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SEX, AGE, AND THE LEVEL OF INVOLVEMENT IN

WORK AND FAMILY ROLES OF PEDIATRICIANS

The management of work and family roles of a sample of 2,110
male and female pediatricians was assessed with a self-administered
Questionnaire. Although there are now more women in the traditionally
maledominated profession of medicine than ever before, it was
nonetheless hypothesized that the level of involvement in work, the
family, and the intrusion of family demands into the work role (work
role permeability) would follow traditional gender role expectations
for these pediatricians. This hypothesis was supported. Female
pediatricians were more involved in the family role, less involved in
the work role, and experienced more work role permeability than male
pediatricians. It was expected, however, that male and female
pediatricians of different ages would be managing their work and
family roles differently, age cohort capturing generational
differences in attitudes and behavior towards work, family, and
Parenting. This interaction between sex and age cohort did not

@nerge. The presence of children proved to be the major determinant

eff‘i‘Cting the level of involvement in family, work, and work role

:Pemeability, parents of either sex proved to be equivalent in family



role involvement, and were readily distinguishable from childless
pediatricians. Male pediatricians with children were highly involved
in the work role, while women with children were well below the
average in their work involvement. Childless pediatricians of either
sex were comparable, falling between mothers and fathers in their
level of involvement in the work role. The presence of children
effected work role permeability only for women. Childleés
pediatricians and male pediatricians with children were roughly equal
in their level of work role permeability, which was significantly less
than that of mothers.

These results suggest that, in spite of the recent influx of
women into medicine, wemen still lag behind men in the work sphere.
The primary reason for this lag is their involvement in the maternal
role. Medicine is a fairly conservative profession, arnd therefore
female pediatricians may be further behind other professional women in
sorting out work and family responsibilities, while male pediatricians

with children remain entrenched in the traditional breadwinner role.
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INTRODUCTION

§E§E§3§ﬂ§ of the Prcblem

In the past two decades there has been a dramatic increase in
rhe number of employed women. While women have always had jobs, they
nave typically participated in the labor force during certain life
stages that, by definition, did not allow paid employment to interfere
with childbearing and childrearing. Women worked before marriage and
children, and then reentered the labor force after the children had
grown up. What is different these days is the labor force
participation of women who not only have children at home, but have
very young, preschool children.

While societal gender role attitudes and employment
opportunities have changed to permit the increase in working mothers,
family life has not witnessed as dramatic a change. Wives with
full-time career commitments are still the principal caretakers of
children and carry the burden of home chores. Husbands of working
women have increased their participation in home responsibilities, but
not in an amount necessary to achieve equity with their working wives.
As a result, women have had to manage more "role conflict"™ than men
do, as men's family and work roles have historically not overlapped to
any degree and have not increased measurably. Women, on the other
hand, have had to deal with increased involvement in multiple rcles

ard role conflict by either accommodating family needs to the pursuit



2
of their careers, or accommodating their career in order to meet their
gamilies' needs, or a little of both. The accommodation has typically
led to more career compromises than family compromises.

An additicnal problem for women is that family needs often
interfere with their work obligations. This is allowed to happen as
society expects the family role to take precedence over the work role
for women. In the literature this is described as a permeability in
the women's work role. Scmetimes intrusions into the work role are
obvious, such as when women drop from full-time to part-time jobs in
order to spend more time at home with their children. Intrusions can
be more subtle, as in the situation where a woman may not accept many
travel assigmments in her job in order to be with her family. The
most insidious example of this role permeability is when the woman is
not offered travel assigmments because of the expectation that she
will turn them down on behalf of her family's needs. Because of these
expectations, women have rarely been in occupations of power and
authority. Those who did have such positions often had minimal family
role involvement as they were either ummarried, or if married,
childless. Now that women are entering more occupations traditionally
held by men, they must not only handle their increased role
involvement, but alsc the stereotyped expectations that they will not
be as committed to their careers as men, due to their responsibility
to the family.

As with most professional working women, female physicians find
themselves trying to manage both career and family life. The degree

of accommodation in both career and family life for female physicians



may be more drastic than for non-medical professional women, as
medicine is not only a male—dominated field but is also one demandirg
years of training and a high level of commitment. Role permeability
is a particularly important issue in the field of medicine, as the
profession is often characterized by "selfless" devotion, tireless
energy ard a willingness to sacrifice personal life in order to help
patients. This is an example of role permeability in the extreme, but
in the opposite direction of the permeability that often effects
women's roles. Allowing the work role to intrude into the family role
is typical of the situation for American men, and is exemplified by
the medical profession. Now that there are more female physicians
than ever before—the vast majority in their marrying and childbearing
ages——it is particularly timely to study how the family and work roles
are managed by these women physicians, especially in comparison with
male physicians. In addition, a contrast in how such roles are
managed by yourger and older physicians may highlight recent changes
in attitudes towards maternal employment and the increase in services

geared towards dual-earner families.

Purpose and Hypotheses

This study examines the family and work roles of a sample of
male and female pediatricians, and in particular sex differences in
the degree to which family obligations have intruded into the work
role. The choice of pediatricians, as opposed to physicians of
another specialty, allows us to examine such family and work roles in

2 specialty that has long been considered appropriate for women.



remale pediatricians will not have been ground breakers, enduring
discriminatory practices ard attitudes, and will have been less likely
to have had to make the extreme "either-or" decision of career versus
marriage and family. Therefore, amorg female physicians,
pediatricians will be more likely to have been involved in negotiating
family and work roles than, for example, female surgeons.

Gender is not the only variable of interest in a study of family
roles. 2Age may be an influential mediator of the effects of family
obligations on a physicians's career. Older female pediatricians may
have been more willing to forsake professional status for family life,
or, conversely, to give up family life for preofessional aspirations.
Yourger pediatricians today, both men and women, may have more viable
options for managing multiple demands.

In accordance with the concept of role permeability and current
findings on work and family roles of men and women, hypotheses tested
concerned the level of involvement of men and women in these roles,
the amount of intrusion by family needs into the work role, and
finally, age differences in family and work roles and their
permeability. These hypotheses included: 1) women and men's family
roles are different from each other, e.g., women are more likely to be
responsible for housework, men are more likely to have a spouse
working in the home, and so forth; 2) women and men's work roles are
also different, reflecting a greater involvement for men, e.g., they
WOork more hours per week. Wemen's work role, on the other hand, may
reflect a lower status in the profession, e.g., a lower salary, or a

less prestiglous position, and 3) that the family role makes more



‘intrusions into women's work role than into men's workrole, e.q.,
g"nmmer of career interruptions for family reasons. The fourth
"pypothesis acts as a codicil for each of the first three hypotheses,
and as such states that sex differences found in the testing of the
hypotheses will be mediated by age cohort, e.g., younger women may
have fewer family responsibilities or career interruptions than older
women, or younger men may be more involved in the family role than
older men. In summary, this study describes the work and family roles
of a sample of pediatricians, and explores the possible effecfs of age
on how these roles are managed. , Such a description of the
interrelationship of work and family roles of younger pediatricians
can help physicians in training to prepare better for their eventual
immersion into these roles. The comparison of age cohorts allows for
a possible revision of the concept of role permeability, incorporating

generational differences in the management of permeable roles.



REVIEW OF RELATED LITERATURE

The following literature review describes current social

éxpectations that lead to asymmetrically permeable roles for men ana
Jwanen, and the research that has documented one aspect of this role
;‘permeability. The family role involvement of husbands and wives in
ffdual—earner families will then be discussed. As this study examines
;ithe work and family roles of physicians, and in particular the
Tuintrusion of the family role into the work role—most keenly felt by
f?ynmen——female physicians and their personal and family characteristics
jfwill be described. A discussion of the various career differences
?found between male and female physicians and the effect of age on
. these differences will then follow. Finally, the family and career

| expectations of young physicians and the possible differences between
younger and older physicians in the amount of role permeability will
be discussed. The literature review will conclude with the hypotheses

of this study.

Permeable Boundaries and the Cultural Mandate

Since the 1960's the number of working women, and in particular,
working mothers, has increased significéntly. In 1960, 18.6% of
married women with children younger than age six were in the labor
force (Blau & Ferber, 1986). Families with both spouses earning wages
Tepresented 45% of all married couples in 1968. By 1980, these

families made up over half of all families, while the traditional

6



family with the husband as sole earner made up only 31% of married
T"g)uples (Hayghe, 1982). 1In 1984, 65.4% of married women with school

age children were working, two-thirds of whom were working full-time
3

- (Hoffman, as cited in vondracek, Lerner, & Schulenber, 1986) .
In spite of the substantial changes in women's roles in the

. marketplace, they have yet to achieve equity with men. Nevertheless,
s

‘there is greater equality between the sexes in their work roles than

can be found in the family roles of working husbands and wives in the
1 :

‘home. Traditional Western culture's division of labor in the home has

ibeen described by Coser and Rokoff (1971) as a "cultural mandate" for

;‘;?unen. This mandate prescribes that the primary allegiance of women

is to the family. Once this mandate is granted, women who desire to
gﬁhave careers are said to have a "conflict." This conflict is seen as
E@ source of disruption in the social order, as it involves allegiance

to either their family or their career. There is not a similar

conflict for men, as "after all, men are fully engaged in their
occupations without fearing, and without being told, that they are not
comnitted to their families" (1971, p. 535). This conflict is not
only internal, resulting in guilt feelings on the part of the woman,
and doubt on the part of her employer and society, but manifests
itself physically in "emergency" situations. Emergencies occur when a
role system claims time and effort that is normally assigned to
another role system, e.g., a child is sick and someone must take care
of him or her, or an deadline problem at work must be taken care of
during the weekend. There is a preferred cultural pattern for who

takes part in these emergencies. Women typically give priority to the



family, while men give priority to their occupations. <Coser and
rokoff describe the American family as a "greedy institution®™ that
demands total allegiance of women (1971).

After reviewing the literature on the effects of wamen's
employment on the level of performance of men and women in household
labor, Pleck (1977) concluded that, although employed women reduce
their family work compared to non-employed women, this reduction is
not equal to the increased time in employment, and therefore total
time spent in work and family roles is much greater for employed wives
than for non-employed wives. In addition, there is very little
variation in male family roles associated with wives' employment
status. Furthemmore, there is a stong inverse relationship for women
between hours spent in paid work and on housework, in that the more a
waman works for pay, the less time she spends on housework. This
relationship is not evident for men. Gender accounts for much more of
the variance in an individual's time in family work than does
employment. The level of invelvement in their work role is no longer
the primary determinant of men's limited family role.

Pleck maintains that there is a strong, culturally determined
buffer between the work and family roles for men, which serves to
limit the effect of changes in wives' roles on husbands' roles (1977).
Traditional gender role socialization as well as differential training
in family chores have produced the sex-seqregated activities of
housework and childcare. Husbands may perceive that family work needs
to be done, but do not perceive this work as appropriate or suitable

for them, thus insulating their family role fram the changes in their



T

:wiveS' family role. As a result, although wives reduce involvment in

* heir family role, husbands are unlikely to increase theirs (Pleck,
i 1977) »

Following the the tradtition of the cultural mandate,
asymmetrically permeable boundaries between work and family roles have
developed for women, much as these boundaries have existed for men for
years (Pleck, 1977). For women this allows the demands of the family
role to intrude into the work role, more than the work role can
intrude into the family role. Thus it is the wife who is called when
the child is sick. This intrusion is an important part of negative
stereotypes about women workers, which will be discussed below. It
also generates a fair amount of stress for women as family norms
conflict with occupation norms. For men, the boundaries are permeable
in the reverse direction, allowing them to "take work home," both
literally and figuratively. Husbands must manage their families so
that family responsibilities do not interfere with their work role.

Other researchers have come to similar conclusions. Hall (1972)
suggests that men do not experience strain from multiple roles because
their work and family roles are salient at different times, or
Sequentially. Family responsibilities do not "exist"™ until work
responsibilities are completed. The conflict that working women
&Xperience is a result of simultaneously operating roles. As women
bear the primary responsibility for the children, they are more likely
to face demands from these "role senders" than are men. Because of
the cultural mandate, "there are few constraints on their <childrens'

ard husbands'> ability to express these demands openly and strongly"
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%veS' family role. As a result, although wives reduce involvment in

i:helr family role, husbands are unlikely to increase theirs (Pleck,

Following the the tradtition of the cultural mandate,

j;syrunetrically permeable boundaries between work and> family roles have
g eveloped for women, much as these boundaries have existed for men for
years (Pleck, 1977). For wamen this allows the demands of the family
ole to intrude into the work role, more than the work role can
§7mtrude into the family role. Thus it is the wife who is called when
%the child is sick. This intrusion is an important part of negative
istereotypes about wamen workers, which will be discussed below. It
;also generates a fair amount of stress for women as family norms
iconflict with occupation norms. For men, the boundaries are permeable
:in the reverse direction, allowing them to "take work home," both
literally and figuratively. Husbands must manage their families so
that family responsibilities do not interfere with their work role.
Other researchers have come to similar conclusions. Hall (1972)
suggests that men do not experience strain fram multiple roles because
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1972, p. 474), even in the work setting. This allows both the
fganily and work roles of waomen to coexist.

Johnson and Johnson (1976) explain role strain in working women
as @ result of "role proliferation," the additive combination of
gisparate and dissociated roles. Men are able to "compartmentalize"
their roles, pPlacing a sharp distinction between the E:anpeting home

and work roles, which allows an orderly transition from one role to

another (Johnson & Johnson, 1976, 1980). According to Johnson and

Johnson, women have difficulty suppressing worries about home chores

%:E;,

ard children's problems while on the job—a phenomenon popularly
called "psychological mothering"—and therefore suffer from role
strain. However interpreted, there is a high normative expectation

for women to continue per forming domestic functions even when fully

employed. How else can the seemingly amusing anecdote, told by

" Nadelson and Eisenberg (1977) be explained: a distinguished woman

professional at the podium about to give a scientific paper, is

suddenly distracted by the thought, "Oh my God, I forgot to buy toilet

- Paper™ (p. 1073). Anecdotes abound regarding this intrusion of family

responsibilities into the work role of women. The following section
Teviews the studies that have measured such role permeability for both
men and women.

Direct measures of role permeability. Greenhaus and Beutell

(1985), in their review of the literature on conflict between work and
family roles, noted the lack of research on role behaviors that
Interfere with the prescribed behaviors of a particular setting, most

Conflict research has looked at conflicts between time spent in roles,
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; at the psychological and physical strain of multiple roles.
‘:"‘: (1983) has made the most thorough study of interfering role
aviors to date. mfortmé;ely for the purposes of this study, her
esearch looked only at conflicts between the work and childcare
:esponsibilities of divorced working mothers. Johnson explicitly
;sked these women what they would do in particular work-family
onflicts. The intrusion of work demands into the family role was
yeasured with items such as: "Mother has a change in work hours and
é;nnot be home for a meal." The reverse role permeability was
":easured by questions such as: "Child has an important activity for
mother to go to during work hours." Johnson found that the
asymetrically permeable boundary rarely allowed work to interfere
with the family role. Considering that these mothers worked an
average of 40 hours per week, they dealt with a surprising number of

hildcare conflicts themselves, rather than having relatives or others

imanage the problem. These women were primarily in clerical or sales
i:positions which did not require travel or overtime, thus enabling them
to handle the conflicts themselves (Johnson, 1983). It is likely that
women in higher commitment occupations would have to rely more on
others in these situations. |

Hiller and Philliber (1986) asked 489 couples for their
Perckeption of their involvement in various household tasks, as well as
how much they felt their spouses participated. In general, spouses
tended to claim more personal involvement than their partners
Perceived. Regarding tasks that can interfere with work role

Performance, husbands were more likely to believe that they and their
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wives split the responsibility equally, while wives were more likely
to see themselves with the major responsibility. Nearly
three—quarters of the wives said they took their children to the
doctor and 23% said that the job was equally divided. One-~third of
the husbands said that the job was performed by both equally.
According to the wives, 62% of the wives stayed home with sick
children, 36% said both husband and wife were likely tc stay home.
However, 48% of husbards maintained that they were as likely to stay
home as their wives. The highest level of agreement regarded the task
of getting the children ready for school. Eighty-two percent of the
wives said the wife performed this task, and 11% said the task was
shared. Sixteen percent of the husbands said the task was shared.

The heaviest involvement by the husbands in any of the listed
childcare activities was for helpimg with homework, where 11% said
they alone were responsible for this activity. Unfortunately, thesé
analyses are confounded by the presence of single—earner couples. The
couples (the majority of which were husband only employed) made up 40%
of the sample, so it is difficult to assess how many employed mothers
participated in these activities and to what degree.

Crouter (1984) asked a sample of 55 blue ccllar workers about
"spillover™ from family life into work life, Positive spillover for
these workers generally included the supportive nature of family
relationships, and useful interpersonal skills and attitudes acquired
at home and put to use at work. Negative spillover was generally
manifested as low energy, moodiness, or the inhibiting influence of

the family., Family circumstances were related to spillover, but only
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for women. Mothers had mcre negative spillover than fathers, who
reported as much negative as positive spillover, Negative spillover
was much more likely for women with children younger than age 12. The
effects of negative spillover for these women were absences from work,
tardiness, inattentiveness, inefficiency, or the inablility to accept
new responsibilities at work.

Most studies, when describing work-family role permeability, are
not as specific in their measures as those used in the above studies.
Holahan and Gilbert (1979) measured the conflict experienced by 28
dual-earner couples with items such as: "Wanting to be a 'good'
spouse vs. being unwilling to risk taking the time from your
professional work," and "Spending most evenings on work-related
activities vs, spending most evenings with your family." For parents
of both sexes there were no differences in the amount of conflict
aroused by the professional vs. spouse roles, or the professional
vs. parent roles. The authors suggested that the lack of gender
differences could be due to the overall profeminist attitudes of the
sample, the high levels of career commitment and aspirations for both
sexes, and the high level of spouses’ eamotional support for the
respondents' careers. Couples with similar levels of investment in
their careers would seem equally likely to experience conflict between
work and family roles.

Pleck (1985) asked the dual-earner couples who responded to the
1977 Quality of Employment survey how often they "thought about smouse
or children when busy doing other things" and "thought about your <ob

when busy doing other thimgs." These guestions were used as measures
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of family and work rcle involvement. Both men and women were highly
involved in the family role, however women stated they spent
significantly more time than men did thinking about their families.
Men and women were equally likely to think of their jobs when
otherwise engaged. This involvement was considerably lower than the
family involvement. Men were significantly more likely to state they
thought about their families less than work, but this was a very small
proportion of the respondents (11% of the men, six percent of the
women) .« The majority of men and women said they thought about their
families more than work.

Based on these few and sometimes not totally applicable studies,
it would appear that wamen do experience greater behavioral intrusion
of the family role into their work role than do men, or at least
perceive more intrusions. Most research on role permeability does not
involve specific behaviors, but operaticnalizes role permeability with
questions about family and work role "interference" or
"conflict." The inference is made that if there is interference or
conflict, it must be because of role permeability. These studies will
be discussed below.

Indirect measures of role permeability. Measuring the degree of

interference between work and family life, and the amount of
dissatisfaction about excessive work hours interfering with family
life, Staines and Pleck (1986) found that flexibility of a worker's
schedule can buffer the negative effects on family life of having a
nonstandard work schedule. A nonstandard work schedule is one that is

not Monday through Friday, or not 8:00/9:00 AM to 5:00 PM. The



15

'Ti'authors found that flexibility of schedule provides more protection

- against the negative effects of a nonstandard work schedule on the
family life of women than for men, a finding they contend supports the
.view that "working women are particularly vulnerable to interruptive
family demands and that, in consequence, schedule flexibility offers
women a much needed oprortunity to meet their job requirements while
gimultaneously managing their dispropertionate share of family
responsibility” (Staines & Pleck, 1986, p. 153).

The adverse effects of role permeability on women do not have to
be a direct result of their own employment. Kingston and Nock (1985}
found that working women experienced greater interference between
their jobs and family lives the more hours their husbands worked. A
longer work day for the husband was associated with greater
satisfaction with his family life. Women did not get similar
satisfaction from the husband's longer day, as they were left with the
burden of reconciling the couple's work schedule and family life.
Keith and Schafer (1980} also found the level of work-family cenflict
for working women to be directly related to the number of hours
husbands worked.

Role conflict is not, however, the sole province of women.
Greenhaus and Xopelman {1981) have found that husbands of managerial
or professional women experience more intense work-family conflict
than do husbands whose employed wives are not managers or
Professicnals. They speculate that these women work enough hours to
Put pressure on the husbands to participate more in family activities.

This increased involvement may conflict with the husbands' work
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‘;:responSibilitieS- Pleck (1977) predicted that without a reduction in

Ny

:the typical level of involvement in the work role, men would socon be

: 'expe:iencing greater work-family conflict as a consequence of their

: nigher involvement in the family, which is in turn a result of their

L wives'! increased involvement in work. Barling (1986) has also found

{nterrole conflict among a sample of fathers.

Sekaran (1983b), although directly mentioning Pleck's\ (1977)
concept of asymmetrically permeable boundaries, measures this variable
in such a manner as to obscure the meaning. Sekaran measures
*Integration" with items such as: "My spouse and I discuss our career
and family goals and expectations” and "I make it a policy to leave
work problems at work and not let thamn disturb my peace at
home." Someone scoring high on Integration would agree with the
former item, and disagree with the latter. Sekaran's items that fomm
the Integration scale present such work and family role integration as
a positive aspect of family life, emphasizing communication between
spouses. There is not an item such as, "I make it a policy to leave
my family problems at hame and not let them disturb my concentration
at work," Disagreeing with this statement could be conceived as high
Integration, yet this form of Integration has very different
implications than that represented by the former items, and would more
directly effect the work role than the family role.

Although men and women were similar in their Integration scores
(Sekaran, 1983a), Integration may mean samething different for men and
women. Items measuring Integration combine as a consequence of factor

analysis with variables such as satisfaction with employment
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facilities, job involvement, extra hours spent on the job, time spent
at home on job-related work ard income, but only for men. Integration
failed to combine with any variable, work related or otherwise, for
wemen. Integration appears to enhance men's job invelvement and job.
satisfaction, and yet does not have a similar effect for women. It is
possible that wamen with high levels of Sekaran's Integration may also
have high levels of the untapped form of work and family life
integration, i.e., family issues inserting themselves into the work
role, which may not enhance job involvement and may in fact decrease
it.

The fact that Sekaran was unable to tease out these different

facets of Integration is indicative of the asymmetrical quality of

role permeability, i.e., what's good for the gander isn't necessarily
good for the goose. The current family roles of working men and
wemen, and the level of involvement in these roles, will be discussed
below. The difference between the sexes in the performance of these
roles may help explain why bringing even a small amount of the woman's
family role into the workplace can have adverse effects on her work
role performance, while men's family roles may have no effect on their

work roles.

Family Role Involvement in Dual-earner Families

When the increase in the number of dual-earner families became
evident, there was a growing interest in how these families were
sorting out their home responsibilities and obligations. FPopular

press implied that one of the reasons women were able to achieve in
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| the working world was because their husbands were picking up the slack
| in home chores. Equality in the marriage was considered to be a

; rapidly approaching reality. In spite of the media, it was soon found
that it was difficult to predict husbands' involvement. Perrucci,
Potter and Rhoads (1978) found that the wife's availability to perform
housework, the number of children in the family, or work
responsibilities for either spouse did not affect husbands’
participation in the home to the extent that the husbands' own gender
role ideology did, which was the strongest determinant.

In a 1978 study of married women professors (Yogev, 198l) there
were large discrepancies between the estimated number of hours per
week each spouse spent on their career, housework, and childcare. The
presence of children proved to be a major factor differentiating the
spouses, yet even for childless couples the differences were not
insubstantial. Husbands were estimated to spend approximately 57
hours per week on their careers. Childless wives worked
one—and-a-half hours less per week than their husbands. The
difference for couples with children was the equivalent of an entire
working day, 9.4 hours, as mothers worked approximately 48 hours per
week. Childless wives spent 18.4 hours on housework; their husbands
6.3 hours. Mothers spent 24.6 hours on Bousework while their husbands
worked in the home 8.6 hours, 1.7 hours more than their childless
peers. Hours spent on childcare totalled 35.1 hours for the women,

and 12 hours for the men.
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Model (1982) found in a sample of 5630 women of various
cccupations in 1978 that husbands do not necessarily do more housework
when there are children in the home. ©She found that newlywed husbands
and men retired fram their jobs were more likely to work on household
tasks than husbands in any family stage in between. This suggests
that when the children are present, and possibly available as home
jaborers, fathers are deing other things in place of hous\ework.
Husbands' participation in household tasks was weakly associated with
their own shorter working hours, and longer ones for their wives'.
Significant variables that predicted a husband's participation were
wife's gender role ideolcgy, husband's income, employment status of
the wife, and family life cycle. As the husband's income increased,
his chore involvement generally decreased. The majority of Model's
sample consisted of couples with very disparate incomes. Looking at
the 55 couples with similar earnings (the majority of which had a
combined income of less than $20,000) , she found much more
participation by husbands. Unfortunately, Model did not examine
wives' level of housework, preventing comparisons between husbards and
wives.

Although men do not participate in housework and childcare as
much as working wives, have they increased their participation in home
responsibilities as a result of their wives' employment? -There are
several longitudinal and cross-sectional studies that present mixed
findings. Comparing time use data from 1965-1956 and 1975-1976,
Coverman and Sheley (1986) found no significant difference in average

minutes per day for housework and childcare for men. For both data



1C011ection periods, men spent an average of 82 minutes on housework
and 14 minutes on childcare per day. What did change for men was
their working hours and leisure time. Men in the later cohort worked
for pay less and spent more time in leisure activities than the men of
the earlier cohort. Women spent significantly fewer minutes per day

" on housework (324.75 to 289.77). Women did not change ip the amount
of paid work, yet also spent more time in leisure activities.

The average amount of housework for men, once the effects of
other variables had been controlled, actually declined over the 10
years, although by an insignificant amcunt. Time spent in paid work
was the strongest predictor of housework time, age coming in second.
Of interest here is the 1975-1976 curvilinear effect of age. Men
younger than 30 spent more time on housework than men age 30 to 50, as
well as spending 25 minutes more than the matching cohort of
1965-1966. This suggests a possible change, albeit small, in gender
role socialization.

The more time fathers spent on the job, the less time they spent
on childcare. Fathers' age was inversely related to childcare time.
Men with preschool children spent more time on childcare than did men
with older children. Fathers with one child younger than age four
spent nearly twice fas much time on childcare activities compared to
similar men in 1965. Indicative of the research climate of the time,
paid employment information for women was not collected in 1965-1966.
However, 1975-1976 men's time in housework and childcare were not
affected by whether their wives worked outside the home or not

{(Coverman & Sheley, 1986).
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Blau and Ferber (1986) did have access to working women's hours,
as well as their hours spent in housework. Comparing data for
1975-1976 to that of 1965-1966, women's combined housework and market
day was of the same lergth, although cver the week they.were employed
one-and-a-half hours more than previously. This was managed by
reducing time spent on housework by the same amount per week. Men's
time in employment was one hour less and their housework time was one
mour more than men of the earlier cohore. Working wives' days were
lorger than the days of husbands of employed wives. The largest
difference between the two sets of time-use data was found in the 25
to 44 year old age group. Men in this age group, compared to
similarly aged men in the mid-1960's, spent one less hour in paid
employment and added three more in the home. Women worked for wages
three-and—-a-half more hours and one hour less in the home than women
did in the previcus decade.

During the two years between 1974 and 1976, employed wives (with
children) in the National Lonmgitudinal Survey of Work Experience
{Maret & Finlay, 1984) significantly decreased their time spent in
grocery shopping, childcare and washing clothes. Less than half had
sole responsibility for childcare, washing dishes and cleaning house.
The authors suggest that there is increased task sharing in these
households, but it is possible that part of the responsibility for
these tasks belonged to hired help, especially in the case of
childcare. It was found that the wife's relative economic
contributicn to the household rather than her absolute contribution

Zecreased the likelihood of having sole responsibility for housework,
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and increased the probability of sharing household tasks. This may

s

Eﬁ; explain Model's finding (1982) of the inverse relationship between

ghusbands' earnings and their chore involvement, as most wives' incomes

i are far below their husbands'.

A more recent study (Barnett & Baruch, 1987) found that fathers

with employed wives spent more proportional time (again, as opposed to
f__-___ absolute time) than single-earner fathers in family work overall, as

» well as more time in childcare tasks and on "feminine"™ home chores.

. The strongest predictor of dual-earner husbands' time in family work

LOR S

was the number of hours the wife worked, followed by the wife's gender

: role attitudes regarding the male role. The authors believe that
maternal employment creates conditions under which fathers'
participation becomes "easier™ and less influenced by the constraints
imposed by stereotypical interpretations of the male role.

Husbands' participation in the home may be increasing, but it is
still often perceived as "assistance" or "moral support."” Men are
more likely to undertake housework jointly with another family member
than alone (Gilbert & Rachlin, 1987). Often it is the wife that
husbands work with, as "he may contribute positive affect,
canplamentary labor, and/or ‘unschooled,' 'raw' effort demanding
Supervision” (Berk & Berk, 1978, p. 459). Recent research has begun
to investigate why men do not contribute more to household chores and
childcare tasks. As with the role permeability of women, the cultural
definitions of the male role in Western culture restricts role
behavior for men to, primarily, one area-—work. The work role for men

1s so inextricably wrapped up into the meaning of being "a man" that
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it is difficult to divide up men's roles into different spheres.
Cohen (1987) points out the apparent redundancy of the term "working
fathers," because, according to traditional definitions, "work" is
what fathers do.

Cultural constraints are not the only barriers to increased
involvement in the hame for men. Structural constraints in the
workplace also make it difficult, as in the case of the slow
acceptance of paternity leave. Cohen (1987) found that most men would
like to participate more in their family roles than they were able to,
but felt that their jobs limited their opportunities. "Men may appear
to make that choice <limited involvement in family work>, based on
their allocation of time and energy, because of their required
participation in an occupation system that operates 'as if' the family
did not exist" (Cohen, 1987, p. 72).

Asymmetrical role permeability thus allows men's work role to
intrude into their family role (for many men, the work reole defines
the family role, e.g., the "breadwinner™) whereas the converse is true
for women. Reole permeability for women 1Is not necessarily detrimental
to & wanan's occupation, or to her self-concept as a "working
mother ."™ Many occupations allew the flexibility that many women need
in order to perform their mother role to'their satisfaction, as in the
divorced mothers of Johnson's study (1983). Many otherwise
career-oriented women today choose occupations that can be done in
their "spare time,"” or in the home (Gersen, 1985). However, role
permeability can be a problem if it inhibits a woman's career course.

Women who choose an occupation that has historically required more
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sonal involvement and commitment than most occupations, i.e.,
edicine, would no doubt find the intrusion of the family role into

e WOTK role a handicap compared to their male peers who do not
perience this version of role permeability. A description of female
ysi-cians, their marital and parental status, and the career
jfferences between male and female physicians is discussed below,

followed by a discussion of the role expectations (and their

permeability) of yourng physicians.

Female Physicians in Transition
" w——— -

As in many professions, the numbers of women training to become
¥3?}physicians has increased remarkably. In 1967, only 7% of all

3 physicians were women. Between 1970 and 1985 the total number of

‘ physicians increased by 65.5%. The growth in female physicians during

i\?
this period equaled 217.8%, so that now 14.6% of physicians are women.

:E Prior to this growth period, the age distribution of female physicians
closely paralleled that of the male’'s. As might be expected, this age
distribution has now became decidedly lopsided. Over 40% of female
mysicians are less than age 35, compared to 22.75% of male
Physicians. Altogether, nearly three—quarters of female physicians
today are less than age 45, versus half of malle physicians (Roback,
Mead, & Randolph, 1986).

Not only have their numbers changed, but their choice of
SPecialty has also gone through some transformations. In 1967 the top

five specialties of choice, in order, were pediatrics, general

Practice, psychiatry, internal medicine, and anesthesiology. Now,
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'Amore women are in internal medicine than any other specialty,

Esurpassing the more traditionally feminine specialties of pediatrics

and psychiatry. More indicative of the recent change in medical

[

5socialization is the increase in the number of women in specialties

'y
§
e
3

radiology, general surgery, neurological surgery, orthopedic surgery,

Ir i

- formerly considered out of women's domain, such as diagnostic

;:- plastiC surgery, and urological surgery. Between 1970 and 1980 these

Rl ORI o

'specialties grew three times or more in the number of female -

£

%—'g}ysicians {Roback et al., 1986).

Therefore, not only has it become more acceptable for a woman to

g become a physician, but it has become easier, albeit not without

g difficulty, for her to enter a male-dominated, prestigious specialty

suwch as surgery. The fact that the vast majority of fenale physicians

are in their marrying and childbearing years makes the study of the
intersection of their work and family roles timely. The following
section describes the extent to which female physicians become

involved in family life,.

Marriage, Family and the Female Physician

Female physicians marry at the same rate as other women, but
they marry later in life and have fewer children (Wilson, 1981).
Cartwright (1978) found that 75.5% of her sample of women graduating
from medical school in the mid-1960's were married 10 years later.
Six percent were divorced, while 18.4% had remained single. Forty
Percent of the married women were married to physicians, and half of

the women had children. Ducker (1980) found that younger women are
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pore likely to try to combine marriage, family and career. Of female

Fhysicians over age 50 only half had ever married, of which half had

i had children. Nearly three—quarters of women younger than 50 had

; married, and two-thirds of these were mothers.

Schmerhorn, Colliver, Verhulst, and Schmidt (1986) alsc found

age differences in a sample of Illinois female physicians. Eighty

- percent had been married, although only 62% were married at the time

" of the study. Half were married to physicians. Twenty percent of the

~ ever-married women reported two or more marriages. Nearly two out of

five wamen were childless. Almost one-third of women older than 70

' reported never having been married, in contrast with women age 30 to

39, where nearly three—guarters were married.

Some female physicians' family lives are very similar to those
experienced male physicians. Of the psychiatrists studied by Kashtan
and Dickey (1984) women were slightly more likely to be married
(79.3%) than the men (72.1%). Sixty-two percent of the women were
married to other physicians, compared to 11% of the men. Eighty-four
percent and 72% of the women and men had children, the average number
being 1.4. The average age for both sexes at the time the first child
was born was 32. Men and women were at equivalent points in their
training at this time as well. It should be noted that psychiatry has
traditionally been considered a "woman's" specialty, calling on skills
and abilities labeled feminine, with work schedules amenable to
women's family life. Women specializing in psychiatry are not unaware

of this adaptability.
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gince female physicians are very likely to be married to a
Ysician or another professional working full-time (Kashtan & Dickey,
4), the need for childcare and household help would seem to be

eat. However, temale physicians are not much different from other
;ofessional women in their degree of home chere responsibility.

;::ale physicians working full-time have significantly more
éponsibility for household tasks than male physicians, and spend

ore than twice as much time on such tasks. Amazingly, one-third work
;re than 40 hours a week in the home (Pyke & Kahill, 1983).

Hired help is not used as frequently as one might expect. The
siority of female physicians surveyed in the early 1970's were
égponsible for cooking, shopping and the planning of meals.

usehold cleaning and childcare were tasks that were easier to
siegate to others, yet one-third and one—quarter of the women,
espectively, were in charge of these activities themselves (Vacshak,
9?72) . In a study on women graduating from medical school between

4' 2 and 1982 (Phillips, 1983), 57% of the married women with children
ﬁ%and 66% of divorced mothers had what was defined as "minimal"
Ehildcare. Household help of one day a week or less was found in 60%
Zf the married families and one-third of the divorced families, the
;‘est doing without paid help. Kirchnér, Kossoff and Pickens (1984)
also found a lack of paid outside help. Three—quarters of their
sample of 336 female radiologists were married, 75% of which had
childrm. Part-time help was employed by 41%, 11% hired full-time

belp, and nine percent had live-in housekeepers. The remaining 39%

went without help at all; half of this group had children. Heins
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1979) found that female physicians were no more likely to hire help

-

than male physicians, although 80% of the smouses of the men did not

% work outside of the home.

Thus, although involved in a very time demanding career, female
g physicians have attempted to enjoy family life as much as other women,
“and indeed may have a more traditional home life than one would expect
' for wamen pursuing a non-traditional career. The fact that more yourg
female physicians are married and have families than older women
indicates that role permeability may be more of a negotiated issue
today than in the past. Nevertheless, in return for a fairly normal
‘fanily life female physicians have had to settle for a different

career path than their male counterparts.

 The Career Differences of Male and Female Physicians

The structure of medicine has developed as a classic model of a
profession, in which one devotes one's prime years to academic
achievement or successful practice building, while at hcme wives are
bearing and raising children, and managing home responsibilities
(Rinke, 1981). This time period coincides with the female pnysician's
childbearing vyears, with traditicnal role models pressuring women to
assume the burden for childcare. While both male and fenale
Rysicians complain of too many demands placed upon their time and
énergy, the nature of their complaints is different, reflecting
asymmetrical role permeability. Men tend to regret that they are
Spending too much time at work, and so little time with their

families, Women, conversely, express disappeointment in their
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: inability to devote more time to thelr careers (Heins, 1979; Kashtan &
- pickey, 1984). Because of the difference in considerations regarding
ghe mesh of career and family life, women's choices regarding their
p;—actices, their level of productivity ard income, and their level of
career achievement are all affected.

Practice choices. As discussed above, there have not been great

changes among women in the choice of specialties, at least among the
most popular specialties. Wamen's choice of specialties may be guided
by sex stereotypes of what is considered appropriate for women.

Ducker (1978) surveyed male pnysicians of medical school faculties and
found the most highly recommended specialties for women were
pediatrics, child psychiatry, psychiatry, and anesthesiology.
Pediatrics provided the greatest advantages according to these
physicians because it required fewer years of training, was less
competitive than other specialties, was considered to be particularly
satisfying to women, and it provided patients to which women were to
have a natural affinity. The selection of these specialties is
particularly ironic when other specialties, such as pathology or
dermatology, would allow women to have shorter, more regular work
weeks, which would be advantageous when raisimg a family.

When asked why they chose the specialty they did (internal
medicine, pedatrics, cbstetrics/gynecology, psychiatry, surgery, ard
medical specialties), female and male residents in 1969 did not differ
on the most impertant reason—the specialty was considered
intellectually interesting and provided challenging work (Davidson,

1979). However, the second mest important reason for the men was the
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gopPOftmity for more or closer patient contact, while women considered

"the better opportunities for limited hours of work. 1In general wamen

T e

¢ are less likely than men to subspecialize (Weisman, Levine, Steinach,

e

* g Chase, 1980). However, the women in Davidson's study (1979) were

§ep1anninq on subspecialties. The most important reason for their

# gelection, was, again, the opportunity for limiting hours of work.

i For men, intellectually interesting and challenging work was the

i primary consideration. Wamen are more willing to suwbordinate their

]

intellectual interests in exchange for specialties compatible with

; family life. A possible consequence of this is the fact that married
women are more likely than single women to not be in the specialty of
their first choice (Ward, 1982).

g Once female physicians have chosen, or had their choice
restricted to & specialty, they must decide on their practice settimg
and arrangements. Male physicians are more likely to be working in
office-based settings (62%), compared to 45% of £female physicians
(Roback et al., 1986; Wilson, 1981). According to Rinke (1981), 92%
of male and 73.8% of female physicians are in private practice. Men
are more likely to work in a solo or group practice, while women are
more often working in same other setting like a clinic, govermment
facility, or corporate setting (Bobula, 1980). In California, women
are twice as likely as men to be in a vrepaid medical group
(Bauder-Nishita, 1980). Women are heavily represented in the
hospital; 34% of women are either residents or are full-time hospital
staff members while 19% of male physicians are similarly employed.

Male and female physicians share similar percentages in
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fainistration, teaching, and research (Roback et al., 1986). The

‘adm

?‘me in Davidson's study (1979) were much more likely to choose to
il

wmrk full-time in a university or hospital setting, while the men wers

;;mre 1ikely to choose solo or amall partnerships for their practice

gsietting .

LA

Factors rated as important in the choice of a practice location

“for female physicians are available hospital resources, personal
e
E}jnfe-—style preferences, and career needs of spouses {Schermerhorn et

":e
3

‘51.. 1986) . Indeed, significantly more female physicians than males

-;'(34% versus 6%) had career plans altered by a relationship with a
member of the opposite sex (Heins, 1979). For women, the adaptation
‘{ncluded giving up residencies in order to be with spouses, not geing
into private practice in order to be more mobile for spouse

relocation, and choosing a specialty compatible with spouses' wishes.

Nearly half of the wamen in Ward's study (1982) had felt that their

family's need for their care had affected the positions they felt they

were able to apply for, and 41% felt similarly restricted by their

- husbands' careers. In the situation of the dual-physician marriage
(camprising 50% of female physicians' marriages) thers appears to be a
"gentlemen's agreement" to provide employment for an invited female
Physician's spouse. The opposite, unfortunately, is not always true
(Lorber, 1982).

Although there are roughly equal proportionate numbers of male

and female physician faculty members, their numbers have only recently
risen to achieve this parity. In the year 1977-1978, women made up

11.8% of medical faculties. In 1982, the percentage rose to 13.2%.
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{ gowever , women are underrepresented in the higher ranks and
overrepresented in the lower ranks, partly because of their recent
entry into academics. Women make up 5.1% of full professors, 12.3% of
associate professors, 17.5% of assistant professors, and 21.7% of
instructors. The highest proportion of women is in pediatric
departments, where 27% of the faculty are women. Fewer wamen reach
administrative positions in medical schools. In 1982 women chaired 26
basic science and 28 clinical departments. Pediatrics had the largest
nuanber of female chairpersons with eight. In addition, 56 associate
and 61 assistant deanships were held by wamen. In that same vyear,
nearly 30% of medical students were women (Braslow & Heins,

1981; Shore, 1984; Wilson, 1981).

How do female physicians find themselves in these situations?
various authors speak of "comfort zones," "channeling," and "choice by
constraint." Although single women are able to follow a career pattern
similar to men's, married famnale physicians with families must often
renounce positions of authority, power, and status. Women have to
choose one option, high achievement in a prestigious specialty, over
the option of marriage and family. As a consequence, women's choices
of specialty, subspecialty, and work setting are made in an
environment that inhibits full involvement in home and career.
Therefore, they choose "women suitable" areas, such as pediatrics ard
EMO's, where they will not disrupt expectations of proper behavior for
married women. "Not surprisingly, women will 'choose' to go where
they feel comfortable, welcomed, and competant™ (Bourne & Wikler,

1978, p. 438). For their own benefit they choose areas that provide
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£hem with the least amount of role conflict, although this often means
a canpromise in medical interests and professional status, since less
demanding specialties also tend to be less prestigious (Davidson,
1979; Yogev, 1583). Once in these positions, female physicians are

: further constrained by their families in the amount of time they can
% evote to their practice.,

Productivity. Female physicians, in general, work fewer weeks

'-":per year and fewer hours per week than do male physicians., Bobula

: {1980) found that women worked an average of 45.9 weeks per year in
1977 while men worked 47.1 weeks. There was also a difference in
:hours, as women worked 43.7 hours per week and men worked 50.9 hours.
langwell (1982) finds that men spend an average of one—and-a-half
hours more per week working than do wamen, a significant difference
that holds across all specialties, The 2MA (1984) however, found that
female phiysicians work 7.9% fewer lours per week than male physicians,
which translates into four hours less, if the average male physician
works 50 hours weekly.

As might be expected, female physicians see fawer patients per
week than do male physicians. Across all specialties this averages
out to 15% fewer per week (AMA, 1984). On average, female physicians
See 30-40% fewer patients per hour than do men (Reinhard:t, 1981).
Langwell found that women see .87 fewer patients per hour than do men,
rarging £rom .C9 for radiologists, to 1.27 for
cbstetrician/gynecologists (1982). Just why women see fewer patients
Per hour, or conversely, why men see more patients per hour, has not

been sufficiently explored.
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As female physicians are primarily in charge of family and home
responsibilities, it is not surprising that Curry (1983) found the

‘éargest difference in hours per week between men and women came during

-the childbearing years, peaking at age 35. Overall, female and male

.-}hy31013n5 worked 62 and 61 hours, respectively, per week. This total

Pincluded time spent on administrative tasks, and continuing medical
{gducatlon. The average time spent on direct medical service was 47.5
Ehours for men, and 43.6 hours for women. After age 45, women saw
.marginally more patients per week in significantly fewer hours than

{fma'l. Both before age 45 and after 55, women put in more time in

adninistrative chores and continuing medical education than men.

3
3
.:'

Ducker (1980) also looked at age differences, as well as number
of children, but for wamen only. Wamen under age 50 had a higher
level of professional activity than older women, even though these
women were much more likely to be married and have children. Not
surprisingly, they were also twice as likely to feel that their
personal life suffered fram their professional involvement. Wamen
with fewer family obligations were able to achieve‘an even higher
level of professional activity. Mitchell (1984) compared men and
women on hours per week, and the effect of personal and household
characteristics. By only considering offi;::e-based private practice
physicians who worked at least 20 hours per week, and excluding
physicians from groups greater than nine, the sample of wamen is
really more comparable to male physicians than to many female
physicians. Nevertheless, there were sex differences. Men worked

48.2 hours per week, while women worked 46.9 hours, which totals up to



g2 hour difference in the course of a year. Women's age had no

bfe:t on the number of hours they worked per week, which is probably

.‘-p;ovider" role. Married women worked significantly fewer hours than

did single women. Marriage had no effect on men's hours. Mitchell

Q_g‘;are able to substitute leisure for market work, due to a higher
cambined family income than single women's income. What is also
“likely is that the married women (the average age was 50) have been

subordinating their careers to their husbands' careers and maintaining

samewhat traditional gender roles at home.

Kashtan and Dickey (1984) also found that the presence of
children did not directly affect the hours female physicians work, in
addition to finding that martial status alsoc had no effect. Although
female psychiatrists worked significantly fewer hours than men (38.4
versus 52.8), this difference was not related to marital status,
nunber of children or any other reported characteristic of their
careers or personal lives. Even without children, female
psychiatrists were far more likely to work fewer than SO hours a week.
Pyke and Kahill (1983) failed to find sex differences for married
physicans for hours or patients seen per week, although once again,
the sample was restricted to those working full-time. Conversely,

Cohen and Korper (1976) have found that the presence of children does
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fjave a significant impact on hours of work, and the number of children
"had a strong negative relationship with hours of work—the more
children a female physician has, the fewer hours she works. Cohen and
Korper included women working a wider range of hours than Mitchell

"‘4(1984) , therefore it is likely this study included mothers working

%

fewer hours expressly to spend more time with their children. Weisman

B e e 1

7 B

l and Teitelbaum (1987) found in their sample of young married

3 physicians that the sex difference in hours worked (waomen working 61.8

SR

hfurs, men working 69.3 hours), persisted after adjusting for family
ard practice-type variables. The more involved women were in

~ household and childcare responsibilities, the fewer hours they worked
professionally. The same was not true for men. The authors suggest
that, as they did not measure time allocation for home
responsibilities, women may be spending more time per houshold task
than do men.

Besides the obvious but not always substantiated explanation of
family responsibilities restricting wamen's hours, productivity may be
affected by practice type. The differences in hours worked may in
part be related to the setting in which physicians work.

Institutional or hospital-based settings, where women frequently work,
often have more limited work schedules (Cohen & Korper, 1975).

Both Qurry (1983) and Bobula (1980) roted a decrease in the
Productivity gap, but they offer opposing explanations for the
phenomenon. Bobula (1980) found that women increased their number of
hours from 41.8 hours per week in 1973 to 43.7 in 1978. This increase

is almost solely responsible for the 2.4 hour difference between men
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d women's hours. CQurry (1983), on the other hand, states that women

=

are not working more but men are working less, possibly representing

FUERAR YT

an increased humanization in the expectations of what a reasonable

WL

work load for a physician is. As both data sets were collected in the
late 1970's, it is unclear what the approrriate explanation is.

Career interruptions and "commitment." A sore point among

female physicians, as with all working wamen, is the question of
career "commitment” in the face of career withdrawals to btear and
raise children. Because of these withdrawals, scme in the profession
consider the training of women to be a poorer investment than the
training of men (Jussim & Muller, 1975). In spite of these attitudes,
women in medicine have a much lower withdrawal rate than women natural
scientists, engineers and secondary school teachers (Rossi, 1965), and
are as likely as male physicians to be considered by the AMA as
"unclassified," "inactive," or unreachable (10.9% for women, 9.9% for
men) when it conducts its annual census {(Roback et al., 1984).
Professional commitment is considered to be a personal
characteristic taken for grantasd in male physicians but questioned in
wamen, since commitment is corgruent with male gender role
expectations, and incongruent with female gender role expectations
(Bourne & Wikler, 1978). Male medical school faculty members express
stereotyped concerns about professional commitment of women medical
Students, however their assumptions about women are not without basis:
Men know they could not do what they do professionally if they had
to do what their wives do for them in addition to their work. And
men know that they could not do their work as they currently do it

if they lacked a wife to Kkeep their private lives in order.
(Bourne & wikler, 1978, p. 433)
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what is the solution? Typically, wamen have trained in less
demanding specialties, taken salaried positions in EMO's and clinics,
| and stayed in the lower echelons of academic medicine, all

| compromises. These positions can tolerate interruptions and permeable
roles much better than more demanding, professionally prestigious and
power ful positions, and therefore the woman's personal life is not as
threatened. "How do her male colleagues see this? Incredibly, many
of them choose to see this rather grim and highly responsible series
of tradecffs as frivoloué or as evidence of incompetence" (Angell,
1981, p. 1161). 2angell believes there should be a restructuring of
medicine to recognize the special needs of the family.

Medicine so far, except for part-time residencies and matching
married residents, has rejected pleas for accommodation. The primary
arguments against accommodation are: 1) medicine is a calling so
&Xacting that nothing short of tireless dedication is required to
maintain skills, and therefore a compromise in time means a
deterioration in quality, and 2) setting up a systeam in which leaves
of absence ang part-time work were routine (and respectable) would be
iﬂefficien‘:. Angell (1981) repudiates both of these arguments,

Stating there is no evidence that female physiclans are less competent
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5than male physicians although women work fewer hours. "Truth is that
¢ nobody knows how much time it takes to be a good doctor™ (p. 1162) .

The second argument would make sense if there was a shortage of
physicians, however, quite the opposite is true.

The result, then, is women working fewer hours with more career

f interruptions. Heins (1979) fourd that female physicians with career

; interruptions were much more likely to be married than women without

i interruptions, were more likely to have children, and were less likely

| to be employed full-time. Mandelbaum (1981) also studied what she
called "persisters" and "nonpersisters.” Persisters were older and
less likely to be married. Those who were married, had married later
ard had fewer children than nonpersisters. Nonpersisters were
personally more responsible for childcare and had more limited work
hours. Persisters were happier in their marriages than nonpersisters,
which Mandelbaum interprets as a result of fewer compromises in their
careers. Cartwright (1978) found interruptions in training to be
strongly negatively related to subsequent career satisfaction.

Part of the problem has been the consistent misconception of
equating "commitment"™ with career continuity, a tautological error of
defining people as comitted because they act as if they were
cammitted. Characteristics of commitment should be defined
independently of the behavior commitment serves to explain (Laws,
1976; Quadagno, 1978). Quadagno hypothesized that the endorsement of
the intrinsic values of work could define commitment. She found that
Physicians of both sexes between the ages of 55 and 72 were equally

likely to consider the intrinsic aspects of their work more satisfying
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than extrinsic aspects. Women in Quadagno's sample did not have more

career interruptions than men, although the interruptions were

- s1ightly, yet not significantly, longer. While the quantity was

- equivalent, the guality was different. The career interruptions of
these middle-aged and older men were for World War II, the Korean War,
and later, illness, Although they interrupted their careers ard
practices for war, they remained physicians during the interruptions.
Not so the wamen. They dropped out for raising children, scme
returning gradually, working part-time and then full-time as the
children grew older. Effects of such role permeability on their
careers were varied. As one woman said, "Women raising children will
do jobs that no one else will take"™ (Quadagrno, 1978, p. 66).

Heins also found that men and women were equally likely to have
interruptions, but that the quality, again, was different. Contrary
to women's situation, men who were married were much less likely to
have had an interruption. "Possibly having a helping wife makes it
easier for men consistently to pursue career objectives, while being a
helpful wife sometimes interferes with career objectives for women"
(Heins, 1979, p. 223).

Quadagno (1978) states that the rigid definition of career
commitment as a full-time all consuming activity is harmmful to wamen
{and sometimes men) whose nurturant activities are disparaged. As

Holstram is often quoted:

In a curious paradox of human values men have been criticized only
slightly for career interruptions in which their task was to kill
off other members of the human race; but women have been severely
criticized for taking time away fram their profession in order to
raise the next generation. (1972, p. $4)



Income. HKnowing that female physicians tend to work in less

£
3

fdistinguished specialties and settings, work fewer hours and are more

jikely to have career interruptions for childbearing, it is not
mexpected that their income is lower than men's. The mean net income
4n 1977 for female physicians was $38,194 versus $62,47C for male
g;ysicians. The income differential, unadjusted for difference in
specialties or hours, was 38.9% (Langwell, 1982). In 1982 the average
annual net income (before taxes) for female physicians was $65, 200
yersus $102,000 for men, a difference of 36% (AMA, 1984). tHowever,
between 1972 and 1982 female physicians' income has increased at a
slightly faster rate than men's (nine percent for women versus eight
percent for men).

Several factors enter into female physicians' lower earnings.
Female pnysicians are disproportionately in the lower-paving
specialties, such as pediatrics. Once adjusting for hours per week,
weeks per years and specialty, both Wilson (1981) and Bobula (1980)
found that women still earned 70-80% of mens' earnings. Langwell
{1982) found that the hourly earnings differential unadjusted for
specialty was 22.1% in 1977. The AMA fourd the hourly difference in
1982 to be 24% (1984). Within specialty, this difference ranged from
-18,8% for anesthesiology (wamen earning more per hour) to 44.7% for
Internal medicine in 1977. The AMA did not examine the specialties in
as much detail as Largwell did. Women in medical specialties,
Surgical specialties, other specialties, and general/family practice

earned 31%, 21%, 20% and 19% less, respectively, than did male
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{physicians in these specialties. Although age has an effect on the
g{eaming differential between male and female physicians, the
Tgdifference is still evident, which will be discussed below.
| The difference in incame cannot be attributed to a preference
for male physicians. Langwell examined market conditions that may
affect female physicians' earnings, and specifically, the demand for
female doctors. ©She found that across all specialties (except for
psychiatry) female physicians are able to charge significéntly more
for an office visit of a new patient and an established patient than
do male physicians. Langwell concluded that female physicians are not
charging higher fees in order to meet higher practice costs, since
male physicians paid 44 cents in professional expenses while women
paid 41.7 cents for every dollar of gross income. There was some
variation by specialty in that women in internal medicine, surgery,
and obstetrics/gynecology have higher expenses. Further evidence for
the demand for female physicians is the time a patient waits to see
the physician. Patients must wait almost two days longer to see a
female physician than a male physician. This suggests that female
physicians face a greater demand for their services than do men, but
their shorter work week may contribute to this demand (Langwell,
1982) .

Career achievement and the family. As has been implied, and

possibly because of role permeability, female physicians are not as
free as men are to take the positions they may desire, or maximize
their level of productivity, and consequently their earnings.

Overall, their level of career achievement is lower than men's when
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'ﬁeasured by such indices as board certification rates. Female
'.physicians are much less likely to becane board certified than their
" pale peers; 36.7% of women are certified compared to 56.3% of men
'{Roback et al., 1986).

j Lorber and Ecker (1983) studied a matched sample of male and
‘}.fenale physicians who graduated from medical school in 1960 and were
3 followed through to 1976. Comparing their level of professional

". attaiment (made up of such variables as board certification,
publications, offices held in professional organizations, percentage
§f patients referred to them, and so forth), women were significantly
less likely than men to have achieved a high level of attainment,
although they were equally likely to be moderately successful.
Examining several variables from medical school days, such as test
scores and peer evaluations, as well as present personal
characteristics, lorber and Ecker found that there was a lack of
consistent, progressive impact of these variables on subsequent
professional attainment for women, as opposed to for men. Level of
fanily responsibility had a significant negative impact on attainment
for women, and had nc effect for men.

Those who do achieve a high level of success are almost
oddities, both in their rarity and in the degree to which they have
rejected a family life. Nemir (1981), in presenting short biographies
of the eight women chairing pediatrics departments in U.S. medical
Schools, cheerfully stated that "Three of the eight have shown that
Marriage and childrearing can be successfully combined with a

diS‘u‘-inguished career" (p. 183). Somehlow, one would expect that more
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;;‘_ than 38% of male pediatric chairmen are married with children. As nas

 neen discussed earlier, the substantial age difference between male
and female physicians is partly responsible for the difference in
personal and career characteristics. The effects of age will now be

discussed in greater detail.

Age Differences Between Male and Female Physicians

Is it possible that with changing attitudes in society, younger
female physicians can combine family and career roles without the
drastic campromises of the past? There is evidence that women are
finding it easier to be invelved in both spheres. Ward (1982) studied
the careers of medical women belorging to two cohorts; those earning
their degree in the years 1949 through 1951, and those who earned
their degree in 1965. The results of her study show that times have
changed for women, possibly making it easier for women to combine
marriage, family and a demanding career, or at least now more wamen
are willing to try. Most of both cohorts were or had been
married; 55% of all those married had physicians or dentists as
spouses. The older group had an average of 2.44 children, the younger
cohort had 2.21 children. The younger cohort had married and had
children at a younger age than the older group. The average time
Spent away from practice during the first 12 years after qualification
was 2.7 years for the older women, 1.8 years for the younger women.
After 12 years, 47% of the older women were working full-time (this
group was less likely to be married) and 30% were working part-time.

Over half of the younger group were working part-time (52%), and 39%



were working full-time. However, 233 of the older women were not
practicing at all, versus nine percent of the younger group (and of
these, 65% had been away for less than two years). The women in the
Jater conort were apparently better able to combine marriage, family
and career than the women raceiving their degrees during the early
1950's. They may be working part-time to accommodate their family,
but they have not at least found it necessary to stop practicing
altogether.

Gender role expectations may now have a smaller effect on
women's choice of specialty. A 1977 study showed that women were
twice as likely to choose pediatrics for a residency as they were to
state they preferred it (Matteson & Smith). Younger women, however,
may be more sure of their decision. Those who may have formerly gone
into pediatrics because of perceived barriers to more male-dominated
specialties are able to go into these specialties more freely than
before. Weisman et al. (1980) computed the proportion of female to
nale residents in selected specialties and found that the specialties
which wamen entered more frequently than men in 1970 (pediatrics and
psychiatry) show substantial declines towards an equal proportion of
nen and wamen and the specialties chosen less frequently by women than
men (general surgery, family medicine, and internal medicine) in 1970
show a gradual increase. Schermerhorn et al. (1986) found that
vounger female physicians were less likely to stress the importance of
"canpatibility with spouse's career preference" than older wamen when
choosing a specialty, and are more willing to give more consideration

to their own professional needs.
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Comparative youth may affect type of practice. One quarter of

;medical clinics. Diamond suggests that many of the younger women are
salaried as they need to pay off college and medical scheool debts.
j'ome these debts are paid off and children are older, private practice
with its high startup costs and possibly more demanding schedule
Eecanes a viable alternative. If o, a higher level of productivity
i‘muld be expected from these women as they get older.

v 2ge has a definite effect on productivity. Women age 40 or

- younger work 10.6% fewer hours per week than do men of the same age
§‘group, supporting the theory that wamen are busy bearing and rearing

children at this time, a responsibility not equally shared by male

.
>
P
@,

« physicians. In middle age, the differential lessens somewhat, with

women working 6.6% fewer hours than men (AMA, 1984)., However, female

DYPTPT IFERY,
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gphysicians age 56 ard older work 12.1% fewer hours, contradicting
Dimond's notion (1983) that a woman will be able to use her later
years to devote to her practice (freed of many denarding family
responsibilities) and supporting Heins, Smock, Martindale, Jacobs and
Stein's (1977) finding that wamen tend to retire, or work fewer hours
When their husbands retire. It is possible, then, that the effects of
asymmetrical role permeability may continue well past childrearing
Years, However , another study examining the number of hours worked by
female physicians of different age groups found no statistically
s'igr‘.ificant differences (Cohen & Korper, 1976). There is also a

relationship between age and the number of patients seen per hour.
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Wdﬂeﬂ of childbearing age see 20.1% fewer patients than men of the
same ade group, whereas older women see 17% fewer patients than
imilarly aged men (AMA, 1984). Again, the sex differential in
/patients seen per hour has yet to be examined in detail.

The effect of age on income is not linear either, as the income
\ differential is less for older physicians, and greatest for
middle-aged physicians. Women age 40 or younger, 40 to 55, and 56 or
'more earn 36%, 37% and 22.6% less per year, respectively, than do male
rhysicians in the same age cohorts (AMA, 1984). Hourly earnings have
also been examined by age groups, where we find that, "among

; physicians over the age of 55, female physicians on average earned

7‘? more per hour than males in 1982" (aMA, 1984, p. 331). Close

é examination reveals that these women earned, on average, $.20 more per
.

hour than did the men, or .5% more. Wamen 40 years old or younger
earned 14% less per hour than similar aged men. Micddle-age women, 40
to 55, earned 28% less per lour than men.

Considering one specialty, pediatrics, the status differential
represented by board certification rates is decreasing. Although
overall 22% more male pediatricians are certified than female
pediatricians, the gap aprears to be decreasing among the yourger
Pediatricians to approximately 15%. When considering U.S. medical
School graduates alone, there has been a strong, steady increase in
the proportion of certified female pediatricians. The certification
fate difference between male and female pediatricians who graduated
frem U.S. medical schools between the years 1967 and 1976 is

aporoximately five percent (American Academy of Pediatrics, 1981).



It would appear that asymmetrically permeable role boundaries
pave affected the careers of fenale physicians. Do female and male
;,ysicians pursue their careers and personal lives cognizant of such
‘;ttitudes and societal constraints? Or, are they unaware of this

E&mtual influence? The expectations of future physicians regarding

- sheir own ability and the ability of others to successfully combine

ufamlly and career is discussed below.

gf:ﬁole Permeability and the Expectations of VYoung Physicians
. ? Although it appears that proportionately more female physicians

-
. are trying to remain involved in their careers and have a family life
7

¢ than before, tney are not unaware of the difficulties such an
“:'"mdertaking entails. Bonar, Watson and [oester (1982) studied the
expectations of future physicians regarding their plans to combine
~marriage and career. Medical students were asked about their ideal
expectations and what they actually expect to occur on the subjects of
marriage, children, income and so forth. Significantly more women
than men experienced role strain (operationalized by a difference
between "ideal" expectations and "real" expectations) regarding the
possibility of marriage and occupation of spouse. In addition, nearly
half the women indicated role strain in relation to income, location
of practice, number of children‘, and the age they would like to be at
the birth of their first child. Sex differences in real expectations
In these areas were significant. Ideally, 44% of the women would
interrupt their careers to rear children, 69% expect they actually

will. Male medical students are not quite as family oriented; seven
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'-fcent would like to interrupt their careers for children, five

rcent expect to actually do so.

Fortunately, few of the men or women expected, ideally or
T‘actually, to interrupt their careers to accommodate their spouses'
L;:areer, however, the role strain was still evident here. Ideally,
':five percent of the women would interrupt their progress to help their
}Spouses' career; 10% of the men felt the same. Eighteen percent of.
;the wanen believed they will actually have to, while again 10% of the
“'fmen believed they will. Women expected to share equally with their

-spouses the tasks of childcare, housework, yardwork, home repair, and

child expenses. The men did not expect to share equally on any of
fthese tasks, but expected to share less on childcare and housework,
and more on the remaining tasks (Bonar et al., 1982).

The medical students in a study by Ruhe and Salladay (1983) felt
that gender was not relevant regarding friendship, but it was for some
when considering a professional partnership. The predaminant response
for men and wanen was that gender was not relevant (71% and 85%,
respectively) . Five percent of the women and 3% of the men preferred
a professional partnership with a woman. A professional partnership
with a man, however, was preferred by 11% of the women and 26% of the
Men. That one—quarter of the male students stated a preference for a
male professional partner may be related to their attitudes regarding
Motherhood and full-time medical practice. Significantly fewer men
than women felt that a woman can adequately be both a full-time
Physician and a wife and mother (37% versus 60%). The possible

fconomic disadvantages of a partnership with a woman practicing
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,part’time may be influencing these preferences. A majority of both
gexcs felt that a man could adequately fill the roles of full-time
Jhysician, husband and father, however proportionately more women than
pen were uncertain that this is possible (25% versus 17%), perhaps
reflecting a greater awareness of the Herculean task of taking on a
demanding profession and a family.
. Grant, Ward, Brown and Moore (1987) found that expectations
about family and career involvement differed little over the course of
medical education. Medical students surveyed three times changed
little in their plans to give equal balance to work and family.
Jowever , when asked about actual time commitment, students always
anticipated committing more time to their careers than to their home
Jife. This tendency increased over time. Time commitment to home
life experienced a reciprocal reduction. However, men always planned
on devoting more time to their careers than women, while women
anticipated more time in family pursuits than did men.
s Three quarters of the female students and faculty surveyed by
Scadron, Witte, Axelrod, Greenberg, Arem, and Meitz (1982) disagreed
that female physicians who spend long hours at work are neglecting
their responsibilities to home and family. Half of the male faculty,
and 56% of both the male medical students and administrators disagreed
3AS well, which was a significant sex difference. 1In another study,
Tesidents and faculty were asked about the feasibility of combining
family and career in their own lives (Shapiro, 1982). Male

Tespondents had a significantly more negative attitude than did

females towards balancing family and career. Proportionately more of

4
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" pen were married than the women, so it is likely that the men were
whe

w

king £
sp??
jent than men about their own ability to combine medicine,

rom experience. At any rate, wamen have beccme more

Aconfi
'Imarriatle and family. Perhaps male students and faculty are unaware of
the cacrifices women are apparently willing to make, and so
unde,;estimate wanen's degree of ability and commitment to medicine as
2 career .

women may be held back by their own gender role socialization,
- nable to give up certain activities that would allow themselves to
achieve professionally without sacrificing their perscnal life.
symonds , 2 psychiatrist counseling "superwomen" physicians describes a
patient who was on the faculty of a medical school and,
canplained bitterly that she shopped, prepared the meals, and did
the laundry while her husband, a successful lawyer, did not help
her with these chores. When I asked her why she did rot get
domestic help (which they could afford), she said it would be too
extravagant. After all, it was only the two of theam, and besides,
her mother never had any help. The fact that her mother was an
uneducated woman who was a full-time housewife did not seem to
make any difference to this woman. (1983, p. 31)
Yogev (198l) suggests that beirmg in charge of family work legitimizes
the career achievement of women who were reared and sccialized
according to traditional gender role sterotypes. Young women and men

tday are currently undergoing a role expansion process that will

Pssibly lead to more egalitarian relationships at hame.
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when considering the concept of asymmetrically permeable role
bourdifies for the work and family roles of men and women, female
ﬁwsicians seem to be likely candidates for experiencing the intrusion
of family responsibilities into their work role as detrimental to
their career progress. The sex differences in the career and family
1ife patterns of physicians are consistent with this view. 1In
addition, young male and female physicians appear to anticipate that
their future professional and personal lives will follow the "cultural
mandate," although not without misgivings, and perhaps not to the
degree physicians of the past have. Therefore, an investigation of
the family and work roles of female and male physicians, where
asymetrically permeable role boundaries seem to thrive, should
provide evidence for the effects of this permeability. This study
exanines one side of the permeable boundary, that which allows family
responsibilities to intrude into the work role.

In a study of work and family roles of physicians, we can expect
to find major sex differences. Women are likely to be be more heavily
Invelved in the family role, men more involved in their profession.
However , there should be variation in the level of role immersion
deperding upon the age and sex of the physician, whether the physician
has children. Young women of childbearing age may be more involved in
the family role than older women, and yet may be equally involved in
the work role, as vounger women, through various coping strategies,
Outside help, and a less traditional spouse, may more efficiently

delegate their various responsibilities. However, childless women of



53

anY age may be more similar to each other in their level of
swolvenent in both roles, and may also be more similar to men in

their involvement, than to women with children.

Yourger male physicians may also be more involved in the family
role than older men, although, again, the presence of children may be
fhe major determinant of role involvement differences among men. It

ijs unclear whether the work role of younger physicians will be as

heavy or lighter than that of older physicians. As heavy, due to the

still present pressure to achieve while young, or lighter in

recognition of a career-oriented wife? In addition, does the

intrusion of the family role into the work role vary by sex and by

"‘age? Are younger men making more accommodations than older men,
“f[yomger women less than older women? To summarize, this study tests

the following hypotheses:

la. Women and men's family roles are different from each other,
in that women are more involved in the family role than
men.

lb. There is an interaction between sex and age cohort that
will affect the amount of involvement in the family role of
men and women. Younger men and women can be expected to be
less involved, whereas men of the older groups may be
equivalent. Women of the middle age group can be expected
to be the most heavily involved.

¥

Men will show greater work role involvement than women.

2b. There will be an interaction between sex and age cohort
that will affect the amount of involvement in the work role
of men and wamen. Men of the two younger cohorts can be
expected to be similarly involved in work, while men in
their mid-40's and older may be decreasing their efforts.
A negative linear relationship is expected for women, i.e.,
decreasing work role involvement with increasing age.



The family role makes more intrusions into women's work
role than into men's work role.

There is an interaction between sex and age cohort that
will affect the amount of intrusions made by the family
role into the work role of men and women. The greatest
level of pemmeability for wamen is expected to be found in
the youngest age cohort, when considerations about, if not
actual, family role demands are expected to be at high
levels. Permeability is hypothesized to greatest for men
in the 36 to 45 year old age cohort, when both family and
work role demands are expected to be at high levels.
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The sample of pediatricians for this study was drawn from the
AMA'S Masterfile of Physicians. The sample of 3000 was randamly
stracified by sex and board certification, i.e., one—quarter of the
sample were non-board certified women, one—quarter were board
certified women, and the other half was made up of similarly qualified
pnen. Another specification for the sample was the exclusion of
pediatric residents and retired pediatricians.

After one precontact letter and four mailings, 2,326
pediatricians had responded. Several of those responding proved to be
fully retired (169). Same physicians were still in residency
training, or had left pediatrics or medicine altogether (37). In
addition, 10 of the potential respondents were deceased. These 216
tysicians were considered to be out-of-scope. After adjusting for
the number of out—of-scope respondents, the number of respondents to
%¢ included in the analysis was 2110, a response rate of 77.5%. The
“ésponse rates for the four stratified groups were as follows: 71.1%
Br non-board certified women, 82.5% for board certified women, 71.2%
Sr non-hoard certified men, and 85.3% for board certified men. Board
“ertified pediatricians may have been more likely to respond because
it a deeper commitment to the organization sponsoring the
Yestionnaire, the Anerican Academy of Pediatrics. In addition, the

PR 3 . . .
“®Stionnaire may have been more interesting to those who are board

55
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The questionnaire (see Appendix A) was developed to measure

':areer barriers and facilitators, and therefore asks about board
Poertification, marital status and family/home commitments,
i,;ganization membership and involvement, importance of belonging to
l‘inedical organizations, and professional activities (e.g., hours and
weeks worked in 1984, incame, career interruptions, and so forth). In

&
7

faddition, age, medical school, year of graduation, and major

?"professional activity (such as research or administration) were

f"variables that were supplied with the sample from the AMA.

Procedure

Each of the 3000 pediatricians in the sample was sent a
precontact letter fram the American Academy of Pediatrics in September
of 1985 one week before the questionnaire was to be mailed. The
letter stressed the importance of the survey, and urged the
Cooperation of the pediatricians. One week later, each pediatrician
Was sent the questionnaire, a cover letter samewhat similar to the
Precontact letter, and an Academy addressed envelope in which to
teturn the questionnaire.

Four weeks after the first mailing of the qQuestionnaire, a
Second mailing was sent to pediatricians who had yet to respond. This

Mailing had an additional note, in bright orange paper, urging
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iatricians who were retired to please either return the
Stionnaire marked "Retired," or to contact the Academy regarding
ir retired status.

,, After another four weeks, a third mailing went out with a
i.eqised cover letter. The fourth and last mailing of the
:.q.',estionnaire was in January of 1986. All during the mailing period
;;ttgnpts were made to contact pediatricians who had moved since the
pMA had last collected information from them.

The returned and campleted questionnaires were coded by three
fcoders. An interrater reliability check on 10% of the questionnaires
selected at random resulted in kappa coefficients (Cohen, 1960)

fi ranging from .935 to 1.00 for the closed-ended questions, and .660 to

} 1.00 for the open-ended questions.




RESULTS

,; a discussion of the analyses for Hypotheses 1lb, 2b, and 3b, which
-éoncerned the effects of age cohort and sex on role involvement and
A

_,pe;meability. The procedure for testing each of the individual

Phypotheses then follows.

Tay

The first set of analyses reported here tested the hypotheses
;concerning sex differences in family role involvement, work role
i:involveme'lt, and work role permeability using chi-squares and t-tests
Emth sex as the independent variable. The second set of analyses
E tested the effects of the interaction of sex and age cohort on family
?role involvement, work role involvement and work role permeability.
The sample was divided into age cohorts as follows; those age 35 or
| Younger, those 36 to 45, and those 46 or older. In addition to age

Cohort and sex, the presence or absence of children was also included
3 an independent variable. The dependent variables used in these
MNalyses were aggregated so that multivariate analyses could be used
0 test the int:eracticms.1 This aggregation was accomplished by
transformirg individual variables relevant to family role involvement,

Wor} . iy s .
'K role involvement and work role permability into z-scores,

(O3]
(o]
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then summing these groupings of z-scores to develop the interval
ales of Family Role Involvement, Work Role Involvement, and Work

' e Pemmeability. Analysis of variance tested the impact of age,

, and the presence or absence of children on the level of
finvolvement in the two roles, and on work role permeability. If the

teractions were significant, simple effects analyses were used to

clarify the nature of the interactions.

As mentioned in the Method section, 2110 pediatricians returned
useable questionnaires. Response rates from men and wamen were
_approximately equal (78.3% and 76.8%, respectively). The final sample
included 1042 men and 1068 wamen. The average age of the men, 46, and
women, 41.3, was significantly different, £(2108)=10.35, p<.00l. This
age difference between the male and female pediatricians of this
sample is not an anamaly, as it reflects the recent influx of wamen
i into all medical specialties. The distribution did, however, pose a
problem in dividing the sample into cohorts. Because of the
’; Predaminance of young female pediatricians, dividing the age
distribution into cohorts with equal pfoportions of men and wamen was
impossible. The cohorts chosen produced the least skewed proportions
of men and wamen, although the cohorts still reflect significant
differences in age, X2(2,_I:1_=2110)=100.02, p<.0001 (Table 1).
Because of traditional expectations of maternal involvement in
the family, the presence of children was hypothesized to exert a

stronger influence on the female pediatricians' work and family role
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fable 1

percentage of Men and Women in the Three Age Cohorts
perc=

_l*jl_e_rl Women

EE Cohort
¢35 21.0 _ 30.3
o (219) (324)
.36 to 45 33.1 44.6
L (345) (476)
46 + 45.9 25.1
(478) (268)
100 100

e number of respondents is given in parentheses.




"involv,renent and work role permeability than on male pediatricians'
'involvene’lt and permeability. Most of the pediatricians were parents

'(86-9% of the men, 74.9% of the wamen), but there was a greater

percaqtage of women than men who were childless in the 36 to 45 year
-1d age cohort, %2(1,N-821)=4.52, p<.0S, and in the 46 or older age
orort, X2(1,4=745)=61.11, p<.0001 (see Table 2).

The analyses and results for each of the hypotheses will now be
discussed, each followed by a sumary concrerning the overall rejection

or acceptance of the particular hypothesis.

sex Differences'in Family'Role Involvement-

Hypothesis la: Wamen and men's family roles are different from
each other, in that women are more involved in the family role
than men.

Variables that were used to operationalize aspects of the family
role for this hypothesis were: marital status, responsibility for
home chores, the number of-children, and responsibility for childcare.
These variables assessed whether the pediatrician was single, married,
or once—married, and whether the pediatrician had responsibility for
wusework and childcare, or if these tasks were delegated to others.

In addition to the number of children, approximate age of non-adult
“hildren was available (i.e., younger than age six, and ages six to
3). The literature on family work has suggested that heavier family
fole involvement is associated with the presence of young children at

®me for both men and women. Family role involvement then, could

‘4me from being single and childless, with no responsiblity for



Men

65.8
87.8
(303)

95.8
(458)

(144)2

Women

62.7
(203)

82.1
(391)

76.9
(206)

e number of respondents is given parentheses.
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,housemrk, to being married with children under age six and

responsibility for both housework and childcare.
Sex differences in marital status and responsibility for home
chores were examined with chi-squares. The possible categories of
marital status were "married," "single," "divorced," or "widowed"
‘(Table 3). Male pediatricians were more likely to be married than
Women , x2(3,_1\1=2102)=56.51, p<.0001; however, this could be a result of
their disproportionately older age, as older pediatricians were
significantly more likely to be married than the younger cohorts,
x2(2,§=2102)=8.01, p<.05. Women were twice as likely to be divorced
than the men, possibly a reflection of the greater strain felt by
professional women universally in trying to maintain a demanding
career, marriage, and possibly a family. Women were also twice as

¢ likely than men to be single, which may be an acknowledgement of the
potential strain of combining marriage and career and/or a result of
 their younger age.

Although the respondents were provided with several possible
alternatives that best represented their housework arrangements, for
simplicity these categories were collapsed into "self," "spouse,"
"other family member," "paid help," and "other." The majority of
¥Wmen were in charge of housework in their households, while men were
More likely to be able to delegate this responsibility to their
SPouses (Table 4). Women were much more likely than men to hire
Outside help to take on these chores (32.5% vs. 13.7%),

L y2
| X°(4,n=2045)=1104.87, p<.0001.
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responsibility
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self 8.3 55.1

(85)2 (565)

“spouse 72.0 2.9

(734) (30)

 Other family member .4 3.1

(4) (32)

paié hnelp 13.7 32.5

(140) (333)

Cther 5.5 6.4

(56) (66)

100 100
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The number of respondents is given in parentheses.
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A —-test was used to examine the sex differences in the number

of chiléren. Male pediatricians had significantly more children than

;»did samale pediatricizns, on average having 2.5 children, compared to

. the 1.8 children of female pediatricians, £(2084)=11.08, £<.00lL. The
'approximate age of children younger than age 14 was gauged by creating
;twO new variables that counted whether respondents answered gquestions
‘regarding childcare arrangements for children younger than age six,

{ and/or children aged six to 13, These variables cannot tell us how
pany chlldren are in these age groups, but they can tell us how many
nmen and wanen have children of these ages. Chi-squares were used o
ascertain whether men and women differed in their parental stage
first including all men and women, and second including only carents.
verall, women were more likely than the men to have children younger
than age six, X2(1,§_=1978)=ll.34, p<.001l (Table 5). Considering
parants only, significantly more of the mothers had children younger

2

than age six, X“(1,N=1%87)=39.97, p<.00CL, and children between the

X?(1,N=1629)=13.82, p<.C0l (Table 6). The

des 2f six and 13,
matority of fathers, conversely, had children over age 13. Therefore,
Atho gh wamen had significantly fewer children than did the men, they
"re nore likely to have children in age groups demanding mere time
&C attention. This is, no doust, partially a result of the yourger
overall of female pediatricians, as pediatricians of the two
Paxer conorts were significantly more likely <o have children

2

nger than age 13 than did the older cohort, X°(2,N=1705)=872.67,
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percentage of Men and Women in the Total Sample with Young Children
perc™

ge af Children

e

<6

f to 13

Men

36,8
(3572

36.7
(371)

Women

44.3
(447)

38.9
(393)

8he number of respondents is given in parentheses.
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ge'rggﬁ_‘;’:aﬂ_eo_f Men and Women Parents with

Men
‘w ggkchildrén
<6 42.7
(356)
6 to 13 42.4
(371)

Women

58.8
(443)

51.8
(391)

%he number of respondents is given in parentheses.
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Finally, responsibility for childcare was assessed. Several
childcare arrangement alternatives were provided (see Question 10,
Appendix A), but these alternatives were collapsed into "self,"

’nsg,\i,iée," "other family member,"” "paid help," and

]

nother ." Chi-squares were used for childcare arrangements for
children younger than age six, and for children between age six and 13

r

(Table 7). As with responsibility for household chores, there were

significant differences in childcare responsibility between men and
wemen, both for those with children yourger than age six,
%2(4,N=804)=391.59, p<.0001, and for those with children aged six to

13, X2(4,§=764)=453.73, p<.0001. Male pediatricians again were more

l able to rely on their spouses to provide childcare for their children.
[wOmen with very yourg children heavily relied on hired help, and were
three times more likely to have utilized this resource than were men.
»}A surprising number of women were responsible for the childcare of
;their school aged children (22.6%), implying that these women were
‘managing their work schedules in such a way that allowed them to be
 home when their children returned from school in the afternocon.
 Fathers of school age children were also more likely than were fathers
of very young children to provide childcare, although not to the
degree that the wamen did.

Summary. These analyses present two different pictures of men
- Ad women's involvement in the family role. On the one hand, women
Wera less likely than men to be married, and had, on average, fewer

Children than did the men. On the other hand, men, married or not,

were much less likely to be in charge of housework. In addition, men
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gﬁ’ﬁf—t—ie—g of Childcare Responsibility of Men and Women Parents

‘of Yound Children

Men Women
Vgesponsibilitz
s H - -
Children's Age <6 6 13 < h 6 13
Self .6 a 1.6 2.9 22.6
(2) (6) (13) (89)
Spouse 69.2 78.7 3.6 4.8
? (247) (292) (16) (19)
" Other family member 2.2 4.3 11.6 17.8
(8) (16) (52) (70)
i 24.6 9.2 76.1 48.1
(88) (34) (340) (189)
3
_ Other 3.4 6.2 5.8 6.6
b (12) (23) (26) (26)
r% 100 100 TG0 T00
4
ia'Ihe number of respondents is given in parentheses.




yre less likely than women to be in parental stages that involved

”;arge amounts of personal investment, although a surprising number of
imm and women parents did have young children. Finally, of parents of
chlldren younger than age 13, women were more likely to be responsible
for childcare, especially in the case of school aged children. Men
;were much more likely to depend upon a spouse for their childcare
éarrangenents, whereas women utilized paid child care workers more, for
whan a certain amount of personal responsibility is required for
biring and management. Thus, overall it appears that indeed, female
Tpediatricians were more personally involved in the family role than

male pediatricians.

Sex by Age Differences in Family Role Involvement

Hypothesis 1lb. There is an interaction between sex and age

cohort that will affect the amount of involvement in the family

role of men and women. Younger men and women can be expected to
be less involved, whereas men of the two older groups may be
equivalent. Women of the middle age group can be expected to be
the most heavily involved.

Several transformations of the same dependent variables used to
test Hypothesis la were necessary in order to use these variables to
Create an additive scale. Marital status was collapsed into "married"
and "not married."” Responsibility for housework and the two childcare
responsibility measures were collapsed into "self" and "not self"
(therefore, those who were childless, had children older than 13, or
were not directly responsible for childcare fell into "not self").

The new variables that determined the presence of children six or

Younger, or six to 13, were already dichotomous. The interval level
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;,ariable counting the number of children was left untransformed.

}mese variables were then transformed into z-scores and were summed
pgether to form a scale to assess family role involvement. The first
gcale, comprised of all seven of the variables, failed to achieve an
scceptable level of internal consistency (Cronbach's alpha equal to
,3978) . Subsequent deletion of the housework variable and the two
childcare responsibility variables increased internal consistency,
raising Cronbach's alpha to .5666. The housework variable was
negatively correlated with four of the six other variables being
considered for this scale, and only 95 pediatricians were directly
responsible for childcare. It appeared that these three variables
were not appropriate for measuring family role involvement for this
sample. The resulting scale, consisting of the marital status
variable, the number of children, and the presence of young children
did not appear to measure role involvement in the family, and thus was
considered to be a scale measuring potential Family Demands.

Prior to analyzing Family Demands by sex and age cohort, the

scale was assessed for homogeneity of variance. The three age cohorts
Were not equivalent in variation. Hypothesizing that one sex may have
been responding to the scale differently from the other, homogeneity
of variance was again tested, this time separately for each sex.
Women in the three age cohorts responded in a homogeneous fashion, but
Men did not. Further analysis revealed that the responses of the men
°of the youngest age cohort had the greatest variance. Why younger men
Were more heterogeneous in their level of Family Demands than older

"en, or than similarly aged women is unclear. Perhaps, compared to
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yound female pediatricians who may enter parental status more

’gingele' young male pediatricians, most not directly responsible for

childcare, may start families more readily. In other words, young

pale pediatricians may be either single and childless, or married with

a few children under the age of six, thus increasing the variation to

~ the Family Demands scale.

| Analysis of variance was then used to test Hypothesis 1lb. All

: three of the independent variables—sex, age cohort and presence of

| children—had significant main effects (Table 8). Not unexpectedly,
having children raises one's Family Demards, F(1,2068)=2688.76,
P<.001, as does being in the 36 to 45 year old age cohort,
F(2,2068)=126.34, p<.00l. Men, however, had a higher Family Demands
score than did women, F(1,2068)=12.32, p<.00l. Contrary to Hypothesis
1b, there was no significant age cohort by sex interaction (Figure 1).
As expected, yourxger men and women were relatively uninvolved, but
women of the oldest age cohort were the least involved of all six
groups. Men in the 36 to 45 year old age cohort had the highest
Family Demands score. Men of the oldest age group maintained scores
above the mean. There was a significant interaction between presence
of children and age cohort, F(2,2068)=14.12, p<.00l. Parents in the
36 to 45 year old cohort experience an increase in Family Demands,
while their childless peers experience a decrease (Figure 2).
Examining the whole picture with all three independent variables
(Figure 3) points out the obvious and definite effect of the presence
of children, and the less strong effect of age cohort, on Family

Damands. Clearly, men with children are no different from women with
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Figure 1: Family Demands scores, sex by age cohort.
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Figure 2: Family Demands scores, presence of
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Figure 3: Family Demands scores, sex by presence
of children by age cohort.
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‘=hildren when considering family obligations, at least as they are
'-‘fgmeasured here. Increasing age for these parents brings about a

jessening of family obligations.

Sumary. Hypothesis lb cannot be supported, based on the

analysis of variance of the Family Demands scale. The majority of the
_items of the Family Demands scale related in same way to the presence
. of children, so it is not entirely surprising that the scale responded

" so strongly to the independent variable that also measured the

presence of children. A more varied and encampassing scale measuring

family role involvement may have produced different results.

~ Sex Differences in Work Role Involvement

Hypothesis 2a. Men will show greater work role involvement than

wamen .

Dependent variables that were used to measure involvement in the
work role included: number of hours worked in the most recent
complete work week, number of weeks worked in 1984, number of patients
seen in the most recent camplete week of practice, board
certification, membership in the AAP, membership in a chapter of the
AAP, membership in another medical society, number of meetings
attended of these three organizations in 1984, committee membership or
holding an office in these organizations, future commitment to
Pediatrics, incame, type of practice, present employment, and major

Professional activity. The information yielded from the analyses of

these variables describe the pediatrician's involvement in career

enhancirr; activities (certification, organizational involvement),
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ptoductivity, and relative status within medicine (type of practice,

?Ptesent employment, and major professional activity). A pediatrician
fully involved in the work role could be one who is certified, active
in professional organizational activities, works long hours, is not
planning on leaving pediatrics, is an administrator in a teaching
hspital and earns an incame commensurate with such a practice. A
ljess involved pediatrician could be a non-board certified, |
near-retirement practitioner, working part-time for a govermment
clinic, without membership in a professional organization. Gbviously,
many permutations of involvement in the work role exist.

These variables can be grouped into three different aspects of
the work role: productivity, prestige, and practice type. All three
of the productivity variables—hours and weeks worked, and number of
ptients seen—were examined for sex differenc;es (Table 9) . Here it
is dbvious that male pediatricians worked a significantly longer week
(51 vs. 42 hours), worked more weeks per year (48 vs. 46 weeks) and
Saw many more patients per week than did female pediatricians (112

vs. 77 patients).

The prestige variables, such as board certification, future
Comitment to pediatrics and incame, were analyzed with chi-squares.
Yen and women were not different in board certification rates (54.0%
of men, 62.6% of wamen) , which is not true of the pediatrician
PPulation as a whole (Roback et al., 1986). This variable was used
o Stratify the sample and therefore overestimates the number of board
Certified women. Men were significantly more likely than women to

have stated that they will be leaving the practice of pediatrics in
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Mzans and Starndard Deviations of bours wWorxed per Week,
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weeks Worked per Year, and Number of Patient Visits per

week g_f Men and Women

Men women

Hours/Week

M 50.8 41.9%
SD 14,0 15.8
n 1028 1048
Weaks /Year

M 47.9 45.6°
sb 44.4 8.3
n 1035 1035
Visits/Week

M 112.3 76.8°
sD 65.5 51.6
n 914 889

W

“E(2066)=7.65, p<.0Cl
“r(1801)=12.75, p<.00L
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near future (18.7% vs. 10.5%), X?(1,N=2022)=26.16, p<.000l. This

i the

~culd be an artifact of the age difference, i.e., there were more male
; pediatricians near retirement age than female pediatricians, and older
pediatricians were significantly more likely to be planning on leaving
?‘;tpediatrics, X2(2,_I\1=2022)=151.51, p<.0001.

Female pediatricians were overrepresented in the lower
categories of incame and vastly underrepresented in the higher

" categories, X2 (5,N=2070)=263.06, p<.0001 (Table 10). Women were twice
, as likely as men to be earning less than $60,000 annually, and
one-third as likely to be earning over $100,000. This is not entirely
: surprising considering the fewer hours worked and patients seen by the
- wamen. The lower income may also be a reflection of the age

1 difference, in that many of these women may still have been in the

8 lower echelons of medicine simply due to their relative inexperience,
and, not unexpectedly, younger pediatricians earned less income than

© did older pediatricians, X2(2,N=2070)=177.80, p<.001.

The prestige variables of membership in professional
organizations were combined to form an interval level variable by
suming the number of organizations (2Zmerican Academy of Pediatrics, a
: Chapter of the American Academy of Pediatrics, and other medical
Societies) any one respondent belongs to, with a minimum of zero and a

Maximum of three. The same process was used with committee membership
In these organizations, again with a minimum of zero and a maximum of
three. The number of meetings attended of these three organizations

¥ere summed to give an overall meeting attendance score. All three of

these variables were analyzed for sex differences using t-tests.



Table 10

Percentage of Men and Women in Each Level of Income

Men Women
Incaome
< 40 12.1 31.7
(124)2 (331)
40 to 60 20.7 33.7
(212) (352)
60 to 80 25.7 ’ 19.3
(264) (202)
80 to 100 17.3 7.2
a7 (75)
100 to 120 12.3 5.1
(126) (53)
> 120 12.0 3.0
(123) (31)
100 100

Note. Iﬁccme is presented in thousands of dollars.

3The number of respondents is given in parentheses.
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Seventeen percent of the respondents did not answer the series

f organizational membership questions. The assumption was made that
f a respondent had belonged to an organization or belonged to a
é'mmittee, he or she would have stated as much, and therefore a
mn—response was interpreted as meaning the respondent did not belong
Eo an organization or a comnittee. Similarly, not stating how many
geetmgs of these organizations were attended was interpreted as

;{ﬁeanmg that no meetings were attended. Table 11 shows the means and

standard deviations for these three variables, as well as the results

of the t-tests. The differences were not large, yet men were

significantly more involved in these organizations than were

wanen; they belonged to more, were members of more comittees within
the organizations, and attended more meetings.

The practice type variables, which included major professional
activity, type of practice and present employment, were analyzed using
chi-squares. The latter two were regrouped as both variables have
nunerous response categories. Seven categories of the type of
practice variable were grouped into an "other" category (6.4% of the
total sample fell into this category), leaving "direct patient care,"
"administration,” "medical teaching,"” and "medical research." Present
amployment was grouped into eight categories: "solo practice,”
"partnership/arrangement ," "group practice," "medical school,"
"non-governmental hospital," "government agency," "no classification,"

and "other ."
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Means and Standard Deviations of Numbers of Professional Organization

@b_erships, Committee Memberships, and Meetings Attended

Organization membership

M

SD

n

Committee membership

M

SD

n

Meetings attended

I=

SD
n

bt(2108)=6.73, p<.001
o£(2108)=6.87, P<.001
£(2108)=3.84, p<.001

Men
1.96
1.01

1042

.45
.69

1042

4.31
5.78
1042

Women

1.662
1.05

1068

1068

3.34¢
5.76
1068
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The pattern of sex differences within these three variables is

imilaf‘ Table 12 presents the proportions of men and woamen in the
‘ght different categories of major professional activity used by the
WA Men were much more likely to state their major professional
ytivity as being office-based than women were, X2(7,_I\1=2110)=66.59,

0001. Women, on the other hand, were more likely than men to be

The employment situations of these men and women follow the same
ane (Table 14). Men were much more likely to be in a office

actice situation (solo, partnership or arrangement, and group) than
e women. Wamen, conversely, were much more likely to find
&hemselves working as hospital staff, working for a local, state or
3feieral agency, or in a situation that defies classification,
;)(2(7,§_=2110)=135.?0, p<.000l. Relative experience does not explain
these practice differences, for female pediatricians are significantly
leSs likely than male pediatricians to be in an office practice
%:Eﬁtuation in all three age groups. The differences in practice
arrangements and location do, however, partially explain the sex
,differences in the productivity variables. Working hours are more
hkely to be limited in the settings where wamen are overrepresented,
&bh as on a hospital staff or with government agencies.

‘ Summary. These results suggest that men were more involved in
the Work role than were women. Men worked more hours per week and

Weeks Per year, and saw more patients than wanen did. Not



Table 12

percentage of Men

and Women in Each Major Professional Activity

Activity

office based
Fulltime hospital
Adninistration
Medical teaching
Medical research
Inactive

t classified

Cther

Men

m——

80.3
(837)2

staff 8.2
(85)

3.3
(34)

1.3
(14)

3.6
(37)

1.5
(16)

1.6
17

.2
(2)

100

Women

67.3
(719)

14.6
(156)

2.1
(22)

3.1
(33)

5.1
(54)

4.6
(49)

2.3
(25)

(10)

100

a . . .
The number of respondents is given in parentheses.
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Table 1 3

percentage of Men and Women by Type of Practice

g_“e_r_x‘ Women

B/_gg 3@_ Practice
Direct patient care g88.1 80.8
(918)2 (863)
Adninistration 3.3 Z2a1
(34) (22)
Medical teaching 1.3 3.1
(14) (33)
Medical research 3.6 5.1
{(37) {54)
Other 3.7 9.0
(39) - (96)
100 100

e number of respondents is given in parentheses.



Table 14

percentage of Men and Women by Employment Arrangement

Employment Arrangement

Solo

Partnership/arrangement

Group practice

Medical school

Non—gov't hospital

Gov't agency

No classification

Other

Men

(RS

27.6
(288)°

18.1
(189)

22.2
(231)

7.1
(74)

7.6
(79)

6.6
(69)

9.5
(99)

1.2
(13)

100

Women

19.7
(210)

8.5
(91)

16.5
(176)

9.6
(103)

13.2
(141)

12.8
(137)

14.7
(157)

5.0
(53)

100

%Te number of respondents is given in parentheses.
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surprisingly, their incomes were higher. Men were more involved in

professional organizations, demonstrating a greater desire or
opportunity to spend time in career enhancing activities. Finally,
me: wore more likely to be fourd in more prestigious practice
arrangements than women, concentrating on direct patient care in more
ntvpical™ private practice arrangements, whereas women were more
likely to find themselves affiliated with teaching and non-goverrment
nospitals, or working for a govermment agency. These practice
differences may be partially explained by the age difference, as
opportunities for entry into private practice have decreased in recent
years, forcing young pediatricians of both sexes to practice medicine
for an employer. Even so, more male pediatricians than female
pediatricians, in even the youngest age cohort, were in solo,
partnership or group practices. Wocmen may be more attracted to
employment in areas where there is geater control over the hours
worked, such as with a hospital. Women were more likely to express a
commitment to pediatrics for the near future, which suggests a greater
involvement in the work role. This greater commitment may also be the

result of the age difference, since there were fewer women than men

nearing retirement age.
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sex by Pge Differences in Work Role Involvement
e

Hypothesis 2b. There is an interaction between sex and age

cohort that will affect the amount of irwolvement in the work

role of men and women. Men of the two younger cohorts can be
expected to be similarly involved in work, while men in their

mid-40's and older may be decreasing their efforts. A negative

linear relationship is expected for wamen, i.e., decreasing work

role involvement with increasing age.

A scale assessing Work Role Involvement was developed in the
same manner as the scale for Family Demands. The productivity
variables—hours and weeks worked, ard the number of patients
seen-—were left as interval level variables, as was the technically
ordinal variable of income. Membership in professional organizations
and committee membership, originally dichotomous variables, were used
as interval level variables, transformed as discussed in the above
section for Hypothesis 2a. Numbers of various meetings attended were
sumed into a variable assessing the total number of professional
organization meetings attended. The board certification and future
comnitment to pediatrics variables, both dichotomous, were left
unmodified.

Although the practice type variables can demonstrate sex
differences in prestige of practice type, ard therefore a level of
commitment, these variables do not lend themselves easily as measures
of work role involvement, and therefore were not be included in the
analysis of Hypothesis 2b.

These nine variables were then transformed into z-scores and

Summed, creating the scale Work Role Involvement. With the deletion

cf the variable assessing future commitment to pediatrics, the
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resulting scale attained an acceptable Cronbach's alpha equal to

.6256. Hamogeneity of variance was then tested. As with the Family
pPemands scale, the three age cohorts were not equivalent in variation,
the oldest group exhibiting the most variation. Separating the age
cohorts by sex, homogeneity of variance was again tested. Both men
and women in the oldest age groups had the greatest variation in their
responses to Work Role Involvement, the women particularly so;
Suspecting that this source of variation may have been due to the
effect of impending retirement among the older pediatricians of this
age cohort, the age cohort was split into two more age groups, those
aged 46 to 55, and those older than 55. 2gain homogeneity of variance
was assessed by age cohort and sex. Men of the these two older groups
did not differ in variation; however, the difference in variance for
the women approached significance. Interestingly enough, the wamen
older than age 55 had a higher mean Work Role Involvement score than
did the wamen age 46 to 55, a difference that was marginally
significant (the men had mean scores in the opposite direction). It
is possible that the older wamen were less encumbered by family
responsibilities than the women age 46 to 55, as there was a trend
that indicated that they were less likely to be married than the
younger women (65% vs. 75%). At any rate, this difference within the
age cohort of 46 and older wamen may account for the heterogeneity of
variance among the three age cohorts overall.

Analysis of variance was then used to test Hypothesis 2b.
Unlike the testing of Hypothesis lb, the presence of children did not

have a significant main effect, although there was a main effect of
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' gex, F(1,1779)=231.94, p<.00l, and of age cohort, F(2,1779)=38.52,

. B(.OOl (Table 15). Once again, the expected interaction between sex

and age cohort did not prove to be significant (see Figure 4). There
was a significant interaction between the presence of children and sex
variables which appears to indicate that the presence of children
affects men and wamen's work role involvement in opposite directions,
2(1,1779)=54.34, p<.001 (Figure 5). Cell wise comparisons of Work
Role Involvement of men and women with children, and of women with
children and women without children are presented in Table 16. Work
Role Involvement of fathers is significantly higher than that of
mothers. The level of Work Role Involvement of childless women,
although below average, is still higher than the involvement of
mothers. Figure 6 presents the full analysis, with all three
independent variables. The presence of children exaéts very different
effects on the work role involvement of men and women. Male
pediatricians appear to be operating as traditional breadwinners,
working harder than all the other groups. Fenale pediatricians with
children, conversely, are left far behind, approaching non-parent
pediatricians in level of Work Role Involvenedt only in the oldest age
cohort. Male and female pediatricians who are childless are virtually
indistinguishable.

Summary. Although the expected interaction between sex and age
cohort was not present, the interaction between sex and the presence
of children bears some comment, especially in light of the results of
the testing of Hypothesis 1lb in which men and women with children were

found not to be different in their level of Family Demands. The fact
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Mean Scores of Work Role Involvement Broken Down by Sex,
Mean o0k

presence of Children, and Age Cohort

93

Preserce gg_
thildren

< 35 36 to 45 46 +
Men Women Men Women Men Women Total
NO childrm "'1021 "lc 26 e 35 027 -006 haat™ 08 ".60
Children .4l -3.11  2.05 -1.49  2.28  -.85 .23

Note. Higher scores indicate higher mean Work Role Involvement.



Work Role Involvement

2

4 Men
£+ Women

<35 36-45 46+
Age Cohort

Figure 4: Work Role Involvement scores, sex by
age cohort.
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Work Role Involvement

4 Men
{3} Women

i i

YES NO
Presence of Children

Figure 5: Work Role Involvement scores, sex by
presence of children.
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Tabl e 16

M/ea‘ni and Standard Deviations of Work Role Involvement of Men

and Women with Children, and Women with Children and Childless Women
el

Work Role Involvement

M SD
Men with children (n=795) 1.90° 3.61
wamen with children (n=669) =1.75 4.06
Women without children (n=213) -.52°  3.62
Wanen with children (n=669) =1.75 4,06

Mote. Higher scores indicate more work role involvement.

a
b£(1462)=18.16, p<.001

t(880)=3.94, p<.001
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Figure 6: Work Role Involvement scores, sex by

presence of children by age cohort.
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that here these two groups are extremely dissimilar in their level of

work Role Involvement suggests that the Family Demands scale was
deficient in measuring potential time and effort consuming activities
that can be imvolved with family life, and that may be baic;.en on more
by one sex than the other. At any rate, these analyses indicate that
the productivity difference between men and women, and other
differences associated with work life for physicians, are not solely
the result of sex differences. Traditional gender roles taken on with
the assumption of parental status appear to have a stronger effect
than sex alone. Furthermore, greater Work Role Involvement becomes

more possible with increasing age for both sexes.

Sex Differences in Work Role Permeability

Hypothesis 3a. The family role will have made more intrusions

into women's work role than into men's work role.

This hypothesis examines the asymmetrical role permeability
issue. The expectation here is that women will experience more family
intrusions into the work role than will men. Questions that were used
to study this issue assessed whether family considerations affected
career choices (and if so, how), whether hcmé responsibilities
restricted involvenent in the AAP for those who were meambers, whether
hane responsibilities affected the decision to join the AAP for those
who were not members, whether family obligations were a problem early
in the practice or career, and whether there was a career interruption

due to a spouse's career or childrearing.
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Family considerations affecting career choice was a dichotamous

variable and was analyzed using a chi-square. The variable assessing
how family considerations have affected career choice was divided into
categories such as income level,'type of practice, number of hours
worked and specialty choice. Chi-squares were also used for this
variable; Family obligations being a problem in early career, and the
career interruption variable were both dichotamous, and so were also
analyzed with chi-squares. The two home responsibilities restricting
involvement in the AAP were both measured using a Likert-type scale,
and so were analyzed via t-tests.

Women were significantly more likely than men to state that
family considerations had affected their career choices (53.4%
vs. 27.8%), X2(1,§=2070)=139.12, p<.0001. There were significant
differences between the men and women in just how their career choices
were affected, X2(7,_I§=94l)=118.93, p<.001 (Table 17). Men were
significantly more likely than the women to state that their choices
concerning level of income, X2(1,§=941)=l?1.67, P.001, and practice
location, X2(1,N=941)=25.57, p<.001, were affected by family
considerations. Women, on the other hand, were more likely to state
that their level of productivity in terms of hours worked weekly was
affected, X2(1,§=94l)==66.16, P.00l. In addition, women were more
likely than men to perceive their career choices as having been
influenced by a conflict between career and family, X2(1,§=941)=47.58,
P<.001. Men and women were similarly affected in their choices of

subspecialty and type of practice.



rable 17

percentage of Men and Women by Specific Career Effect

of Family Considerations

_@~ Women

{(n=318 (n=623)
Career Effect

Location 30.8 16.5
(98)2 (103)

Mount of hours 5.4 28.2
(17) (176)

Type of practice 15.7 17.2
(50) (107)

Family/career conflict 8.8 14.4
(28) (90)

Income 9.4 1.6
(30) (10)

Subspecialty 7.9 8.4
(25) (52)

Specialty 8.5 5.3
(27) (33)

Other 13.5 8.4
(43) (52)

100 100

a . . .
The number of respondents is given in parentheses.

100
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Out of a list of possible barriers and problems concerning early

career development, women were three times more likely than men to
gtate that family obligations had created early career problems (39.5%
vs. 11.93%), X2(1,§=2058)==202.15, P<.0001. Women were also nearly five
rimes more likely than men to have had a career interruption (35.9%
vSe 745%), ‘X.2(1,§=2086)=244.80, Pp<.000l. Of the men and women who had
career interruptions, women were overwhelmingly more likely to héve
had them because of their spouses' career (20.1% vs. 1.3%),
x2(1,§=456)=l4.73, p<.001, or because of childrearing responsibilities
(69.1% vs. 0%), X2(1,§=456)=122.30, p<.0001. Finally, women rated
being too busy at home as a more important factor than 4id men for
limiting involvement in the 2AP, for both members and non—-members
(Table 18).

Summary. As measured by these variables, it appears that female
pediatricians have felt more intrusions into their work role for
family reasons than have men. Women were more likely than men to have
stated that their career choices had been affected by family
considerations, that family obligations had created early career
problems, that they had career interruptions because of family
reasons, and that hame responsibilities were important reasons for
limiting involvement in the AAP., Overall, these women appeared to

have experienced more work role permeability than the men have.
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Table 18

Means and Standard Deviations of "Busy Home Life" as a Restriéting
Mean= = £ <

Factor for AAP Involvement
Factor

Men Yomen

Members

M 3.72 4.11%

SD 1.07 .94

n 652 630
Non-members

M 2,97 3.54°

SD 1.23 1.19

n 273 317

Note. Scale ranged from 1 "not at all important" to 5 "very
important™.

PE(1280)=-6.98, p<.001
t(588)=-5.71, p<.001
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cex by Age Differences in Work Role Permeability
S

Hypothesis 3b. There is an interaction between sex and age
cohort that will affect the amount of intrusions made by the
family role into the work role of men and women. The greatest
level of permeability for wamen is expected to be fournd in the
youngest age cohort, when considerations about, if not actual,
family role demards are expected to be at high levels,
Permeability is hypothesized to be greatest for men in the 36 to

45 year old age cohort, when both family and work role demands

are expected to be at high levels.

A scale measuring Work Role Permeability was developed in the
same manner as was Family Demands and Work Role Involvement. Family
considerations affecting career choice, family obligations a problem
in early career, and the career interruption variables, all
dichotomous, were left umodified for this analysis. How family
considerations affected career choice was not used in this analysis,
as it was a multiple category variable and thus could not be scaled.

The variables measuring how important obligations at home as a
determinant for limiting involvement in the AAP were also not included
in the development of this scale, since once assessed fdr internal
consistency, the Work Role Pemmeability scale's alpha increased with
the removal of these variables. The resulting Cronbach's alpha was
5522, The Work Role Permability scale then consisted of the
variables assessing career interruptions, whether family

considerations affected career choices, and whether family obligations

Created problems early in the pediatrician's career.
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As with the two previous scales, the Work Role Permeability

scale was assessed for homogeneity of variance among the three age
cohorts. Unlike the other two scales, responses to Work Role
Permeability were not heterogeneous.

Analysis of variance was then used to test Hypothesis 3b.
Unlike the analyses for Hypothesis 1lb and 2b, men did not vary in
their level of Work Role Permeability depending upon whether they had
children or not. Wishing to avoid the small and rather unequal cell
made up of men in the age cohort of 46 and older without children
(n=19), the presence of children variable was used only to distinguish
between wamen, but not for men. This resulted in a 3 X 3 analysis of
variance, comparing all men, women with children, and women without
children in the three age cohorts on Work Role Permeability. The
results of this analysis of variance were not different than the
original 2 X 2 X 3 analysis of variance; therefore, the discussion
will focus on the three-way analysis.

The mean scores of Work Role Permeabilty are presented in Table
19. There were significant main effects for (a) sex,
F(1,1990)=534.23, p<.001, (b) presence of children, F(1,1990)=226.36,
P<.001, and (c) age cohort, _E:(2,1990)=li.84, p<.00l. The hypothesized
interaction between sex and age cohort was again was not present
(Figure 7). There was an interaction between sex and the presence of
children, which, as can be seen in Figure 8, demonstrates that women
with children experienced more work role permeability than women
without children, or men in general, F(1,1990)=68.01, p<.00l. Figure

9 presents all three independent variables, and again makes obvious
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rable 19

Mean Scores of Work Role Permeability Broken Down by Sex,
Mean 2=

presence of Children, and Age Cohort

< 35 36 to 45 46 +

Men Women Men Women Men Women Total

Presence 9_{
Children

Children -.46 1.65 -.98 1.43 -.96 1.45 21

Note. Higher scores indicate higher mean Work Role Permeability.
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Figure 7: Work Role Permeability scores, sex by
age cohort.
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Figure 8: Work Role Permeability scores, sex
by presence of children.
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Figure 9: Work Role Permeability scores, sex
by presence of children by age cohort.
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¢he difference between wamen with children and all other groups. Cell
gise comparisons of Work Role Permeability of pediatricians with
‘Children, ard of wamen with children and wamen without children reveal
that women with children do indeed experience significantly more work
role permeability than both men with children, t(1622)=-25.04, p<.001,
and women without children, t(1006)=-14.70, p<.001 (Table 20).
gssentially, men with children were not different than pediatricians
of either sex who did not have children. Work role permeability
appears to be fairly constant across the age groups, and only
differentiates wamen with children from all other groups.

Summary. Hypothesis 3b cannot be supported based on this
analysis of variance. 2Age does not interact with sex to affect work
role permeability. Wamen with children, the group with the lowest
work role involvement, had the highest amount of experienced work role

permeability. Clearly, the two are related for wamen.

Conclusion

The first half of each of the three hypotheses, in which sex
differences were hypothesized for Family Demands, Work Role
Involvement, and Work Role Permability, received support. Female
pediatricians of this sample, although less likely to be married ard
with fewer children, were more likely to be responsible for housework
and childcare than were men, and were more likely to be in families
that typically demand greater involvement, i.e., families with young
children. Conversely, wamen were less involved in the work role than

were men. Male pediatricians were more productive in their practices,



Table 20

Means and Standard Deviations of Work Role Permeability of Men

110

and Women with Children, and Women with Children and Childless Women

Men with children (n=870)

Women with children (n=754)

Women without children (n=2%54)

Women with children (n=754)

Note. Higher scores indicate higher mean Work Role Permeability.

£t(1622)=-25.04, p<.00L
E(1006)=-14.70, P<.001

Work Role Permeability

M

e 89a
1.49

-.79P
1.49

SD

m—

1.50
2.30

1.55

2.30



111

more involved in professional organizations and had attained more
prestigious positions and higher incomes than had the women. Given
that women were more involved than men in the family, and less
involved in their work role, it is not surprisihg that they also
experienced more work role permeability.

The second half of each of tﬁe hypotheses stated that there
would be a sex by age cohort interaction for Family Demands, Work Role
Involvement, and Work Role Permeability. These expected interactions
did not emerge. The presence of children proved to be the major
determinant effecting the level of involvement in the family and work,
and of work role permeability. Men and women with children proved to
be no different from each other on Family Demands, and were readily
distinguishable from pediatricians without children. Family Demands
for these parents decreased with their increasing age. There was a
large difference in Work Role Involvement between these same two
groups. Men with children clearly were the most involved in the work
role, while women with children were were well below the average in
their work role involvement. As with Family Demands, men and women
pediatricians without children were very similar. Work Role
Permeability was also affected by the presence of children, but only
for the women. Pediatricians without children, and male pediatricians
with children were roughly the same in their degree of experienced
permeability. Permeability for all groups was fairly constant across

the ages.
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i Initially, factor analyses were used to develop the three
scales. Two factors emerge that were potentially useful; however, a
factor that could have been used for assessing work role permeability

was not evident.



DISCUSSION

The discussion briefly summarizes the results of this
dissertation and indicates potential implications of these findimgs
for men and women physicians in particular, and professional men and
 women in general. The limitations of the present study are then

discussed, followed by suggestions for future research in this area.

Summary

Sex differences in family and work role involvement, and in work

role permeability. The three hypotheses in which sex differences were

hypothesized for family and work role involvement, and work role
permeability were supported. In terms of family role involvement,
female pediatricians were less likely to be married than were the male
pediatricians. This difference may be because of their yournger age,
but it may also be a reflection of the experienced or anticipated
strain that is often associated with marriage, career and family for
women. Women were more likely than men to be responsible for the
housework in their home. Other research on female physicians has
found a high degree of personal responsibility for housework (Pyke &
Kahill, 1983); however, unlike Heins' research (1979), this study
found female physicians much more likely than the men to employ
household help. Similar to other professionals (Yogev, 1981), female
pediatricians were more likely to be responsible for childcare as
well. Male pediatricians had significantly more children than did the

113
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women. This difference, again, could be because of the women's
yourger age, but also could be a result of the national trend in
delayed childbearing, or of a conscious choice by these women to limit
family size as an attempt to minimize family-career conflict.
Although having fewer children overall, women were significantly more
likely to be in families with children younger than age 14. Families
with young children typically call for more time and effort invested
in the family role; therefore these yourger families can be expected

to increase the family role involvement of these women.

Although it appeared that women had a more involved family role,
male pediatricians had more work role involvement. As several other
studies have found (Bobula, 1980; Roback, et al. 1986; Wilson, 1981),
there were significant differences between men and women in terms of
type of practice arrangement and major professional activity. As in
these other studies, female pediatricians were less likely to be in an
office-based practice, and were more likely to be members of a
hospital staff, employed by a government agency, teaching or
conducting research, or inactive. These differences held up across
the age cohorts.

The number of hours worked per week and number of weeks worked
per year were also substantially different, women appearing
significantly less productive, with differences similar .to those found
by Bobula (1980). These differences could be related to the yourger
age of women. Curry (1983) found the largest productivity

differential between men and women occurred in age groups including
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women of childbearing age. Female pediatriciéns of this study saw
approximately 30% fewer patients per week than 4did the men. The AMA
(1984) found that, across specialties, female physicians saw 16% fewer
patients than did male physicians. The AMA may have included only
physicians who see patients (as opposed to inactive physicians, or
those primarily in research), whereas this study included all
pediatricians in the sample. This difference too could be a result of
the different practice arrangements of men and women. |

Considering the difference in type of practice and productivity,
it is not surprising that female pediatricians had lower incames than
the men. This is a well established difference, found across
specialties and age groups (AMA, 1984; Bobula, 1980; Lamgwell,

1982; Wilson, 198l1). 2Age is likely to have a substantial impact here,
since many of these women have simply lacked the opportunity to have
established themselves long enough in medicine to command higher
incomes.

Male pediatricians were significantly more likely than were
women to belong to professional medical organizations, to atterd
meetings of these organizations, and to belong to a committee or hold
office in these organizations. The AMA has also found women to be
underrepresented in their own organization (AMA, 1980), and Gooding
(1983) found female radiologists were underrepresented as office
holders and committee chairpersons of radiclogy organizations.
Therefore, women in pediatrics are not alone in their apparent
reluctance to join and lead in professional medical organizations.

Here again, age may be a factor, since male pediatricians have had
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more time to join and become active in these organizations. Women,
corversely, may have an additional impediment imposed on their ability
to become involved because of their increased role in the family.

Finally, the last variable considered to be a part of work role
involvement concerned commitment to pediatrics in the near future.
Women were significantly more likely than the men to state they would
be staying in pediatrics, but once again this may be due to the men's
older age, since prc;portionately more men than women were near

retirement age.

Women were considerably more likely than men to have experienced
work role permeability, at least as measured in this study. Family
obligations created early career problems for more women than for men,
arnd women were more likely to state that family considerations had
affected their career choices, a finding documented in other studies
(Heins, 1979; Ward, 1982). Female pediatricians were significantly
more likely to have experienced a career interruption, almost all of
which were due to family reasons. Both Heins (1979) and Quadagno
(1978) found male and female physicians equally likely to have had a
career interruption; however, as in this study, family obligations
were disproportionately the primary cause of interruptions for women.
The percentage of women expecting childrearing career interruptions in
a study of medical students was higher than what was reported by the
female pediatricians (Bonar et al. 1982). Therefore it is possible
that these women are managing family and career with fewer

complications than anticipated. Another possibility is that the
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pediatricians have had fewer children than the number expected by the
female medical students.

Female pediatricians rated the constraining factor of being busy
at hane as a more important determinant affecting their involvement ifx
the AAP than did men. This is not surprising considering their
greater involvement in the family role, and may also help explain
women's comparatively low involvement in all professional medical
organizations.

Sex by age cohort interactions in family and work role

involvement, and in work role permeability. The second half of the

three hypotheses stated that there would be an interaction between sex
and age cohort that would affect the level of involvement in the
family and in work, as well as work role permeability. These
interactions were not present. The major determinants affecting the
level of these variables were sex and the presence of children.
Family role involvement was measured with the interval scale
Family Demands, which consisted of the variables assessing marital
status, the number of children, and the presence of young children.
Family Demands peaked in the 36 to 45 year old age cohort, and, not
unexpectedly, was the highest for pediatricians with children. Sex
did not differentiate between childless pediatricians, or between
parents. The fact that men and women were equivalent in Family
Demands, and yet appeared to be different in family role involvement
as measured in the first half of the hypothesis, leads to a
questioning of the validity of the Family Demands scale. In addition,

gender equivalence in family role involvement runs contrary to an
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extensive body of literature on family work. The Family Demands scale
gave considerable weight to the presence of children, yet did not -
measure responsibility for the care of these children, or for any
other household activity. A scale including items that measured time
spent in, or responsbility for, various home related activities may

have denonstrated the usually present sex difference.

The Work Role Involvement scale consisted of productivity
variables, prestige variables (e.g., belorging to professional medical
organizations), and income. Not only was the hypothesized sex by age
cohort interaction not present, but the main effect of age was
different from what was anticipated. Both men and women increased in
Work Role Involvement as they grew older, rather than decreasing as
they approached middle age and eventual retirement. The presence of
children affected men's and wamen's scores on Work Role Involvement in
opposite directions. Male pediatricians with children had the highest
Work Role Involvement overall, while women with children had the
lowest. This finding both supports and contradicts what Mitchell
(1984) fourd in relating the number of hours worked with the presence
of children younger than age 18. 'That is, Mitchell found male
physicians worked more hours if they had children, but, unlike the
present study, his research showed that the presence of children had
no effect on women's productivity. Curry (1983) and Cohen and Korper
(1976) found that children did have a negative association with the
number of hours female physicians worked. The Work Role Involvement

scale measured more than hours worked weekly, therefore these results
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can only be said to support the trend found in other studies of
physician productivity. The large difference in parents' average Work
Role Involvement leads to a questioning of the extent of true
involvement in the family,r and further points out the possible lack of
validity of the Family Demands scale. Finally, female and male
‘pediatricians without children achieved the same level of Work Role
Involvement, which suggests that sex alone does not explain the
typical differences found between male and female physician's work
life. Behavior associated with traditional maternal and paternal
roles appears to have a substantial impact on involvement in the work
role.

The relationship among sex, age cohort and work role
permeability was assessed with the Work Role Permeability scale, which
consisted of the variables measuring career interruptions, the
presence of family considerations affecting career choices, and
whether family obligations created early career problems. The major
result of this analysis was that women with children experienced far
more work role permeability than any other group, including men with
children. In fact, fathers were no different in their level of Work
Role Permeability from childless pediatricians. Crouter (1984) also
found that mothers experienced more family intrusions into the work
role than did fathers, an effect that was exacerbated by the presence
of yourg children. Fenale pediatricians of this study were more
likely than the male pediatricians to have young children, so this
variable could have had an impact here as well. Basically, these

findings support Pleck's contention that women experience more work
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role permeability than do men (1977), and again suggest that the

Family Demands scale was deficient in its ability to measure

involvement in the family.

Implications of the present results

Although opportunities are now more equitable for men and women
in all occupations, including medicine, women still lag b.ehind men in
the work sphere. The results of this study suggest that involvement
in the maternal role is still an important factor influencing
involvement in work. It was expected that male and female
pediatricians of different ages would be managing their work and
family roles differently, age cohort capturing generational
differences in attitudes towards work, family, and parenting. In
general, such age differences were not major factors, except in the
case of work role involvement. Age was positively associated with
greater involvement in work for both men and women. Why then were
young female pediatricians not much different from older women? The
process of professional socialization into medicine may produce female
pediatricians of all ages that are not very distinguishable from each
other in attitudes and expectations regarding the intermesh of work
and family life. There have been few role models for young female
physicians, so it is possible that the options presented to each
generation have been essentially the same; either restrict family life
to a minimum or make several professional compromises. Rapoport and
Rapoport (1971) reported on a "psychosocial lag" between changes that

have occurred for women in the macrosocial world of work, and changes
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in the microsocial world of the family. This lag generates a problem
in adjustment, as the family needs to catch up with changes in the
work place. By having always provided the option to womeﬁ in medicine
of working parttime or in a less prestigous and not demanding practice
or specialty, medicine appears to be flexible and amenable to family
demards. This flexibiliy, however, has been at the price of lower
status for women within the profession. Because of this traditional
option, women in medicine may be further "behind" other professional
women in sorting out work and family responsibilities in ways that do
not entail as many career compromises.

Although the hypothesized interaction between age cohort and sex
was not present, in two of the analyses there was an interaction
between the presence of children a&d sex variables. The Family
Demands scale aside, women were more involved in the family role than
were men, possibly because of the higher likelihood of the presence of
young children in women's families. Male pediatricians had more
children than did female pediatricians and were also surprisingly
likely to have yourg children at home; however, their family role
involvement did not match that of the women. Pleck has suggested that
a high income can be used to buy services that will compensate for a
woman's decreased family role, an option that may be a less stressful
than attempting to increase the man's involvement in the family
(1977). Certainly, the average income of a male pediatrician could be
used to buy such services as household help and childcare, therefore
making it unnecessary for him to increase his involvement in these

activities if the traditional provider of these services, i.e., an
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unemployed wife, was not available. This argument, of course, should
be applicéble for female physicians as well, and indeed female
pediatricians were likely to employ outside help for housework and
childcare. The fact that not all women employed others to supplement
their family role suggests that traditional expectations and
preferences regarding maternal family role involvement are still in
effect, even for women who would seemingly have an extensive range of
options regarding the management of this role. Possible structural
constraints, such as insufficient income, or lack of quality
childcare, may of course be factors. Attitudes of husbands may also
influence the willingness of women to continue to work a "double day."

As might be expected, the female pediatricians with children
were less involved in the work role than both male pediatricians with
children, and pediatricians without children. Fava and Genovese
(1983) reported that women combining family and career often mention
limiting their career involvement by refusing promotions, or working
parttime. These tactics result in women having "untidy careers," or
"marginal positions." Given the hypothetical options of either
working less and earning less, or working more and earning more, Best
(1981) found that women raising young children were much more likely
than men to prefer the former option. Conversely, men in the same
family life cycle stage were likely to prefer to work more and earn
more. Best suggests that the financial and temporal pressures of this
stége fosters traditional gender roles, leading to an intensification
of the male breadwinner role, and of the mothering role of women.

This would appear to be in effect for this study, as male
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pediatricians with children had higher Work Role Involvement scores
than all the other pediatricians. How fathers are able to achieve
such a high involvement in the work role may be because of the
benefits of the "two-person career" (Papenek, 1973). The male
pediatrician with a spouse not working outside of the home may be able
to achieve more in medicine than his single male counterpart because
of the smoother management of his home life. Also, the expense of
raising children is likely to serve as an impetus for increased work
role involvement. Female physicians, on the other hand, are very
unlikely to be in a two-person career, as their husbands are likely to
also be in a profession, and indeed the complaint, "I need a wifel"™ is
often found in the literature on female physicians. With the
possibility of such disparate home lives, it is small wonder the male
and female pediatricians with children are at opposite ends of the
work role involvement continuum.

Work role permeability was experienced by more women than men,
not surprisingly given the difference in work and family role
involvement. It is unclear how the relationship between involvement
in these two roles and permeability manifests itself. Is it because
women have more work role permeability that they are less involved in
the work role, or is it because they are more involved in the family
role that leads them to experience more work role permeability? This
study was not able to measure the causal order of the relationship.
Also not measured was family role permeability, in which work life
intrudes into family life. The likely recipients of this pemmeability

would be male pediatricians with children-—those working the most,
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who, ironically, have more family demands to be affected. It is
possible that these pediatricians achieve their high work role

involvment at the expense of their family life.

It was hypothesized at the outset of this study that Pleck's
theory of work and family role involvement and of work role
permeability (1977) might need same updating, based on recent societal
changes in attitudes about the relationship of family and work. The
results of this study do not suggest that a modification is necessary
at this time, at least when considering pediatricians. Actual gender
role expectations and behaviors have not changed as much as one would
have expected. Women with children are more involved than men are at
hane and less at work, and appear to be especially susceptible to work
role permeability. Male pediatricians with children, conversely, are
not affected by work role pemmeability, and are extremely involved in
maintaining a provider, breadwinner role.

Modifications in Pleck's theory may be a long time waiting, as
long as structural and societal constraints surrounding work life
continue to make it difficult for wamen to fully achieve in their
occupations while maintaining é family life, and for men to be able to
take satisfaction in a reduced work load in return for a more active
role in the family. The acceptance of paternity leave would achieve
much in paving the way for an increased role in families for fathers.
The lament is often heard in the popular press, and most often comes
fram working women, yet the need for quality, affordable childcare is

a need felt by all members of working families. More flexible work
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weeks would allow parents the option of splitting more childcare time
with each other, as well as reducing the need to turn every evening
and weekend into a marathon errand running session. Businesses that
provide services to families need to expard or modify their hours so
that working parents do not need to squeeze in errand running during
the work day.

Making the scheduling of work and family life less difficult is
only part of the battle. Women have done much to bring these demarnds
to the public's eye. What is needed now is a change in society's
definition of the primary roles of men and women. As long as wamen
are viewed primarily as mothers, or potential mothers, and men
primarily as providers, their increased participation in work and

family, respectively, will always be hampered.

Limitations of the present study

Although the sample of pediatricians was randamly selected from
all board certified male and female pediatricians, and from all
non-board certified male and female pediatricians, it was not a pure
randam sample. Board certified female pediatricians were
disproportionately oversampled, while board certified male
pediatricians were disproportionately undersampled. Male
pediatricians in general were undersampled. As a consequence, the
results of this study should'not be generalized to the population of
pediatricians as a whole. In addition, board certified pediatricians
were more likely than non-board certified pediatricians to return

questionnaires. Therefore, work and family issues that might be
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peculiar to non-board certified pediatricians may have been
overshadowed and neglected. Many questions on the questionnaire
concerned family issues in relation to the practice of medicine.

These questions could have sensitized those most affected, i.e., wocmen
with children, and therefore those women experiencing problems related
to work and family may have been more likely to respond to the
questionnaire.

None of the scales used for testing the interaction of sex and
age cohort achieved very high measures of internal consistency,
although Ware, Snyder and Wright (1976) suggest that an alpha greater
than .50 is acceptable for group comparisons. The Family Demands
scale proved to be the most troublesome. Three of the four items of
this scale related to the presence of children, and therefore it may
not have been measuring direct involvement in the family, but the
potential for family demands. Male pediatricians had more children
than did female pediatricians and were also more likely to be married
(another item in this scale). Given this, it is almost surprising
that male pediatrician's Family Demands scores were not higher than
those of female pediatricians.

With the exception of the question‘asking about career
interruptions, the questions concerning work role permeability were of
a subjective nature. Women may have been more accustomed to reporting
such conflicts than men. Therefore, permeability for male
pediatricians may have beeq underreported. Career interruptions for
family reasons and problems early in the career caused by family

obligations are more likely to occur during the pediatrician's younger
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years. The overwhelmingly greater work role permeability of female
pediatricians could be because the majority of the women were younger
than age 40, and so were more likely to be currently grappling with
such issues, The fact that work role permeability was constant across
the age cohorts would belie this idea however.

Finally, the issue of the effects of spousal employment on a
pediatrician's work and family role involvement, and on work role
pemeability was not sufficiently dealt with in this study. There is
likely to be more role negotiation in families in which both spouses
are employed thah in families where only one spouse is workirg.
Female pediatricians are likely to be in the former type of family,
male pediatricians in the latter. Comparing these two groups while
neglecting this issue may have led to an oversimplification of how

these pediatricians are managing their work and family roles.

Directions for future research

As stated earlier, it is unclear from this study how and when
work role permeability begins. A lorgitudinal study that mapped out
increasing and decreasing role involvement and the possible subsequent
effects on permeability would help establish the casual order of these
events., Better measurements of family role involvement are needed; in
particular, measurements of time spent in various activities, rather
than simply responsibility for these activities. Daily and more
mundane effects of work role permeability-—rather than the more
catastrophic "career interruption"—could lead to a cumulative overall

effect of work role permeability on the career. Of interest would be
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the development of a work role permeability continuum. How much
pemeability can be tolerated without adverse effects on both career
and family 1life? Related is the issue of the supportive nature of the
family on work role permeability. True, the family may be responsible
for the permeability; however, it may buffer the possible negative
psychological effects of the intrusion into the work role, i.e., same
families may be "worth" the experience of work role permeability.

Not studied in this research was family role penneaﬂility, where
one's work life intrudes into the family role. This permeability has
long been part and parcel of the male professional's career.
Professional women, such as pediatricians, must now be affected by
this permeability. Do women and men deal with family role
permeability differently? Does it manifest itself differently, e.g.,
for wamen does it mean they cannot attend a parent-teacher conference
(an event occurring during working hours), while for men does it mean
they are required to work on the weekend (time usually devoted to the
family) ?

Approximately half of married female physicians are married to
physicians. Of interest here would be the study of the relationship
of the medical career timetable and the. family life cycle of such
couples. Do such couples "trade off"™ career intensification with each
other? The biologically logical trade off would be the female slowing
down to bear and raise children while the husband built his practice.
The question here would be, does the woman get to intensify efforts on
her career when the children are older and the husband slows down?

The results of this study suggests that the typical male pediatrican
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with children does not slow down, at least not until near retirement.
The typical male pediatrician, however, is not married to another
physician.

Obviously, physicians are not the only professionals that can be
studied in this regard. In addition, work and family role involvement
and permeability of non-professionals needs to be studied. Those who
may not have the financial means to purchase services ané products to
supplement the decreased family role involvement of wives may
negotiate role involvement in an entirely different manner than more
well off families.

Finally, changes in work and family roles can be examined in
light of the recent demand for a national family policy. Most of the
concerns of those lobbying for such a policy reveolve around childcare,
maternity leave, and child support, issues which currently most
strongly affect women's family and work roles. The impact of an
national family policy on men's family and work roles will certainly

deserve research attention as well.



SUMMARY

The management of work and family roles of a sample of 2,110
male and female pediatricians was assessed with a self-administered
questionnaire. Although there are now more women in the traditionally
male-dominated profession of medicine than ever before, it was
nonetheless hypothesized that the level of involvement in wbrk, the
family, and the intrusion of family demands into the work role (work
role permeability) would follow traditional gender role expectations
for these pediatricians. This hypothesis was supported. Female
pediatricians were more involved in the family role, less involved in
the work role, and experienced more work role permeability than male
pediatricians. It was expected, however, that male and female
pediatricians of different ages would be managing their work and
family roles differently, age cohort capturing generational
differences in attitudes and behavior towards work, family, and
parenting. This interaction between sex and age cohort did not
emerge. The presence of children proved to be the major determinant
effecting the level of involvement in family, work, and work role
permeability. Parents of either sex proved to be equivalent in family
role involvement, and were readily distinguishable from childless
pediatricians. Male pediatricians with children were highly involved
in the work role, while women with children were well below the

average in their work involvement. Childless pediatricians of either
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sex were comparable, falling between mothers and fathers in their
level of involvement in the work role. The presence of children
effected work role permeability only for women. Childless
pediatricians and male pediatricians with children were roughly equal
in their level of work role permeability, which was significantly less
than that of mothers.

These results suggest that, in spite of the recent influx of
women into medicine, women still lag behind men in the work sphere.
The primary reason for this lag is their involvement in the maternal
role. Medicine is a fairly conservative profession, and therefore
female pediatricians may be further behind other professional women in
sorting out work and family responsibilities, while male pediatricians

with children remain entrenched in the traditional breadwinner role.
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The questions below address issues about pediatric careers, including training, tamily, cutside activities, and practice

characteristics. Please circle the appropriate response or fill in the blank as indicated.

Post Graduate Training

1. Are you board certified in pediatrics?
YES i 1 —> SKIP TO QUESTION 3

No..... et L..2

' 2. The fcilowing are some reasons why a pediatrician might not be certified in pediatrics. Please

circle the one reason most applicable to you.

Lessthan 2years POSt-reSIdeNCY . . ..o v it it it it et it
Have taken the written exam but nottheoralexam ............ ..o iuiunns
Have not had the time to prepare for certificationortakeexams .. .................
Failedexam(s), plantoretake ...........c.ccoiiiieiiiiiir i
Failedexams, donotplantoretake .........ccvvriiiinn it iarnenaanans
Certified or becoming certified inanotherspecialty . . ............. ... .. .oout..
Have no plans for becoming certifiedinpediatrics .. ........ ... .. L L
Other (please SPeCify) .. ..ot ir i e e e e

Family Life

3. Areyou:
Married ..o 1
Single ...oviiii i i 2 —> SKIP TO QUESTION 6
Divorced ........ooiininiininnnn 3 ~—> SKIP TO QUESTION 6
Widowed ..........cooiiviinnninnn. 4 > SKIP TO QUESTION 6

4. Does your spouse:

Work full-time outsidethe home . ... ... it i ittt e e 1
Work part-time outside the Bome . ... ... .ot it ittt it nie e 2
Does not work outside homefretired .............. e e e 3
Other (pleasedescribe) ... ..ottt ittt i ieia e iinennenaneans 8

5. ls your spouse a physician?
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Home and Child Care Help

Professionals often seek help with home and child care. Please use the following lists of various
types of help to answer questions 7 and 10,

1. Self 8. Daycare

2. Spouse 9. Boarding school

3. Children 10. After school program
4. Other relative 11. Notapplicable

§. Parttime help 12. Other {specify)

6. Full-time help 13. Other (specify)

7. Babysitter outside home

7. We are interested in the kinds of household arrangements pediatricians make. (Fill in the blank
with the ONE number from the Home and Child Care Help list above.)A

a. Whodoesmostofthehousework? ........ ... .. ciiviinn..

b. Who most often is responsible for car maintenance? .............

8. How manychildrendoyouhave? .. (ifnone, SKIP TO QUESTION 11)

9. When was your first child born?

Before medicalschool .. ........ ... . ... PN 1
Duringmedicalschool ... ... . .. i e 2
UG IESIdENCY - .ottt e e e e 3
During fellowship . ... e 4
During firsttwoyearsaftertraining . ... ... it 5
Thregormorgyearsaftertraining ... ..o i i e 6

10. We are interested in the kind of child care arrangements pediatricians currently make for their
children. (Please insert ONE number from the Home and Child Care Help list above.)

a. Who provides most of the child care for your children under 6 while
YOUBIEWOIKING? ... i i

(if you do not have children under 8, please check D and
go to question 10b.)

b. Who provides most of the child care for your children ages 6-13
before/afterschool? . ... ... . i e

(If you do not have children ages 6-13, please check D and
go to question 11.)

Organization Membership

11. How important to your career is belonging to medical organizations?

RV 4 T o -1 P 1
g2 oL =14 G P 2
NBUTAl ..o i i e e e e e e 3
L Ll T oTot = o PN 4

T (=Y I 1T Lot - 1 (U 5
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12. Do you belong to any of the following organizations?

YES NO
Nonmedical/Community ........ i era e, . 1 2
State Chapter of American Academy of Pediatrics (AAP) . . . . 1 2
National AAP .. ittt i it i e 1 2
Othermedicalsocieties ........ oo iiinnnae, 1 2

13. In 1984, approximately how many meetings of each of these organizations did you attend?

Nonmedical/lCommunity .........ccrieiierriiernrranranans e MIEELINGS
State Chapter of AAP .. ... ittt —_—. MeEEtiNgS
National AAP .. ... oL —— meetings

Other medical SOCIEHES .+ ...\ ovvrvreeeraareneannnannnnn —  __ meetings

14. Have you in the past, or do you now belong to a committee or hold an office in any of the
following?

YES NO

Nonmedical/Cammunity ........... e 1 2

State Chapter of AAP . .. ... oottt ! 1 2

National AAP ... . i e 1 2

Othermedicaisocieties ..............c.ocvvviiann, 1 2
If you do not belong to the AAP in some way,
please skip to Question 19
For AAP Members and Chapter Affiliates
15. How oid were you when you joined the Academy?

. 16. How important to you are the following reasons for belonging to the AAP?
Very Not at alf
Important Important Neutral Unimportant Important

Publications .............. 1 2 3 4 5
Continuing Education ....... 1 2 3 4 5
Professional Contacts . ...... 1 2 3 4 5
ChildAdvocacy ............ 1 2 3 4 5
Palitical or Economic
Benefits ................. 1 2 3 4 5
Other
(please describe below) .. .. .. 1 2 _ 3 4 5

17. Would you be interested in serving on committees or running for office in your AAP chapter or
national AAP?

Not
Yes No Unsure Applicable
Chapterof AAP .. ..........covunn 1 2 3 4

National AAP ............ v 1 2 3 4



18. The following are some reasons why a pediatrician might /imit involvement in the AAR How

important are these reasons to you?

Notat all
Important

Very
Important Important Neutral Unimportant

Tocexpensive ............. 1 2 3 4 5
Toobusywithwork ......... 1 2 3 4 5
Toobusyathome .......... 1 2 3 4 5
Notinterested ............. 1 2 3 4 5
Travel inconvenience . ....... 1 2 3 4 5
Don't feel weicome

atmeetings ............. 1 2 3 4 5
Do/does not address issues of

concemnforme .......... 1 2 3 4 5
Other (please describe) . ... .. 1 2 3 4 5

SKIP TO QUESTION 20.

For those who have not joined either the National AAP or a Chapter

18. The following are some reasons why a pediatrician might not join the AAP (either as an Affiliate,

Junior, or Fellow). How important are these reasons to you?

Not at ail
Important

Very
Important Important Neutral Unimportant
Tooexpensive ........ P 1 2 3 4 5
Toobusywithwork ......... 1 2 3 4 5
Toobusyathome .......... 1 2 3 4 5
Notinterested .......... .. 1 2 3 4 5
Travel inconvenience .. ...... 1 2 3 4 5
Noteligible ......... PRI 1 2 3 4 5
Don'tfeeiwelcome ......... 1 2 3 4 5
Does not address issues of
concernforme .......... 1 2 3 4 5
Other
(please describe below) . .. . .. 1 2 3 4 5
Professional Activities
20. Do you provide direct patient care?
B (= U 1
1 (o P 2

21. in 1984, approximately how many weeks did you work?

{Excluding medical mesetings, military service, vacation, and simi-

larabsencesfromwork) .. .....c. it i i e weeks
22. How many hours did you work during your most recent complete

week of work? (excluding “on call” hours not actually worked) . .. hours
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23. How many patient visits did you have during your most recent
completeweekofpractice? ............ ... o i, - Visits

24. Which of the following categories includes your 1984 earned income before taxes?

Lessthan$39,999 .. ....... ... .. ..., 1
$40,000-859,999 ... ... ... 2
$60,000-879,999 .......... .. et 3
$80,000-399,999 ..... ...t 4
$100,000-83119,999 .......... ... ... 8
$120,0000r0ver ... ..o iiiiis e 6

25. What were your principal problems in starting your practice or career?
(Circle all those appiicable.)

Finding alocation or pOSHION . . ...ttt t ettt er e C
Obtaining CrOSS-COVEIATR . ..o v vttt riae i ian s ie et
AN . . ot e e e e e
Lack Of PEEr SUPDPOM . .. (it it e it i e e s
Lackof bUSINESSIraINING . .. ..ottt ittt e i i e e
Family obligations .. ... ovt e i e e e
Lackofmentororrolemodel ... ... .. ... .
e o o O
Nosignificantproblems ... . ... .. o o e
Other{pleasespecify) .......coiiiiiiiiniiinn ., e e

26. Have you had any career interruptions where you stopped work or took a nonmedical job?

NO . o 2 —> SKIP TOQUESTION 29

27. yes, was the interruption due to: (Circle those applicable.)

P OUSE S CBIBET . ..ttt it iin st cstananssaanensnanasnssaononsesraanan 1
10411 1= T T GO 2
e (PIeaSe SPECHY) . ittt it it it ittt et e 8

28. Did the interruption create problems for your career? Did you:

YES NO
Loseskills .. ... . i e 1 2
Losepatients . .. ... ... i e 1 2
Lose partners/coverage .........v.vuinianinnanennn 1 2
Fall"behind” peersincareer . ......... ...t e 1 2
Other(pleasespecify}) .. ..o riinerrenananens.s 1 2

29. Are you planning to leave pediatrics in the next five vears?
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Background

30. Whatis your sex?
Male ... ... 1
Female ........ e raeae e 2

31. Whatissues do you believe will be most important to you or pediatrics in the next five years?

THANK YOU. Please return to: ISSUES IN PEDIATRIC CAREERS,
American Academy of Pediatrics, PO. Box 927, Elk Grove Village, IL 60007,
in the enclosed envelope.
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