””’ In almost every previous chapter, issues of
childbearing also play a role in this constellation of symptoms. The
females afflicted with the “disease of young women” were not only
virgins, but “among married women, those who are sterile.” Savage
described the typical neurasthenic as a woman who was “not in
a condition for performing her reproductive function.”® FPertility
problems also plagued Sudanese women possessed by Zar, the Arab
women suffering from culture-bound syndrome in Qatar, and Gua-
temalan women suffering from nervios.® Menstrual and reproduc-
tive difficulties, with their supposed attendant threat to the sur-
vival of the human race, have been among the most remarked on
aspects of the syndrome throughout history.
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But as we investigated the relationship between anxious so-
matic depression and childbearing, many complexities emerged.
We found that while many women aspired to have children of their
own, awareness of the limitations placed on females made some
women reluctant, or ambivalent, toward this most concrete expres-
sion of the female role. Women with differing developmental his-
tories appeared to resolve this conflict in different ways.

The complex relationship between conflicted feelings toward
traditional femininity, which we believe underlie anxious somatic
depression, and pregnancy and childrearing is exemplified in the
lives of the two women perhaps most closely associated with
applying psychoanalysis to the psychology of women—Karen Hor-
ney and Helene Deutsch. Karen Horney was the daughter of a
stern, religious father whose profession, ship’s captain, kept him
away from home much of the time, and a mother, much younger
than the father, who was quite close to Horney. The father held
traditional views of women and gave preferential treatment to Hor-
ney’s older brother, yet the mother, better educated and more cul-
tured, supported Horney’s desire for higher education. Horney
called her mother “my great childhood love.” At the same time,
however, Horney saw that her educated mother was forced into a
subservient role without “gratification.” At age 15, she wrote in
her diary, “Mother is ill and unhappy.” She reported that even “as
a child I wanted for a long time to be a boy.” At age 12, she cut off
her long hair to the neckline to be, in her later words, “the curly-
haired prince once again.” Subsequently, during her adolescence,
she began to experience bouts of depression, often profound, that
plagued her throughout her life. A biographer noted, “It seems clear
she was depressed, often to a point that made it impossible for her
to function,” while she wrote of her own “inclination to passivity
that increases to a longing for . . . death.” Experiences like these
led her to be one of the first major proponents for a psychology of
women that took account of women’s position in society.

Her experience with pregnancy and childrearing perhaps best
epitomized her conflicted feelings about gender. Before becoming
pregnant, she reported a dislike of children and childrearing and
felt trapped for much of her first pregnancy. In her words: “I found
myself inferior, being a feminine creature, and in consequence tried
to be masculine, a situation [i.e., pregnancy| that like no other
keeps my femininity before my eyes and others’ must be painful to
me.” Yet after the death of her mother, about eight months into
Horney’s pregnancy, she began to express excitement and pleasure
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about carrying a child. This newfound pride and pleasure in giving
birth lasted through her two other pregnancies. These feelings led
her to recall how much she had enjoyed playing with dolls as a girl
and brought to consciousness the importance she placed on her
femininity. They also spurred her to include in her theories of gen-
der the envy felt by men toward women because of their ability to
bear children.!® Thus, Karen Horney’s attitudes toward childbear-
ing exemplify a dilemma. Pregnancy and childrearing keep a
woman'’s femininity before her eyes and others, which may be dis-
comforting to women dissatisfied with the limitations placed on
their achievements by their gender. But carrying and giving birth
to another human being are also powerfully positive experiences—
experiences, and achievements, open only to women.

The case of Helene Deutsch exhibits several striking differ-
ences from that of Karen Horney as well as some distinct similari-
ties. Deutsch was born to a father who was a successful lawyer and
a homemaker mother (although servants did the housework) whom
she described as a superficial social climber. Her parents were dis-
appointed in their only son, and Helene felt that they were very
dissatisfied she was not a boy. She later wrote of the type of father
who wants the daughter to replace the son he never had or the son
who was a failure. A biographer noted, “Intellectually she was so
bright that . . . people called her ‘the old Rosenbach’ [her father’s
name,| a chip off the old block.”!! She reported that she was never
jealous of her brother because her father treated her like a worthy
successor and heir from the time she was very young. Yet, al-
though Deutsch’s father was much more supportive of her desire
for education than her mother (reversing the pattern experienced
by Horney), she wrote of how hard it was for her father “to ac-
knowledge that a full-fledged feminine creature could have talents
and interests his society ascribed only to boys.”

The conflict Deutsch experienced between “femininity” and
“masculinity” is clear in her autobiography written late in her life.
She described the complexities caused by “my hate of my mother
and horror of identification with her . . . and the difficulties of
identifying with [my father].” Of her analysis with Freud, she
wrote: “I can recall one of the dreams I had during this period, in
which I have a masculine and a feminine organ. . . . Freud told
me only that it indicated my desire to be both a boy and a girl. It
was only after my analysis that it became clear to me how much
my whole personality was determined by the childhood wish to be
simultaneously my father’s prettiest daughter and cleverest son.”
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Although, unlike Horney, Deutsch was not plagued by deep depres-
sion throughout her life, at adolescence she became so depressed
that she was sent to a sanatorium for treatment.

Regarding her pregnancy, Deutsch reported “joy and happy ex-
pectations . . . mixed with panic.” She recalled that when her son
was born “my happiness was without bounds,” but added, “I of
course remembered the saying of the Talmud: ‘A woman becomes
a woman only when she has given birth to a boy.’ 712 This echoes
the case of Vani, the Indian villager discussed in Chapter 2, whose
depression and fasting resolved when she gave birth to a son.

The Male Heir

As implied in Deutsch’s Talmudic citation, even women who have
gone the traditional route of having children and trying to be good
wives and mothers have been regarded as failures if they cannot
produce male offspring. Just as Indira Gandhi’s mother was experi-
encing the exaltation of the successful delivery of her child, In-
dira’s grandmother was heard to lament, “It should have been a
boy.” '3 After the mother of Princess Diana of England had given
birth to three daughters, she was actually sent to a clinic to deter-
mine what was wrong with her since she had not yet had a son.
Thus, mothers have been devalued not only for their own gender
but for the “inferiority” of their female offspring. Indira Gandhi’s
mother responded by becoming an ardent feminist, but she was
also overtaken by bouts of depression. As we explore further in our
next chapter, this preference for boys has also had devastating ef-
fects on many girls who have been made to feel inferior just be-
cause they were born the “wrong” gender. Princess Di was not
given a name until she was a week old because her parents had
neglected to consider any girl’s names. She subsequently said, “I
was supposed to be a boy.” By now, most of the world knows that
she developed depression, migraine headaches, and bulimia.!*
Although we have not studied the process, we speculate that
the relationships of many boys to their mothers must also be dis-
torted by the importance placed on delivering male offspring. In
particular, the feelings toward their sons of many ambitious moth-
ers who themselves were prevented from achieving their aspira-
tions may be influenced by the preferences given to boys. The love,
pride, and caring for their sons may be mixed with the resentment
of a talented adult who realizes that her major role in life is to
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prepare a child to take his valued place in the world; with jealousy
as she sees all the advantages she so sorely missed heaped at the
feet of her young boy; with pressure she exerts on him to succeed
so that she too will be deemed a success; with disappointment she
may not hide if, like Helene Deutsch’s brother, he is unwilling or
unable to supply the glory in whose reflection she can bask; with
guilt she may induce because he represents, in some ill-defined
way, those who place her in such an untenable situation. She may
never put her hostile feelings into words or even be fully aware of
them. In fact, many women, rather than confront such feelings,
may bend over backwards to give their sons the best of everything.

Being a child, the son may be even less likely than the mother
to understand what is happening. But he may grow up with the
vague feeling that his achievements don’t belong to him, that he
must choose between inciting disappointment through failure or
resentment through success, that his unchosen maleness renders
him simultaneously both savior and villain. In rare instances, as
with the brothers of some of the eminent women we studied, he
may bear the added shame of achieving “less than a girl.” Helene
Deutsch’s brother, who so disappointed his parents, changed his
name and his religion, moved away from home, and ceased com-
municating with them. Branwell Bronté, brother of renowned nov-
elists Emily and Charlotte, failed as a teacher, a painter, and in
every other occupation he attempted. He eventually turned to alco-
holism and, after a long period of dissipation, died of consump-
tion.'® Thus, while we have no research evidence, we believe that
boys may not escape unscathed from families in which women
are devalued.

But being the siblings in their family who were acknowledged
as successful did not save Helene Deutsch from the need for treat-
ment in a sanatorium or Charlotte and Emily Bronté from the rav-
ages of depression and disordered eating. Although the symptoms
of Charlotte Bronté, author of Jane Eyre, and of Emily Bronté, who
wrote Wuthering Heights, were quite similar, biographers of the
two sisters have emphasized somewhat different aspects. Perhaps
as a result of her recurrent migraine headaches, Charlotte suffered
from nausea and periodic loss of appetite. But her biographers have
focused primarily on her depression. She wrote in letters that
“earth and heaven are dreary and empty to me,” and was described
by others as frequently “deeply” depressed. A reading of any biogra-
phy of Emily Bronté gives one the impression that she too was
often melancholy. But because Emily fasted for long periods and
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began wasting away at adolescence, two biographers have con-
cluded that she died of anorexia nervosa.!® Branwell Bronté may
have suffered from having successful sisters, but the suffering of
those sisters was at least as great.

As we will touch upon again in future chapters, relationships
between husbands and wives may also become distorted in such
families. A bright, ambitious woman who has given up her chance
for success in a career in order to take care of her home and family
may come to feel resentful. Without fully acknowledging it, she
may place some of the blame for her failure to live up to her aspira-
tions on her husband, who obviously bears half the responsibility
for existence of the marriage and the children. Even if she does not
blame him, she may be jealous of the ease with which he appears
to be able to “have his cake and eat it too” by having both a family
and a busy career. If he makes some obnoxious remark about the
lateness of dinner or the messiness of the home, or insensitively
wonders aloud about what she does with her time, she may be-
come enraged. At the very least, when he comes home after a long
day and complains about how tough it is taking part in the “rat
race,” she may not feel or act completely sympathetic, leading him
to feel unloved, unsupported, or underappreciated.

Contemporary Evidence on Childbearing

Among contemporary women, the relationship between childbear-
ing and the symptoms of anxious somatic depression continues in
its complexity. Pregnancy has in some instances alleviated symp-
toms of modern women suffering from eating disorders. These
women may experience elation over their success in the feminine
role of mother and gratification in expressing their nurturant striv-
ings, both overshadowing their negative feelings regarding the limi-
tations placed on them by their gender. On the other hand, S. Louis
Mogul reported three cases in which women became anorexic dur-
ing pregnancy.!’” In each case, the women reported difficult child-
hood relationships with their mothers, who were described as “de-
pressed, bitter, limited people,” resentful at not having been given
the opportunity for educational and professional advancement. In
these and other similar cases, pregnancy may heighten the
women’s awareness of their femaleness and the similarity between
their lives and those of their mothers.

And childrearing is obviously much more than just a symbol
of a woman’s gender; it is a time-consuming job. But it is a job
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that is simultaneously highly valued and devalued in contemporary
societies. To understand why, we need to look at childrearing in a
historical context.

For by far the greatest part of our time on earth, we humans
have earned our living hunting wild animals and gathering wild
plants. In hunter-gathering cultures, death rates—from accidents,
disease, malnutrition—are very high, so many children need to be
born just to keep the population stable. Because the average
woman in such a society has a short life expectancy, she has to
spend all of her adult life bearing and raising children.

With the development of agriculture in human society, other
social changes take place. The moderate-sized family farm needs a
great deal of labor, so from a fairly early age, children living on a
farm contribute labor, which is as valuable as the resources they
consume. In agricultural societies then and now, children become
a form of social security. When people are too old or too sick to
continue to work the land, their children take over. In other words,
if you are a farmer, it makes economic sense to have a large family.

With the transition to industrialism, however, new social in-
fluences shape the family. In industrial societies, people commute
to a factory or office. Workplaces and homes change, for the most
part, from generation to generation, and sometimes from year to
year. And while children need many years of education and do not
become economically productive until they are adults, new forms
of social security and retirement income emerge. Thus, the transi-
tion to industrialism increases the economic productivity of chil-
dren and decreases the reliance on one’s kids in old age. As a result,
in industrial economies large families are very costly and women
have fewer kids.

Women in agricultural societies obviously have full-time jobs
raising, clothing, feeding, educating, and nursing large families.
Compared to these women, it may seem that many modern home-
makers who have two or three children, and who purchase from
others much of the food, clothing, medical care, and education
needed by their families, have it relatively easy. But as anyone who
has been in charge of shopping, chauffeuring, making appoint-
ments, preparing meals, and managing the household knows quite
well, these tasks can take an enormous amount of time, even if
you can afford to hire some help. The need to be available to take
care of kids at various times during the day, sometimes on the spur
of the moment, also makes pursuing active careers difficult.

Thus, contemporary mothers are placed in a bind. Their ac-
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complishments at home are demeaned, and it is anything but easy
for them to raise a family and attain some measure of a career. To
us it seems inaccurate and somewhat offensive when authorities
call some modern women “superwomen,” as if they are unrealisti-
cally ambitious and selfishly want to have it all, when they are
actually caught in a bind that makes it difficult to achieve in the
traditional “feminine” sphere or the traditional “masculine”
sphere, a bind brought on by having children.

The Case of Ellen West

The case of Ellen West tragically illustrates what may happen
when women are unable to achieve in either sphere. First described
in 1944, it was widely cited as a forerunner of the many cases of
anorexia nervosa that appeared in industrialized nations in the
1960s and 1970s. Beginning at age 20, Ellen West exhibited an ob-
session with thinness, fear of fat, anorexia, bingeing, vomiting, and
laxative abuse—all the symptoms now associated with eating dis-
orders. She was diagnosed by two world-famous diagnostic authori-
ties, Ludwig Binswanger and Emil Kraepelin, as suffering from mel-
ancholia that she depicted as “dread,” a feeling she began to
experience at age 32 that eventuated two years later in suicide.

Ellen West was described as “extremely intelligent,” a good
student who was very ambitious. The connection between gender
roles and her obsession with thinness is made clear in her thera-
pist’s report that “for her, being thin was equated with a higher
intellectual type, and being fat with a bourgeois . . . type.” This is
reminiscent of the studies we described in Chapter 1, in which a
curvaceous woman was selected as less intelligent and less suc-
cessful than a noncurvaceous woman by many college women with
symptoms of disordered eating. In his analysis of the case, Bin-
swanger focused on Ellen West’s discomfort with feminine gender
roles and her dismay at being “thrown” into the role of an adult
female.

When she was young, West was a high achiever, having man-
aged to arrange the establishment of children’s reading rooms in
the city where she lived. But, because she was female, great
achievements in the outside world were closed off. With much re-
luctance, she decided in early adulthood to marry. At this point,
she concentrated her ambition on more traditional pursuits, setting
her sights on becoming a great wife, mother, and homemaker. Un-
fortunately, even great achievements in traditional female pursuits



84 The Forgotten Syndrome

were denied her when she discovered that she could not bear chil-
dren. In the words of her therapist, “When she learned from a state-
ment of the gynecologist that she would have no success along the
womanly-motherly-line, despite her renunciation of higher intel-
lectuallity . . . she now resolved ‘to live for her idea’ [being thin]
without any inhibitions and began to take large daily doses of laxa-
tives.” 18

Thus, childbearing may allow some women to feel that they
have made great success “along the womanly-motherly line.” But
if women are infertile, they may feel that not even traditional ave-
nues of success are open to them. The resulting sense of failure
and low self-esteem may lead to the symptoms of anxious somatic
depression. This may help to explain the frequently mentioned
connection between descriptions of the syndrome and female re-
productive difficulties.

Sexuality

That issues of both matrimony and maternity seem linked to con-
flicting feelings about gender is no surprise. Nor is it unusual that
these issues relate to conflicts regarding sexuality. The resistance
of Queen Elizabeth I to matrimony and maternity may have been
accompanied, as Elizabeth’s well-known nickname “The Virgin
Queen” implies, by the avoidance of sex. Some English translations
of the Hippocratic texts use the phrase “the disease of virgins” be-
cause it afflicted women who were not engaging in sexual rela-
tions. For the same reason, several authorities attributed chlorosis
to the lack of sexual experience. Sexual indifference was also one
of the symptoms used to diagnose Briquet’s syndrome. In light of
the finding in 1953 that almost nine out of ten hysteric women
were found to exhibit sexual indifference, we might speculate as to
whether Freud’s emphasis on the role of the repression of sexuality
was influenced to some extent by the fact that many of his early
patients were hysteric women. Breuer, for example, described the
sexuality of Anna O. as “astonishingly undeveloped.” In 1918,
years after his work on hysteria, Freud observed: “It is well known
that there is a neurosis in girls which occurs . . . at the time of
puberty or soon afterwards and which expresses aversion to sexual-
ity by means of anorexia.” !° Even today, contemporary research on
inhibited sexual desire indicates that it is more common among
females than males and more common among professional women
than other women.??
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Some avoidance of sexual activity shown by these women has
undoubtedly been related to fear of pregnancy, particularly before
effective methods of birth control were developed. But it may also
result because the conflict over femininity underlying anxious so-
matic depression, which we refer to as “gender ambivalence,” en-
tails issues of identity and gender, both heightened during sexual
encounters. Erik Erikson has noted that, from a developmental
framework, issues of intimacy are built on issues of identity, and
that to a person experiencing confusion over identity (which we
argue in Chapter 9 is related to gender ambivalence), “fusion with
another becomes identity loss.”?! Sexual intercourse might also fit
Horney’s description of pregnancy as “a situation that like no other
keeps my femininity before my eyes and others.” To acknowledge
one’s sexuality is usually tantamount to acknowledging one’s gen-
der. A woman who is sexually aroused by, or active with, a man is
likely to be quite aware of her femaleness. To a woman who is
thinking about, or active with, another woman, the mere fact that
the object of her desire is not male is likely, given traditional social
mores, to heighten her own and other’s awareness of her gender.

Sexual Abuse

The role of sexual abuse in anxious somatic depression also de-
serves mention. The experience of sexual abuse, particularly incest,
has been linked to the development of just about every symptom
of the syndrome as well as to conflicts regarding gender identity.??
Like women unable to fulfill their intellectual and professional am-
bitions, those who have been sexually abused may come to feel
that it might not have happened if only they had not been bomn
female. After all, increased exposure to sexual abuse is one of the
worst disadvantages of being female. In addition to several other
reactions to the horrors of sexual abuse, we speculate that women
who have been sexually abused may come to feel ambivalence re-
garding their gender and this may play a role in the development
of their physical and psychological symptoms. We are just begin-
ning to test this hypothesis and, until more research is done, offer
it as only an unproven speculation.

Not having done much research on sexual abuse, we do not
discuss it here. Nonetheless, one important reason for the appar-
ently high prevalence of anxious somatic depression among women
may be that many traditional women who might not other-
wise have developed the syndrome may have done so after being
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sexually abused. Of course, many high-achieving, nontraditional
women have also been abused sexually, as Virginia Woolf was. In
part because of the explicit feminist attitudes expressed by Woolf
in several of her novels, she is a particular favorite among many
contemporary readers. As a young girl, she was sexually abused by
her much older half-brother. {The details of the abuse are not clear.)
At age 22, she began to hear voices telling her to starve her hateful
body, and throughout the rest of her life she ate as little as possible.
At the same time she fasted, Woolf attempted suicide. She also
suffered severe headaches, insomnia, and great anxiety. After years
of severe depression, she finally ended her own life by walking into
the river Ouse.

The case of Virginia Woolf exemplifies the difficulties in draw-
ing firm conclusions regarding underlying causes of symptomatol-
ogy based on a single biographical study. Woolf exhibited almost
every symptom discussed in this book, including depression, anxi-
ety, disordered eating, poor body image, headaches, insomnia, low
self-esteem, difficulty concentrating, and (according to several biog-
raphers) aversion to sex. She was diagnosed as suffering from neur-
asthenia by Dr. George Savage, an expert on the disease whom we
cited in Chapter 2. Yet while Louise DeSalvo makes a strong case
for the important role played by sexual abuse in the etiology of her
symptoms, Thomas Caramagno makes an equally strong one that
Woolf suffered from manic depression and came from a family that
may have exhibited a biological predisposition toward this disor-
der. There is no way of knowing whether Virginia Woolf’s suffering
was rooted in her genes, in her exposure to the horrors of incestu-
ous sexual abuse, or in some combination of the two.

To further complicate matters, Virginia Woolf was clearly
aware of, and bothered by, the fact that the lives of women, includ-
ing her own, had been limited by societal biases against women.
She had a father who was a writer of some renown who held very
traditional views of women, and Woolf noted that, because he was
male, her father occupied an “extraordinarily privileged position.”
Her mother was very subservient to Woolf’s father and may have
worked herself into an early grave catering to his needs and those
of her own parents. Nonetheless, she also held very traditional
views of women, advocating “the sanctity of separate spheres and
the futility of votes, careers, or university education for women.”
Given the traditional views of these parents, it is no surprise that
the boys in the family were obviously preferred by both parents,
accorded more privileges, and treated as superior to the girls.
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So, in addition to her genetic predisposition and her exposure
to abuse, Virginia Woolf was an extremely bright, talented woman
who aspired to achieve intellectually but grew up in a family in
which females were treated as inferior. As we discuss in the next
two chapters, this constellation of privileged fathers and brothers
and unhappy, restricted mothers and daughters is typical of the
families of women who develop anxious somatic depression.??
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Daughters and Sons

We have argued that anxious somatic depression afflicts women
who aspire to achieve in areas historically reserved for males, par-
ticularly during periods of changing gender roles. If these women
confront societal prejudices against “acting like men” that serve as
barriers toward achieving in these areas, they may develop ambiva-
lent feelings about themselves and their femininity that lead to
other psychological and physical symptoms. But to fully under-
stand this ambivalence, it is not enough for us to point to some
general societal attitudes regarding female inferiority. We must
learn how those attitudes become integrated into women’s self-
concepts, how some women come to experience such mixed feel-
ings about something so central as their femininity and the bodies
that define them as female.

Every society disseminates attitudes that are negative toward
particular groups of people, with results ranging from inconvenient
to devastating. Gender bias, racism, ethnic or religious prejudice
can cause economic hardship, promote violence, and almost cer-
tainly lead to minor putdowns and major disappointments on a reg-
ular basis. Clearly, great suffering can be entailed in being a mem-
ber of a group that is the subject of bias. The response to such
suffering, however, is not preordained and varies greatly from per-
son to person. Some people become angry, actively, even violently,
rebeling against the strictures placed on them due to their member-
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ship in a devalued group, while others may simply become re-
sentful.

Ambivalent feelings spawned by gender bias represent a deeper,
more subtle, response than these, for several reasons. One is the
centrality of gender. Although some authors have envisioned un-
gendered societies, to date no status, no group membership has
been so defining as one’s gender. When asked to describe a person
to someone who knows nothing about that person, most of us will
indicate the person’s gender within the first few words. From birth,
perhaps even from conception, in the musings of prospective par-
ents about pretty daughters pirouetting in dance class or athletic
sons starring in little league, gender defines the responses of other
people toward us.

The second crucial aspect of this gender ambivalence is that it
internalizes the prejudices of society. At least in part, it entails
applying to oneself the devaluation of femininity promulgated by
one’s culture. In Chapter 9, we will argue that this is only part of
the story; that it is erroneous, offensive, and even dangerous to
reduce these complex emotions to statements like “women hate
themselves.” For now, however, it is important to emphasize that
many of the women discussed in this book have, in some respects,
been placed in the position of regretting that they are what they
are—namely, female.

Many women over the centuries have experienced this regret
and, as we will continue to demonstrate, even those who have been
the most successful outside the home and those extremely aware
of society’s unfairness to women have not been immune. To under-
stand this process by which women internalize a devalued image
of their own sex, we must look to their families.

It is primarily through the family that the values of society are
mediated. In large part, by reflecting the attitudes of her parents
toward her, a girl comes to build a basic sense of self—of who she
is and the value of being who she is. Through observation, imita-
tion, and identification with adults, again initially and most often
primarily family members, a girl first develops a conception of
what it is to be a person, an adult, a woman. The primary role
model for most people is the parent of their own gender. And so
we now turn our attention to the families of women suffering from
gender ambivalence and the symptoms of anxious somatic depres-
sion associated with it.

In this part of the book, we discuss the attitudes and actions of
family members that lead girls to develop ambivalent feelings to-
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ward their femininity. Chapter 6 focuses primarily on the preferen-
tial treatment given to boys with regard to academic, professional
achievement, even in families with talented, very intelligent, am-
bitious girls. Chapter 7 shifts the focus slightly to the greater non-
domestic opportunities offered, and respect accorded, in most fami-
lies to fathers versus mothers. Our discussion of families is divided
into two chapters to maximize clarity and readability, but the pro-
cesses dealt with are so interrelated that each chapter can only be
fully understood in the context of the other.

Freud’s Hysteric Patients

We begin our discussion of family dynamics by reviewing what is
perhaps the single most famous psychological case study of all
time: Freud’s hysteric patient Dora. This case was the first one
described at length by Freud, and his first to use dream analysis.
Several books have been written about the case as well as commen-
tary by such noted psychoanalysts as Erik Erikson and Jacques La-
can. Because it involved hypocrisy, deception, adultery, and other
sexual intrigue, it has also been treated as a literary work by critic
Steven Marcus.! Since so much has been written, we will confine
ourselves here to a discussion of the issues of gender it raises that
are the focus of this book.

Dora, whose real name was Ina Bauer, was the adolescent
daughter of a successful businessman who insisted she see Freud
when he found a suicide note in her writing desk. Freud noted that
hers was a very typical case of hysteria because she exhibited “the
commonest of all somatic and mental symptoms: dyspnoea li.e.,
breathing difficulty] . . . possibly migraines . . . depression” as
well as “some disinclination for food.” In our minds, there is little
doubt that Dora displayed what we have been calling anxious so-
matic depression. There is also little doubt that hidden among all
the issues of sex and intrigue are obvious issues regarding Dora’s
feelings about being female.

Freud described Dora’s father as “a large manufacturer in very
comfortable circumstances” who was a “dominating figure . . .
owing to his intelligence and his character . . . a man of rather
unusual activity and talents.” This glowing tribute stands in fasci-
nating contrast to Freud’s description of Dora’s mother:

I never made her mother’s acquaintance. From the accounts given me
by the girl and her father I was led to imagine her as an uncultivated
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woman and above all as a foolish one, who had concentrated all her
interests upon domestic affairs. . . . She presented the picture, in
fact, of what might be called the “housewife’s psychosis.” She had no
understanding for her children’s more active interests, and was occu-
pied all day long in cleaning the house.

As a result, Dora “looked down on her mother” and modeled her-
self on a maiden aunt who mysteriously starved to death, possibly
due to anorexia nervosa. In childhood, Dora had been very close to,
and even idolized, her successful father, who returned her feelings,
particularly in his pride over her “intellectual precocity.” Freud
wrote that Dora’s father “had been so proud of the early growth of
her intelligence that he had made her his confidante while she was
still a child.”

But, perhaps coincidentally, at about the time Dora reached ad-
olescence and her body began to mature into that of an adult
woman, her father took on a new confidante, the wife of his friend
Herr K. Like Freud’s other famous hysteric patient, Anna O., Dora
was pressured by her parents to stay at home doing household
chores. On her own, she attempted to obtain what higher educa-
tion she could, “attending lectures for women” and carrying on
“more or less serious studies,” but her mother “was bent upon
drawing her into taking a share in the work of the house.”

And, like Anna O., Dora envied the educational advantages
given to her brother. Freud wrote, “During the girl’s earlier years,
her only brother . . . had been the model which her ambitions had
striven to follow.” But while her brother was given the education
that allowed him to become a leader of the Austrian Socialist
Party, Dora was being pressured to clean the house. Particularly
telling, we believe, is Freud’s description of how Dora was feeling
at the time she first became ill. Freud reported Dora’s “declaration
that she had been able to keep abreast with her brother up to the
time of her illness, but that after that she had fallen behind him in
her studies. It is as though she had been a boy up till that moment,
and had then become girlish for the first time.”2

That statement is particularly striking in light of Freud’s dis-
cussion of the case of Elizabeth von R., the hysteric woman with
whom he developed the technique of free association. Freud re-
ported Elizabeth’s description of her emotional state just prior to
her first experience of the symptoms of hysteria: “despair of a
lonely girl like her being able to . . . achieve anything. . . . Till
then she had thought herself strong enough to be able to do with-
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out the help of a man; but she was now overcome by a sense of
her weakness as a woman.”

Like Dora, Elizabeth von R. was extremely bright. Her father
was so proud of her intelligence that he “used to say that this
daughter of his took the place of a son and a friend with whom he
could exchange thoughts.” But, Freud added, “Although the girl’s
mind found intellectual stimulation from this relationship with
her father, he did not fail to observe that her mental constitution
was on that account departing from the ideal which people like to
see realized in a girl.” As a result of such attitudes, Elizabeth von
R. “was greatly discontented with being a girl. She was full of am-
bitious plans. She wanted to study . . . and she was indignant at
the idea of having to sacrifice her inclinations and her freedom of
judgement by marriage.” 3

Thus, several hysteric patients with whom Freud (and Breuer)
developed the basic techniques of psychoanalysis had experiences
that might lead them to feel ambivalent about being female. They
were bright and aspired to achieve academically and professionally.
During childhood, they were treated as intellectual confidantes by
their fathers, but at adolescence they were pressured to live up to
a more traditional female role. Anna O. and Dora saw their broth-
ers being given educational opportunities kept from them because
of their gender. Elizabeth von R. expressed her anger to Freud at
the limitations placed on her because she was female, and Anna
0. spent much of her life writing about and working against such
limitations. Freud noted that both Dora and Elizabeth became ill
when they first realized these limitations.

Breuer and Freud were aware of these issues of gender and
achievement. They described the “features which one meets with
so frequently in hysterical people” as including “giftedness,” “am-
bition,” and “the independence of . . . nature which went beyond
the feminine ideal.”4

Anorexics and Female Achievement

Other clinicians have recognized these same gender issues experi-
enced by patients with symptoms associated with anxious somatic
depression. Hilde Bruch was the clinician who probably exerted the
most influence on contemporary views of anorexia nervosa. After
discussing obesity in her 1973 book Eating Disorders, she described
the workings of anorexia nervosa, which had not yet received
much attention. Perhaps because she wrote of this disorder when
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very few other clinicians had, anorexics from throughout the coun-
try sought her out. In 1978, she published The Golden Cage, a col-
lection of descriptive cases of women suffering from anorexia that
is still the most complete, influential collection of its kind. In a
review, one of us pointed out that Dr. Bruch did not use these scin-
tillating histories to create a theory that apecifically addressed why
anorexia afflicted females. Here we focus on just that issue.’

Looking at issues of gender and achievement, striking similari-
ties exist between Freud’s descriptions of the childhood experi-
ences of hysterics and Bruch’s descriptions of the childhoods of
women suffering from eating disorders. Bruch portrayed anorexics
as “outstanding students” and noted, “In [one] case the patient was
convinced that not having a son had not been a problem for her
father, that he took pride in his daughters, that he treated them
intellectually as sons. . . . It is significant that the fathers value
their daughters for their intellectual brilliance.”

Bruch went on: “A conspicuous feature of these families was
the paucity of sons.” This fact, we believe, plays a large role in the
family’s dynamics, leading fathers to treat their daughters intellec-
tually as sons. Those anorexics who did have brothers appear to
have been very envious of their achievements. Bruch described one
as remembering “her father’s teasing as painful in his sarcastic re-
marks that she did not bring home as many prizes as her older
brother had.” About another anorexic, Bruch observed, “Her whole
life was an endless competition with an older brother. . . . Only
what her brother did was counted as worthwhile.” Attitudes such
as these appear to have led some of Bruch’s anorexic patients to
regret being female. “Though few express it openly, they had felt
throughout their lives that being a female was an unjust disadvan-
tage and they dreamed of doing well in areas considered more re-
spectful and worthwhile because they were ‘masculine.’ 76

Thus, Hilde Bruch and Sigmund Freud used remarkably similar
language in drawing very similar conclusions regarding the familial
interactions of their patients around the issues of female achieve-
ment and the discontent experienced by these women regarding
traditional gender roles. Both groups of patients were bright, high-
achieving females who were valued as children for their intelli-
gence, even though intelligence was not considered by their fami-
lies as a feminine characteristic. The young women with brothers
in both groups often felt envious of their brothers’ achievements.
Both groups resented the limitations placed on them because they
were female.
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This discovery of such striking similarities in descriptions of
two groups of patients—Freud’s and Bruch’s—who were separated
geographically, temporally by almost a century, and culturally, led
us to several years of research. At first, the research was confined
to our original focus of interest, disordered eating. But, over time,
we became aware of the scope of anxious somatic depression and
expanded our studies to include depression and later other psycho-
logical and somatic symptoms. Our goal was to use similarities in
the case studies of Freud and Bruch {as well as others cited
throughout this book) as a source of hypotheses about the social
and psychological correlates of the symptoms of anxious somatic
depression. To test these hypotheses, we distributed research ques-
tionnaires to large numbers of women. Respondents were asked to
choose answers from numerical scales designed to measure their
perceptions of attitudes and actions of members of their families,
particularly regarding issues of female achievement. The question-
naires also included scales for determining the frequency and in-
tensity with which respondents exhibited the symptoms of anxious
somatic depression, allowing us to use statistical techniques to
measure the relationship between symptom reports and family re-
ports.

The methods used in the questionnaire studies on which we
focus in this part of the book—sampling, statistics, psychomet-
rics—are important if we want to draw scientific conclusions. But
we assume many of our readers will not be very interested in sta-
tistics. To bring them alive, we illustrate the results of our ques-
tionnaire studies with concrete examples of the family interactions
measured by each questionnaire item. Because the problems ap-
peared to strike women who defined themselves nontraditionally,
we studied the biographies of almost forty women who have been
acknowledged to have made great achievements in areas tradition-
ally reserved for men. (A listing of these women appears in Appen-
dix A.)

What we found in doing these case studies was somewhat sur-
prising but, on second look, took on features we had seen before.
Symptoms of anxious somatic depression—particularly depression,
disordered eating, or headache—were described in the biographies
of most of these women, usually beginning at adolescence or early
adulthood. The finding that many of history’s most eminent
women suffered these symptoms is not only disheartening but also
quite startling in that many of the biographies were written in the
tradition of “lessons to be learned” from the lives of great people.
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These play up the hard work, courage, and talent exhibited by their
subjects, ignoring weaknesses and personality flaws. Often, as in
our study of the life of Clara Barton, the founder of the American
Red Cross, we would read two or three biographies of a particular
woman with no hint of any problems, only to learn in a fourth
book that the woman suffered at adolescence and throughout her
adult life from “nervous prostration,” including insomnia, back
pain, and, eventually, an inability to move or eat that was associ-
ated with chronic depression. Barton herself wrote that she had
“lived over the years wishing myself dead.””

We found several biographies of Marie Curie, Nobel Prize win-
ner in physics and chemistry for her work on radiation. All men-
tioned that after graduating from high school, Marie Curie spent a
year in the Polish countryside. In her autobiography, she briefly
mentioned that this time away from home and school was occa-
sioned by “the fatigue of growth and study.” The biography written
by her daughter Eve offered an even more benign interpretation:
“In the course of the mysterious passage called adolescence, while
her body was transformed and her face grew finer, Manya [Marie’s
nickname| suddenly became lazy.” Only when we read a biography
written by a disinterested observer did we learn that Marie Curie
had a history of anxiety, depression, and other nervous problems
beginning at this time in her adolescence and that doctors diag-
nosed her as suffering a “nervous breakdown.” It took a few more
years before we came across a biography of Curie that described
possible anorexia. It seems that when she began attending school
in Paris, Curie was so uninterested in food that she would fre-
quently faint from starvation. Later, a colleague was so shocked at
her frailty that he wrote advising her husband Pierre not to let her
use lack of hunger as an excuse not to eat. Like neurasthenic physi-
cian Margaret Cleaves and fasting girl Mollie Fancher, a few de-
cades earlier, and Eleanor Roosevelt, a few decades later, people
thought Marie Curie was too preoccupied with science to take
time to eat.®

We do not treat our biographical investigations as a scientific
study of a representative sample of eminent women because of ob-
vious weaknesses inherent in anecdotal data. We hope biographies
will add flavor and interest to the epidemiologic research done by
us and by others reviewed in Chapters 3 and 4, to the historical
and cross-cultural studies described in Chapters 1 and 2, and to
the series of questionnaire studies among high school and college
students discussed in Chapter 1 and in this part of the book. Using



Daughters and Sons 929

very different methods, our aim was to search for converging evi-
dence of a link between the symptoms of anxious somatic depres-
sion and family interactions that centered on female achievement
similar to those described by Freud and Bruch. We found a great
deal of such evidence.

Gender Bias in Families

Bruch reported that many of her anorexic patients had no brothers.
The college women we surveyed who reported frequent bingeing
were almost twice as likely as nonbingers to come from families
with no brothers.” This led us to believe that fathers who have no
sons may treat their daughters as “substitutes” for boys. Hilda
Bruch'’s anorexic patient felt that her father treated her intellectu-
ally like a son; to her father, Freud’s hysteric patient Elizabeth Von
R. took the place of a son, being someone with whom he could
exchange ideas; and neurasthenic physician Margaret Cleaves felt
that her education would have been supported by her father if he
had lived because he treated her as his “boy” after her brother’s
death. One historian speculated that Florence Nightingale’s fa-
ther’s unusually rigorous “educational endeavors with his daugh-
ters constituted in large part a working out of his desire for a
son.” 1 We found that high school girls who described their fathers
treating them like boys were four times as likely as those who did
not to report high levels of depression combined with at least two
of the following: disordered eating, frequent headaches, frequent
breathing difficulties, or frequent insomnia.!!

Like Freud’s and Bruch’s patients, many eminent women were
portrayed as their father’s “confidantes.” The father of noted En-
glish poet Elizabeth Barret Browning was depicted as her “intellec-
tual companion.” At age 15, the poet became mysteriously ill,
eventually describing herself as “a recluse with nerves.” When she
met her future husband, poet Robert Browning, Elizabeth Barret
was five feet tall and weighed only 87 pounds. Her domineering
father frequently “railed at his daughter for eating so little” and
often coerced her to eat more than she did. In a journal article,
psychologist Carol R. Lewis concluded that Elizabeth Barrett Brow-
ning was an anorexic.!?

We believe that girls treated as “boys” in childhood suffer from
these problems because they develop childhood aspirations and
self-concepts built around abilities that, in the words of Breuer and
Freud, go “beyond the feminine ideal.” Because they define them-
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selves in ways not considered appropriate for females, they are
never fully accepted—not even by their fathers. Furthermore, at
adolescence, biological, psychological, and social changes place
pressure on them to discard “masculine” aspirations and settle for
feminine roles that the girls have been brought up to think of as in-
ferior.

Women who have no brothers may also sense that their fathers
would have really preferred them to be male. In our most recent
study, we found that high school girls disagreeing with the state-
ment “My father was pleased with the fact that I was a girl” were
particularly likely to report depression combined with anxiety and
symptoms of somatization, disordered eating, and poor body
image.!3

The father of Elizabeth Cady Stanton, one of the leaders of the
U.S. movement for women’s rights in the second half of the nine-
teenth century, was clearly not happy she was a girl. Stanton’s
mother “paid little attention to Elizabeth’s love of learning, and
was primarily interested that her daughters learn domestic arts and
genteel skills.” But on treasured visits to her father’s law office,
Elizabeth was allowed to read his law books and told that when
she grew up she might work to change the laws that discriminated
against women. She came to identify with her father. Nonetheless,
the boys in her family were clearly given preferential treatment. Of
10 children born to her parents, however, only six survived child-
hood: Elizabeth, four sisters, and one older brother. Stanton’s earli-
est memory was of friends commiserating with her parents on the
birth of another daughter. When she was 11, her only surviving
brother died, leaving her father disconsolate. She tried to comfort
him, to replace her brother through intellectual achievement, and
to become, in the words of a biographer, “in effect the male child.”
Stanton wrote, “I thought that the thing to be done in order to
equal boys was to be learned,” but her father told her that she
could not make up for his loss because she was a girl. A few years
later, at adolescence, she “fell into a depression so intense she
thought she was going insane.” 4

Favorite Sons

The brothers of many of the women we studied received privileged
treatment in their families. Sometimes that treatment took the
form of access to, and resources for, higher education. This was
true for both of Freud’s most well-known hysteric patients, Anna
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O. and Dora. In her diary, psychoanalyst Karen Horney wrote about
her own father: “He, who has flung out thousands for my step-
brother Enoch, who is both stupid and bad, first turns every addi-
tional penny he is to spend for me ten times in his fingers. . . .
He would like me to stay at home now, so we could dismiss our
maid and I could do her work. He brings me almost to the point of
cursing my good gifts.” 15

In many cases, girls come to feel that their brothers are treated
as if they are smarter or their intellectual achievements are more
valuable. Among the college women we surveyed, those who re-
ported that their fathers treated a brother as the brightest child in
the family were over twice as likely as those who did not to binge
frequently. In contrast, women who reported that their father
treated a sister as the brightest child did not suffer from disor-
dered eating.'®

Alice James was the one daughter in a preeminent intellectual
family that included psychologist/philosopher William and novel-
ist Henry. Her life exemplifies the problems experienced by bright,
talented girls whose brothers are allowed to achieve in areas closed
to women. When her brothers were beginning their brilliant ca-
reers, Alice was limited to joining the sewing bee formed by several
other young women in Cambridge, Massachusetts. She early came
to realize that “matrimony seems the only successful occupation
that a woman can undertake,” and her self-esteem began to suffer.
She wrote to brother William, “You must excuse the frivolity of
this letter if you condescend to read it, on account of the frivolity
and want of intelligence of the writer. You must remember that
this mental baseness is not her own fault, and that as she is your
sister her having so little mind may account for your having so
much.”

We suggest that Alice James’s self-denigration and her realiza-
tion of how limited her opportunities were may have caused her
illness. Her symptoms included facial neuralgia, stomach pains,
fainting spells, headaches, and difficulty concentrating, along with
the anxiety, terror, and despair that led her to threaten suicide. She
described herself as suffering from “convulsions—digestive, mental
and sentimental.” The letters written: by her family when she was
sent away for treatment at adolescence contain references to her
weight, such as her mother exalting over the fact that Alice’s
cousin had seen her “looking fat as butter.”

All her symptoms began during adolescence, when Alice James
was, in the words of biographer Jean Strouse, “trying to find out
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whether she could engage in studious activities and assert her in-
tellectual potential, or whether she must accept that she was not
equipped with whatever made men capable of ‘cerebration.’ ” She
believed that her mind was not on a par with those of her famous
brothers and felt that competing with men was not appropriate
for a woman, constituting what she referred to as “spiritual
snatching.” 1’

The emphasis given to the intelligence of brothers takes place
within the context of a devaluation of women’s intelligence. Alice
James may have felt less bright than her brothers not simply be-
cause they were so accomplished but also because her father “dis-
approved of equality for women in intellectual and political life.”
Similarly, in our surveys of contemporary college women, we
found disordered eating to be common among women who re-
ported that their fathers believed “a woman’s place is in the
home.” 18

The Attitudes of Fathers and Mothers

Several findings from our questionnaire studies appeared to indi-
cate that the attitudes and actions of mothers and fathers may
work somewhat differently to produce ambivalence about feminin-
ity and the symptoms we have been describing. For example, al-
though we found that college students’ reports of having a father
who treated a boy as the most intelligent sibling in the family were
related to frequent bingeing, the sibling in the family who was
treated as most intelligent by mothers was not significantly related
to reports of frequent bingeing.!”

In traditional families where fathers have been the intellectual
achievers, fathers seem to play the role of judges: Their opinions
regarding the intellectual achievements of their offspring are par-
ticularly influential for their “nontraditional” daughters. As a re-
sult, the ambitious daughters of traditional fathers who consider
women as inferior or as best suited for domesticity may come to
feel that there is something wrong with, or lacking in, themselves.
Mothers, on the other hand, appear to act as role models of adult
femininity. To many daughters, mothers represent the model of
what it is to be an adult woman. Their experiences of their moth-
ers’ lives may lay down a psychological template that colors their
expectations regarding their own adult lives. One study found that
the development of a high degree of femininity occurred among
daughters whose fathers encouraged femininity and whose mothers
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exhibited high levels of self-acceptance.?’ The self-acceptance of
the fathers and the mothers’ encouragement of femininity were un-
related to the degree of femininity of the daughters. That is, what
affected the daughters was how their fathers reacted to them and
how their mothers viewed themselves. We cannot say whether this
would continue to occur if the daughters were brought up to accord
more respect to their mothers’ intellectual opinions.

But, as we will see, being a model for a bright, ambitious
woman is problematic for many mothers living in societies that
place great limitations on females, particularly if daughters are
very talented or grow up during periods of great change in
women'’s roles.



7

Idealized Fathers,
Devalued Mothers

“If T only were a man . . . I have read too much, seen too much,
drunk too much. So I don’t like myself anymore. I'd like to lose
thirty pounds of weight. Please, doctor, send me to a plastic sur-
geon.” The words were those of a 20-year-old woman who was,
according to her therapist, preoccupied with her weight and ob-
sessed with the shape of her breasts. Another woman described as
obsessed with her breasts, also suffering from depression, was a 2.7-
year-old unmarried Ph.D. with a “brilliant reputation” as a re-
searcher. These women were the daughters of successful fathers,
one a director of a factory, the other a well-known lawyer, and of
mothers who were homemakers. The first woman spoke little of
her mother but was “very attached” to her father, while the second
woman, according to her therapist, strongly identified with her fa-
ther, and not her mother, who was described as “below the father’s
level from an intellectual point of view.” !

The pattern is one we have seen many times. Ambitious, non-
traditional women who admire and identify intellectually with
their successful fathers but not their traditional mothers develop
the symptoms of anxious somatic depression when they reach ado-
lescence. Clinicians Kim Chernin and Susan and Wayne Wooley
have found that their female eating-disordered patients have trou-
ble identifying with their mothers because of the devaluation of
the mothers’ roles and intellectual status by the society at large

104
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and, in many cases, by the daughters themselves.? In the two
women described here, the poor body image took the form of an
obsession with the shape of their breasts, which we would suggest
was really discomfort with developing any breasts, a sign of ambiv-
alence toward becoming women.

Our research questionnaires included several items measuring
whether females attending high school or college looked down on
their mothers or perceived them as being limited because they
were female. To put flesh on and add detail to our descriptions of
statistical findings regarding contemporary women who grow up in
families whose fathers are esteemed for their achievements but
whose mothers are relegated to lesser roles, we include anecdotal
incidents from the lives of daughters of four men who have had
great influence on modern thought: Freud, Marx, Darwin, and Ein-
stein.

In our own work, we have found disordered eating is common
among college students who reported that their mothers believed
“a woman’s place is in the home.” This appears to have been the
case with the daughter of Albert Einstein. Einstein had no biologi-
cal daughters from his first marriage, but when he remarried, his
second wife had two young girls whorm he helped bring up. One,
Margot, lived with him for many years. While Margot was de-
scribed as sharing Einstein’s attitudes, her mother was quite tradi-
tional, portrayed in one biography of Einstein as “housewifely, of
no intellectual pretensions.” Einstein’s daughter was said to be ill
throughout her life but her symptoms are nowhere specified. We
were struck, however, by the similarity, in books written by differ-
ent authors, of the rare descriptions of Margot, almost all referring
to her extreme thinness. She was described as having an “ex-
tremely fragile appearance,” looking “excessively slim,” “too slen-
der,” “strangely like her [emaciated] dying sister,” and as “frail,”
“very frail,” “as frail as ever.”?

One survey of college women found that those who reported
frequent bingeing were more likely than those who did not to re-
port that their fathers thought that their wives were unintelligent.
Among the same women, however, no significant relationship was
found between reports of frequent bingeing and of having mothers
who thought that the women’s fathers were unintelligent.* Once
again, fathers appear to be acting as judges and mothers as models.

Martha, the wife of psychoanalyst Sigmund Freud, was, ac-
cording to one biographer, the “complete bourgeoisie” with an
“unremitting sense of her calling to domestic duty.” Bearing six
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children in nine years, she led what Freud called a “tormented life”
and was not treated by her husband as an intellectual equal. Like
his hysteric patient Dora, Freud’s renowned daughter Anna was in-
tellectually precocious, served as her father’s confidante, and was
faced with a father who modeled success and a mother who mod-
eled domesticity. Despite being the brightest of the Freud children,
Anna envied her brothers. The most obvious statement of her con-
flict over gender appeared in a letter she wrote in response to a
story: “But if one looks like . . . me, one only feels envy—in two
directions: the one that shows how one might be achieving like a
man, and the one that shows dancing and being generous like
Mathilde [a female character in the story]. One would like to be
able to do both, and does find oneself to be a little of both, but
neither becomes real.”

At adolescence, Anna Freud began to feel ashamed that her
body was not slim like that of her sister Sophie and to suffer from
an illness that included weight loss, back pains, and menstrual dif-
ficulties, causing her to be sent to Italy to recuperate. In letters he
wrote to her in Italy, Anna’s father advised her to relax and gain
weight. In response, she “wrote almost every day, and reported ea-
gerly to her father each time she put on half a kilogram of weight.”
Anna’s biographer Elizabeth Young-Bruehl also observed that an
illness “that was not physical kept irrupting making her feel ex-
hausted and stupid,” and concluded that Anna was suffering from
“a mild eating disturbance of the kind Freud associated with hys-
teria.”®

One symptom of disordered eating measured in one of our
studies of college students was purging—that is, using laxatives,
diuretics, or self-induced vomiting to control one’s weight. Among
the women in this study who reported that in childhood they con-
sidered their homemaking skills to be about as important as their
academic achievement, purging was rare whether or not they re-
ported having a father who considered his wife unintelligent. Purg-
ing was also rare among women who reported that in childhood
they considered their academic achievement much more important
than their homemaking skills, but also reported that their fathers
considered their mothers at least moderately intelligent. In con-
trast, among women who reported that in childhood they placed
much more importance on their own academic achievement than
on their household skills and also reported that their fathers con-
sidered their mothers unintelligent, over one-third reported purg-
ing.® Girls who want to be seen as intelligent themselves are par-
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ticularly devastated when their mothers are not viewed that way.

These findings resemble the contrast between the intellectual
interests and aspirations of Henrietta Darwin, daughter of natural-
ist Charles Darwin, and the lack of those interests in her mother
Emma, which was captured in the strikingly different descriptions
of the two that appeared in biographies of Charles Darwin. For ex-
ample, in 1938 Geoffrey West described Emma as “in no way intel-

lectually comparable to her husband . . . despite her early resolves,
she found it impossible to be interested in Charles’s studies.” Of
the daughter West wrote, “Henrietta . . . exercised her bright in-

telligence [as editor] upon the work not only of her father but
sometimes of |biologist Thomas] Huxley too.”

Like Margot Einstein, Henrietta Darwin was ill throughout her
life with symptoms that are nowhere fully delineated. She was the
sickest member of a family that suffered from nervous ailments, a
lifelong invalid afflicted with a variety of psychosomatic distur-
bances. Her niece pointed out that illness did not prevent Henri-
etta’s brothers from leading active, productive lives and becoming
quite eminent, but “unfortunately, Aunt Etty, being a lady, had no
real work to do” so “ill health became her profession.” At 14, she
became “out of health,” and from age 17 to 18, she suffered from
“weakness” and “indigestion.” The niece also provided a few other
tidbits that hint at disordered eating, recounting stories of Henri-
etta calling down to the kitchen to ask the cook to count the num-
ber of pits on her plate to ascertain whether she had eaten three or
four prunes for lunch. She described her Aunt Etty as having a
“tiny form,” and as being very “frail,” the same word frequently
used about Margot Einstein.’

Mothers Viewed as Limited by Gender

The problems go far beyond the alleged “intellectual deficiencies”
of particular mothers. Most of the women we studied were acutely
aware of and troubled by the lesser status of roles allotted to their
mothers compared to their fathers. Women'’s rights activist Eliza-
beth Stanton “had a negative reaction toward a mother identified
with domesticity,” while French writer Simone de Beauvoir identi-
fied with her father, who was associated with “the mind,” not with
her mother, linked to “daily drudgery.” We found that disordered
eating is common among college women reporting that their moth-
ers were not satisfied with their own career choices. In fascinating
contrast, these women’s reports of the extent to which their fathers
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were dissatisfied with their own careers were not related to disor-
dered eating.® From the time they were young girls, these women
confronted a model of adult femininity associated with limitations,
low status, unhappiness, and lack of respect. At adolescence these
girls were “thrown” (in the word used by Binswanger to describe
Ellen West) into the role of woman that they had seen so devalued.

The prevalence of anxious somatic depression among women
of talent results, in part, because the syndrome is not limited to
nontraditional daughters of traditional mothers. Having a mother
who is highly concerned with professional achievement and intel-
lectual interests does not protect a nontraditional woman from the
syndrome if her mother is barred from pursuing such interests.
Contemporary high school students who told us that their mothers
were often “fed up with playing the mommy role” were particu-
larly likely to exhibit depression combined with disordered eating,
headaches, breathing difficulties, or insomnia.’

Jenny Marx, wife of Karl Marx and mother of three daughters,
including Eleanore Marx, was apparently fed up with playing the
role of traditional homemaker. Living in an overcrowded residence,
always short of money, and restricted to being wife and mother,
Jenny Marx felt depressed and understood that her depression was
related to the limitations placed on her as a woman. In a letter, she
wrote, “while the men are invigorated by the fight in the world
outside, strengthened by coming face to face with the enemy . . .
we sit at home and darn stockings. It does not banish care and the
little day-to-day worries slowly but surely sap one’s vitality.”

The attitudes of both her mother and father probably played a
role in leading Eleanore to devalue femininity. Karl Marx had six
children, but only three daughters survived childhood. On the birth
of Eleanore, his youngest daughter, Marx expressed his disappoint-
ment that she was female. He wrote to his friend Friederich Engels
that she was “unfortunately of the sexe par excellence . . . had it
been a male the matter would be more acceptable.”

At this point, it will probably come as no surprise to readers
that Eleanore Marx became ill at adolescence. She suffered from
back pains, insomnia, and depression that eventually led to suicide.
Her father realized that her illness was related to her unfulfilled
ambitions. To Engels, Marx wrote that he “was convinced that no
medicine, no change of scene or air could cure her sickness . . .
[her teacher] was the only doctor who could help her, since she was
burning with the desire to find an opening for herself.”

Eleanore Marx was also anorexic. Her mother described her as
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“emaciated.” Her doctor concluded that nothing was wrong with
her except derangement of the stomach due to fasting. Her father
Karl was as befuddled by her anorexia as any father of a contempo-
rary anorexic. He lamented in a letter that one of the features of
women’s ailments “in which hysteria plays a part was that one had
to affect not to notice that the invalid lived on earthly suste-
nance.” !0 If the problems we were studying were not so serious,
we might find some amusement in the amount of correspondence
exchanged by some of the greatest thinkers of the past two centu-
ries—Sigmund and Anna Freud, Karl Marx and Friederich Engels,
William and Henry James, Mahatma Gandhi and Jawaharlal Ne-
hru—that contained references to the weight and eating of sisters
or daughters.

Many women are simultaneously subjected to several familial
attitudes regarding female inferiority—preferential treatment given
to brothers over sisters, greater respect accorded to fathers over
mothers, mothers who are dissatisfied with the choices available
to them, and both mothers and fathers who believe women are
best suited for domesticity. In one survey, college students reported
whether the following four problems characterized their families:
their mothers agreed that a woman'’s place is in the home, their
mothers were dissatisfied with their own career choices, their fa-
thers thought that the women’s mothers were unintelligent, and
their fathers considered a brother the brightest child in the family.
About half the women surveyed reported that none of these atti-
tudes were characteristic of their families. Of these women, only
15 percent reported frequent bingeing. About one-third of the
women reported that only one of these gender biases characterized
their families. Of these women, 21 percent reported frequent
bingeing. About one in seven women reported that their families
exhibited two of the four problems described above. Over one-third
of these women reported frequent bingeing. And of the 4 percent
of the sample who reported that their families exhibited at least
three of the problems, about three-quarters reported frequent
bingeing.!!

Emily Dickinson was a woman subjected to several familial
biases against female achievement. Her brother’s ideas were doted
on by her father and treated as more valuable than those of the
noted poet. At the same time, her father thought that women were
inferior to men and believed “a woman’s place is in the home.”
Dickinson’s mother was described by a biographer as the intellec-
tual inferior of Dickinson’s father, who clearly did not respect his
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wife. The poet wrote of her mother, she “does not care for thought
[as I do].” But Emily Dickinson was noted not only as a great
American poet but as a recluse. At adolescence she began to suffer
from “prostrating depression,” “almost unrelenting anxiety,” “pre-
occupation with death,” and phobias. The evidence we uncovered
for her anorexia is indirect. In a letter to a friend, she wrote of
herself: “Am told that fasting gives to food marvelous aroma, but
by birth a Bachelor, disavow cuisine.” With our emphasis on the
relationship between achievement, ambivalence about gender, de-
pression, and disordered eating, we were highly intrigued by a let-
ter in which a noted female poet who was clearly depressed tells of
fasting and disavowing food because she considered herself to have
been born a “Bachelor.” Other writers have also concluded that
Dickinson had an eating disorder, based on references she made
in her poetry. But with the wealth of very powerful evidence for
disordered eating and depression among the eminent women we
studied, we are loath to make too much of poetical allusions.!?

Throughout history, most women, some completely willingly
and others less so, have focused the bulk of their time and energy
on tasks associated with home and family. Most daughters, social-
ized to value similar pursuits, have modeled themselves to a large
extent on their mothers with relatively few problems. But daugh-
ters who, because of their talent or their times, aspired to achieve
outside the home have had more difficulties. Daughters who noted
the relative powerlessness and lack of respect accompanying the
roles of wife and homemaker often devalued their mothers who
were content to be traditional, and experienced difficulty identi-
fying with the roles of adult women enacted by these mothers. At
the same time, daughters of mothers not content with the roles
allotted to them by a gender-biased society often observed, and in
many cases shared, the suffering of their mothers. These daughters
may have strongly identified with their mothers but not with the
roles of adult women ascribed to them. While the two types of
mothers may have been very different, the nontraditional daugh-
ters of both types viewed their mothers as being limited by their
gender and experienced conflicts between their own aspirations
and the social and psychological pressures placed on them to iden-
tify with their mothers.

About one of five college women we surveyed reported either
that they felt that their mothers had been very limited by being a
female, that they felt guilty over living better lives than their
mothers, or that they minimized their own accomplishments so

LI
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that their mothers would not feel bad about themselves. Women
who reported any one of these problems were about 20 times as
likely to list symptoms of disordered eating combined with fre-
quent depressed mood. Female high school students who reported
the same concerns about their mothers’ limitations were more
likely than those who did not report these concerns to exhibit de-
pression combined with at least two of the following: disordered
eating, headaches, breathing difficulties, or insomnia. These stu-
dents were not more likely than others to report high levels of de-
pression in the absence of somatic symptoms. And depression ac-
companied by somatic symptoms struck almost half the female
high school students who reported not only that they felt at least
one of these concerns regarding their mothers’ limitations but also
that they believed that their fathers often wished they were boys
or agreed that a woman’s place is in the home.!?

In the data we recently collected in two high schools (described
in detail in Appendix C}, anxious somatic depression—the combi-
nation of high levels of depression and anxiety along with several
somatic symptoms including disordered eating, poor body image,
and preference for thinness—was exhibited by over one-quarter of
females who scored high on a scale measuring whether they felt
that their mothers had been limited by being female (for example,
one question read: How limited was your mother by being female?)
or on a scale that measured whether they themselves felt limited
by being female (sample question: How much do you agree with
the statement that more people would pay attention to your ideas
if you were male?). Like the male students, very few female stu-
dents who did not report feeling that they or their mothers were
limited by being female exhibited anxious somatic depression. In
contrast, the prevalence of “pure” depression (defined as scoring
high on the depression scale but not meeting criteria for anxious
somatic depression) was about the same among both groups of fe-
male students and among the males. So female students who did
not report that they or their mothers were limited by their gender
exhibited a pattern of depressive symptomatology quite similar to
that exhibited by males—moderate prevalence of pure depression
and very low prevalence of anxious somatic depression. Female
students who reported feeling that they or their mothers were lim-
ited by their gender exhibited about the same prevalence of pure
depression as other females or as males, but many also exhibited
anxious somatic depression. That is, we found that females did not
differ from males in the prevalence of pure depression. They did
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differ in the frequency of anxious somatic depression, and this dif-
ference resulted simply because anxious somatic depression was
quite common among the subset of females who reported feeling
that they or their mothers were limited by their gender.

These findings suggest the hypothesis that gender differences
in the prevalence of depressive symptomatology may be due in
large part to the high prevalence of a syndrome of depression com-
bined with anxiety, physical problems, and disordered eating
among a subset of females who report feeling that they or their
mothers were limited by their gender. This hypothesis helps to ex-
plain two findings resulting from our reanalyses of data from a
large study performed by the National Institute of Mental Health.
The first finding, discussed in Chapter 3, was that females exhibit
higher prevalence of clinical depression than males only in cohorts
that reached adolescence during periods when females graduated
from college at a greater rate than the women of their mothers’
generation. These data allow for historical analyses, but do not pro-
vide information relating the educational attainment of individual
males and females to the development of clinical depression. This
information was included in a report that recently came out of the
NIMH study. Our renalysis indicates that among people who ex-
hibited no psychiatric disorder at the beginning of a longitudinal
study, gender differences in the development of clinical depression
over the subsequent six years occurred only among those who had
attended college. Among the people who did not attend college,
11.6 percent of females and 11.5 percent of males had developed
major depression six years later. In contrast, among those who had
attended college, 19 percent of females and 4.6 percent of males
developed major depression. Together, these reanalyses indicate
that the gender difference in the prevalence of depression may re-
sult because females but not males develop a form of depression
associated with psychological issues related to academic achieve-
ment, particularly in contexts wherein the previous generation of
females was not able to achieve academically.'*

We suggest that women who do not grow up during periods
when females are much more likely to achieve academically than
their mothers usually do not feel that their mothers were limited
by their gender. Women who do not strive to achieve in areas tradi-
tionally considered more appropriate for men are not likely to feel
that they have been limited by being female. Based on our recent
findings, if these women develop depression, it is likely to be what
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we call here pure depression, and it is usually about as prevalent
as the pure depression developed by men.

By contrast, women who strive to achieve academically, partic-
ularly during periods when their mothers were not likely to have
graduated college, are probably the ones who report that their own
achievements have been limited by their gender as were their
mothers’ achievements. Although these women will exhibit about
the same prevalence of “pure” depression as other women and
men, they will also exhibit a high frequency of anxious somatic
depression. As a result, the total prevalence of depression among
these women will be high, leading to gender differences in depres-
sion prevalence only among people who aspire to achieve academi-
cally and belong to generations who mature during periods of in-
creased rates of female college graduation compared to their
mothers’ generation.

Overidealized Fathers

It appears that anxious somatic depression frequently occurs
among women who admire and identify with their fathers but not
their mothers. In some cases, fathers may be motivated to encour-
age their daughters to identify with them. Many men may crave
admiration for their intellect and their accomplishments that is
greater than what they receive outside their families. Such fathers
may find in their intelligent daughters what seems like perfect in-
tellectual companions: Ones with whom they can share ideas and
who will provide them with praise and admiration that may not be
forthcoming from their wives, particularly if the wives are resent-
ful of the privileged treatment accorded their husbands simply be-
cause of their gender.

Clearly, these intellectual relationships are often accompanied
by strong emotion on the part of daughters. Pioneering social
worker Jane Addams, feminist activist Elizabeth Stanton, and
nurse Clara Barton idolized their fathers, and Ellen West’s “venera-
tion for her father knew no bounds.” !5 All of these women were
also depressed. In the words of one eating-disordered patient,
“When I think back, I can’t remember her [mother] as being in my
life when I was little . . . all my memories are with my father—
sharing things like going to the science museum, eating a hamburg
at Burger King, my building model ships while he built his model
ships, being able to share a joke with him or an important conver-
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sation.” Some psychologists would describe these reactions as an
“overidealization” by the daughters of fathers who inappropriately
treat these young girls as “confidantes.” 16

At the same time, the fathers may come to view their wives as
very limited, unintellectual, interested in just those details per-
ceived as mundane trivialities that were the center of the suppos-
edly valued role they were socialized, or pressured, to take on just
a few years before. The daughters may sense that their main advan-
tage in the battle for their father’s love and attention lies in being
less traditionally feminine than their mothers who chose, or were
forced into, a devalued role. Unfortunately, at adolescence these
daughters often find that biology and society conspire to force
them into just the role they have considered so inferior.
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Adolescence

Adolescence is often portrayed as a period of turmoil. And whether
or not that description is applicable to boys, it is certainly true for
many girls. A recent study of Dutch adolescents found that be-
tween ages 11 and 18, the proportion of females who reported feel-
ing unhappy, sad, or depressed increased almost five times as much
as the proportion of males. During the same period, the proportion
of females who reported that they felt fearful doubled, while that
of males actually decreased. The same was true regarding reports
of not eating well.! As discussed in Chapter 4, the prevalence of
many other disorders—including headache, breathing difficulties,
insomnia, and mitral valve prolapse—increase dramatically among
females during adolescence.

Several other findings indicate that the transformatlon into
adulthood is a much more negative and problematic experience for
females than for males. For example, as adolescent boys mature,
their ideal male physique becomes larger on average, approximat-
ing more nearly that of the men they are becoming. As girls prog-
ress through adolescence, however, their ideal physique tends to
become slimmer on average and less like that of the women they
are becoming. As a result, females at more advanced pubertal
stages more frequently dislike their bodies than less mature fe-
males. Similarly, whereas early puberty has been found to have
positive effects on males, developing early is much more problem-
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atic among females—boys appear much more eager to become men
than girls to become women.?

Adolescence is also a time when self-esteem drops much more
among females than among males. The number of females re-
porting that they are “happy the way I am” declines half again as
much from elementary school to high school as the proportion of
males, and those reporting feeling “good at lots of things” drops
twice as much.® At adolescence, but not before, females who feel
badly about themselves and their achievements are the ones who
feel depressed and are concerned with their eating and the size and
shape of their bodies. When we reanalyzed a study of male and
female students, we found that, in elementary school, a low level
of academic self-esteem (i.e.,, how the people studied felt about
themselves as students) was no more strongly related to depression
among females than among males. In junior high school, however,
low academic self-esteem was more strongly associated with de-
pression among females. In another study, low self-esteem was not
found to be related to concern about weight among either preado-
lescent boys or girls, or among adolescent boys. Among adolescent
girls, however, concern about weight went along with low self-
esteem. Similarly, high levels of depression or somatic symptoms
only accompany high levels of intelligence or scholastic achieve-
ment among adolescent females, not among adolescent males or
among preadolescent males or females.* It seems that, as they be-
come adults, large numbers of females, but not males, come to dep-
recate themselves, dislike their bodies, and feel depressed.

Gender Intensification

The problems of adolescence may be particularly great among fe-
males who aspire to achieve in areas traditionally reserved for males.
One reason for this is that even people who take pride in a girl’s in-
telligence when she is a child may come to treat her more tradition-
ally when she begins to develop. This increasingly traditional re-
sponse to female intelligence is one aspect of the process that has
been labeled “gender intensification,” described as follows.

A number of authors have proposed that adolescence represents the
first point in development when females receive intense social pres-
sure to be feminine. Before they reach puberty many girls can happily
be tomboys, not worry much about how they look or whether they
are sweet, attractive, and feminine. Girls who prefer baseball to dolls
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are tolerated during elementary school. With the onset of adolescence,
however, comes a high premium on being socially successful, attrac-
tive to boys, and on giving up masculine activities and interests.®

Because of gender intensification, adolescence may actually be
a time of decreased independence and increased limitation to some
females. When asked to complete a task along with their daugh-
ters, traditional fathers were found to offer more help and allow
less autonomy as their daughters progressed through puberty. Even
in 1852, one physician, Dr. Edward J. Tilt, observed: “Puberty,
which gives man the knowledge of greater power, gives to woman
the conviction of her dependence.” ¢

That fathers may exhibit gender intensification in response to
talented daughters was quite clear in the lives of several eminent
women. For example, George Eliot, the writer of such popular nov-
els as Middlemarch and The Mill in the Floss, was said to have
been her father’s favorite child. But “as she grew into young wom-
anhood, the relationship between them became increasingly
strained and uneasy.” One biographer wrote, “If even her father
had been proud of Mary Ann’s [Eliot’s actual name] precocity, the
pride was soon supplanted by hostile suspicion toward the large
world of the mind she had opened for herself.”

At about the same time, Eliot began to suffer from a wide range
of psychosomatic symptoms that often kept her bedridden. She ac-
knowledged that they were psychosomatic: “My troubles are
purely psychical—self-dissatisfaction and despair of achieving any-
thing worth doing.” The symptoms, including “dreadful head-
aches,” began in early adulthood. By age 30, she wrote in her jour-
nal of experiencing “despair that sucked away the sap of half the
hours,” which was described by a biographer as “dreadful ner-
vousness and depression.”’

French writer Simone de Beauvoir paid the same price at ado-
lescence. De Beauvoir was known for her fiction, but even more
for The Second Sex, the highly influential nonfiction work that
outlined the tragedies of gender inequality. During her early child-
hood, she did not feel that her parents would have preferred her to
be male. Only when her younger sister was born did their disap-
pointment at not having a son become clear. As a child, de Beau-
voir was her father’s favorite because of her intelligence. She wrote
that, to her father, “I was simply a mind.” He even remarked one
day: “Simone thinks more like a man.” But her relationship with
her father changed at adolescence. She wrote:
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I did everything he told me to do at first. He took pride in my mind,
so I embraced learning, I prepared myself for a profession from the
moment he told me that was what I had to do. And then, after all that
blind obedience on my part, it was he who rejected me. How shall 1
describe it? 1 suppose I should call it my “awkward years”: I was an
ugly, graceless adolescent, and he preferred my prettier sister because
at heart he detested intellectuals. . . . It was never expressed in
words, and we were always polite with each other, but whatever had
been between us was completely broken off. Sometime around my
eleventh year, from then on, we didn’t get along at all.

During this rocky adolescence, de Beauvoir began to suffer from
stomach problems and vomiting, probably associated with the in-
tense migraine headaches afflicting her throughout her adult life.
Also plaguing her in adulthood was the “extreme” depression that
began at age 19. When walking through the streets, she would
sometimes break into uncontrollable sobbing.?

To both Eliot and de Beauvoir, it must have been quite clear
that their fathers’ alleged distaste for intellectuals became focused
on them only when they turned into young women. This process
is obviously not limited to successful females. Peter Blos, noted
authority on adolescence, described the case of Judy, an adolescent
girl who was the only female in a group of triplets. Her mother
“felt trapped by her children, defeated and sucked dry.” As a child,
Judy did extremely well in school, much better than her brothers.
She was called “gifted” and a “genius” by her teachers. She was
quite proud of her intelligence and “acted as if her life depended
on her succeeding in her school work.” At adolescence, she was
determined to go to college, but her family argued that “sisters
should renounce a college career in favor of brothers.” Judy had no
major problems as a child, but “with her entrance into puberty a
change came over Judy. Her family and teachers noticed how trou-
bled and worried she was. . . . With the onset of puberty she was
possessed by feelings of rage and despair alternating with remorse
and depressed moods. Headaches made her afraid she might have
an illness of the brain. Thoughts of death and suicide filled her
fantasy life,” and “she felt ugly.”®

We have already seen the case of a twin in Chapter 2—Toula,
the Greek girl who suffered from nerves. She was not allowed to
continue her education, while her twin brother was. She also felt
ugly and fantasized that her brother would die and she would take
over his masculine spirit. We wonder how many other bright, am-
bitious girls have suffered at adolescence on seeing advantages con-
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ferred on twin brothers, so similar to themselves save for their
gender.

To some women, pursuits stereotypically considered “mascu-
line”—the world of the mind, professional success, power—are
more highly valued than the feminine pursuits they are expected
to partake in. This attitude receives wide reinforcement from the
larger society. If a girl is talented in these “masculine” areas, if
she shows promise as a child of excelling in such widely respected
pursuits, then being treated “like a girl” will seem a comedown. If
she senses that “feminine” pursuits are not highly respected, being
a female may seem limiting. And, if just as she is developing the
frame and secondary sex characteristics of an adult woman, people
begin to accord her less autonomy and pay less attention to the
abilities she has come to value, and that others previously valued
in her, she may develop a host of problems. Her self-esteem may
falter. She may start to feel anxious and depressed. Psychosomatic
symptoms may develop.

She may also begin to react negatively to her newly developing
body, for, after all, it is that body that causes people to accord her
less status than she has been accustomed to. One female Ph.D. told
us of how, as a child, she often helped her father and brother with
the yardwork. One hot summer day during her early adolescence,
she found them stripped to the waist, hard at work on the lawn.
Preparing to join in as always, she pulled off her shirt, exposing
two developed breasts, at which point her father told her to put on
her shirt, leave the yardwork to him and her brother, and go inside
to help her mother with the housework.

Anxious Somatic Depression as a Temporary Reaction
to Adolescence

Some problems exhibited by females at adolescence may be tempo-
rary. Among the contemporary women we have talked with and
the eminent women whose biographies we studied, several seem
to have ceased their symptoms of anxious somatic depression after
adolescence or early adulthood. Psychoanalyst Helene Deutsch and
feminist activists Susan B. Anthony and Elizabeth Cady Stanton
reported little depression after what appear to be relatively severe
depressive episodes during adolescence. Several contemporary
women we interviewed had eating disorders during adolescence,
including severely resticted food intake on weekdays accompanied
by episodes of bingeing on weekends, moderate anorexia, and bu-
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limia that lasted for a few years before disappearing. Scores on mea-
sures of depressive symptomatology are particularly high and diag-
noses of eating disorders are particularly prevalent among
adolescent females and decrease somewhat thereafter, suggesting
that some girls may temporarily respond to puberty with these
symptoms. Among some females, symptoms of anxious somatic
depression may constitute a temporary reaction to the “shock” of
becoming women. Given the widespread gender bias throughout
history, many girls may experience at adolescence at least a brief
period of ambivalence toward becoming adult women along with
the symptoms of anxious somatic depression. In this context, it is
interesting to note that in 1901 Dr. Thomas C. Allbutt wrote: “Per-
haps every girl passes, as it were, through the outer court of chloro-
sis in her progress from youth to maturity.” And in 1890, Dr.
Charles Mercier wrote: “At [adolescence] more or less decided
manifestations of hysteria are the rule.”! Although these com-
ments may betray some gender bias on the part of the physicians,
they do suggest that the symptoms of the forgotten syndrome may
be quite common among female adolescents.

Among some women, the entire syndrome may be temporary;
among others, some symptoms may go away after early adulthood
while others linger; among still others, the entire syndrome may
continue throughout their adult lives. Our case studies suggest one
hypothesis. Perhaps mothers who are discontent with limitations
placed on them by traditional gender roles, as in the case of the
mothers of Karen Horney, Louisa May Alcott, and Eleanore Marx,
are more likely to have daughters who suffer from chronic severe
depression, while mothers who may have been devalued by their
families but appeared content with their traditional roles of wife
and mother, as in the case of the mothers of Helene Deutsch, Anna
Freud, and Elizabeth Cady Stanton, may have daughters who ex-
hibit symptoms that are particularly severe at adolescence but be-
come less severe later in life. That is, the pain of girls who share
the suffering of their mothers may be more enduring than that of
girls who grew up with mothers for whom they have little respect.
This hypothesis must be tested with further research.

Identification

For nontraditional women, whether their mothers were traditional
and devalued or nontraditional and discontent, adolescence is also
problematic because it is a period in which the intertwined issues
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of identity and identification with the mother once again take cen-
ter stage. The preoccupation with identity exhibited by adoles-
cents, both female and male, is rooted, in part, in the tremendous
changes they experience. Every aspect of life appears to alter at this
time. It is not too great an exaggeration to say that adolescent bod-
ies sometimes seem to be changing as rapidly as horror film depic-
tions of werewolves hit by the first light of the full moon. Teenage
boys and girls may be forgiven for wondering at night what their
bodies may look like when they awaken. Social identity is also up
for grabs. Friendships that were stable throughout childhood may
change. New people and new groups of people become important.
And notions of vocation, profession, and career assume much more
importance in the self-images of children as they pass through ado-
lescence. To the extent a preadolescent is asked about career plans,
it is usually in the form of the question “What do you want to be
when you grow up?” The typical clichéd, unrealistic responses of
cowboy, fireman, actress, dancer, or astronaut are not taken seri-
ously. But while adolescents may not be expected to have com-
pletely solidified their career plans, they are supposed to be think-
ing seriously along these lines. Expressed vocational plans of
becoming a cowboy would be met with a grin when coming from
a child, but would instill dismay if uttered by an adolescent.

These transformations in physique, social interactions, and
self-image underlie the uncertain response of adolescents to the
question “Who am 1?” The discomfort engendered by doubt about
such a basic issue pushes the typical adolescent toward actions
that will help to resolve the uncertainty in his or her identity. For
example, becoming a respected member of the right group or clique
takes on great importance, along with the superficial trappings in-
volved in such membership, like hanging out at the right places,
wearing the right clothes, and, in general, looking the right way.
Adolescents seeking a firmer sense of self identify not only with
peer groups but with older individuals whom they admire and on
whom they model aspects of themselves. This is the time of life
when people may be most likely to put photographs of movie or
sports stars on their bedroom walls. Wearing clothing like Ma-
donna or shoes like Michael Jordan not only helps one fit into a
social group, but enables one to try out different identities and
mold one’s adult roles by modeling those of others.

While teenagers create their identities through identification
with peer groups and pop idols, the core of their identification is
most often centered on their parents. Imitation and modeling of
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parents takes place throughout childhood. At adolescence, how-
ever, it assumes a new cast, because the child is now becoming an
adult, much like her parent in the eyes of the world and in her own
eyes. And the child’s immature body is becoming like those of the
parents or, more to the point, like that of one of the parents, the
one sharing the child’s gender. Thus, psychological and social
forces emerging at adolescence push girls toward identifying with
mothers.

With an understanding of ambivalence regarding adult feminin-
ity and the process of identification, it is not surprising that eating
disorders and depression develop at adolescence and have been
found to be particularly common among women who strive to ex-
cel, who fear maturing, who exhibit a distaste for curvaceous, ste-
reotypically “feminine” bodies, bodies that resemble not the high-
achieving fathers or the brothers who are encouraged to achieve,
but instead the mothers who were not given those opportunities.
In the words of one woman, a patient of pioneering psychiatrist
Jean Charcot: “I prefer dying of hunger to becoming big as
mama.” !

If we incorporate into this equation an awareness of the devalu-
ation of women’s roles, we find some similarity between our
hypotheses regarding identification with mothers and a classic psy-
choanalytic hypothesis about female development that has drawn
the fire of many feminists. Some psychoanalysts have suggested
that adolescence is stormier for females and that they have greater
difficulty than males in accepting their developing physiques and
relinquishing emotional ties with parents because they have been
less successful at completing earlier developmental tasks. For ex-
ample, females are said to be less successful in ending the intense
attachment to the opposite sex parent by identifying with the
same-sex parent at the resolution of the Qedipal phase at about age
5 or 6. One reason given for females being less likely to complete
this developmental task is that they view themselves as “cas-
trated” and blame this “castration” on their mothers.!?

We would argue that the extent to which gender-ambivalent
adolescent females may have had difficulty resolving attachments
to fathers by identifying with mothers when they were younger
depends on parental attitudes and behaviors that are rooted in the
social and historical treatment of females. The spoken and unspo-
ken messages about the differences between the sexes communi-
cated to the young girl by her parents when she first becomes
aware of anatomical differences will influence the attitude she
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adopts toward her gender, as will the nature of differential treat-
ment accorded boys and girls in her family, in preschool, or in
daycare settings, and any differences she observes in how happy,
powerful, or respected her mother and her father are. In the words
of noted psychoanalyst Roy Schafer, classical psychoanalytic
theory

was clearly not appreciating two factors, one being the part played in
the girl’s development by the example of the active, nurturant mother
who has her own sources of pride and consolation, and the other being
the part played by the great variety of positive environmental empha-
ses concerning girls and women.!?

From this perspective, 5- or 6-year old girls will have difficulty re-
solving QOedipal issues of attachment to fathers and competition
with mothers through identification with the mothers if, because
of environmental influences, they have come to view their mothers
and the female role embodied by them as demeaned in some way.

Psychoanalysts have discussed several motivations that are
thought to induce young girls to resolve Oedipal issues through
identification with their mothers. One motivation is the desire to
avoid the defeat they sense they will suffer if they continue to
compete with their mothers for their fathers’ love and attention;
in the eyes of most daughters, the apparently powerful adult
mother has many advantages in this competition. Another motiva-
tion is the daughters’ sense that they might come to psychologi-
cally share some of their mothers’ adult power and prestige
through the process of identification.

Both inducements may be less powerful for the ambitious, non-
traditional women discussed in this book, particularly those who
mature during periods of changing gender roles. These girls, some
of whom are treated as intellectual confidantes by their fathers,
may not believe their mothers have such great advantages in com-
peting for their fathers’ attention. Furthermore, they may not view
the mothers’ status as adult females as something so valuable to
share. That is, we might redefine “castration” in females to signify
the historically rooted social process of females being assigned infe-
rior positions to males and of being viewed as personally inferior
to males. Using this sociocultural definition, it is possible that
some girls experience difficulty in resolving QOedipal attachments
to their fathers by identifying with their mothers during childhood,
and in completing the process of identification during adolescence,
because they perceive themselves and their mothers as “castrated.”
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This would most likely occur when the mother feels limited or
inferior as a result of being female, and when, as discussed earlier,
the father also devalues the mother’s intellectual abilities while
encouraging his daughter’s overidealization. Consequently, these
girls may confront extreme difficulties at adolescence in accepting
their developing femininity.

For the nontraditional female it all comes together at adoles-
cence: Maturing bodies that forever signify womanhood; issues of
identification with mothers either dissatisfied themselves with
their female roles or clearly of lesser status in the family and in
the world; and the gender intensification that describes how other
people seem to become particularly concerned that they now act
“like girls.” One study found that college women who observed a
drop in parental concern with their academic achievement as they
reached adolescence were likely to report symptoms of disordered
eating, but only if the women’s mothers were not highly educated.
That is, college women who reported eating problems were those
who experienced a double whammy—parents who demonstrated
gender intensification by becoming less interested in their aca-
demic achievement and their own possible difficulties identifying
with mothers who did not achieve academically.'*

The combination of symptoms discussed in this book is partic-
ularly likely to strike at adolescence and to affect intellectually
ambitious females who view their mothers, and the role of adult
woman that they share with their mothers, as limited. Of course,
some nontraditional women have had mothers who were success-
ful in those very realms the daughters so value. Of all the eminent
women, and daughters of eminent men, that we studied, only one,
anthropologist Margaret Mead, apparently managed to escape all
symptoms of the syndrome we have been describing. And of all the
women we studied, Mead was the only one with a mother who not
only greatly supported her quest for higher education, but managed
herself to earn a graduate degree and carry on a fairly active re-
search career.!®
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Gender Ambivalence

In Margaret Mead’s family, intellectual achievement did not neces-
sarily signify maleness. But Mead stands out as an exception
among the eminent women we studied. More frequently, these
women confronted familial and societal conditions summed up in
the words of Susan B. Anthony: “Those who have worked out for
themselves an individual destiny . . . are . . . hardly counted as
women.” !

As a result, many women who achieved great success outside
the home labeled the ambitious, talented aspects of their own per-
sonalities as male. Of Ruth Benedict, widely acknowledged as one
of the great anthropologists for her work on cultural patterns, one
biographer wrote: “But the more she thought about her lack of fit
to the female role, the more she seemed drawn to considering the
maleness in herself. She noted her craving for achievement . . .
and wondered whether she possessed too largely the traits her soci-
ety defined as male.” Novelist George Eliot took on a male pen
name; Joan of Arc, male dress and haircut. The French novelist
George Sand did both. At adolescence, Sand became deeply de-
pressed and experienced a compulsion to commit suicide by
drowning herself, a compulsion also mentioned in the Hippocratic
description of the “disease of young women.” Louisa May Alcott,
another eminent novelist who nearly drowned herself at adoles-
cence, declared: “I was born with a boy’s spirit.” Emily Dickinson
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referred to her childhood as the period when she was “a boy” and
signed letters “Brother Emily.” Recall that Florence Nightingale
wrote to her parents regarding her choice to pursue a career: “You
must look at me as your vagabond son.”?

The conflicted feelings toward femininity exhibited by many
women throughout history and exemplified in the above descrip-
tions were first termed “ambivalence” by Peter Blos, the noted au-
thority on adolescence, in his discussion of a young woman named
Betty. Born in 1920, she was the daughter of a successful executive
and homemaker mother. Betty had one very bright older brother,
who was clearly the mother’s favorite. Her mother had been quite
proud of how pretty Betty looked until a childhood illness altered
her appearance, at which point the mother no longer bought expen-
sive clothing for Betty and stopped showing her off. As a child,
Betty did well in school, but just before adolescence she failed to
skip a grade as her mother had hoped, and so the mother focused
her pride solely on the academic achievements of Betty’s brother.

At adolescence, Betty began to exhibit fairly serious problems.
Despite superior intellectual ability, she was not doing well in high
school. She was anxious, depressed, and had trouble sleeping. Blos
noted that, as she reached adolescence, Betty came to focus her
fear and insecurity on aspects of her physical appearance, becoming
overly concerned about a mole on her cheek and obsessed with
her weight. Although not overweight, she was described as well
developed and several teachers remarked on how much time and
attention she spent trying to reduce her weight and keep a trim
figure. Blos recognized that she had great difficulty in identifying
with her mother, in part because Betty had a “deep-rooted convic-
tion about the inferiority of women.” He concluded that her con-
cern with physical attractiveness was “closely related to the prob-
lem of accepting herself in the feminine role.” Blos labeled Betty’s
“conflict in accepting the feminine role” as “ambivalence,” based
on the following formulation cited in his discussion of the case:

Ambivalence denotes contradictory emotional attitudes toward the
same object either arising alternately, or existing side by side without
either one interfering necessarily with or inhibiting the expression of
the other.®

To understand the development of contradictory emotional at-
titudes toward oneself as female that, following Blos, we will refer
to as ambivalence toward one’s femininity or, for sake of brevity,
“gender ambivalence,” we must delve deeper into the development
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of gender identity from early childhood to adolescence. Gender
identity, the basic sense of oneself as female or male, has been
found by such investigators as Robert Stoller, John Money, and
Anke Ehrhardt to develop in early childhood and to constitute a
core aspect of personality.* Gender identity is usually conceptually
distinguished from the patterns of “feminine” or “masculine” be-
havior referred to as “sex roles”: Sex roles are frequently described
as developing later than gender identity and primarily influenced
by social and cultural factors.

But social and cultural influences are present from birth or ear-
lier; indeed, studies have demonstrated that parents respond differ-
ently to male and female children who are only a few months old.’
We are in agreement with John Money who argues that the influ-
ences of gender identity and sex roles cannot be disentangled. He
argues for a combined notion of gender-identity/role influenced by
conditions ranging from genetic predispositions and the biochemi-
cal environment in the womb to early interactions with parents
and social conditions confronting males and females as they ma-
ture.® Thus, genetic and prenatal biological influences create in
most women a core feminine gender-identity/role that is further
developed in preschool years through imitation of the mother.

A female gender-identity/role is also socially reinforced. Before
girls are out of diapers, mothers delight in dressing their daughters
in frilly party frocks and hair ribbons and doting grandparents give
them “baby” dolls to play with. Cosmetics specially formulated for
children are advertised as appropriate for 5-year-old girls and are
widely available in toystores. In contrast, little boys are given cars
and train sets, and even mothers who are career women can be
heard to speak proudly of their son’s “aggressive” play. How, then,
do ambivalent feelings toward femininity develop at adolescence
among girls who may have loved dressing up like mommy during
their early childhood?

As we have already discussed, during childhood girls are often
allowed some latitude, and sometimes even encouraged and re-
warded for achieving intellectually and academically. Many take
great pride in these accomplishments and begin to build self-
concepts around their abilities. At the same time, through observa-
tions of their parents, television, movies, and even textooks, they
learn that these abilities have traditionally been associated with
being male and that traditional female roles do not receive nearly
as much respect and approval.

For some, such as Simone de Beauvoir, whose father said she
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“thinks more like a man,” or Freud’s hysteric patient Elizabeth
Von R., whose father realized that her intellectual abilities were
not those that people “like to see realized in a girl,” the connection
between their abilities and masculinity becomes very explicit and
very personal. Yet even in less extreme instances, many young
women come to realize that they have the ability to succeed in
areas that are highly valued but often associated with maleness,
and to attain greater success and respect outside the home than
usually available to women, including in most cases their mothers.

Although most intelligent, ambitious, nontraditional women
might not go as far as Louisa May Alcott, who described herself as
being born with a “boy’s spirit,” many have come to associate their
abilities and ambitions with masculine gender-identity/roles and
to devalue, to some extent, feminine gender-identity/roles.

Beginning in many cases at adolescence, the biological, psycho-
logical, and social forces discussed earlier combine to exert pres-
sure on young women to behave in a more feminine manner. This
pressure may take the form of subtle hints to dress more fashion-
ably and find a husband or may be manifested in the barriers partic-
ularly likely to face women trying to get into and pay for good
colleges and do well in prestigious careers. In some cases, these
barriers are not apparent to everyone. In other cases, they are far
from subtle, such as those of Toula the Greek twin discussed in
Chapter 2, who was not allowed to attend secondary school, and
Judy, the triplet discussed in Chapter 8, who was not sent to
college.

As the difference between Toula and Judy demonstrates, the
timing of the development of limitations associated with feminin-
ity differs for females from different families, cultures, and histori-
cal periods. As a child, Elizabeth Cady Stanton was already unsuc-
cesfully trying to “equal” boys in the eyes of her father through her
pursuit of learning. In contrast, the intelligence of Freud’s hysteric
patient Dora was highly valued by her father until she reached
early adolescence when she received pressure to take on more
housework. In most cases we have studied, the talents and aspira-
tions regarding nondomestic achievement around which girls may
have developed a sense of positive self-identity as part of their con-
tinually developing gender-identity/role begins in adolescence to
be clearly labeled “masculine” and subtly or overtly discouraged
by late adolescence.

Thus, genetic, prenatal, and early childhood influences lead
most women to develop a core feminine gender-identity/role. Yet
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childhood experiences of many women who aspire to achieve intel-
lectually and professionally lead them to develop a self-definition
that incorporates both “masculine” and “feminine” attributes and
to devalue the exclusively feminine gender-identity/role. Then, at
puberty and adolescence, biological changes and psychosocial in-
fluences overtly or covertly discourage the further development
and expression of “masculine” traits, fostering a gender-identity/
role that is labeled feminine. For many women, the result of these
contradictory influences is the development of contradictory emo-
tional attitudes, or “ambivalence,” toward the feminine gender-
identity/role associated with a confused, somewhat negative sense
of self.

By the time they reach adolescence, many young women con-
fronting such circumstances have both attraction toward and repul-
sion from the feminine gender-identity/role. This ambivalence to-
ward femininity is sometimes consciously experienced as a wish
to be a boy, as exemplified in Blos’ discussion of the fantasies Betty
had since childhood just before falling asleep. These fantasies dem-
onstrate not only her ambivalence regarding her gender but also
the increasing internal and external pressure to give up the fanta-
sied male identity and acknowledge her femininity:

Betty: Yes, you see, at first, when I was young [ was a girl who was
dressed like a boy and nobody knew I was a gitl. Then I was a girl
dressed like a boy, but only a certain few people knew I was a girl;
finally I was a girl dressed like a boy and then half of the time I was
a girl.

Interviewer: When you were little, would you rather have been a boy
than a girl?

Betty: Yes. When I was a very little child, I wanted to be a boy.
Interviewer: Why? Do you remember?

Betty: Why, I just wanted to be a boy—I don’t know—Now I like to
be a girl because I like—because I hate the way boys dress.”

This last, obviously vague, response we believe represented a
gut feeling of being attracted to feminine aspects of herself as well
as aspects labeled by society as masculine that she found difficult
to put into words.

Responses to Gender Ambivalence

Manifestations of gender ambivalence and responses to the often
conflicting demands of fulfilling traditionally “feminine” and
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“masculine” role expectations take different forms among different
women. At one extreme are those women who appear to wish they
were not female, like Emily Dickinson, about whom a biographer
wrote that she felt “loathing of herself as a woman.” Anthropolo-
gist Ruth Benedict suffered in adolescence from stomachaches and
“torturous” vomiting. Her biographer noted that at age 23, “In de-
pression . . . Ruth turned inward and closed off the world.” A few
years later, Benedict lamented, “Oh, I want to stop! If there is any
discomfort in the thought it’s that there would be some left who
would suffer.” She observed, “So much of the trouble is because I
am a woman. To me it seems a very terrible thing to be a
woman.” 8

Other women find themselves wishing that they were both
male and female. Psychoanalyst Helene Deutsch harbored the de-
sire to be “simultaneously my father’s prettiest daughter and clev-
erest son.” British social researcher and reformer Beatrice Webb,
who was depressed throughout her adult life, reported experiencing
a strange “doubleness” of being both male and female. But in socie-
ties with definitions of sex roles that are discrete and that demon-
strate little overlap between prescribed masculinity and feminin-
ity, such duality is never completely attainable, leaving many
nontraditional women with less narrow role aspirations feeling
caught between male and female roles. Such sentiments were ex-
pressed by Anna Freud in writing of her conflict between “achiev-
ing like a man, and . . . dancing and being generous like Mathilde
[a female character in a story]. One would like to be able to do
both, and does find oneself to be a little of both, but neither be-
comes real.”

This feeling of being betwixt and between may lead to the ex-
perience of isolation from others. One woman told us of feeling
that she never really belonged to any group in late elementary and
high school. She viewed the girls as too preoccupied with superfi-
cial concerns, while she perceived the boys as intellectually supe-
rior. Similarly, Alice James did not want to “step down to the intel-
lectual level” of her mother but felt that competing with males
would be what she called “spiritual snatching” for a girl.”

Some women, even those extremely successful in traditionally
“masculine” spheres, sometimes seem to wish that they could re-
solve the conflict by settling for traditional femininity. Georgia
O’Keefe, the well-known painter whose work has received wide-
spread acclaim, suffered from severe headaches, constricted breath-
ing, and insomnia accompanied by depression so “deep” and “se-
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vere” that she was hospitalized. Her suffering caused her to feel
“she might lose her mind.” Recognizing the difficulties she experi-
enced when trying to integrate the supposedly masculine and femi-
nine aspects of her personality, O’Keefe wrote to a friend that she
wanted to “be loved and laugh—and not think—be just a woman

. . it is this dull business of being a person that gets me all out
of shape.” 10

Many women who harbor nondomestic aspirations decide to
try to live up to the traditional female role expected of them. Some
find great fulfillment as mothers, wives, and homemakers. But
when their children mature, or if something goes wrong, such as
a divorce that leaves them with insufficient resources or fertility
problems that leave them without children (as discussed in Chap-
ter 5), the doubts they had suppressed about their decision rise to
the surface.

Yet other women seek resolution through their attempted de-
nial of gender entirely. In the words of one anorexic, as she lay
dying of starvation, “There it is, my problem. I want neither to get
fatter nor thinner, to be neither boy nor girl, to have no more pe-
riods.” 1!

Contemporary women with symptoms of anxious somatic de-
pression also appear to experience a conflict around gender-
identity/role. We administered to college students the Human Fig-
ure Drawing Test, a measure frequently used by psychologists for
assessing conflicts regarding gender identity, in which people are
simply asked to draw a picture of a person. Normative sex role
behavior is indicated by drawing a figure of one’s own gender, with
readily discriminable features of gender differentiation such as hair
length, attire, and body build. Conversely, drawing a figure of the
opposite sex or one with few or no features of sexual differentiation
is usually considered an indication of gender-identity conflict. We
found that women with disordered eating are much more likely
than other women to draw a picture of ambiguous gender, like
those depicted in Figure 8, or an obvious picture of a male, like
that depicted in Figure 9.2

Questions About Gender Ambivalence

One unresolved issue is whether women who suffer from what we
refer to as gender ambivalence believe that females are inferior to
males or if they think females are the equals of males but not ac-
corded equal treatment. The case histories we have studied appear
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to indicate that both views are held by these women. Peter Blos’s
patient Betty held a “deep-rooted conviction about the inferiority
of women.” Elizabeth Barret Browning apparently agreed with this
conviction, writing, “There is a natural inferiority of mind in
women.” '3 On the other hand, symptoms of anxious somatic de-
pression clearly afflicted women such as Susan B. Anthony, Eliza-
beth Cady Stanton, and Simone de Beauvoir, whose achievements
rested in large part on their awareness of the unequal treatment
accorded women.

Some women may progress as they mature from believing that
women are inferior by nature to seeing this as social inequality.
While Simone de Beauvoir wrote The Second Sex as an adult, a
classic analysis of gender bias, she grew up believing “girls were
inferior to men.” '* De Beauvoir’s lifelong depression and migraine

Figure 8 Human Figure Drawings by college women with symptoms of
disordered eating. The gender of these figures is ambiguous.



Figure 9 Human Figure Drawing by college woman with symptoms of
disordered eating. The figure here is obviously male.
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headaches suggest to us that her childhood belief in female inferi-
ority, though consciously repudiated, may not have completely dis-
appeared. Even the tough-minded intellectual and sophisticated
feminist de Beauvoir may have carried with her throughout adult-
hood some haunting, perhaps not fully conscious, residue of her
childhood belief that females are inferior.

The example of de Beauvoir raises another important question:
To what extent is the development of anxious somatic depression
rooted in conscious awareness of ambivalence toward femininity?
Our historical case studies along with our contemporary question-
naire studies clearly indicate that many women are quite aware of
some aspects of the ambivalence they feel toward being female.
Reports of some contemporary women do indicate an awareness of
the disadvantages of being female as clear as anything Ruth Bene-
dicts had to say on the subject. For example, female students at-
tending a suburban high school who reported that they often
wished that they were males, or that they felt very limited by being
female, were three times as likely as other female students in their
high school to exhibit a combination of depression and at least two
of the following: symptoms of disordered eating, frequent head-
ache, frequent insomnia, and frequent unexplained difficulty
breathing.!5

On the other hand, recent psychological research has provided
empirical support for the notion that humans may process im-
portant information without being aware of it.!¢ It is therefore pos-
sible that aspects of gender ambivalence are not fully conscious.
One intriguing hypothesis is that the belief that women are inferior
and the belief that they are not but are treated as inferior can be
differentiated on a conscious level, but that on the unconscious
level the two beliefs may not be so easily separated. Thus, a
woman like Simone de Beauvoir who evidences clearly formulated
conscious awareness of gender bias in adulthood may continue to
be influenced by the largely unconscious belief developed in child-
hood that “girls are inferior to men” and may continue to feel infe-
rior herself. This would help explain the large number of outstand-
ingly successful women like George Eliot, Anna Freud, Karen
Homney, and Florence Nightingale who suffered from symptoms of
anxious somatic depression and continued to feel that they were
failures despite their great accomplishments.!”

To say that these women “just wanted to be men” is not only
to oversimplify, but to do them a great disservice. What they
wanted was to be allowed to achieve goals that were important to
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them and be accorded the respect for their abilities and their work
that they deserved. That they would have been more likely to at-
tain this respect if they were male is true, given cultural biases.
This sad fact initiated the developmental processes we have al-
ready described that culminated in gender ambivalence at adoles-
cence. Even some of the most enlightened women in history—
those quite aware of the vast amount of female talent going unrec-
ognized—internalized some basic sense of inferiority that was not
eliminated by their consciousness of gender bias.

To blame the problems of these women, and of the millions of
others who suffered from anxious somatic depression and have not
achieved renown, on the weakness of gender, or on their conflicts
regarding their gender, is to accept the bias against women. The
problem is not that they were female, or that some wished to be
men. The problem is that the roles allotted to men have been ac-
corded more respect than those allotted to women and that females
with the talent to succeed at the more respected roles have either
not been allowed to succeed or have been labeled “masculine.”
That many women have internalized these cultural biases, labeling
themselves as masculine, or at least the part of themselves in-
volved in the world of ideas or power, is a result of a terrible prob-
lem, not its cause. That is, Georgia O’Keefe’s real problem was not
that she yearned to “not think—be just a woman,” but that she
had been brought up to view the two as contradictory.

Gender Ambivalence as a Form of Identity Conflict

The problem centers around identity. Crucial questions for every
human being are: Who am I? Where do I fit in? Am I valued? The
answers constitute a person’s sense of identity and accompanying
feeling of self-esteem. Conflict about identity has for over a cen-
tury been the focus of many scholarly considerations of psychologi-
cal malaise, ranging from the philosophical to the empirical. In
1843, Danish philosopher Seren Kierkegaard wrote: “Can you
think of anything more frightful than . . . your nature being re-
solved into a multiplicity, that you really might become many . . .
and you thus would lose the inmost and holiest thing of all in a
man, the unifying power of personality?” Six years later, he de-
scribed “despair at not willing to be oneself” as the first form of
“sickness unto death.” Approximately a century later, based on his
clinical experience, Erik Erikson formulated the concept of “iden-
tity diffusion.” {He later wrote that perhaps “identity confusion”
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was a more appropriate term.) People suffering from identity diffu-
sion experience “a split of self-images . . . a loss of centrality, a
sense of dispersion and confusion.” Twenty-five years later, two
research psychologists concluded that many of the college students
they interviewed exhibited identity diffusion and “were not satis-
fied with their parents’ way of life, but neither could they become
productively involved in fashioning one of their own.” '8 These de-
scriptions of losing the unity of one’s personality, of despair at not
“willing to be oneself,” of split self-images, and of dissatisfaction
with one’s parents’ way of life capture important aspects of the
gender ambivalence experienced by many nontraditional women
throughout the centuries, because gender ambivalence is a form of
inner conflict over identity.

Modern Western industrialized societies promulgate an ideol-
ogy of individualism in which a person’s identity is rooted within
the self. But many social scientists have discussed how people’s
supposedly “individual” identities are based in the society and cul-
ture within which they live and in the social groups in which they
participate.'®

This relationship between social interaction and identity takes
several forms. First, as discussed earlier, people develop their iden-
tities through processes of imitation of and identification with oth-
ers, including peers, movie stars, sports heroes, historical figures,
teachers, and—particularly—parents. Second, the dimensions on
which identity and self-esteem are measured and the standards
used for these measurements usually come from other people. The
notions that a lawyer is more successful than a midwife or that a
woman who gives birth to a male child is more successful than
one who bears a female are social standards. While it is possible for
people to override these social standards and consider themselves
successful when the rest of the society does not, it is neither easy
nor common. In most cases, self-esteem is based on the opinions
of others.

Third, the evaluations that others make of us usually include
social categories. We are viewed as males or females, adults or chil-
dren, black or white. The dimensions of these evaluations differ
according to categories. A man may be evaluated based on the size
and location of the house he can afford, while a woman may be
judged by whether the rooms inside the house are clean and taste-
fully decorated. The standards used in evaluations also differ ac-
cording to the social category of the person being judged. A sexu-
ally active person is a “stud” if male, a “slut” if female. A person
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who spends much time at work and so has little time for his or her
children is viewed as an overworked breadwinner if male, but may
be regarded as a selfish mother if female. As with other aspects of
evaluations we receive from others, the social categories in which
we are placed color our sense of identity. Whether we like it or
not, and whether we admit it or not, we often experience ourselves
in terms of gender, ethnic group, nationality, age, and other catego-
ries thought important in our society. If we belong in categories
that are negatively evaluated, our own sense of identity and self-
worth is likely to suffer. Erikson eloquently summarized the rela-
tionship between the social and individual aspects of identity as
follows.

It is this identity of something in the individual’s core with an essen-
tial aspect of a group’s inner coherence which is under consideration
here: for the young individual must learn to be most himself where
he means most to others—those others, to be sure, who have come to
mean most to him. The term “identity” expresses such a mutual rela-
tion in that it connotes both a persistent sameness within oneself
(selfsameness) and a persistent sharing of some kind of essential char-
acter with others.2°

This process transcends gender. Kenneth and Mamie Clark,
Frantz Fanon, Abraham Kardiner, and Lionel Ovesey have dis-
cussed how the sense of identity and self-esteem of black people
can suffer if they are raised under conditions of racial prejudice.
Particularly intriguing to us is Kardiner and Ovesey’s observation
in 1951 that common among black people who suffer from this
sense of devalued social identity are low self-esteem, depression,
anxiety, and somatic symptoms such as headaches.?! It may be
that the group of symptoms we have identified as anxious somatic
depression afflicts people who develop ambivalence toward their
identity because they are categorized as belonging to a devalued
group.

Identity and Body Image

A symptom common to people who become ambivalent about
their identity is poor body image. As we might expect, the body
parts people in devalued groups tend to be uncomfortable with are
those differentiating them from members of dominant groups. In
1951, Kardiner and Ovesey noted the discomfort experienced by
some blacks with their curly hair, which was graphically illus-
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trated by the black revolutionary Malcolm X in his description of
the first time he used a combination of lye, eggs, potatoes, and
vaseline to “conk” his hair in order to get rid of his “Negro” curls:

This was my first really big step toward self-degradation: when I en-
dured all of that pain, literally burning my flesh to have it look like a
white man’s hair. I had joined that multitude of Negro men and
women in America who are brainwashed into believing that the black
people are “inferior”—and that white people “superior”—that they
will even violate and mutilate their God-created bodies to try to look
“pretty” by white standards.??

Similarly, in 1946 Erikson discussed the case of a successful
rancher who tried to hide the fact that he was Jewish. Erikson
wrote:

The patient in question sincerely felt that the only true savior for the
Jews would be a plastic surgeon. In the body ego of such cases of mor-
bid ego identity, those body parts which are supposed to be of strategic
importance in the characterization of the race (in the last case, the
nose . . .) play a role similar to that of the afflicted limb in a cripple.
. . . The body part in question . . . is felt to be larger and heavier. . .
seeming to loom dominantly in the center of the attention of others.?3

This description captures quite well the feelings many women
have about their breasts, hips, and thighs, which characterize them
as female. Recall the words of the woman obsessed with the shape
of her breasts described in Chapter 7: “If I only were a man . . .1
have read too much, seen too much, drunk too much. So I don’t
like myself anymore. I'd like to lose thirty pounds of weight.
Please, doctor, send me to a plastic surgeon.” The social categories
in which we are placed, the evaluations we receive from others, our
sense of identity and self-worth, and our images of and emotional
reactions to our bodies all are intimately related.

While the effects of gender resemble the effects of other social
categories that are sometimes devalued, important differences re-
main between being female and being, say, black or Jewish. One
difference is the developmental sequence summarized in the term
“gender intensification” discussed earlier. These developmental
changes are less evident for categories other than gender. Certainly,
the reactions of one’s parents to one’s race or religion do not be-
come particularly restrictive at adolescence. And the bodily parts
that characterize one as belonging to a group that is treated by
some as inferior, the hair of a black person or the nose of a Jewish
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person, do not become more salient at the same time as new limi-
tations are experienced, as is the case for adolescent girls who dis-
cover new restrictions along with their feminine physiques. This
developmental difference between femininity and other devalued
categories may render adolescence more of a problem for women
than for members of other groups. Erikson discussed the develop-
mental processes of adolescence in this way: “The young adult
gains an assured sense of inner continuity and social sameness
which will bridge what he was as a child and what he is about
to become, and will reconcile his conception of himself and his
community’s recognition of him.”2* This bridging and reconcilia-
tion are particularly distorted by the increasing limitations females
experience at adolescence.

Another difference between gender and other social categories
is that gender inequality is embodied within the families of the
girls experiencing it. In most cases, parents and siblings of a Jewish
or black child are Jewish or black. Most girls, however, are raised
by both a male and a female parent and often have a male sibling.
Seeing someone no more talented than you receive resources and
encouragement not given to you because of your race, religion, or
gender is a powerful experience. But the impression made by the
inequality is likely to be magnified if the person is a brother whom
you interact with every day and with whom you share a family
history of competition over the attention, love, and approbation of
your parents. Likewise, having a parent who is unhappy, or who
seems to you to lead a limited life because of her or his race, reli-
gion, or gender is distressing. But the distress and conflict may be
heightened if only one of the parents shares with you the limita-
tions inherent in membership in a devalued social group. To the
extent that identification with both parents is a powerful force in
identity development, there is more room for ambivalence with
regard to gender than with other characteristics.

Why Do Symptoms Develop?

Researchers interested in studying anxious somatic depression and
clinicians interested in treating it may be interested in why the
syndrome takes the particular form it does. For those readers, our
model for the development of the symptoms of anxious somatic
depression is discussed and depicted in Appendix B.

At present, many assertions made in this chapter and in Ap-
pendix B regarding the development, dynamics, and effects of gen-
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der ambivalence must be considered hypotheses in need of further
testing. Other investigators may offer competing explanations for
the patterns we have discussed. One such pattern that we have
found again and again must, however, be incorporated within any
theory of gender ambivalence and its connection with anxious so-
matic depression—the apparent paradox that both the ambivalence
and the symptoms of anxious somatic depression appear to become
most prevalent when conditions for women improve.
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Anxious Somatic
Depression During
Periods of Changing
Gender Roles

To some readers, the most surprising and controversial finding re-
ported in this book may be that the physical and psychological
symptoms associated with gender ambivalence are particularly
likely to afflict women who have greater opportunity for educa-
tional and professional achievement than their mothers had. The
eminent women we studied and many daughters of eminent men
were able to achieve successes not possible for their mothers. The
cross-cultural literature on depression in India, culture-bound syn-
drome, and nerves, and the medical writings on chlorosis, hysteria,
and neurasthenia point to a high prevalence of the symptoms dur-
ing periods of increased educational opportunity for women. Con-
temporary female high school and college students we surveyed
who reported concerns about achieving more than their mothers
were particularly likely to exhibit the combined symptoms of anx-
ious somatic depression. And over the course of the twentieth cen-
tury, the prevalence among females compared to males of depres-
sion, anorexia, headache, and mitral valve prolapse was greatest
among people who matured during periods of large generational in-
crease in rates of female college graduation.

On the face of it, we would expect gender biases to exert their
greatest effects when women are most limited. But because the
development of gender ambivalence is mediated by factors influ-
encing identity development, the process is considerably more
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complex. As a result, familial interactions and attitudes regarding
female achievement associated with the development of anxious
somatic depression are more likely to present a problem for fe-
males who mature during periods of changing gender roles.

One reason may be that females growing up during such times
are particularly likely to perceive their mothers as being unhappy or
unsuccessful because they are women. Unhappy mothers who did
not achieve professionally and academically have existed through-
out history. But if their daughters mature at a time when young
women are encouraged to achieve outside of the home, these daugh-
ters may be particularly likely to connect the unhappiness, dissatis-
faction, and frustration their mothers evidenced to the limited op-
portunities they had because they were female. Such perceptions
would tend to increase the daughters’ dissatisfaction with feminine
gender-identity/roles, resulting in increased gender ambivalence.
This process may be exacerbated if the mothers feel or express am-
bivalence toward their daughters’ increased potential for achieve-
ment relative to their own. Such mothers may view their daughters’
nondomestic accomplishments with a mixture of pride and under-
standable envy. The daughters, sensing this ambivalence, might be
prone to more problematic identification with their mothers.

In Chapter 7, we discussed the two forms of such problematic
identification. Some women, like Eleanore Marx, Indira Gandhi,
Karen Horney, and Louisa May Alcott, may have had intelligent,
ambitious mothers discontent with the limitations placed on them
by the societal response to their gender. During periods when
younger females are encouraged to achieve outside the home and
when the role of homemaker tends to be devalued, the mother,
particularly if ambitious or talented, may feel extremely resentful
of her weak position and the lack of respect accorded her. As a
result, during these periods there may be an increase in the number
of women reporting that their mothers were “dissatisfied with
their own career choices,” or were “fed up with the mommy role,”
as well as an increase in those reporting that they “felt guilty about
leading better lives than their mothers,” or that they often “mini-
mized their own accomplishments so that their mothers would not
feel bad about themselves.”

Because these mothers are worn out, dissatisfied, or under
stress, or because they resent their husbands’ privileged positions,
they may be inhibited from praising the husbands in their roles as
achievers outside the home, increasing the likelihood that these
men look to their bright daughters for this praise.
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The other route toward the development of problematic identi-
fication and gender ambivalence, taken by such women as Anna
Freud, Florence Nightingale, Eleanor Roosevelt, and Sigmund
Freud’s hysteric patient Dora, is to have a mother who is content
with traditional female roles but is devalued by a daughter who
views these roles as inferior to those offered to males. Periods of
increased opportunity for women are those during which tradi-
tional female roles are most devalued. There is then likely to be an
increase in the number of women who feel that their mothers were
very “limited by being female” and in the number who are both-
ered by their mothers’ beliefs that “a woman’s place is in the
home”; they would also be deeply affected by their fathers’ beliefs
that their mothers are unintelligent. If a female is socialized to
value academic and professional success more than homemaking
and childrearing, she may respond to her mother’s unhappiness,
lack of nondomestic achievement, and relative powerlessness with
discomfort toward, and devaluation of, the feminine identity per-
sonified by the mother. This discomfort may cause problems if it
makes it difficult for maturing women to integrate the valued
“masculine” attributes with the “feminine” attributes of the self.
Devaluation of the mother for her feminine attributes is at best a
temporary compromise that ultimately serves to promote increased
gender ambivalence and the symptoms associated with such am-
bivalence. Thus, both forms of problematic identification with
mothers, and with the status of adult women as represented by
mothers, are likely to be most prevalent during periods of increased
educational and professional opportunities for women.

Aspirations Outpace Achievements

Another aspect of this apparently paradoxical relationship between
increased opportunity, gender ambivalence, and anxious somatic
depression can be understood by applying William James’s equa-
tion “Self-Esteem = Success/Pretensions.” Women growing up
during times of increased opportunities are more likely to have
high “pretensions” or aspirations toward nondomestic achieve-
ment instilled during childhood and to experience a narrowing
window of opportunity for success in nontraditional arenas as they
reach adolescence. These are the women who will most experience
identity confusion when they confront the gender intensification
and pressure toward identification with their mothers that take
place at adolescence. They are also the ones to feel very “limited
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by being female,” or bothered by having fathers who believe “a
woman’s place is in the home,” or who treat a brother as “the most
intelligent sibling in the family.” Such women are likely to feel
that the ratio of their successes to their pretensions is low and
thus, according to James, suffer from low self-esteem.!

The Industrial Revolution, Gender Role Changes,
and Anxious Somatic Depression

In the developed nations, the past century and a half has, for the
most part, been an era of increased educational and professional
opportunities for women. It has also been a period in which girls
have been socialized to value nondomestic achievement. And it
has been a period marked by an apparently high prevalence of anx-
ious somatic depression. Although we have cited descriptions of
the syndrome that appeared in earlier centuries, we are not certain
that it was very common among women before the late nineteenth
century. The Hippocratic texts of ancient Greece and the biogra-
phies of the medieval holy women studied by Bell, along with
other sources cited in Chapter 2, indicate that among young
women a syndrome of depression, anxiety, disordered eating,
amenorrhea, sexual indifference, and other psychological and so-
matic symptoms has existed for millennia. None of these sources,
however, describe the syndrome as occurring very often. But in the
last half of the nineteenth century, the syndrome—under the
names hysteria, neurasthenia, and chlorosis—began to be described
as very prevalent among women seeking higher education, and dur-
ing several periods of the twentieth century it has been portrayed
as epidemic. Our analyses of generational fluctuations indicate that
only among two cohorts of twentieth-century women were the
symptoms not prevalent. These were the women who reached ado-
lescence in the mid-to-late 1910s and in the mid-1940s, the two
periods of world war during the century.

It is possible that the apparent increase in the syndrome in re-
cent centuries is an artifact of changes in recognition of its symp-
toms, in classification methods, or in the range of historical
sources available to us. We were struck, however, by the strength
of the words that began to be used to describe its prevalence toward
the end of the nineteenth century. As we discussed in Chapter 8,
in 1901 chlorosis was seen as afflicting “perhaps every girl” and in
1890 the manifestations of hysteria among adolescent females were
said to be “the rule.” In Chapter 1, we reported that the Delaware
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County Tuberculosis Association found that 18 percent of girls in
later adolescence were “under the danger line” with regard to
weight. And many writers have referred to the modern “epidemic”
of eating disorders and have termed recent decades the “age of de-
pression” among females.?

Such strong terms as these only began to appear, as far as we
have found, during the past century and a quarter, suggesting that
the existence of anxious somatic depression on a mass scale may
be based on changes in the role of women that were engendered
by the Industrial Revolution and accelerated, except for periods of
depression and world war, during the later or “postindustrial” pe-
riod. In the early industrial period, work traditionally done at home
or for barter or in small shops was centralized in factories and
transformed into work done for wages. This set the stage for the
devaluation of homemaking, based on the notion that men went
out to work to earn wages to support their families while women
remained at home earning no wages. Not until the late nineteenth
century did the same thing begin to happen to women's traditional
work; “women’s tasks”—teaching, nursing, many phases of food
preparation, clothing production, and so forth—were suddenly
transformed into paying jobs outside the home. At that time,
women began to do for wages what they had done at home and
then use those wages to purchase the products that they no longer
had time to make themselves. Many of these jobs, such as teach-
ing, nursing, and counseling, have been progressively professional-
ized with the attendant increase in educational prerequisites. Even
care of young children is increasingly being done for pay, and re-
cent movements have developed to professionalize this activity.?

Thus, the shift to an industrial capitalist economy, and eventu-
ally to a high-technology economy based on information, services,
and consumerism, produced massive shifts in women’s roles, first
devaluing traditional homemaking and then producing pressure
and incentives for wage labor, professionalization, and higher edu-
cation—formerly the provinces of men. These changes have not
all proceeded smoothly. They have progressed in fits and starts,
engendering resistance among many people who feel more comfort-
able with traditional gender roles, developing unevenly among dif-
ferent sectors of the population, and being subject to temporary
reversals caused by macroeconomic developments, such as wide-
spread depression or war when limitations in professional jobs and
places in college are felt disproportionately by women. Changes in
roles and attitudes that accompanied economic changes have been
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experienced by some people as threatening and by others as liberat-
ing. But massive changes that take place on such a large scale—
and that impact on something so deep-seated as what it means to
be female—will bring in their wake many psychological repercus-
sions. From this perspective, the epidemics of anxious somatic de-
pression that have occurred in the last century and a half can be
viewed as a symptomatic response to a long period of fairly rapid
role transformation, punctuated by two brief periods of reversion
to older roles.

Do Increased Opportunities Put Women at Risk of
Developing Anxious Somatic Depression?

The increased prevalence of anxious somatic depression exhibited
during periods of increased opportunities for women might lead
some people, particularly those uncomfortable with changing gen-
der roles, to suggest that women are put at risk by being given
access to greater opportunities. For several reasons, we believe that
conclusion to be misleading and oversimplified.

First, gender ambivalence and anxious somatic depression are
rooted not simply in the increased opportunities available to
women, but in the simultaneous devaluation of traditional
women’s roles. Periods when large numbers of women graduate
college and work as professionals are those in which a homemaker
attending a party is most likely to be embarrassed by the question
“What do you do?” and her reply “I'm a housewife.” As we have
already mentioned, this attitude that a woman who works long
hours each day shopping, sewing, cooking, cleaning, and caring for
children is really not working is based on the changes wrought by
industrial capitalism during the past two centuries. During the
early industrial period, many wage laborers were women who
worked in textile mills. But as wage labor rose to become the domi-
nant form of employment, most paid jobs came to be taken by
men. Only at this point in history did women’s unpaid labor in the
home come to be devalued. Although the teaching and nursing and
production of food and clothing and cleaning, and so on, done by
women contributed greatly to the welfare of their families, the
women did not produce profits or wages and so came to be seen as
unemployed.*

Thus, both short-term periodic fluctuations in nondomestic op-
portunities for women, as measured by our index of generational
changes in rates of female college graduation, as well as the longer-
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term change that took place during the postindustrial period were
accompanied by changes in our evaluation of the work and skills
of traditional women. With increased opportunities for academic
and professional achievement came decreased valuations of home-
making. From this perspective, gender ambivalence is as much a
response to the devaluation of traditional women as to the in-
creased opportunities for nontraditional women.

Similarly, gender ambivalence and anxious somatic depression
appear when possibilities of nondomestic achievement are better
for women of one generation than for those of an earlier generation.
In looking for the cause of the problems, we can equally focus on
the decreased opportunities of the older generation as on the in-
creased opportunities of the younger one.

For women, nontraditional aspirations, in and of themselves,
do not cause the problems. Instead, women develop depression, dis-
ordered eating, and so on, when they try to achieve in areas tradi-
tionally considered the province of males and confront biases
against women achieving in these areas. In one of our studies, the
data on laxatives, diuretics, or self-induced vomiting as used by
college women to control their weight demonstrate this point.
Nontraditional women—those who reported that as children they
had been much more concerned with their academic achievement
than with their household skills—were no more likely than their
more traditional peers to report such purging if they believed their
fathers did not agree that “a woman’s place is in the home.”
Among those who indicated that their fathers did believe that a
woman's place is in the home, nontraditional women were twice
as likely to purge as more traditional women.> Apparently, prob-
lems result when women who define themselves in terms of aca-
demic and professional achievement are told that such endeavors
are not appropriate for them. Some argue that periods of increased
opportunity for women can bring on problems because they as-
sume that women’s self-esteem during these periods is low pre-
cisely because their level of “pretensions”’-—their level of expec-
tation——is high. But it is at least as fair to conclude that the low
self-esteem results because the level of success allowed to women
even during these periods of opportunity remains low.

These arguments also apply to the eminent women we studied,
many of whom clearly devalued traditional female roles, were
aware that their mothers’ lives had been limited because they were
female, and felt that society did not allow them to achieve renown
while fully acknowledging their femininity. It was not their
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achievements that caused the problems, but the perceived lack of
achievement of their mothers accompanied by society’s attitude
that high achievers could not be fully female.

Thus, gender ambivalence is rooted in relationships—between
increased occupational opportunities for women and decreased
prestige of homemaking, between the higher level of opportunities
available to one generation and the lower level of the previous gen-
eration, and between the heightened importance placed on nondo-
mestic achievement for women and the very real barriers that con-
tinue to limit the availability of such achievement. To conclude
that increased academic and professional opportunities are bad for
women is to ignore the real relationships beneath the superficial
and facile conclusions. And, of course, if we avoid finding the un-
derlying relationships, we can also avoid change.

Predicting the Future

One relationship evident in our findings is that between develop-
mental and historical change. The symptoms of anxious somatic
depression become common among women who undergo the de-
velopmental changes of childhood and adolescence during histori-
cal periods of changing gender roles. This pattern, in which
changes in development take on a particular significance at partic-
ular periods in history, has theoretical implications for our under-
standing of human behavior and personality. Some psychologists
have argued that researchers should place greater emphasis on the
connections between people’s experiences of particular periods of
social history and their stages of personality development.® In the
United States, childhood during the Great Depression was very dif-
ferent from the childhood experienced during the post-World War
Il economic boom—each period probably produced major differ-
ences in attitudes toward spending and saving. Being a teenager
during the 1950s was similar in many ways to being a teenager
during the Vietnam era, but also quite different in many other re-
spects, with apparent ramifications on attitudes toward politics
and authority. The graphs throughout this book appear to indicate
that, in terms of physical and psychological symptoms as well as
standards of beauty, education, and marriage, the lives of women
born during the 1910s and 1920s were similar to those born after
World War II, but quite different from those born during the 1930s.
This pattern implies that certain social aspects of psychological de-
velopment may be, to some extent, historically specific, and that
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even the results of some psychological research may apply only
during certain periods.

Knowledge of the importance of the overlap between develop-
ment and history also has practical implications in that it may
allow us to predict the future occurrence of anxious somatic de-
pression. For example, we have found that major depression be-
comes particularly prevalent at middle age among women, relative
to men, in generations that reached adolescence during periods of
great increase in rates of college graduation. Our index of changes
in these rates (see Figure 4, p. 56) shows that the largest increase
took place during the adolescence of women who were born during
and after the 1950s. This generation of women is just beginning to
reach age 40. Based on our previous findings, we would expect the
next two decades to be a period of high prevalence of depression,
which is accompanied by somatic symptoms among middle-aged
women. Because many women suffering from anxious somatic de-
pression receive a great deal of medical treatment, one possible
consequence of this outbreak is that expensive medical resources
will be used inefficiently to treat what is essentially a psychologi-
cal and social disorder. This is a particularly likely, and particularly
costly, possibility in developing nations in which major changes in
gender roles are likely to occur in the near future.

Predictions for younger women are more difficult. It is unlikely
that rates of college graduation among women will continue to in-
crease much in the near future. To the extent that high prevalence
of the symptoms of anxious somatic depression is predicted by in-
creases in these rates, we might expect prevalence to decline in
coming years among young women. The problem with this predic-
tion is that conditions confronted by women in the 1990s, at least
those living in the United States, may be so different from those of
carlier periods as to render predictions based on earlier demo-
graphic patterns inaccurate.

One important difference is that at no time in history has the
proportion of women graduating from college or working for wages
outside the home been so great as now. Paradoxically, this unique
situation may lessen the importance of college graduation as an
index of the limitations placed on women. Although in previous
decades one of the strongest barriers faced by women seeking to
achieve in areas traditionally reserved for males was limited access
to higher education, recent educational changes may have altered
both the form and timing of these barriers. Nowadays, many
women may confront their greatest barriers when they graduate
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from college and seek occupational promotion or encounter the
work versus motherhood dilemmas discussed in Chapter 5. As a
result, nontraditional girls reaching adolescence today may have
mothers who are unhappy or appear limited not because they could
not attend college, but because after they graduated they were un-
able to fulfill their aspirations. Measures of gender ambivalence or
concerns regarding gender-related limitations placed on their moth-
ers may continue to predict symptoms of anxious somatic depres-
sion, though measures of generational changes in rates of female
college graduation may not.

It is possible, however, that the recent educational and profes-
sional advances of women may lead to lower prevalence of gender
ambivalence and anxious somatic depression in the early twenty-
first century. Yet such advances may have produced increases in
women’s aspirations toward success outside the home that are
even greater than the availability of such success. In that case, ap-
plication of William James’s equation—"Self-esteem = Success/
Pretensions”—would predict high levels of gender ambivalence and
anxious somatic depression among young women in the near fu-
ture. Increased competition from Europe, Japan, and some devel-
oping nations may also place pressure on the economy of the
United States that leads, reminiscent of some effects of the Great
Depression, to a disproportionate loss of professional and manage-
rial positions among women.

Whatever happens over the course of generations, we can ex-
pect anxious somatic depression to afflict millions of women in
the next two decades. To ameliorate some of this suffering, we be-
lieve that programs of recognition, prevention, and treatment
should be developed and implemented. In the last chapter, we turn
to a discussion of these types of programs.
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Recognition, Prevention,
and Treatment

Throughout, we have gathered information from a variety of
sources, including historical, anthropological, demographic, bio-
graphical, clinical, epidemiologic, survey, and laboratory studies—
all of which point to the same conclusion: a syndrome involving
several psychological and somatic symptoms that afflicts many
women beginning at adolescence, particularly during periods of
changing gender roles. The syndrome frequently occurs among
women who come to feel that their gender places them at an unfair
disadvantage in pursuing their aspirations and who develop a con-
flicted or confused sense of self. We have called such confusion and
conflict over gender and self gender ambivalence, and the syn-
drome anxious somatic depression. Our observations and data sup-
porting the existence of a distinct syndrome of anxious somatic
depression, and its connection to gender ambivalence and changing
gender roles, have direct implications for designing programs for
the prevention and treatment of depression, disordered eating, and
other symptoms of the syndrome.

Recognizing the Syndrome

The first step in treating the syndrome is to develop a clear set of
criteria for research and diagnosis. We use the term “syndrome”
precisely because our research appears to connect gender ambiva-
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lence with a constellation of symptoms. But it would be unnecesar-
ily restrictive to limit the diagnosis of anxious somatic depression
to those women who exhibit every symptom. On the other hand,
we would certainly not suggest that every woman who suffers from
any one of the symptoms is exhibiting the syndrome.

This problem of specifying a cutoff point somewhere between
one symptom and all the symptoms is common in psychology and
psychiatry. A variety of methods, samples, and statistical tech-
niques, ranging from epidemiologic research on community sam-
ples to clinical research on patient samples, have been used to de-
velop diagnostic criteria for most currently recognized disorders.
We aim in future research to apply many of these same techniques
to develop criteria for anxious somatic depression. This research
would also shed light, we hope, on the biological, developmental,
and familial factors that lead different women to exhibit somewhat
different sets of symptoms.

Another important step in recognizing and treating the syn-
drome is to ensure that psychological aspects are not overlooked.
Because several symptoms of anxious somatic depression involve
such physical problems as headache, breathing difficulties, or heart
palpitations and murmurs, many women suffering from the syn-
drome probably seek medical treatment. Studies have shown that
depressed people, particularly those exhibiting depression accom-
panied by physical complaints, frequently visit their primary-care
physicians, but that these physicians often overlook underlying de-
pression when they treat patients with physical ailments.! One in-
triguing study found that by paying particular attention to the exis-
tence of multiple somatic complaints, it was possible to identify
women with somatization disorder (the DSM diagnosis based on
hysteria) from those seeking treatment for somatic ailments. A
treatment program based on psychological principles that at-
tempted to avoid unnecessary surgery and hospitalization was de-
vised for these women. This program was found to be as effective
as traditional medical practices in dealing with the women’s so-
matic complaints, and at a much lower cost.?

By extension, a significant reduction in the pain and inconve-
nience resulting from surgery and hospitalization, and large savings
in medical expenses and utilization of medical resources, might be
realized if we could develop a similar program for recognizing and
treating anxious somatic depression. If simple measures for identi-
fying women suffering from this syndrome could be developed,
physicians, school nurses, school psychologists, chiropractors, and
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others might administer these measures to patients with symp-
toms of the syndrome. Patients exhibiting severe forms of the psy-
chological problems associated with anxious somatic depression
could be referred to psychotherapists. Others might be treated by
counselors or health professionals who have received training in
integrating the psychological aspects of these problems into their
traditional medical treatments. To the extent that physical symp-
toms of anxious somatic depression are rooted in psychological and
social problems, it may at best be very inefficient to treat them
using only physical procedures, and at worst ineffective or may
even serve to exacerbate the problems. To avoid these difficulties,
health professionals as well as the general public must be educated
to recognize the signs of depression in general, and of anxious so-
matic depression in particular.

Treating Anxious Somatic Depression

Because the syndrome has not been recognized in recent years,
nothing has been written about therapies specifically designed to
treat it. Several different types of psychotherapy have been found
to be effective in treating depression, and several therapists who
have treated women suffering from symptoms of the syndrome, no-
tably disordered eating, have discussed how they have integrated
into their treatment approaches recognition of the importance of
gender roles and psychological responses to gender bias.? It is be-
yond the scope of this book to detail these therapeutic techniques,
but we would suggest that combining the more traditional thera-
pies that have been helpful in combating depression with the ap-
proaches that specifically focus on issues related to gender may be
possible and useful.

We believe that therapies designed to treat this syndrome may
be most effective if they take into consideration the syndrome’s
course of development. For example, we have discussed how
women who exhibit this syndrome in adolescence or early adult-
hood may later develop major depression, particularly as they con-
front issues that pose particular problems for adult women trying
to pursue careers, such as childrearing, caring for infirm relatives,
and gender-related barriers that inhibit professional advancement.
Many women confront these problems in relative isolation, so that
it is difficult for them to fully recognize that the problems are not
due to their own inadequacy; such isolation also makes it hard for
them to receive the social support they need for optimally coping
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with these challenges. In our clinical work, in doing the interviews
for this book, and even in studying the biographies of eminent
women, we have been struck by how often women who are ex-
tremely bright and perceptive about psychological issues appear
to have internalized these problems, blaming themselves for their
difficulties. We would suggest that, whether or not women seek
individual psychotherapy, many would benefit from the sup-
port of groups of women facing similar circumstances. In some
cases, this might take the form of formal therapy groups run by
professionals under the auspices of private practices or outpatient
clinics. In other cases, such groups might be organized by labor
unions, PTAs, and other community organizations. Perhaps these
groups would not forestall the development of anxious somatic de-
pression, but they might help reduce or limit the severity of its
symptoms.

Early Recognition and Prevention of the Syndrome

Recent experience with problems ranging from cigarette smoking
to sexually transmitted diseases suggests that prevention and early
treatment are often more efficient than therapy occurring after the
behavioral patterns are well established. The studies cited here in-
dicate that, for most females, symptoms associated with anxious
somatic depression begin during a relatively brief period around ad-
olescence and early adulthood. In Chapter 8, we discussed the psy-
chological reasons for this age-specific development. Putting this
material together, we suggest that it may be possible to recognize
the syndrome just as it begins, and perhaps even predict it.

Those young women who report a few symptoms of the syn-
drome could be interviewed at greater length, allowing assessment
of not only their physical symptoms, but also the depression, anxi-
ety, low self-esteem, and gender ambivalence that underlie the
physical symptoms. Such recognition may allow some girls to deal
with the issues of low self-esteem and gender ambivalence early
enough to forestall the development of extreme anxiety and depres-
sion characteristic of the syndrome. Even in the absence of a great
reduction in anxiety and depression, however, effective techniques
{such as relaxation, biofeedback, and cognitive therapy) already ex-
ist to help those young women cope with their anxiety and depres-
sion to avoid the development of severe headaches, extreme insom-
nia, or other physical complaints.

The ingredients for predicting onset of the syndrome before it
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occurs can be derived from studies of the psychological and famil-
ial dynamics contributing to development of the syndrome, some
of which have already been done and some of which still need to
be done. We have identified many indices that come together to
predispose a girl to develop symptoms of anxious somatic depres-
sion, including the following: reporting that her mother was very
limited by being female, that she often feels guilty for living a bet-
ter life than her mother, that she often minimizes her own accom-
plishments so that her mother will not feel bad about herself, that
her mother was dissatisfied with her own career choices or seems
“fed up” with playing the mommy role, that her father considers
his wife unintelligent, that her parents believe a woman’s place is
in the home, that her father wishes she was a boy, and that her
father treats a brother as the most intelligent sibling of the family.
Most of these indices can be measured before women reach adoles-
cence and begin to develop symptoms, allowing prediction of
which preadolescent girls are likely to develop the syndrome.

In health classes given in junior high school, these and other
girls might be given the opportunity to attend small group sessions
in which they discuss issues that appear relevant to the develop-
ment of anxious somatic depression: What puberty means for girls
who aspire to achieve in areas historically reserved for men; what
these girls feel about their mothers not achieving in these areas;
whether they see their brothers receiving advantages in these pur-
suits. The attempt would be made to prepare the girls for the social
and psychological changes that will come with puberty and adoles-
cence and help them realize that, to the extent these changes are
experienced as negative, they are not due to some inadequacy in
the girls—but rather to social and historical processes beyond their
own families.

Of course, there is no guarantee that simple talk, even talk that
prepares the girls for the changes they are about to experience and
heightens their awareness that these changes are not due to their
own deficiencies, can overcome the very real, concrete treatment
they will receive from their families and the larger society. But this
problem applies equally to all forms of psychotherapy that seek to
reduce distress through psychological change—change that is vari-
ously termed insight, consciousness raising, or cognitive restruc-
turing. As already discussed, despite such limitations, some evi-
dence exists that such psychotherapies are helpful in treating
depression. Psychotherapeutic prevention—that is, working toward
affecting the mental change before the psychopathology fully de-
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velops—may be more likely to help than psychotherapy that occurs
after the problem develops.

Other preventive approaches might be directed toward the fam-
ilies of preadolescent girls. Gender intensification might be the fo-
cus of one such program. We have discussed how talented, nontra-
ditional girls often dramatically confront increased limitations at
adolescence in the form of increasingly rigid sex-role expectations.
It might be possible to educate the parents of such girls about the
workings of gender intensification and its potential cost to their
daughters.

It would be naive to expect that every parent will pay enough
attention to such warnings coming from psychologists, social
workers, or guidance counselors, to overcome decades of socializa-
tion, and suddenly change their beliefs and behaviors regarding the
proper roles for women. But major benefits might result if even a
minority of fathers and mothers who have been so encouraging
about and proud of their young daughters’ accomplishments would
come to realize how important it is to maintain the pride they
feel and the encouragement they give as those daughters mature
into women.

Changing Society

Up to this point, our recommendations have been limited to pro-
grams with a relatively narrow focus in that they have single, spe-
cific objectives or are targeted to women exhibiting specific charac-
teristics at a specific stage of life. We have alluded to the relative
costs and benefits of these programs in an attempt to argue that, in
the short term, they are quite feasible because in most cases they
might actually save money. Our goals have been threefold: to dem-
onstrate the practical implications of the research cited throughout
this book; to suggest that these problems are not impervious to
intervention; and to offer programs that have a chance of being
implemented because they are cost effective.

But there is no denying that the problem has been, and re-
mains, a very large one. The processes that funnel women into sex-
stereotyped pursuits and that lead those pursuits to be evaluated as
less important and less worthy of reward and respect than pursuits
typically associated with male roles are multiple. Solutions must
go beyond single-objective programs or programs tailored to spe-
cific types of people at particular stages of life, and beyond specific
cost-benefit analyses.
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One of the aims in doing our research was to attempt to dem-
onstrate, using scientific methods, that gender bias does play a ma-
jor role in causing psychological and physical problems. Through-
out its history, medicine, including psychiatry, has for the most
part overlooked or downplayed the possibility that a truly scientific
psychiatry could include such “soft” (i.e., nonbiological, political)
concepts as gender bias in its theory and research. Even today, in a
society greatly influenced by changes in gender roles over the past
generation, studies of the effects of gender bias tend to be treated
as not truly scientific and are confined primarily to journals de-
voted to the psychology of women.

Some have argued that this practice occurs because smaller,
more physical units like molecules, hormones, and organs are more
amenable to scientific study in that they can often be measured
more precisely than units at a higher level of organization, such as
family structure or gender bias. Others claim that blaming biology
for people’s problems allows those in power to avoid changing a
social structure from which they benefit.

Whatever the case, we would argue that true science cannot
specify a priori the variables it uses to explain phenomena under
study. Through hard work and replicated research, the variables
that might explain particular phenomena are suggested, their mea-
surements are improved, and their ability to predict future research
findings is compared with the predictive ability of other variables.
In this process, “soft,” social, historical, political concepts like gen-
der bias and gender ambivalence can be used, if carefully operation-
alized and measured with some precision, in just as scientific a
manner as “hard,” biological concepts, like genetics, are used to
study psychiatric problems like depression. So when nineteenth-
century physicians who noticed the high prevalence of symptom-
atology among the first generation of college women in the United
States did not attempt to formulate and test a series of hypotheses
to explain the connection between symptomatology and the striv-
ings of these women, but instead simply assumed that the fragile
biology of females was responsible, they were behaving unscien-
tifically, and obviously were products of the society’s gender bias.
Thus, it seems to us that another practical implication of our find-
ings for the prevention and treatment of anxious somatic depres-
sion is that more attention, more resources, and more respect must
be accorded to scientific research on the effects of gender bias.

Finally, medicine is by no means the only major institution
that requires changes in order to prevent anxious somatic depres-
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sion. In the long run, we need deep-rooted, widespread social
change in almost every facet of society. Parents must change the
attitudes they bring to parenting and the subtle and not so subtle
responses they have to female versus male children. Teachers must
become aware of the many different ways in which schools reward
and encourage the intellectual, academic, and professional aspira-
tions of males and sometimes actually inhibit those of females.*
Businesses must allow parents to take time off from careers to raise
young children without being penalized, restructure workdays and
workweeks to allow more flexibility, and improve daycare options.
Fathers must be given encouragement and respect for spending
more time in childrearing. Boys and girls should be taught at every
stage in their education to recognize and resist gender biases.

Our research has not focused on every aspect of gender bias,
and many recent books and articles have been able to devote more
space and attention to argue for the elimination of such bias. But
the only complete “cure” for anxious somatic depression (as op-
posed to “pure” depression, which appears to be equally distributed
between genders) lies in eliminating gender ambivalence. And, in
the long run, gender ambivalence will only disappear when women
who strive to achieve academically, professionally, or politically
are given equal opportunity and when women who strive to
achieve domestically are given equal respect. Only then will
women cease to pay the cost of competence.
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Depression, Disordered Eating,
and Somatic Symptoms Among
Eminent Women

Writers/Artists

Louisa May Alcott
Depression, possible disordered eating, somatic symptoms—Chap-
ter 4

Jane Austen

Depression—had “often a melancholy disposition,” wrote to “dis-
pel melancholy”

Disordered eating—nervous vomiting, indigestion possibly from
Addison’s disease

Source—Halpern, Johns Hopkins U. Press, 1984

Emily Bronté
Disordered eating, possible depression—Chapter 5

Charlotte Bronté
Depression, possible disordered eating, somatic symptoms—Chap-
ter 5

Elizabeth Barrett Browning
Disordered eating—Chapter 6

Emily Dickinson
Depression, disordered eating—Chapter 7
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George Eliot
Depression, somatic symptoms—Chapter 8

Georgia O’Keefe
Depression, somatic symptoms—Chapter 9

George Sand
Depression—Chapter 9

Harriet Beecher Stowe
Depression—Chapter 3

Virginia Woolf
Depression, disordered eating, somatic symptoms-—Chapter 5

Scientists/Social Scientists

Hannah Arendt
Depression—Chapter 3

Ruth Benedict
Depression, possible disordered eating, somatic symptoms—Chap-
ter 9

Marie Curie
Depression, disordered eating—Chapter 6

Helene Deutsch
Depression—Chapter 5

Anna Freud
Disordered eating, somatic symptoms—Chapter 7

Karen Horney
Depression—Chapter 5

Melanie Klein

Depression—Described as suffering from “deep,” “acute,” depres-
sion, “depressive exhaustion,” and as being “suffocated in de-
pression”

Disordered eating—correspondence refers to “stomach com-
plaints,” poor appetite

Source—Gross-Kurth, Harvard U. Press, 1987

Margaret Mead
We were unable to find any signs of the disorders we were study-
ing—Chapter 8
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World Leaders

Catherine the Great
Depression, somatic symptoms—Chapter 4

Queen Elizabeth I
Depression, disordered eating, somatic symptoms—Chapter 4

Indira Gandhi
Disordered eating—Chapter 4

Joan of Arc
Disordered eating—Chapter 2

Golda Meir
Depression, somatic symptoms—Chapter 4

Eleanor Rossevelt
Depression, disordered eating, somatic symptoms—Introduction

Queen Victoria
Depression, disordered eating, somatic symptoms—Chapter 4

Helping Professions

Jane Addams

Depression—she wrote of “nervous exhaustion with which I strug-
gled for years,” early adulthood she reached “nadir of my ner-
vous depression”

Source—Addams, Macmillan, 1940

Clara Barton
Depression, possible disordered eating, somatic symptoms-—Chap-
ter 6

Dorothea Dix

Depression—her symptoms were never specified but she was a life-
long invalid described as suffering from “nervous exhaustion”

Source—Tiffany, Houghton Mifflin, 1918

Florence Nightingale
Depression, possible disordered eating, somatic symptoms—Chap-
ter 4

Beatrice Webb
Depression—Chapter 9
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Feminist Activists and Ideologists

Susan B. Anthony
Depression—Chapter 7

Simone de Beauvoir
Depression, possible disordered eating, somatic symptoms—Chap-
ter 8

Elizabeth Cady Stanton
Depression—Chapter 6

Mary Wollstonecraft

Beginning at adolescence, she suffered from “chronic depression,”
digestive difficulties, and acute headaches

Source—Flexner, Coward, McCann & Georghesan, 1977

Daughters/Sisters of Eminent Men

Henrietta Darwin
Disordered eating, somatic symptoms—Chapter 7

Margot Einstein
Possible disordered eating—Chapter 7

Queen Elizabeth L.
Depression, disordered eating, somatic symptoms—Chapter 4

Anna Freud
Disordered eating, somatic symptoms—Chapter 7

Indira Gandhi
Disordered eating—Chapter 4

Alice James
Depression, disordered eating, somatic symptoms—Chapter 6

Eleanore Marx
Depression, disordered eating, somatic symptoms—Chapter 7
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Model of the Development of the
Symptoms of Anxious Somatic
Depression

The poor body image and preference for slim, noncurvaceous bod-
ies associated with anxious somatic depression appear to derive
from ambivalent feelings experienced by some women toward their
femininity. The feeling that being female places great limitations
on them appears to lead to discontent and resentment toward the
breasts, curves, and menstruation that define them as adult
women. Studies of symptomatology associated with low body
weight indicate that some other symptoms, such as amenorrhea
and mitral valve prolapse, probably result, at least in part, when
women lose too much weight in an attempt to rid themselves of
their curves. Menstrual dysfunction and mitral valve prolapse have
also been found to be associated with anxiety and depression.! The
extreme reduction in food intake involved in anorexia and the ex-
pulsion of food once it has been ingested through purgative mea-
sures such as vomiting or abuse of laxatives probably also result
from the quest of gender ambivalent women for curveless bodies.
More research is needed to determine why women who experi-
ence gender ambivalence sometimes tend to overeat or binge. It
may be that in order to avoid looking traditionally female some
women try to be as thin as possible whereas others try to look large
and cover up their curves rather than reducing them. On the other
hand, some psychologists have found that people attempting to be
very thin sometimes experience the need to binge when they find
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it impossible to keep their weight as low as they want.? We do not
know how many women proceed directly to bingeing to cover up
curves and how many begin to binge on the rebound after trying to
be thin.

In Chapter 5, we argued that sexual indifference and avoidance
of marriage might result because both sexuality and matrimony
place emphasis on the femininity of women and the limitations of
traditional female roles. Thus, we hypothesize that poor body im-
age, preference for slim, noncurvaceous bodies, sexual indifference,
and avoidance of matrimony result from the desire to deemphasize
one’s femininity. Restricted food intake, purgeing, mitral valve pro-
lapse, and perhaps bingeing are secondary effects of the desire to
avoid curvaceous, traditionally feminine physiques.

Additional research will be necessary before we fully under-
stand the development of the combination of depression and anxi-
ety among women experiencing gender ambivalence. Low self-
esteem probably plays an important role in the process. Like other
symptoms of the forgotten syndrome, low self-esteem has been
found to be related to depression, anxiety, and poor body image, to
be more prevalent among females than among males, and to in-
crease much more markedly during adolescence among females
than among males.® This pattern suggests that the transition into
adult women that occurs at adolescence leads some females to ex-
perience a great drop in self-esteem that is accompanied by depres-
sion, poor body image, and anxiety. As we discussed above, the
basic sense of identity confusion, of feeling somehow inadequate
and not accepted, often called “low self-esteem,” lies at the very
heart of the gender ambivalence experienced by many women. We
speculate that feelings of personal inadequacy lead these women to
feel both anxious and depressed.

Perceived lack of control over important events is another psy-
chological construct that has been found to relate to depression,
anxiety or stress, and disordered eating.* It is possible that the gen-
der inequality experienced by females as they reach adolescence
leads them to feel that they are losing control over their lives. After
all, without any intent on their parts, they find their bodies and the
reactions of other people toward them changing and the limitations
placed on them increasing. The goals they worked hard to achieve
earlier in life appear more difficult to attain simply through their
own talent or hard work. In effect, they lose control over their bod-
ies, the reactions of important people to them, and the possibility
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of attaining their goals. These feelings of loss of control may lead
to anxiety and depression. Thus, the development of gender ambiv-
alence may predispose women to develop depression and anxiety
through its effect on the women’s self-esteem, or on the amount of
control they feel they have over their life, or some combination of
both with other still unknown processes.

Somatic symptoms, such as headache, breathing difficulties,
and insomnia, may result from the combination of depression and
anxiety associated with gender ambivalence. In Chapter 4, we cited
studies that found the existence of somatic symptomatology to be
better predicted by a combination of anxiety and depression than
by either anxiety or depression alone.® Further research is needed
to test this hypothesis and understand how depression may com-
bine with anxiety to produce somatic symptoms.

The difficulties in concentration associated with the syndrome
probably result from the anxiety and depression exacerbated by the
somatic symptoms. The anxiety, depression, and low self-esteem
associated with gender ambivalence may be particularly likely to
strike women who feel that their intellectual accomplishments
have been limited by their gender at times when they strive to
concentrate on intellectual tasks.
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Figure 10 Schematic model of the development of symptoms of anxious
somatic depression.
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Methods and Results of
Unpublished Studies Cited in
This Book

Measuring Generational Changes
in Headache Prevalence

In order to evaluate the presence of historical fluctuations in gen-
der differences in headache, we reanalyzed data from surveys of
headache prevalence with the following characteristics: (1) Data for
females and males were reported separately; (2) the prevalence of
frequent headache was reported; (3) published data were divided
into age cohorts of one decade or less. Data on frequent headache
were sought because gender differences in headache prevalence
have been found to increase with the severity or frequency of the
headache complaint. The criterion limiting the size of cohorts was
established to ensure that the relatively brief periods during the
century when rates of female college graduation decreased were
represented separately from the other periods. In addition, we made
particular efforts to find surveys done many years apart so as to
minimize the potential confounding of age effects with cohort ef-
fects, defined as the effects of particular historical conditions con-
fronting different cohorts of women as they reached adolescence.!
Three published surveys met our criteria. One of the three sur-
veys included data from people born at the turn of the twentieth
century, allowing us to evaluate the presence of historical fluctua-
tions in gender differences in headache over the entire twentieth
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century. The other two studies were done more recently and did
not include people born at the turn of the century, so we were
able to assess gender differences in the prevalence of headache only
among people born between about 1905-1910 and the present.?

For each survey, we subtracted the ages used to define the co-
horts from the year the data were collected in order to calculate
the birth years of the members of each cohort—and hence the years
respondents reached age 13. Next, we compiled the percentage of
females and males reporting frequent headache in each cohort, and
subtracted the percentage of males from the percentage of females.
The resulting numbers represented a measure of gender differences
in prevalence of frequent headache in which positive values indi-
cate a higher prevalence among females and negative values indi-
cate higher prevalence of frequent headache among males than
among females.

Figure 5 in Chapter 4 depicts the fluctuations in gender differ-
ences in rates of frequent headache over the course of the century
reported in the three surveys we reanalyzed. To facilitate compari-
son of the gender differences, we included data from all the studies
on the same graph: The left-hand y-axis depicts the prevalence of
frequent headache among females minus the prevalence among
males in the 1966 and 1985 studies, and the right-hand y-axis
shows female minus male prevalence in the 1980 study. We used
two y-axes because the percentages of female and male respondents
reporting frequent headache as well as the absolute size of the gen-
der differences in these percentages were smaller in the 1966 and
1985 studies than in the 1980 study. The 1966 study, done in 1962,
surveyed the prevalence of “frequent unexplained” headache and
the 1985 study, done in 1981, reported the number of respondents
who exhibited two or more headaches per week: Gender differ-
ences in prevalence of frequent headache in these studies ranged
from about —1.5 to about +4.5 percent. In contrast, the 1980
study, done in 1969-1971, reported the number of people exhib-
iting only one or more headaches per month: Gender differences in
this study ranged from about +4.5 to about +20 percent.

For all studies, cohorts were located on the x-axis at the begin-
ning of the decade (1920, 1930 etc.) nearest to the midpoint of the
birth years of the cohort. For example, the cohort located at the
1920 x-axis point was born between 1913 and 1922 in the 1966
study, between 1916 and 1925 in the 1980 study, and between 1912
and 1921 in the 1985 study. Because of the limited data available
for individuals born prior to 1910, all available data are plotted,
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including data from two five-year cohorts in the Brewis study and
one cohort of indeterminate length, composed of people aged 65
and over, in the 1985 study. From 1910 on, data from the 1966
study are reported in ten-year cohorts to facilitate comparison with
the other two studies that are organized into ten-year cohorts.

Calculating Historical Fluctuations in Gender
Differences in the Prevalence of Mitral Valve Prolapse

The largest study of the epidemiology of mitral valve prolapse, part
of the Framingham study, combined two series of interviews done
at different times. As a result, each of the reported age cohorts in-
cluded people born during different periods, so the reported data
cannot be compared to the index of generational change in rates of
female college graduation.?

Deveraux et al., however, reported a study of the prevalence of
mitral valve prolapse (MVP) among 350 relatives of probands re-
ferred for MVP, in which the data of the females was reported sepa-
rately from those of the males, divided into 10-year age cohorts.
The data were collected between late 1979 and 1985. Figure 11
presents the ratio of the proportion of females to the proportion of
males of each cohort diagnosed as exhibiting mitral valve prolapse,
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Figure 11 Female/male ratios of proportion of interviewees with mitral
valve prolapse organized according to 15-year birth cohorts.
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along with the range of years in which the people in each cohort
were born.*

In the age 70+ cohort, made up of people born at the very lat-
est in 1915 and many born prior to 1910, the rate of MVP was
higher among males than among females. In contrast, in the cohort
born between 1911 and 1925 the rate was much higher among fe-
males. In the cohort born 1921-1935, whose members reached ado-
lescence in the late 1930s and 1940s, females once again exhibited
a slightly lower rate than males. But in all the cohorts born after
the 1921-1935 cohort, females exhibited higher rates of mitral
valve prolapse than males. It should be noted that MVP has been
found to be associated with thinness, and, in Chapter 1, we dis-
cussed the significant relationship between rates of female college
graduation and the emphasis placed by women on thinness, sug-
gesting the possibility that the relationship between rates of female
college graduation and mitral valve prolapse may be mediated by
thinness. Further research will be necessary before the effects on
the gender differences in the prevalence of mitral valve prolapse of
age versus year of birth can be unconfounded, as was done in the
studies of headache.

Depression Subtypes

SUBJECTS

Subjects were 175 seniors attending two New York City high
schools who filled out self-report questionnaires in social studies
classes.

INSTRUMENTS

As in Silverstein et al. (1993), depressive symptomatology was
measured with the Center for Epidemiologic Studies Depression
Scale (CES-D). A high level of depression was defined using the
cutoff of 24 or greater on the CES-D found to optimally detect clin-
ically diagnosable cases of DSM-III-R depressive disorders among
high school students. In this study, anxiety was measured using
the anxiety subscale of the SCL-90-R. A high level of anxiety was
defined as scoring at least one standard deviation above the norm
for adolescents on this subscale. Additional symptoms were mea-
sured by asking respondents to use a 5-point Likert scale ranging
from “Never” to “Almost always” to indicate how often they ex-
hibited each symptom. With the exception of “intentional purging
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of food using laxatives, diuretics, or self-induced vomiting,” all
symptoms were defined as applying to respondents who reported
exhibiting the symptom “Often” or “Almost always.” Respondents
who reported exhibiting any intentional purging of food were con-
sidered to have exhibited this symptom of disordered eating.’

Respondents were considered to exhibit anxious somatic de-
pression if they scored above cutoff on depression and anxiety and
reported exhibiting at least three of the following symptoms: (1)
Frequent severe headaches; (2) frequent trouble breathing for no
reason; (3) frequent trouble falling asleep at night or staying asleep
without waking up (these two symptoms of insomnia were in-
cluded in one question); {4) disordered eating (respondents were
considered to exhibit disordered eating if they reported frequently
avoiding eating for a day or frequently eating uncontrollably to the
point of stuffing themselves or ever intentionally purging food by
means of laxatives, diuretics, or self-induced vomiting); (5) poor
body image/preference for thinness (respondents were considered
to exhibit poor body image/preference for thinness if they reported
frequently being preoccupied with the desire to be thinner or fre-
quently feeling unhappy or dissatisfied with their overall body
shape).

Concerns regarding the limitations placed on oneself or one’s
mother by being female were measured using scales developed for
this purpose. The scale measuring concern regarding the limita-
tions experienced by one’s mother was developed using factor ana-
lytic methods on an independent sample of college students. This
scale consisted of the following questions answered using 5-point
Likert scales ranging from “Not at all” to “Extremely”: When you
were growing up, how much did your mother feel limited by being
female? When you were growing up, how much did your mother
hope for something better or more out of life? How worried about
your mother do you feel? How much do you minimize your own
accomplishments so your mother won’t feel bad about herself?
When you were growing up, how sorry for your mother did you
feel? How much do you feel guilty for having a better life than
your mother did? When you were growing up, how much did your
mother act resentful about her life?¢

On the female sample in this study, these questions had a
Cronbach’s alpha of .72. Responses on these questions were
summed to obtain a total score. Respondents scoring high on this
scale were defined as those who scored in the top 25 percent of
this sample.
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The scale used to measure feelings of being limited by being
female is currently being developed and validated in a number of
samples. In this study, items designed to measure this construct
were presented with responses indicated on a 5-point scale ranging
from disagree very much to agree very much. The following items
exhibited a Cronbach'’s alpha in the female sample of this study of
.74: T am dissatisfied being a female. I wish I were born male. My
adult life would probably be better if I were male. In general, men
lead better lives than women. More people would pay attention to
my ideas if I were male. Being female has never held me back (re-
verse coded in calculating total scale score).

As on the first scale, responses on these questions were
summed to derive a total score and respondents whose total scores
were in the top twenty five percent of the sample were considered
to be high in feeling limited by being female.

Results

Table 1 presents the data of the males and females in this high
school sample divided into those who exhibited low depression by
scoring below cutoff on the CES-D, those who exhibited pure de-
pression by scoring above cutoff on the depression inventory but
not meeting criteria for anxious somatic depression, and those who
exhibited anxious somatic depression.

The prevalence of pure depression among males (23%) and fe-
males (29) was quite similar, but females were several times as
likely {11% versus 1%) to report the combined symptoms of anx-
ious somatic depression (x?>=8.82; f<.02).

In order to allow for legitimate statistical analysis of the rela-
tionship among females between symptomatology and gender-
related concerns regarding achievement, it was necessary to com-

Table 1 Male and Female High School Seniors Reporting Low
Depression, Pure Depression, or Anxious Somatic Depression

Anxious
Low Pure Somatic
Depression Depression Depression
Males 68 (76%)* 21 (23%) 1{1%)
Females 51 (60%) 24 (29%) 9 (11%)

*Numbers in parentheses indicate the percentage of respondents in each
row exhibiting each type of symptomatology.
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Table 2 Females Reporting and Those Not Reporting Gender-Related
Achievement Concerns Who Report Low Depression,
Pure Depression, or Anxious Somatic Depression

Anxious
Low Pure Somatic
Depression Depression Depression
Low 25 (74%}* 8 (24%) 1{3%)
Gender-related
achievement
concerns

High 10 (46%) 6 (27%) 6(27%)

* Numbers in parentheses indicate the percentage of respondents in each row exhib-
iting each type of symptomatology.

bine into one group the female respondents who scored high on
either scale. The resulting analysis, presented in Table 2, indicated
that female high school seniors who expressed concerns regarding
the limitations placed on themselves or their mothers were nine
times as likely as female high school seniors who did not score
high on either scale to report the symptoms of anxious somatic
depression (27% versus 3% ; Fisher’s exact test two-tailed p = .02).

Of particular interest is the finding that the proportion of re-
spondents who scored above cutoff on the depression inventory but
did not meet criteria for anxious somatic depression differed very
little between the females who scored in the top quartile of either
scale (27%) and those who did not {24%). These findings are almost
identical to those reported by Silverstein et al. (1993) for another
high school sample.
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