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INTRODUCTION

The estimates of the numbers of women on welfare who experience mgor depresson, post-
traumatic stress disorder (PTSD), anxiety disorders, panic disorders, and agoraphobia, as well as
serious mental illnesses such as schizophrenia and bipolar disorder, vary agood dea. Generally,
however, most reports find that poor women experience these mental health disorders at much
higher rates than the generd population.

In this briefing paper, we summarize recent research on the powerful and negativeimpact of
mental health problems, such as depression, and on the high prevalence of mental health problems
among poor women. Wealso outlinea number of critical issuesrelated to poor women and
mental health, including the minimal prerequisite that women with mental health problems need to
be identified before they can be referred , effective treatment for women with mental health and
substance abuse problems, and the difficulties these women facein trying to locate, get, and keep
ajob. Thoseindividualswith certain serious mental illnesses, such as schizophrenia, who are
identified are often folded into the public mental health system. These individuals usually receive
Supplemental Security Income (SSI), not Temporary Assistance For Needy Families (TANF), and
Medicaid. Though these individuals are not on welfare, per se, they are poor and they too face
certain serious obstaclesin their effortsto find ajob and keepit.

To reflect avariety of perspectivesin this briefing paper, we sought input from individuasin
related disciplines who provide services to or do research with poor women. Appendix A
acknowledges, with thanks, the input theseindividuas have provided.

MENTAL HEALTH PROBLEMS: A SERIOUSPUBLIC HEALTH CONCERN

Poor mental health continues to be a serious abeit largely unrecognized public health concern.
Poor mental health, including depresson, anxiety, panic disorders, agoraphobia, and PTSD, as
well as seriousmenta illness, such as schizophrenia and bipolar disorder, continues to rob society
of the productive work and lives of countless individuals.

Depression is a particularly prevalent mental health problem. Depression was estimated in 1990
to cost the nation from $30 to $40 billion in direct costs, lost work days, lost productivity, and
disruption to personal and family life (Nationa Institutes of Mental Health (NIMH), Depression
Awareness, Recognition, and Treatment Campaign (D/ART), no date). Depression is associated
with excessive use of health care services (Regier et al., 1988), higher medical costs, greater
disability, poor self-care and adherence to medica regimens, and increased morbidity and
mortality from medical illness (Katon & Sullivan, 1990; Research Agenda for Psychosocial and
Behavioral Factorsin Women's Health, 1996).

Depression can be debilitating and disabling. An individual suffering from depression can
experience combinations of thefollowing symptoms: sad, hopeless, discouraged fedings; 10ss of
interest or pleasure in nearly all activities; changes in appetite or weight; changes in sleep patterns
(dleeping alot or experiencing insomnia); changes in psychomotor activity (e.g., pacing);
tiredness, fatigue, and decreased energy; fedings of guilt or worthlessness; impaired ability to
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think, concentrate, or make decisions; memory difficulties; thoughts of death or suicide
(Diagnostic and Satistical Manual of Mental Disorders, 4" ed. [DSM-IV], 1994). It may very
well be that what has long looked to some like dependency and a lack of motivation among
women on welfare are actudly symptomsof depression.

And it iswomen who are particularly vulnerable. Women'srisk for depression is double that of
men (McGrath, Keita, Strickland, & Russo, 1990). A host of biopsychosocia factors contribute
to the prevalence of thisillness among women, including socialization that shapes personality
stylesthat are more avoidant and passive, pervasiveviolence in some women’'slives, the cost of
being the primary caretaker in many familial and social relationships, and possible biologicd
factorsrelated to reproduction. Poverty carries an added risk for depression (McGrath et al.,
1990), and women are more likely to be poor than are men. According to U.S. Bureau of the
Census (1995) figures, 90% of the dmost 5 million adults on public assi stance are women (most
of the 14 million on public assistance are children).

PREVALENCE OF MENTAL HEALTH DISORDERS AMONG POOR WOMEN

Until very recently, policymakers have focused little on mental health problems among women on
welfare and their role as a serious barrier to employment. Neverthel ess, sudies have shown that
mental health problems among women on welfare may restrict their ability to participatein
employment and training programs or to leave wdfarefor employment ( Danziger , Corcoran,
Danziger, Heflin, Kalil, Levine, Rosen, Seefeldt, Siefert, & Tolman, 1998; Jayakody, Danziger, &
Pollack, 1998; Olson & Pavetti, 1996).

Mental health problems are much harder to identify than are physical disabilities, often requiring
welfare recipients to self-disclose. Depression, generalized anxiety disorder, substance abuse, and
the existence of past abuse or current domestic violence and its psychological impacts are afew
issues that welfare recipients may not readily reveal in interviews with caseworkers or researchers,
however, evidence suggests they are highly prevalent and can discourage self-sufficiency (Olson
& Pavetti, 1996).

Several large-scale surveys provide clear evidence of the rates of menta hedth problems and
substance abuse among welfare recipients. Analysis of data from the National Longitudinal
Survey (NLS) reveds that dmost 90% of current welfare recipients between the agesof 27 and
35 experience one of five powerful barriers to employment, which include low basic skills,
substance abuse, a hedth limitation, depresson, or achild with a chronic medical condition or
serious disability. Approximately 24% of recipients reported mental health problems (13.19%
reported being depressed between 5 and 7 days aweek, and 11.05% reported being depressed
between 3 and 5 daysof the week), compared with 11% of nonrecipients (Olson & Pavetti,
1996).

Data from the Women's Employment Study (WES), which surveyed 753 single mothers with
children who were on the welfare rolesin an urban Michigan county in February 1997, showed
that 85% of respondents had at least one of 14 barriers to employment, which included mental
health problems. Approximately 26% of respondents reported depresson, 14.6% reported post-
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traumatic stress disorder, and 7.3% reported generalized anxiety disorder. Theseratesare
considerably higher than those for women reported in the National Comorbidity Study (a survey
of arepresentative national sample, assessing comorbidity of substance use and non-substance use
psychiatric disorders), which found a 13% rate of depresson, and a4% rate of generalized
anxiety disorders (Danziger et al., 1998).

In asimilar study, researchers who analyzed datafrom a 1994-1995 Nationd Household Survey
of Drug Abuse (NHSDA) found that approximately one-fifth (20%) of welfare recipients
experienced one of four psychiatric disorders (major depression, generalized anxiety disorder,
panic attack, and agoraphobia), in contrast to 15% of nonrecipients who reported the same
problems. Mgor depression and agoraphobia were the most prevalent. Eleven percent were
diagnosed with depression and 5% were diagnosed with agoraphobia, compared to 8% and 2%,
respectively of nonrecipients. Additionally, had the NHSDA measured additional disorders, the
full extent of psychiatric disorders probably would have been much higher (Jayakody et al., 1998).

It bears noting that underreporting is a potential problem in efforts to determine accurately the
prevalence of mental health problems among poor women.

VIOLENCE CONFERS ADDED RISK

Violence, whether past or current, is another important part of the picture of mental health
problems among welfare recipients and isa mgjor barrier to self-sufficiency. Abused women are
more likely to suffer depression, anxiety somaticization, and low self-esteem than those who have
never experienced abuse, compromising their ability to leave welfare (McCauley et al., 1997).

Estimates of the prevalence of violence anong women on welfare vary agood deal. However,
rates are consistently higher than for women in the genera population. Studies of severd wdfare
and employment and training programs havefound that at least 50% of participants receiving Aid
for Families with Dependent Children (AFDC) had experienced domestic violence (Lyons, 1997,
cited in Kramer, 1998).

Browne and Bassuk (1997) andyzed data from a study of 436 homeless and housed mothers
receiving welfare. They found that 63% of respondents had experienced severe violence by
childhood caretakers, and 42% had experienced childnood molestation. Likewise, over 60% of
the total sample had experienced severe physical violence by an intimate during adulthood. An
astounding 86% of al respondents had experienced physical and/or sexual abuse at some point in
their lives. In addition, between 69% and 71% homeless and housed respondents reported
suffering from at least one mental health disorder in their lifetime. By contrast, 47% of women in
the general population report at least one lifetime disorder. Forty percent reported experiencing
depression, in comparison to 21% of the general population. Likewise, respondents experienced
PTSD at arate three times higher than the general population (34.8%, compared with 12.4%)
(Salomon, Bassuk, & Brooks, 1996). These researchers believe that PTSD isthe primary
disorder, driving secondary disorders of major depression, anxiety disorders, substance abuse, and
so forth (Bassuk, Browne, & Buckner, 1996).



ISSUES'RECOM MENDATIONS:

Issue:  Mental health problems ar e not currently recognized astheserious public health
concern they in fact represent.

Mental health problems powerfully affect the productivity and quality of lifeof millionsof
Americans. Poor women tend to suffer from mental health problems at higher rates. Treatment
helps women get well, and women who are well are more likely to get and hold jobs. Yet at
neither federal nor state levels are mental health problems recognized as the serious public health
concernsthey are. Mental health care and insurance coverage should be equal to that for physical
health coverage (Rice, 1998).

Recommendations:

« Menta health careisabasic need for women and should be included in all state Medicaid
health benefit packages. These benefits should be nondiscriminatory compared to medica
benefits (i.e., parity), without financial requirements that bar access to clinically appropriate
treatment.

« States and the managed care organizations they contract with to provide health care services
are not required to integrate behavioral health careinto their health plans. States have the
option to contract out behavioral health care servicesto stand-alone companies, that is,
“carving “ out mental health coverage. Integrating mental health careinto overdl hedth care
planswill deliver better, more coordinated care.

« Asstates contract out Medicaid health coverage to managed care organizations, states need to
develop and offer programs to educate both caseworkers and the women on welfare who are
their clients about how best to navigate managed care, with the god of obtaining the best
quality care possible (Rice, 1998).

» Federal and state agencies should fund more research on the prevalence, treatment options,
and treatment outcomes of mental health and substance abuse problemsfor women on wefare
(Rice, 1998).

Issue. Women with mental health disorders are not currently being adequately identified.

As noted earlier, poor women experience depression, anxiety disorders, panic disorders, post-
traumatic stress disorder, and other mental health problems at higher rates than women in the
general population, and these problems can interfere with the ability to hold onto ajob. However,
because neither the women themselves nor the caseworkers or other service providersmay
recognize their symptoms as symptoms of menta heath disorders, these women may function at
low levels for years without being identified asin need of mental health treatment.

Recommendations:




Caseworkers, primary care physicians, providersin family planning clinics, providersin
pediatrician’s offices, emergency room personnel, child support enforcement staff, housing
office staff, employment office staff, and police officers (Kaplan, 1998) dl need education and
training on recognizing signs of possible mental health problems. It is not reasonable to
expect these professonds to serve as mentd health care providers. However, rudimentary
training in recognizing some basic signs and symptoms, along with the resourcesto refer
individuals for more compl ete assessment and/or treatment, will more effectively identify
women who with some treatment may be better able to live a hedthier, more productivelife,
including moving from welfare into the workplace.

In welfare offices, job training offices, child support offices, housing offices, primary health
care provider’ s offices, and hospital emergency departments, make available to all clients and
patients printed information identifying the signs and symptoms of depression, post-traumatic
stress, panic disorder, anxiety disorder, and other mental health problems, and waysto get
help, so individuals are able to sdf-identify and perhaps seek treatment.

In addition to screening tools, better integration of services, comprehensive case management,
and procedures to dlow immediate assessment and treatment will help identify these women
and make treatment available to them (Kaplan, 1998).

Issue:  Despitethe strong connection between violence - whether past or present - and

mental health problems, and despite the high incidence of violence among poor women,

women with histories and experiences of violence are not currently adequatdy being

identified.

The Family Violence Option (FVO) isintended to help domestic violence victims and survivors
move from welfare to work. States have the option of implementing the FV O as part of the 20%
caseload exemption for welfare recipients experiencing personal and family challenges. The FVO
allows states to screen wefare participantsfor domestic violence victimization, provide referrds
to specialized services, and provide good cause waiversfrom thefive-year lifetimelimit on TANF
assistance and mandatory work requirements. However, according to arecent report done by the
Taylor Institute (Raphad & Haennicke, 1998), thirty-one (31) states haveimplemented FVO; nine
(9) states are planning to adopt FVO; ten (10) states have not adopted the FV O but have taken
domestic violence into account in their state plans; and two (2) states are not adopting FVO and
have not made any provisonsfor battered women in their state plans. In addition, indications are
that the FV O asimplementedis not effectivein identifying and helping the women for whom it
was intended.

Recommendations:

Federal policy should mandate that al states adopt the Family Violence Option, and
exemptions to and extensions of time limits need to be provided to al women identified with a
history of abuse, aswell asthe experience of abusein the recent past.



» Therecommendationsrelated to screening and identification of TANF recipients for mental
health problems (outlined above) apply as well to screening for histories of violence and
abuse, that is, casaworkers, primary care physicians, providersin family planning clinics,
providers in pediatrician's offices, emergency room personnel, child care providers, child
support enforcement staff, housing office staff, employment office staff, and police officers
should all receive more education and training on recognizing Sgns of abuse. Information on
the prevalence of violence among women and the connection between the experience of
violence and current mentd hedth problems, as well ashow to get help, should be made
available to women in all these settings, so they are able to sdlf-identify.

« Better integration of services and comprehensive case management are needed to better
coordinate care and connect women with the servicesthey need.

Issue: Treatment must be accessible.

Women identified as needing mental health treatment can face intimidating obstacles. Along with
the disabling effects of some mental health problems, logistical obstacles such as the lack of
childcare and transportation, are often overwheming and serioudy interfere with getting care.
Information about treatment is not enough. Getting poor women into treatment requires extensive
outreach. In addition, for women in abusive situations, it may be dangerousto let an abusive
partner know where they are going, that is, that they are doing something besides going to a
provider for obstetrical/gynecological care.

Recommendations:

» Provide access tomenta hedth treatment in locations that are convenient, including within the
same facility as other services used, for example, family planning clinics, primary care
provider’s offices, and welfare offices.

» Provide vouchersfor transportation and childcare to enable mothers to participate in the
treatment programs.

Issue: Treatment modds designed for men may beless effective for women, who with their
children make up the vast majority of individualsreceiving TANF.

Most recipients of public assistance are poor women and their children. Treatment models
designed by men and for men are likely to be less effective for women. For example, mental
health problems, including substance abuse, are often linked to past experiences of physcal and
sexua assault. Treatment modelsthat do not address this critical issue will not be as successful
for women. In addition, treatment facilities need to take into account the specia needs of women.
Women who are caring for children and who have substance abuse problems need assi stance with
child care to be able to take advantage of treatment.

Recent National Institute on Drug Abuse (NIDA) research indicates that drug abuse may and
progress differently, have different consequences, and therefore, require different preventive and
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treatment approaches for women and men

Recommendations:

» Effective mental health treatment for women needs to accommodate differencesin patterns of
substance abuse by women, theimpact of violent assault and sexual abuse on the mentd
health of women, eating disorders, issues of discrimination (in employment and otherwise) on
the basis of sex, sexual orientation, disability, ethnic and racid differences, and so forth.

« Most substance abuse facilities areinpatient treatment facilities. Inpatient or residential
treatment programs for women must be structured for the women and their dependant
children, including child care and other on ste programs while themothers arein treatment.

» Substance abuse treatment programsmust take aholistic approach and include such programs
as vocational education, parenting classes, GED, and so forth.

Issue: Treatment modes designed for middleclassclientsare likdy to be less effective with
low-income clients.

Traditionally, the models and providers of mentd hedth treatment havefocused on middle or
upper classclients. To be effective, models and providers need to takeinto account the needs of
lower income individuals, to understand the issues people in poverty, particularly womenin
poverty, face daily, and to understand what options poor individuals have and do not have.
Whereas socid workersmay have more experiencein dealing with these issues, many other
providers (e.g. other mental health providers, primary care physicians) do not receive adequate
training in the experience and impact of poverty.

Recommendations:

» Education and training for al service providers (all mental health providers, primary care and
other physicians and medical care providers) should include the impact of poverty on
individuals, what kinds of options are typically available to poor and low-income individuals,
and how the provider can identify the critica issues affecting hed th and respond most

appropriately.

Issue: Peoplewith dual diagnoses aredropping through the cracks.

Services for people with dual diagnoses are not adequate. Programs addressing the needs of
women on public assistance often address their problemsinisolation. Clients with more than one
diagnosed mental health problem (e.g., substance abuse and major depression) do not usudly have
access to a program that addresses these problemsin combination. These clients dso must
negotiate separate and unrel ated service delivery programs.

Recommendations:




» Programs need to be better coordinated. Poor women need “one stop shopping.”
» Caseworkers need training and information on all options available.

Issue: Decisions about who gualifiesfor exemptions can beinconsistent.

Decisions about who qualifies for exemptions to time limits are often made “on the fly,” by
overloaded caseworkers. Thiscan result in decisions that are inconsistent.

Recommendations:

« Who qualifies for exemptions should be based on consistent policies that are clear to the
caseworkersand clientsalike. All state programs should establish clear palicies, provide
documentation on the policies to caseworkers, and make the information available to clients.
Even more important, caseworkers, who are often overwhelmed with frequently changing
written documentation need more training on options that are available, policies regarding the
implementation of exemptions, and so forth.

Issue: Asthe“easy to place’ clientsleave TANF, leaving behind a population consisting of
a higher and higher proportion of individuals with entrenched, complex, and difficult
problems, the number of clients a caseworker can reasonably serve will decrease.

Past performance expectationsfor caseworkers are based on experience with avery different
population of clients. As“easy to place” clientsmove off TANF and into the workplace, the
population remaining behind, those till receiving TANF, changes fundamentally and inexorably.
States are experiencing these changes now (see DeParle, 1997, for a description of changes
Oregon isexperiencing in thisregard). If unaddressed, thistrend islikely to mean that poorer
services will be provided to needier people, and that caseworkers may be at higher risk for violent
assaultsasaresult. Assummarized by the American Federation of State, County and Municipd
Employees (1998), socia service workers are at increased risk for violencein the workplace,
because

more depressed, unstable, and desperate people are waiting in longer lines to talk to fewer
workers who have less time to dispense dwindling services and reduced benefits.

Recommendations:

» Caseload expectations must decrease, both to ensure that minimal standards are met in the
provision of servicesto these clients with more complex problemsand to ensure the safety of
caseworkers. Caseload expectations must be at appropriate leves, which dlow caseworkers
to adequately assess needs, refer for appropriate help, including treatment, and coordinate
services and other actions as needed.

Issue:  Women with mental health problems need flexible hour s at wor k.

Difficulty combining work and family responsibilities is one of the number one stressors for
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working women (Swanson, Piotrkowski, Keita, & Becker, 1997). This problemisof particular
magnitude for women on welfare who often have fewer resources. Flexible work hoursand
flexible employers are critical. In addition, women on welfare who have menta health problems
and substance abuse problems need to be abl e to get to treatment gppointments and to meet
welfare program activity requirements, sometimes during working hours.

Recommendations:

» Hexible employers and flexible hours will enable these women to work. Potentia employers
should be apprised of theimportance of flexible hours, and wefare recipients should not be
required to take jobs with nonflexible hours.

« Transportation and qudity child care will also help in reducing the number of stressors.

Issue: Women with drug-related felony convictions are serioudy disadvantaged B help is
often out of reach. These women are often wrestling with overwhelming substance abuse
problems, and instead of receiving needed assistance, are declared ingligible for TANF and
consider ed unemployable by many employers.

Women with felony convictions of any kind are indligible for TANF provisions. When the felony
conviction isdrug related, this effectively penalizes the individual for having a mental health
disorder, as many of these women have serious substance abuse problems. In addition, employers
often view felony convictions of any sort as automatically making a potential employee ineligible
for aposition. Women with felony convictions for drug abuse are thus automaticaly consdered
ineligible for employment in many cases, leaving them with fewer options for better paying jobs
with health insurance coverage, mentd hedth coverage, and flexible hours. Since substance abuse
can co-occur with other problems, such as mental health problems, in poor women, this automatic
prohibition functions as a double whammy.

Recommendations:

« Women with substance abuse problems, with treatment, can get well and function successfully
in the workplace. Education for employersis needed, to help make the distinction between a
felony conviction related to a mental health or substance abuse problem and other fel ony
convictions.

« Drug-related felony convictions should not automaticaly prohibitindividuasfrom receiving
assistance under TANF. Women with substance abuse problems, including those who have
drug-related felony convictions, should be identified and referred for treatment, as well as be
eligible for TANF assistance.

Issue:  Individuals with serious mental health problems or serious and disabling mental
illnesses face special obstaclesin the workplace.

Adults with serious and disabling menta illnesses, such as schizophrenia and bipolar disorder, are
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often receiving public assistance via SSI, with Medicaid. The degree to which peoplewith serious
mental illnesses can function in the workplace variesagreat deal. Some may be able tofunction
well on an ongoing basis; some may be able to function intermittently; some may be able to
function in structured environments and/or with available support; some, who are older or for
whom medications are not sufficiently controlling their symptoms, may not be able tofunctionin
theworkplace at dl. Thefollowing recommendations address the needs of adults with serious
mental illnessin the workplace. The recommendations addressing the need for enough flexibility
in hoursto allow individualsto get to treatment appointments, the problem of between-job gaps
in benefits and health coverage, and the need for financial assistance for transportation to
treatment appointments apply as well to adult recipients of TANF who have serious mental health
problems.

Recommendations:

« Exempt from time limits those people with serious mental illness who either can function in
the workplace only intermittently or cannot function much at all.

« Ensurethat offices providing public menta hedth services haveflexible hours. Mentd hedth
centersthat are open from 9:00 to 5:00 only cannot accommodate clients who are working
those same hours.

« Eliminate “between-job” gaps in benefits and services and maintaining the benefits and
services for those unable to function in the workplace at dl. Ensure that al caseworkers
know about waiversthat will extend health coverage for SSI clientswho lose their jobs. If
workers arefired or laid off, it can take several months to apply for and reinstate SSI benefits.

For these clients, mentd hedth coverage for medications and therapy are critical, and the
possibility of losing benefits may make these individuals less likely to want to accept ajob.

« Intransportation subsidies, accommodate the needs of seriously mentally ill employees, who
have minimal funds, who need to not only get to work at the beginning of the day but also to
appointments with mental health providers during the day.

Issue: Thestigma of mental health problems and serious mental illnessis an obstacle to
successin the workplace.

The stigma associated with disclosed menta hedth problems can be an obstacle to being hired and
to being promoted. In arecent study, 80 British personne directors evauated hypothetica
candidates with similar profiles, except that one candidate was described as having experienced
depression. The personnel directors were much less likely to hire the candidate with depresson,
and almost 60% said they would never hire such a person for an executive job (Glozier, 1998).
Those with serious mental illness encounter such obstacles aswell. The stigma associated with
mental illness often keeps individuals from seeking help. It often keepsindividuals with serious
mental illness from disclosing their psychiatric illnesses or histories to employers or potential
employers, which keeps them from being eligible for certain protections and accommodations, for
example, under the Americans With Disabilities Act.
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Recommendations:

« Implement public education efforts that counter the stigmas and myths associated with people
with mental health problems and mental illness.

» Programsdesigned to move individuals with serious mental illness into the workplace should
include a component that educates theemployers as well.

Issue: _Many caseworkersaswell astraditional vocational rehabilitation programs can
“aim low” for general welfare clients and clients with serious mental illness.

The policies, practices, and procedures governing job placement in general and the vocationd
rehabilitation provided to clients with mental illness often focus on quick job placement (in any
job possible). Performance standards are often based on the number of “closures’ (e.g., quick
employment, that is maintained for afew months). This encourages an attitude of “not reaching
too high,” that is, encourages employment in low paying service sector jobs, discourages
educational activities, and discourages red deve opment of aclient’s potentia for professional,
higher level work. Lower paying jobs are dsolesslikdy to provide adequate menta health
insurance coverage.

Recommendations:

« Addressthe policies and practices of welfare departments and traditiona vocationd rehab
services, and the performance evauation systems that encourage these practices, that
emphasize finding any job over developing clients potential to “aim high.”

« Encourage education and training for caseworkers and for vocationa rehabilitation workers.
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