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We dedicate this book to all people who have lived with mental
health conditions.

We write with their voices in our minds and hearts.
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Preface

Mental Health and Soctal Problems: A social work perspective is written as a textbook and reference book
for social work students and practitioners. In serving as editors, we invited leading social work
experts to present the state of interdisciplinary knowledge and practice wisdom about the
complex bidirectional relationship between societal issues and mental health as well as about
numerous mental health conditions and related life stressors. We divided the book into two
parts. In Part I, we examine the societal, political and economic contexts of mental health
conditions. In Part II, we examine the most current empirical findings, practice knowledge and
wisdom about the major mental health conditions faced by our clients.

In Part I, our contributors examine the impact of oppression and stigma, poverty, racism,
war, homelessness, corrections, immigration, childhood maltreatment, intimate partner
violence, and community violence on our clients’ mental health. Our contributors follow a
common outline to organize their respective chapters. After introducing the contextual focus,
each author discusses the societal, political, economic definitions of the social issue and its effects
on mental health and mental illness. This discussion is followed by a review of the social
problem’s demographics, incidences and prevalence rates. The influences of race, gender, life
course, sexual orientation, and ability/disability are also examined. To provide a “human face”
to the empirical data, each author presents a practice illustration, and discusses relevant and
salient assessment and interventions themes that emerge from the illustration. The contri-
butions of social work and the importance of social work involvement are explicated. Chapters
conclude with boxed texts consisting of web resources.

In Chapter 2, Professors Watson and Eack examine the deleterious impact of oppression and
stigma on mental health. The authors begin with a discussion of the stigmatization process,
which consists of five interrelated components. The first component is labeling of human
differences, and attributing negative attributes to the differences. The next component is
separating “us” from “them” (healthy from mentally ill). The “them” become stigmatized and
the “us” become the stigmatizers. The stigmatized experience loss of social status, prejudice and
discrimination. Persons suffering from mental illness are stereotyped as “dangerous, unpre-
dictable, incompetent, irresponsible; at fault for their illness, and unlikely to recover.” These
negative stereotypes affect every dimension of the life of a person suffering from mental illness:
education, employment, housing, health and mental health care, and interpersonal rela-
tionships.

In Chapter 3, Professor Rank analyzes the effects of poverty on mental health. He begins by
describing the nature and scope of poverty in the United States. He estimates that approxi-
mately 60 million of people living in the United States live in or near poverty. At greatest risk of
being poor are people with less education, who are young or old, non-white, have a disability,
live in single parent families or reside in economically depressed inner cities or rural areas.
Professor Rank presents a large body of research that indicates a strong association between
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poverty and diminished mental health. Subsequently, he raises the difficult and illusive ques-
tion: how does one determine the direction of causality between poverty and diminished mental
health? Research evidence, on the one hand, suggests that individuals with mental health
problems are more likely to drift downward into poverty. Concomitantly, research evidence, on
the other hand, suggests that the conditions associated with poverty decrease the quality of poor
people’s mental health. Professor Rank offers a trenchant observation: The direction of
causality might be related to the type of mental health condition itself. The severity of schizo-
phrenia, for example, may cause downward economic mobility that results in poverty. In
contrast, poverty might trigger anxiety and mood conditions.

In Chapter 4, Professor Miehls explores the insidious effects of repeated manifestations of
individual, institutional and structural and institutionalized racism on the mental health of
People of Color. Those suffering from mental illness are even more likely than other People of
Color to experience the devastating effects of racism, such as homelessness, unemployment,
incarceration, school failure, and restricted access to health and mental health services. The
concept of “microaggressions” 1s used to capture how the day-to-day experiences of being
marginalized impacts the mental health of People of Color.

Professor Harding, in Chapter 5, examines the destructive effects of war and the devastating
social and mental health consequences. Participating in or being exposed to military conflict
exacerbates existing mental health problems and creates new ones. Harding identifies the
changing face of war globally, the “new war” characterized by unconventional methods and
asymmetrical warfare and the significant impact that it has had on nations, communities and
individuals across the globe. He notes that there is a paucity of literature on the mental health
sequelae to people who are in the midst of armed conflicts; most research focuses upon those
displaced to refugee camps. Among U.S. veterans of recent wars, high levels of post-traumatic
stress disorder (PTSD), depression, substance abuse and other mental health problems linked to
exposure to combat have been found. The individual and family visible and invisible scars of
war are evident in rising suicide rates among active duty military personnel as well as veterans.

Professor Wise, in Chapter 6, examines the association between homelessness and mental
health conditions. The loss of one’s living place is often precipitated by chronic mental illness
and/or significant traumatic events such as loss of employment, natural or person initiated
disasters, escape from a domestic violence circumstance, or a combination of simultaneously
occurring life transitions and traumatic events. The author differentiates the chronically,
situationally and episodically homeless, and insightfully examines the bidirectional associations
among complicated conditions such as trauma, trauma responses to homelessness and mental
health conditions.

In Chapter 7, Professor Alexander cites a study that estimates that 56 percent of state
prisoners, 45 percent of federal prisoners, and 64 percent of jail detainees have mental health
problems. Similarly, data show high numbers of incarcerated juveniles with significant mental
health issues. Clearly, a certain percentage of adult and youth prisoners enter the correctional
system with mental health problems. Certainly, prison life exacerbates their mental health
conditions. The cumulative stress associated with confinement, violence, and lack of treatment
makes worse their original condition and creates new mental problems. It is important to note
that race is a critical factor in imprisonment. African American males are incarcerated at 6.6
times the rate for White males.

In Chapter 8, Professors Acevedo and Gonzalez discuss the profound mental health conse-
quences of the dislocation of “place” that immigration involves. Historically, immigration is
associated with social problems, such as poverty, racial and ethnic conflict, and disenfranchise-
ment. The profession of social work plays a critical function with the social problems and the
personal, familial, and community instabilities and that are associated with immigration.
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In Chapter 9, Professor Knight explores the mental health effects of childhood victimization
and maltreatment. In many social work settings such as addictions, domestic violence and
mental health, the majority of clients have experienced some sort of victimization in childhood.
Childhood and adolescent victimization and maltreatment have serious and long-lasting
consequences, particularly if sexual victimization is involved. The consequences include: mental
conditions such as post-traumatic stress, depression, anxiety, dissociative identity, borderline
personality, and substance abuse.

Professor Carlson, in Chapter 10, identifies a broad range of mental health symptoms and
problems that have been identified as a consequence of physical, emotional, and sexual abuse,
including depression, PTSD, other forms of anxiety, and substance abuse. Intimate partner
violence consists of “physical violence, sexual abuse or assault, and emotional or psychological
abuse that is perpetrated by partners or acquaintances, including current or former spouses,
cohabiting partners, boyfriends or girlfriends, and dating partners.” The devastating conse-
quences of intimate partner violence is evident in the fact that more than half of abused women
meet the diagnostic criteria for at least one mental health condition.

Community violence occurs in various settings, such as neighborhoods, streets, schools,
other local institutions, stores, and playgrounds. In Chapter 11, Ms. Vorhies and Professors
Guterman and Haj-Yahia offer a profound insight: “witnessing community violence or simply
hearing about community violence occurring has been linked to just as serious negative mental
health outcomes as direct exposure through victimization or perpetration.” While youth aged
18 and younger represent approximately 25 percent of the U.S. population, they account for
approximately 50 percent of the witnesses and victims of violent acts. Annually, 75 percent of
African American and Latino youth are exposed to school violence and 50 percent to com-
munity violence. The authors explore the consequences of exposure to community violence.

In Part II, leading social work experts present the state of interdisciplinary knowledge and
wisdom about the myriad effects and challenges of a range of mental health conditions faced by
individuals and their families. The mental health conditions presented are the autism spectrum
conditions; executive function conditions and self-deficits; oppositional defiant and conduct
conditions; mood conditions; anxiety conditions; eating conditions; personality conditions;
psychotic conditions; substance abuse; and dementia and related problems in cognition and
memory. The relevant issues in helping people with mental health conditions are framed within
the context of biopsychosocial and life-modeled approaches, and life course framework. In Part
II, the authors also follow a common outline to organize their respective mental health
conditions and associated life challenges.

The authors begin by offering political and theoretical definitions and explanations of the
mental health condition and their effects on service providers and service users. An examination
of the demographics, incidence and prevalence rates of the mental health condition follow
the definitional analyses. Subsequently, the authors examine the developmental course and
respective challenges for generational cohorts posed by the mental health condition. The
assessment and diagnostic patterns and different access to mental health services according to
gender, race, ethnicity, life course, sexual orientation and ability/disability are also explored.

Next the authors discuss social work programs and services: their availability, evidence of
effectiveness, and the roles played by social workers. More specifically, the contributors describe
and illustrate responsive professional methods and interventions. The authors conclude with an
examination of social work contributions and the importance of social work involvement with
the identified population. Each chapter ends with boxed texts consisting of web resources.

In Chapter 12, Professors Walsh and Corcoran discuss the severe and persistent impair-
ments associated with the spectrum of autism. Several areas of development are reciprocally
affected, including social interaction, communication skills, and a stereotypical, repetitive range
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of ritualized behaviors. These children demonstrate a lack of awareness of the feelings of others,
a limited ability to imitate and express emotion, and to participate in social and symbolic play.
Approximately 60 to 70 percent of persons dealing with autism suffer from distinct neurological
abnormalities and various levels of mental retardation. The authors present creative assessment
tools and evidenced-based interventions.

Professor Palombo, in Chapter 13, discusses executive function conditions and self-deficits,
presents recent developments in the neurosciences and integrates them into social work
practice. Certain individuals suffer from a disorganization, which interferes with their ability to
successfully complete the tasks they undertake. Initiating steps to implement plans and manag-
ing time to organize resources to self-monitor and to self-regulate their actions creates complex
challenges. The author discusses and illustrates distinctive assessments and interventions, which
are responsive to clients with neuropsychological impairments.

In Chapter 14, Ms. Barczyk and Professor Springer focus on children who suffer from oppo-
sitional defiant and conduct conditions. These mental health conditions display similar char-
acteristics such as breaking of societal norms, disruptive behavior, and disobedient behavior.
This chapter provides an overview of these conditions, and examines the social worker’s role in
working with youth with these problems. Evidenced-based practices that have been utilized to
help these youth, including videotape modeling parent program, problem-solving skills train-
ing, parent management training, functional family therapy, and family behavior therapy are
presented and illustrated.

Professor Smith, in Chapter 15, discusses mood conditions, the leading cause of disability
among people aged 15-44. The author’s perspective is that the etiology of depression is
complex and multi-determined. It exists on a continuum, merging from factors within the
person (endogenous), as well as from the external environment (reactive). Psychological, social,
environmental, and biological factors reciprocally influence one another. Significant disparities
exist in terms of both accurate diagnosis and access to appropriate mental health services.

Professors Heller and Werkmeister Rozas, in Chapter 16, examine the full range of anxiety
conditions which cause great distress and impaired functioning in people across the life course.
They stress the importance of understanding the evolutionary history of adaptive anxiety as a
means of self-preservation while understanding the multiple biological, social and cultural
influences which exacerbate and mediate the experience of maladaptive anxiety. They pay
particular attention to the culture bound syndromes, typically overlooked, and overrepresented
among the anxiety conditions. The authors provide full discussion of the bidirectional rela-
tionship between the influences of race, ethnicity and culture with the differential mani-
festations and responses to anxiety. They stress the importance of cultural competency for social
workers in order to understand both the meanings and functions of anxiety symptoms to both
the client and their respective culture.

Dr. Bodenheimer and Professor Heller, in Chapter 17, discuss eating conditions, anorexia
nervosa, bulimia nervosa, binge eating disorder, and obesity related conditions. These perplex-
ing conditions in which physiological changes interact with social, cultural, and psychological
factors are both psychiatric and social problems, and increasingly, a public health problem.
Given the ample evidence that sociocultural influences are significant in the development of
eating conditions and that each generational cohort appears to be at greater risk, preventive
strategies are critical, social work plays a critical function with people with eating conditions.

In Chapter 18, Professor Northcut astutely describes the multiple factors that predispose,
influence, create, trigger and maintain consistently rigidly dysfunctional behavior associated
with personality conditions. The author cautions that people suffering from a personality
disorder tend to be difficult to engage in a helping relationship. The very nature of the diagnosis
requires the personality condition be of lengthy duration, pervasive in scope and rigidity of style,
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which “interferes with seeking out and staying with any form of treatment.” The author
discusses and illustrates responsive approaches that pay equal attention to intra-psychic,
interpersonal and environmental forces.

In Chapter 19, Professor Lukens and Ms. Ogden present a comprehensive overview of
psychotic conditions, and promising, empirically based practices for persons diagnosed with the
most severe forms of psychosis. The authors examine the complex hurdles that the psychotic
conditions present for persons with illness, for their families and other informal caregivers, as
well as for mental health providers and policy makers. The roles for social workers in building,
implementing, and advocating for recovery-oriented programs are explicated and illustrated.

Professor Hanson, in Chapter 20, views substance abuse as a biopsychosocial condition in
which “personal lifestyle factors, physiological conditions, social structural arrangements and
cultural practices may contribute to the emergence and development of substance abuse.”
Clients with other mental health conditions are likely to experience difficulties associated with
the use of alcohol and other drugs. The author perceptively emphasizes that social work’s
ecosystem’s multidimensional person-environment perspective uniquely positions the profes-
sion to be responsive to the forces that trigger the development of substance abuse and help
persons suffering from its consequences.

The progression of dementia has a devastating impact on the individual, family and care-
givers. Over time, the person becomes an empty shell. A sense of hopelessness and helplessness
overwhelms as one observes this “disease dissolve the past memories, present lives, and future
dreams.” In Chapter 21, Professor Sanders and Ms. Osterhaus poignantly describe the impact
of dementia on the individual and caretakers, and the diverse roles social workers assume with
these clients and their significant social networks.

Our contributors present contemporary theoretical perspectives, empirical findings, and most
effective social work programs and practices. Historically, the social work profession has been
the primary social service provider to people (and their support networks) dealing with mental
health conditions. In the current social context, providing social work services has become
significantly more difficult to fulfill. For the stubborn truth is that problems have been
increasing, while resources to mitigate them decrease. In our opinion, the social work profes-
sion has made heroic efforts to provide quality social work services. Through descriptions of
responsive social programs and social work’s contributions to them and presentation and
discussion of practice illustrations, this book attempts to capture the profession’s resilience and
creativity.
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1 Introduction to social problems
and mental health/illness

Nwna Rovinelli Heller and Alex Gitterman

The social work profession has a dual mission: “to enhance human well being and help meet
the basic human needs of all people, with particular attention to the needs and empower-
ment of people who are vulnerable, oppressed, and living in poverty” (National Association of
Social Workers (NASW), 2008). Individuals who struggle with ongoing mental health issues
experience challenges in all spheres of functioning, on a daily basis. Daily life stressors and
struggles can generate cumulative and chronic stress. In accordance with our profession’s
mission, social work practitioners help clients to restore their optimal levels of overall func-
tioning in various domains. Because a wide range of social and personal conditions and
influences promote or mitigate mental health and illness, social workers must have a clear
appreciation of the power of these social and personal conditions and influences. Social work
practice theory emphasizes the importance of understanding the complex relationships between
people and their environments and this represents one of the distinguishing features of our
profession. One of the first ecologically based practice models, the Life Model of Social Work
Practice (Germain & Gitterman, 1980) provides a theoretical and practice framework for
understanding the transactional and bidirectional relationships between social and personal
problems and mental health and illness. The model rests upon several key concepts, including
the reciprocity of person-environment exchanges; adaptedness and adaptation; human habitat
and niches; vulnerability, oppression and misuse of power; social and technological pollution;
the life course conception of unique pathways in human development; the importance of
considerations of historical, social and individual time; life stressors and related coping tasks;
resilience; the interdependence of all phenomena and ecological feminism (Gitterman &
Germain, 2008, pp. 1-2). These concepts are central to our understanding of the importance of
a dual perspective when assessing individual and social vulnerabilities and resiliencies, while
understanding the transactional effects of living in the world with a mental health condition.

This model serves us particularly well today. Our knowledge base regarding mental
health has grown exponentially since the 1980s. As we understand more about the biological
determinants (genetics, brain structures and functions) of many mental health conditions
we are better positioned to develop preventive and remedial strategies that can ameliorate
the suffering of our clients and their families. However, there are necessary cautions in our
use of this knowledge; we risk making our understanding of the human condition of mental
illness unidimensional. The social work profession’s strength in bringing together the under-
standing of biopsychosocial factors and their relationships to each other is critically important. We
are increasingly familiar with the biological determinants of mental conditions and social
workers with expertise in mental health have long contributed their understanding of psycho-
logical and environmental factors. Likewise, all social workers including micro and macro
practitioners are aware of the impact of social forces and influences on our clients, their families
and communities.



2 Nina Rovinelli Heller and Alex Giiterman

However, in many undergraduate and graduate schools of social work, we continue to teach
mental health content as separate from other social work content, particularly from macro
social issues. While we no longer tend to call these courses “Psychopathology” or “Abnormal
Psychology for Social Workers,” the content is tilted toward the psychological and increasingly
toward the biological. Lacasse and Gomory (2003), in a survey of what they described as
“psychopathology syllabi” from 58 social work schools, found a nearly exclusive focus on
biological psychiatry. Fortunately, we are beginning to include more content on mental health
care disparities as we begin to identify that mental health issues both affect and manifest
differently among various ethnic and racial groups. While this is an important advance, we
think all of the historical and contemporary social influences and problems that impact the
experience of living with a mental illness must be considered.

Hurricane Katrina provides one sobering example of the importance of understanding
the importance and utility of this bidirectionality between social problems and mental
health conditions. We are all familiar with the difficulties in the FEMA (Federal Emergency
Management Agency) response to the hurricane victims, particularly those who lacked the
economic resources to flee the city before the hurricane or to resettle quickly afterwards. Many
of the victims initially “housed” at the Civic Center were residents of the Ninth Ward, a
predominantly African American neighborhood. While we tend to believe that natural disasters
affect people without regard to race or class, this is not so (Prilleltensky, 2003). Nor is this a new
observation; Spriggs (2006) reminds us of the Titanic, where discrepant safety planning resulted
in lifeboats for first class passengers and none for those in steerage. In the case of Hurricane
Katrina, Voorhees, Vick, and Perkins (2007) note that,

it was poverty which primarily determined who lived in the most vulnerable, low-lying
neighborhoods (that flooded first and emptied last), who was uninsured, who was unable to
escape the storm and flood (and thus who lived and died), who had fewer choices in
relocating, and who did not have the resources to return and rebuild.

(Voorhees et al., 2007, p. 417)

Logan (2006) reported that indeed, preexisting disparities of race and class existed; the damaged
areas were 45.8 percent African American and 29.9 percent lived under the poverty line. These
represent much higher percentages than those living in the nearby, undamaged areas. These
disparities put this vulnerable population at further heightened risk for many deleterious
personal and social outcomes, one of which may be the mental health sequelae in the post-
natural disaster period. The very issues, which place a person at greater risk for developing a
particular mental condition, affect the course, outcome and experience of the illness.

In one of the first comprehensive studies of indicators of mental health conditions among the
hurricane survivors, Kessler et al. (2008) used existing baseline date (pre-hurricane) from the
National Comorbidity Survey Replication Study (NCRS) and did follow-up studies with
survivors at 5—8 months post-hurricane and again a year later. They found that during that
time, post-traumatic stress disorder (PTSD), serious mental illness, suicidal ideation, and suicide
plans all increased significantly in the one-year interval. This finding is in contrast to prior ones
related to natural disasters, in which post-disaster mental health problems tend to decrease with
time. While the initial results suggested that adverse effects were weakly related to socio-
demographic variables, one variable, low family income, consistently and significantly predicted
increased prevalence of severe mental illness, PT'SD and suicidal ideation. These results may
not fully reflect the disparities in the incidence of post-Katrina mental health conditions because
the authors note that the original (pre-hurricane) survey may have left the most marginalized
segments of the population underrepresented (for example those who were unreachable by
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phone). Clearly, experiencing the effects of a natural disaster is not good for anyone; however,
we do know that certain disadvantaged populations are at higher risk for the disaster itself, and
hence for the complicated after effects. The social work response to the incidence of mental
health problems in this population must consider interventions at all levels, in addition to the
direct practice provisions of a range of mental health interventions and services. At the same
time, we need to pay attention to the social issues and inequities, which create, promote and
maintain elevated risk for a number of variables.
Consider the following practice example:

Jonya is a 16-year-old African American female who presented to a community health
clinic in Houston. She was a resident of the Ninth Ward in New Orleans when
Hurricane Katrina struck. She was home alone at the time of the storm; though she
heard warnings to evacuate, her boyfriend told her “it would be fine.” She had lived
there with her mother, who was at the time tending to her own mother, who had
recently been admitted to a nursing home in the next county. After spending seven days
in the Civic Center without sufficient food or water, she was evacuated to Houston.
She had no contact with her family during this time; when she left New Orleans she did
not know whether her mother, grandmother or boyfriend had survived. Once in
Houston, she lived in a makeshift shelter where her already precarious mental health
deteriorated. By the time she came to the clinic, she had not spoken in several weeks.
She sat quietly in the office. The social worker sat with her. She nodded her agreement,
however, to come back in the following day. Over the course of the next several
sessions, during which she mostly sat silent, she began to report that she was having
nightmares daily and even at times when “I don’t even think I was asleep.” She also
reported that prior to the disaster, she had been seeing a counselor at the public clinic,
because her mother was concerned that she continually washed her hands (often until
they bled), worried about germs, and frequently complained that she was dying and
that “people were after me.” These symptoms had begun six months prior to the
hurricane and her mother had voiced her concerns that “you are just like your paternal
grandmother; she was crazy and had to go away — no one ever saw her again.” When
Jonya began to talk about her experience in the immediate aftermath of the hurricane,
she surprised the social worker by going on a tirade about the “black people” behaving
so badly. When the social worker asked her to elaborate, Jonya described the media
images and commentary that she saw on the television at the shelter. Like much of the
rest of the country, she saw images of black men who were described as “looting” stores
alongside images of white people, described as “securing supplies” (Voorhees et al.,
2007). In her vulnerable state, Jonya began to internalize the racism inherent in that
news commentary and began to express shame about herself and the people in her
community. This resulted in a strong resistance to accepting any of the concrete
services, which she badly needed. She then added that she “didn’t like” the Civic
Center and began to talk about having felt very vulnerable and frightened there — “It
was dirty; I’ll never be clean again.”

If we consider only the “facts” of symptoms, we might conclude that Jonya has a preexisting
condition, which has been exacerbated by her ordeal. We might consider a panic disorder,
obsessive compulsive disorder, post-traumatic stress disorder, selective mutism. We would also
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note that there was a possibility of the history of schizophrenia or another psychotic condition
on the paternal side (grandmother was “crazy”, sent away, and never to be seen again).
However, we would also need to consider Jonya in terms of her developmental stage, her
gender, her race, the stigma her mother associated with her grandmother’s psychiatric history,
her lack of financial resources, the trauma of the disaster, her vulnerability to internalized
racism, and the revictimizing experience of the delayed federal response to the disaster. We
would also note that in spite of all of this, by the second or third session, Jonya was able to
confide in the worker, accept services and begin to put together a coherent narrative of her
harrowing experience. While Jonya might well need additional interventions, including
medication evaluation, the ecological perspective and life modeled practice remind us of the
interdependence of many factors as well as the resiliency of human beings under acute stress.

The experience of Hurricane Katrina is extreme but illustrates the “perfect storm” of natural,
personal, social and political phenomena. We are also increasingly aware of the deleterious and
complex effects of war, poverty, immigration status, oppression, racism, sexism, and all forms of
violence, upon the well-being of individuals, families and communities. These pernicious
influences disproportionately affect the most vulnerable (by temperament, health status or social
status) among us.

Social workers tend to emphasize either the “mental health” side or the “social problems/
social justice” side of the equation. However, in doing so, we lose a great deal, the profession
loses, and most importantly, our clients lose. We risk losing our appreciation of the complexity
of the human condition and the ways in which the environment and social forces have the
capacity to either ameliorate or advance an individual’s experience with mental health and
illness. We also risk assigning blame to individuals for their struggles, without considering the
impact of pervasive damaging social influences. This book is a realization of our attempts to
bring together both sides of our social work mission as it is reflected in our knowledge base, our
practice skills and our professional values. As social workers we carry a responsibility and charge
to attend to people who are suffering, triumphing, and living with both the multiple effects of
mental illness and the social problems, which influence them.

Social workers and mental health

In 1985, the New York Tumes reported that there was a “quiet revolution” in the provision of
therapeutic mental health services with “social workers vaulting into a leading role” (Goleman,
1985, p. 1). Today, social workers are the primary providers of mental health services for
individuals with some of the most stigmatized mental illnesses (Newhill & Korr, 2004;
Substance Abuse and Mental Health Services Administration, 2001, 2006). This trend has been
fueled by several factors. First, social workers are now licensed, registered and/or regulated in
all 50 states. This has made us eligible for third party payments through both agency and
private practices. Second, the landscape has dramatically shifted for psychiatry. As our
knowledge about brain based diseases of mental illness has increased, along with technological
advances that allow us to “see” organic and structural changes in the brains of people with
certain psychiatric conditions, the role of the psychiatrist has changed. Psychiatrists, the former
primary providers of “talk therapies,” have increasingly focused on biology and the roles of
medication in the amelioration of psychiatric symptoms. The norm now in mental health
agencies s for psychiatrists to be employed part time or on a fee for service basis, taking referrals
from non-medical colleagues for medication evaluation for agency clients. Second, the
utilization of mental health services increased significantly between 1994, the time of the first
National Comorbidity Survey Study and the NCS-Revised, ten years later; the twelve-month
utilization of services was 17 percent of the U.S. population, resulting in increased demand for
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additional mental health practitioners. Third, there has been an increased focus on the mental
health needs of children and adolescents, a population long served by social workers in a variety
of settings. Iinally, the social work profession has responded to these workforce needs.
Whitaker, Wilson, and Arrington (2008) in a survey of NASW members found that 37 percent
worked in mental health, more than in any other single field of practice. Similarly, in a study of
the NASW workforce (Center for Health Workforce Studies (CHWS), 2006) researchers
surveyed national NASW members who hold state licensure (94 percent of NASW members
hold licensure). They reported that of this group (BSWs and MSWs, i.e., bachelor and master’s
degrees in social work) 40 percent reported behavioral health as their practice area. Of that
group, 37 percent identified practicing in the area of mental health, 3 percent in addictions. In
the study, employment in mental health was highly correlated with the graduate degree, only 4
percent of the behavioral health social workers held only the bachelor’s degree. Fully 20 percent
of licensed MSWs who worked in mental health also held a license in addictions. Contrary to a
perceived trend, greater numbers of social workers graduating before 1980 worked in mental
health than more recent graduates (CHWS, 2006).

At the same time, social workers (and the profession) are committed to issues of social justice
and diversity. Courtney and Specht in their book Unfaithful angels: How social work has abandoned its
mussion (1992) warned that the increasing identification of social workers as therapists represents
an abandonment of the central social work mission. Scheyett (2005), on the other hand, argues
that social workers, because we are strong advocates for social justice and equality, are
particularly well suited to work with the mentally 1ll and to address the prejudices, which affect
them. Scheyett (2005) reports that in a study of mental health social workers, she found that
these social workers were clearly aware of the contemporary issues, which affected their ability
to be helpful to their clients. Over half of the mental health social workers identified waiting lists
for services (57 percent), increases in client eligibility requirements for services (55 percent) and
decreases in services eligible for funding (53 percent) as the most significant changes in the
service delivery system for their clients. One can safely assume that the recession of 2009 and
subsequent federal, state and local social service budget cuts, combined with increasing need,
have exacerbated these problems in the provision of services, particularly given that in 2004, 38
percent of mental health clients were Medicaid and Medicare recipients (NASW, 2008).

However, the results of a recent study raise some troubling issues about this practice area.
Eack and Newhill (2008) surveyed 2,000 National Association of Social Work members about
their experiences and attitudes about working with people with severe and persistent mental
illness (SPMI). Previous research has consistently documented that working with people with
severe and persistent mental illness is challenging (Acker, 1999; Mason et al., 2004; Reid et al.,
1999), which is not surprising to practitioners. In support of their first hypothesis, they found
that the frustrations that social workers experience with clients with severe and persistent mental
illness would influence their attitudes toward them. However, their subsequent findings were
both unexpected and disturbing. They found that social workers’ attitudes toward these clients
were primarily influenced by their frustrations with the clients’ behaviors and treatment issues.
This finding 1s in contrast to earlier research, which suggests that social workers’ attitudes
toward these clients were influenced primarily by frustrations with system-related issues (Eack &
Newhill, 2008). The researchers concluded that an increased reliance upon a strength based
perspective in the work with people with persistent and severe mental illness can reduce the
frustrations and burnout of social workers, resulting in a reduction of large staff turnover rates
in community mental health centers.

Equally troubling has been the shift toward managed care in the health and mental health
care delivery systems. Managed care was initially designed as a means of controlling spiraling
health care costs by placing limits on covered services and access to those services. However, in
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spite of requiring increasing copayments and imposing high deductibles, health care costs have
continued to soar. More importantly, attention to the “bottom line” has resulted in care that is
often driven by cost containment rather than by the needs of clients. Therefore, preference is
given to brief models of mental health intervention and acute symptom relief with little
attention to the long term and environmental factors, which may exacerbate a medical or
mental health condition.

The situation is particularly dire in the provision of mental health services. When clients in
an acute episode of schizophrenia for example, require hospitalization for safety and medi-
cation adjustment, only several days may be authorized. In some cases, a new medication will
be tried but the client discharged before it is clear whether the medication is either effective or
tolerated. Social workers experience pressures to conform to the “preferred” treatment
interventions of the managed care company, risking serious sanctions for nonconformance,
such as being denied “panel” status or being refused referrals. This creates disturbing dilemmas
and conflicts for social workers in all mental health settings (Davidson & Davidson, 1996;
Furman & Langer, 2006; Reamer, 1997). Schamess (1998, p. 24) frames the dilemma for our
profession: that minimizing costs and maximizing profit impose corporate values and ideology
on health and mental health agencies. These values and ideology radically differ from social
welfare’s commitment to human rights and provision of safety nets and buffers to our capitalist
system. Furthermore, the outcome of the 2010 national health care legislation debate will have
a significant impact on our clients’ access to mental health care services and on the quality of
those services.

Definitions of mental health, mental illness and recovery

Language matters. In the course of writing and assembling this book, we have had many
spirited discussions about how language conveys values and perspectives about the profession,
mental health conditions and the people affected by them. Consumers from both the mental
health and disabilities movements have made great headway in demanding “person first”
language and the social work profession, by and large, has incorporated this important linguistic
distinction. While some may dismiss the insistence upon saying “the person with schizophrenia”
rather than “the schizophrenic,” this is more than a semantic issue. First, people need to have
the power to define themselves. Second, all people maintain multiple identities and describing
an individual by the name of their “disorder” or “condition” elevates that condition to a
primary descriptor, potentially obscuring both the complexity and essence of a human being.
While the major consumer advocacy group, the National Association for Mental Illness,
continues to use the terminology “mental illness,” some social workers prefer the term
“condition” to “illness,” “disorder” or “disease.” While much of the practice literature and
virtually all of the research literature use these latter terms, our language should be examined in
light of established social work strength, empowerment and ecological perspectives. We have
thus chosen to use these terms interchangeably throughout the book, in recognition of both the
established nomenclature and of our awareness of the more positive and nuanced connotations
assoclated with more neutral term, “conditions.”

Language and labels in mental health can also convey a society’s social constructions, biases and
etiological assumptions. Conrad (1980) asserts, “Illness and diseases are human judgments on
conditions that exist in the natural world” (p. 105). In this framework, illness is understood as a
deviation from social norms, which can and should be “treated” and further that a society’s
norms and values define what constitutes an illness. For example, until 1974, the psychiatric
profession classified homosexuality as a mental illness. This diagnosis was “removed” at that
time in response to changing norms and values, which resulted from the gay rights and civil
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rights movements. That shift is about far more than language and has very real consequences
for human beings. If homosexuality i1s a mental illness, by our shared definitions, both a
treatment and a cure are required. And indeed, gay and lesbian people were often subjected to
conversion therapies (Bright, 2004) by which a therapist attempted (with minimal success and a
great deal of distress) to change the sexual orientation of the client.

The social construction model 1s particularly pertinent when we consider cross-cultural and global
trends in “mental illness”. Watters (2010) in his book Crazy like us: The globalization of the American
psyche, documents the rapid spread of our “western symptom repertoire” across the global. Lee
and Kleinman (2007) report the massive increase in individuals with eating disorders in Hong
Kong and observe: “Culture shapes the way general psychopathology is going to be translated
partially or completely into specific psychopathology” (p. 29). When countries import a
dominant culture’s conceptualization and classification systems of diagnoses and symptoms,
people may “choose” to express difficulties and conflicts in ways, which reflect that influence.
This may be particularly so for post-traumatic stress disorder, eating disorders, gender identity
disorders and other conditions which are particularly influenced by a culture’s norms and belief
systems. Furthermore, evidence suggests that the course of illness varies by culture. The World
Health Organization (WHO, 2007) found in studies spanning 30 years that patients outside the
United States and Europe had significantly lower rates of relapse, in spite of the advanced
technologies and medicines used to treat these conditions in the West. These data suggest that
factors other than medical interventions (perhaps cultural attitudes, traditions, and supports)
have the power to positively influence the well-being of persons dealing with a mental health
condition.

Language also reflects our biases and etiological assumptions. In the 1950s three terms were
commonly used in practice and in the research and literature. The first, “schizophreno-

3

genic mother,” was applied to the mothers of children suffering with schizophrenia. If we
remember our Latin lessons, we understand this to mean, one who creates a schizophrenic. The
term is laden with what we now know to be erroneous assumptions. Mothers do not create
schizophrenia in their children. In fact, children who are suffering with schizophrenia provide
considerable additional challenges to their parents. We now have research that clearly refutes
what today seems a ludicrous etiological assumption. However, common sense should have told
us the same thing; what would be the possible motivation, conscious or otherwise, for “creating”
a schizophrenic child? Similarly, the mothers of children with autism were commonly referred
to as “refrigerator mothers.” We blamed the mothers for the brain alterations in these children,
which manifest in difficulties relating to others and reading social cues, among other things.
These kind of skewed etiological assumptions were extended to children with asthma as well,
wherein medical problems were ascribed psychological underpinnings. The mothers of these
children were commonly referred to as “smothering mothers,” the irony of which is not lost on
us. When mothers (who continue to be the ones who disproportionately are the ones to access
health care services on behalf of their family members) brought their wheezing children to
emergency rooms, they were indeed, frantic — and it’s a good thing they were. In some cases,
that “franticness” saved their children’s lives. These mothers were “smothering” — if we can
even call it that — in response to a life-threatening event; they were not the cause of that event.

The similarities among these examples are self-evident and lend themselves well to a social
construction perspective for how we think about causality, psychiatric conditions and gender. In
each of these examples, mothers were the common denominator. However, to fully understand
how this came to be, we must understand the era in which this occurred. After World War 11,
women, who had both enjoyed and endured the changing roles of women in response to the
needs of the nation at war, were thrust out of the workplace in order to make room for returning
male veterans. Women found themselves with more constricted gender roles in relation to the
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family. Paradoxically, they were seen as increasingly powerful influences on their children and
their mental health and functioning. As women’s roles have shifted yet again, as fathers assume
slowly increasing roles in the care of our children, and as we look beyond the effects of parental
influence in the genesis of mental health conditions, the “mother-blaming” shifted somewhat.
In fact, when we initially became aware of family systems theory, some of us acted as if the
family was a closed system responsible for creating and maintaining individual disturbance such
as schizophrenia and learning disability. By limiting ourselves to internal family transactions, we
dismissed genetic and environmental forces, judging and blaming parents and exacerbating
their stress. We progressed from blaming the cold, detached mother to blaming both parents for
their double binds and ambiguous communications.

Language itself is generally embedded in culture and the western description of mental health
conditions is a medicalized one. Today, the Diagnostic and statistical manual of mental disorders
(DSM-IV-TR) of the American Psychiatric Association (2000) provides the most comprehen-
sive and standardized description of mental health conditions. According to the DSM-IV-TR
(APA, 2000), a mental disorder is “a clinically significant behavioral or psychological syndrome
or pattern that occurs in an individual and that is associated with present distress ... or
disability . .. or with a significantly increased risk of suffering death, pain, disability or an
important loss of freedom” (p. xxi). The manual provides criteria for each category of illness,
with a focus upon the presence of particular symptoms and the degree of dysfunction associated
with them. Since the advent of licensure and third party insurance payments for social work
services, the social work profession has had an uneasy relationship with the DSM (Farone, 2002;
Kutchins & Kirk, 1989). On the one hand, agencies and individuals depend upon insurance
reimbursement, which is predicated on standardized diagnosis codes and procedural codes.
These diagnostic codes are required not only by private insurance companies, but also by public
programs such as Medicaid and Medicare. This practice creates problems for social workers
and special challenges for social work educators. While we teach students the importance of
multidimensional assessment which reflects our understanding of an ecological perspective,
these same students, placed in the field, must often submit a diagnosis code on the basis of a first
intake meeting with a client, in order that the agency be reimbursed for their time.

The DSM 1is now in its fourth incarnation and plans are in place for the fifth edition.
Historically, primarily psychiatrists, with some input from psychologists and less from social
workers developed the manual. The system relies on taskforce work groups who review the
recent literature and survey psychiatrists. Many social workers view this process as seriously
flawed and exclusionary (Kutchins & Kirk, 1989). Recent editions of the manual reflect an
increasing, but insufficient attention to widening the focus of assessment by using a multiaxial
diagnosis system. In addition to the first three axes which record psychiatric and medical
conditions, Axis 4 assesses psychosocial stressors and Axis 5 uses a Global Assessment of
Functioning Score to indicate the degree to which a client’s symptoms impairs their social and
occupational functioning. In practice however, these latter two axes are often not used, as they
are not necessary for reimbursement. In response to concerns about the lack of attention to
cultural factors, the DSM-IV-TR (2000) included an outline for cultural formulation. However,
the outline was relegated to an appendix in the back of the volume and is rarely used.
Interestingly, the process for a fifth edition of the manual has been opened to a wider group of
stakeholders. A website has been established which lists proposed changes and the rationales for
the inclusion and exclusion of various diagnoses. Practitioners from all disciplines, researchers,
and people with mental health conditions and their families, were encouraged to submit via this
website, their comments about the proposed changes. This process reflects a significant shift in
devising the new edition but the degree to which practitioner and consumer input will influence
the content of the book is as yet, unclear.
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The uneasy alliance between the use of the DSM and social work has been well documented
(Kirk & Kutchins, 1995; Kutchins & Kirk, 1989). Critics share concerns that use of the manual
promotes labeling, substitutes social flaws with individual pathology and essentially ignores the
issues of gender, social and socioeconomic factors, including culture (Bentley, 2005; Lopez &
Guarnaccia, 2005). Kirk and Kutchins (1992) went as far as to assert that the DSM is an
mstrument of social control, rather than a client focused aid and challenge both its validity and
reliability. Kirk (2005) asserted that the DSM has led to an overreliance on psychotropic
medications to sedate people rather than to address compelling social problems. Frazer et al.
(2009) sampled the National Association of Social Worker’s Register of Clinical Social Workers to
identify why social workers use the DSM-IV; how important social workers rank the reasons for
their use of it for diagnosing; and how often social workers would use it if they didn’t have to. Like
Kutchins and Kirk (1988) before them, they found that insurance reimbursement was the primary
motivator for use of the manual. However, Frazer et al. (2009) also found that 50 percent of their
sample reported that they would continue to use the manual, even if they were not required to do
so and that this position held for social workers employed in both agency and private practice
settings. Those social workers reported that they found the DSM-IV a useful means of assessing
clients. Frazer et al. (2009) conclude with the suggestions that students be taught about the use of
the DSM-1IV as a part of assessment and about the inherent flaws and limitations of both the system
itself and our overreliance upon it. They also suggest that advocacy with insurance companies
regarding means for reimbursement would be helpful. These are issues that social workers can also
address, particularly through legislative processes related to health care reform.

Because DSM criteria for diagnoses are so widely used, some would say entrenched, at all
levels of the mental health delivery system, they are often considered to be the “truth.” Most
social workers suggest caution about the scope and overreliance upon the manual. However,
others acknowledge that the classification system does provide a “common language” for
practitioners across disciplines. For example, if a social worker refers a client suffering with
paranoid schizophrenia to another worker, there will be some shared agreement about that
condition and associated symptoms and vulnerabilities. The diagnosis will not convey to
the worker anything about the manifestation of that condition in a particular individual
or anything about the clients’ strengths or transactions with family, community, or other
dimensions of the environment. Clearly, the DSM cannot be a standalone assessment tool
(Frazer et al., 2009). In the research community, having this shared agreement about the
general characteristics of a condition is useful. If a researcher is studying the effects of a
cognitive-behavioral intervention with persons with panic disorder, for example, the practi-
tioner who relies on intervention research will understand what the researcher means by panic
disorder, specifically, and will know that the findings are not generalizable to other related but
distinct anxiety conditions. Overall, the DSM, with its significant shortcomings, should not
“drive” social work interventions with people with mental health conditions.

Not surprisingly, a library search for definitions of mental illness produces exponentially
more “hits” than a search on definitions of mental health. This reality in itself underscores our
awareness of the orientation toward disease rather than wellness held by many of the
professions. As maligned as Freud has become by many since the early 1980s, he is said to have
believed that adult mental health could be measured by the “ability to love and work.” That
definition holds well now, nearly a century later. The World Health Organization asserts that,

Mental health can be conceptualized as a state of well-being in which the individual realizes
his or her own abilities, can cope with the normal stresses of life, can work productively and
fruitfully, and is able to make a contribution to his or her community.

(WHO, 2007)
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From the WHO?’s constitution: “Health is a state of completed physical, mental and social well-
being and not merely the absence of disease or infirmity.”

Definitions of recovery focus upon the pathways from illness to health. White, Boyle, and
Loveland (2005) write:

recovery from mental illness must be defined as a complex, dynamic and enduring process

rather than a biological end-state described by an absence of symptoms . . . Recovery is, in

its essence, a lived experience of moving through and beyond the limits of one’s disorder.
(White et al., 2005, p. 235)

In their comprehensive view of the literature, they highlight several other characteristics of a
recovery perspective: individuals must recover from illness, stigma, and at times, the iatrogenic
effects of treatment (Spaniol, Gagne & Koehler, 2003); recovery exists on a continuum; there is
a necessary balance between recovery debits and recovery capital (Granfield & Cloud, 1999);
and there are many varieties of recovery experience. White (1996) identifies different styles of
recovery: acultural whereby an individual has no affihation with a community of others with
similar struggles, bicultural whereby an individual affiliates with those within and without the
community; and culturally enmeshed styles of recovery, wherein a person is totally immersed in a
culture of recovery. Individuals in recovery may also experience critical developmental points,
which heighten the likelihood of entry or acceleration into recovery (Young & Ensing, 1999).
Additionally, families of persons with mental health conditions must also struggle with and
adapt to both incremental and cumulative changes related to the recovery process of their loved
one (Spaniol & Zipple, 1994). These principles are congruent with the best of our social work
traditions; the importance of the individual: environment transactions and fit; client self-
determination, and the importance of mutual aid supports. In recovery focused mental health
practice, the client, rather than the worker or the intervention, may well be considered the
central change agent. This is a powerful reformulating of recovery.

Demographics

The scope of mental illness nationally is staggering and can be understood through statistics, role
disability, financial burden of disease, and notably, by the face of both human suffering and resiliency. The
National Comorbidity Survey Replication Study (NCS-R) provides comprehensive statistics on
the prevalence, severity and comorbidity (the occurrence of two or more diagnoses in an
individual) of mental illness in the United States. Kessler, Chiu, Demler and Walters (2005)
reported that 26.2 percent of Americans aged 18 and older suffer from a diagnosable mental
disorder in a given year, which translates to nearly 60 million people. This figure pertains to the
occurrence of diagnoses with various severity; they clarify that 6 percent of the population
suffers from serious mental illness. However, nearly half of those with any mental health
condition suffer from a second or more. These figures do not apply for children or early or
middle stage adolescents, a growing subgroup of those experiencing psychiatric difficulties. By
and large, the most prevalent diagnoses among the adult population are the mood conditions,
which are strongly comorbid with anxiety disorders and substance abuse. Of the depressive
disorders, major depression is the most prevalent and occurs nearly double the rate in women
as in men (Kessler et al., 2003). Schizophrenia affects 2.4 million adults in a given year (1.1
percent of the population) (Regier et al., 1993). Anxiety disorders affect 40 million adults (18.1
percent), also have high rates of comorbidity, often with other anxiety disorders and have earlier
ages of onset (Kessler et al., 2005). There has been greater attention to the incidence of post-
traumatic stress disorder in the past several decades and this affects 7.7 million adults (3.5
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percent) (Kessler et al., 2003). Some groups are at significantly higher risk; 19 percent of
Vietnam veterans suffer PTSD at some point after serving (Dohrenwend et al., 2007).

The numbers are particularly troubling in regard to children and adolescents. The National
Health and Nutrition Examination Survey (NHANES), a collaboration between the National
Institute of Mental Health (NIMH) and the National Center for Health Statistics at the Centers
for Disease Coontrol (CDC), studied children ages 8-15. Thirteen percent of subjects met criteria
for one of the following six disorders: attention deficit hyperactivity disorder, depression,
conduct disorder, anxiety disorder or eating disorders (NIMH). Importantly, Kessler et al.
(2005) found that half of all lifetime cases of mental illness begin by age 14, and three-quarters
by age 24. These numbers raise critical questions about diagnosing patterns and trends, the
possibility of the medicalization of normal childhood behaviors and the dramatic increase in use
of psychotropic medication for children, even preschoolers.

The examination of role disability provides a much more nuanced understanding of both the
individual and communal effects of psychiatric conditions. Merikangas et al. (2007) reported
that 53 percent of adults in the United States have a mental or physical condition which
interferes with either their attendance at work or conducting their usual activities for several
days per year. Of that group, each experienced an average of 32 days of disability per year.
Major depression was second among all conditions in disability days, at 387 million. Any of us
who work with clients whose level of depression is this debilitating, understand the human costs
of being unable to function as usual. While these data provide a clear picture of the economic
impact of role disability, they do not reflect the personal and relational impact. For example,
people with major depression are going to experience role disability in their roles as mothers
and fathers, partner, relative and friend clearly affecting the well-being of families on both acute
and chronic bases.

In terms of the financial burden of disease, Kessler et al. (2008) report that major depressive and
anxiety disorders (those defined as disorders which have seriously impaired the person’s ability
to function for at least 30 days in the previous year) cost the nation nearly $200 billion in lost
earnings. The costs are actually much higher, as the study did not include people with condi-
tions such as schizophrenia and autism. Indirect costs, less easily computed, are also high and
include the costs of treating these conditions and of providing Social Security payments for
the disabled population. People are often incarcerated or are homeless as direct or indirect
consequences of having a mental condition; these situations carry high financial and social costs
to the nation as well. Kessler et al. (2008) also reported that there was a calculable effect on
individual wage earners as well; those with serious mental illness (SMI), as defined in the study
reported incomes significantly lower than those without SMI, sufficient enough to propel some
individuals and families into poverty.

There is also a human face to the challenges and triumphs of living with a chronic mental
health condition. A 37-year-old woman, Ruth, a social worker, took very seriously her
professional mandate to confront social problems and injustices. In the midst of the 2009
national recession and massive budget cuts to social service and mental health agencies, she
addressed a committee of a west coast state legislature. She spoke as a social worker and as a
mental health consumer:

My prognosis about 15 years ago was that I would end up in a state hospital for the rest
of my life. I had been in psychiatric hospitals at least six times between the ages of 12 and
19. I was in and out of short-term and long-term residential placements, partial hospital
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programs, a special education school and an adult group home. I have multiple
psychiatric diagnoses including major depressive disorder and post-traumatic stress
disorder.

When I was 12 I became involved with the Department of Mental Health (DMH).
DMH provided case management support, access to resources, and continuity in my life.
I was lucky to have the same case manager during my time with DMH and she knew me
well and could help when it was needed. This connection has remained important
throughout my life. It was through my case manager that I became involved with
supported education services. Through my worker I was supported through many phases
of my life. She provided so much more than meets the eye. It was through her that I was
able to access important resources, navigate a daunting system, find funding, utilize state
rehabilitation services and apply to schools and the list could go on. I knew I could always
count on her support and she remained a guiding force throughout my schooling and
beyond. It is with her support and many others that I was able to obtain an Associate’s
degree, a Bachelor degree in Social Work and an MSW. Without this support, I do not
believe I would be where I am today. My experiences working with refugees and my
studies with spiritual leaders and others provide me the support to carry on.

I feel truly lucky to have had all the support I have had in my life. I have an amazing
psychiatrist and an incredible social worker. I continue to struggle with mental illness but
I know that no matter what condition I am in I know I can count on the support of these
professionals, family and friends. I work full time as a social worker and while that can be
challenging at times, I am able to support myself. I have a wonderful supervisor who
supports me and believes in me. I have had many struggles in the past months but it has
been with all of this help that I have survived, prospered, and become who I am today.

I cannot stress enough the importance of having a good support system. I know that in
my life and with my clients’ lives this can be a guiding force in surviving mental illness.
Departments of mental health have the ability to help clients with mental illness to
become more than just a diagnosis. They have the ability to help clients achieve more
than they thought possible. Some may say too many resources were used on me and too
many resources are used on people with mental illness today. I like to think it is money
well spent. In helping people to prosper, you help society as a whole. It is easy in tough
economic times to cut mental health services with the thought that each service is too
costly and unnecessary. I would encourage you to take a broader look at what this means
for people. It means increased hospitalizations, increased medications, and an increase in homelessness
... and the list goes on.

I continue to need support and know that I can count on the people in my life to
provide it. It is my hope that others will be in this same position. A position where they
are not only obtaining services but also helping to provide services to some of the most
vulnerable in our society. I like to think that it is through my experiences that I am able
to better serve clients.

Ruth speaks of the pain and the pride involved in her ongoing struggles with chronic mental
health conditions. She is well aware of the social issues, which affect both the etiology and the
course of the psychiatric conditions in her life. More importantly, for her as a person, a client
and a social worker, she knows what social conditions favorably impact the lives of people living
with mental health problems. She calls for comprehensive, ongoing, integrated services that
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support all areas of her life. She also warns of the social problems created when people do not
have access to these services — more restrictive and costly interventions, overreliance on
medication, and increased rates of homelessness and poverty. She also speaks powerfully about
the importance of the helping relationships she has developed with her own social workers and
other professionals. Ruth says little about her own attributes, strengths and resilience. However,
they come through in her testimony and through her own work with clients.

Social work programs and social work roles

In helping people with mental health conditions, the social work function is to help clients and
their families to cope with the tasks and struggles in day-to-day living, and to influence the social
and physical environments to be more responsive to meeting their needs. Living with a mental
health condition is often a stressful and painful experience. The stress and associated pain
emerges from a perceived ecological imbalance between a person’s life demands and personal
and environmental resources to meet the demands. These perceived transactional imbalances
create life stressors in three interrelated areas: life transitions and traumatic events, environ-
mental pressures, and dysfunctional interpersonal processes (Gitterman & Germain, 2008).

For a person suffering from a mental heath condition, &fe transitions and changes can be
particularly stressful. Transitions in life impose new demands, require new responses, and can
be, therefore, often deeply distressing. Some changes in routine, some flexibility in processing
new information and in problem-solving are required. For the emotionally and cognitively
challenged person, these adaptive tasks place difficult demands and threaten their coping
abilities. Sudden and unexpected changes are particularly stressful and debilitating. The
immediacy and enormity of a traumatic life event often triggers deep despair, and immobilization.
Helping a person with a mental health condition deal with life changes and traumatic events is
a significant focus for both preventive and rehabilitative interventions.

Helping clients with mental health conditions to negotiate complex organizations and inter-
personal networks is also a critical social work function. While social and physical environments provide
resources and supports, they also serve to obstruct the tasks of daily living, and represent signi-
ficant stressors. For people with mental health conditions, the social and physical environments
are often overwhelming and a significant source of severe stress. Organizations such as schools,
hospitals, social security, public assistance, child welfare may overpower. Interpersonal networks
such as relatives, friends, workmates and neighbors may be dysfunctional, scarce and unavailable,
so that clients are, in effect, socially and emotionally isolated. Interpersonal networks may also be
mtrusive and violate essential personal boundaries. The physical environment may be crowded,
unsafe and insecure and pose overwhelming threats to our clients with mental health conditions.
Helping these clients access and negotiate their social and physical environments is a distinctive
social work function.

In struggling to manage life transitional and/or environmental stressors, problematic
interpersonal relationships in families and groups may create and/or exacerbate existing stress.
Unfulfilled mutual expectations, exploitative relationships, and blocks in communication create
problems for individuals with mental health conditions as well as to their family members.
Helping people with emotional and cognitive difficulties and their family members to deal with
relationship and communication difficulties and to find common ground are essential social
work activities.

Social workers and their clients with mental health conditions may also develop interpersonal
difficulties. When social workers define the difficulties as client resistance or lack of motivation,
they add to the client’s overall level of stress (Gitterman, 1983, 1989; Gitterman & Nadelman,
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1999; Gitterman & Schaeffer, 1972). The social work task 1s to define the interpersonal obstacle
in transactional terms, owning our contributions to the difficulties between us.

Helping people with their life transitional, environmental and interpersonal stressors provide
the social worker with a clear and distinctive professional function. We perform these functions
in every aspect of service delivery to people with mental health conditions. We assume respon-
sibilities as crisis counselors, mediators, educators, skills trainers, case managers, medication
facilitators, consumer and family consultants, diagnosticians, mediators and therapists, inter-
agency and interdisciplinary team collaborators, advocates and community organizers, pro-
gram evaluators and researchers, and administrators and policy analysts (Bentley, 2002).
Practice settings include formal settings such as hospitals and outpatient clinics, partial
hospitalization programs, residential treatment facilities and child guidance centers. We are also
offering services in schools, corrections facilities, homeless shelters, the military, and group
homes. In addition, there is a promising trend, which resonates with the profession’s under-
standing of complex environmental influences and natural support networks. There has
been an increase nationwide in the use of such programs as Intensive Child and Adolescent
Psychiatric Preventive Services ICAPPS) and Assertive Community Treatment (ACT) for
people with severe and persistent mental illness. Both programs utilize interdisciplinary teams,
flexible professional roles and intensive, comprehensive and individualized services for
individuals and their families. Developed as alternatives to more costly and restrictive levels of
care such as hospitalization, these programs offer far more than cost savings. Clients served in
these innovative programs typically have access to 24-hour crisis lines, a range of in-home
services and a committed intervention team which includes professionals and paraprofessionals.
The social work role in these programs is both flexible and responsive to the needs of individual
clients at particular points of time. Most of the social worker’s activity takes place in the client’s
natural environment, offering opportunities for more comprehensive assessment and for the
mobilization of strengths in that environment. Additionally, in this kind of intervention, the
willingness of the social worker to “join in” the client’s life outside the agency office, offers
opportunities for a working alliance that is more rooted in the client’s own experience and may
be more sustaining. In this role, the social worker combines the provision of concrete services
and psychological support, with the shared experience of the client’s day-to-day life. This can
provide a powerful alliance and human connection for both the client and the worker. On a
macro level, consumer alliance groups such as the National Alliance for Mental Illness (formerly
the National Alliance for the Mentally Ill) have strongly endorsed a recovery model for people
living with mental health conditions. Built upon the notion of “recovery” commonly associated
with substance abuse treatment, and upon a commitment to patients’ rights, the movement has
made significant inroads from a grassroots movement to influencing federal and state policies.
The Substance Abuse and Mental Health Services Administration (SAMHSA) and the
Interagency Committee on Disability Research (ICDR) has worked together to develop a
consensus statement (NASW, 2005) and the U.S. Department of Health and Human Services
(U.S. DHHS) (2006) stated in 2005, “recovery is an individual’s journey of healing and trans-
formation to live a meaningful life in a community of his or her choice while striving to achieve
maximum human potential.”

As social service budgets and “entitlements” are being decimated and further stigmatized,
our commitment to understanding the interdependence of mental health conditions and social
problems and injustices and to our dual mission is more important than ever. We have come a
long way from the days when Ruth, for example, was expected to live out her days in state
hospital facilities. We have also learned from the difficulties associated with the deinstitu-
tionalization movement of the 1970s wherein people with severe and persistent mental illness
were released into communities that did not have sufficient resources for basic needs such as
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housing. People with mental illness can and do live fulfilling lives, develop and maintain
important interpersonal relationships, love, choose partners, marry and raise children. They
also study, work and give back to their communities. But, like all of us, they cannot do it alone.
Social workers are in unique positions to help, advocate for, and learn from people living with
mental health conditions.

Web resources

Council on Social Work Education
WWW.CSWE.0Tg

National Association of Social Workers
WWW.NASW.0rg

National Institute of Mental Health
www.nimh.gov
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2 Oppression and stigma
and their effects

Amy C. Watson and Shaun M. Eack

People with mental illnesses face the challenge of managing an illness that at times may
significantly impact their functioning and quality of life. They also face stigma and dis-
crimination in multiple life domains that may present important, if not greater, barriers to
recovery and full inclusion than the clinical features of the illness itself.! Fortunately, since the
late 1990s, due to the growing recognition of the deleterious impact of stigma on the lives of
persons with mental illness, numerous organizations and government agencies worldwide have
targeted reducing mental illness stigma as a priority (Hogan, 2003; Sartorius & Schulze, 2005;
U.S. Department of Health and Human Services, 1999; WHO Regional Office for Europe,
2005). More recently in the United States, the final report for the President’s New Freedom
Commission on Mental Health (Hogan, 2003) highlighted stigma as a major barrier to recovery
for people with mental illness.

Social workers, as the primary providers of mental health services for individuals with
some of the most stigmatized mental illnesses (Substance Abuse and Mental Health Services
Administration, 2001), have a particularly important role to play in recognizing and reducing
stigma about mental illness and its deleterious effects on clients (Scheyett, 2005). Social workers
are not only expert providers, but also strong social advocates for justice, equality, and inclusion
for individuals whose voices are unheard (Scheyett, 2005). People with mental illness are among
the most vulnerable and marginalized by society, making them subject to oppression and
injustice with few methods of recourse. Social workers can be, and frequently are, the advocates,
voices, and facilitators of justice for people with mental illness. In addition, social workers
uniquely focus on the biopsychosocial effects of mental disorders in their practice, which include
adverse social effects, such as stigma and oppression, at multiple system and societal levels
(Gitterman & Germain, 2008).

The social work profession undertakes a holistic perspective on client care. Social workers are
also mstruments of social justice for the underserved. Social workers must know, first, the
different ways the stigma of mental illness can manifest itself; second, the serious impact stigma
can have on recovery from mental illness and the improvement of quality of life; and third, the
methods to prevent and reduce stigma about mental disorders at both individual and systemic
levels. Above all, social workers must also know and always remember that they are not immune
to developing, endorsing, or supporting social stigma about mental illness themselves. To be a
social worker does not mean to be without social flaws, but rather to commit to a continuous re-
examination of one’s beliefs and ideology to ensure their alignment with justice and the good of
the people who rely upon social work services.

In this chapter, we begin by defining stigma as a process and examine its many forms.
We then review the literature on mental illness stigma, discuss its prevalence and negative
impact on clients, and examine approaches to reducing stigma and ameliorating its negative
consequences. We conclude with a concrete illustration of the effects of stigma on the life of a
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person with mental illness, and present clear methods a practitioner can use to address this
problem at multiple individual and system levels.

Definitions of oppression and stigma

In his seminal work Stigma: Notes on the management of spoiled identity, Erving Goffman defined stigma
as “an attribute that is deeply discrediting” and reduces the bearer from “a whole and usual
person to a tainted discounted one” (1963, p. 3). Building on the work of Goffman (1963) as well
as others (e.g. Jones, Farina, Hastorf, Markus, Miller, & Scott, 1984), Link and Phelan (2001)
define stigma as a process consisting of five interrelated components that, when they converge,
result in status loss and discrimination for members of stigmatized groups. The process begins
with the labeling of human difference. Stereotyping, or attributing negative characteristics to the
persons who have been labeled with a socially salient difference such as mental illness is a key
example of this. Next, is the separation of “us” from “them,” with “them” being the stigmatized
and “us” being the stigmatizers. This results in status loss and discrimination for those who have
been stigmatized. Underlying this process is the exercise of power that allows the process to
unfold. Without the exercise of power, labeling, stereotyping, and separating of “us” from
“them” will not produce status loss and discrimination.

Link and Phelan (2001) provide an illustrative example. Patients in a psychiatric ward may
label nurses as pill pushers, attribute a number of negative stereotypes, and view the nurses as
“them.” The patients may even treat nurses differently and make jokes about them. The
patients have labeled, stereotyped, separated and discriminated. However, the patients lack the
power in the psychiatric ward context to produce negative consequences and make the nurses a
stigmatized, lower status group.

Unlike the more sociological definition above, social cognitive definitions of stigma tend
to limit the focus to stereotypes, prejudice and discrimination in micro level interactions. Social
cognitive models view stereotypes as knowledge structures representing collectively agreed upon
notions of members of groups (Hilton & von Hippel, 1996; Judd & Park, 1993). Stereotypes are
particularly efficient (although many times inaccurate) tools for categorizing information and
generating impressions and expectations about members of groups (Hamilton & Sherman,
1994). In other words, stereotyping is a normal cognitive process that allows us to categorize
a large amount of information and figure out what to expect from other people based on
group membership. It is, in a sense, a cognitive shortcut. Knowledge of stereotypes does not
necessarily imply prejudice. Prejudice involves an evaluative component (generally negative)
that results when stereotypes are endorsed and generate emotional reactions such as disgust,
anger or fear (Devine, 1989). Prejudice, which is fundamentally a cognitive and affective
response, may lead to discrimination, the behavioral reaction (Crocker, Major, & Steele, 1998).
For example, a social worker working with a young man with bipolar disorder may be aware
of the stereotypes that people with serious mental illnesses are incompetent and unable to
work. If the social worker endorses these stereotypes as factual and experiences a negative
emotional reaction (anger, less confidence in client’s potential), he is prejudiced. If] as a result,
the social worker discourages the young man from seeking employment, he has discriminated.
This likely well-meaning social worker’s discriminatory behavior may negatively impact the
opportunities available to his client for recovery and full inclusion in the community.

Understanding stigma processes in the personal and interpersonal contexts such as the
example described above is extremely important. However, incorporating concepts of status
and power allows us to expand our focus and understand stigma’s impact on the distribution of
life chances and social outcomes. Thus, we as social workers can fully consider mental illness
stigma and its impact from the person and environment perspective.
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Mental illness is perhaps one of the most discrediting labels, as it is linked to a number of
negative stereotypes. Common stereotypes about persons with mental illness include they are
dangerous, unpredictable, incompetent, irresponsible; at fault for their illness, and unlikely to
recover (Brockington, Hall, Levings, & Murphy, 1993; Corrigan et al., 2000; Hyler, Gabbard,
& Schneider, 1991; Taylor & Dear, 1981; Wahl, 1995). These stereotypes persist despite
evidence disputing them:

®  Dangerousness. While research suggests a modest increase in the risk of violence associated
with mental illness, the increase appears to be limited to individuals with co-occurring sub-
stance disorders or specific psychotic symptoms (Link, Andrews, & Cullen, 1992; Steadman
et al., 1998). To put this in perspective, the magnitude of the increase is similar to the
increase in violence risk associated with being male, young, or less educated (Link et al.,
1992; Link, Phelan, Bresnahan, Stueve, & Pescosolido, 1999). When compared to individ-
uals with the same sociodemographic characteristics from similar neighborhoods, even
people with the most serious of mental illnesses are no more likely to be violent than their
community counterparts (Steadman et al., 1998). People with mental illness are, however,
more likely to be victims of violent crime than other people, and more likely to be victims
than perpetrators of violence (Teplin, McClelland, Abram, & Weiner, 2005).

®  Incompetent and unlikely to recover. Research indicates a wide heterogeneity of short and long-
term outcomes for mental illness. While individuals may experience periods of disability,
the majorities of individuals with serious mental illnesses significantly improve or recover
(Harding, Zubin, & Strauss, 1992; Tsuang, Woolson, & Fleming, 1979).

® At fault or responsible for mental illness. The modern scientific view is that mental illnesses
are caused by interplay of biological, psychological and social factors, not bad parenting,
laziness or character weakness (U.S. Department of Health and Human Services, 1999).

Despite the evidence, stereotypes about mental illness are perpetuated in the media in the
form of inaccurate representations of persons with mental illness as violent predators, incom-
petent people, or wild rebellious spirits (Hyler, Gabbard, & Schneider, 1991; Wahl, 1995).
These stereotypes are reflected in laws and institutional practices that limit rights, opportunities,
and social interactions that further marginalize persons with mental illness.

The good news is that public understanding of mental illness appears to be improving, at
least in some ways. Replicating survey research conducted in the 1950s (Starr, 1952, 1955)
Pescolsolido and colleagues (Pescolsolido, Monahan, Link, Steuve, & Kikuzawa, 1999; Phelan,
Link, Stueve, & Pescosolido, 2000) found that the public’s understanding of mental illness has
broadened beyond stereotypical conceptions associated with psychotic disorders to include
more common conditions like anxiety, personality, and substance use disorders. The more
recent survey (Phelan et al., 2000) also found that people were more likely to attribute mental
disorders to “chemical imbalance,” “genetic factors,” and “stressful life circumstances,” rather
the way the person was raised,” or “God’s will,” suggesting that
public understanding is consistent with current professional understanding of the causes of
mental disorders.

EERN43

than to “bad character,

Unfortunately, the news is not all good. Public perceptions of dangerousness related to
mental illness appear to have increased since the 1950s (Phelan et al., 2000). Perhaps the most
pernicious stereotype about mental illness, the belief that people with mental illness are
dangerous, is associated with greater desire for social distance, defined as unwillingness to live
near, socialize or work with people with psychiatric disorders, have a group home nearby, or
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have someone with mental illness marry into their family (Brockington et al., 1993; Cohen &
Struening, 1962; Link et al., 1987; Martin, Pescosolido, & Tuch, 2000; Pescosolido et al., 1999).
This means that with an increasing fear of those with mental illness, society has moved further
and further away from social inclusion and community integration of these individuals. As
indicated above, the increased risk of violence associated with mental illness is limited to a
subset of persons with specific characteristics and similar in magnitude to the increase in
violence risk associated with being male, young, or less educated (Link et al., 1992; Link et al.,
1999). In addition, the largest study of violence and mental illness in the United States found
that people with severe mental illness were no more likely to engage in violence than individuals
living in similar sociodemographically matched neighborhoods (Steadman et al., 1998). Thus,
the strong link between violence and mental illness remains one of society’s most notorious
myths. As a result, the public tends to grossly overestimate the risk of violence associated with
mental illness, and avoids and discriminates against persons with mental illness.

Research suggests that public perceptions of persons with mental illness vary somewhat based
on characteristics of the target person with mental illness. For example, a person diagnosed with
depression tends to be viewed less negatively than a person diagnosed with schizophrenia
(Pescosolido et al., 1999). While race and level of education of the person with mental illness
have not been found to predict public attitudes, gender has, with women tending to be viewed
as less dangerous than men (Schnittker, 2000). Interestingly, one study found that an employed
person with mental illness elicits less stigma than an unemployed person with mental illness
(Perkins, Raines, Tschopp, & Warner 2009).

Research has also found differences in stigmatizing attitudes based on the demographics of
the perceiver, however findings are not always consistent. For example, several studies have
found that people of color are less likely than whites to blame individuals for their illness, more
likely to sympathize with them, and less likely to avoid them in social settings (Corrigan, Backs-
Edwards, Green, Diwan, & Penn, 2001a; Schnittker, Freese, & Powell, 1999). People of color
are also less likely to endorse genetics or family upbringing as explanations of the cause of
mental illness than whites but as likely to endorse other biological and environmental causes
(Schnittker et al., 1999). However, studies have also found that people of color are more likely
to perceive persons with mental illness as dangerous (Corrigan & Watson, 2007) and endorse
coercive treatments in segregated settings (Corrigan et al., 2001a). Additionally, they tend to
have more negative perceptions of professional mental health care (Schnittker et al., 1999).
Likewise, findings related to gender are not entirely consistent. While several studies have failed
to find gender differences in stigmatizing attitudes, the balance of research suggests that women
may be less likely to endorse negative attitudes and discriminatory behaviors than men
(Corrigan & Watson, 2007).

A key personal characteristic that is associated with attitudes about mental illness is
familiarity with persons with mental illness. Several studies have found that people that have
more personal familiarity have less negative views and more positive affective reactions to
persons with mental illness, believing them to be less dangerous and desiring less social distance
from them (Arikan & Uysal, 1999; Corrigan et al., 2001a; Phelan & Link, 2004). This is true
even if the “familiarity” is based on impersonal contact. Phelan and Link (2004) found that even
impersonal contact, in the form of seeing people in public that appeared to have a mental
illness, was associated with perceiving people with mental illness as less dangerous.

The stigma of mental illness may appear in interactions between people and groups (individual or
public stigma), within stigmatized persons themselves (internalized or self-stigma), and in wstitutional
and soctal structures (structural stigma). Individual or public stigma has been the focus of social
cognitive models and researchers and advocates working to understand and reduce mental
illness stigma (Corrigan, Markowitz, & Watson, 2004). This type of stigma process takes place
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when a person or persons with mental illness interact with members of the public who label,
stereotype, and discriminate against them in some way. For example, an employer may
stereotype a job applicant with mental illness as incompetent and refuse to consider the person
for a job. Similarly, a college student who is accessing mental health services may not be invited
to a dorm party because classmates stereotype the student as dangerous. Stigma exercised at this
mterpersonal level results in painful social 1solation and barriers to opportunities in important
life domains.

A critical life domain affected by public stigma is employment. Work provides a vehicle for
social integration and a sense of self-worth and social identity. For people with mental illness,
employment provides structure, social connections, goals and income — essential components of
recovery (Stuart, 2006). Most people with serious mental illness are willing and able to work
(Mechanic, Bilder, & McAlpine, 2002). However, their rates of unemployment are alarmingly
high, ranging from 20 to 60 percent for individuals with anxiety and major depressive dis-
order to 80-90 percent for people with serious and persistent psychiatric disorders such as
schizophrenia (Crowther, Marshall, Bond, & Huxley, 2001). While people with mental illnesses
may experience periods of significant disability in which they are unable to work, there is
compelling evidence that employment discrimination is a contributor to their high rates of
unemployment. Many employers hold stigmatizing views of mental illness and are reluctant to
hire persons with mental illness (Drehmer & Bordieri, 1985; Farina & Felner, 1973; Manning
& White, 1995; Scheid, 1999; Webber & Orcutt, 1984). People with mental illness report
employment related discrimination as one of their most frequent stigma experiences (Roelofls,
Sherbourne, Unutzer, Fink, Tank, & Wells, 2003; Wahl, 1999). Fear of employment related
rejection may eventually lead individuals to view themselves as unemployable and to give up
looking for work altogether (Stuart, 2006).

Not only employer stigma creates barriers to employment for persons with mental illness.
Competitive employment has not traditionally been a focus of the mental health system (Stuart,
2006) and clinicians have discouraged individuals from considering employment for fear that
the stress of employment would exacerbate the illness. The more modern recovery oriented
philosophy, however, maintains that people with mental illness have the right to live and work
in the community. In fact, work may be a very important recovery goal. Mental health
providers may be the last group to understand that being out of work 1s bad for your mental
health, as opposed to the other way around.

Public stigma also has consequences for persons with mental illness in other life domains,
including, but not limited to, housing and health care. A safe place to live is an important goal
for all of us. However, stigma creates a barrier to achieving this goal for persons with mental
illnesses when landlords are hesitant to rent to persons with mental illnesses (Forchuk, Nelson,
& Hall, 2006; Page, 1977) and communities resist group homes and other types of housing for
persons with mental illness (Zippay, 2007). Additionally, persons with serious mental illness
receive less adequate health care. One study, for example, found that people identified with
comorbid psychiatric disorder were significantly less likely to undergo percutaneous trans-
luminal coronary angioplasty after heart attack than people without a psychiatric disorder
(Druss, Bradford, Rosenheck, Radford, & Krumholz, 2000). Clearly, stigma has the potential to
invade and negatively impact all facets of the lives of persons with mental illnesses. Stigma
processes may also occur within the individual who is stigmatized in the form of perceved and self-
stigma. Prior to the onset and diagnosis of mental illness, most individuals are aware of and may
even endorse cultural stereotypes about the group, “the mentally ill.” With the onset of a mental
illness, these stereotypes become relevant to the self, as individuals perceive negative reactions
from others. Perceived stigma leads to a loss of self-esteem and self-efficacy and limits prospects
for recovery as individuals constrict their social networks and opportunities in anticipation of
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rejection (Kahng & Mowbray, 2005; Link, Struening, Neese-Todd, Asmussen, & Phelan, 2001;
Markowitz, 1998; Perlick et al., 2001; Sirey, Bruce, Alexopoulus, Perlick, Friedman, & Meyers,
2001). For example, college students experiencing mental illness may withdraw from academic
settings for fear of loss of confidentiality and discrimination (Mowbray et al., 2006). Likewise,
adults with mental illness may also choose not to pursue intimate relationships to avoid rejection
due to their mental illness (Wright, Wright, Perry, & Foote-Ardah, 2007).

Perceived stigma may also prevent people who might benefit from seeking or adhering to
treatment. Up to 40 percent of people with serious mental illness do not receive treatment in a
given year (Regier, Narrow, Rae, Manderscheid, Locke, & Goodwin, 1993). While many
factors may prevent people from obtaining services, perceived stigma plays a role. Results from
the National Comorbidity Survey suggest that concerns about what others think and wanting to
solve problems on one’s own discourage people from seeking treatment (Kessler et al., 2001).
Another study found that members of the general public who held stigmatizing attitudes about
mental illness were less likely to seek care (Cooper, Corrigan, & Watson, 2003). Stigma may also
affect participation once people enter treatment. Sirey et al. (2001) found that adults that
perceived higher levels of public stigma where less adherent with prescribed antidepressant
medication.

The impact of stigma on the self may go deeper than perceived stigma. Individuals with
mental illness may also self-stigmatize (Corrigan & Watson, 2002). This occurs when they move
beyond simply being aware of and actually apply the negative stereotypes they have learned
about people with mental illness to themselves, feel they are different and less valuable than
others and subsequently limit the social, occupational and other opportunities they allow
themselves to pursue. They are not limiting the opportunities they pursue to protect themselves
from negative reactions from others but instead because they feel unworthy or incapable.
Obviously, this process further interferes with a person’s ability to pursue life goals and maintain
his or her quality of life.

Self-stigma is associated with reduced self-esteem and self-efficacy (Watson & River, 2005;
Watson, Corrigan, Larson, & Sells, 2007). Research indicates that higher group identification,
or seeing oneself as part of a larger group of people with mental illness, and lower perceived
legitimacy of mental illness stigma and discrimination serve as protective factors that may
mterrupt the self-stigma process somewhere between stereotype awareness and applying
stereotypes to the self. This suggests stigma resistance interventions and efforts to build self-help
and social support may be useful for addressing self-stigma.

Ritsher and Phelan (2004) developed a measure of internalized stigma that incorporates
components of the perceived and self-stigma. The Internalized Stigma of Mental Illness (ISMI)
scale has five dimensions — Alienation, Stereotype Endorsement, Discrimination Experience,
Social Withdrawal, and Stigma Resistance. In a study of outpatients with serious mental illness,
they found high levels of internalized stigma and that internalized stigma (ISMI total score)
predicted reduced self-esteem and depressive symptoms four months later. Participants expres-
sing greater alienation due to their mental illness experienced the most distress. In another study
using the ISMI, Lysaker, Buck, Hammoud, Taylor, and Roe (2006) found that lower inter-
nalized stigma, particularly alienation, was associated with greater hope and agency. Ritsher
and Phelan (2004) suggest, “What is needed is an antidote to alienation: interpersonal engage-
ment, such as that provided by the fellowship of self-help groups, the role recovery inherent in
supported employment or the healing power of the psychotherapeutic alliance” (p. 264).

Difficult to identify but perhaps the most devastating in impact on life chances are institu-
tional and structural discrimination (Corrigan, Markowitz, & Watson, 2004). Institutional
discrimination refers to the policies of private and public institutions that intentionally restrict
the rights and opportunities of members of particular groups, such as persons with mental illness
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(Pincus, 1996). The effects of institutional discrimination are intentional, perhaps not by the
line-level person carrying out the policy, but by the people with the power to make rules and
regulations. Institutional discrimination of people with mental illness takes place in both public
and private sectors. For example, a study of state laws showed approximately one-third of the
50 states restrict the rights of an individual with mental illness to hold elective office, participate
on juries, and vote. Even greater limitations were evident in the family domain. About 50
percent of states restrict the child custody rights of parents with mental illness (Hemmens,
Miller, Burton, & Milner, 2002). Other studies have shown similar legislative patterns for people
with mental illness (Burton, 1990). Private sector institutional discrimination is apparent in
organizational policies that require persons with mental illness to submit to extra screenings and
examinations as a condition of employment and college and university policies that expel from
student housing students who have sought mental health treatment (Bazelon Center for Mental
Health Law, 2006a, 2006b; Capriccioso, 2006).

Structural discrimination refers to the set of private and public policies whose unintended
effects limit the rights and opportunities of persons with mental illness (Pincus, 1996). Limited
insurance coverage for people with serious mental illness is an example of structural dis-
crimination. Historically, states have been responsible for the care of persons with serious
mental illness. For a number of reasons, including the state sponsored mental health safety net;
private insurers have typically limited coverage for mental disorders. Many people with serious
mental illness do not have private insurance, and those that do quickly use up their coverage.
Thus, most people with serious mental illness receive their care in the public mental health
system. Salaries and benefits for clinicians tend to be better in the private health sector where
people with relatively benign illnesses like adjustment disorders, relational difficulties, and phase
of life problems receive care. In search of more financially rewarding positions and better
working conditions, talented clinicians may opt out of the public treatment system where people
with the most serious psychiatric and substance abuse disorders are served. An unintended
result is that the treatment choices available for persons with serious mental illness may be
limited and be of lower quality.

Another example of structural discrimination is the unintended consequences of public
welfare policies that frequently stop people with mental illness from seeking paid employment.
Many people with severe mental illnesses, such as schizophrenia and bipolar disorders, require
some time away from work to “get back on their feet.” This usually necessitates application
for local and federal public assistance programs to cover the costs of expensive medications
and daily living costs while working for pay is not feasible. To qualify for programs such as
Supplemental Security Income (SSI), Social Security Disability Insurance (SSDI), Medicaid
and Medicare, individuals must prove that they are completely disabled and unable to work.
This results in people with mental illness continuously having to prove that they are ill and
unable to work in order to pay for their medications and keep a roof over their head. Once
individuals begin to try to go back to work (usually part-time), these necessities are in jeopardy,
and entry-level jobs rarely cover the costs of living for people with mental illness. While these
programs provide crucial supports and have immensely improved the lives of persons with
serious mental illness (Frank & Glied, 2006), the failure of these programs to account for fac-
tors unique to mental illnesses often creates barriers to ever returning to paid employment.
It should be noted that the Social Security Administration has implemented work incentives
that address some of the dilemmas faced by persons with psychiatric disabilities and reduce
the risks of returning to the workforce.

Social workers and allied mental health professionals often view stigma as “someone else’s”
problem. If only other professionals would be more responsive toward people with mental
illness, they would receive more effective services. Unfortunately, social workers are not
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immune to harboring stigmatizing attitudes of their own about people with mental illness. In
fact, as some have noted, the mental illness recovery movement has been as much about
educating professionals on the significant potential of people with mental disorders, as it has
been about educating clients and the general society (Farkas, Gagne, Anthony, & Chamberlin,
2005).

In a study of practicing social workers, nearly 70 percent indicated that they did not prefer
to work with individuals with severe mental illness (Newhill & Korr, 2004). Additionally, in a
study of mental health case managers, the investigators found that social workers and other
intensive case managers were as likely to hold stigmatizing and restrictive attitudes as
community members toward individuals with mental illness (Murray & Steffen, 1999). Social
workers are not alone in having stigmatizing attitudes. Magliano et al. (2004) found that over
50 percent of psychiatric nurses surveyed in Europe thought that individuals with
schizophrenia should not get married, and 30 percent thought that such individuals should be
sent to the asylum to live. Recently, increased knowledge and interpersonal contact provided
by social work education has helped to improve social workers’ attitudes toward this
population (Eack & Newhill, 2008).

Unwittingly, social workers and other mental health professionals perpetuate social stigma
against people with mental illness. When mental health professionals embrace negative attitudes
toward the clients they serve, the services they provide will considerably suffer. Professional
stigma has a profound affect on clients’ recovery. In inpatient treatment, for example, individuals
who were subjected to particularly negative attitudes by mental health professionals had
substantially worse outcomes and problem behaviors over time (Barrowclough, Haddock,
Lowens, Connor, Pidliswyj, & Tracey, 2001). Similarly, in group homes for people with mental
illness, negative residential staff attitudes predicted greater levels of psychiatric symptomatology
and poorer quality of life among the residents (Snyder, Wallace, Moe, & Liberman, 1994). In
general, negative staff attitudes and beliefs significantly impact quality of care and recovery
outcomes (for a review, see Van Audenhove & Van Humbeeck, 2003). Social work educators,
administrators and practitioners must pay serious attention to this phenomenon and address
stigma within the discipline if we are to work effectively in partnership with persons with mental
illnesses (Scheyett, 2005).

Advocacy groups, government agencies and professional associations have made stigma
reduction a priority, launching campaigns aimed at the public and the media. These campaigns
have used a variety of strategies, targeting various audiences and components of stigma. While
limited evidence exists of the effectiveness of these campaigns for reducing mental illness stigma,
a rich body of literature is available in social psychology on strategies to improve intergroup
attitudes related to race and ethnicity. Corrigan and Penn (1999) reviewed this literature and
grouped the various approaches to challenging stigma into three processes: protest, education,
and contact.

Protest strategies identify specific instances of stigma and discrimination and highlight the
mnjustice. The strategy attempts to shame those responsible for the injustice (Watson &
Corrigan, 2005). On an individual level, a person may alert a colleague that a comment he or
she made was stigmatizing, and urges the person to discontinue making such comments. On a
group level, an advocacy organization may identify that a television program perpetuates a
stigmatizing image of mental illness, organize a letter writing campaign to the media outlet and
boycott the program’s advertisers. While such protests may be effective for eliminating the
offensive behavior, they may not improve attitudes. Protest approaches risk producing rebound
effects with the consequence that prejudices about a group remain unchanged or possibly, even
worse (Corrigan et al., 2001b; Macrae, Bodenhausen, Milne, & Jetten, 1994; Penn & Corrigan,
2002).
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Despite the potential for attitude rebound, protest strategies may be useful for changing
behaviors. Though largely anecdotal, there is evidence that protest can be effective (Wahl,
1995). For example, NAMI StigmaBusters is an email alert system that notifies members about
stigmatizing representations of persons with mental illness in the media and provides
instructions on how to contact the offending organization and its sponsors (National Alliance
on Mental Illness, 2009a). In 2000, StigmaBusters played a prominent role in ABC’s can-
celling the program “Wonderland,” which portrayed persons with mental illness as dangerous
and unpredictable. In the first ten minutes of the first episode, a person with mental illness shot
several police officers and stabbed a pregnant psychiatrist in the abdomen with a hypodermic
needle. StigmaBusters’ efforts not only targeted the show’s producers and several management
levels of ABC, but also encouraged communication with commercial sponsors including the
CEOs of Mitsubishi, Sears, and the Scott Company. Several years later, StigmaBusters took
on the Vermont Teddy Bear Company when it advertised a Valentine’s Day bear dressed in a
straight jacket with the caption “Crazy for You.” After a letter writing campaign and meetings
with company executives, Vermont Teddy Bear agreed to discontinue this particular bear.
These experiences suggest that organized protest has the potential to be a useful strategy for
preventing television networks and other media outlets from producing stigmatizing programs,
advertisements, and articles. Protest approaches can be useful on a local level as well. In the fall
of 2008, for example, a large bronze plaque was erected in front of the Neuropsychiatric
Institute (NPI) on the University of Illinois Medical Campus to memorialize the site where the
Chicago Cubs first played. The plaque also celebrated the location where the expression “way
out in left field” originated:

The phrase “Way out in left field” originated at West Side grounds, due to the location of
a psychiatric hospital behind the ballpark’s left field fence, where players and fans could
hear patients making odd and strange remarks during games.

Sponsored by the Way Out in Left Field Society, Illinois Medical district, Illinois State
Historical Society, and the University of Illinois at Chicago
September 2008

The first author’s student was placed at NPI when the plaque was ceremoniously erected.
She was particularly concerned about the impact of the insensitive statements on the many
clients who daily walked past the sign entering the building for mental health services. In
fact, several clients voiced distress about the sign. Social work students and staff of NPI launched
an impromptu email campaign to the members of the University and Medical Center
Administration and to the Chancellor’s Council on the Status of Persons with Disabilities,
expressing concern about the plaque and its blatant insensitivity. Within two days, the plaque
was removed. Months later, the plaque was replaced with a sign without the “way out in left
field” reference. The email focused on how the message was harmful on many levels to persons
with mental illnesses and to those who care about them.

Educational approaches to stigma reduction aim to challenge inaccurate stereotypes about
mental illness and replace these stereotypes with factual information. Public service announce-
ments, books, flyers, movies, videos and other audio visual aids are utilized to dispel myths
about mental illness and replace them with facts (National Mental Health Campaign, 2002;
Pate, 1988). People with a better understanding of mental illness are less likely to endorse stigma
and discrimination (Brockington et al., 1993; Corrigan et al., 2001b; Corrigan et al., 2002;
Holmes, Corrigan, Williams, Canar, & Kubiak, 1999; Keane, 1991; Morrison & Teta, 1980;
Penn, Guynan, Daily, Spaulding, Garbin, & Sullivan, 1994; Penn, Kommana, Mansfield, &
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Link, 1999). Unfortunately, the magnitude and duration of these improvements is quite limited
(Corrigan & McCracken, 1997) and the impact on subsequent behaviors questionable.

The limited impact of educational approaches is illuminated by research on strategies
targeting race and other minority group stereotypes. (Devine, 1995; Pruegger & Rogers, 1994).
Stereotypes provide a template for encoding subsequent information that may disconfirm
them. Thus, if' a person endorses the stereotype that people with mental illness are dangerous,
they will be more attentive to the latest news story linking a violent crime to mental illness than
to information that persons with mental illnesses are generally not any more dangerous than
anyone else. Essentially, stereotypes are resistant to change based on new information alone
(Fyock & Stangor, 1994; Stangor & McMillan, 1992). Educational approaches are certainly
not without merit. They do also increase awareness and understanding of mental health issues
and available services. However, education approaches by themselves have limited effects on
the pernicious stereotypes about mental illness.

Interpersonal contact is the most promising approach to challenging mental illness stigma. Contact
has long been considered an effective means for reducing intergroup prejudice (Allport, 1954;
Pettigrew & Tropp, 2000). In formalizing the “contact” hypothesis, Allport (1954) contended, and
more recent research supports (Cook, 1985; Gaertner, Dovidio, & Bachman, 1996; Pettigrew &
Tropp, 2000) that “optimal” contact interventions must contain four elements:

1 Equal status between groups. In the contact situation, neither the minority nor the majority
group members occupy a higher status. Neither group is in charge. This differs from the
type of contact certain power groups typically have with persons with mental illness (e.g.,
doctor/patient, landlord/resident, employer/employee).

2 Common goals. Both groups should be working toward the same ends. Some studies of
“optimal” contact have used contrived tasks such as completing a puzzle (Desforges et al.,
1991). In more natural settings, this might include working together on a community
project or solving a neighborhood problem.

3 No competition. The tone of the contact should be a joint effort, not a competitive one.

4 Authority sanction for the contact. This might mean the contact intervention is sponsored
or endorsed by management of an employment organization, or by particular community
organizations (e.g., the Board of Education, Better Business Bureau).

Contact conditions that more closely approximate the four “optimal” conditions appear to
produce the largest reductions in stigmatizing attitudes (Pettigrew & Tropp, 2000). However,
even brief] less interactive contact strategies have produced promising results. For example,
Corrigan et al. (2001b) randomized community college students to contact, protest, education
and control conditions. The contact condition involved listening to a person with mental
illness tell his or her story followed by a brief opportunity to ask questions. The authors
found that the contact condition produced greater improvements in attitudes than protest,
education, and control conditions. In a subsequent study, contact again produced greater
improvements than education and control conditions (this study did not include a protest
condition) in attitudes and behavior in the form of participant donations to NAMI (Corrigan
et al., 2002). While significant but smaller improvements were observed for participants in the
education condition, only the contact condition improvements were maintained at the one-
week follow-up. While most of the research to date has been conducted with adults, there is
evidence that contact is also effective for improving attitudes among school-aged children
(Pinfold, Huxley, Thornicroft, Farmer, Toulmin, & Graham, 2002).

Contact approaches can be delivered in a variety of ways. The National Alliance on Mental
Illness (NAMI) developed a contact-based anti-stigma program called In Our Own Voice: Living



Oppression and stigma and their effects 31

with Mental Illness IOOV). Persons in recovery from mental illness who share their personal
stories and interact with their audience in a structured format deliver the program. The IOOV
program has been provided to law enforcement, schools, businesses, and other community
groups. As of spring 2007, the IOOV program was active in 38 states and had been provided to
over 200,000 people (National Alliance on Mental Illness, 2009b). The two studies of IOOV
published to date suggest that it 1s effective for reducing stigma and improving knowledge about
mental illness (Rusch, Kanter, Angelone, & Ridley, 2008; Wood & Wahl, 2006). Additional
research is needed to determine the longer-term effects of this brief structured contact
intervention.

Contact can also be incorporated into professional training programs. For example, the
Chicago Police Department offers a 40-hour Crisis Intervention Team (CIT) in-service training
designed to improve officers’ knowledge and skills for responding to mental health crises.
Instead of using professional actors for the role-play portion of the training, Chicago’s CIT
program has employed mental health consumer/actors from a local provider, Thresholds
Psychiatric Rehabilitation Centers. The actors have personal experience with mental illness and
have trained and performed with the Thresholds Theatre Arts Project. They participate in role-
play scenarios of mental health crises and provide feedback to the officers. This contact
approach is consistent with all four “optimal conditions”: first, in the training setting, actors and
officers are of equal status and both are getting paid to be there; second, actors and officers are
working toward the common goal of improving officers’ ability to safely and effectively respond
to mental health crises; third, the groups are not competing; and fourth, the Chicago Police
Department supports the contact. While this program has yet to be studied, anecdotally it has
been a very powerful training and stigma reduction approach for the officers and the actors.
The model has potential for training a variety of professionals that work with persons with
mental illnesses.

Similar to the contact model used with police officers, Scheyett and Kim (2004) used a
facilitated dialogue model that brought together persons with mental illnesses and social
work students to discuss effective social worker/client partnerships. The evaluation of the
intervention indicated that students’ attitudes improved, they developed greater empathy, and
they planned to make changes in their practice following the intervention. The participating
consumers also benefited from the intervention and reported feeling positive about being valued
and helping others.

Each of the above approaches has certain benefits and limitations for dealing with public
stigma. Protest may be particularly effective for targeting a specific behavior, such as a
stigmatizing representation of mental illness in the media or a particularly discriminatory
practice of an organization. This approach, however, would be inappropriate for the goal of
improving attitudes about mental illness. Educational approaches are relatively easy to
disseminate via print or electronic media or even lectures to large groups and have been shown
to improve attitudes and knowledge about mental illness. However, the effects of educational
campaigns on attitudes do not seem to be particularly durable over time. Contact appears to be
the most promising approach for improving attitudes and behaviors in the long term. However,
contact is less exportable than other approaches. Formalized contact interventions require
more resources and time to disseminate and pose some personal risk to the individuals who
disclose their illness.

Many anti-stigma campaigns, including the examples above, incorporate elements of several
strategies. For example, NAMI’s StigmaBusters attempts to educate their targets about mental
illness and the struggles of individuals and families that are affected by it. Many educational
approaches are presented by persons with mental illness who share their own stories of recovery
along with more general information about mental illness. Likewise, many people who disclose
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their own experiences with mental illness in contact interventions (or simply in their everyday
lives) must educate their audience about mental illness.

A majority of the existing anti-stigma campaigns utilize an educational approach, either by
itself or in conjunction with protest or contact. In an effort to reduce the blame associated with
mental illness, many of these campaigns have focused on the biological model of mental illness.
Educating the public that mental illnesses are biological discases has been a popular approach.
For example, NAMI launched its “Mental Illness is a Brain Disease” campaign in which it
distributed posters, buttons, and literature that provided information about the biological basis
of serious mental illness. “Brain disease,” “illness like any other” and “genetic” messages seem
to reduce blame for psychiatric illness (Corrigan et al., 2002; Farina, Fisher, Getter, & Fischer,
1978; Fisher & Farina, 1979, Lincoln, Arens, Berger, & Rief, 2008; Phelan, 2002). However,
framing mental illness solely in biological terms may inadvertently exacerbate other
components of stigma (Lincoln et al., 2008; Mehta & Farina, 1997; Phelan, 2002; Read & Law,
1999; Read, Haslam, Sayce, & Davies, 2006). For example, genetic or disease-based explana-
tions of mental illnesses have been shown to increase perceptions of unpredictability and
dangerousness, increase desire for social distance, and invoke harsher treatment (Lincoln et al.,
2008; Mehta & Farina, 1997; Phelan, 2002; Read & Law, 1999; Read et al., 2006). Biological
explanations may further promote the idea that persons with mental illnesses are fundamentally
different from everyone else (Hinshaw & Stier, 2008), solidifying the distinction between “us”
and “them” — a key component in the stigma process (Link & Phelan, 2001).

Biological explanations of mental illness may also yield unintended consequences by sup-
porting the benevolence stigma; namely, the belief that persons with mental illness are innocent
and childlike and, as such, must be taken care of and supervised by a more responsible party
(Brockington et al., 1993). While well intentioned, this type of stigma can be disempowering,
causing persons with mental illness (and others) to view themselves as different from other people,
less competent, and less able to recover and fully participate in the community. Biological
explanations may also imply that persons with mental illness have no control over their behavior,
and therefore are unpredictable and violent (Read & Law, 1999).

In contrast to biological messages, several studies have found that psychosocial explanations of
mental illness can be effective for increasing positive images of persons with mental illness and
reducing fear. Psychosocial explanations of mental illness focus on environmental stressors and
trauma as causal factors. The idea is to normalize psychiatric symptoms as understandable
reactions to difficult life events (Read & Law, 1999). Psychosocial messages have been shown to
be effective for improving attitudes with students and health professionals (Morrison, 1980;
Morrison & Teta, 1979, 1980; Morrison, Becker, & Bourgeois, 1979) particularly those attitudes
related to dangerousness and unpredictability (Read & Law, 1999). Framing mental illness as a
disorder with both biological and psychosocial components exacerbated by stressful life events
from which people can and do recover seems most effective. Such a combined approach more
accurately reflects our current understanding of mental illness and has potential to address
multiple components of public stigma. The particular balance of information should be tailored
to the specific component(s) of stigma, behavior(s) and group(s) being targeted (Byrne, 2001).

These approaches for dealing with the public are also applicable for institutional and
structural discrimination. By definition, institutional discrimination is the intentional result of
policies and practices that aim to restrict the rights and opportunities of persons with mental
illnesses (Pincus, 1996). Once the individuals with the power to change the targeted policies and
practices are identified (not always an easy task), a specific strategy(s) and message can be
developed. Often combined or multiple parallel or serial approaches are required.

If the targeted discriminatory practices violate anti-discrimination laws such as the
Americans with Disabilities Act (ADA) or the Fair Housing Amendments Act of 1988, legal
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strategies may be useful. For example, the Bazelon Center for Mental Health Law and
two private attorneys filed a lawsuit claiming George Washington University violated the
rights of a student who voluntarily admitted himself for inpatient psychiatric treatment
(Bazelon Center for Mental Health Law, 2006b). The next day, the student was informed that
he was barred from returning to campus and, subsequently, he was suspended and charged
with a disciplinary violation. The lawsuit was settled and George Washington University
agreed to review and revise its policies. The Bazelon Center has successfully represented other
students in similar situations and is currently developing guidelines and model policies to assist
schools in responding to mental health needs of students in compliance with the ADA. Legal
rulings in these cases along with other stigma-fighting strategies may allow students with
mental health problems to stay in college and receive the treatment that they need. This could
create informal contact opportunities within the university setting that further reduce public
stigma.

Structural discrimination may be more complicated to address, as the specific problematic
policies or structures do not intentionally restrict the rights and opportunities of persons with
mental illness. Thus, the first step 1s to highlight the unintended consequence of a policy or
practice for persons with mental illness. The next step involves convincing the people with the
power to change the policy or practice that whatever benefits the policy has, they are not worth
the cost or unintended negative effects for persons with mental illness. The task sounds
daunting. However, working for social justice is what social workers do.

The emerging literature on wlernalized and self-stigma provides some direction for amelioration
strategies. As previously discussed, alienation is the component most predictive of distress
(Ritsher & Phelan, 2004). Conversely, lower alienation is associated with greater hope (Lysaker
et al., 2006). Strategies that support people in rejecting stigmatized views of mental illness and
help them build their social networks may be useful for reducing the negative consequences of
internalized and self-stigma.

Hayward and Bright (1997) suggest three elements in an approach to reducing self-stigma:
using cognitive approaches to assess and combat specific stigmatizing beliefs; promoting a
holistic biopsychosocial conception of mental illness; and emphasizing mental health and illness
as a continuum. Strategies incorporating cognitive-behavioral elements have shown promise
(Knight, Wykes, & Hayward, 2006; Macinnes & Lewis, 2008). In one study, a six-week group
intervention that combined cognitive techniques emphasizing the concept of unconditional self-
acceptance with psycho-education was used with persons with serious mental illness (Macinnes
& Lewis, 2008). While no control group was used, the results indicated reductions in self-stigma
and improvements in self-esteem and general psychological health. Similarly, Knight et al.
(2006) found a group-based CBT intervention yielded improvements in self-esteem, symptoms
and general psychopathology. Working with people with substance use disorders, Luoma,
Kohlenberg, Hayes, Bunting, and Rye (2008) found support for a six-hour intervention based
on Acceptance and Commitment Therapy (ACT), another cognitive approach, in reducing
levels of internalized stigma. While these studies are limited by small samples and lack of control
or comparison groups, combined, they suggest that internalized/self-stigma can be changed
and that cognitive and empowerment based approaches show promise.

Based on the emerging literature on self/internalized stigma and the needs they observed in
the clinical populations they served, a team based out of the University of Maryland-Baltimore
and the Department of Veterans Affairs Mental Illness Research, Education and Clinical
Center (VISN-5 MIRECC) and the San Francisco VA, designed a nine session course,
Resisting Internalized Stigma (RIS), for veterans receiving mental health services (Lucksted
et al., 2009). RIS is a manualized group intervention that incorporates cognitive-behavioral
theory and empowerment and recovery oriented principles. The goal is to help participants
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learn coping skills and strategies to counter internalized stigma. Topics covered in the
intervention include: stigma and stereotypes, internalized stigma and automatic thoughts,
strengthening the positive aspects of one’s self-image to resist internalized stigma, dealing
with discriminatory behavior, and increasing sense of belonging through positive social
connections with others. Each session is structured to combine didactic lectures with cognitive
and skill building techniques and interaction discussion. Two co-leaders facilitate small groups
of between four and six veterans. Preliminary results of a pilot study of RIS are promising
(Calmes, 2009). The RIS team is planning to conduct a randomized controlled trial of the
intervention.

lllustration and discussion

Social workers practice with a variety of individuals, groups, and systems that experience stigmat-
ization and oppression, including individuals with psychiatric disabilities. Throughout this chapter
we have provided examples of situations where people with mental health conditions were
stigmatized, and the effects this had on their quality of life. Social workers have the power to tackle
the issue of stigma across multiple levels. An illustration follows of the multilevel effects of stigma
against a person with schizophrenia. The authors illustrate and discuss how a social worker helped
to empower this individual to deal with some of the problems he experienced due to social injustice
and stigma related to housing.

John is an African American male who has been living with paranoid schizophrenia for the past
20 years. He was originally diagnosed with schizophrenia when he was 21, and has, with only limited
success, spent years trying to stabilize his condition. To this day, John continues to hear voices
that tell him people are out to get him. Due to his history of homelessness and minor non-violent
criminal record, John is well known by the community. He also comes from a prominent family in
the city, who continue to remain actively involved in his life and care.

Recently, John has been receiving services from a community mental health agency where social
workers have been helping him cope with his psychiatric symptoms, access community resources,
and gain skills needed for independent living. Currently residing in one of the agency-operated
group homes, John has shown significant progress in cooking for himself, remembering to take his
medication, and maintaining his personal hygiene. In fact, his family has visited the group home on a
number of occasions, and John has cooked simple meals for them and the rest of the residents.
They have remarked that he is doing better than they have ever seen in the past.

The social workers attributed John’s progress to his desire to live independently in his own
apartment. For many years John was homeless, and one of his greatest dreams is to have a place to
call his own. He has consistently demonstrated the ability to live independently, with periodic
support from mental health professionals and independent living specialists. The agency social
worker worked with John to create a transition plan to facilitate his move to his own apartment. A
critical component of this plan was John deciding where to live. He has been fortunate enough to
receive a voucher for assistance with housing that is not tied to any single apartment complex.
When traveling to look at different apartments, John found one that was perfect for him and
located on a quiet, upscale neighborhood close to shopping, parks, and an elementary school. The
building has been well taken care of over the years, its grounds beautifully manicured, and the
apartments spacious and furnished. John immediately fell in love with the apartment complex.
Fortunately, they had an opening for a one-bedroom apartment that he was able to afford with his
housing voucher. All that seemed to be needed was to help John fill out the application for housing
at the complex. After returning to the mental health center, the worker assisted John in completing
and mailing the housing application.
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Several weeks went by without any word from the apartment complex. The social worker
suggested that John call their business office during the day to check on the status of his application.
When he called the complex, the receptionist indicated that they had no application from him.
Frustrated, but persistent, John bused to the apartment complex and requested another housing
application. The business office personnel indicated that apartment applications were unavailable;
although several apartments were vacant in the building. The worker suspected prejudice and
discrimination. With John’s permission, the social worker called the apartment complex, requesting
to speak to a supervisor.

After some prodding, the social worker finally reached a supervisor who informed her that while
apartments were available, she had been pressured by the tenant’s board at the complex, as well as
the neighborhood homeowners association, about John’s potential move to the area. Apparently,
when visiting the apartment complex, a number of residents recognized John, and stated that they
did not want a “homeless schizo” living in their building. The neighborhood homeowners banded
together, expressing concerns about John living so close to where many of their children attend
elementary school. They pointed out that, they had recently read a news report where a person
with schizophrenia was caught attempting to kidnap a child from an elementary school. Knowing
that legally they cannot refuse John housing because of his disability, the supervisor stated that living
in this neighborhood would be difficult for John. The tenants all know him, as do many of the
neighborhood residents, and they would make it very difficult for him.

After the phone conversation ended, the social worker considered her options. Should she share
with John the supervisor’s warning and suggest he consider finding someplace else to live! Or,
should she simply ignore the supervisor’s warning, obtain an application, and hope for the best? The
social worker decided to share the supervisor’s warning with John and explore their options. She
realized that would be a very painful conversation, as John has experienced years of ridicule on the
streets of downtown. The worker enlisted John’s family for support and called a meeting with John
and his family to discuss the current situation. She shared the entire scenario and informed John and
his family that many people were misinformed about mental illness and acted unduly negatively
toward people with mental difficulty. John became visibly upset and anxious. The worker reached
for his reactions. He responded that he has always been afraid of groups of people being out to get
him, and that it was unfair. Now that he was doing so well, he had hoped that he would not have
to worry about this as much. John remained adamant about wanting to live in the apartment
complex. John’s family fully supported his goals. The social worker connected John to a local peer
support and advocacy group. This group had experienced numerous successes in advocating in
behalf of mentally disabled clients. After meeting John and discussing the prejudice and discrimi-
nation he experienced, group members leant a great deal of support, and agreed to advocate for
him. John, a few group members, the social worker and a lawyer visited the apartment complex and
successfully obtained an apartment. Group members spend several evenings a week with John at his
new apartment to provide companionship and assist him with the transition toward independent
living. John was grateful for the support and practical assistance.

While the social worker is very pleased about the positive outcome, she felt her job to be
incomplete and engaged John in developing strategies to deal with community attitudes. She
suggested several indirect interventions that would educate the apartment complex and local
neighborhood residents about mental iliness. They discussed the agency’s outreach program, which
educates the community on mental illness and stigma. John willingly supported the outreach efforts.
The agency partnered with the National Alliance on Mental lliness (NAMI) and arranged to be
involved in the local community’s homeowners association meeting as well as a community meeting
held at the elementary school for parents whose children live in the neighborhood. At these
meetings, staff presented information that dispelled common inaccurate beliefs about mental illness.
Mentally ill members of the support group who successfully lived in their own apartment presented
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their own stories on how living independently positively affected their lives, and engaged the
community constituents in an open dialog about their concerns. While John was not ready to
participate, he attentively attended these meetings and offered his future participation. NAMI also
placed information fliers on mental illness in the mailboxes of all the residents at the apartment
complex. While these interventions did not eliminate all misperceptions about mental illness, they
began a process of reeducation of community members and reduction of some of the stigma John
was likely to experience.

Knowing that the transition would be difficult for John, the social worker put in place a continued
monitoring and assessment plan to ensure that John was able to maintain his independent living
skills. John accepted that would need help and realized that ongoing support and monitoring were
an essential part of his first steps toward living on his own. While John appreciated the ongoing
support and monitoring for the first six months, he looked forward to being able to live on his own.
The family and group members continued to represent major sources of support.

John’s housing experience illustrates a relatively common problem that occurs in the lives of
many people with mental illness. When communities learn of the prospect of an individual or group
of individuals with a serious mental illness moving into their neighborhood, they resist. People fear
violence, poor care of residences, and negative changes to the community.

Throughout the case illustration, the social worker continually demonstrated critical practice
skills. Although the situation could have been resolved by referring John to another housing com-
plex, the social worker responded to John’s desires and goals. Realizing that people with mental
illness often feel disempowered and stigmatized, she was committed to personal, interpersonal and
structural empowerment. She always kept John at the center of the decision-making process, making
sure that she herself did not contribute to the disesmpowerment John experienced.

The social workers’ assessments and interventions moved across multiple levels, beginning with
John, his family, support group and progressively toward the community. She went from John, “the
case” to all the people with mental illness living in this community, “the cause.” The social work
professional realizes that mental illnesses and the associated stereotypes are not problems isolated
to individuals, but profoundly affects the family, community, and larger society in critical ways that
require for multilevel interventions. While prejudice and social stigma ultimately affect the
individual, they represent societal problems, and, therefore, calls for community and societal-level
interventions.

In summary, this practice illustration demonstrates the multilevel effects of stigma on individuals
with mental illness, their families, and society. These effects call for multilevel interventions that
should not be limited to either the individual or society, but should systematically address the
effects of stigma across multiple levels and systems. In all assessment and intervention practices, the
social worker must remain acutely aware of his/her own stereotypes that can severely disesmpower
clients. By empowering the client and working across multiple system levels, the social worker has
the potential to influence society’s views, and ultimately improve the lives of people with mental
illnesses.

Conclusion

In this chapter, we defined mental illness stigma as a process that results in the oppression and
marginalization of persons with mental illness. Recent research suggests that mental illness
stigma persists and impacts the lives of people on several levels and in multiple life domains.
Public and structural stigma deprives people with mental illness of social and economic
opportunities, and creates significant barriers to building a fulfilling and productive life in the
community. Self and internalized stigma undermines the self-worth and self-efficacy needed to
pursue a quality life.
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Fortunately, there i1s hope. Some aspects of public attitudes are improving and we are
learning more about effective strategies for reducing stigma and discrimination and help-
ing people resist and cope when faced with it. Protest, education and contact can all play
significant roles in combating both specific instances of stigma and discrimination as well as
more general societal misconceptions and discriminatory practices. Strategies incorporating
cognitive-behavioral techniques and peer support show particular promise for strengthening
stigma resistance and coping skills. Whatever levels, domains and instances of stigma and
discrimination we choose to deal with, and whichever approaches and strategies we select, we
must do this in partnership with the people whose lives we hope to improve.

Social work professional values and training position us well to confront mental ill-
ness stigma and discrimination at multiple levels of practice. Whether we are working with
individual, families, groups, communities or organizations, we have the opportunity and
responsibility to reduce mental illness stigma and discrimination and promote opportunities for
fulfilling and productive lives for persons with mental illnesses. The first step is to examine one’s
own biases. Social workers are not immune to being prejudiced and it may not be possible to
completely eliminate stigmatizing thoughts and feelings. However, we can self-monitor and
deal with our own prejudices and strive to minimize their impact on our practice. The next step
involves determining the type and targets of our stigma efforts. Then we can select a strategy or
strategies. This will vary depending on the type of stigma; specific stereotypes, behaviors, or
structures; and target audience. Finally, we must evaluate our practice to determine if our
intervention has been effective or if modifications are in order.

Note

1 Note that some groups reject the term “stigma” based on the implications that the “mark” is viewed
as residing in or owned by the stigmatized person. This could direct attention and blame away from
the stigmatizers. Our use of the term stigma does not intend to imply the recipients of stigmatization
own the problem. Rather, the definition above defines stigma as a process owned by those with the
power to stigmatize and the social structures they perpetuate.

Web resources

Judge David L. Bazelon Center for Mental Health Law
www.bazelon.org

Mental Health America
www.nmha.org/

National Alliance on Mental Illness
www.nami.org/

NAMI StigmaBusters
www.nami.org/template.cfm?section=Fight_Stigma

SAMHSA’s Resource Center to Promote Acceptance, Dignity and Social Inclusion Associated with
Mental Health (ADS Center)

www.stopstigma.samhsa.gov/

World Psychiatric Association — Open the Doors Global Program
www.open-the-doors.com/english/01_01.html



38 Amy C. Watson and Shaun M. Eack
References

Allport, G. (1954). The nature of prejudice. Cambridge, MA: Addison Wesley.

Arikan, K., & Uysal, O. (1999). Emotional reactions to the mentally ill are positively influenced by
personal acquaintance. Israel fournal of Psychiatry and Related Sciences, 36 (2), 100—104.

Barrowclough, C., Haddock, G., Lowens, 1., Connor, A., Pidliswyj, J., & Tracey, N. (2001). Staff
expressed emotion and causal attributions for client problems on a low security unit: An exploratory
study. Schizophrenia Bulletin, 27 (3), 517-526.

Bazelon Center for Mental Health Law. (2006a). Student punished for getting help. Retrieved May 13, 2009,
from www.bazelon.org/newsroom/archive/2006/3-13-06-Nott.html

Bazelon Center for Mental Health Law. (2006b). Student and university settle lawsuit on mental health issues.
Retrieved May 22, 2009, from www.bazelon.org/newsroom/archive/2006/10-3006NottSettle.html

Brockington, L.F., Hall, P., Levings, J., & Murphy, C. (1993). The community’s tolerance of the mentally
il. British fournal of Psychiatry, 162, 93-99.

Burton, V.S. (1990). The consequences of official labels: A research note on rights lost by the mentally ill,
mentally incompetent, and convicted felons. Community Mental Health Journal, 26 (3), 267-276.

Byrne, P. (2001). Psychiatric stigma. British Journal of Psychiatry, 178, 281-284.

Calmes, C. (2009). Resisting internalized stigma intervention. MIRECC Matters, 10 (2), 1-2.

Capriccioso, R. (2006). Counseling crisis: Inside higher ed. Retrieved May 13, 2009, from www.inside
highered.com/news/2006/03/13/counseling

Cohen, J., & Struening, E. (1962). Opinions about mental illness in the personnel of two large mental
hospitals. Journal of Abnormal Psychology, 64, 349-360.

Cook, S.W. (1985). Experimenting on social issues: The case of school desegregation. American Psychologist,
40, 452-460.

Cooper, A., Corrigan, P.W.; & Watson, A.C. (2003). Mental illness stigma and care seeking. Fournal of
Nervous and Mental Disease, 191, 339-341.

Corrigan, P.W., & McCracken, S.G. (1997). Intervention research: Integrating practice guidelines with
dissemination strategies — A rejoinder to Paul, Stuve, and Cross. Applied & Preventive Psychology, 6,
205-209.

Corrigan, P.W., & Penn, D.L. (1999). Lessons from social psychology on discrediting psychiatric stigma.
American Psychologist, 54, 765—776.

Corrigan, P.W.; & Watson, A.C. (2002). The paradox of self-stigma and mental illness. Clinical Psychology:
Science and Practice, 9, 35—53.

Corrigan, P.W., & Watson, A.C. (2007). The stigma of psychiatric disorders and the gender, ethnicity and
education of the perceiver. Community Mental Health Journal, 43, 439-458.

Corrigan, P.W., River, L.P., Lundin, R.K., Wasowski, K.U., Campion, J., Mathisen, J. et al. (2000).
Stigmatizing attributions about mental illness. Journal of Community Psychology, 28 (1), 91-102.

Corrigan, P.W., Backs-Edwards, A., Green, A., Diwan, S.E., & Penn, D.L. (2001a). Prejudice, social
distance, and familiarity with mental illness. Schizophrenia Bulletin, 27, 219-226.

Corrigan, P.W_, River, L., Lundin, R.K., Penn, D.L., Uphoff-Wasowski, K., Campion, J. et al. (2001b).
Three strategies for changing attributions about severe mental illness. Schizophrenia Bulletin, 27,
187-195.

Corrigan, PW.; Rowan, D., Green, A., Lundin, R., River, P., Uphoff-Wasowski, K. et al. (2002).
Challenging two mental illness stigmas: Personal responsibility and dangerousness. Schizophrenia Bulletin,
28,293-310.

Corrigan, P.W, Markowitz, I.E., & Watson, A.C. (2004). Structural levels of mental illness stigma and
discrimination. Schizophrenia Bulletin, 30, 187-195.

Crocker, J., Major, B., & Steele, C. (1998). Social stigma. In D. Gilbert, S.T. Fiske, & G. Lindzey (eds),
The handbook of social psychology, Vol. 2 (4th ed., pp. 504-553). New York: McGraw-Hill.

Crowther, R.E., Marshall, M., Bond, G.R., & Huxley, P. (2001). Helping people with severe mental illness
to obtain work: Systematic review. British Medical Journal, 322, 204—208.

Desforges, D.M., Lord, C.G., Ramsey, S.L., Mason, J.A., Van Leeuwen, M.D., West, S.C. et al. (1991).
Effects of structured cooperative contact on changing negative attitudes toward stigmatized social
groups. Journal of Personality and Social Psychology, 60, 531-544.



Oppression and stigma and their effects 39

Devine, P.G. (1989). Stereotypes and prejudice: Their automatic and controlled components. Fournal of
Personality and Social Psychology, 56, 5—18.

Devine, P.G. (1995). Prejudice and out-group perception. In A. Tessor (ed.), Advanced social psychology (pp.
467-524). New York: McGraw-Hill.

Drehmer, D., & Bordieri, J. (1985). Hiring decisions for disabled workers: The hidden bias. Rehabilitation
Psychology, 30, 157-164.

Druss, B.G., Bradford, D.W., Rosenheck, R.A., Radford, M_J., & Krumholz, H.M. (2000). Mental
disorders and use of cardiovascular procedures after myocardial infarction. JAMA: Journal of the
American Medical Association, 285, 506-511.

Eack, S.M., & Newhill, C.E. (2008). An investigation of the relations between student knowledge, personal
contact, and attitudes toward individuals with schizophrenia. Journal of Social Work Education, 44 (3),
77-95.

Farina, A., & Felner, R.D. (1973). Employment interviewer reactions to former mental patients. Journal of
Abnormal Psychology, 82, 268-272.

Farina, A., Fisher, J.D., Getter, H., & Fischer, E.H. (1978). Some consequences of changing people’s views
regarding the nature of mental illness. Fournal of Abnormal Psychology, 87, 272-279.

Farkas, M., Gagne, C., Anthony, W., & Chamberlin, J. (2005). Implementing recovery oriented evidence
based programs: Identifying the critical dimensions. Community Mental Health Journal, 41 (2), 141-158.

Fisher, J.D., & Farina, A. (1979). Consequences of beliefs about the nature of mental disorders. Journal of
Abnormal Psychology, 88 (3), 320-327.

Forchuk, C., Nelson, N., & Hall, G.B. (2006). “It’s important to be proud of the place you live in.”
Housing problems and preferences of psychiatric survivors. Perspectives in Psychiatric Care, 42 (1), 42-52.

Frank, R.G., & Glied, S.A. (2006). Better but not well: Mental health policy in the United States since 1950.
Baltimore, MD: Johns Hopkins University Press.

Fyock, J., & Stangor, C. (1994). The role of memory biases in stereotype maintenance. British Journal of
Soctal Psychology, 33, 331-344.

Gaertner, S.L., Dovidio, J.F., & Bachman, B.A. (1996). Revisiting the contact hypothesis: The induction
of a common ingroup identity. International jJournal of Intercultural Relations, 20, 271-290.

Gitterman, A., & Germain, C.B. (2008). The life model of social work practice: Advances in theory and practice
(3rd ed.). New York: Columbia University Press.

Goftman, E. (1963). Stigma: Notes on the management of spoiled identity. New York: Simon & Schuster.

Hamilton, D.L., & Sherman, J.W. (1994). Stereotypes. In R.S. Wyer & T'K. Srull (eds), Handbook of social
cognition, Vol. 2 (2nd ed., pp. 1-68). Hillsdale, NJ: Lawrence Erlbaum Associates.

Harding, C.M., Zubin, J., & Strauss, J.S. (1992). Chronicity in schizophrenia: Revisited. British Journal of
Psychiatry, 18, 27-37

Hayward, P., & Bright, J.A. (1997). Stigma and mental illness: A review and critique. Journal of Mental
Heallh, 6, 345-354.

Hemmens, C., Miller, M., Burton, V.S., & Milner, S. (2002). The consequences of official labels: An
examination of the rights lost by the mentally ill and the mentally incompetent ten years later.
Community Mental Health Journal, 38 (2), 129-140.

Hilton, J.L., & von Hippel, W. (1996). Stereotypes. Annual Review of Psychology, 47, 237-271.

Hinshaw, S.P., & Stier, A. (2008). Stigma as related to mental disorders. Annual Review of Clinical Psychology,
4, 367-393.

Hogan, MLF. (2003). New Freedom Commission Report: The President’s New Freedom Commission —
Recommendations to transform mental health care in America. Psychiatric Services, 54, 1467-1474.
Holmes, E., Corrigan, P.W.; Williams, P., Canar, J., & Kubiak, M.A. (1999). Changing attitudes about

schizophrenia. Schizophrenia Bulletin, 25, 447-456.

Hyler, S.E., Gabbard, G.O., & Schneider, I. (1991). Homicidal maniacs and narcissistic parasites:
Stigmatization of mentally ill persons in the movies. Hospital and Community Psychiatry, 42, 1044—-1048.

Jones, E.E., Farina, A., Hastorf, A.H., Markus, H., Miller, D.T., & Scott, R.A. (1984). Social stigma: The
psychology of marked relationships. New York: Freeman.

Judd, C.M., & Park, B. (1993). Definition and assessment of accuracy in social stereotypes. Psychological
Review, 100, 109-128.



40 Amy C. Watson and Shaun M. Eack

Kahng, S., & Mowbray, C.T. (2005). Psychological traits and behavioral coping of psychiatric consumers:
The mediating role of self-esteem. Health and Social Work, 30 (2), 87-97.

Keane, M.C. (1991). Acceptance vs. rejection: Nursing students’ attitudes about mental illness. Perspectives
wn Psychuatric Care, 27, 13-18.

Kessler, R.C., Berglund, P.A., Bruce, M.L., Koch, J.R., Laska, E.M., Leaf, PJ. et al. (2001). The
prevalence and correlates of untreated serious mental illness. Health Services Research, 36 (6, pt 1),
987-1007.

Knight, M.T.D., Wykes, T., & Hayward, P. (2006). Group treatment of perceived stigma and self-esteem
in schizophrenia: A waiting list trial of efficacy. Behavioural and Cognitive Psychotherapy, 34 (3), 305-318.

Lincoln, T.M., Arens, E., Berger, C., & Rief, W. (2008). Can antistigma campaigns be improved? A test
of the impact of biogenetic vs. psychosocial causal explanations on implicit and explicit attitudes to
schizophrenia. Schizophrenia Bulletin, 34, 984-994.

Link, B.G., & Phelan, J.C. (2001). Conceptualizing stigma. Annual Review of Soctology, 27, 363-385.

Link, B.G., Cullen, F.T., Frank, J., & Wozniak, J.F. (1987). The social rejection of former mental patients:
Understanding why labels matter. American Journal of Sociology, 92, 1461-1500.

Link, B.G., Andrews, H., & Cullen, F.T. (1992). The violent and illegal behavior of mental patients
reconsidered. American Sociological Review, 52, 96—112.

Link, B.G., Phelan, J.C., Bresnahan, M., Stueve, A., & Pescosolido, B.A. (1999). Public conceptions of
mental illness: Labels, causes, dangerousness, and social distance. American Journal of Public Health, 89,
1328-1333.

Link, B.G., Struening, E., Neese-Todd, S., Asmussen, S., & Phelan, J. (2001). Stigma as a barrier to
recovery: The consequences of stigma for the self-esteem of people with mental illnesses. Psychiatric
Services, 52, 1621-1626.

Lucksted, A., Drapalski, A., Boyd, J., DeForge, B., Calmes, C., Forbes, C. et al. (2009). Resusting Internalized
Stigma: A nine session class_for individuals receting mental health services. VA VISN-5 MIRECC. Baltimore,
MBD. For more information contact aluckste@psych.umaryland.edu

Luoma, J.B., Kohlenberg, B.S., Hayes, S.C., Bunting, K., & Rye, A.K. (2008). Reducing self-stigma in
substance abuse through acceptance and commitment therapy: Model, manual development and pilot
outcomes. Addiction Research and Theory, 16 (2), 149-165.

Lysaker, P.H., Buck, K.D., Hammoud, K., Taylor, A.C., & Roe, D. (2006). Associations of symptoms,
psychosocial function and hope with qualities of self-experience in schizophrenia: Comparisons of
objective and subjective indicators of health. Schizophrenia Research, 82 (2-3), 241-249.

Macinnes, D.L., & Lewis, M. (2008). Evaluation of a short group programme to reduce self stigma in
people with serious and enduring mental health problems. Journal of Psychiatric and Mental Health Nursing,
15, 59-65.

Macrae, C., Bodenhausen, G.V., Milne, A.B., & Jetten, J. (1994). Out of mind but back in sight:
Stereotypes on the rebound. Journal of Personality and Soctal Psychology, 67, 808-817.

Magliano, L., De Rosa, C., Fiorillo, A., Malangone, C., Guarneri, M., Marasco, C. et al. (2004). Beliefs of
psychiatric nurses about schizophrenia: A comparison with patients’ relatives and psychiatrists.
International Journal of Social Psychiatry, 50 (4), 319-330.

Manning, C., & White, P.D. (1995). Attitudes of employers to the mentally ill. Psychiatric Bulletin, 19,
541-543.

Markowitz, F.E. (1998). The effects of stigma on the psychological well-being and life satisfaction of
persons with mental illness. fournal of Health and Social Behavior, 39 (4), 335-347.

Martin, J.K., Pescosolido, B.A., & Tuch, S.A. (2000). Of fear and loathing: The role of “disturbing
behavior,” labels, and causal attributions in shaping public attitudes toward people with mental illness.
Journal of Health and Social Behavior, 41, 208-223.

Mechanic, D., Bilder, S., & McAlpine, D.D. (2002). Employing persons with serious mental illness. Health
Affairs, 21 (5), 242-253.

Mehta, S., & Farina, A. (1997). Is being “sick” really better? Effect of the disease view of mental disorder
on stigma. Journal of Social and Clinical Psychology, 16, 405—419.

Morrison, J.K. (1980). The public’s current beliefs about mental illness: Serious obstacle to effective
community psychology. American Journal of Communaty Psychology, 8, 697-707.



Oppression and stigma and their effects 41

Morrison, J.K., & Teta, D.C. (1979). Impact of a humanistic approach on students’ attitudes, attributions,
and ethical conflicts. Psychological Reports, 45, 863-866.

Morrison, J.K., & Teta, D.C. (1980). Reducing students’ fear of mental illness by means of seminar-
induced belief change. Fournal of Clinical Psychology, 36, 275-276.

Morrison, J.K., Becker, R.E., & Bourgeois, C.A. (1979). Decreasing adolescents’ fear of mental patients by
means of demythologizing. Psychological Reports, 44, 855-859.

Mowbray, C.T., Megivern, D., Mandiberg, J.M., Strauss S., Stein, C.H., Collins, K. et al., (2006).
Campus mental health services: Recommendations for change. American Journal of Orthopsychiatry, 76 (2),
226-237.

Murray, M.G., & Steffen, J J. (1999). Attitudes of case managers toward people with serious mental illness.
Community Mental Health Journal, 35 (6), 505-514.

National Alliance on Mental Illness (NAMI). (2009a). NAMI StigmaBusters. Retrieved June 1, 2009, from
www.nami.org/template.cfm?section=fight_stigma

National Alliance on Mental Illness (NAMI). (2009b). In our own Voice: Living with mental illness. Retrieved
June 1, 2009, from www.namiorg/ Template.cfm?Section=In_Our_Own_Voice& Template=/Content
Management/ContentDisplay.cfm&Content]ID=48516

National Mental Health Campaign. (2002). Retrieved May, 2002 from www.nostigma.org.

Newhill, C.E., & Korr, W.S. (2004). Practice with people with severe mental illness: Rewards, challenges,
burdens. Health and Social Work, 29 (4), 297-305.

Page, S. (1977). Effects of the mental illness label in attempts to obtain accommodation. Canadian Journal of
Behavioral Science, 9, 85-90.

Pate, G.S. (1988). Research on reducing prejudice. Social Education, 52, 287-289.

Penn, D.L., & Corrigan, P.W. (2002). The effects of stereotype suppression on psychiatric stigma.
Schizophrenia Research, 55, 269-276.

Penn, D.L., Guynan, K., Daily, T., Spaulding, W.D., Garbin, C.P., & Sullivan, M. (1994). Dispelling the
stigma of schizophrenia: What sort of information is best? Schizophrenia Bulletin, 20, 567-578.

Penn, D.L., Kommana, S., Mansfield, M., & Link, B.G. (1999). Dispelling the stigma of schizophrenia: II.
The impact of information on dangerousness. Schizophrenia Bulletin, 25, 437-446.

Perkins, D.V., Raines, J.A., Tschopp, M.K., & Warner, T.C. (2009). Gainful employment reduces stigma
toward people recovering from schizophrenia. Community Mental Health Journal, 45 (3), 158-162.

Perlick, D.A., Rosenheck, R.A., Clarkin, J.F., Sirey, J.O., Salahi, J., Struening, E.L. et al. (2001). Stigma
as a barrier to recovery: Adverse effects of perceived stigma on social adaptation of persons diagnosed
with bipolar affective disorder. Psychiatric Services, 52, 1627-1632.

Pescosolido, B.A., Monahan, J., Link, B.G., Steuve, A., & Kikuzawa, S. (1999). The public’s view of the
competence, dangerousness, and need for legal coercion of persons with mental health problems.
American Journal of Public Health, 89, 1339—1345.

Pettigrew, T.F., & Tropp, L.R. (2000). Does intergroup contact reduce prejudice: Recent meta-analytic
findings. In S. Oskamp (ed.), Reducing Prejudice and Discrimination (pp. 93—114). Mahwah, NJ: Lawrence
Erlbaum Associates.

Phelan, J.C. (2002). Genetic bases of mental illness: A cure for stigma? Trends in Neurosciences, 25 (8),
430-431.

Phelan, J.C., & Link, B.G. (2004). Fear of people with mental illnesses: the role of personal and impersonal
contact and exposure to threat or harm. Journal of Health and Social Behavior, 45, 68-80.

Phelan, J.C., Link, B.G., Stueve, A., & Pescosolido, B.A. (2000). Public conceptions of mental illness in
1950 and 1996: What is mental illness and is it to be feared? Journal of Health & Social Behavior, 41,
188-207.

Pincus, F.L. (1996). Discrimination comes in many forms: Individual, institutional and structural. American
Behavioral Scientist, 40 (2), 186-194.

Pinfold, V., Huxley, P., Thornicroft, G., Farmer, P., Toulmin, H., & Graham, T. (2002). Reducing
psychiatric stigma and discrimination: Evaluating an educational intervention with the police force in
England. Unpublished manuscript.

Pruegger, VJ., & Rogers, T.B. (1994). Cross-cultural sensitivity training: Methods and Assessment.
International Journal of Intercultural Relations, 18, 369-387.



42 Amy C. Watson and Shaun M. Eack

Read, J., & Law, A. (1999). The relationship of causal beliefs and contact with users of mental health
services to attitudes to the “Mentally III”. International Journal of Social Psychiatry, 45, 216-229.

Read, J., Haslam, N., Sayce, L., & Davies, E. (2006). Prejudice and schizophrenia: A review of the “mental
illness 1s an illness like any other” approach. Acta Psychiatrica Scandinavica, 114, 303-318.

Regier, D.A., Narrow, W.E., Rae, D.S., Manderscheid, R.W., Locke, B.Z., & Goodwin, F.K. (1993). The
de facto U.S. mental and addictive disorders service system: Epidemiological catchment area
prospective 1-year prevalence rates of disorders and services. Archives of General Psychiatry, 50, 85-94

Ritsher, J.B., & Phelan, J.C. (2004). Internalized stigma predicts erosion of morale among psychiatric
outpatients. Psychiatry Research, 129 (3), 257-265.

Roeloffs, C., Sherbourne, C., Unutzer, J., Fink, A., Tang, L., & Wells, K.B. (2003). Stigma and depression
among primary care patients. General Hospital Psychiatry, 25 (5), 311-315.

Rusch, L.C., Kanter, J.W., Angelone, A.F., & Ridley, R.C. (2008). The impact of In Our Own Voice on
stigma. American Journal of Psychiatric Rehabilitation, 11(4), 373-389.

Sartorius, N., & Schulze, H. (2005). Reducing the stigma of mental illness: A report from a Global Programme of the
World Psychiatric Association. Cambridge: Cambridge University Press.

Scheid, T.L. (1999). Employment of individuals with mental disabilities: Business response to the ADA’s
challenge. Behavioral Sciences and the Law, 17 (1), 73-91.

Scheyett, A. (2005). The mark of madness: Stigma, serious mental illnesses and social work. Social Work in
Mental Health, 3 (4), 79-97.

Scheyett, A., & Kim, M. (2004). Can we talk? Using facilitated dialogue to positively change student
attitudes toward persons with mental illness. Fournal of Teaching in Social Work, 24 (1), 39-54.

Schnittker, J. (2000). Gender and reactions to the mentally ill: An examination of social tolerance and
perceived dangerousness. Journal of Health and Social Behavior, 41 (2), 234—240.

Schnittker, J., Freese, J., & Powell, B. (1999). Nature, nurture, neither, nor: Black-White differences in
beliefs about the cause and appropriate treatment of mental illness. Social Forces, 78, 1101-1132.

Sirey, J.A., Bruce, M.L., Alexopoulos, G.S., Perlick, D.A., Friedman, S J., & Meyers, B.S. (2001). Stigma
as a barrier to recovery: Perceived stigma and patient-rated severity of illness as predictors of
antidepressant drug adherence. Psychiatric Services, 52 (12), 1615-1620.

Snyder, K.S., Wallace, C.J., Moe, K., & Liberman, R.P. (1994). Expressed emotion by residential care
operators and residents’ symptoms and quality of life. Hospital and Community Psychiatry, 45 (11),
1141-1143.

Stangor, C., & McMillan, D. (1992). Memory for expectancy-congruent and expectancy-incongruent
information: A review of the social and social developmental literatures. Psychological Bulletin, 111,
42-61.

Star, S.A. (1952). What the public thinks about mental health and mental illness. Paper presented at the annual
meeting of the National Association of Mental Health, Indianapolis.

Star, S.A. (1955). The public’s ideas about mental illness. Chicago, IL: National Opinion Research Center.

Steadman, H.J., Mulvey, E.P., Monahan, J., Robbins, P.C., Appelbaum, P.S., Grisso, T. et al. (1998).
Violence by people discharged from acute psychiatric inpatient facilities and by others in the same
neighborhoods. Archives of General Psychiatry, 55 (5), 393—401.

Stuart, H. (2006). Mental illness and employment discrimination. Current Opinion i Psychiatry, 19 (5),
522-526.

Substance Abuse and Mental Health Services Administration (SAMHSA). (2001). Mental health, United
States: 2000. Washington, DC: SAMHSA.

Taylor, S., & Dear, MJ. (1981). Scaling community attitudes toward the mentally ill. Schizophrenia Bulletin,
7, 225-240.

Teplin, L.A., McClelland, G.A., Abram, K.A., & Weiner, D.A. (2005). Crime victimization in adults with
severe mental illness: Comparison with the national crime victimization survey. Archives of General
Psychiatry, 62 (8), 911-921.

Tsuang, M.T., Woolson, R.F., & Fleming, J.A. (1979). Long-term outcome of major psychoses. Archives of
General Psychiatry, 36, 1295-1301.

U.S. Department of Health and Human Services. (1999). Mental health: A report of the Surgeon General —
executive summary. Rockville, MD: U.S. Department of Health and Human Services, Substance Abuse



Oppression and stigma and their effects 43

and Mental Health Services Administration, Center for Mental Health Services, National Institutes of
Health, National Institute of Mental Health.

Van Audenhove, C., & Van Humbeeck, G. (2003). Expressed emotion in professional relationships.
Current Opinion in Psychiatry, 16 (4), 431-435.

Van Dorn, R.A., Swanson, J.W., Elbogen, E.B., & Swartz, M.S. (2005). A comparison of stigmatizing
attitudes toward persons with schizophrenia in four stakeholder groups: Perceived likelihood of
violence and desire for social distance. Psychuatry: Interpersonal and Buological Processes, 68 (2), 152—-163.

Wahl, O. F. (1995). Media madness: Public images of mental illness. New Brunswick, NJ: Rutgers University
Press.

Wabhl, O.F. (1999). Telling is risky business: The experience of mental illness stigma. New Brunswick, NJ: Rutgers
University Press.

Watson, A.C., & Corrigan, P.W. (2005). Changing public stigma: A targeted approach. In P.W. Corrigan
(ed.), A comprehensive review of the stigma of mental illness: Implications for research and social change
(pp. 281-295). Washington, DC: American Psychological Association.

Watson, A.C., & River, L.P. (2005). From self stigma to empowerment. In P.W. Corrigan (ed.),
A comprehensive review of the stigma of mental tllness: Implications for research and social change (pp. 145—164).
Washington, DC: American Psychological Association.

Watson, A.C., Corrigan, P.W., Larson, J.E., & Sells, M. (2007). Self stigma in people with mental illness.
Schizophrenia Bulletin, 33 (6), 1312—1318.

Webber, A., & Orcutt, J.D. (1984). Employer’s relations to racial and psychiatric stigmata: A field
experiment. Deviant Behavior, 5, 327-336.

WHO Regional Office for Europe. (2005). Mental health: Facing the challenges, building solutions. Report from
the WHO European Ministerial Conference. EURO Nonserial Publication. Geneva: WHO.

Wood, A.L., & Wahl, O.F. (2006). Evaluating the effectiveness of a consumer-provided mental health
recovery education presentation. Psychiatric Rehabilitation Journal, 30 (1), 46-53.

Wright, E.R., Wright, D.E., Perry, B.L., & Foote-Ardah, C.E. (2007). Stigma and the sexual isolation of
people with serious mental illness. Social Problems, 54 (1), 78-98.

Zippay A. (2007). Psychiatric residences: Notification, NIMBY, and neighborhood relations. Psychiatric
Services, 58, 109—-113.



3 Poverty and its effects

Mark R. Rank

Poverty is a fundamentally important issue for the practice of social work. It underlies many of
the social problems that social workers encounter on a daily basis. One such area is the quality
of an individual’s mental health. This chapter is divided into three sections. First, the nature and
scope of poverty in the United States are discussed. This includes ways of measuring and
conceptualizing poverty, and an overview of the likelihood and prevalence of poverty in the
United States. We then turn to a discussion of the relationship between poverty and mental
health. The strength of the association between the two is first reviewed. Next, we take up the
question of causality, that is, to what extent does poverty lead to a decline in mental health, and
to what extent does compromised mental health lead to poverty? Finally, we explore some of
the intrinsic aspects of poverty that are related to a deterioration of mental health.

The third section of the chapter provides a case example that illustrates the relationship
between poverty and mental health. It is taken from an interview with a single mother in
poverty, and was one of a number of interviews that were conducted for an earlier book focus-
ing on the conditions and circumstances of surviving on public assistance in the United States
(Rank, 1994a). Throughout the chapter, the focus is primarily on poverty and mental health
within an American context.

Definitions of poverty

Poverty has been conceptualized and measured in a number of different ways. Over 200 years ago,
Adam Smith in his landmark treatise, Wealth of Nations (1776), defined poverty as a lack of those
necessities that “the custom of the country renders it indecent for creditable people, even of the
lowest order, to be without.” This type of definition is what is known as an absolute approach
to defining poverty. A minimum threshold for basic living conditions is determined, and
individuals falling below such a threshold are considered poor. An example of this approach is
the manner in which the official poverty line is currently drawn in the United States (Blank,
2008; Citro & Michael, 1995). The U.S. poverty line is calculated by estimating the income
needed for different sizes of households to obtain what is considered a minimally adequate
basket of goods and services for the year. In 2008, a family of four was considered in poverty if
their total income fell below $22,025 (U.S. Census Bureau, 2009). Much of the research
reviewed in this chapter uses the official poverty line (or a variation of the line) as a working
definition of poverty.

Alternatively, poverty can be constructed in a relative rather than an absolute sense (Brady,
2003). A frequently used relative measure is one that defines the poor as being in households
whose incomes fall below 50 percent of a population’s median household income. This measure
is often found within a European context, as well as in comparative analyses across industrial-
ized countries.
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A third type of poverty measure attempts to go beyond low income by factoring in additional
aspects of deprivation such as illiteracy, high mortality rates, chronic unemployment, and so on.
The focus here is often on the concept of social exclusion or “the inability to participate in the
activities of normal living” (Glennerster, 2002, p. 89). As the Human development report notes:

Poverty involves much more than the restrictions imposed by lack of income. It also entails
lack of basic capabilities to lead full, creative lives — as when people suffer from poor health,
are excluded from participating in the decisions that affect their communities or have no
right to guide the course of their lives. Such deprivations distinguish human poverty from
income poverty.

(United Nations Development Programme, 2003, p. 27)

This type of measure has been used by the United Nations in their construction of a human
poverty index for both the developing and developed nations, and has been discussed most
notably in the work of Amartya Sen (1992).

Poverty and mental health/illness

How widespread is poverty within the United States? There are several different ways of
analyzing the likelihood and prevalence of poverty within a population. The dimension of time
and space are fundamental in examining how these patterns vary. Specifically, the occurrence
of poverty in America can be understood within a cross-sectional, longitudinal, and life course
context, as well as within a neighborhood context.

A representative sample of approximately 50,000 to 60,000 U.S. households is included each
year in the U.S. Census Bureau’s Current Population Survey. One of its purposes is to gather
information regarding individual and household income. From these data, government analysts
estimate the annual official poverty rates in the United States, as well as the yearly changes in
the poverty rate.

The poverty rate in 2008 stood at 13.2 percent, which represented 39.8 million individuals,
or approximately one out of every seven to eight Americans (U.S. Census Bureau, 2009). The
percentage of the population falling into poverty or near poverty (125 percent of the poverty
line) was 17.9 percent (or 53.8 million Americans), whereas 5.7 percent of the population (or
17.1 million Americans) experienced extreme poverty (falling below 50 percent of the poverty
line). Of those who fell into poverty in 2008, 43 percent were living below 50 percent of the
poverty line (U.S. Census Bureau, 2009). Consequently, a significant proportion of the poor in
the United States are experiencing extreme poverty.

In addition, data from the Census Bureau indicates that certain characteristics tend to put
individuals at a greater risk of experiencing cross-sectional poverty. These include having less
education, being young or old, living in single parent families, non-whites, those residing in
economically depressed inner cities or rural areas, and individuals with a disability (U.S.
Census Bureau, 2009). In combination, these characteristics can substantially raise the risk of
poverty. For example, black children who were under the age of five and residing in a female-
headed household had an overall poverty rate of 60.2 percent in 2008 (U.S. Census Bureau,
2009).

Cross-sectional poverly rates have also been analyzed from a comparative perspective. The
Luxembourg Income Study (LIS) has gathered income and demographic information on
households in approximately 30 industrialized nations from 1967 to the present. Variables have
been standardized across the various national data sets, allowing researchers to conduct cross-
national analyses regarding poverty and income inequality.
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This body of research has shown that the rates of poverty in the United States tend to be
among the highest within the developed world. Whether one looks at relative or absolute
poverty among working age adults, children, or elderly people, the story is much the same
(Gornick & Jantti, 2009; Smeeding, 2005). In addition to poverty, analyses of the LIS data have
also shown that levels of income inequality tend to be the most extreme with the United States.
Consequently, the United States 1s an outlier among the developed countries in the extent and
depth of its poverty.

As an example, in a study of international poverty rates among children, the United States
ranked second highest among 27 other industrialized countries with a poverty rate of 21.9
percent (poverty was measured as falling below one-half of the country’s median income). The
only country with a higher rate of poverty among children was Mexico at 27.7 percent. In
contrast, the poverty rate for children in Denmark stood at 2.4 percent (UNICEF, 2005). For
American children in married couple families, single parent families, or cohabiting families, the
results are similar — a much greater percentage of American children are at risk of poverty com-
pared to their counterparts in nearly all other developed countries (Heuveline & Weinshenker,
2008).

Two reasons stand out as to why Americans at the lower end of the economic distribution do
so badly when compared to their counterparts in other countries. First, the social safety net in
the United States is considerably weaker than in other Western industrialized countries,
resulting in more households falling into poverty (Alesina & Glaeser, 2004; Brady, 2009).
Second, the United States has been plagued since the early 1980s by relatively low wages at the
bottom of the income distribution scale compared to other developed countries (Fligstein &
Shin, 2004; Schiller, 2008). These factors contribute to both the relative and absolute depths of
U.S. poverty in comparison with other industrialized nations.

Beginning in the 1970s, researchers have increasingly sought to uncover the longitudinal
dynamics of poverty. The focus has been on understanding the extent of turnover in the poverty
population from year to year and determining the length of poverty spells. These studies have
relied on several nationally representative panel data sets including the Panel Study of Income
Dynamics (PSID), the National Longitudinal Survey of Youth (NLSY), and the Survey of
Income and Program Participation (SIPP). Results from these longitudinal analyses have shed
considerable light on understanding the patterns of U.S. poverty. Several broad conclusions can
be drawn from this body of work.

First, most spells of poverty in the United States are fairly short. The typical pattern is that
households are impoverished for one or two years and then manage to get out of poverty (Bane
& Ellwood, 1986; Blank, 1997; Cellini, McKernan, & Ratcliffe, 2008; Duncan, 1984; Walker,
1994). They may stay there for a period of time, only to experience an additional fall into
poverty at some point (Stevens, 1999).

Since their economic distance above the poverty line is often not that far, a detrimental
economic event can easily throw a family back below the poverty line (McKernan & Ratcliffe,
2005). Longitudinal research has shown that events leading households into poverty include the
loss of jobs or cutbacks in earnings, family dissolution, and/or medical problems (Blank, 1997;
Duncan et al., 1995; Iceland, 2006).

Analysts that have looked at monthly levels of poverty have found even greater fluctuation in
poverty spell dynamics. For example, Iceland (2006) examined the monthly fluctuations in and
out of poverty from 1996 to 1999 and found that 34 percent of Americans experienced poverty
for at least two months during this time period, while half of all poverty spells were over within
four months, and four-fifths were completed at the end of one year.

On the other hand, this body of work has also shown that there is a small percentage of
households that do indeed experience chronic poverty for years at a time. Typically they have



Poverty and its effects 47

characteristics that put them at a severe disadvantage vis-a-vis the labor market (e.g. individuals
with serious work disabilities, female-headed families with large numbers of children, racial
minorities living in economically depressed inner city areas). Their prospects for getting out of
poverty for any significant period of time are greatly diminished (Devine & Wright, 1993;
Wilson, 1996).

Finally, research into the dynamics of poverty has shown that many households who encounter
poverty will re-experience poverty at some point in their future. Using annual estimates of poverty
from the PSID data, Stevens (1994) calculated that of all persons who had managed to get
themselves above the poverty line, over half would return to poverty within five years.

The picture of poverty that is drawn from this body of research is thus characterized by
fluidity. Individuals and households tend to weave their way in and out of poverty, depending
upon the occurrence or nonoccurrence of particular detrimental events (e.g., job loss, family
disruption, ill health). Similar findings have been found with respect to the longitudinal patterns
of welfare use (Bane & Ellwood, 1994; Blank, 1997; Duncan, 1984; Rank, 1994a).

A third approach for assessing the scope of poverty has been to analyze poverty as a &fe course
event. Specifically, how likely and how often will an American experience poverty during his or
her lifetime? Life course research has shown that the risk of poverty and the use of welfare
across the American life course is sizeable. For example, Rank and Hirschl (1999a) found that
between the ages of 20 and 75, 58 percent of Americans will experience at least one year of
impoverishment, while 68 percent of Americans will encounter poverty or near poverty (125
percent below the official poverty line). The odds of encountering poverty across adulthood are
significantly increased for African Americans and those with lower levels of education — 91
percent of blacks will encounter poverty between the ages of 20 and 75 versus 53 percent of
whites, while 75 percent of those with less than 12 years of education will experience at least a
year of poverty compared with 48 percent for those with 12 or more years of education (Rank,
2004; Rank & Hirschl, 1999a).

Consistent with earlier work on poverty dynamics, individuals experiencing poverty often do
so for only one or two consecutive years. However, once an individual experiences poverty, they
are quite likely to encounter poverty again (Rank & Hirschl, 2001a, 2001b).

Rank and Hirschl’s analyses (1999b, 1999c¢) also indicate that poverty is prevalent during the
periods of childhood and old age. Between the time of birth and age 17, 34 percent of American
children will have spent at least one year below the poverty line, while 40 percent will have
experienced poverty or near poverty (125 percent of the poverty line). Similarly, 40 percent of
elderly people will encounter at least one year of poverty between the ages of 60 and 90, while
48 percent will encounter poverty at the 125 percent level (Rank & Hirschl, 1999¢; Rank &
Williams, in press).

The risk of using a social safety net program is also exceedingly high: 65 percent of all
Americans between the ages of 20 and 65 will at some point reside in a household that receives
a means-tested welfare program (such as food stamps or Medicaid). Furthermore, 40 percent of
the American population will use a welfare program in five or more years (although spaced out
at different points across the life course). As with the life course patterns of poverty, the typical
pattern of welfare use is that of short spells. Consequently, only 15.9 percent of Americans will
reside in a household that receives a welfare program in five or more consecutive years (Rank,
2004; Rank & Hirschl, 2002).

One program that has a particularly wide reach is the Food Stamp Program (recently
renamed the Supplemental Nutrition Assistance Program). Slightly over half (50.8 percent) of
all Americans between the ages of 20 and 65 years will at some point reside in a household that
receives food stamps (Rank & Hirschl, 2005), while for children between the ages of 1 and 20,
the figure is 49.2 percent (Rank & Hirschl, 2009).
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For the majority of Americans, it would appear that the question is not if they will encounter
poverty, but rather, when they will encounter poverty. In addition, the life course risk of poverty
has been shown to be rising since the late 1970s (Sandoval, Rank, & Hirschl, 2009). The
experience of poverty can thus be viewed as a normative economic risk within the American life
course (Rank & Hirschl, 2001a).

Yet another way of measuring the extent of poverty is to conceptualize it in terms of a spatial
construct — specifically, the amount of poverty within a neighborhood. Since the late 1980s, a
number of researchers have focused on the neighborhoods that individuals reside in as another
way in which to describe and understand the nature of American poverty. The argument here
1s that neighborhoods mired in poverty detrimentally affect all who reside in such communities,
and are particularly harmful to children. For example, Jargowsky (2003) poses the question,
“Why should we be concerned with the spatial organization of poverty?” His answer is the
following:

The concentration of poor families and children in high-poverty ghettos, barrios, and slums
magnifies the problems faced by the poor. Concentrations of poor people lead to a
concentration of the social ills that cause or are caused by poverty. Poor children in these
neighborhoods not only lack basic necessities in their own homes, but also they must
contend with a hostile environment that holds many temptations and few positive role
models. Equally important, school districts and attendance zones are generally organized
geographically, so that the residential concentration of the poor frequently results in low-
performing schools.

(Jargowsky, 2003, p. 2)

Research has indicated that even after controlling for individual income and race, children’s
well-being in high poverty neighborhoods suffers in many ways (Brooks-Gunn, Duncan, &
Aber, 1997; Evans, 2004, 2006; Leventhal & Brooks-Gunn, 2000). For example, Turner and
Kaye (2006) found that independent of individual characteristics,

as a neighborhood’s poverty rate rises, so too does the likelihood of negative behavior
among young children, of being expelled from school, of negative school engagement, of
lack of involvement in activities, of not being read to or taken on outings, of living in a
family with no full-time workers, and of having a caretaker who is aggravated or in poor
mental health.

(Turner & Kaye, 2006, p. 20)

This neighborhood context of poverty has been particularly important in the seminal work of
William Julius Wilson (Wilson, 1987, 1996, 2009), Douglas Massey (Massey, 2007; Massey and
Denton, 1993), and Robert Sampson (Sampson & Morenoff, 2006; Sampson, Raudenbush, &
Earls, 1997). Their research has shown that children growing up in high poverty neighborhoods
suffer from many disadvantages as a result of geographical residence. In addition, the children
impacted by these negative effects are often children of color due to the long established
patterns of residential racial segregation in American cities (Charles, 2003; Farley, 2008;
Fischer, 2003).

Demographic research has estimated the percentage of the overall population as well as the
poverty population that fall into high poverty neighborhoods (Bishaw, 2005; Jargowsky, 1997,
2003; Kingsley & Pettit, 2003, 2007). This body of work has often defined high poverty
neighborhoods as census tracts in which 40 percent or more of its residents fall below the
poverty line (Jargowsky, 2003). Using this metric, Kingsley and Pettit (2003) report that 3
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percent of the U.S. metropolitan population lived within such neighborhoods in 1980, 5 percent
in 1990, and 3 percent in 2000. The percentage of the poor living in high poverty neighbor-
hoods was 13 percent in 1980, 17 percent in 1990, and 12 percent in 2000 (Kingsley & Pettit,
2003). Other research has also shown that while concentrated neighborhood poverty increased
from the 1970s through the 1980s, it fell during the 1990s (Jargowsky, 2003).

With respect to children, Timberlake (2007) estimates that in 2000, 1.3 percent of white
children, 7.3 percent of Hispanic children, and 10.8 percent of black children were living in
metropolitan census tracts with 40 percent or more overall poverty. Using an alternative
measure of neighborhood poverty which looked at the percentage of children living in
neighborhoods where 40 percent of more of children of the same race were in poverty, Drake
and Rank (2009) estimated that while only 3 percent of white children lived in such
neighborhoods in 2000, the percentage for black children was 37.3 percent, and for Latino
children, it was 24.6 percent.

Evidence indicates that mobility out of such neighborhoods, particularly for racial minorities,
1s limited. For example, Quillian (2003) has shown that for black residents living in high poverty
census tracts (40 percent or more poverty), nearly 50 percent were still residing in a high poverty
census tract ten years later. Even more disturbing, Sharkey (2008) has found that 72 percent of
black children who grew up in the poorest quarter of American neighborhoods remained in the
poorest quarter of neighborhoods as adults. Consequently, the effects of neighborhood poverty
upon children of color are typically prolonged and long lasting.

Given the high prevalence and likelihood of poverty in the American population, under-
standing the association between poverty and mental health takes on added importance. A substantial
body of research has shown a strong relationship between the quality of overall physical health
and socioeconomic status (SES) — the lower an individual’s socioeconomic status, the more
likely they are to encounter a wide range of health problems. These effects are particularly
pronounced for those falling into poverty. Poverty is associated with a host of health risks such
as elevated rates of heart disease, diabetes, hypertension, cancer, infant mortality, under-
nutrition, lead poisoning, asthma, and dental problems (Rank, 2004).

This section explores the relationship of poverty to mental health. We examine the strength
of the association between poverty and mental health disorders, the question of causality, and
the intrinsic characteristics of poverty that lead to mental health problems.

Just as poverty can be defined in various ways (discussed earlier), so too can mental health be
defined in a number of ways (for example, see Chapter 1 in this volume). In general, the absence
of mental health disorders and illnesses is often the standard for determining the quality of one’s
mental health. Consequently, individuals displaying mental health problems are considered
having diminished or compromised mental health. In the research reviewed in this section, a
variety of mental health disorders have been analyzed in connection to poverty, including depres-
sion, anxiety disorders, overall psychological distress, conduct disorders, and schizophrenia.

As with physical health, a large body of research has found a strong relationship between lower
socloeconomic status (and in particular, poverty) and diminished mental health. As Hudson
(2005) notes:

One of the most consistently replicated findings in the social sciences has been the negative
relationship of socioeconomic status (SES) with mental illness: The lower the SES of an
individual 1s, the higher is his or her risk of mental illness.

(Hudson, 2005, p. 3)

One of the earliest studies to explore this relationship was that of Faris and Dunham (1939),
who detected much higher rates of mental illness in poor neighborhoods of Chicago than in
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more affluent neighborhoods. Research by Hollingshead and Redlich (1958) in New Haven,
Connecticut, and the Midtown Manhattan study (Srole et al., 1977) were two seminal studies
that followed. Both found a strong relationship between socioeconomic status and mental health.

Since these earlier landmark studies, various dimensions of mental health have been
examined in relation to lower SES and poverty. Low SES has been associated with a greater
prevelence of schizophrenia (Dohrenwend, 1990; Ortega and Corzine, 1990), depression
among adults as well as children and adolescents (Goodman, Huang, Wade, & Kahn, 2003;
Hirschfeld & Cross, 1982; Kubik, Lytle, Birnbaum, Murray, & Perry, 2003; Lorant, Deliege,
Eaton, Robert, Philippot, & Ansseau, 2003; Wade, 2001), overall psychological distress (Belle,
1990; Bradley and Corwyn, 2002), and conduct disorders among children (Costello, Compton,
Keeler, & Angold, 2003; Lipman, Offord, & Boyle, 1994).

In particular, the amount of time exposed to poverty, and the severity of poverty, have both
been shown to be important in detrimentally affecting an individual’s overall mental health.
Longitudinal research has indicated that longer spells of poverty and encountering more severe
levels of poverty have detrimental impacts upon the quality of one’s mental health (Duncan et
al., 1994; Evans & Kim, 2007; Goosby, 2007; McDonough & Berglund, 2003; McLeod &
Shanahan, 1996). For example, in a study examining the impact of duration of poverty upon
children’s mental health, McLeod and Shanahan (1993) found that the

length of time spent in poverty is an important predictor of children’s mental health, even
after current poverty status is taken into account. As the length of time spent in poverty
increases, so too do children’s feelings of unhappiness, anxiety, and dependence.

(McLeod and Shanahan, 1993, p. 360)

Similarly, longer durations of poverty experienced during the transition to adulthood were
shown to be important in predicting depressive symptoms among blacks and Hispanics,
independent of present socioeconomic status and family background (Mossakowski, 2008).

Taken as whole, the research evidence indicates a strong relationship between poverty and
diminished mental health. However, the more vexing question is determining the direction of
causality between the two. On the one hand, it could be argued that individuals experiencing
mental health problems are more likely to drift downward into poverty. This may occur because
such individuals have increasing difficulty securing and keeping decent paying jobs, they tend
to have larger medical expenses, and so on. As a result, such economic problems increase the
chances that individuals with mental health disorders will drift downward into poverty.

On the other hand, it could be argued that the direction of causality runs the other way. That
1s, the condition of poverty leads to a decrease in the quality of one’s mental health. This could
result from the economic and psychological stress and strain that individuals routinely face
when living in poverty. In addition, impoverished individuals are less likely to have the
resources necessary to access the health care system in order to treat a mental health disorder,
which may further exacerbate their condition.

The direction of causality could also depend on the type of mental illness itself. For example,
in the case of schizophrenia, the severity of the illness may be more likely to cause downward
economic mobility, resulting in poverty (Dohrenwend et al., 1992). Other conditions, such as
anxiety disorders, depression, or conduct disorders, may be triggered as a result of poverty itself
(Hudson, 2005).

While there is research evidence to indicate that both directions of causality are in operation
(Hudson, 2005), several studies have provided strong evidence demonstrating that the condition
of poverty is an important causal factor leading to mental health disorders. Three studies are of
particular importance in establishing this connection.
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The first examined the effect that the Moving to Opportunity (MTO) program had upon the
mental health of parents and children in New York City (Leventhal, 2003). The MTO program
was administered by the U.S. Department of Housing and Urban Development (HUD) in five
sites across the country, and was intended to provide a means for impoverished families to
relocate to more livable environments.

Leventhal (2003) examined the impact upon the mental health of parents and children who
relocated from public housing in high poverty neighborhoods to private housing in less poor
neighborhoods. Families were randomly assigned to an experimental group (those families who
moved to lower poverty neighborhoods) and to a control group (those families who remained in
high poverty neighborhoods). The authors found that:

The most significant benefits of the MTO program were noneconomic. Experimental
parents who moved to low-poverty neighborhoods displayed superior mental health, as
evidence by their reporting fewer distress and depressive symptoms than in-place control
parents who remained in high poverty neighborhoods.

(Leventhal, 2003, p. 1580)

Furthermore, the mental health impact of moving from high poverty to low poverty neighbor-
hoods was particularly profound for children. Children moving to low poverty neighborhoods
reported significantly less anxious/depressive problems than those children who remained
in high poverty neighborhoods. The effects were greatest for children aged 8 to 13, as well as
for boys.

The results from this study can be seen as particularly robust because of the experimental
design of the study. They indicate a direct causal relationship between moving out of a high
poverty neighborhood and, as a result, reducing the extent of mental health disorders.

A second key empirical study relied on an unusual natural experimental design in order to
estimate the causal impact of poverty upon mental health. The Great Smoky Mountains Study
employed a longitudinal research design to look at the need for mental health services and the
development of psychiatric disorders in rural and urban youth (Costello et al., 2003). The study
took place between 1993 and 2000 in 11 counties located in western North Carolina, and
included children from the Eastern Band of Cherokee Indians who were living on a federal
reservation. Midway through the study (in 1996), a casino opened on the reservation that gave
every American Indian an annual supplement of approximately $6,000. Consequently, some
American Indian children were pulled out of poverty as a result of the casino income, while
others remained in poverty. In addition, non-Indian children were also examined in the study
across the time period.

Costello et al. (2003) were therefore able to observe the impact that an infusion of household
income had on mental health for a population that remained largely in the same physical
location. They found that:

(1) Moving out of poverty was associated with a decrease in frequency of psychiatric
symptoms over the ensuing 4 years: by the fourth year the symptom level was the same in
children who moved out of poverty as in children who were never poor. (2) Adding to the
income of never-poor families had no effect on frequency of psychiatric symptoms. (3) The
effect of poverty was strongest for behavioral symptoms (those included in the DSM-IV
diagnoses of conduct and oppositional disorder). Little effect of moving out of poverty on
emotional symptoms (DSM-IV anxiety and depression) was observed. (4) The effect of
relieving poverty was mediated by 1 stressor: level of parental supervision. (5) The same
models run using the non-Indian participants showed similar results.

(Costello et al., 2003, p. 2028)
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Consequently, the authors conclude that their findings displayed strong support for a direct
causal relationship of poverty upon symptoms of conduct and oppositional defiant disorders in
children. As a result of the increased income provided by the casino proceeds, parents were able
to provide closer supervision for their children, leading to a decrease in behavioral problems.

A third study that has shed light on the causal direction of poverty and mental health was
conducted by Hudson (2005). The author examined approximately 34,000 patients in
Massachusetts who had undergone an acute psychiatric hospitalization between 1994 and
2000. He found that while 4 percent of those in affluent communities had mental illnesses
leading to repeat hospitalization, over 12 percent of those in poor communities had repeated
hospitalizations.

Furthermore, because of the longitudinal design of the study, Hudson (2005) was able to
follow study participants in order to examine whether mental illness was leading to downward
economic mobility. Hudson detected little downward drift of those with mental health problems
into impoverished communities. Rather, the direction of causality was that the condition of
poverty appeared to be exasperating mental health problems. As Hudson notes:

The current study reveals a remarkably strong and consistent negative correlation between
socioeconomic conditions and mental illness, one that supports the role of social causation in
mental illness and cannot be accounted for by geographic or economic downward mobility.
The statewide database used in this study leaves little doubt, at least in Massachusetts, the
poorer one’s socioeconomic conditions are, the higher one’s risk is for mental disability and
psychiatric hospitalization . . . Of the various social causation hypotheses tested, the idea
that the impact of SES on mental illness is mediated by economic stress received the
strongest support, with this model substantially fitting the data.

(Hudson, 2005, pp. 16-17)

Each of these three studies provide strong methodological and empirical support to indicate
that poverty exerts a significant and negative influence on the quality of an individual’s mental
health. We now turn to a discussion for why poverty has such an effect.

Poverty increases mental health problems What is it about the nature of poverty that results in an
increase in mental health problems? Conroy (2009) provides an insightful observation with
respect to this question:

For the impoverished segment of society among us, daily existence is a continuous uphill
battle to meet the daily demands of attaining food and shelter. The issues associated with
poverty go far beyond the financial implications of destitution, and affect every singular
aspect of existence, but perhaps none more negatively than in the area of mental health.
The balance in lifestyle that ensures stability and enjoyment are severely lacking in those
facing poverty, while the stresses of merely surviving on a day to day basis is magnified with
no relief or outlet in sight. Added to this is the pressure of viewing family and children suffer
the indignities of indigence, and the situation is ripe for a decline in overall mental health.

(Conroy, 2009, p. 1)

There are at least three elements of poverty that have been shown to increase the risk of
mental health disorders. The first is the lack of resources associated with poverty. The second is
the stress resulting from trying to survive in poverty. And the third is the environmental impact
of living in impoverished neighborhoods. Each is discussed below.

Lack of resources By its very definition, poverty represents a lack or absence of essential
resources. This often involves having to cut back on basic resources such as food, clothing,
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shelter, health care, and transportation. For example, living in poverty often means having to
do without a sufficiently balanced diet and adequate intake of calories (Rank & Hirschl, 2009).
Several large-scale studies have indicated that those in poverty routinely have bouts of hunger,
undernutrition, and/or a detrimental altering of the diet at some point during the month (Nord,
Andrews, & Carlson, 2009). Not having an adequate diet can detrimentally affect one’s physical
and mental health.

Perhaps the best known juggling act is what has been called the “heat-or-eat” dilemma. As
heating bills climb in the winter, impoverished families may be forced into the hard decision of
choosing between purchasing food and paying for heat. Bhattacharya, DeLeire, Haider, and
Currie (2003) have empirically documented that poor families do indeed lower their food
expenditures during cold-weather periods.

This financial strain caused by the ongoing lack of resources has been shown to be associated
with mental health problems. For example, Weich and Lewis (1998) demonstrated that poverty
and unemployment were directly related to mental health disorders, such as anxiety and
depression. They note that, “Financial strain was strongly associated with both onset and
maintenance of common mental disorders and was neither confounded nor modified by more
objective risk factors” (Weich & Lewis, 1998, p. 118).

Alack of financial resources can also magnify mental health problems in that individuals may
not be able to access the health care system in order to treat a mental health disorder, which in
turn, may further exacerbate the condition. Indeed, as Link and Phelan (1995) point out, socio-
economic status ensures an unequal allocation of resources for health, including knowledge,
power, money, assets, and social networks. These, in turn, reduce the likelihood of the poverty
stricken receiving adequate treatment for mental health disorders (Gonzalez, 2005).

A consequence of the economic struggles described above is that impoverishment puts a
heavy weight upon the shoulders of most who walk in its ranks. In essence, poverty acts to
amplyfy the stress found in everyday life and its relationships. The daily struggle of having to juggle
and balance expenses, worries, and concerns places a stressful burden upon the poverty-stricken
and their families.

In addition, the events that often precipitate a fall into poverty are themselves highly stress
producing. As noted earlier, poverty spells are often the result of the loss of a job, the breaking
up of a family, and/or a serious medical problem. All of these life events have been shown to
produce extreme levels of stress in individuals and families (Rank, 2004). When coupled with
the economic pressures and constraints of living in poverty, the combination can produce a
toxic effect upon mental health.

Various research studies have shown that stress detrimentally impacts the quality of mental
health among the impoverished (Lupien, King, Meaney, & McEwen, 2001; Marmot & Feeney,
2000; Steptoe, 2000; Turner, 2007). For example, Evans and English (2002) examined the
cumulative impact that various physical and psychological stressors had upon the mental well-
being of poor white children in rural areas. They found that low income children were exposed
to a much greater frequency of such stressors than non-poor children, and that the negative
correlation of poverty to mental health could be partially explained by children’s exposure to
multiple-stressors. These patterns have been found among inner-city, ethnic minority children
as well (Schaefer-McDaniel, 2009).

A third element important to understanding the negative relationship between poverty and
mental health is the environmental and community context. A large body of research has demonstrated
that socioeconomic status is strongly related to overall environmental quality. Those in poverty
are more likely to be exposed to a variety of environmental hazards. In summarizing this
body of work, Evans and Kantrowitz (2002) note that two overall conclusions can be drawn.
First, income, and particularly poverty, are directly related to environmental quality. And
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second, environmental quality is inversely related to multiple physical and psychological health
outcomes.

Those living in high poverty neighborhoods are at a heightened risk of being exposed to
environmental hazards. As discussed earlier, poverty can be measured not only in terms of
household income, but also in terms of the extent of poverty within the community where one
resides. Researchers have frequently defined high poverty neighborhoods as those in which 40
percent or more of residents in a community are living below the poverty line.

Substantial research has shown that individuals and families living in high poverty neigh-
borhoods are much more likely to be exposed to a wide array of environmental risks. These
include increased exposure to toxic pollutants, crime, neighborhood disorder, substandard
housing, lack of public services, inferior schooling, and many others (Evans, 2004; Sampson,
Morenoff, & Gannon-Rowley, 2002). These, in turn, increase the levels of stress among resi-
dents of such communities, resulting in an increase in mental health disorders (Evans & English,
2002; Ross, 2000; Schaefer-McDaniel, 2009; Schulz, Zenk, Israel, Mentz, Stokes, & Galea,
2008). The cumulative effect of experiencing these environmental hazards on a daily basis takes
its toll both physically and mentally. Evans (2004) summarizes this effect in the following way:

Poverty is harmful to the physical, socio-emotional, and cognitive well-being of children,
youths, and their families. A potent explanation for this relation is cumulative, environ-
mental risk exposure. Compared with middle- and high-income children, low-income
children are disproportionately exposed to more adverse social and physical environmental
conditions.

(Evans, 2004: 88)

In addition, because of the embedded patterns of racial residential segregation, blacks and
Hispanics are much more likely to be exposed to the ill effects of residing in high poverty
communities than are whites (Drake & Rank, 2009; Wilson, 2009).

lllustration and discussion

| waited. | waited until the very last minute, until | probably was just about down and out. |
think | probably called ’em up two or three times before | really wanted to go down there. And
when | did, the guy on the phone told me that I'd better get down in a hurry. Because he knew
the situation. And he knew that at that time | was tryin’ to make it on the support | was getting
for the children, that was only two hundred and twenty dollars a month. And that was pretty
darn rough. It was just about impossible. | held out as long as | could. But you can only hold on
so long. Then you gotta go down.

These were the words of Mary Summers, who described her experiences of having to apply for
welfare in order to make ends meet. She was one of dozens of individuals interviewed for an earlier
book entitled, Living on the edge: The redlities of welfare in America (Rank, 1994a). During the
interviews, individuals expressed their frustrations and difficulties in trying to survive under the
conditions of poverty. They described various problems and constraints, and how these difficulties
carried over into their everyday relationships, families, and overall mental well-being.

Mary Summers was typical of many of those interviewed. A 51-year-old divorced mother with
two teenage daughters, Mary turned to the welfare system because she had been unable to find
work for two years (this in spite of a rigorous search for a bookkeeping or accountant’s position,
jobs she had held in the past). The economic struggles she was facing, combined with the frustration



Poverty and its effects 55

of not being able to find a job, were taking a toll upon her psychological health, as was apparent
throughout the interview. She comments:

This is probably about the lowest point in my life, and | hope | never reach it again. Because
this is where you’re just up against a wall. You can’t make a move. You can’t buy anything that
you want for your home. You can’t go on a vacation. You can’t take a weekend off and go and
see things because it costs too much. And it’s just such a waste of life.

After paying her rent for a small, two-bedroom apartment, Mary had a remaining $370 from
welfare assistance for her and her daughters to live on. This came out to approximately $12 a day,
or $4 per family member. While this may seem like an implausibly small income for any household
to survive on, it is quite typical of the assistance that those on welfare receive.

As a result, numerous sacrifices had to be made. For example, in order to find an inexpensive
apartment to rent, Mary and her family lived in a crime-stricken neighborhood. As she describes:

The territory is horrible. Across the street is the place that’s been hitting the news lately. And
it'’s really bad, ’cause you go away, on weekends, we go down to my older son sometimes. And
you really don’t know that you’re gonna have left when you come back. Because the apartment
next door has been broken into twice. And it’s bad. You can never be comfortable at night
‘cause ya can never leave your windows open. You have to lock everything up, because you
never know. But | guess if you want reasonable, cheap rent, you have to.

This, in turn, placed a constant psychological strain and worry on Mary and her family. Mary is but
one of many everyday examples illustrating how the conditions of poverty increase the mental and
emotional stress upon the poverty stricken.

For Mary, another source of mental strain came from the growing sense of isolation that she was
experiencing as a result of her long bout in poverty and without work. She notes:

Well, actually, | enjoy working. | mean, this is just driving me up a wall, sitting around here and
trying to find something to do.

She later explained:

| really miss it [work]. | miss the paychecks, naturally, that comes first. But | also miss the time
not being into the mainstream. Not having people to talk to, just everything involved. | mean
people that are working everyday probably think it’s a drag. But when you’re not in there, it’s a
drag staying home . . . After two years it gets to the point where you can just about start pulling
out your hair. Because there is so much that you want to do, and you see your kids growing up
around you, and you can’t do a damn thing to help ’em up. And, ooohh, it really drives you nuts.

This growing sense of isolation also carried over in terms of Mary’s interactions with her
extended family. She was asked if her relatives expressed any feelings about her economic situation:

They don’t talk about it. In fact, | like to stay away from some of the relatives until | go back to
work. | mean, it’s just a situation that you don’t even wanna get into. Let it blow over, and
when you get back on your feet and have a little dignity again, well, then you can go back.

This sense of shame is another aspect of poverty that can take its toll upon the psychological
well-being of individuals and families. In the United States, poverty and the use of a social safety net
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are highly stigmatized behaviors. Frequently the public perception is often that individuals in
poverty are economic and personal failures (Brady, 2009). Those in poverty are generally quite
aware of this overall perception, and as such, it creates an additional psychological burden (Rank,
1994b). Mary’s comment about not having dignity while being in poverty exemplifies this sentiment.

Throughout the interview, Mary repeatedly discussed the effect that not working and living in
poverty were having on her mental health. She described what she felt were the long-term
psychological effects of poverty and welfare on those experiencing such conditions:

| wouldn’t use the word lazy. | would probably use the word discouraged or depressed. When
you take a human being and you take away their money, their livelihood, and you make them
live on something that is just the cost of living with no luxuries and no benefits, just the drab
cost of living and nothing else, you're going to have depression and you’re going to have
discouragement. And | think with depression there always comes a form of ... tiredness.
’Cause you give up and you want to lie down and go to sleep. Not necessarily meaning that
you’re lazy, and you can’t get out there. It’s just that they give up hope.

When asked about her state of mind, Mary paused for a moment, and then answered.

Mary: My state of mind ... As long as you keep busy, and as long as you keep in contact with
somebody and have something out there ... a resume, a phone call, or something . .. and
you know that you have something going for you, you can retain your senses and your
sanity. But | think if everything stopped, | don’t know what would happen. Because there’d
be ... there’d be nothing to look forward to; they’d be just dead zone. It’s just, it’sa.. . it's
a horrible thought. As long as you keep trying, and you keep something going for you, |
think there’s always . . . you keep your morale built up and your hopes high, and . . . (pause).

Q: So, in terms of being say, hopeful or depressed or angry, you’d put yourself more
towards . . .}

Mary: Well, | try to keep something going so | don’t get to the depression stage and to the point
where you just give up. Because you can’t ... you can’t do that. You just gotta figure out
some kind of a new angle so you don’t.

The example of Mary Summers illustrates the profound impact that living in poverty can have
upon the overall quality of mental health. Poverty represents a series of frustrations, constraints,
isolation, and stigma, all of which can increase the level of stress experienced. This, in turn, has the
potential to damage one’s mental health. As such, it is no wonder that poverty has been shown to
empirically exert a sizeable negative effect upon the overall quality of mental health.

Conclusion

The relationship of poverty to mental health has been explored in this chapter. We began with
the prevalence of poverty in the United States. The likelihood of an American experiencing
some amount of time in poverty is surprisingly high. For example, three-quarters of adults
between the ages of 20 and 75 will encounter at least one year in poverty or near poverty. As
such, the relationship of poverty upon the quality of mental health becomes particularly
pertinent.

The association between poverty and mental health was then explored. Research indicates a
strong correlation between socioeconomic status in general (and poverty in particular) and a
range of mental health disorders. These include depression, anxieties, overall psychological
distress, conduct disorders, and schizophrenia. Although there is evidence to suggest that the
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causal relationship between poverty and mental health disorders can run in both directions, we
reviewed several studies that provided strong evidence demonstrating the direct impact of
poverty upon the quality of mental health. Factors that were discussed behind this effect
included the lack of resources, overall stress, and the neighborhood quality.

The third section of the chapter provided a case example intended to illustrate and provide
insights into the influence of poverty upon mental health. A single parent with two teenage
children described her frustrations and constraints while living in poverty. These difficulties led
to a considerable degree of psychological and emotional stress in her life, which in turn, exerted
a detrimental impact upon the overall well-being of her mental health.

Web resources

Health Affairs
www.content.healthaffairs.gov

Institute for Research on Poverty
www.irp.wisc.edu/

Poverty Facts — National Poverty Center, University of Michigan
www.npc.umich.edu/medpoverty/
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4 Racism and its effects

Dennis Maehls

This chapter elaborates the bidirectional relationship between the many manifestations of
racism and mental health diagnosis, prevalence and disparities in service delivery. The concept
of “microaggressions” is utilized to understand the insidious effects of repeated manifestations
of individual, institutional and structural and institutionalized racism on the well-being,
including mental health, of People of Color.! Social factors such as housing discrimination,
poverty and employment opportunities which all interface with racism to exacerbate the
conditions of chronic mental illness are also considered. Psychological factors include the
impact of racism on the emergent identity and mental health of People of Color. Though the
discussion and case examples focus primarily on the experiences of racism of African American
individuals, racism affects all racial and minority groups in similar, yet distinct ways. While
evidence shows the experience of racial discrimination can influence the manifestations of
many psychiatric disorders, we focus here on depression, post-traumatic stress disorder and
schizophrenia, three conditions that tend to be both chronic and socially debilitating. Finally,
the specific impact of various forms of racism on mental health is explored through the use of
three case examples.

A number of working assumptions are critical in understanding the approach to this content.
First, many African American, Latino, Asian, and other minorities have developed sound,
strong networks in order to buffer some experiences of racism. So, it is clear that not all People
of Color necessarily develop emotionally based psychological symptoms as a result of living in a
racist society. Franklin, Boyd-Franklin, and Kelly (2006) state:

It is also important to recognize the impact of protective factors such as family and
extended kinship networks, religion and spirituality, strong cultural values and racial
identity, and personal strength and resiliency that may allow many People of Color to rise
above the debilitating, ongoing trauma of racism.

(Franklin et al., 2006, p. 18)

Recognizing the resilience of many People of Color does not, however, diminish the impact of
structural and institutional racism that is manifest in myriad ways (Miller & Garran, 2008).>

Second, racism in the United States continues to be a dominant factor that shapes multi-
leveled interactions of individuals, groups, communities and organizations. People from the
dominant white culture experience privilege and power in contemporary society. White
individuals consciously or unconsciously position People of Color as an “other” who is inferior
to White individuals. Positioning others as inferior enables White individuals to shore up their
own identities, perhaps felt as necessary as a result of being threatened by multiple internal and
external factors, including, for example, the current economic recession of 2009. Institutional
and structural racism,
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indicates systemic, societal, durable racism that is embedded in institutions, organizations,
laws, customs, and social practices . . . It leads to a cumulative effect in which groups that
are racially targeted are excluded from living in certain neighborhoods and working in
numerous jobs and professions, have less access to social assets such as quality schools, and
have greater health risks and other negative consequences and outcomes because of a
variety of interacting legal, illegal, direct, and indirect practices.

(Miller & Garran, 2008, p. 29)

Further, Leonard Pitts (2009) suggests that in spite of the election of Barack Obama (a Black
man) to the Presidency of the United States, “post-racial America” has not yet arrived. To accept
the discourse that racism has become absent in contemporary U.S. society seems a somewhat
naive response that is fueled by denial of the lived experiences of many People of Color in the
United States. Indeed, Turner (1999) noted that White and Black Americans hold different views
on the extent of change in race relations. Miehls (2001) comments on Turner’s ideas, writing:

African Americans believe, he purported, that racial bias has changed only modestly over
time . . . in all aspects, including racial bias, discrimination, opportunities. He reported that
some Whites react with shocked indignation or disbelief at the notion that Blacks might still
consider themselves at all disadvantaged.

(Miehls, 2001, p. 234)

Citing Shipler (1997), Miller and Garran (2008) suggest:

To be sure, many white people are well aware of the persistence of racism in the United
States. Still, whites and people of color show marked differences in their beliefs about the
extent of racism today, and these disparities indicate a significant perceptual racial divide
in this country.

(Miller & Garran, 2008, p. 62)

They suggest that many Whites think that the United States has moved to a colorblind society,
implying that skin color has no impact on the lived experiences of People of Color. Scruggs
(2009) also purports that colorblindness is a “new” form of racism. She suggests that privileged
individuals who say they don’t see color in people are not promoting racial harmony (as they
imagine) but rather are contributing to tension within People of Color who are very aware of
the benefits of white privilege. Citing Bobo (2001), Miller and Garran (2008) discuss the
different perceptions of white people and people of color when they note:

African Americans and Hispanics overwhelmingly believe that there is occupational
discrimination in favor of whites, while less than a fourth of whites agree; and people of
color view racism as a deeply entrenched, institutional phenomenon, while many whites see
it as a question of attitudes and behaviors.

(Miller & Garran, 2008, p. 62)

Definitions of racism

Biologists who created three categories of individuals — Mongoloid, Caucasoid, and Negroid —
first defined race (Atkinson, 2004). These categories were based upon what these “scientists”
considered to be distinguishing characteristics such as skin color, hair, and facial features
(Howard-Hamilton & Frazier, 2005). However, contemporary theorists suggest that these
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biological categories are ill-founded and not tenable in terms of accuracy. Marsiglia and Kulis
(2009) suggest, “The persistence of racial distinctions in social life is remarkable given the fact
that race, as a biological concept, has not survived the test of scientific scrutiny” (p. 9). These
authors further suggest, “Humans cannot be categorized reliably based on phenotypical
characteristics, such as those aspects of physical appearance like skin color, hair texture, and
bone structure that are often thought to be markers of one’s racial background” (p. 9).

Most contemporary authors suggest that race, as a “designation,” is a social construction that
privileges certain individuals while putting others at a disadvantage (Constantine, 2007;
Franklin et al., 2006; Marsiglia & Kulis, 2009; Miehls, 2001, 2005; Miller & Garran, 2008;
Tatum, 2000). Franklin et al. (2006) suggest that “Racism is complex and ... based on
erroneous principles of racial superiority, it bestows power and privilege on those who define,
enforce, and establish the institutional mechanisms that maintain it” (p. 10). In other words,
racism is a systematic implementation of stereotypes and discrimination and that privileges
White individuals at the expense of People of Color who are marginalized and who do not have
full access to the educational, financial, or employment opportunities that American society
offers. Marsiglia and Kulis (2009) suggest that “The prime purpose of racial formation is to
establish a hierarchy and target certain groups for discrimination” (p. 9). Even middle class
Black Americans are open to discrimination — for example, being denied access to a certain
apartment/neighborhood in spite of its clear availability (Pattillo-McCoy, 2007).

Tatum (2000) views racism not only as a manifestation of racial prejudice but also as more a
system of practices that limits the opportunities of People of Color. Discrimination takes place
at individual, institutional, and structural levels (Pincus, 2000). Oppression is manifest by
targeted individuals systematically being exploited in myriad ways marginalized in society,
having a sense of powerlessness, being subject to cultural imperialism (being made invisible by
dominant society), and, last, by being victims of violence at a disproportionate level to
individuals from the dominant culture (Young, 2000).

At the interpersonal level, many People of Color experience ongoing interactions with
people from the dominant culture in which they have an experience of “being othered.” This
term implies that People of Color are often objectified and positioned as “lesser-than” or
“inferior” persons than their White counterparts. While there is no universal experience
among Black individuals as they navigate the terrain of being “othered,” this practice has a
long history for African Americans. Cushman (1995) describes the historical function of Negro
Minstrelsy during the nineteenth century when Black men were often characterized as
grotesque or clownish. This form of entertainment became extremely popular and the White
audiences relied on these caricatures to frame their views of black individuals who were slaves
or who were no longer legally held as slaves after the civil war. Often referred to as the Jim
Crow era, this practice originated when a White minstrel performer, Thomas (Daddy) Rice,
blackened his face and danced a ridiculous jig while singing the song “Jump Jim Crow” (Del
Carmen, 2008). White America latched onto this imagery and began to create a discrimi-
natory icon of African American “folks.” Cushman (1995) says:

The primary African-American character the White audience saw was a comic, foolish,
empty-headed idiot: the Sambo of white folklore. Each act was framed by the taken-for-
granted understanding that the White race was inherently superior, intellectually and
morally, to the Black race.

(Cushman, 1995, p. 43)

In addition, the minstrel performances were filled with self-denigrating comments about
African Americans and their physical appearance; skin color, nappy hair, and pejorative name
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calling often were used as punchlines in a joke or dialogue among the actors. Cushman (1995)
also notes that “Female African Americans were portrayed as slow-witted, lazy, ugly, vain,
unclean, crude, and very sexual. They also ate prodigious amounts of ice cream and drank their
dates under the table” (p. 47). These gross stereotypes laid the foundation for more con-
temporary stereotypes of African Americans. Though the forms of stereotyping in contem-
porary soclety might be somewhat more subtle, they still exist and are replicated in individual
interactions and are enacted in various ways between white people and people of color.

In fact, Shome (1999) contends that one’s body has become the site of racist attitudes and
discriminatory practices in contemporary interactions in the United States. She shares the
experience with other women of color when she suggests that upon entering a room mostly
populated by white people

there is that thing in thewr look . . . they welcome you, but then the way they look at you makes
you feel as though your whole body 1s up for examination and scrutiny . . . it almost feels as
though they hunt my body for differences . . . it’s such a systemic thing, they don’t even
realize half the time that they do it.

(Shome, 1999, p. 121, italics in original)

hooks (1992) attributes this practice of “white gaze” to the historical era of slavery during which
black individuals were punished if they looked directly at their white superiors. She contends
that many whites still have the same working assumption that being that “people of color are
bold, aggressive, and out of line if the gaze is returned” (Miehls, 2001, p. 234).

Historical experiences of racism become embedded in institutional racism, which Miller and
Garran (2008) suggest is “manifested through laws, policies, and formal and informal prac-
tices” (p. 63). They write that there are at least nine types of institutional racism that include
“residential, educational, employment, accumulation of wealth and upward mobility, environ-
mental and health, mental health, criminal justice, political, and media” (p. 63). The person
with mental illness is more likely than others to experience deleterious effects from the impact
of racism, particularly related to housing, education, employment, criminal justice, and the
access to health and mental health services.

Social workers, who are often employed by the agencies that have inadvertently developed
nstitutional practices of racism, face the challenges of both identifying and eradicating those
practices, on behalf of their clients. At the same time, they must understand and intervene with
those clients on a micro level. For example, African American clients who experience discrimi-
natory practices such as “racial microagressions” (Constantine, 2007; Miller & Garran, 2008;
Sue, Capodilupo, & Holder, 2008a; Sue, Capodilupo, Nadal, & Torino, 2008b) often experience
an erosion of their self-esteem which leads to a complex sense of self that may include some
aspects of internalized racism. For the person with mental illness, the internalized racism may
manifest in a variety of ways which may give rise to or exacerbate psychological symptoms.

Racism and mental health/illness

In addition to categorizing hundreds of psychiatric disorders, the Diagnostic and statistical manual
of mental disorders (DSM-IV-TR: American Psychiatric Association (APA), 2000) documents
the prevalence rates of these disorders in the U.S. population. This manual tends to minimize
racial differences in prevalence rates of most of the descriptions of mental disorders; other
research points to racial differences in the prevalence of mental illness. Below are summarized
prevalence and inpatient hospitalization rates for three mental conditions — schizophrenia,
major depressive disorder, and post-traumatic stress disorder.
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The American Psychiatric Association’s DSM-IV-TR (2000) manual suggests that the
national prevalence rate of schizophrenia ranges between 1.5 percent and 5 percent of the general
population. The manual minimizes the differences of diagnosis across race suggesting, “Studies
in the United Kingdom and the United States suggest that schizophrenia may be diagnosed
more often in individuals who are African American and Asian American than in other racial
groups (p. 307). However, whether these findings represent true differences among racial
groups or whether they are the result of clinician bias or cultural insensitivity” is unclear. Other
research notes discrepant findings. Citing Zeber’s research, Vedantam (2005) notes that Blacks
were more than four times as likely to be diagnosed with schizophrenia as Whites. Hispanics
were more than three times as likely to be diagnosed with schizophrenia as Whites. Davis (1997)
points out differences in rates of admission to state hospitals between 1980 and 1992. He notes:

Rate of admission for all persons was 163.6 per 100,000

Rate of admission for Whites was 136 per 100,000

Rate of admission for Native Americans and Asians was 142 per 100,000

Rate of admission for African Americans was 364.2 per 100,000

Rate of admission for all persons to V.A. (veterans’) Hospitals was 70.4 per 100,000
Rate of admission for African Americans to V.A. Hospitals was 118.2 per 100,000.

He goes on to say:

Admissions of Blacks to state mental hospitals showed that 56 percent of these individuals
received a primary diagnosis of schizophrenia, while only 38 percent of all individuals
admitted received a similar diagnosis. Hispanics, too, received a disproportionately high
(44 percent) rate of severe mental illness diagnosis on admission to state mental health
institutions.

(Davis, 1997, p. 630)

DSM-IV (APA, 2000) reports that “The lifetime risk for major depressive disorder in community
samples has varied from 10 to 25 percent for women and from 5 percent to 12 percent for men”
(p- 372) and further that “The prevalence rates for major depressive disorder appear to be
unrelated to ethnicity, education, income, or marital status” (p. 372). However, Riolo, Nguyen,
Greden, and King (2005) found that:

® Prevalence of major depressive disorder differed significantly by race

® Highest prevalence was found in White participants

® Age of onset of disorder was significantly earlier for White and Mexican American parti-
cipants in contrast to African American subjects

® Persons living in poverty had nearly 1.5 times the prevalence of major depressive disorder

® For Mexican American participants, lack of education was significantly associated with
prevalence of major depressive disorder.

Cultural relativity is acknowledged in the DSM-IV manual for the post-traumatic stress disorder
diagnosis, which has a lifetime prevalence rate of “approximately 8 percent of the adult
population in the United States” (APA, 2000, p. 466). The manual also notes:

Studies of at-risk individuals (i.e., groups exposed to specific traumatic incidents) yield vari-
able findings, with the highest rates (ranging between one-third and more than half of those
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exposed) found among survivors of rape, military combat and captivity, and ethnically or
politically motivated internment and genocide.

(APA, 2000, p. 466)

Later in the chapter, the interface of post-traumatic stress disorder with the lived experiences
of People of Color is more fully explored. A main argument suggests that People of Color
develop symptoms of PTSD and complex post-traumatic stress syndrome in response to a
number of societal and institutional experiences of racism.

The lack of awareness of cultural influences in the development of mental illness, the
manifestation of symptoms and the life course, is only one of the limitations of our attention to
race and mental illness. Many authors also suggest that People of Color have restricted access to
health and mental health services (Johnson & Cameron, 2001; Leong, 2001; Leong & Lau, 2001;
Miller & Garran, 2008; Ojeda & McGuire, 2006; Snowden, 2001, 2005; Stone, 2002; Swartz,
Wagner, Swanson, Burns, George, & Padgett, 1998). In 1999, the Surgeon General of the
United States (Dr. David Satcher) commissioned a report to examine mental health service
delivery in the United States. Mrs. Tipper Gore, wife of the then Vice-President, Al Gore, was
an ardent advocate of promoting mental health services for all Americans. Entitled Mental
health: A report of the Surgeon General (Department of Health and Human Services (DHHS), 1999)
the document was the product of a collaboration of two federal agencies — the Substance
Abuse and Mental Health Services Administration and the National Institutes of Health.
While this report was commissioned to examine the mental health needs of all Americans, it
clearly exposed the reality that the needs of racial and ethnic minority populations were not
being met adequately. In response to this information, the Department of Health and Human
Services brought together myriad mental health experts to study the issues at hand and these
individuals provided a supplement to the Surgeon General’s report of mental health services
that was entitled Mental health: Culture, race, and ethnicity (Department of Health and Human
Services, 2001). The supplemental information describes how culture interfaces with mental
health issues across minority populations. Moreover, it also contains detailed information
about mental health care for four distinct groups — African Americans, American Indians and
Alaska Natives, Asian Americans and Pacific Islanders, and Hispanic Americans. At the time,
the document spawned a great deal of interest in mental health disparities (Lopez, 2003;
Manson, 2003).

A main working assumption of the Surgeon General’s (DHHS, 1999) report was that society
should no longer view mental health as separate from an individual’s general health. This
assumption attempted to legitimize mental health treatment as an essential part of the overall
health care service delivery. It was reported that the research literature reveals that mental
health treatment works for a range of mental disorders. The efficacy of treatment strategies for
mental health issues is correlated with a reduction of stigma of mentally ill people — in other
words, if properly treated, individuals with mental illness are not necessarily ostracized or
stigmatized by others. The main recommendation of the report to the American people was to
seek help if you think you have symptoms of a mental disorder or if you have any mental health
issues. This simple directive was an attempt to make services more available, without stigma.
However, the report recognized that the mental health service delivery system is complex;
therefore, differences in service delivery of public and private sectors affects the accessibility of
mental health services. The influence of managed care companies limits the availability of
services to all in the United States. In addition, an interface of other state and federal agencies
(social welfare, housing, criminal justice, and education) with mental health service delivery puts
impoverished People of Color at higher risk of not receiving adequate mental health services or
indeed perhaps not receiving any mental health services.
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Findings in the report that are related to African Americans who are overrepresented in
high-need populations and are at particular risk for mental illness, are particularly relevant
for social work. The Surgeon General’s report (DHHS 1999) identifies the following at-risk
groups:

® Homeless people — While 12 percent of the U.S. population was homeless at that time,
African Americans make up 40 percent of that population.

® Incarcerated people — Nearly half of all prisoners in state and federal jurisdictions and
almost 40 percent of juveniles in legal custody are African Americans.

® Child welfare — African American children constitute about 45 percent of children in
public foster care and more than half of all children waiting to be adopted.

® Pecople exposed to violence — African Americans of all ages are more likely to witness
violence or be the victim of violence than are White individuals.

® Insurance — Nearly 25 percent of African Americans are uninsured (16 percent of the
general population are uninsured).

® Medicaid covers nearly 21 percent of African Americans.

® Use of Mental Health Services — Only one-third of all Americans with mental illness
receive care; however, the percentage of African Americans receiving needed care is only
half that of Whites.

® African Americans of all ages are underrepresented in outpatient treatment but over-
represented in inpatient treatment.

® African Americans tend to be diagnosed more frequently with schizophrenia and less
frequently with affective disorders.

These are staggering figures. As the United States makes its way through the significant
economic downturn that began in 2009, we can expect that these vulnerable populations will be
further affected and marginalized. Even at the time, the Surgeon General, taking into account
these disparities, brought together many experts to complete further research about the
inequities of mental health care delivery to People of Color. Lopez (2003) sates that in his report
to the American Psychological Association’s annual meeting in 2001, Dr. Stacher, the Surgeon
General, stated that “culture counts” and that this assumption “should echo through the
corridors and communities of the nation” (p. 419). Lopez (2003) notes:

At that point, the large overflowing audience became still. They understood the signifi-
cance of his words. Our nation’s leading health professional recognized that the mental
health status of our country’s largest “minority” groups is most important to the welfare of
the nation. Furthermore, the Surgeon General underscored the importance of culture by
identifying key issues for four groups of People of Color — African Americans, Asian
Americans and Pacific Islanders, American Indians and Alaska Natives, and Hispanic
Americans. An executive summary of the report reported why “culture counts” in the
following ways.

® The culture of racial and ethnic minorities influences aspects of mental illness,
including how symptoms are manifest, how individuals cope with symptoms, and
willingness to seek treatment.

® Pcople of Color face social environments of inequality that includes greater exposure
to racism, discrimination, violence and poverty.

® People in the lowest socioeconomic status group are two to three times more likely to
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have a mental illness diagnosis (in contrast to those in the highest socioeconomic status

group).
® Pcople of Color often mistrust White institutions that provide mental health services.

Other authors also suggest difficulties in the mental health service delivery to People of Color.
For example, People of Color may be misdiagnosed when mental health clinicians are unaware
or insensitive to the cultural relativity of psychiatric symptomatology and thus assigning a more
serious diagnosis more often to People of Color in contrast to White clients (Whaley, 1997).

In spite of the heightened consciousness of the disparities of service delivery to minority
populations raised in the Surgeon General’s Report (DHHS, 1999) and the Supplement to this
report (DHHS, 2001), numerous studies continue to point out that discrepancies still exist. For
example, Ghods, Roter, Ford, Larson, Arbelaez, and Cooper (2008) report that physicians did
not assess for depression symptoms in Black individuals as much as they did with White clients.
There were discrepancies even when physicians did discuss depressive phenomenology. They
report “even when depression communication did occur, physicians recognized only two
thirds of African Americans, but more than 90 percent of White patients, as having emotional
distress” (p. 605). Similarly, DeCoster (1999) found that physicians tended to pay more
attention to the “emotions” of White females and males more than they did with People of
Color. This suggests a bias among the physicians who may consider Black individuals to be
“overly emotional” and that their emotionality does not warrant any treatment.

Anglin, Alberti, Link, and Phelan (2008) suggest that “members of racial/ethnic minority
groups are less likely than Caucasians to access mental health services despite recent evidence
of more favorable attitudes regarding treatment effectiveness” (p. 17). They report that even
though African Americans believe that mental health clinicians are able to assist individuals
with major depression and schizophrenia, “they were also more likely to believe mental health
problems would improve on their own” (p. 17). Ojeda and McGuire (2006) reported that
Latinas and African American women and men exhibited lower use of substance abuse services
and outpatient mental health services than did their White counterparts (p. 211). They suggest
“Though efforts are being made to increase the detection of depression in minorities, systematic
approaches in primary care settings where minorities are more likely to obtain care could prove
helpful in eliminating race/ethnic gaps in service use” (p. 219). They speculate that “Minorities
fear adverse consequences in the workplace or are embarrassed about discussing their problems
with others, thus resulting in delayed or forgone care” (p. 219).

In certain instances, People of Color receive differential treatment for symptoms of their
mental illness. Van Dorn, Swanson, Swartz, and Elbogen (2005) investigated prescriber’s
utilization patterns of a new generation of antipsychotic medication (widely known to be more
expensive than previous medications) in a racially mixed group of individuals with schizo-
phrenia. They wondered how race and/or involvement in a criminal justice system interacted
with the utilization of the newer, more expensive drugs. The study revealed that “minority
racial status (being African American) and arrest history both appear to play a significant role
in determining which patients are least likely to receive atypical antipsychotics” (p. 130).
They postulated that preconceived ideas about Black individuals may contribute to this
discrepancy. For example, citing Garb (1997), they say “clinicians often rate black patients
as being at higher risk than white patients for hospital readmission” (Van Dorn et al., 2005,
p- 130), even though there is no real data to support this supposition. They acknowledge that
the differences found in their study may be attributed to a range of factors including poverty or
patients’ attitudes about treatment, as examples, but they also suggest that differences are
possibly related to “clinicians’ subtle biases about which patients are most likely to benefit
from atypical antipsychotics” (p. 131).
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Barnes (2004) examined the correlation of race and admission rates to psychiatric hospitals
with particular reference to individuals diagnosed with schizophrenia. He cites some historical
data with regards to the percentage of African Americans who were hospitalized with a
diagnosis of schizophrenia. Citing Thompson, Belcher, DeForge, Myers, and Rosenstein
(1993), he suggests that the percentage of African Americans given the diagnosis of schizo-
phrenia increased from 33 percent to 50 percent during the time period between 1970 and
1986. Regarding the influence of race in this process he writes, “research on the prevalence of
mental disorders in the general population has found that there is no significant difference in the
rate of schizophrenia between African Americans and Whites when socio-economic status is
controlled” (Barnes, 2004, p. 242, citing Keith, Regier, & Rae, 1991). So, the economically
disadvantaged African American client is likely being over-diagnosed as schizophrenic. Barnes
(2004) suggests a number of factors that may be associated with this discrepancy. “Some of these
factors are diagnostic bias of clinicians, lack of cultural understanding between clinicians and
minority clients, and racial differences in the presentation of psychiatric symptoms” (p. 242).

Greenberg and Rosenheck (2003) question how managed care practices affect the accessi-
bility and quality of mental health interventions with U.S. minorities. They note, “Managed
care has typically introduced practices, such as utilization review, treatment guidelines, and
disease management, which often constrain the delivery of services” (p. 32). They cite Provan
and Carle (2000) and Scholle and Kellehar (2000), who suggested that “the introduction of
managed care into mental health settings has been perceived by minorities to create barriers to
care that were not experienced in fee-for-service systems” (Greenberg & Rosenheck, 2003,
p. 41). One of Greenberg and Rosenheck’s main findings (examining change in mental
health service delivery in the Department of Veterans Affairs, nationally) was that Hispanic
veterans demonstrated a declining access to outpatient care relative to their White counter-
parts (p. 40).

Children from minority populations are not immune to the patterns of poor accessibility and
utilization of mental health services. Wood, Yeh, Pan, Lambros, McCabe, and Hough (2005)
studied the relationship between race/ethnicity and at what age children use either school-
based mental health services or specialty mental health care. They cite Kataoka, Zhang, and
Wells (2002) when they state that their study

provided the first nationally representative assessment of child mental health use and
reported that of their sample of children and adolescents who met criteria for needing
services, almost 80 percent had not received mental health care in a 1-year period. This
study found that, even when researchers controlled for other factors, Latino and uninsured
youth were particularly unlikely to receive needed mental health services.

(Wood et al., 2005, p. 186)

Wood et al. (2005) found “that non-Hispanic White children were more likely to receive school-
based services as compared to African American, Asian-Pacific Islander, and Latino children,
and to begin use at an earlier age than the latter two groups” (p. 193).

There are numerous macro issues that contribute to racism in the United States. As noted,
Miller and Garran (2008) refer to these factors as a web of institutional racism and these issues
serve as the context for the individual experiences of many People of Color. Interpersonal
racism can be as pervasive, entrenched and damaging. For example, the tendency for people
from the dominant culture to deny any ill intentionality in cross-race interactions often leads to
a sense of unreality within the African American individual. It is often difficult for African
American individuals to hold onto a coherent sense of self when one is often told something like
“Oh, I didn’t mean that,” “You must have misunderstood,” and “You are exaggerating this.”
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This sort of invalidating experience can lead to confusion about one’s own responses, especially
if one receives this sort of message in a repetitive manner and from someone who has been
legitimized in society with power and privilege. This is similar to Linehan’s (1993) description of
invalidating environments that people suffering with borderline personality experience when
their parents disavow or reformulate interpersonal interactions. In that circumstance, parents
often suggest that the child is misinterpreting anger that is actually being played out by the
parent. These parents often question the feelings of the child or they may suggest to the child
that her feeling of sadness is really anger, for example, and that she has no right to feel that way
toward the parent.

For the Person of Color, this insistence that one is exaggerating or confusing one’s own
response can contribute to a subtle and insidious erosion of confidence and healthy ego ideal.
This may be particularly true when individuals have internalized racism that has unconsciously
but powerfully infiltrated the Person of Color’s internal world. African American individuals
may unfortunately internalize aspects of self-denigration if they adopt the stance and attitude of
those of the dominant culture. Internalized racism can be understood as a manifestation of the
notion that Whites exert more power in social relations and People of Color are subject to this
unfair valence of influence, authority, and credibility. Foucault (1979) suggests that power
cannot be minimized or removed from any social relationship. For Foucault, power is exercised
“everywhere in a continuous way” (Foucault, 1979, p. 80). As such, African American individ-
uals may question their own “sense of reality,” colluding with the notion that “of course, the
white (powerful) individual must have the corner on truth when it comes to interpersonal
interactions between the two.” In her article entitled “Surviving hating and being hated,”
Kathleen Progue White (2002) describes an incident that she experienced as dismissive, devalu-
ing, and confusing. Progue White, a young black student who had been taught to read by her
older sister, volunteered to read in her class that was being taught by a nun in her school. She
writes:

I raised my hand with enthusiasm. “I can read!” The nun said, “Don’t you tell a lie, you
can’t possibly be able to read.” “Oh, Yes I can, too!” “Here, read this,” she said. I read it.
She said, “That’s not reading; you’re not reading it right, that is not the way to read. That’s
why you people never amount to anything. You make up lies when you don’t know how to do
things the right way! I’ll have to teach you to read proper.”

(Progue White, 2002, p. 404, italics in original)

This 1s a poignant example of how young Black children have to find ways to negotiate the
mixed messages that they often receive while not denying their own sense of reality. This little
girl knew she could read yet her sense of self was being contested by the powerful, authoritative,
White adult. Progue White (2002) goes on to suggest that this sort of disavowal has a profound
effect on one’s view of oneself, causing confusion and perhaps self-hatred, at the extreme.

This author witnessed a similar dismissal of the voice of a woman of color who was being
mterviewed by a White student in a graduate social work class (reported previously in Moffatt
& Miehls, 1999). In this instance a woman of color was trying to explain to her White colleague
that she had experienced discrimination in her high-school setting when she was inappro-
priately assigned to basic (remedial) classes when she and her family first immigrated to Canada.
In telling this to the White student, the student of color gave up on her own narrative in order
to fit the appraisal of the White student. The student of color had said that she was told that she
would have to take basic level courses in her program of studies. The author observed the
following exchange between the two, when the White student was in the role of social worker,
in a role-play exchange:
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In responding to the student of color’s use of the word basic, the White student said, “Oh,
you mean general courses.” The Latina student seemed confused and replied, “No, basic.”
Again, the interviewer said, “So, they wanted you to take general courses.” The Latina
student once again conveyed that the guidance counselor had positioned her in a class for
vocational students and said, “No, it was basic.” The interviewer ignored the Latina
student and replied, “did you talk to the principal about this?”

(Moffatt & Miehls, 1999, p. 68)

Recognizing that the White student was altering the meaning of the narrative for the student of
color, the classroom instructor attempted to have them reconstruct the dialogue. The following
ensued:

The interviewer attributed the difficulty in the interaction to the Latina woman’s inabilities
to communicate in English. The interviewer explained that she knew that the Latina
woman was using the “wrong” terminology. The apologetic Latina student commented by
saying, “IT am sorry, maybe I am not a right client.” The interviewer said: “Don’t worry, I
know that I am a good interviewer.”

(Moffatt & Miehls, 1999, p. 68)

This example demonstrates that the woman of color began to internalize the voice of the White
student when she said, “maybe I am not a right client.” The White student demonstrated a sense
of arrogance and did not have any empathy for her colleague. Rather, she exercised her role as
an “expert” when she gave advice to the student of color about how she should have proceeded.
Questioning “did you talk to the principal,” she implied that the student of color had done
something wrong or perhaps had not acted on her own behalf — indeed People of Color often
report that they do not act on their own behalf as they worry that articulating their concerns to a
White person may add further conflict to a dialogue that is already experienced as troubling and
undermining. Foucault (1980) would suggest that this sort of experience of systematically altering
and devaluing the voice of the Person of Color represents an exercise of power strategies
employed by the White individual. The White student fuels her sense of superiority in the
exchange and leaves feeling righteous and “smart” — all at the expense of the student of color.

The interactions of being “othered” (as described above) or having one’s own narrative
questioned or altered occur for many reasons. Certainly the stereotypes of African American
people that have been illustrated have long traditions in the United States, dating back to
slavery and beyond. Levy and Karafantis (2008) suggest that all individuals are subject to and
influenced by “lay theories” about individuals, groups, and institutions. Lay theories are cul-
turally shaped and have far-reaching consequences in terms of interactions and views of
interactions. Levy and Karafantis (2008) suggest that:

“Conceptions of the world” or “naive” theories are often referred to as “lay theories,” since
they are used in everyday life. These lay theories may be captured by proverbs such as
“Anyone can pull themselves up by their bootstraps” (J.S. proverb; refers to the Protestant
work ethic).

(Levy & Karafantis, 2008, p. 111)

Lay theories have a profound impact in the development of prejudice since these common-
place theories filter social information and become “short-cuts” to casting judgment on others.
They suggest “that when a lay theory is relevant in a given situation, people rely on that theory
to support their either socially tolerant or prejudicial attitudes and behaviors” (p. 112).
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The concept of “microaggressions” describes how the day-to-day experiences of being
marginalized affects African American individuals. Sue et al. (2008a) suggest that the term
racial microaggressions describes “the brief, commonplace, and daily verbal, behavioral, and
environmental slights and indignities directed toward Black Americans, often automatically and
unintentionally” (p. 330). Referring to these interactions as “microinsults,” Jackson (2000)
suggests that “The subtle and indirect nature of these insults may result in feelings of
powerlessness because of the incongruent experience between the individual’s feeling state and
her perception of the event” (p. 7).

Microaggressions are similar but different to experiences of racial profiling (Del Carmen,
2008) that many African American individuals experience as well. Racial profiling is a term that
describes the investigation and/or charges made against People of Color by police or other
authorities in disproportionate numbers than White individuals. Targeted as a result of their
race, African American individuals are stopped in automobiles to be investigated, as one
example. Del Carmen says that racial profiling is

the selective targeting of individuals based on their race, ethnicity, or religious affiliation.
Although the concept is often used to describe police-initiated behavior, it also pertains to
individuals who are in a position to target others based on their racial, ethnic, or religious
background.

(Del Carmen, 2008, p. xi)

Airport security personnel may also fall into racial profiling in doing security checks. The author
has heard from a number of African American clients that they are often subjected to racial
profiling. For the most part, these experiences contribute to a sense of anger and frustration
within the client. However, these individuals seem to readily identify the injustice in these events
and while angering, these sorts of experiences do not seem to infiltrate their internal worlds in
the same manner as other microaggressions.

Sue et al. (2008a) reported the results of a qualitative study that they completed using
focus groups to capture the “everyday” experience of individuals who self-identified as Black
or African American. Four major themes emerged from their thematic analysis — healthy
paranoia, sanity check, empowering and validating self, and rescuing offenders — which they
described as forming a reaction domain (p. 329). Many of their participants identified that they
needed to often question whether behavior of others was fueled by racist attitudes. They
thought that a certain suspiciousness of the motivations of their White counterparts was a
healthy adaptation to their perception of events. This defensive posture is more favorable than
internalizing attitudes of inferiority in the face of such exchanges as, “Oh, I think this customer
was ahead of you in the line” (waiting for service in a coffee-shop with White customers).

The participants noted that “checking out” their perceptions with other Black friends or
family members was important. African American co-workers, for example, may non-verbally,
but quickly, check out their response to comments made in a meeting or in the lunch-room of
their business. Similarly, some participants suggested that they keep their responses “healthy”
when they locate the site of the difficulty within the person from the dominant culture, leading
to an empowered and validated sense of self for the African American. Last, these participants
often responded by attempting to “rescue” the offender so as to minimize the impact of the
microaggression or interaction. One participant reported his behavior by actually changing his
physical behavior in the presence of a White woman. He noted, “Inside an elevator, a closed
space being very conscious if there is a White woman, whether or not she’s afraid, or just sort of
noticing me, trying to relax myself around her so she’s not afraid” (Sue et al., 2008a, p. 333).
The participants interpreted the microaggressions in a number of ways, including receiving the
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messages that you do not belong here, you are abnormal in some way, you are intellectually
inferior, or you are not trustworthy. These participants seemed to come to this particular study
with an awareness of how race dynamics shaped their interactions with a range of individuals
from the dominant culture. As such, they were able to articulate some defensive strategies as
noted above. And, even then, there was agreement that these sort of interactions take a toll on
the African American individual as he/she needs to continuously be making decisions about
how much to try and deconstruct these interactions. In this deconstructing, one can either
question the attitudes of the White individuals or recognize the exchanges for what they are and
attempt to move along, psychologically unscathed.

African American individuals, unsurprisingly, sometimes decide to minimize conflict-laden
interpersonal interactions with White individuals as opposed to trying to have some resolution
about the communication or microaggression. Many White individuals deny the existence of
any racial transgression and think that the African American individual is exaggerating his
response if he questions the White individual about an exchange. This dynamic of denial
happens at an individual level and it also operates within the academy, at the professional level.
Sue et al. (2008b) published an article entitled, “Racial microaggressions and the power to
define reality” in response to some of the critique of their published work. For example, Thomas
(2008) published an article entitled “Macrononsense in multiculturalism” suggesting that
examples used by Sue et al. (2007) are exaggerated. He dismisses the idea that microaggressions
would contribute to emotional distress and he says that “such stereotypes may be inappropriate,
but they hardly necessitate the hand-wringing reactions described by Sue et al. (2007).” He
further describes that Sue and his colleagues ought to see the whole person, not just race or
ethnicity, when deconstructing points of miscommunication. This argument has been long used
by White individuals and it serves the function of suggesting that they “don’t see color” as all
people are human beings, first, and a Person of Color only secondarily. Similarly, Harris (2008)
in his “Racial microaggression? How do you know?” also questioned Sue’s experiences. In his
article, he questions the perception of Sue when he was asked to move to the back of an
airplane. Sue had articulated his hypothesis that this series of events were examples of
microaggressions (Sue et al., 2007).

These two articles are striking examples of the reaction that African Americans may
engender when they confront others with their experience of racial microaggression in an
interpersonal interaction. The author does not know the race or ethnicity of either Thomas or
Harris but has heard a number of examples from his clients and students when they suggest that
they did not “bother” raising any racialized issue as they did not have the “energy” to attempt
to “educate” the aggressor in the microaggression experience. African American students are
regularly reluctant to try and problem-solve difficult classroom situations that have components
of race at the origin with colleagues and professors (Miehls, 2001). Dealing with racial
microaggressions is difficult for any academic or student or individual; for the Person of Color
who is experiencing problems with mental illness, this struggle may be overwhelming and
defeating.

Franklin et al. (2006) suggest that the insidious and repetitive nature of race-related stress and
emotional abuse that leads to an experience of psychological trauma often contributes to a state
that they term “the invisibility syndrome.” These authors suggest: “Symptoms of the syndrome
are an outcome of the psychological conditions produced when a person perceives that his
or her talents and identity are not seen because of the dominance of preconceived attitudes
and stereotypes” (p. 13). They suggest that African American children and adults often are
managing confusion or other unsettled feelings when they are systematically being ignored or
invalidated. Being rendered invisible is being rendered powerless and without a sense of agency.
These authors also suggest that a normative response to these sorts of ongoing interactions is
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anger and that the African American individual has the additional burden of finding ways to
modulate and manage the anger that is precipitated as a result of these unfair, repetitive and
frequent microaggressions.

However, African Americans are continuously positioned in a double-bind experience
when it comes to managing their anger. Anyone experiencing so many ongoing slights would
naturally feel anger. And, many White individuals carry a stereotype that Black individuals
(especially Black men) are filled with anger and rage. This stereotype is another example of a
residual effect of slavery with White people continuously trying to “stamp out the (life) anger” of
the enslaved individuals. The notion that Black men are dangerous, angry, and explosive fueled
and legitimized practices in which people from the dominant culture suppressed the anger of
African Americans; African Americans were severely punished and/or killed if they showed any
anger towards Whites. One of the author’s young adolescent African American clients,
Michael, described his dismay and frustration when others are fearful of him when he is simply
walking down the street. He recounted many instances when he and his father witnessed White
people crossing the street, in an attempt to avoid any direct face-to-face interaction. With some
hesitation, Michael told the social worker that he and his father occasionally “played a game”
during these interactions. Michael reported that he and his father developed a non-verbal signal
with each other and that in some instances they would cue each other to also cross to the other
side of the street, after observing White individuals doing this. Michael acknowledged that this
was somewhat “mean-spirited” and he somewhat woefully said, “What do these fools expect?
We get tired of constantly being thought of as muggers or ‘angry black men’.”

Michael’s disclosure was illustrative in many ways. He spoke of the complexity of having to
manage one’s responses to the racism of others. Not only was his experience to be confused and
hurt, but also he was angry at the frequency of these types of interactions. He also recognized
that these experiences were fueled by racism and he spoke of his adaptation to these
experiences. Michael had the benefit, in this “game”, of his father’s validation of his experience.
While some might argue that he and his father were further fueling the stereotype of the angry
Black men (when they playfully would also cross the street), the author understood this as a
coping strategy that they sometimes employed so as to maintain some psychological equilibrium
in the face of ongoing experiences of racism. Shortly, the chapter discusses the interface of race,
trauma, and complex PTSD but first the specifics of how these sorts of microaggression affect
the identity of African American adolescents, a particularly vulnerable population, is illustrated.

lllustration and discussion

The following cases illustrate how various forms of discrimination and/or stereotypes influenced
the psychological well-being and hence, mental health, of an African American individual. In the first,
Michael, an adolescent, struggles with depression. Charles, a middle-aged recovering substance
abuser, struggles with the effects of multi-determined PTSD, and Lashonda, a biracial young adult,
presents with an eating disorder.

The ongoing experience of racism can be particularly challenging for the adolescent. Michael
(mentioned earlier) is an [8-year-old African American young man who was referred for therapy
as a result of his worsening depressive symptoms. His parents became concerned about his
increasingly poor academic performance, his withdrawal from friends and family and his suicidal
thoughts. The social worker had been working with Michael for approximately six months and had
a fairly solid therapeutic alliance, when in one session, Michael seemed despondent and withdrawn.
The social worker noted his observation to Michael and he simply shrugged his shoulders in
response, saying he really didn’t want to be in the session today. The social worker agreed that it
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can be tough sometimes to talk about one’s painful experiences. Michael agreed and said, “Yeah,
especially when you don’t hear what | am saying.” The worker encouraged Michael to say more.
Michael was encouraged to go on and he was reassured that this was exactly what he needed to do
in order for the worker-client dyad to get back on track. Michael became somewhat tearful and
told the social worker that he could never understand what he went through. He reported that the
worker kept asking him about his relationship with his father (which the therapist had formulated
as being conflict-laden) and that Michael didn’t want to talk about this. He went on to say that he
felt disloyal to his father when he discussed their relationship. He then said, “You never ask me
about why my boss at work thinks | am lazy, or why my teachers only show interest in my athletic
abilities, or why White people cross to the other side of the street when they see me approaching
them.”

Even though the clinician had asked Michael in a general way how he experienced living in a
predominantly White community as a young Black man, the youngster had mostly denied any overt
racism in his interactions with others. In this moment, he let the social worker know that his family
wasn’t the only source of tension for him but rather he experienced stressors on a day-to-day basis
from a myriad of people. Rather than saying that he had not told the clinician about these
experiences before (which would have been likely perceived as chastising and/or disbelieving) the
therapist simply said that he was sorry that Michael had to be the object of such discrimination and
“stupidity” at the hands of so many White individuals. Michael latched on to the word “stupidity”
and said, “You haven’t heard anything yet — but, yeah, he could talk about stupidity!” The clinician
acknowledged this statement. They then went on to discuss, in a more authentic way, the client’s
lived experiences of being targeted as a young Black man in a predominantly White community. His
depressive symptoms started to lessen over the next few weeks as he told the clinician about many
examples of being misunderstood, being reduced to a stereotype, and being the recipient of
discrimination, based upon race.

In fact, Cooper, McLoyd, Wood, and Hardaway (2008) suggest that “African American
adolescents are more likely to report experiences with racial discrimination than other ethnic
minority adolescents” (p. 281). These authors suggest that adolescents who perceive racial discrim-
ination and also worry about race-related interactions “are predictive of several negative indicators
of psychological functioning among African American adolescents” (p. 284). These authors cite the
work of many others to support this claim. They cite references that substantiate that African
American adolescents experience lowered self-esteem (Fisher, Wallace, & Fenton, 2000; Wong,
Eccles, & Sameroff, 2003), increased depressive phenomenology (Simons, Murry, McLoyd, Link,
Cutrona, & Conger, 2002; Wong et al., 2003), psychological distress (Fisher et al., 2000), feelings of
hopelessness (Nyborg & Curry, 2003), anxiety (Gibbons, Gerard, Cleveland, Wills, & Brody, 2004),
and lower life satisfaction (Brown, Wallace, & Williams, 2001).

In recent years, there has been considerable discussion in the literature that about the use of a
“trauma” diagnosis for individuals who experience racism. Franklin et al. (2006) cite a number of
clinicians, scholars, and researchers who have argued for an expansion in the definition of PTSD as
a result of racism directed towards People of Color (l. Allen, 1996; Butts, 2002; Root, 1992;
Sanchez-Hucles, 1998). However, the American Psychiatric Association (2000), in its DSM-IV-TR
manual, suggests that a diagnosis of PTSD can be used only if:

The person has been exposed to a traumatic event in which both of the following are present:
(1) the person experienced, witnessed, or was confronted with an event or events that
involved actual or threatened death or serious injury, or a threat to the physical integrity of
self or others and (2) the person’s response involved intense fear, helplessness, or horror.
(APA, 2000, p. 467)
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The following clinical example typifies the experience of an African American man who
experienced symptoms of PTSD as a result of experiencing many traumatic events in his childhood
and adult environments. Charles and his wife, Deborah, were being seen for couple therapy as a
result of having numerous difficulties in the relationship that were characterized by an inability to
problem-solve any conflict, no sexual relationship, and Charles’ experience of many symptoms of
PTSD including night terrors, flashbacks, and rage storms. These manifestations of PTSD affected
the stability of the couple’s day-to-day living. He had a very difficult time regulating his affect,
especially any angry affect. Charles was currently on a medical leave of absence from his janitorial
job in a large office complex and Deborah worked as a nursing assistant in a senior retirement
housing complex. Charles had been born and raised in a housing project in Boston, Massachusetts
in the early 1960s. He was raised in poverty and he withdrew from school when he was in the
eighth grade. At that time, he moved out of his grandmother’s home, where he had been living, and
became part of a large gang that supplied drugs in the greater Boston neighborhood. He disclosed
a series of traumatic events that included being physically abused by his alcoholic stepfather,
witnessing his brother’s death by gunshot, and being forced to prostitute himself as a gay hustler to
earn money to support his own drug habit.

Desperate to leave this situation, he enlisted in the army when he was a young adult and he
recounted that he experienced a great deal of racism at the hands of his senior officers and also his
peers in his unit. His experiences in boot camp contributed to his first experiences of PTSD
symptoms and he eventually received a medical discharge from the army for mental health issues.
Charles and Deborah had met at a twelve-step meeting a number of years ago and each had
achieved sobriety from alcohol and drugs for six years. Charles started to attend Alcoholics
Anonymous after he experienced a number of episodes of black-outs when he was putting himself
in life-threatening situations, including driving while intoxicated. He credited his beginning sobriety
to a young social work intern who worked with him in an inpatient mental health unit in a V.A.
hospital — he found her compassion and empathy for him to be genuine and he made an internal
pledge to stay sober. In spite of this pledge, he often relapsed and had an ongoing struggle to stay
employed or in any long-term relationship. He had a series of girlfriends and considered himself to
be lucky to have found his current wife, Deborah, who seemed committed to him and the long-
term nature of the relationship.

As noted above, and in spite of his six-year sobriety, Charles continued to show many symptoms
of PTSD and the current social worker was able to assist him to begin to deal with his traumatic
history. As part of the couple therapy, Charles began to eventually understand and re-narrate his
trauma history. This long-term work was fundamental in Charles moving away from the legacies of
his childhood and adolescent traumas. The phase-oriented couple work (Karusaitis Basham &
Miehls, 2004) assisted him to deal with the many traumatic events that he had experienced. Most
recently, Charles disclosed to the therapist that he also experienced racism in his workplace and
that this had contributed to his need for a medical leave of absence, due to life stressors (Gitterman
& Germain, 2008).

Charles clearly had symptoms of PTSD and he also fit the diagnostic category of complex post-
traumatic stress syndrome as described by Herman (1992).% The diagnosis of PTSD of the DSM-IV-
TR captures some of the responses of Black individuals experiencing ongoing racism; however, the
exclusionary criteria of experiencing a “life-threatening experience” or experiencing a “threat to
the physical integrity of self” does not always accurately capture the experience of traumatic
experiences, based on racism. Charles certainly fit these diagnostic criteria but not all African
Americans do fit these criteria. Rather, their experiences of microaggressions are insidious and long
term in nature. This chapter suggests that the concept of complex post-traumatic stress syndrome,
described by Herman (1992) more closely describes the experiences of African American people
when they experience ongoing microaggressions in their day-to-day lives. Herman championed the
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need for a broader, more inclusive diagnosis concerning trauma, especially as related to survivors
of childhood (physical or sexual) abuse. She developed her argument by suggesting that a key
residual component of survivors of childhood trauma was the tendency of these individuals to have
persistent difficulties in maintaining a positive sense of self and/or identity. She explained that many
survivors of childhood trauma often blamed themselves for their abusive histories and that this
insidious process affected their ability to form completely healthy self-concepts.

Lenore Terr (1991) suggested that individuals who experience a discrete traumatic event such
as a natural disaster or sexual assault experience what she referred to as a Type | trauma. These
discrete events often lead to an appropriate use of the DSM-IV-TR diagnosis of PTSD. She also
describes Type Il traumas in which the survivor of childhood trauma was subjected to ongoing,
persistent, and repetitive traumatic relationships. For example, this would be the description of a
young child who was sexually abused, over a number of years, by the same perpetrator. The after
effects of this sort of trauma are more persistent and likely far-reaching. It is very likely that these
repetitive childhood traumas lead to symptoms more consistent with Herman’s (1992) description
of complex post-traumatic stress syndrome. Here the sense of self is eroded and a shattered
identity becomes intertwined with a range of complex defensive structures that often lead to
myriad mental health symptoms.

The chapter’s hypothesis is that African American individuals often experience repetitive
experiences of racism which sometimes lead to an erosion of self-confidence that may lead to a
confused and perhaps shaky identity. So, in addition to the development of myriad mental health
symptoms that have been described in this chapter and elsewhere (Pierre, Mahalik & Woodland,
2001; Utsey, 1997; Utsey & Payne, 2000) it is likely that the core of one’s “personhood” can be
challenged when living with repeated and chronic situations of being “othered,” of being invalidated
through “microaggressions” and other racialized interpersonal interactions. In her contribution,
“The courage to hear: African American women’s memories of racial trauma,” Jessica Daniel (2000)
discusses the many ways that African American women experience trauma. The author now offers
a clinical illustration that will highlight the process of this young woman’s identity being challenged
on many levels as a biracial Black woman. Daniel’s (2000) contribution is cited, where relevant to
the clinical material.

Lashonda, a 25-year-old biracial woman (African American father and White mother) was
referred to the clinician by a colleague from a mid-western city. Lashonda had been in therapy for
two years with another therapist when she was an undergraduate student. She moved to Western
Massachusetts to attend a graduate program and she was anxious to continue her therapy. She had
had a favorable experience with her previous therapist. Lashonda identified as Black and she
reported that most people viewed her as Black, in spite of her biracial identity. Her stated goals at
the time of the therapy were to continue to work on her issues of anxiety, depression, and
uncertainty about her future career goals.

Her family history revealed that she was the only child born to professional parents. She
reported that her parents had high expectations of her and that she had a difficult time pleasing
them. Her father, a prominent physician in their home community, encouraged her to be proud
of her African American heritage. Her mother, also a professional, experienced problems with
depression throughout her adult life. She had disclosed a sexual abuse history to Lashonda who
reported to the social worker that her mother had been in therapy “forever.” Lashonda quipped
that this was perhaps her fate as well — that being, a lifelong therapy client. This “tongue-in-cheek”
self-description, however, was played out in numerous ways in her work with the social worker.

The social worker viewed Lashonda’s self-description as a “lifelong client” as reflective of her
belief in an impoverished sense of self that is complex, troubled, and complicated by her racial
identity. Lashonda and the worker developed a strong alliance, agreeing to keep focused on her
racial identity as one source of information about her strengths and her difficulties in a number of
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areas in her interpersonal relationships. Early in the work, Lashonda shamefully reported to the
therapist that she was a binge eater and that she purged. She had had a long history of bulimic
activity but had not disclosed this to her previous therapist. Lashonda recounted the painful history
of her interactions with her mother when she was an adolescent. She reported that her mother
was obsessed with diet regimes and imposed these on Lashonda. Her mother also noted to
Lashonda that her task to stay attractive to men would be especially difficult, especially since she
inherited many of her father’s physical characteristics. Jessica Daniel (2000) refers to the plight of
African American women in terms of appearance. She notes the image distortion of Black women
in popular culture and how challenging it is for a Black woman to disavow her wish to be the
American icon of womanhood — that being a White, thin, blond, and sexually appealing woman.
Lashonda’s identity was particularly confused as her mother was white. Lashonda told the social
worker about her shame about her weight (she did not appear overweight) and that she could
never get her hair to look right — she went on to describe her shame about her “frizzy” hair. She
shared many examples of being teased as a child by other children when her hair would go “really
frizzy” on rainy days.

Her concern about her appearance clearly marks a shaky identity and her many experiences
of microaggressions enacted on her by her mother, her school chums and her potential boy-
friends made her particularly vulnerable to developing a shamed sense of self. The social worker
understood this sense of herself as being related to a form of complex post-traumatic stress
syndrome — she experienced ongoing, insidious, and repetitive insults about her appearance and
this profoundly shaped how she views herself as a Black woman in a predominantly White
geographic area. This theme was played out consistently in terms of her comfort level in meeting
and dating men. Daniel (2000) discusses the fears that African American women carry with regards
to sexual assault. This young client often talks about how she feels scrutinized sexually by many men
and she feels low-level anxiety about being the object of a sexual assault, on a regular basis (recall
Shome, 1999, discussed above).

Daniel also discusses the notion that African American women experience trauma in edu-
cational institutions. Here too, Lashonda had much to discuss and to work through. She attended
a primarily White elementary school and she was often taunted, being called names that denounced
her biracial status and her appearance as a Black child. High school was somewhat better as she was
in @ more heterogeneous mix but again, she shares the experiences of other People of Color. She
did not have many teachers with whom to identify and/or who encouraged her to excel acade-
mically. Her father was a gentle and firm supporter of her talents and abilities to do well educa-
tionally. Her relationship with her father has set the tone for her to have a positive transference
relationship towards her current therapist. She was able to use her therapy relationship to discuss
her apprehensions about her school performance and her interactions with professors with whom
she suspects some racial bias against her.

In summary, her therapy appeared to work well in spite of the many legacies that she has had to
withstand in order to re-shape a sense of herself as a strong, vibrant, resilient woman who has had
to modulate her reactions to what seems like a never-ending “assault” to her personhood on many
levels. She most recently described to the clinician that she had the unfortunate experience of going
to a “walk-in, emergency” medical clinic to secure treatment of a decidedly uncomfortable skin rash
of poison ivy. She unhappily reported that she was there for over three hours and that she had had
to ask the White receptionist why other White clients were being processed before her. She is able
to be assertive but she reports to me how much energy it takes and how she wishes she could just
“blend in” like everyone else. Again, the reader can hear the resilience of Lashonda and can
empathize with the injustices that she faces on a regular basis.
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Conclusion

People of Color experience racism at the institutional and interpersonal level. Racism has both
direct and insidious effects on the quality of their lives. The web of institutional racism described
by Miller and Garran (2008) clearly demonstrates the extent of racism in contemporary U.S.
society. Social workers have a responsibility to attempt to dismantle racism and this must
happen both systematically and also in micro-practice settings as well. In the broadest sense,
social workers follow a Code of Ethics that directly challenges oppressive practices of any sort.
The Council on Social Work Education, which accredits Schools of Social Work across the
United States, also mandates that social work curriculum in required Human Behavior and
Practice courses integrates content concerning issues of diversity and racism; in addition, many
Schools of Social Work offer courses related to how to combat discrimination and racism.

While clearly institutional practices contribute to racism and barriers exist for People of
Color in accessing useful services, some authors make suggestions for strategies that will reduce
disparities in mental health service utilization. For example, Copeland (2006) suggests that
disparities may lessen if mental health providers become more knowledgeable about the
sociocultural environments and interpersonal barriers to treatment of African American youth.
She specifically suggested that services could be enhanced if providers better understood the
complex racial identity process of African American adolescents. Miranda, Bernal, Lau, Kohn,
Hwang, & LaFromboise (2005) also suggest that cultural sensitivity of linguistic adaptations of
providers may decrease disparities in service delivery with ethnic populations.

All social workers must assume responsibility for being culturally responsive and competent
clinicians. Increasingly, authors are addressing issues of developing expertise in cross-cultural
interventions (Altman, 1995, 2000; Holmes, 1992; Jackson, 2000; Leary, 1995, 1997, 2000;
Perez-Foster, 1996; Ringel, 2005; Roland, 1998; Sue & Sue, 1990). Culturally responsive
clinicians accept, as a given, that one’s culture, ethnicity and/or race fundamentally shapes
one’s view of oneself and that any assessment or social work intervention needs to fully integrate
the social identities of the client. This integration of cultural factors aids the social worker to
initiate relationships that are accepting of differences for a range of individuals and families. In
other words, the notion that there is a “right” or “normal” cultural background (read White
middle-class America) 1s continuously challenged by the culturally competent social worker.
Rather, the customs, the belief systems, and the strengths of any particular ethnic group or race
are honored by the social worker so that the client is free to fully express her own value system.
While this seems to be an obvious stance that social workers would adopt with clients — that is,
starting where the client is, and respecting the strengths of the client, it is only since the late
1990s that matters of cultural competence have been fully articulated in social work and
psychotherapeutic literature.

As noted above, it is important for social workers to be aware of racial identity development
models in order to better understand the complexity of their clients’ identities. A number of
authors (Cross, 1991; Helms, 1990; Tatum, 1992) have suggested that People of Color
experience a developmental pathway in terms of racial identity and social workers need this
knowledge base in order to be effective practitioners with a diverse client caseload. Social
workers who are aware of racial identity developmental theory have a better appreciation of the
various responses that People of Color might have in response to White institutions, as an
example. Helms (1990) also suggests that White individuals also develop a racial identity as
people from the dominant culture and it is vitally important that White practitioners approach
their clients with an attitude of reflexivity — that being, approaching clients with a great deal of
self-awareness so as to not abuse the inherent power imbalance that may be set up between
social worker and client. Miehls and Moffatt (2000) suggest that reflexive practitioners are open
to self-examination and also value the differences found in diverse populations.
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In conclusion, racism continues to be a major social problem in the United States. Regardless
of one’s role(s) in the social work profession, all have a responsibility of enacting the Code of
Ethics to try to dismantle racism at every level. Social workers can do this in their interpersonal
interactions with each other. If one identifies as White, one can keep a dialogue open with
colleagues and friends of color so as to initiate conversations about race and the insidious impact
of race on People of Color. One can trust that colleagues of color are not exaggerating their
experiences when they tell about systemic racism and about their experiences of micro-
aggressions. Social workers can and should initiate conversations about race in their clinical
work. Perhaps, their most important task as White individuals is to truly be open to self-
examination about their white privilege so they can better become an ally with others to
challenge racist practices in their families, groups, organizations, and communities.

Notes

1 Itis suggested that this generic term implies homogeneity among “all” People of Color whereas in fact,
there is great heterogeneity among different ethnic groups that are discussed. These differences will be
noted, as appropriate, throughout the chapter. The term People of Color is utilized to denote any
individual who self-identifies as a non-White person.

2 Miller and Garran (2008) recognize that racism intersects with other social oppression in the United
States (for example, sexism, heterosexism or classism) but their focus is on what still needs to be
accomplished in the United States to dismantle institutional racism.

3 Numerous resources describe complex post-traumatic stress syndrome. For examples, see Allen (2001)
and Karusaitis Basham and Miehls (2004).

Web resources

Antiracism.com: Deconstructing Racism, Reconstructing our Humanity
www.antiracism.com

Anti-Racism Resources
www.hopesite.ca/rekindle/links/racism_hrights.html

Anti-Racist Alliance
www.antiracistalliance.com

Health and Human Services
www.raceandhealth.hhs.gov

Health Statistics
www.phpartners.org/health.stats

National Center for Children in Poverty
WWW.NCCP.org

National Mental Health Association
www.nmha.org

White Privilege and Anti-Racism
www.edchange.org/multicutlural/sites/white.html
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5 War and its effects

Scott Harding

This chapter analyzes war and armed conflict as a widespread social phenomenon with a range
of harmful consequences for individuals and communities. War is increasingly viewed as a
significant public health problem that compromises human rights and undermines sustainable
social development (Pilisuk, 2008). The increased use of “dirty war” tactics (Hicks & Spagat,
2008) and the targeting of civilians and social infrastructure have served to amplify the
destructive effects of organized armed violence. These outcomes are especially pronounced in
poor and developing countries, the setting of a majority of global conflicts in recent decades.

An examination of the multiple aspects of war reveals the differing vulnerabilities and risks
for mental health and psychosocial problems faced by different populations. Many of these
negative psychological outcomes, as with declines in overall community health, may linger or
become exacerbated well after the cessation of fighting, undermining productive communal
and individual social functioning. Thus the most common mental disorders associated with
conflict situations — post-traumatic stress disorder (PTSD), anxiety, and depression — can
require sustained and multiple levels of intervention in order to adequately address the
emotional wounds produced by war. A growing body of research indicates that exposure to
war-related violence and the destabilization of community functioning from armed conflict
affect levels of domestic abuse, lead to increased stress, depression and other psychological
troubles, undermine a sense of self-efficacy, and increases the incidence of other social problems
(Jansen, 2006).

Disruption to community functioning and social networks is a principal outcome of armed
conflict, underscoring the challenges to improved mental health beyond targeting at the
individual level. Indeed, while limited research exists, the United Nations and leading non-
governmental organizations (NGOs) note the centrality of an approach to healing war trauma
that emphasizes social integration of groups and individuals affected by war. Such methods are
increasingly viewed as a more feasible and culturally appropriate intervention than direct
and/or sustained mental health counseling and services for individuals. Overall, this suggests a
need to understand both the individual and community-level consequences of exposure to war,
and the reality of resilience as a common outcome of war trauma (Krippner & McIntyre, 2003).
Indeed, the World Health Organization (WHO, 2002) notes that an emphasis on the medical
model “may fail to take account of the variety and complexity of human responses to stressful
events,” including the critical role of rebuilding social networks and community institutions as a
tool to promote post-conflict healing (p. 224).

Definitions of war

While war and armed conflict are viewed as negative experiences that create widespread
destruction for individuals and communities, such practices remain a fundamental reality of
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modern society. In spite of diminished conflict between the world’s major industrial powers in
the second half of the twentieth century, military violence dominates much of the conduct of
international affairs. Pilisuk (2008) finds that in the 60-year period after World War II, some
250 “major” wars occurred “taking over 50 million lives and leaving tens of millions home-
less” (p. 2).

Global economic and political changes during this period have increasingly challenged
conventional understanding of war as being only large-scale conflict between the armed forces
of nation-states. Indeed, the end of the Cold War has underscored the prevalence of “new wars”
that defy easy categorization (Kaldor, 1999). Rather than a contest between nations to utilize
conventional military tactics to capture or control territory, a new form of organized violence —
often involving non-state actors — has become the norm. Thus as war is no longer the exclusive
domain of modern states, “new wars” increasingly reflect the impact of globalization in terms of
conflict over access to resources, the use of new technology, and dependence on external actors
for support. Global conflict involving non-traditional actors and “unconventional” methods is

bl

viewed as “asymmetrical warfare,” reflecting disparities in the size of military forces and in
access to resources among those involved in armed violence (Pilisuk, 2008).

Kaldor (1999) suggests that these new forms of conflict involve a blurring of previous dis-
tinctions between traditional armed violence, organized crime, and human rights violations.
Most often depicted as “civil war” among competing political forces, mass media coverage of
contemporary war and armed violence has also emphasized “identity politics,” the rise of ethnic
conflicts, and genocide (in developing countries) in recent years. Indeed, the increasing
“ethnicization” of global conflict should be seen as a critical factor in terms of those most at-risk
for experiencing psychological distress from organized violence. Other types of social identities
— gender, religion, age — are also important variables in assessing multiple types of vulnerability
during wartime.

While recognizing the inherent political nature of modern warfare, Kaldor (1999) rejects the
notion that these events only involve local actors (as internal conflict or civil wars). Rather, she
finds that the “new wars”

involve a myriad of transnational connections so that the distinction between internal and
external, between aggression (attacks from beyond) and repression (attacks from inside the
country), or even between local and global, are difficult to sustain.

(Kaldor, 1999, p. 2)

Such distinctions are important. Rather than viewing wars as events that occur with little
warning or as phenomena that can be traced largely to internal strife or ethnic hostility, such
“complex emergencies” should be seen as deliberate acts with their own politics, functions, and
benefits (Keen, 2008). In this view, global and local interests are distinctly intertwined in war and
other types of human-created disasters (Calhoun, 2004). The reality that war and global
violence serve political uses and provide benefits to transnational forces, state actors and local
elites challenges the notion of western indifference and impotence in the face of numerous
global conflicts in the developing world.

Although the “new wars” dominate the international arena, conflict between nation-states
and between nation-states and non-state actors still occurs though on different terms. Nations
increasingly have utilized low-level (or “low-intensity”) conflict, as well as the “covert” use of
force to achieve political aims and minimize their own military casualties during war. Such was
the case with Russia in its military intervention in Chechnya, and the United States in its
conflict with Iraq between 1991 (the end of the Gulf War) and 2003 (the invasion of Iraq).
Member states of NATO also fought against Yugoslavia (which was accused of fomenting
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ethnic cleansing) using conventional means in 1999. The United States has also conducted a
global “war on terror” following the terrorist attacks of September 11, 2001.

Understanding different forms of war, the location where violent conflict typically occurs,
and those who engage in such conduct is essential to a better appreciation of the myriad impacts
that result from armed conflict. War is usually not an episodic and limited phenomenon; it is
more often a long-term, structural process with multiple stages, some more evident than others.
In recent decades many developing nations have been engaged in long-running armed conflicts
with lethal consequences, for example, Congo, Sri Lanka, Darfur, and Colombia. Thus the
different (mental health) effects of short-term versus chronic conflict bear consideration, as do
the differing capacities of nations and/or local communities to deal with the physical and social
disruption and trauma caused by war.

As important, the rising prevalence of civil wars and non-traditional conflict — the use of
insurgency and guerilla warfare tactics — has resulted in greater casualties among civilian
populations (Pilisuk, 2008). Indeed, many contemporary conflicts are marked by the targeting
of non-combatants as an integral war “tactic” designed to instill terror among domestic popu-
lations. In particular, various armed groups commonly target professionals, such as doctors and
educators, as a weapon of war to destabilize local communities (MedAct, 2008). As a result, the
political control of local populations is increasingly predicated on the use of terrorism, mass killings
and forced displacement of civilians (Kaldor, 1999). In addition, the increased blurring of lines
between combatants and “civilians” has resulted in a greater willingness to disrupt key eco-
nomic infrastructure: power grids, water supplies, food production and distribution networks,
and hospitals are seen by some armed groups as legitimate targets of warfare.

This reality contrasts markedly with international efforts to regulate war and the use of armed
force. In the twentieth century ideas of “just war” emerged based on meeting a series of
internationally recognized criteria. This led to an emphasis on formal “laws,” usually enacted
by international bodies like the United Nations (UN), governing the when and how of warfare
between nation-states (Byers, 2005). The aim of such global norms has been to provide and
retain a plausible moral framework for engaging in war. Overall, the evolution of international
law related to warfare has emphasized the principle that unilateral aggression is illegitimate. In
particular, “just war” theory is predicated on a nation-state having a “just cause” to engage in
armed conflict — typically seen as the idea of war as a last resort and/or the use of force to defend
a country against external aggression. In addition, just war is predicated on the concept of
“proportionality” in terms of the means used to wage conflict and prohibits targeting civilians
(Fiala, 2008).

With the advent of increasingly lethal weapons in the twentieth century, these global norms
took on added importance. Thus the Geneva Conventions were codified following World War
IT to strengthen civilian protections as well as to make war a more humane phenomenon for
combatants. In spite of widespread global adherence to these principles, in effect laws governing
the use of force are routinely violated, both by nation-states and by irregular forces (guerilla
armies, terrorist groups, insurgents). The International Committee of the Red Cross (ICRC,
2009) has noted that either through deliberate targeting or a failure to distinguish civilians from
combatants, millions of civilians continue to bear the burden of global conflicts. Such practices
are highlighted in the “new wars,” as paramilitary units, guerilla armies, mercenaries and other
“rogue” forces routinely seek to inflict psychological damage in armed conflict as a primary goal
through the targeting of civilians. In recent years the same claims have been leveled against
countries like the United States, Russia, Israel, Colombia and Sri Lanka and in other con-
temporary conflicts involving more traditional armed forces.

The increased use of economic sanctions should also be recognized as an important yet over-
looked conception of conflict. Sanctions are viewed by some as a useful tool that falls between
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diplomacy and the resort to armed force; their use is often justified as a way to “negotiate”
hostilities between states without actual combat (Cortright & Lopez, 1999). Of note, sanctions
avoid the traditional limits of warfare: selecting military targets, avoiding civilian casualties,
creating obligations of belligerent states to local populations (Garfield, 2002). Thus, sanctions
are typically carried out to achieve political goals, and are most often imposed by strong states
or the international community against smaller, weaker nations (often depicted as “rouge” or
“outlaw” states). Sanctions have been widely used in the post-Cold War era, both by the UN
and the United States, purportedly as a tool to prevent violence, protect human rights, and
promote democracy. Since the late 1980s, they have been employed against Iraq, North Korea,
Cuba, Sudan, Somalia, former Yugoslavia, and Myanmar (Burma), among other countries. In
their use by the United States, sanctions retain significant bipartisan political support, and are
often seen as a “cheap” way to engage in conflict with perceived American adversaries largely
out of the media spotlight and public scrutiny.

What are the different impacts of war and militarization? How does violent conflict disrupt local
communities and other critical social functions? Armed conflict usually creates long-term
disruption to social and health systems, more so in developing countries. By disrupting water and
sanitation systems, for example, war significantly increases the likelihood of a decline in public
health. Gupta, Clements, Bhattacharya, and Chakravarti (2002) found that reductions in infant
mortality, which occur during direct conflict, continue during the post-conflict period. In an
analysis of the post-conflict consequences on major diseases and health conditions, civil wars were
found to “greatly raise the subsequent risk of death and disability from many infectious diseases,
including malaria, tuberculosis, and other respiratory diseases” (Ghobarah, Huth, & Russett,
2004, p. 881). Using a formula that assessed “the life years lost” and “disabilities incurred from
conditions contracted in earlier years when a civil war was active” (p. 870), researchers found that
post-conflict situations were more lethal than the actual direct impacts of civil war.

Civil war and internal strife, the majority of contemporary armed conflicts, “typically triggers
a prolonged reversal of economic and social development that often results in poverty
continuing from one generation to the next” (UNICEF, 2004, pp. 40—41). In addition, the
vulnerabilities produced by armed conflict make civilian populations more susceptible to
disruptions caused by natural disasters or global economic crisis, multiplying the adverse effects
(ICRC, 2009). Violent conflict also typically displaces civilian populations, most notably
women, children, the elderly, and persons with disabilities. From 1990 to 2003, tens of millions
of people were displaced or made refugees from 59 different armed conflicts in 48 separate
locations, including more than one million children (UNICEF, 2004).

Armed conflict and war often provoke a disruption of the agricultural and health care sectors,
education and other key infrastructure, creating long-term effects that perpetuate conditions
that undermine economic and social development. With global conflicts increasingly marked
by the use of “terror” tactics, the targeting of food production and distribution networks has
often exacerbated access to food and conditions of malnutrition, especially among low-income
groups. Amartya Sen (1984) has argued that famine typically occurs in weak and/or authori-
tarian states and reflects failures in the distribution of food via existing networks, as well as a lack
of public efforts to relieve the consequences, factors which are often caused or amplified by
armed conflict.

War may gradually induce or contribute to environmental destruction, jeopardizing food
production, health and water quality. This often creates long-term conditions of starvation and
disease, especially in developing countries, and may harm more people indirectly than who die
from direct fighting (Krause & Mutimer, 2005). More generally, militarization — especially
military production and the presence of military bases — are seen as creating widespread
ecological threats and public health risks to the military and public alike (Gould, 2007).
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While intended to force political change in target countries, economic sanctions are seen as
violating human rights, as they typically produce a range of negative conditions beyond their
stated (political) goals (Garfield, 2002). Their impact typically falls on civilian populations,
rather than the political leadership or other ostensibly targeted groups. By undermining the
economy of already vulnerable states, sanctions create rapid economic dislocation and food
shortages, especially among the poor, unemployed, and other vulnerable groups. In addition,
sanctions often generate adverse impacts on the agricultural and health care sectors and other
key infrastructure of a country, creating long-lasting effects that threaten fundamental access to
basic goods and services. Such conditions often continue well after sanctions have been
eliminated. For these reasons sanctions are seen by some as “a form of collective punishment —
an approach that is rebuked by all the tenants of Western legal practice” (Garfield, 2002, p. 97).

The case of Iraq, which experienced international trade sanctions from 1990 until 2004,
offers an instructive example of the widespread economic and social costs caused by this policy
tool. Sanctions played a key role in the decline of Iraq’s infrastructure, public health, and
social development. The impact of sanctions fell most heavily on Iraqi civilians, especially
children and other vulnerable groups (Garfield, 1999; UNICEF, 1998). This included an abrupt
increase in maternal mortality, along with a doubling of death rates for children under age five.
Sanctions contributed to malnutrition, a public health problem new to Iraq. Along with
increased rates of pneumonia and diarrhea (linked to declining access to clean water and
adequate health care), this produced thousands of preventable deaths among children
(Abergavenny, 2000). Despite controversy about the effects of sanctions, reliable public health
research linked sanctions to the “excess deaths” of 300,000-500,000 infants and children in
Iraq during the 1990s (Garfield & Leu, 2000). By 2003, the state of social development in Iraq
contrasted sharply with its status before the imposition of sanctions. Until the mid-1980s, Iraq
was “fast approaching standards comparable to those of developed countries” in terms of social
development (United Nations Development Program (UNDP), 2002, p. 11). By 1990 Iraq was
ranked second highest in human development in the Middle East (Pedersen, 2007). Yet 12 years
after their imposition, the UN found that sanctions caused Iraq to experience “a shift from
relative affluence to massive poverty” (UNDP, 2002, p. 12).

As this discussion shows, war produces direct and indirect adverse effects on individuals,
communities and nation-states. While physical destruction and casualties are the more obvious
result of armed conflict, other negative outcomes are notable. War, armed conflict, and
militarization often skew economic production (and local distribution networks) by emphasizing
the production and/or acquisition of military goods (Oakes & Lucas, 2001). This is especially
problematic for poor and developing nations already struggling to meet key human
development standards: increased military spending in response to conflict typically continues
after fighting ends, reducing spending on vital activities like education and health care (Gupta
et al., 2002). Over time, such trends contribute to the poverty and underdevelopment that
prevails in much of the developing world with especially harmful outcomes for children
(Carlton-Ford, 2004).

An imbalance in resources devoted to war and military production, while not as pronounced,
1s also a feature of many of the leading developed states. In the United States, in particular,
militarism remains a basic feature of most aspects of society. This is linked to assumptions about
the “right” of the United States to assume the role of global superpower and to wage war
whenever deemed necessary to “protect” American interests. Thus, 20 years after the end of the
Cold War, the United States maintains a “permanent war economy” (Melman, 1974) based on
a shared consensus about its perceived economic benefits, the centrality of foreign weapons sales
as a part of the economy, as well as a reliance on military force to resolve political conflict.
Efforts to cut weapons systems or to limit military spending in the United States typically
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provoke a bipartisan political reaction aimed at preserving military-related jobs at all costs.
These social norms have been reinforced since September 11, 2001, as the United States has
waged a “war on terror” and fought concurrent wars in Iraq and Afghanistan. While the
economic costs and the tradeoffs in terms of lost investment that result from allegiance to a
military industrial complex have been challenged (Hossein-Zadeh, 2007), some argue that a
perpetual state of war preparedness in the United States has also exacted a domestic toll —
largely unexamined — on the civilian population (Lutz, 2002). The effects of living in a state of
“para-war” and the constant threat of external violence generated through war preparedness
have received limited research attention (Piachaud, 2008).

Disruptions to a range of “macro” level social structures and institutions are one aspect of the
consequences imposed by violent conflict. Social work and other disciplines have increasingly
addressed the individual effects caused by war and the myriad other ways in which armed conflict
undermines the health of communities and social systems. In particular, the mental health
outcomes associated with the trauma of war bear special consideration. These effects vary signi-
ficantly across different populations. While greater attention has been paid to the relationship
between mental health problems and war in recent decades (Krippner & Mclntyre, 2003),
understanding of these processes remains uneven. Much scholarship that exists has focused on
treating refugees in third countries, rather than those living in (active or former) conflict zones.
This underscores a need for analysis of community-based interventions that seek to stabilize
local communities and promote social capital in the wake of armed conflict. That significant
research gaps exist illuminates the uneven nature of mental health promotion and services
worldwide. It further suggests the lack of a global commitment to fully appreciate some of the
most significant “costs” of war.

War and mental health/illness

Research on the health consequences of war has led to growing recognition that the mental
health effects linked to armed conflict are significant (Levy & Sidel, 2008). In part this reflects a
consensus, embraced by the World Health Organization, that the conception of health should
include “physical, mental, and social well-being, and not merely the absence of disease or
infirmity” (Declaration of Alma-Ata, 1978, para. 2). While this represents an evolution in the
promotion of public health, it also highlights the necessity of education and investment to
ensure adequate mental health services in a global context. Given the lack of capacity to both
assess and treat mental health symptoms in many countries experiencing conflict, greater
awareness and creativity in dealing with this phenomenon must occur (Ghosh, Mohit, &
Murthy, 2004). This is critical since with adequate diagnosis and quality intervention, most
mental health problems are treatable.

Recent attention has focused on the psychological effects of war and related traumatic
events on soldiers and their varied mental health needs (Englehard, Huijding, van den Hout,
& de Jong, 2007; Paulson & Krippner, 2007). Among U.S. veterans of the wars in Iraq and
Afghanistan, for example, high levels of depression, post-traumatic stress disorder, and other
mental health problems linked to exposure to combat have been found. Hoge, Auchterlonie,
and Milliken (2006) cited a high prevalence of mental health problem linked to active combat
duty in these two conflicts, along with a relatively high level of mental health care utilization
upon return to the United States. A report by the RAND Corporation found that more than 30
percent of returning veterans from Iraq and Afghanistan met the criteria for PI'SD or major
depression (Tanielian & Jaycock, 2008). Given the prolonged deployments of U.S. military
personnel in these wars, and the high rate of traumatic brain injury — a “signature wound” of
these conflicts — there is a strong likelihood that recognition of the mwvisible wounds of war will
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increase in future years. Such developments will likely place added strain on soldiers, their
families, and continue to burden mental health care systems.

In a further sign of the human toll exacted by war, rising suicide rates among active duty
military personnel have been reported in recent years, reaching a nearly 30-year high, while
suicide among U.S. veterans has also risen (Kuehn, 2009). Of note, in 2008 the suicide rate
among the military exceeded the civilian rate (“Evidence-based prevention ...”; 2009).
Researchers found that large numbers of troops serving in Iraq and Afghanistan sustained
serious injuries or developed psychiatric conditions during their deployment that have
increased the risk of suicide (Tanielian & Jaycock, 2008). Strains on military families and
increased incidence of child maltreatment during periods when soldier-parents were deployed
have also been linked to participation in these wars (Gibbs, Martin, Kupper, & Johnson, 2007).
The Army Center for Health Promotion and Preventive Medicine found that members of one
Army unit that served in Iraq were accused of numerous murders and violent assaults after
returning to the United States (U.S. Army Center for Health Promotion and Preventive
Medicine (USACHPPM), 2009). In light of recent efforts to address mental health needs among
U.S. troops serving in combat situations, these findings suggest continued stigma about
reporting depression and other mental health problems within the military.

Addressing the varied forms of trauma experienced by soldiers should be of concern to
mental health practitioners, especially given the lack of adequate psychological services for U.S.
veterans. Among those experiencing a traumatic brain injury or suffering PT'SD or other
mental health conditions from deployment in Iraq and Afghanistan, only about one-half have
sought psychiatric treatment and overall levels of mental health care are uneven (Tanielian &
Jaycock, 2008). The growing strains placed on military families and the well-documented
instability caused by mental health problems — lost work and low productivity, family
disruption, and heightened probability of developing other disorders — underscore the need for
an integrated system of care for military veterans. Ultimately, Wheeler and Bragin (2007)
suggest a need for greater social work engagement on mental health issues for returning U.S.
veterans and their families. They find that current services tend to pathologize returning
veterans (based on use of a medical model to treat PTSD and other conditions) and are
inadequate to promote integration of soldiers into local communities.

While the issues affecting soldiers are significant, given the extensive literature on the
community level impacts of armed conflict, the focus of this chapter is on the health and mental
health consequences of war for cuwilians worldwide. In light of the growing disruption of
community functioning and increased rates of civilian casualties linked to armed conflict, this
emphasis seems essential. How does war and exposure to armed conflict produce different
mental health impacts? Who is affected, and what are the key risk factors for elevated symptoms
of depression, anxiety, and other psychiatric disorders? What forms of intervention can be
developed to grapple with the disintegration of social and family networks? What indigenous or
local forms of coping and healing from trauma which are culturally relevant and accessible
currently exist?

Krippner and McIntyre (2003) identify both war stress and war trauma as distinct phenomenon
produced by armed conflict that impact individuals and communities. They describe war stress
as a range of stressors that people are exposed to in war — psychological, biological, social,
cultural — either directly or indirectly. War trauma is seen as an “extreme” stressor resulting
from the effects of war that has both individual and collective dimensions. War stress includes
physical or psychosocial consequences, like depression and anxiety, and PT'SD, although PT'SD
is relatively uncommon. Other typical manifestations of stress resulting from armed conflict
include increased rates of substance abuse, social isolation, and suicidal behavior (World Health
Organization, 2002), all of which can impede successful coping and social functioning.
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Secondary effects associated with war include increased domestic and gender-based violence,
child abuse, and other acts of violence (Satcher, Friel, & Bell, 2007; Watts, Siddiqi, Shukrullah,
Karim, & Serag, 2007).

At the group and communal level war trauma addresses “all the health, social, economic,
cultural, and political consequences of war stress” (Krippner & Mclntyre, 2003, p. 7).
Psychological stresses resulting from armed conflict typically stem from physical displacement
(both “voluntary” and forced), the loss of community and a need to adjust to a new environ-
ment, social isolation, loss and grief, reduced social standing within a community, or a loss of
family (World Health Organization, 2002). These effects are often pronounced for refugees,
who typically face prolonged periods of family separation, displacement, and a loss of status and
personal identity (Lacroix, 2006).

The prevalence of mental disorders has been found to increase during warfare and in post-
conflict settings, affecting significant portions of local populations. The mental health effects of
war are likely to be exhibited in numerous symptoms, many of which go undiagnosed and/or
untreated in conflict settings (especially in developing countries). In addition, for a variety
of reasons including the stigma associated with mental illness and treatment, limited diag-
nostic capacity, or a lack of understanding of psychological distress, these conditions often go
unrecognized. Thus in different cultural contexts, psychological problems may actually present
themselves as a variety of physical problems (headaches, gastrointestinal symptoms, heart or
chest pain, backaches) that are addressed by “easier,” more typical forms of treatment.

While a lack of consistent baseline data limits much research, most of those who develop
diagnosable disorders from war trauma are thought to have little or no prior mental health
problems. Chronic conflict in Africa and the Middle East, for example, has had a significant
effect on mental health. In the first national level study in Lebanon of the effect of war on mental
disorders during the lifespan of individuals, more than one-fourth of those surveyed had at least
one DSM-IV disorder in their lifetime (Karam et al., 2008). This figure rose to one in three
Lebanese by the age of 75, with major depression and anxiety disorders being most common.
In a country that has experienced chronic conflict for decades, “there was a cumulative effect of
war exposure increasing the likelithood” of developing various psychiatric disorders for the first
time (p. 583). Eight years after a genocide that took the lives of at least 10 percent of Rwandan
citizens, a survey of adults in four communities found that one in four met the symptom criteria
for PTSD, a rate that was higher among women. More than 90 percent reported exposure to
at least one traumatic event. Ethnicity, age and gender, cumulative traumatic exposure, and
geographic proximity to specific events were statistically significant predictors of PTSD
symptoms (Pham, Weinstein, & Longman, 2004).

Two multi-cluster population-based surveys of the mental health impact of war in
Afghanistan (Lopes Cardozo et al., 2004; Scholte et al., 2004) found high levels of anxiety,
depression, and PTSD. Exposure to trauma and gender — being female — were found to increase
the risk of developing mental health symptoms. The impact of trauma was also found to
increase feelings of hatred and attitudes toward revenge in Afghanistan (Lopes Cardozo et al.,
2004), as well as in previous research among war victims in Kosovo (Lopes Cardozo, Kaiser,
Gotway Crawford, & Againi, 2003).

Despite prohibitions on the targeting of non-combatants, the majority of casualties of modern
warfare are civilians; this population is increasingly victimized through both physical and
psychological violence. In part this reflects the increase in “civil wars, with enemies consisting of
groups within the same population. This type of warfare focuses on civilians as targets” and
seeks to disrupt the larger social environment (Oakes & Lucas, 2001, p. 143). One study that
sought to measure levels of prohibited or undesirable outcomes inflicted during armed conflict
— so called “dirty war” tactics like torture and civilian death — found that the targeting of
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civilians was used by illegal paramilitaries, as well as government troops and (more traditional)
guerrilla forces (Hicks & Spagat, 2008).

Given the rise in attacks on civilians and the disruption of social institutions and networks,
those groups seen as most at risk in war zones are women, elderly people, children, people with
disabilities, low-income populations, and ethnic and religious minorities. The targeting of key
community figures is increasingly common in war and internal armed conflict as well. Thus
educators, medical professionals, union leaders, religious figures, neighborhood leaders, and
public officials are frequently victims of assassination, kidnappings, or threatened with violence
(either directly or toward their family), undermining social networks and community relations.
The rise in the targeting of civilians in war has been marked by a corresponding focus on the
psychological impact of armed conflict on civilian populations (Krippner & Mclntyre, 2003).

As basic community structures like places of worship, public spaces, and employment oppor-
tunities are increasingly targeted in armed conflict, public health and well-being suffer. The
loss of key community and social supports interacts to produce distinct forms of trauma and
psychological suffering among different civilian groups, though this may often manifest itself in
ways that appear unrelated to armed conflict. If children cannot attend school on a regular
basis, if women can no longer shop or be in the public sphere safely, as basic social networks
become fractured, the varied mental health effects linked to armed conflict are compounded.
Community disruption linked to war thus plays out at the individual level in terms of increased
social isolation, distrust and fear, a heightened sense of uncertainty about everyday life, and the
loss of the ability to engage in routine forms of social interaction and community functions.

Alack of research on the long-term psychological effects of exposure to war and armed conflict
challenges efforts to ensure adequate mental health treatment. What is clear, however, is the
need for a return to basic social functioning and integration after armed conflict ends — access
to schooling, work, and key social institutions, and the maintenance of family and social
networks among those displaced by conflict and who are able to return to their community.

Existing gendered power differentials are amplified in conditions of war, as women are typically
more vulnerable to and disproportionately affected by the harmful effects of armed conflict
(Jansen, 2006). Women’s roles as neighborhood leaders, caregivers, and homemakers serve to
heighten community vulnerability to disruption in wartime as women are increasingly targeted
by violence (Ross-Sheriff, 2006). A rupture in existing social networks and relationships that
depend upon the participation and leadership of women thus produces a ripple effect that
weakens other social supports within local communities. Forced migration and the loss of male
household contributions often increases women’s caretaking duties, and the added strains of
health, nutrition, and security concerns places added stress on the mental health status of
women. Yet for many women in conflict situations the “effects of war trauma and the violation
of dignity and rights are often unrecognized and untreated” (Jansen, 2006, p. 141).

Historically, women have been subjected to the physical harm and psychological trauma of
rape and other forms of violence in wartime (Milillo, 2006). The targeting of women has been
seen as a normal aspect of armed conflict, especially the use of rape as a “spoil” of war,
furthering the subordinate status of women (Snyder, Gabbard, Dean May, & Zulcic, 2006;
Watts et al., 2007). The use of rape, often in a systematic manner, received significant attention
in the 1990s during civil war in the former Yugoslavia. In that conflict, so-called rape camps
were discovered and the scope of violence against women in war was highlighted through mass
media coverage (Kozaric-Kovacic, Folnegovic-Smalc, Skrinjaric, Szajnberg, & Marusic, 1995).

Attention to the targeting of women and girls in war has highlighted the use of rape and
sexual violence, in particular its function in undermining local culture and household relations
(Farwell, 2004), as well as in disrupting women’s sense of safety and personal control (Watts et
al., 2007). While rape in war is sometimes used against men and boys, it is largely a tactic
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employed against women and girls. For Jansen (2006), “in war, women’s bodies become a
battleground — rapes, forced pregnancies, kidnappings, and sexual servitude are common” (p.
136). With its growing use as a “deliberate, strategic, and political tactic” (PLoS Medicine
Editors, 2009, p. 1), sexual violence in war is clearly designed to terrorize women and girls,
disrupt family structure, and undermine local community functioning.

Psychologically the effects are no less devastating. Traumatized by the event, women are
often unable to care for their children or households, fear leaving their homes, can become
socially ostracized and isolated, and may be rejected by their husbands, families, or
communities.

(PLoS Medicine Editors, 2009, p. 1)

Advocacy about the status of women in war led to the adoption of two United Nations
Security Council resolutions in recent years: a 2000 decree called for equal participation by
women in conflict resolution efforts, and a 2008 declaration identified the specific obligations of
individual states and UN bodies to prevent and punish the use of sexual violence against women
when used as a weapon of war. Despite interest in the status of women in conflict settings, war
rape in particular continues to be a hallmark of contemporary armed violence. Chronic conflict
in the Congo, for example, has been marked by human rights violations of civilian groups and
pervasive sexual violence targeting women and girls. The UN Development Fund for Women
(UNIFEM, 2008) found that a lack of political action on gender violence by member states has
hampered efforts to protect women in war zones. The inability to realize greater progress on
this issue has led some groups to call for creation of a UN coordinator focused on the broad
issue of women and armed conflict (Human Rights Watch, 2008).

Mortality rates in wartime for chuldren are among the highest of any group; an estimated two
million children have been killed and six million wounded or permanently disabled from wars
since 1990 (United Nations Security Council, 2008). Armed conflict extracts a toll on children
in other ways, highlighting the “social contexts that lead to war and produce low levels of life
chances” among this population (Carlton-Ford, 2004, p. 185). In particular, as young children
react quickly to major changes in their social environment, their vulnerability to the impact of
war 18 heightened. Children in countries experiencing war are more likely to suffer malnutrition
than other groups, and are more susceptible to death and health problems from poor sanitation
and lack of access to clean water. Carlton-Ford (2004) examined conflicts in Iraq, Liberia, and
the Congo, finding significantly increased child mortality rates related to war in each location at
a time when global child mortality decreased markedly.

Research documenting the psychological effects of conflict on children is less robust than
findings related to children’s overall health stemming from war (Attanayake, McKay, Joffres,
Singh, Burkle, & Mills, 2009). The political response to the psychosocial needs of children
affected by war has also lagged (McIntyre & Ventura, 2003), despite the prevalence of children
as war victims. The relationship between public health and individual mental health in children
due to armed conflict is nonetheless noteworthy. Whether by hearing family or friends discuss
adverse events related to war, being directly exposed to violence, or experiencing physical
displacement, children appear more prone to display the adverse psychological effects linked
to war. These can be short term, as in anxiety, displays of anger, the loss of sleep, and
submissiveness, or they may be longer term behavioral changes like depression and even PTSD
(Santa Barbara, 2000). As with research on other groups, the cumulative impact of exposure to
traumatic events among children appears to increase the incidence of such behaviors.

In a meta-analysis of research about mental disorders in children exposed to war, researchers
found that symptoms of PTSD occurred within every study; elevated anxiety disorders and
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depression were reported in one-fourth of the examined literature (Attanayake et al., 2009). A
study of Angolan adolescents, many of whom had grown up in a context of constant war,
periodic famine, and widespread social disorganization, found a high prevalence of PTSD
among those still living in Angola compared to refugee youth living in another country
(MclIntyre & Ventura, 2003). Key differences among the three groups in behavioral adjustment,
anxiety and depression, and other psychological problems related to their direct exposure to
war suggest “a global negative effect of war trauma on these adolescents’ development” (p. 44).

Displacement from armed conflict appears to be key risk factor for the prevalence of mental
disorders in children, as does the actual timing of exposure to traumatic events (Attanayake et
al., 2009). The loss of one or both parents in war creates profound turmoil in the emotional and
physical well-being of children, adding to economic instability, jeopardizing the right to an
education, and increasing the risk of exploitation (UNICEF, 2004). Parental loss may not occur
solely through mortality linked to war; family separation, often for prolonged periods, is
common in wartime as different family members are forced to flee local communities as
refugees or internally displaced persons.

The growing use of child soldiers in armed conflict, typically through forced recruitment,
represents another way that human development is undermined and children’s life chances are
severely compromised in war (Kimmel & Roby, 2007). While the use of children under age 18
by paramilitaries, armed political groups and tribal militias has received most attention, more
than ten countries utilized child soldiers in their regular armed forces since 2000. Boys are most
often forced or recruited into soldering, yet increasingly girls are utilized as fighters and helpers;
but in either instance girls face routine sexual assault and rape by other soldiers (Coalition to
Stop the Use of Child Soldiers, 2004).

An analysis of former child soldiers in Nepal found higher levels of mental health problems
compared with Nepalese children who were not conscripted (Kohert et al., 2008). All study
participants experienced at least one type of trauma and “both groups displayed a substantial
burden of mental health and psychosocial problems” (p. 700). However, the cumulative
exposure to traumatic events was thought to explain child soldiers’ worse mental health
outcomes, a finding similar to other research. Kimmel and Roby (2007) note that as child
soldiers are denied the ability to engage in typical childhood and adolescent experiences, they
are susceptible to psychological problems and an inability to engage in normal social func-
tioning, effects that are often long term.

The rise in the number of wnternally displaced persons (IDPs) and refugees fleeing war illustrates
multiple ways that armed conflict causes disruption of basic community functioning and family
life. The United Nations High Commissioner for Refugees (UNHCR) reported that in 2008 the
highest number of IDPs ever recorded — more than 14 million — received direct assistance from
the UN, and that nearly 12 million others had to survive on their own or rely on other forms of
assistance (UNHCR, 2009). A significant literature has emerged on the relationship between
exposure to war and community violence and psychological well-being among refugees. This
research not only illustrates the effects of armed conflict on mental health, but also suggests the
relevance of individual and community interventions and services that promote resilience and
the healing of trauma.

Long-term displacement, especially as refugees in camps, can lead to diminished health
status, induce a range of mental health conditions, and undermine educational opportunities
and daily routines that are critical for child development. Yet the lack of psychosocial and
mental health services for refugee women and children in Africa (Sossou, 2006) suggests an
inability to adequately address war trauma among this population. Despite some shared events
in conflict settings and/or in the process of becoming a refugee, there are key differences in
the experiences and health and mental health outcomes affecting those uprooted by war,
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llustrating the importance of the social context of trauma (Kett, 2005). For some refugees,
mental health symptoms may intensify throughout their experience, and even those who
successfully resettle to third countries “may continue to have psychological distress and difficulty
adapting and adjusting” (Kroll, 2003, p. 669).

Another challenge is in addressing the mental health needs of refugees dispersed into urban
settings. This is the case with most Iraqi refugees fleeing conflict and violence following the 2003
U.S. invasion of Iraq. A high percentage of Iraqi families in Jordan and Lebanon are experi-
encing “a period of serious emotional and psychosocial threats. These threats create widespread
distress in (the) living environment of displaced Iraqis” (International Organization of
Migration (IOM), 2008, p. 14). In Syria refugees reported “a high exposure to distressing and
traumatic events” in Iraq, such as being a victim of violence, kidnappings, and torture. In
addition, “high incidences of domestic violence as well as anxiety and depression” have been
reported among this population (International Catholic Migration Commission (ICMC), 2008,
p- 8). Outreach to Iraqi refugees to assess their psychosocial needs remains problematic due to
their illegal status in these countries and their fear of being monitored while accessing existing
services. Thus, international and local organizations have been hampered in their efforts to
design and implement effective mental health programming.

Importantly, many of these mental health effects may be long lasting. One study of Mexican
and Latin American refugees and immigrants living in the United States, on average for more
than 14 years, found that those exposed to “political violence” in their country of origin had
high levels of depression, PT'SD, and other mental health disorders (Eisenman, Gelberg, Liu, &
Shapiro, 2003). Those reporting exposure to political violence also suffered significantly poorer
quality of health, including chronic pain and impaired physical functioning. Only 3 percent of
this population had ever reported these traumatic experiences to a physician, and few were
receiving mental health services.

A significant proportion of refugees are thought to experience torture, yet treatment of
torture victims and research examining the efficacy of such interventions is relatively new.
Common symptoms of those subjected to torture are depression and PT'SD, though significant
variation is common:

risk factors for a greater severity of symptoms include longer duration and greater intensity
of torture, a history of abuse during childhood (before the torture), an absence of social
support after the torture, young age at the time of torture (children are particularly vulner-
able), and any history of mental illness.

(McCullough-Zander & Larson, 2004, p. 57)

Efforts to understand successful responses to the stress and trauma produced by armed conflict
must include recognition of the relevance of cultural factors in different contexts. In addition,
given the scale of war trauma and stress, traditional mental health interventions targeting
individuals are usually “not suitable to respond quickly and efficiently to the needs of large
groups of civilians in a war or postwar situation” (Krippner & Mclntyre, 2003, p. 107).
Increasingly, a psychosocial approach to addressing the impact of war-related trauma is aimed
at promoting community building efforts, especially those that facilitate self-help, community
mobilization, and integrate cultural, spiritual and religious healing practices (Inter-Agency
Standing Committee (IASC), 2007). Thus community-based approaches that recognize social
context and can address the psychosocial needs of large numbers of persons appear as relevant
as mental health care for those with severe psychological responses to war trauma.

Witmer and Culver (2001) describe the research emphasis on individual mental health
problems and intervention among Bosnian refugees, and a corresponding lack of attention to
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resilience, adaptation, and key family and community supports. Yet even individualized services
for those affected by armed conflict that integrate cultural and social factors appear most
effective (World Health Organization, 2002). Nonetheless, Piachaud (2008) notes that those
with pre-existing conditions of severe mental illness are among the most vulnerable populations
in post-conflict settings. He warns that the “focus on “post-conflict mental health,” on ‘trauma’
and on the ‘psychosocial’ might detract from services for those with long-standing and enduring
mental illness” (p. 325). The use of learning theory and cognitive behavioral therapy, especially
with refugees, may provide significant opportunities for addressing depression and a greater
sense of self-control for those dealing with war trauma (Paulson, 2003). Such approaches,
however, may fail to adequately address deep-seated emotional wounds.

Individual and family-based therapy is often required for specific cases of torture. Yet
training of helping professionals, including social workers, to treat torture survivors is in its
infancy in the United States and other countries, which accept large numbers of refugees
(Engstrom & Okamura, 2004). Interventions vary depending on the severity of victims’
experiences; psychotherapy using a cognitive behavioral approach and “talk” therapy appear as
dominant forms of intervention in Europe and the United States (McCullough-Zander &
Larson, 2004).

The U.S.-based Center for Victims of Torture (CVT) is one of several international organ-
izations that work with torture survivors, offering evaluation, psychological services, and other
forms of assistance. They operate from the premise that survivors can recover, particularly with
a multifaceted treatment approach. Recognizing that many survivors of torture do not seek
help, CVT works with service providers, community-based organizations, and local leaders
to provide training on recognizing the effects of war trauma and torture and implementing
culturally relevant responses.

Research examining key protective factors that can moderate the effects of exposure to
armed conflict is undeveloped, yet suggests several important methods to promote resiliency.
Berthold (2000) notes the importance of social supports in addressing war trauma among
refugee youth and its role in helping improve educational and social outcomes. Creating a
space for survivors to share their experiences has been shown to produce positive effects
for victims of extreme trauma (Oakes & Lucas, 2001). Thus, Bosnian refugee children who
demonstrated significant war stress were shown to benefit from opportunities to discuss their
war-related experiences (Angel, Hjern, & Ingleby, 2001). Argentinean victims who suffered
trauma from political repression and torture also experienced gains from the use of reflection
groups to process shared experiences (Edelman, Kersner, Kordon, & Lagos, 2003). Aside from
access to relevant social services and culturally competent social workers, Nash, Wong, and
Trlin (2006) cite the importance of social integration for successful resettlement experiences
among refugees. The role of humanitarian and social service agencies in facilitating
integration for Albanian Kosovar refugees has also been noted (Pittman, Drumm, & Perry,
2001).

Processes of transitional justice and reconciliation represent another key element of
community-based efforts to address war trauma. The use of traditional community-based
methods of resolving disputes was adapted in Rwanda to promote judicial and reconciliation
efforts following the 1994 genocide (Pham, Weinstein, & Longman, 2004). The gacaca trials,
used for those accused of less serious crimes during the genocide, involve the use of locally
elected committees of lay judges. Yet researchers note that the process of promoting and
achieving reconciliation emerges as a difficult task in post-conflict settings, especially when
utilizing an approach based on norms of justice:

Reconciliation is a complex process that entails difficult tasks such as the reforging of
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societal linkages and the rebuilding of communities. Whether judicial responses are
capable of contributing substantially to this process has not been empirically tested.
(Pham et al., 2004, p. 603)

In this case, “reconciliation” was defined as a community-based process that developed a
shared sense of community, promoted the establishment of mutual ties and obligations,
recognized individual rights, and emphasized non-violence. Among more than 2,000 study
participants, approximately three-fourths had been forced to flee their home, had their property
destroyed, or had a close family member killed. One in four met the symptom criteria for PTSD.
The highest percentage of participants favored the use of local (gacaca) tribunals (compared other
forms of legal justice), with nearly two-thirds reporting an ability to be interdependent with
other ethnic groups and supportive of the process of achieving social justice. However, among
those with symptoms of PTSD there was less support for independence and a belief in
community (Pham et al., 2004). As can be seen from this example, repairing and rebuilding
communities fractured by war must be seen as a long-term process that requires considerable
investment on the part of community leaders, professionals, and local government.

Research has shown the important role played by women in establishing social networks for
survival during wartime and post-conflict recovery. In an assessment of Afghan refugees, Ross-
Sherift (2006) found that the significant responsibilities afforded women in the home and
within local communities provided a strategic opportunity to help nurture community healing
in post-conflict settings. Her research emphasizes the ways in which resilience among those
directly affected by war is linked to the ability to maintain social networks and key cultural
and/or religious practices. The ability to utilize religion and traditional (tribal) values was also
found to moderate the impact of war on the developmental and psychological status of
Angolan youth, as were other social supports like intact families (McIntyre & Ventura, 2003).
In the first nationally representative mental health survey performed in Afghanistan, key
coping strategies that modified high prevalence rates of symptoms of depression, anxiety, and
PTSD illustrate the importance of psychosocial interventions that can help reestablish social
networks and community engagement. These included spiritual and religious practices, the
support of family and friends, and access to sources of income and material assistance (Lopes
Cardozo et al., 2004).

Although physical dislocation is an obvious by-product of war, displacement itself may
actually represent an essential step to adaptation and survival in conflict settings. Thompson
and Eade (2002) found that women who were uprooted from local towns and villages
throughout the 1980s civil war in El Salvador assumed leadership roles in forming new sup-
port systems and grassroots organizations. Such strategies were an essential step to help repair
community networks and create civilian protection strategies to deal with pervasive state
violence targeting rural populations. While these women suffered physical violence and
psychological trauma, they were not simply victims. In this case, by engaging in collective action
women took on the role of social actors contributing to their individual and collective
empowerment, ultimately helping build support for an end to a brutal and long-running civil
conflict (Thompson & Eade, 2002).

Research following the September 11, 2001 terrorist attacks reveals significant mental health
impacts for those directly affected by the violence, as well as others who experienced heightened
anxiety due to fear of future attacks on U.S. soil. This suggests that while it was unusual for such
events to occur within the United States, the reaction to these traumatic incidents mirrored that
experienced by people in other conflicts. For example, elevated levels of depression, anxiety and
other psychological problems were found to be significant among residents of New York City
following the attacks (Galea et al., 2002; Schlenger, 2005). A study of mental health secking
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among parents of young children in Manhattan noted that all parents “reported some direct
exposure to the attacks or the immediate aftermath” (DeVoe, Bannon, Klein, & Miranda, 2007,
p. 312). Nearly two-thirds of parents sought at least one common form of mental health care
following 9/11, while 37 percent received at least two types of treatment. Not only did most
parents cite high amounts of psychological distress, but also significant levels of behavioral and
sleeping problems were reported among their children, which contribute to greater parental
distress and can undermine family functioning.

The long-term effects of exposure to the September 11 attacks differed among children in
one study depending on their previous history of exposure to harmful events (Mullett-Hume,
Anshel, Guevara, & Cloitre, 2008). Middle school youth with little (lifetime) exposure to
traumatic events were found to have a “significant impact on PTSD symptomatology” from the
World Trade Center attacks (Mullett-Hume et al., 2008, p. 106). Among nearly 200 youth in
this study, more than 40 percent reported a range of symptoms that impaired their ability to
function effectively and affected their level of happiness more than two years after the terrorist
attacks — relationship problems, trouble completing schoolwork, and difficulties with family and
friends. A survey of undergraduate college students at three public universities one year after
September 11 noted that the attacks continued to produce a “residual level of symptoms and
probable cases of PTSD” in significant numbers of students (Blanchard, Rowell, Kuhn, Rogers,
& Wittrock, 2005, p. 149). Those living in greater proximity to New York City had a higher
likelihood of such symptoms, a finding supported by other research (Galea et al., 2002).

While feelings of confusion, fear, and powerlessness were common following September 11,
especially among those closest to the attacks (Beck & Buchele, 2005), they were pronounced
among family members of dead or missing workers from the World Trade Center buildings.
Boss, Beaulieu, Wieling, Turner, and LaCruz (2003) note that the trauma of the terrorist attacks
was also aggravated for persons of color, as real or perceived incidents of discrimination, racism,
and mistreatment increased in the immediate aftermath of 9/11. A study of resilience in Arab
American couples also found a high level of personal experience (or knowledge of) discrimi-
nation against Arabs in the United States following the attacks (Beitin, Allen, & Allen, 2005). In
addition, researchers found that Arab Americans faced a profound struggle over their identity
— Arabs vs. Americans — “in the midst of pressure from the larger society to take sides” (p. 257).

Aside from the trauma directly linked to the attacks, different groups also experienced
community disruption and a range of stressors following September 11. Krauss et al. (2003)
describe how low-income residents of the Lower East Side of Manhattan, already dealing with
an HIV epidemic and the impact of welfare reform, were suddenly faced with school closures,
the fear of additional attacks, and rising levels of violence and ethnic conflict in their
neighborhood. As familiar and “safe” spaces were restricted or closed off due to the attacks,
many parents and their children were forced to navigate an environment increasingly seen as
more unpredictable and dangerous. Among participants in focus groups and interviews, “nearly
all parents mentioned that their child was now afraid to go to school . .. Now every school —
elementary, junior high, high school — was a place were rumors about local dangers and threats
were common” (Krauss et al., 2003, p. 525). Thus as feelings of safety were undermined, local
residents and the larger community restricted or changed their behavior in public settings: “new
dangers appeared to come from new places and new people under new rules” (p. 526).

lllustration and discussion

Social workers have a critical role to play as community agents helping to rebuild local communities
disrupted from war and armed conflict. By emphasizing an empowerment-based, participatory
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approach to healing the wounds of war (both physical and psychological) they can address both the
psycho and social aspects of conflict in order to strengthen social capital in local communities (Lee,
2001). The focus on integrating civilians and the victims of war into community life involves re-
establishing key community functions: religious institutions, employment, and schools to name a
few. This also suggests a need to prioritize community involvement to develop and hone com-
munity organizing skills — especially among those affected by armed conflict — which can be used in
multiple phases of local reconciliation following war. In the following case illustration, a community
social worker helps a family by focusing on different efforts that promote self-help and a community
empowerment approach to deal with the varied disruptions caused by armed conflict. The use of
interventions targeting the social is thus seen as key to psychological well-being and the promotion
of health.

The family lives in a developing country that has experienced sustained ethnic and religious
conflict for several years. Religious and ethnic minorities have been prominent victims of sustained
violence. Significant numbers of this population have been forced to flee to safer parts of the
country or abroad, resulting in the disintegration of many formerly thriving communities.
Moreover, as a result of widespread armed conflict, the country’s economic system has been
severely disrupted, the health and educational systems have failed, and much of the population is
reliant upon humanitarian assistance to meet basic needs. Throughout the country, key community
leaders (religious figures, union members, and teachers) have been targeted for kidnapping and
violence, and much of the country is marked by a lack of stability and community functioning.

Members of the family are among the hundreds of thousands of internally displaced persons
(IDPs) uprooted from their local community in recent years due to pervasive armed conflict and
targeted violence. Although the family has been displaced to a part of the country that is relatively
stable, like most IDPs they are without access to adequate food, secure housing, regular work, and
stable education for their children.

While the community they live in has experienced only a few acts of violence, the family remains
fearful of retribution and/or violence based on their identity: they are members of a small religious
minority in the country. During the ongoing conflict their sect has been targeted by members of the
nation’s dominant religious group in an effort to force it out of several local communities and
promote “ethnic cleansing.” During some of the most brutal fighting, the family’s |9-year-old son
was kidnapped from their home and tortured, while the father’s brother was murdered by an
extremist group operating in their former community.

After living in their new community for several weeks, the family approached a local community-
based organization, which is supported by an international non-governmental organization (NGO),
for a mattress and some basic material goods (food and cooking utensils). One of two social
workers serving with the group did a full intake with the family to assess their overall situation
(family status, their current work situation, education, health, and basic needs). The social worker
identified a range of material needs for the family. Secure housing and access to adequate food were
most pressing; but the family also lacked a stable income, while none of their three children were
attending school.

During the course of the intake, the social worker determined that the father was suffering from
severe depression, which manifested itself in his inability to sleep regularly, a noticeable withdrawal
from interaction with his family, and sudden outbursts of anger. These conditions appeared to stem
from his loss of job and displacement from the community where he lived his entire life. After some
prodding, he also expressed unresolved trauma stemming from the death of his brother and the
kidnapping of his son. He noted that his perceived inability to protect and provide for his family had
eroded his self-confidence and, in his eyes, made him “less of a man.” The family’s two daughters
initially attended school in their new community. But following an incident in which a schoolmate
was harassed by several older boys, the father decided that it was unsafe for them to continue
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attending. Despite the protests of his older daughter, both girls stayed at home most of the day.
The younger daughter, aged nine, reported having nightmares and was fearful of leaving the home.
The son expressed a desire to contribute to the family; he had been working as a day laborer, but
would have liked to secure a more stable form of employment and more regularly get out of the
house. The mother, despite the disruption and multiple traumas affecting the family, took up de
facto the role of head of household. She was bringing in a small income through domestic service
which has afforded her a growing sense of accomplishment. She has also recently begun to
participate in a women’s cooperative making pickles and pastries for sale in the local market, an
initiative supported by local and international NGOs.

A typical, western method of addressing some of the trauma and apparent mental health
problems affecting this family would be to implement specific mental health interventions like
individual therapy. However, given the conditions in the country, this was not the most realistic,
feasible, or culturally acceptable means of serving this family. Due in part to a lack of local mental
health capacity (training, services, education) there is no viable means to deal with the more severe
mental health effects of war and displacement for most civilians. The country lacks an adequate
workforce of trained social workers, psychiatrists, and mental health professionals. In this family
situation, the social worker recognized the need to focus on helping with mental health issues via
community interventions; in other words, promoting community rebuilding and reintegration of
family members into the community.

The social worker recognized that dealing with more immediate material needs was a necessary
precursor to working with this family on longer-term psychological problems. Direct mental health
interventions are thus viewed as secondary to meeting the family’s basic needs. Helping the family
to overcome the social isolation produced by war was viewed as the most viable method to re-
establish key social and community networks and their reintegration into mainstream society.
Combating fear, the stress of poverty and family and community disruption by becoming
functioning social actors were all seen by the social worker as part of promoting good mental
health.

Efforts to provide education and training in marketable skills, especially for displaced youth, have
been identified by humanitarian groups as a key method to promote youth participation and
leadership in community rebuilding efforts. This is seen as essential given the large numbers of
youth, especially young men, no longer attending school and who have irregular attachment to the
labor force. Many of these youth are seen as prime candidates for joining the varied armed militias
that continue to operate in the country and which offer young men money for carrying out violent
attacks. The social worker, in conjunction with a local initiative between an international
organization and the Ministry of Education, helped the son join a new vocational-technical program
for young men that offers a stipend during training. This allowed the son to receive training that led
to certification as a computer technician, to begin earning a small, but steady income, and to create
a network of friends that helped facilitate his integration into the local community. While he
continued to avoid discussion of his kidnapping, after several months in the program, the son was
more engaged with his family and developed several close friends.

Based on information shared at meetings of community workers and NGO representatives, the
social worker has recently developed a new appreciation of the urgency of addressing the needs of
men. Given their growing social isolation, family disruption and the strains produced by a lack of
work and income for many of these men, community workers now believe that integrating this
population into the local community will help address a rise in domestic and gender-based violence;
and it may likely confront the depression which seems common among displaced adult men in the
community. As a result, the social worker has begun a project with an international humanitarian
group to work with older men. After several unsuccessful attempts, the social worker has identified
several (informal) community leaders who agreed to facilitate focus groups among male IDPs.
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These discussion groups help highlight a number of previously ignored concerns that are critical to
the identity of the male participants. These include a loss of a sense of self-efficacy which is linked
to a lack of work and diminished leadership roles in the community. Indeed, the focus of a
“livelihoods” approach that prioritizes economic empowerment of youth and women has made
many of these men, who formerly worked in important positions in their community, feel isolated
and ignored.

The focus groups have helped to articulate a number of ways that men can begin to be reinte-
grated into the local community. This includes using them to help plan economic development
efforts and finding ways to work with/in local community institutions (educational, commercial,
etc.), and to promote post-conflict reconciliation among disparate social groups. Aside from their
own direct needs, the focus groups allow participants to identify other community functions that
are currently deficient, such as the need for safe spaces for children to play. The effort is so
successful that the social worker is able to gain the support and participation of religious and
community leaders from several different ethnic and religious groups. This leads the father to
volunteer to serve on a new community-based organization aimed at promoting dialogue between
different religious and ethnic groups. Although he has been unable to secure full-time work, his
newfound community leadership role and the increased stability of his family has positively affected
his interactions with other family members. After initially fighting with his wife over her growing
independence, the father now supports her employment and her effort to start her own small
business. The family’s two daughters eventually returned to school, although the youngest girl con-
tinues to struggle in her coursework. Despite repeated attempts to create an informal community
counseling center, the social worker has been unsuccessful. Efforts to have the youngest daughter
undergo formal therapy have also failed due to a lack of available (and affordable) local resources,
as well as the resistance of her father. Ultimately, the social worker will need to maintain a long-
term relationship with this family to ensure their continued social integration.

Some attention to the mental health needs of different family members has occurred in this
situation, largely via their ability to adapt to their new community and the stabilization of key
community functions. Yet larger, long-term issues remain unresolved. For example, there is still a
need for formal methods to help rebuild trust among disparate community groups (ethnic,
religious, etc.). Thus, mechanisms for promoting social reconciliation must be created or
strengthened to adequately address the grievances that exist among different social groups.
Experiences in other post-conflict settings suggest the efficacy of strengthening the capacity of
displaced groups to participate in civil society and/or local government to ensure community
involvement in such efforts. This could include promoting provisions related to transitional justice
(such as local a “truth commission”); providing some training in mediation skills among displaced
groups; or efforts to engage civilians in conflict resolution to ensure that the causes and conse-
quences of conflict are adequately addressed. Much of this work may be beyond the scope of most
social workers; however, those trained in community practice do possess the knowledge and basic
skills to help facilitate some of these efforts.

Conclusion

Despite a need to provide both individual and community level interventions that address war
trauma, there are critical obstacles to such efforts. Perhaps the most significant barrier to
adequate mental health treatment and services is the differing capacity within states and
communities to address the varied mental health needs of the victims of war. Capacity is often
linked to geographic location, with rural settings lagging behind the development of mental
health services for urban populations, especially in low-income countries. The growth of a
nation’s health and mental health sector is thus linked to its financial capacity, as well as the
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priority given to addressing mental health needs. While investments in public health have
increased, in general the creation of a comprehensive mental health system has lagged in many
developing countries — precisely where they are often needed most. The targeting of health
sector and professional health care workers in war has also undermined local health and mental
health capacity in many countries that have experienced conflict. The level and duration of
armed conflict is another key influence on the prioritization of national assets, as resources
devoted to the military often assume large portions of state budgets.

International organizations that provide humanitarian and development assistance in
disaster and conflict settings have begun to address the need for mental health services. Given
limited resources and competing demands, however, these groups face a tension between
projects to address mental health-related issues (depression, child abuse, and gender-based
violence) and broader economic concerns and civilian protection issues. Thus even among
organizations with significant capacity and experience, treatment for trauma and mental health
counseling are often a low priority given an overall hierarchy of needs to address.

To address these barriers and concerns, a task force established by the United Nations has
established guidelines on mental health and psychosocial support in conflict and emergency
settings (Inter-Agency Standing Committee, 2007). They recommend a range of measures,
including developing among medical professionals the capacity to recognize the mental health
needs of individuals, providing access to treatment for those with severe mental disorders,
training aid workers in mental health and psychosocial support, and facilitating community
mobilization and involvement in emergency response.

While important research has emerged on direct practice with refugees (Balgopal, 2000;
Goodkind, 2007; Nash et al., 2006; Ovitt, Larrison, & Nackerud, 2003), attention to how social
workers address the mental health needs of populations affected by war is limited. The emphasis
on work with refugees in camps or clinical interventions represents a more traditional,
individualized approach to war trauma. Increasingly, however, psychosocial interventions that
attempt to recreate community ties and promote social (re-)integration are regarded as a more
viable and culturally relevant approach with war-affected populations.

For example, the use of community development in post-conflict societies can help build
social capital and reconstruct fractured communities (Ager, Strang, & Abebe, 2005). Social
work 1s particularly suited to contribute to practice aimed at strengthening communities.
Ideally, an empowerment-based model to community-building should recognize the strengths
and potential contributions of those directly affected by war. What social work could bring to
this concern with community-based psychosocial efforts is a focus on engaging local organ-
izations and community leaders in designing and implementing programs addressing the
trauma and disruption caused by war. This could occur in both post-conflict settings as well as
in regions affected by significant refugee populations fleeing armed conflict. Such an approach
follows the IASC recommendations for work in disaster and conflict settings which suggest

mobilizing groups of disaster affected people to organize their own supports and participate
fully in the relief effort. In this respect, local people are not passive beneficiaries but actors
who have assets and resources, and support is provided from within the community as well
as by outsiders.

(IASC, van Ommeren, & van Wessells, 2007, p. 822)

Social work curriculum in the United States has addressed practice in conditions of disaster
relief. However, the focus of such training has been on addressing natural disasters, a situation
similar to social work literature on disaster (Harding, 2007). To address this limitation, more
attention must be given to practice that directly confronts the effects of war on mental health
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and well-being of affected populations (Ramon, 2008). Considerable opportunity for social
work contribution to this field exists.

Building on the insights of the United Nations Children’s Education Fund and leading
humanitarian organizations regarding principles for intervention with traumatized children,
social workers could help emphasize “normalization” rather than specific therapeutic inter-
ventions. According to these principles, “ ‘trauma counselling’ should never be the point of
departure for psychological programming, because structured, normalizing, empowering
activities within a safe environment will help the majority of the children recover over time” (as
cited in Healy, 2008, p. 274). Thus, social workers trained to develop child-oriented programs
focusing on establishing routines, structured play, and art-related activities would already be
contributing to the “normalization” of daily life for children from war-affected areas.

Aside from opportunities working with those affected by war, social work should also play a
central role challenging the assumptions that normalize war and armed conflict. Greater
attention to peacemaking and global efforts for social justice is as necessary as developing
ameliorative responses that fail to address the fundamental causes of war. In this sense,
addressing war as a social problem intrinsically linked to community well-being and mental
health would afford the profession the opportunity to contribute to structural change through
advocacy and policy-making. Such an approach could help prevent armed conflict with its
attendant destruction of community and significant mental health trauma.

Web resources

Center for Victims of Torture
www.cvt.org/

Coalition to Stop the Use of Child Soldiers
www.child-soldiers.org/

Courage to Care Campaign
www.usuhs.mil/psy/courage.html

Heartland Alliance
www.heartlandalliance.org/

Inter-Agency Standing Committee
www.humanitarianinfo.org/iasc/

International Campaign to Ban Landmines
www.icbl.org/

National Center for PTSD
www.ptsd.va.gov/

United Nations Development Fund for Women (UNIFEM)
www.unifem.org/
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6 Homelessness and its effects

Judith Bula Wise

Lyle and Mary stand on opposite street corners, lifting hand-lettered signs toward the
averted, vacant, or rejecting eyes of most of the passing drivers. “Out of work. Stranded.
Anything Helps. God Bless You.” From mid-morning until sunset, they hope to gather
enough for a meal before they return to the abandoned Ford station wagon in the vacant
lot half mile away for a night’s rest. Lyle sleeps in the back seat; his night terrors
overwhelm him if he sleeps in the front seat.

Two miles away, Sharon tightens her grip on her five-year-old son’s hand and joins a
crowd gathering at the entrance to the Twelfth Street Shelter for the homeless. Her hope
is to take away her son’s hunger and his shivering from the February chill. She also hopes
her violent, stalking husband won’t find her for at least one more day. Her fear is a real
one. She has the restraining order in her pocket, but many who say they want to help
refuse to believe her. She has not been able to stop the shaking in her hands for three
months. Before joining the lunch line, she met with a “social worker, in the best sense of
that word” who handed Sharon the first child support payment from her husband, whose
wages had been garnered. That afternoon the social worker was taking Sharon and her
son to a “safe haven” residence that would allow her to have an address when she goes
the next day for a job interview to work in an office supply store.

Near the center of town, Frank piles three plastic bags filled with his meager belongings
under the bridge, on the south side out of the wind, then rolls his moth-eaten coat into a
ball to serve as a pillow for his street friend, Mitch, who has had flu symptoms for three
days. While Mitch sleeps, Frank finishes the next chapter in his ragged copy of Tolstoy’s
War and peace and then tries to get some rest. If only he could get the bugs to stop crawling
around his feet. He’s been told by one shelter worker that the bugs are hallucinations. He
does know that every time he forgets to take his medicine, the bugs come back.

Rachel protects her corner cubicle in the public library during the day, leaving at four
in the afternoon to claim the park bench closest to the steam grate to lessen the chance of
freezing during the night. She reaches in her pocket for the yellow piece of paper and, for
the sixth time in fifteen minutes, reads “Soup Kitchens: 1** Sunday of the month,
Methodist Church, 2°¢ — Catholic, 3'¢ — Congregational, 4" — Presbyterian, 5 when
there is one — Unitarian on the college campus.” She lost her city map and, as hard as she
tries to remember, she often confuses their locations and wanders the streets, disoriented
and hungry. She hopes she is not losing her mind. The days when she felt comfortable
asking for directions are over; she recalls the last time — when she was spit on by a young
college student.
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A “victim of circumstances” 1s the way Rachel answers the question of how she found
herself suddenly homeless. A highly qualified researcher in pharmacology, she was
among the second wave of her company’s cutbacks. Only one year earlier, it had felt like
an adventure to move across the country, away from family and friends, to accept a job
that matched her training. Now, cut off from those supportive networks back in Chicago,
her only acquaintances were those made at work. She lived on her savings for three
months while looking for another job but was told repeatedly that she was either too
specialized or overqualified. As her financial resources diminished, Rachel cut back on
her anti-anxiety medications, no longer covered by her company’s benefits plan. She
tried to control her panic attacks through other methods, sometimes successfully but,
more often, inadequate to address the continual increase of her fears. After one month’s
unpaid rent, Rachel was evicted from her two-bedroom apartment with no job, nowhere
to live, 75 dollars in cash, and two tote bags filled with clothes, an extra pair of shoes, and
several cans of food and boxes of cereal.

Lyle, Mary, Sharon, Frank, and Rachel are only a few of the hundreds who live without a
permanent shelter, cope simultaneously with mental illness, and who seek help and support
from human services workers in the communities in which they live. As devastating and
continually stressful as it is to live without a roof over one’s head, those who are faced with the
added challenges of a mental illness find their lives filled on a daily, even hourly, basis with even
more fearful uncertainties. Lyle, Mary, Sharon, I'rank, and Rachel personify the persistence
and resilience required to face the combined oppressions of job loss, health risk, poverty, and
the shortage of affordable and accessible housing.

Yet, there is hope. “We know what works. Now we must put what we know to work”
(Substance Abuse and Mental Health Services Administration (SAMHSA), 2003). This chapter
describes steps toward doing exactly that, putting what we know to work. Lyle, Mary, Sharon,
Frank, and Rachel are working with professionals and volunteers who know what works and
who know how to gain access to resources that fit the needs of each person. To better under-
stand these steps of moving from homeless to housed and mentally strong, definitions of
homelessness plus social, economic, and political aspects of those definitions will be identified.
Demographic information, including unique aspects of several multicultural variables, will be
reported followed by a discussion on the association between “living on the street,” in tent cities,
or other temporary shelters and mental health/illness.

In recent years, advocates, policy makers, educators, and helping professionals seeking to end
chronic homelessness for persons with serious mental illness have acknowledged that compre-
hensive understanding is needed regarding the multiple connections between trauma response,
severe and chronic mental illness, and the lack of maintaining long-term housing. There has
been a specific request for more advanced findings on trauma suffered, i.e. homelessness, and
the coping responses to that trauma in relationship to perpetuating or diminishing the effects of
homelessness (SAMHSA, 2003). The loss of one’s home is often precipitated by a significant
traumatic event such as a natural disaster, perhaps flood or hurricane, the onset of a major
illness, the loss of employment, escape from a domestic violence situation, or a combination of
several simultaneously occurring disasters. The consequences of these events spiral into other
devastations and may include eviction, cutoffs from support networks, loss of health insurance,
and onset of major depression. The greater the number and the longer these circumstances
continue, the more likely it becomes to experience an escalation that can lead to even more
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severe challenges such as the onset of post-traumatic stress responses, daily risks of illness,
hunger, malnutrition, and violence. If swift and thorough concrete responses, such as emer-
gency funding, temporary shelter, medical attention for health needs, and access to employ-
ment are lacking, stressors escalate into heightened vulnerability, placing as many as 20 percent
of persons who live without homes at risk for the onset or exacerbation of a mental illness, the
roots of which are increasingly claimed to be in experiences of trauma (SAMHSA, 2003).

The cyclical nature of opportunity followed by disappointment followed by opportunity
and so on, serves to trap homeless individuals and families in a situation of ongoing and
cumulative trauma. Coordination efforts of the multiple systems involved are improving but are
still often inadequate to meet the needs of the people served. Emergency room medical
attention may be given but if shelter is unavailable after treatment, the person returns to the
streets where they are immediately vulnerable to a reoccurrence of their illness. A job
interview might be offered only to end prematurely because the person cannot provide a per-
manent address. And now, while facing what has been called the worst economic recession
since the early 1900s, any chance to move toward becoming housed and mentally strong
seems even more remote.

This chapter addresses the bidirectional relationships among complicated conditions such as
trauma, trauma responses to homelessness and mental illness. The discussion of post-traumatic
stress response 1s not exhaustive; here, the focus is upon the differentiation between a traumatic
disorder and a response to a traumatic condition and is illustrated in a practice example. The
stages of post-trauma recovery are identified, with suggested differential interventions appro-
priate to each stage.

Following the presentation of prevalence and multicultural variation, a practice illustration
with assessment and intervention themes is presented. The life model of social work practice
and the biopsychosocial model provide frameworks for discussion of the contributions of social
work to our understanding of the problems of homelessness, particularly in relation to mental
illness. Practice guidelines for work with those who live on the streets and who face co-occurring
challenges to living mentally strong are also identified.

Separating the realities of homelessness from other social problems, including those identified
in this volume, is imposible. Economic realities of homelessness, for example, are intimately
connected with poverty. Difficulties finding housing are also extremely common for immigrants.
Those anticipating release from the corrections system face initial decisions about where to live
and how to afford that living arrangement. It 1s well documented that a significant number of
homeless women and children are fleeing violent domestic relationships. When children and youth
are victimized physically and emotionally, they flee their parental homes to escape the abuse, often
without a plan for where they will live. And, finally, our war veterans are among those for whom
the connection between post-traumatic stress response and living without permanent shelter is
a tragic social reality.

Definitions of homelessness

One of six core values serving as the foundation for the Blueprint for change: Ending chronic
homelessness for persons with serious mental illness and co-occurring substance use disorders is “supporting
values that put people first” (SAMHSA, 2003).

(The other five core person-centered values are: choice, voice, empowerment, dignity and
respect, and hope: SAMSHA, 2003.) This stance 1s consistent with a guiding rule from the
empowerment approach: first, listen to the people. Here is what they, people who have been
called “homeless,” say:
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I'm not homeless, ma’am. Don’t you know? Home is where the heart is. I may not have
a roof over my head at the moment, but I'm not homeless.

There are lots of people who care about us. You care about us. John cares about us.
Mary cares about us. Street friends care about each other. This is where I feel at home,
with the people who care about us.

For me, being hungry is the worst part. I can take everything else, the heat, the cold,
the rain, even getting yelled at, but everything goes down hill when I don’t get enough to
eat. When I lived in Seattle, somebody started handing out food with poison 1n it to
people begging on the street corners. I knew a couple of people who died from that.
I stopped eating and got the hell out of there. It was a rough time.

I'm OK with the term “living on the streets” because that’s where I am. But it’s not who
I am. I prefer that you see me first. I'm a person, I'm George. People don’t say, “There
goes Sheila; she’s a two-bedroom apartment, or a one-story ranch style or a suburban tri-
level.” There’s a lot more to me than the fact that I don’t happen to have an address at
the moment. When people see “homeless” as the first thing they know about me, we just
don’t get off to as good a start as when we find out what we have in common as people.
And there’s a lot we have in common, believe me, there’s a lot.

These courageous statements challenge the stigma that comes with being called “homeless.”

The suffix “less” immediately identifies deficit language (Wise, 2005), words that identify what
1s lacking rather than what is present. All who claim the validity of a strengths-based approach
express caution about the use of deficit language. Each of the voices in these examples clearly
speaks to what she or he does have, not to the homes they do not have at the moment. Not

“homeless,” they request, but at home within themselves, with the ones they love, or with the

ones who care about them.

Other definitions are used among professionals in service, advocacy, research, and policy-

making roles. These terms and definitions are used to identify patterns and to help establish a

common language for cross-disciplinary and interdisciplinary understanding. Two of the most

widely used definitions are best understood in a context-appropriate manner:

First, a homeless person is

one who lacks a fixed permanent nighttime residence, or whose nighttime residence is a
temporary shelter, welfare hotel, or any other public or private place not designed as
sleeping accommodations for human beings.

(National Coalition for the Homeless (NCH), 2009)

Second, a similar definition comes from the Stuart B. McKinney Act of 1994. A person is

considered homeless who “lacks a fixed, regular, and adequate night-time residence” or who

has a primary night-time residency that is: (A) a supervised publicly or privately operated
shelter designed to provide temporary living accommodations . . . (B) an institution that
provides a temporary residence for individuals intended to be institutionalized, or (C) a
public or private place not designed for, or ordinarily used as, a regular sleeping accom-
modation for human beings.

(U.S. Conference of Mayors (2004), 42 U.S.C. 11302(a))
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This definition usually refers to the “literally homeless” who are sleeping in shelters or on the
street. There are also many individuals and families who are known as the fhidden homeless. In
regions where there are fewer shelters available, such as in rural areas, people often double up
with relatives and friends in substandard housing or sleep in cars or abandoned buildings
(NCH, 2007). The term episodically homeless refers to those who cycle in and out of homelessness.
They may be situationally homeless, without housing for a few nights, or chronically homeless, without
housing for long periods of time (NCH, 2009).

The episodically homeless are those who have repeated brief periods of homelessness with each
episode lasting a short time, several weeks to two to three months. Many of the episodically
homeless are working hard to move forward, gathering resources, gradually working toward
stabilizing a job situation, taking steps toward more permanent housing, building up the
necessary protective resources to leave a violent domestic relationship, or managing health risks
and expenses, all with enormous social and economic requirements and complications. The
likelihood of setbacks is high and, when they do occur, these persons may be among those who
cycle in and out of homeless shelters, utilizing the resources available to them for a few weeks or
months until their own resources are strengthened to a point where they can again try inde-
pendent living.

One example of the situationally or temporarily homeless are those who have been affected by the
more than three million foreclosures which have occurred in the U.S. in 2007 and 2008. The
working poor were the hardest hit and many in the middle class have also faced the shock of
eviction from their homes: 76 percent of those foreclosed upon moved in with relatives or
friends; 54 percent sought the services of emergency shelters. An estimated 40 percent turned to
life on the streets or to tents, cars, trucks, or abandoned buses. Many individuals, couples, and
families have used more than one form of temporary shelter. The time period between leaving
a house in foreclosure and moving in with extended family, or into an affordable rental, ranged
from a few hours or days to a few weeks, but rarely more than two months. Among a// homeless
in the United States, the estimate for the situationally or temporarily homeless is 80 percent
(SAMHSA, 2003).

The chronically homeless usually have health and/or mental and behavioral health problems,
additional conditions that contribute to becoming homeless and also add to the difficulty over-
coming it. These additional conditions include substance use disorders (40 percent), physical
disabilities or health-related disabling conditions (25 percent), and serious mental illness (20
percent) (SAMHSA, 2003). The association between homelessness and mental health/illness is
the focus for the discussion in a later section. But first, there are social, economic, and political
aspects of these definitions essential to understanding the complex nature of helping those who
live on the streets or in temporary shelters and who also live with co-occurring mental illness.

Homelessness and mental health/illness

Social, economic, and political factors, which impact homelessness are overlapping rather than
distinct influences. The association among social, economic, and political aspects is inseparable
in the lives of those who live on the streets and yet, there are distinct patterns within each of
these aspects that can help set the course for overcoming the oppression and hopelessness that
too often come with living unhoused while, simultaneously, dealing with the challenges of a
severe and chronic mentally illness.

Soctally, the person who lives on the street, or who moves from one temporary shelter to
another, is in continual contact with a variety of social networks. There are often ambivalent
relationships with the person’s family. Family members may lack understanding about the
behaviors indicative of mental illness, may have rejected or abandoned the homeless person
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because of the inability to live up to the expectations of the family, or may lack helpful resources
to assist their family member. Some family members wish to maintain contact with their
homeless parent, sibling, or child but find that the person, instead, makes every effort to avoid
them and may remain cut off from family contact for months or years at a time. Some youth
have disconnected from their families because of the violence they have experienced in the
home.

The communities in which the homeless live provide an additional social network which is
sometimes supportive. The social connections that offer greater support may be the friendship
network developed with others who live on the streets. A level of understanding grows from
similar experiences, and through many examples of acceptance and concern, the homeless help
each other. Never far away, however, is the reality that life on the streets increases environ-
mental stresses and risk, such as victimization by violent crime, exposure to life-threatening
temperatures, and vulnerability to illness. Those struck with physical and/or mental illness
seldom have health insurance and its connections with a managed care network. They must
turn to emergency room services for help, most often being released back onto the streets or to
a temporary shelter after the crisis has passed.

As important as the social network and its supports are, homeless persons must simul-
taneously face the lack of access to the array of services necessary to move beyond subsistence
levels. In their best efforts, the supports found at the community level integrate the social,
economic, and political realities of homelessness, are responsive to immediate and concrete
needs, and have the ability to follow through until the person, homeless and chronically
mentally ill, can achieve greater stability. Unfortunately, this ideal scenario is often cut short
due to lack of resources, funding, and personnel.

After the deinstitutionalization of mentally ill people from state hospitals in the mid 1950s,
the introduction of psychotropic medications combined with Supplementary Security Income
(SSI), Medicaid, and the Community Mental Health Services programs in the 1960s was an
inadequate attempt to meet the complex needs of the mentally ill. When urban neighborhoods
faced gentrification in the 1970s and 1980s, people with mental illness who had no assistance in
meeting this transition were counted among those in the increasing numbers of homeless. A
comprehensive and simultaneous array of services was needed.

The Community Support Program (CGSP) was adopted as the answer to this need and was
designed to enable “people with serious mental illness to live successfully outside of institutions”
(SAMHSA, 2003). To this day, programs serving people who are homeless and who live with
serious mental illness include elements from the initial program design: emergency shelters,
outreach programs, drop-in centers, transitional housing, and health care.

Outreach programs have been effective in reaching people with serious mental illnesses
who are homeless, especially those who are unable or unwilling to accept help from more
traditional office-based providers. In many cases, these efforts are literally saving people’s
lives.

(SAMHSA, 2003)

FEconomically, every person standing on a street corner, lined up at a soup kitchen, or staring
at a job listing on the computer at the local shelter is a clear and visible manifestation of
severe poverty. Two trends historically contribute to increases in homelessness: a shortage of
affordable rental housing and a rise in the numbers of those living at or below poverty levels
of income ($12,740 for 1; $17,160 for 2; $21,580 for 3). “Persons living in poverty are most
at risk of becoming homeless” (NCH, 2009). Poverty remains one of the major barriers to
accessing adequate housing.
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At the present time, we live in the ominous shadow of the worst recession and economic
downturn since the Great Depression. One local program for homeless people has seen a 40
percent increase in the numbers served since the beginning of the recession (J. Eckstine,
personal conversation, March 17, 2009). One disabled veteran with pelvic and back injuries was
recently turned away by the Salvation Army because of a lack of funds. He turned to his county
Community Action Group where he was told, “You make too much money.” He found all of
his local churches overwhelmed by the needs and requests of hundreds of people who had found
themselves suddenly without a place to stay. Finally, he found a “local hero,” a woman who was
willing to rent to him. He needed $800 to move in which she would take in $50 per month
increments. But he could find no one willing to loan him the money. He repeatedly called
“211,” areferral information line, but was passed from one recording to another. He exhausted
his list of local charities, learning that they were all broke. Welfare was available only if he was
so poor that there was no other way to live. “T'omorrow,” he wrote, “I and everything I own will
be on the street.”

Public and private funding for all human services and charitable programs decreased
significantly between 2007 and 2009, resulting in a lack of or inadequate income support
systems through general relief such as the Temporary Assistance to Needy Families (TANF)
program, Veterans Administration, unemployment benefits, SSI and Supplemental Security
Disability Income (SSDI). In Chicago in the early 1990s, the difference between housed and
unhoused mentally ill persons was found to be SSI (Eckstine, personal conversation, March 17,
2009). Since that time, many of these programs have seen changes in eligibility requirements
and lifetime usage. Underfunded systems lead to long waiting periods during which the
applicants are not allowed to work. Poorly funded congregate living situations add to the
inadequacy of supports, as does a poorly funded mental health system.

The mental health system continues to struggle under the burden of historical deinstitu-
tionalization. Prisons serve, in some instances, as de facto psychiatric institutions with mentally
ill people disproportionately represented among those for whom solitary confinement and
restraints are used. Prison staff as well as staff in other parts of the helping system, such as the
fragmented and outdated substance abuse system, are lacking in sufficient training to be able to
recognize the difference between mental illness and trauma response and/or responses to
extreme stress. Many continue to hold biases against the mentally ill and the use of psychiatric
medications and, lacking knowledge of more helpful ways to assist, may discriminate against
those with mental illness.

Politicians identify a three-pronged structure that defines the interrelated causes for
homelessness: a shortage of affordable housing, eroding work opportunities, and the cuts in
public benefit programs (Cohen, 2001). President Barack Obama, riding on his campaign
platform of hope and change included the following campaign messages regarding housing, job
creation, health care, as well as supportive services and public assistance:

® Ensure public fhousing by a one-to-one replacement rule. Restore full funding to the
Community Development Block Grant (CDBG) program. Provide housing counseling to
tenants, homeowners, and other consumers. Create greater enforcement and stricter
penalties for fraudulent mortgage lenders. Enact a 90-day moratorium on most home
foreclosures. Create an Affordable Housing Trust Fund. [In August 2008, after the then
Senator Obama began making this recommendation, a National Housing Trust Fund was
enacted into law.]

® Invest $1 billion over five years in job creation, transitional jobs and career pathways
programs. Create “green energy” jobs specifically for disconnected youth. Give employers
a $3,000 tax credit for each new hire.
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® Retain Medicaid, SCHIP [State Children’s Health Insurance Program], and employer-
provided fealth care insurance for those currently covered under those plans; create a public
insurance program for those not currently covered. Mandate that all children are insured.
Allow people who want private insurance to be able to seek it at a low cost by creating a
watchdog organization for private insurance companies. Require employers to contribute
to workers’ health insurance. Provide a tax cut of up to 50 percent for businesses who pay
employee premiums.

® Expand resources for supportive services and public assistance, and ex-offender job training and
support services, including substance abuse programs Temporarily suspend tax on
unemployment benefits through 2009. Improve existing services for veterans and expand
homeless vouchers. Expand coverage of such programs to prevent at-risk veterans and
veterans’ families from falling into homelessness. Address the problems of violence against
women and lack of affordable housing simultaneously.

(NCH, 2009)

Some of these proposed changes are beginning to take effect, such as the establishment of the
National Housing Trust Fund and the Homes for Heroes Act that provides housing for low-
income veterans. Others are facing resistance from Congress and strong lobbying bodies
voicing opposition to such changes. Much remains to be seen in these efforts to meet the needs
of our homeless populations.

Three kinds of federal policy affect people who live on the streets or in temporary shelters:
first, homeless assistance programs that are part of the Stewart B. McKinney Homeless
Assistance Act (known today as the McKinney-Vento Act); second, programs that include the
homeless in their targeted populations; and third, federal programs not targeted specifically to
people who are homeless or who live in temporary shelters, such as SSI, TANF, Veterans’
Benefits, food stamps, and housing programs designed primarily for elderly people and/or those
living in poverty. These programs provide the historical backbone to the programs serving the
homeless today. Two programs receive further discussion here to provide a glimpse toward
understanding, serving, and structuring policy for our homeless populations. They are the
McKinney Homeless Assistance Act and the Bringing America Home Act (BAHA). Please note
that a brief description of the Rural Homeless Assistance Act is also given in the later section on
multicultural differentials.

The McKinney Homeless Assistance Act was first enacted into law in 1987 and included food and
shelter programs that had been part of FEMA (Federal Emergency Management Agency),
programs for transitional housing, for health and mental health needs to people with serious
mental illnesses who were homeless, housing for disabled homeless people, and the prevention
of homelessness. The fragmentation among these programs (twelve in the Department of
Health and Human Services; six in the Department of Housing and Urban Development; four
in the Department of Education; three each in the Departments of Agriculture, Defense, and
Veterans Affairs; two in the Labor Department; and one each in FEMA, the General Services
Administration, and the Department of Transportation) and the lack of coordination between
and among them were major criticisms in the implementation phase of the initial version of this
Act (NCH, 1999).

On the plus side, the McKinney Act required a Comprehensive Homeless Assistance Plan
(CHAP), later replaced with the Comprehensive Housing Affordability Strategy (CHAS) by the
National Affordable Housing Act. The CHAS required descriptions of the emergency and
extended needs of homeless people in the given community plus the strategy to meet those needs.
Amendments in 1988, 1990, 1992, and 1994 strengthened and expanded the original legislation.

In recent years, innovative programs and demonstration projects, built upon the experiences
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of implementing the earlier McKinney Act, are now funded by SAMHSA and Department of
Housing and Urban Development (HUD) and offer findings on the most effective ways to serve
people with serious mental illness who are homeless and who may also have co-occurring
substance use disorders. One demonstration program, the “Homeless Adults with Serious
Mental Illnesses” program, began in 1990. Each of the five project sites was “required to
provide or arrange for outreach, intensive case management, mental health treatment, staff
training, and service coordination. Results indicated that

even people with the most serious mental illnesses who are homeless, once thought to be
unreachable and difficult-to-serve, can be reached by the service system, can accept and
benefit from mental health services, and, with appropriate supports, can remain in
community-based housing.

(SAMHSA, 2003)

The SAMHSA/CMHS Programs include Access to Community Care and Effective Services
and Supports (ACCESS), the Supported Housing Initiative, and Projects for Assistance in
Transition from Homelessness (PATH).

PATH-funded providers nationwide have set a standard for the delivery of services to
people with serious mental illnesses who are homeless. In 2001, with an allocation of nearly
$36 million, 399 local PATH-funded organizations served more than 64,000 people with
serious mental illnesses.

(SAMHSA, 2003)

These findings can be found in the SAMHSA report, Blueprint for change: Ending chronic
homelessness _for persons with serious mental illnesses and co-occurring substance use disorders (2003). A list of
its recommended practices and other essential services is presented in the Conclusion section of
this chapter.

No discussion of the political aspects of our current definitions of homelessness would be
complete without mentioning the Bringing America Home Campaign (BAHA), the national,
broad-based initiative dedicated to the goal of ending homelessness. The proposed bill includes
resolutions that require Congress to support housing as a basic human right as well as Universal
Health Care and a Living Wage. Expansion of federal resources for affordable housing and
programs for the homeless, for greater income and work supports for people experiencing
homelessness, for temporary worker protections, and for civil rights protections for people
experiencing homelessness are also part of the proposed bill. As mentioned above, the National
Housing Trust Fund was enacted into law in August 2008 and represents a beginning to the
requests made in this bill.

Perhaps the best summary of our societal, economic, and political obligations to our homeless
populations is found in the statement of Core Principles upon which the National Coalition for
the Homeless bases its actions. Those principles are:

1) Every member of society, including people experiencing homelessness, has a right to
basic economic and social entitlements of which safe, decent, accessible, affordable, and
permanent housing is a definitive component.

2) It 1s a societal responsibility to provide safe, decent, accessible, affordable, and per-
manent housing for all people, including people experiencing homelessness, who are
unable to secure such housing through their own means.

3) All people, including people experiencing homelessness, who are able to secure safe,
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decent, accessible, affordable, and permanent housing through their own means need
economic and social supports to enable them to do so.

4) People experiencing homelessness deserve access to safe, decent, accessible, affordable,
and permanent housing through the same systems and programs available to people
with housing.

5) People experiencing homelessness have unique needs and life circumstances that may
be addressed through housing programs designed specifically for them.

6) All people should have equal access to safe, decent, accessible, affordable, and
permanent housing regardless of their unique needs or life circumstances.

7) Universal accesses to safe, decent, accessible, affordable, and permanent housing is a
measure of a truly just society.

(NCH, 2009)

Demographically, an estimated 20-25 percent of all homeless face daily challenges of
managing severe and persistent mental illness. “Recent estimates suggest that at least 40 percent
have substance use disorders, 25 percent have some form of physical disability or disabling
health condition, and 20 percent have serious mental illness” (Culhane, 2001). Approximately
25-50 percent of all who are homeless in the United States today suffer additionally from the
stigma attached to labels of mental illness.

On any given night in the United States, an estimated 754,000 people, mostly minorities,
were homeless on the streets, in cars, in abandoned buildings, or living in shelters in January
2005 (NCH, 2009). This translates into as many as 2.1 million in one year (Burt, Aron, Lee, &
Valente, 2001). When children are included in the statistical count, that number rises to
approximately 3 million (Burt et al., 2001).

Multicultural differentials reveal patterns of overrepresentation among our minority,
marginalized, and vulnerable populations. Multicultural factors, as defined by the National
Association for Multicultural Education, include ethnicity, age, gender, and sexual orientation,
one’s place in the life course, differing abilities, and geography. Each of these factors must be
weighed as to its potential as a risk factor for those individuals and families who live on the
streets or in temporary shelters and who are also living with a mental illness.

Homeless people are emphatically overrepresented among our various ethnic and cultural
groups. In a 2004 survey, estimates for the homeless population nationwide were 49 percent
African-American, 35 percent white, 13 percent Hispanic, 2 percent Native American, and 1
percent Asian (U.S. Conference of Mayors, 2004). The ethnic variation among the homeless is
influenced by location. People experiencing homelessness in rural areas, for example, are more
likely to be white, Native American or migrant workers (NCH, 2007).

Undocumented immigrants are allowed access to shelters [for the homeless] only if a child
was born in the U.S. and is therefore a citizen. For legal immigrants to be eligible, at least
one family member must be a citizen or a legally present immigrant.

(Mandell, 2009, p. 5)

Ethnicity and culture influence how individuals express mental health problems, how they
seek help, and how their problems can best be resolved (U.S. Department of Health and
Human Services (DHHS), 2001). Additionally, people of different ethnic and cultural back-
grounds respond differently to psychiatric medications (SAMHSA, 2002). People of color may
feel disconnected from the majority culture, making it difficult to connect with outreach workers
and helping staff, especially if those individuals are not sensitive to cultural and linguistic needs.

Chuldren under the age of 18 account for approximately 25 percent of the urban homeless popu-
lation with unaccompanied minors numbering close to 3 percent of that urban homeless
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population. An estimated 31 percent of the homeless are aged 31 to 50 with a range of
2.5 percent to 19.4 percent identifying homeless persons in the 55 to 60 age range (U.S.
Conference of Mayors, 2004).

The three most prominent groups by gender among homeless people are single men, single
women, and mothers with children. Single homeless adults are more likely to be male than
female. Single men were found to comprise 45 percent and single women were found to
number 14 percent of the urban homeless population in the U.S. Conference of Mayors (2004)
survey. Single women who were homeless without children were generally older, white women
with higher levels of individual dysfunction, had been homeless longer than their counterparts
with children, were more likely to have been in abusive relationships, have drinking problems
and/or to admit to substance use, and were more likely to have received mental health services.
A disproportionately high rate of sexual abuse and other trauma was found in the lives of
women with serious mental illness who were also homeless. “People who have been abused are
more vulnerable to ongoing stresses that may lead to mental illness, substance use, and
homelessness” (SAMHSA, 2003).

One-third of the people who sought shelter from February through April 2005 were families
with children (Brubaker, 2007). Homeless families are one of the fastest growing segments of
the homeless population and have been found to constitute approximately 40 percent of
people who become homeless (NCH, 2007). These families are most often headed by a single
mother with one or two children. Single women homeless with children tend to be younger
women with less than a high school education and a poor job history. African Americans are
disproportionately represented among homeless single mothers. Homeless families describe a
much greater incidence of spouse abuse, child abuse, greater use of illegal drugs, more mental
health problems, higher rates of physical abuse as children, and weaker social support
networks.

People who are homeless can be found in every segment of the life course. Children who are
homeless with their parents average six years of age and constitute from 50-66 percent of the
homeless family population (U.S. Conference of Mayors, 2004). Runaway youths escaping
violent and abusive situations and “throwaways” (youth who have been thrown out of their
homes) are two types of homeless youths, about half of whom have spent time in foster care.
Many chronic runaways grow up to become homeless adults (NCH, 2009). The demographics
and prevalence of the adult homeless populations have been documented above. Percentages of
elders among the adult homeless populations range from 15 percent to 20 percent (SAMHSA,
2003).

Around 42 percent of homeless youth identify their sexual orientation as lesbian, gay, or bisexual
(SAMHSA, 2003). Comparing GLBT (gay, lesbian, bisexual, transgender) homeless youth with
their heterosexual counterparts, researchers have found that GLBT youth left home more
frequently, were victimized more frequently, used highly addictive substances more frequently,
and had more sexual partners than heterosexual homeless youth (Cochran, Stewart, Ginzler, &
Cauce, 2002).

Gay homeless youth are more than twice as likely to have attempted suicide while living on
the streets as heterosexual homeless youth (Van Leeuwen, 2007). Transgender individuals are
especially stigmatized. They may become homeless as a direct result of job or housing
discrimination. Researchers report that as many as 60 percent have been victims of harassment
or violence, and 37 percent have experienced economic discrimination (Lombardi, 2001).

Geographically, homelessness in rural areas has been called “a silent epidemic afflicting
thousands of individuals and families every year” (NCH, 2009). Higher rates of homelessness
for women and young families in rural communities exist in the face of fewer resources available
than in urban areas. Homeless assistance programs established by Congress and administered
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through HUD do not adequately serve rural communities. The Rural Assistance Homeless Act
proposed by the National Coalition for the Homeless seeks to

ensure that people in rural areas experiencing homelessness receive the same opportunities

for homeless assistance as homeless persons in urban and suburban populations by estab-

lishing a rural homeless assistance program within the U.S. Department of Agriculture.
(NCH, 2007)

The Department of Agriculture has been identified by NCH because of its greater expertise in
rural development and its extensive outreach structure.

Geography also plays a role as a risk factor for homeless people when paired with climate
concerns. In extreme cold or extreme heat, the homeless require additional protection. Such
resources, though still inadequate to meet the needs of the increasing numbers of homeless, are
more available in quantity and quality in urban areas than they are in rural areas.

Twenty-five percent of the people who sought shelter during the three-month period from
February through April 2005 had physical disabilities (Brubaker, 2007). Disability, disease, and
death are regular features of life on the streets and in shelters. For homeless women and men with
chronic physical disabilities, homelessness can seem a way of life. Chronic health problems, the
most lethal of which are HIV/AIDS and resurgent tuberculosis (National Health Care for the
Homeless, 2001), compound the employment, housing, and problems of street-living. Not only
do the homeless with disabilities require the economic assistance necessary for all who are
homeless, but also they require ongoing physical rehabilitation, medical attention, and often the
support of caregivers. Learning disabilities often interfere with a person’s cognitive and information-
processing abilities making it more difficult to find one’s way logically through the morass of
complications related to living on the streets or moving from one temporary shelter to another.

These risk factors associated with homelessness often occur simultaneously with the societal
factors of poverty, lack of affordable housing, discrimination in housing, and lack of
employment (SAMHSA, 2003). When combined with the struggles of living with a mental
illness, homeless people also face risks associated with discrimination and housing barriers
against people with mental illnesses, disability, and disadvantage. All of these risk factors can
place the homeless person at an even greater risk of becoming a victim of criminal activity.
“Homeless people, especially those with mental illnesses and/or co-occurring substance use
disorders, come into frequent contact with the criminal justice system both as offenders and as
victims” (SAMHSA, 2003).

Not all persons who live unhoused, without shelter, or who are temporarily sheltered suffer
from mental illness. The homeless do tend to suffer with health and behavioral health problems
that regularly interfere with their ability to manage tasks of daily living (SAMHSA, 2003) but
only about 5 percent of people with serious mental illness are homeless at any given point in time.
As many as 20 percent of all people with serious mental illnesses, however, have experienced
homelessness at some point in their lifespan (Ahern & Fisher, 2001). Specific to those at the
highest risk, 20 percent of the chronic homeless strive to manage a co-occurring serious mental
illness. The association between these social, personal, political, biological, psychological, and
emotional realities, long-embedded in historical and cultural influences, is vastly more complex
than a simplistic, linear conclusion and is intertwined in a multiplicity of complicated factors.
The questions remain: What risk and protective factors determine who among homeless people
become mentally ill and who remain mentally resilient and strong? And who among mentally
il people become homeless and who remain housed?

People with serious mental illnesses can and do recover. Most mental illnesses, from a
medical perspective, are considered treatable as general medical conditions (SAMHSA, 2003).
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From a perspective of rehabilitation, people with serious mental illnesses move beyond the
limitations of their illnesses and reclaim valued roles in society (Ahern & Fisher, 2001). People
with serious mental illnesses become homeless because they are poor and because mainstream
health, mental health, housing, vocational, and social services programs are unable or unwilling
to serve them. They also are subject to ongoing discrimination, stigma, and even violence. Their
ability to survive on the streets speaks volumes about their strength, resilience, and per-
severance; all protective factors that can help them recover (SAMHSA, 2003).

Stressful situations can cause a reoccurrence or exacerbation of the symptoms of mental
illness and these symptoms can, in turn, increase the person’s vulnerability to becoming
homeless. Their symptoms, for example, if untreated may include difficulty maintaining com-
fortable relationships with neighbors, neglecting housekeeping and cleanliness of their home
and its surroundings, and confusion resulting potentially in job stress or in missed rent payments
that may lead to eviction.

No other factor is as closely connected with homelessness as chronic alcohol dependence.
Specific to the homeless population, substance use is both a precipitating factor and a
consequence of being homeless (Zerger, 2002). As many as half of all people who are homeless
have diagnosable substance use disorders. Increasingly, individuals who are homeless and have
substance use disorders are younger and include women, minorities, poly-drug users, and
individuals with co-occurring mental illnesses (McMurray-Avila, 2001). They have less
education and fewer skills for daily living than their older counterparts. People with both
disorders are at greater risk for homelessness because they tend to have more severe psychiatric
symptoms, they tend to refuse treatment and medication, and they tend to abuse multiple
substances. Untreated, they may be antisocial, aggressive, sometimes violent, and they have
higher rates of suicidal behavior and ideation (SAMHSA, 2003).

Protective factors for persons who are homeless and who live with a mental illness include
recovery from mental illness and subsequent stability with employment and housing and
remaining sober if co-occurring substance abuse exists. Rates of recovery from serious mental
illness have been found to occur with as many as 42 percent of formerly hospitalized patients
who receive mental health services in their communities (SAMHSA, 2003). Recovery from
homelessness has been defined as being sober, employed, and housed. Connection with others
1s viewed as the most significant protective factor in recovery from homelessness and it is often
the outreach workers who make the first contact with the isolated homeless.

lllustration and discussion

Jane, a staff worker at a day program for the homeless in a midsized, central Colorado town, was
first introduced to Jason, a distraught man in his early thirties, in the parking lot adjacent to the
two-story brick building that housed that program. He was with two other staff members who
were urging him to “talk with Jane.” She recalls, with mild disbelief, that her first impression of Jason
was how “sweet and helpful” he was trying to be, qualities that competed with, yet pushed through,
his other, more distressing, symptoms: crying, shaking, depression, and suicidal thoughts.
Resources available in Jane’s program could address many of the needs Jason described in this
first meeting. They agreed to meet every two days. If participants come to the program without a
referral from a mental health outreach worker or from the psychiatrist at the People’s Clinic as
Jason did, Jane assesses for mental illness, using a “low key” approach that she has found to be much
more effective than a direct use of diagnostic labels. “Have you ever needed to use medication for
sleep?” and, “Are there any medications you are allergic to!” are two questions that offer an
opening for some people to admit their use of psychotropic medications. “Has anyone ever raised
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the question with you about an emotional or mental illness?” also frequently leads to the person’s
use of a label that they may have received at an earlier time.

During the first few weeks of their meetings, Jason was open with Jane about his psychiatric
history, his addiction to methamphetamines, and the extreme domestic violence that resulted in
permanent restraining orders against both Jason and his former wife, Chris. The couple had met
during a time of sobriety for Jason but a time of alcohol addiction for her. Soon after they met,
Chris discovered she was pregnant and they decided to get married. Incidents of domestic violence
began after the birth of the first child and continued to escalate after the births of their second and
third children. After a violent domestic dispute, Jason was taken to jail, Chris relapsed, and the
children were taken into Child Protective Services after it had been reported that they were eating
out of trash cans. Jason returned to using methamphetamines.

Jason blames his “severe meth addiction” as the reason his relationship with Chris ended. He
also told Jane that he had been diagnosed with bipolar disorder during an earlier psychiatric
hospitalization when he was depressed and suicidal. Following his time in jail after the violent
domestic dispute, Jason could not return home because of the restraining order and, as a result, he
had been episodically homeless since the end of that relationship, six months prior to his arrival at
Jane’s day program.

Jane believes it is never helpful to gloss over the horrendous aspects of a person’s story. This
only leads to a superficial connection, she says. The deeper connection required to help people cut
through seemingly insurmountable odds to make changes from homelessness to housed and
employed, is more likely to occur when they are honestly approached with, “Yes, all those things
happened, you did all those things, and here are the strengths | see in what you are telling me now.”
When Jason began meeting with Jane, he was one month clean from meth but had also stopped
taking the medication that helped regulate his swings between mania and depression. The
depression, suicidal thoughts, and the sense of being overwhelmed that Jane observed the first time
she met Jason were most likely the result, in part, of his lack of this medication.

During Jason’s first few weeks of working with Jane, he agreed to use the services of several
agencies. The first focus for their work was Jason’s continued withdrawal from all substance abuse,
his attendance at group support meetings, and monitoring what circumstances brought on his
desire to use again. When these supports were solid for Jason after a few more weeks, Jane was
better able to clearly discern the behaviors that had lead to a diagnosis of bipolar disorder. She
reached for the NIMH checklist of symptoms for bipolar disorder and shared these with Jason “in
a gentle way and at a time responsive to his need for such information.” She continued with a low
key and honest connection beginning her statements with such phrases as, “This is what | see .. .”
or “I'm wondering if . . .” or “Have you ever known . ..” With Jason, she remarked on how he had
used prescribed medications to help manage his symptoms and stabilize his moods earlier and
wondered if he thought it “might be worth checking” to see if those medications would work now.
Jason agreed to Jane’s suggestion about meeting with the psychiatrist at the People’s Clinic to assess
this possibility.

Jane provided Jason with information about trauma and post-trauma response. She framed his
observed behaviors — crying, shaking, depression, suicidal thoughts — and his reported behaviors —
anger, numbness, difficulty processing information, heart palpitations, lack of energy, and startle
responses — as his body’s natural responses to terrifying events, the ways it tried to create distance
from fearful circumstances for protection and survival. She also informed Jason of other post-
trauma responses he might experience, such as intrusive memories of traumatic experiences,
nightmares, confused thoughts and speech, exhaustion, irritability, sleep disturbances, and difficulty
making decisions.

Other concrete services and resources provided by the day treatment program included food,
how to access food stamps, clothing, transportation tokens, and rent money. Jane served as a
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broker for Jason to receive assistance from the Emergency Family Assistance Association (EFAA)
and from several churches in the area for whom service to homeless people was part of their
mission. When talking about his time in jail, Jason admitted he had to get his anger under control.
Jane offered information about the differences between anger management and the kinds of help
needed to redirect rage and violence behaviors. They discussed Colorado’s AMEND (Angry Men
Exploring New Directions) program as a possibility for Jason once his more immediate needs of
housing and employment had been met.

Three weeks after his first meeting with Jane, Jason continued to live as a person who was
episodically homeless. At the age of 32, he had cycled in and out of living on the streets or in
temporary shelters, ten times. He had exhausted his list of family and friends who were willing to
give him a place to stay. He had repeatedly tried and lost “eight or ten jobs, | can’t remember
exactly. I'd get enough to feed my addiction and would either quit the job or get fired.” Jane asked
about what was different now, how it happened that he had been off meth for the past month. “I
got away from my suppliers and part of me wants to stay away from them. Realistically, though, |
don’t know. . .. | don’t know if | can do it, but I'd like to give it a try.”

Jane discussed job opportunities with Jason and discovered his interest in “food service
positions.” When she probed for more specifics, she learned that he was aiming for dishwashing at
restaurants. Together they accessed Craig’s List on one of the computers at the day treatment
program, located several openings in local restaurants, and set up three interviews for Jason. He
selected clothing from the program’s interview clothing room and got a hair cut from one of the
program volunteers. During these preparations, he appeared to be diligent, focused, and energized.
When the time came for each of the interviews, Jason did not show up. A few weeks later, he came
to see Jane “to say goodbye.” He had found a “golden opportunity” in California and was leaving
the next day to go find work there.

Two frameworks help conceptualize the assessment and intervention approaches for this
discussion of Jane’s practice with Jason: first, the life model of social work practice (Gitterman &
Germaine, 2008), and second, the biopsychosocial framework. Biological, psychological, and social
realities plus the interrelatedness of these three factors will be used for assessment and
intervention observations from the second framework.

The impact of life transitions and traumatic life events, environmental pressures, and dysfunc-
tional interpersonal processes, three focal points of life-modeled practice, frame the assessment of
Jason’s situation. Essential elements of life-modeled assessment include client participation, the level
of fit between needs and resources, and viewing assessment as a moment-to-moment process
(Gitterman & Germaine, 2008). Overlap and interrelatedness of these points is inevitable as they
occur simultaneously in Jason’s experiences.

Assessment of life transitions and traumatic life events Developmentally, the “age 30 transition”
typically raises a personal assessment about whether the major tasks of the twenties, of finding a
primary relationship and becoming, or laying a foundation for becoming, financially independent
from one’s family of origin, have been successfully met or not. Jason had made attempts at both
through his relationship with Chris (and probably earlier relationships unreported to Jane) and
through cycles of brief employment, underemployment, and unemployment. Intertwined with
behaviors indicative of a bipolar disorder, his highly energized, sometimes focused, sometimes
violent behavior cycled with his depression, lack of energy, and sometimes suicidal behaviors.
When unregulated without prescribed psychiatric medication, his mental illness interfered in
profound ways with his making progress toward stable relationships and work experience. When
stabilized on his medication, he was able to make steps toward mental health and secure a more
steady income. Without his addiction to methamphetamines, Jason could have had a greater chance
of managing his income in a way that could have led him out of homelessness, away from living on



Homelessness and its effects 125

the streets and in temporary shelters, and into a more permanent residence. As long as he remains
addicted, his chances of becoming housed and mentally strong will be a long reach for him. The
simultaneous occurrence of behaviors related to his addiction, his mental illness, and his
homelessness is a significant factor in the assessment of Jason’s situation. Each of these realities
feeds off of the other two. This assessment’s connection to interventions, therefore, means that no
separate treatment or form of help for only one will be as effective as the integrative treatment of
all three at the same time.

Traumatic life events do not automatically lead to “post-traumatic stress disorders.”
Clarification of the difference between post-traumatic response and post-traumatic disorder is
crucial for decisions made during assessment and intervention. Post-traumatic stress responses,
such as those in Jason’s situation, are appropriate to the events faced and are part of a natural
healing process. Post-traumatic stress disorder (PTSD) and acute stress disorder (ASD), when used
as specific diagnostic labels, require exposure to an extreme stressor, responded to by the
presence of a specific constellation of behaviors, which occur over a designated period of time.

Examples of extreme stressors include

natural disaster, rape or criminal assault, combat exposure, child sexual or physical abuse or
severe neglect, hostage/imprisonment/torture/displacement as a refugee (or survivor of
domestic violence), witness of a traumatic event, and the sudden unexpected death of a loved
one.

(Wise, 2007)

As reported to Jane, Jason did not reveal major traumas from his childhood or his adolescent years.
One can only speculate about those years of his life. But, in the time they worked together, he did
carry the memories of his own incidents of domestic violence, i.e. criminal assault, with Chris, and
his subsequent arrest, incarceration, and homelessness.

The specific constellation of behaviors necessary for PTSD and ASD to be accurately used come
from three main types of symptoms: the re-experiencing of the traumatic event through intrusive
memories, flashbacks, nightmares, and/or triggers; avoidance and emotional numbing;
and increased arousal indicated by sleep difficulties, irritability, anger, difficulty concentrating,
hypervigilance, and exaggerated startle responses (Foa, Davidson, Frances, & Ross, 1999). Jason
experienced a few of these symptoms but the majority were not part of his report to Jane at the
time of their interactions making it premature to have used the label of “PTSD” for Jason.

The diagnostic term *“acute PTSD” is used when symptoms last one to three months and, if
longer than three months, “chronic PTSD.” Neither of these terms fit Jason’s situation making
“post-trauma response” a more fitting description for him.

Assessment of environmental pressure Loss of one’s home represents one of the most devastating
pressures in the relationship with one’s environment. For Jason, environmental pressures occurred
both before and after the loss of his home. Jason and Chris had very little time to know each other
before the birth of their first child. They most likely lacked clarity about their roles as husband and
wife together when they had to begin facing their obligations as parents at the same time. The family
environment became an overwhelming environmental pressure for both of them, erupting in
violence and resulting in forced restraints.

Environmental pressures related to Jason’s work, and lack of work, would have been related to
an inability to meet the financial needs of his family. He did not give information to Jane about
whether or not Chris also had an income but, with their two addictions to substances, three
children, and the employment ambitions he did mention to Jane, i.e. restaurant dishwashing, it is
highly unlikely that the couple had the financial means to meet their needs and those of their
children long before the children were taken into the custody of Child Protective Services.
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The environmental pressures of living on the streets are enormous. Lack of cover during
inclement weather, exposure to unsanitary conditions and disease, the risk of becoming a victim of
violence, constant hunger and worry about whether there will be a next meal are only a few of the
daily realities faced by those who are homeless. When also living with a mental illness, concerns
about getting to appointments with psychiatrists for prescription medication refills as well as
supportive work with other mental health professionals can increase the pressure felt by those who
live on the streets.

Assessment of dysfunctional interpersonal processes Among the individuals, couples, and families
who come to Jane’s day program, it is not unusual to hear stories of how their friendship and family
networks have been exhausted as places to turn for assistance and support. This was true for Jason.
After being released from jail, he felt the friends and family who may have helped him earlier were
“done” with him. The positive aspects of his relationship with Chris disintegrated into addiction and
violence over time and placed their three children at extreme risk. Jason experienced his most
emotionally healthy episodes when he was off methamphetamines and regulated through the use of
psychiatric medication. However, once he felt he was doing better, he thought he could stop taking
his medication. He quickly plummeted into depression or mania, became more vulnerable to
substance abuse once again, and was less able to manage his violent behavior. Jason made a good
first impression with Jane, seeming to be someone who “was trying to be helpful.” This led Jane to
believe that he might be someone who might try to help himself and, for a time, he did. In the end,
however, Jason’s dual cycles of manic depression and addiction carried the more compelling
influence in the decisions he made.

Interventions in the work with Jane and Jason rested upon Jane’s commitment to strengths-
based and empowerment approaches to practice, both of which are reflected in the Life Model.
Gender and age were the most noticeable differences between Jane and Jason. Jane was sensitive
to Jason’s concern about these differences and not only kept the work task-focused and responsive
to his needs, but she also established a foundation for trust through acknowledging the horrific
events that had brought him to the program and accepting him in spite of those events. This trust
enabled Jason to be open about his past and his present needs so that the work could continue to
move forward.

Empowerment practice interventions build on a person’s strengths. Specific to the strengths
revealed in the early stages of the work, helpful information is offered, the worker assists the
person to make connections with others facing similar challenges, and skill enhancement necessary
to moving forward becomes a primary focus for intervention.

After her straightforward acknowledgment of his addiction and violence, Jane went on to say,
“Yes, you did all those things and here are the strengths | see in what you are telling me now.” This
statement built trust in two ways. First, Jason was truthful with Jane about his past as far as he was
able at the time and she conveyed mutuality in also being truthful with him. Second, her readiness
to leave that past in the past and move to the present also gave Jason permission to do the same.
Jane provided information about addiction recovery support groups, about identification of
behaviors that matched the bipolar diagnosis he had been given, and about natural responses to
trauma that were separate from what was called an illness. She gave him information about where
to find additional resources for food and shelter in the community. Connections with others in
similar situations came for Jason as he participated in the various meetings offered in the day
program. Skill enhancement came through the use of Craig’s List to locate job opportunities and by
helping Jason prepare for the job interviews.

Life modeled and empowering practice meant that Jane worked with Jason, addressing the most
immediate and urgent needs as he described them, moving at a pace that provided relative comfort
and safety for Jason. Without Jason’s honest communication of his needs, Jane could not have
provided services as closely connected with those needs; without Jane’s help to use the relevant
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services in the program, Jason would have had a much more difficult time getting through those
weeks. The services available through Jane’s program were services Jason needed. Jason also had to
agree to respect the rules of the program and, for example, never bring illegal substances on the
premises nor act out in violent ways while there. Assessing which of Jason’s behaviors could be
attributed to his addiction and which behaviors were indicators of manic depression became a key
factor in determining appropriate interventions and provided a good example of how assessment
must be seen as ongoing. Jason’s environmental pressures were assessed and included several life
stories of what it had been like for him to live on the streets, stories that revealed not only the
severe and dire circumstances he had faced, but also ones that showed just how resilient and
resourceful he had been.

Jason’s immediate needs for food and shelter were addressed the day of their first meeting.
From there, additional concrete services were part of the plan for Jason: accepting his goals for
employment then doing a job search together, setting up interviews, and taking steps for his
preparation for those interviews. Supportive methods were also included through regular meetings
with Jane and the recovery groups.

Jane’s sensitivity to the three major steps in trauma recovery were evident in her timing of
differential interventions with Jason at each of the respective stages: sdfety in finding protection
away from threats, he had felt victimized by while living on the streets, and safety from
environments that made it harder for him to stay away from abuse of substances; remembrance and
mourning the loss of his home, his relationship with Chris and his children; and reconnection with
others through the day program (Herman, 1997).

Jane’s ongoing emphasis on Jason’s personal and collective strengths was evidenced in the
acknowledgement of Jason’s response to the current crisis. With nowhere to go after his release
from jail, he sought assistance with honesty and openness about what he had done to bring these
circumstances upon himself. He agreed to renew his prescription to regulate his bipolar symptoms
which, in turn, helped him stay drug free. He was focused and energized by his job search and
participated in several groups; specifically in making the transition from homeless to housed and
employed.

All did not always run smoothly between Jane and Jason. When Jane first observed Jason’s level
of distress, she was uncertain about his ability to make decisions that would help him move
forward. She respected his initial discomfort at the possibility of seeing a psychiatrist at the People’s
Clinic for renewal of his bipolar medication and helped him understand the benefits and the risks
involved if he chose to take that medication or not. Patience, perseverance, and understanding the
impact of Jason’s trauma responses helped Jane keep her professional perspective on the helping
process during those times.

Biopsychosocial framework From a biological standpoint, Jane immediately observed Jason’s
responses that indicated physical reactions to earlier trauma: shaking and expressions of anger and
fear. Commonly recognized physical reactions to trauma include nervous energy, jitters, muscle
tension, upset stomach, rapid heart rate, dizziness, lack of energy, fatigue, and teeth grinding. Some
behavioral reactions can also be seen as a subset of biological responses. These include being easily
startled, exhibiting changes in eating and sleeping habits, losing or gaining weight, and experiencing
restlessness (Rosenbloom & Williams, 1999). Once Jane knew Jason’s history of taking metha-
mphetamines, as well as psychiatric medications, she was aware that Jason’s behaviors might also be
biologically based in response to these drugs.

Psychologically, manifestations of Jason’s mental and emotional states were changes in the way he
thought of himself, his environment, and other people; intrusive memories of the trauma; fear
related to the inability to feel safe; anger and irritability; loss of trust and emotional distance from
others; and intense and extreme feelings. Other signs of psychological reactions to traumatic experi-
ences include heightened awareness of surroundings (hypervigilance), difficulty concentrating, poor
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attention span or memory problems, difficulty making decisions, nightmares, sadness, grief, depres-
sion, guilt, numbness or lack of feelings, inability to enjoy anything, loss of self-esteem, feeling help-
less, feeling chronically empty, and experiencing wide emotional swings such as having blunted, then
extreme feelings (Rosenbloom & Williams, 1999).

Socially, this event in Jason’s life included multiple losses. Because of the loss of his home and the
restraining orders that prevented him from seeing his wife and children, Jason had to seek
assistance from people previously unknown to him. He had to use social skills to build new social
supports at a time when he was feeling overwhelmed, hopeless, and disoriented. Multiple losses in
close succession are typically anxiety-producing and traumatic for even the strongest persons. For
someone as vulnerable as Jason, multiple losses resulted in the onset of behaviors indicative of a
trauma response. Other social indicators that a person is experiencing a trauma response are
withdrawing from others, avoiding places or situations, becoming confrontational and aggressive,
and experiencing an increase or decrease in sexual activity, all of which are also considered
potential signs of depression and/or manic states.

Combined, the life model and the biopsychosocial frameworks for practice serve to provide an
integrated approach to ongoing assessment and intervention. They complement, enhance, and
strengthen each other, increasing the possibility that the client will be more thoroughly served
because the assessments and intervention choices will have been shaped from a more holistic
viewpoint.

Conclusion

There is hope. “We know what works. Now we must put what we know to work” (SAMHSA,
2003). Hopeful signs of change are on the horizon, signs of diminishing the impact of home-
lessness and its debilitating effects. Increased opportunities are arising from the crises that have
been overwhelming in quantity and quality. Social work professionals stand in a pivotal position
to be among those who are making these changes a reality.

SAMHSA’s (2003) Blueprint for change: Ending chronic homelessness for persons with serious mental
tlnesses and co-occurring substance use disorders presents a clear set of practice principles and direc-
tions for ending chronic homelessness through “evidence-based and promising practices”
as guidelines for practice and through other socially and environmentally essential services.
Table 6.1 presents these essential service system components.

Table 6.1 Essential service system components

Euvidence-based and promising practices

Outreach and engagement
® Meets immediate and basic needs for food, clothing, and shelter.
e Non-threatening, flexible approach to engage and connect people to needed services.

Housing with appropriate supports
e Includes a range of options from Safe Havens to transitional and permanent supportive housing.
o Combines affordable, independent housing with flexible, supportive services.

Multidisciplinary treatment teams/intensive case management
® Provides or arranges for an individual’s clinical, housing, and other rehabilitation needs.
® Features low caseloads (10-15:1) and 24-hour service availability.

Integrated treatment for co-occurring disorders
® Features coordinated clinical treatment of both mental illnesses and substance use disorders.
® Reduces alcohol and drug use, homelessness, and the severity of mental health problems.
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Table 6.1 Continued

Luvidence-based and promising practices (continued)

Motivational interventions/stages of change
o Helps prepare individuals for active treatment; incorporates relapse prevention strategies.
® Must be matched to an individual’s stage of recovery.

Modified therapeutic communities
® Views the community as the therapeutic method for recovery.
® Have been successfully adapted for people who are homeless and people with co-occurring disorders.

Self-help programs
o Often includes the twelve-step method, with a focus on personal responsibility.
® An important source of support for people who are homeless.

Involvement of consumers and recovering persons
o Can serve as positive role models, help reduce stigma, and make good team members.
o Should be actively involved in the planning and delivery of services.

Prevention services

® Reduces risk factors and enhances protective factors.

e Includes supportive services in housing, discharge planning, and additional support during transition
periods.

Other essential services

Primary health care
o Includes outreach and case management to provide access to a range of comprehensive health
services.

Mental health and substance abuse treatment
@ Provides access to a full range of outpatient and inpatient services (e.g., counseling, detox, self-
help/peer support).

Psychosocial rehabilitation
@ Helps individuals recover functioning and integrate or reintegrate into their communities.

Income support and entitlement assistance
@ Outreach and case management to help people obtain, maintain, and manage their benefits.

Employment, education, and training
® Requires assessment, case management, housing, supportive services, job training and placement,
and follow-up.

Services for women
® Programs focus on women’s specific needs, e.g., trauma, childcare, parenting, ongoing domestic
violence, etc.

Low-demand services
@ Helps engage individuals who initially are unwilling or unable to engage in more formal treatment.

Crisis care
® Responds quickly with services needed to avoid hospitalization and homelessness.

Family self-help/advocacy
o Helps families and domestic partnerships cope with family members’ illnesses and addictions to
prevent homelessness.

Cultural competence
® Accepts differences, recognizes strengths, and respects choices through culturally adapted services.

Criminal justice system initiatives
@ Features diversion, treatment, and re-entry strategies to help people remain in or re-enter the
community.

(Substance Abuse and Mental Health Services Administration, 2003)
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Complex and multidimensional social challenges require focused, timely, and multifaceted
responses. Homelessness, when experienced simultaneously with mental illness, is no exception.
After decades of attempts, worthy though often inadequate, we have reached a level of know-
ledgeable response and coordination of services that is now providing evidence

that people with serious mental illnesses and/or co-occurring substance use disorders who
are homeless, once believed to be unreachable and difficult-to-serve, can be engaged into
services, can accept and benefit from mental health services and substance abuse treatment,
and can remain in stable housing with appropriate supports.

(Lipton, Siegel, & Hannigan, 2000, p. 479)

U.S. Departments of HHS, HUD, and VA joined in 2003 to provide $35 million for the
development of appropriate housing and supportive services for the Lyles and Marys, the
Sharons and Franks, the Rachels and Jasons of our communities. Together these departments
are also sponsoring policy academies for state and local policymakers to improve access to
mainstream resources for those who live on the streets, in tent cities and other temporary
shelters. The more we use our knowledge, the more we strengthen the hope that moving from
homeless and mentally vulnerable to housed and mentally strong is not only a possibility but a
visible and lasting reality.
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Web resources

Corporation for Supportive Housing
www.csh.org

Covenant House
www.covenanthouse.org

Emergency Shelters International
www.esint.net

Foundation Center
www.foundationcenter.org

Health Care for the Homeless Information Resource Center
www.bphc.hrsa.gov/hchirc

Health Resources and Services Administration (Bureau of Primary Health Care)
www.bphc.hrsa.gov/

Locate Government Grant
www.LocateGovernmentGrant.com

National Alliance to End Homelessness
www.nach.org

National Coalition for the Homeless
www.nationalhomeless.org
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National Health Care for the Homeless Council
www.nhchc.org

National Institute of Mental Health
www.nimh.org

National Law Center on Homelessness and Poverty
www.nlchp.org

Salvation Army
www.salvationarmy.org

SAMHSA’s National Mental Health Information Center
www.mentalhealth.samhsa.gov

SAMHSA’s National Resource Center on Homelessness and Mental Illness
www.nrchmi.samhsa.gov

U.S. Department of Health and Human Services
www.hhs.org

U.S. Department of Housing and Urban Development
www.hud.org

U.S. Interagency Council on Homelessness
www.ich.gov
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7 Corrections and its effects

Rudolph Alexander, jr.

At the beginning of January, 2008, federal and state governments held 1,598,316 prisoners
under their jurisdictions (West & Sabol, 2008). Six months earlier, Sabol and Minton (2008)
reported that 780,581 detainees were held in local jails. The Bureau of Justice Statistics (2009)
reported that as of June 30, 2008 federal and state correctional systems had custody of
1,610,584 prisoners. Within these prisons and jails, African American males were incarcerated
at 6.6 times the rate for White males (Bureau of Justice Statistics, 2009). Put in another manner,
1 in 21 African American males were in prisons and jails compared to 1 in 138 White males
(Bureau of Justice Statistics, 2009). More simply, on June 30, 2008, 846,000 African American
males were in prisons and jails, 712,500 White males, and 427,000 Latino males (Bureau of
Justice Statistics, 2009). Among females, the rates and numbers were lower, but racial
differences exist. Among African American females, their rate of incarceration was 349 per
100,000 compared to 93 per 100,000 for White females and 147 per 100,000 for Latino females
(Bureau of Justice Statistics, 2009). Combined, 207,700 women were incarcerated as of mid-
year 2008 (Bureau of Justice Statistics, 2009).

James and Glaze (2006) estimated 56 percent of state prisoners, 45 percent of federal
prisoners, and 64 percent of jail detainees had mental health problems. In 2007, 6,150,145
juveniles were arrested nationwide down from 6,550,864 juveniles arrested almost ten years
earlier (Federal Bureau of Investigation, 2008). The Office of Juvenile Justice and Delinquency
Prevention (O]JDP) administered the Juvenile Residential Facility Census (JRFC) every other
year beginning in 2000. In 2004, OJJDP surveyed 3,257 public and private juvenile facilities
and learned that they held 94,875 juveniles (Livsey, Sickmund, & Sladky, 2009). With these
large numbers of adults and juveniles incarcerated, a high number of both groups are likely to
include individuals with mental illness and have special needs (Borrill et al., 2003; Ferguson,
Ogloff, & Thomson, 2009; Magaletta, Diamond, Faust, Daggett, & Camp, 2009; Way, Sawyer,
Lilly, Moffitt, & Stapholz, 2008).

Advocates for incarcerated juveniles have charged that juveniles with mental disorders are
denied adequate treatment (Lane, 2009). Assessing the population in juvenile correctional
institutions, Fazel, Doll, and Langstrom (2008) reported gender differences in psychotic illness,
major depression, attention deficit/hyperactivity disorder (ADHD), and conduct disorder.
Among boys, 3.3 percent were diagnosed with psychotic illness, 10.6 percent with major
depression, 11.7 percent with ADHD, and 52.8 percent with conduct disorder. Among girls,
2.7 percent were diagnosed with psychotic illness, 29.2 percent with major depression, 18.5
percent with ADHD, and 52.8 percent with conduct disorder (Fazell et al., 2008). Estrada and
Marksamer (2006) reported that gay, bisexual, and transsexual youth were abused and
mistreated in youth facilities, affecting their safety and mental health as a result. Hayes (2009)
observed that while youth suicides within the communities have received public and pro-
fessional attention, suicides by juvenile in confinement have very little attention. These statistics
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show high numbers of incarcerated juveniles with significant mental health issues. In 2008, a
U.S. District Court in Ohio ordered massive changes in the provision of mental health
treatment to all incarcerated juveniles in Ohio (S. H. v. Tom Stickrath, 2008).

For adults, the mental health issues within correction environments present a number of
different problems and controversies (Alexander, 1991; Ashford, Wong, & Sternbach, 2008;
Hartwell, 2001; Pollack, 2004; Swogger, Walsh, & Kosson, 2008; Vitacco, Neumann, &
Wodushek, 2008). As mental health policy changed to reduced institutionalization of civilly
committed persons, an increased mental health population occurred in both jails and prisons
(Kinsler & Saxman, 2007; Reutter, 2008). In both correctional environments, prisoners and
detainees have a right to mental health treatment. In the prison environment, this right is
based on the Eighth Amendment to the U.S. Constitution because prisoners have been
convicted, but in the jail environment, this right is based on the Fourteenth Amendment to the
U.S. Constitution because most detainees have not been convicted and are being held for trial
(Cohen & Gerbasi, 2005). While prisoners and detainees have the right to mental health
treatment, often this right is violated. For example, a federal court concluded that prisoners
with serious mental illnesses were not being given treatment and California had to spend about
$8 billion to build hospitals to treat them, which California said it could not afford. Among
some jail detainees who have been arrested for domestic violence suicide risk increased shortly
after they have been arrested (Ludlow, 2009). Families have filed lawsuits when their relatives
have committed suicides in jails or died due to the lack of proper mental health treatment
(“Wrongful death suit against L. A. county jail settles for $750,000,” 2008).

Further, a few prisoners and detainees have been diagnosed with Gender Identity Disorder,
and they too have sued over the lack of mental health treatment (Chin, 2004; Dannenberg,
2008; Estate of Miki Ann Dimarco v. Wyoming Department of Corrections, 2007; Long v. Nix et al., 1996;
Tarzwell, 2006). This chapter covers these varied topics, including definition, issues, and
controversies; developmental course and respective challenges; challenges for generational
cohorts; cross-cultural issues; agency auspice and social work roles and methods; interventions
and what works; case illustration; and conclusion.

Definitions of corrections

There are numerous definitions for treatment. In a hospital setting, psychiatric or mental health
treatment includes not only contacts with a psychiatrist but also activities and contacts with the
hospital staff designed to cure or improve the patient (Alexander, 1989). The American
Psychological Association states that mental health treatment in a correctional setting is the use
of a variety of mental health therapies, biological as well as psychological, in order to alleviate
symptoms of mental disorders which significantly interferes with the inmate’s ability to function
in the particular criminal justice environment (Metzner, 2008). A California prison mental
health professional testified an individual in state prison would have a serious mental disorder
when he or she requires and is given access to the continuum of mental health care services if
currently or within the past three years, he or she has had a significant disorder of thought or
mood which substantially impairs or substantially impaired reality testing, judgment, or
behavior. Also, a prisoner suffers from a serious mental disorder if she or he currently does not
have the ability to meet the functional requirements of prison life without psychiatric inter-
vention, including psychotropic medication (Coleman v. Wilson et al., 1995).

The Washington Department of Corrections sought to create a program for seriously
mentally ill prisoners but did not have a definition for serious mentally ill within the correc-
tions population. So, it utilized a definition of serious mental illness employed by the Ohio
Department of Corrections. There, serious mental illness was defined as:
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A substantial disorder of thought or mood which significantly impairs judgment, behavior,
and capacity to recognize reality or cope with the ordinary demands of life within the prison
environment is manifested by substantial pain or disability. Serious mental illness requires a
mental health diagnosis, prognosis and treatment, as appropriate, by mental health staff. It
1s expressly understood that this definition does not include inmates who are substance
abusers, substance dependent, including alcoholics and narcotic addicts, or persons
convicted of any sex offense, who are not otherwise diagnosed as seriously mentally ill.
(Lovell, 2008, p. 988)

Federal courts utilize an analytic framework for determining whether the mental health
delivery system in prisons violates the Eighth Amendment prohibition against cruel and unusual
punishment (Alexander, 1992). Indirectly, the courts have defined what a mental health
delivery system is. The courts ask whether the challenged mental health delivery system
operated by the prison system is so deficient that it deprives seriously mentally ill prisoners of
access to adequate mental health care. To analyze that question, the courts have focused on the
presence or absence of six basic, essentially common sense, components of a minimally
adequate prison mental health care delivery system. These six components are: (1) a systematic
program for screening and evaluating inmates to identify those in need of mental health care;
(2) a treatment program that involves more than segregation and close supervision of mentally
il inmates; (3) employment of a sufficient number of trained mental health professionals; (4)
maintenance of accurate, complete and confidential mental health treatment records; (5)
administration of psychotropic medication only with appropriate supervision and periodic
evaluation; and (6) a basic program to identify, treat, and supervise inmates at risk for suicide
(Coleman v. Wilson et al., 1995).

Ms. Elaine A. Lord, Retired Superintendent of Bedford Hills Correctional Facility in New
York, discussed her over 20 years’ experiences at this maximum security prison for woman with
particular focus on women with serious mental illness (Lord, 2008). She discussed the failures of
practices involving three mental health units that were governed by the Office of Mental Health,
a New York state agency that operated within Bedford Hills. The three programs operated by
the Office of Mental Health were a 13-bed inpatient unit that was shared with county jails, a
Satellite Unit consisting of short-term cells and a small dormitory for women who were assessed
as dangerous to themselves or others, and the Intermediate Care Program (ICP). The ICP was
a therapeutic community for women who could not live in the general population due to their
mental illness. A joint committee consisting of correctional staff and mental health staff decided
admissions to the ICP, but a mental health professional decided admissions to the Satellite
Unit. Despite these three programs, the number of women with mental illness exceeded these
three programs and some women with mental illnesses were put in the general population.
Apparently, Bedford Hill’s Lord attempted to rotate some of the women who were in the three
programs back into the general population but they learned that women who had been moved
from the ICP to the general population were only able to stay for a few weeks before their
behaviors became problematic. As a result, Lord reported the creation of a fourth program, the
Set-up Program, and its success, although she did not systematically study this program.

One of the more controversial issues is the use or overuse of “super-maximum” prisons
(Mears & Watson, 2006; O’Keefe, 2008) and the use of administrative segregation for inmates
who are mentally ill (O’Keefe, 2007). Numerous professionals and courts have charged that
supermax prisons cause mental illnesses in many prisoners or exacerbate existing mental
illnesses that the prisoners have (Dupuis v. Magnusson, 2007; Farmer v. Kavanagh, 2007; O’Keefe,
2008; Thomas et al. v. McNeil et al., 2009). While these prisons have been designed to house the
alleged “worse of the worse” prisoners, critics note that these institutions where prisoners are
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isolated in cells for most of the day, facilitate mental illness (Cohen, 2008; Metzner, 2002).
Rhodes (2005), an anthropology professor, received drawings from a prisoner in a super-
maximum prison, and she concluded from analyzing these drawings that confinement in
super-maximum prisons plays a role causing or exacerbating mental illness and affects the
psychology and self-perceptions of prisoners. Lovell (2008) conducted a study of the prisoners in
Washington’s super-maximum and found that about 45 percent of them were seriously
disturbed. Often, prisoners in super-maximum prisons do not receive mental health treatment,
and when they have served their sentences, they are released into the community (Cohen,
2008). Some of these prisoners who have been in super-maximum prisons have serious
problems adjusting to their communities, and some prisoners have committed very serious
crimes upon their release (Kupers, 2008; Relly, 1999).

Another controversial mental health area is the use of the mental health system to deal
with sex offenders. Although the U.S. Supreme Court has ruled that this policy is legal, it still
remains controversial. In some states, convicted sexual offenders who have nearly served their
sentences are given a civil hearing where they are committed to a mental health institution for
treatment. Sometimes, these mental health units are within the prison grounds, and prisoners
are simply moved from one part of the prison to another part. Many mental health professionals
are opposed to the civil commitment of sex offenders because it is a guise to continue con-
finement using mental health laws (Alexander, 1995, 2000a). For instance, to civilly commit a
person, the person must be both mentally ill and dangerous to self or others. When either
dissipates, the person must be released from a mental health institution. Because prisoners must
be released at the expiration of their sentences, one way to keep them confined is to declare in
a civil forum that the offenders are seriously mentally ill.

Civil commitment for some sex offenders began in the United States during the 1930s. Minor
sex offenders, such as individuals who engaged in voyeurism and genital exhibition, were civilly
committed, whereas more serious offenders such as those who sexually assaulted individuals
were incarcerated in the penal system. In the 1960s, most states repealed their civil commitment
statutes based on civil rights violations and mental health professionals who questioned the
etiology of sexual deviancy and who rejected the label of sexual psychopath as invalid and
unreliable (Group for the Advancement of Psychiatry, 1977). In the 1980s, however, outraged
citizens forced their legislators to retrieve civil commitment statutes after several highly
publicized sexual assaults (Scheingold, Olson, & Pershing, 1992). A few states did not need to
retrieve their civil commitment statutes because they never repealed them and only needed to
amend their statutes in the 1980s. One such state was Minnesota.

In the late 1930s, Minnesota passed a statute permitting the civil commitment of a person
who was assessed as having a “psychopathic personality” and who was sexually irresponsible.
The Minnesota legislature defined a psychopathic personality as

the existence in any person of such conditions of emotional instability, or impulsiveness
of behavior, or lack of customary standards of good judgment, or failure to appreciate the
consequences of personal acts, or a combination of any such conditions, as to render such
person irresponsible for personal conduct with respect to sexual matters and thereby
dangerous to other persons.

(Hayes, 2009, In re Blodgett, 1994, p. 919)

Because of the broadness of the statute, the Minnesota Supreme Court narrowed the statute to

those persons who, by habitual course of misconduct in sexual matters, have evidenced an
utter lack of power to control their sexual impulses and who, as a result, are likely to attack
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or otherwise inflict injury, loss, pain or other evil on the objects of their uncontrolled and
uncontrollable desire.
(Hayes, 2009, In re Blodgett, 1994, p. 919)

Commitment under this statute could be indefinitely or until the treatment staff at the
institution felt that the individual should be released. Initially, the law was used for persons who
were caught peeping in windows, persons who exposed themselves publicly, and persons who
engaged in consensual homosexual acts (Halvorsen, 1993). Later, it was applied to more serious
offenders, but, unlike during its earlier use, it was being targeted at prisoners who were nearing
the completion of serving their criminal sentences and being released back into the community.
Alexander argued that social workers employed in civil commitment units for sex offenders
faced a dilemma in that few states release committed sex offenders. Sex offenders must be
assessed as being cured or not dangerous in order to be released; however, few clinicians are
willing to make that assessment (Alexander, 1997).

Corrections and mental health/illness

The genesis for the right to mental health treatment for prisoners is a decision by the United
States Supreme Court entitled Estelle v. Gamble (1976). In this case, a Texas prisoner named
Gamble brought a lawsuit contending that he had been subjected to cruel and unusual
punishment in violation of the Eighth Amendment because he was inadequately treated for a
back injury. Although this prisoner lost his lawsuit, the U.S. Supreme Court established in this
decision when a prisoner can make a valid claim of an Eighth Amendment violation based on
medical issues. Justice Marshall, writing for the majority, stated that “in order to state a
cognizable claim, a prisoner must allege acts or omissions sufficiently harmful to evidence
deliberate indifference to serious medical needs” (Estelle v. Gamble, 1976, p. 106). Simply, a
prisoner who has a serious medical problem that is being ignored by prison administrators is
being inflicted with cruel and unusual punishment. The pain inflicted by a lack of medical
treatment serves no legitimate penological interest. Echoing this sentiment with respect to
juveniles, the Eleventh Circuit Court of Appeals held, first, that juveniles have the same right to
medical treatment that was established in Estelle v. Gamble (1976), and a wait of three days to
treat an injured juvenile constituted cruel and unusual punishment for which the super-
intendent was liable (H.C. by Hewett v. Jarrard, 1986).

With Estelle v. Gamble (1976) clearly establishing prisoners’ right to medical treatment, it was
quickly extrapolated to psychiatric care. Like Gamble, Bowring, the prisoner involved, did not
prevail, but his lawsuit established the parameter for a right to mental health treatment. This
prisoner was turned down for parole, in part, because a psychiatric report had indicated that his
chance of success on parole was low because of a psychological problem. After getting his
rejection for parole, he filed a lawsuit. He contended that because his freedom was being denied
because of a psychological problem, the state had a duty to provide mental health treatment to
him so that he could make parole. The U.S. District Court rejected the claim without a hearing,
but the Fourth Circuit Court of Appeals reversed the District Court’s decision and ordered a
hearing on Bowring’s claim (Bowring v. Godwin, 1977).

The Fourth Circuit Court of Appeals did not accept that Bowring had a psychological
problem but that a hearing had to be held to determine the extent to which he had a serious
medical problem. This hearing was necessary in light of FEstelle v. Gamble (1976) because
psychiatric treatment was considered to be medical treatment. Just as the U.S. Supreme Court
had outlined how a prisoner could make a valid claim of an Eighth Amendment violation
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because of a medical issue, the Fourth Circuit Court of Appeals did the same with respect to a
psychiatric problem. The Fourth Circuit Court of Appeals wrote that:

A prison inmate is entitled to psychological or psychiatric treatment if a physician or
mental health care provider, excising ordinary skill and care at the time of observation,
concludes with reasonable medical certainty (1) that the prisoner’s symptoms evidence a
serious disease or injury, (2) that such disease or injury is curable or may be substantially
alleviated; and (3) that the potential for harm to the prisoners by reason of delay or the
denial of care would be substantial.

(Bowring v. Godwin, 1977, p. 47)

Rationally extrapolated to Estelle, Bowring that prisoners with serious psychiatric problems
have a right to be free from cruel and unusual punishment when they are allowed to suffer
needlessly and painfully. Bowring does not mean that counseling must be provided for minor
psychological distress. The psychological problem must be serious, such as a prisoner who is
suffering from schizophrenia and is causing harm to himself or herself. A prisoner who is
suffering from depression would not have a right to counseling for that depression, unless the
depression is quite severe and is significantly affecting the prisoner’s functioning in the
mstitution. Numerous mental health professionals have lauded Bowring and federal courts
throughout the country have adopted the Bowring principles (Doty v. County of Lassen, 1994;
Greason v. Kemp, 1990; Harris v. Thigpen, 1991; Lay v. Norris, 1989; Ruddle v. Mondragon, 1996; Torraco
v. Maloney, 1991; White v. Napoleon, 1990). The widespread, national adoption of the principles in
Bowring established the right to mental health treatment for prisoners suffering from major
mental health difficulties. Among these circuits were the First, Sixth, Ninth, Tenth, and
Eleventh. When a Court of Appeals Circuit rules on a case, it establishes the law for all states in
that circuit.

When prisoners with mental illness acquired the right to mental health treatment, the courts
ruled that only deliberate indifference to serious psychiatric problems would violate the Eighth
Amendment prohibition against cruel and unusual punishment. As a result, courts did not con-
sider prisoners suffering from gender identity disorder to meet the definition of serious psychiatric
problems. However, one federal court ruled that a prisoner suffering from gender identity
disorder was a serious mental disorder, triggering the protection of the Constitution and
requiring that it be treated by correctional mental health professionals (Fessica M. Lewis a/k/a
Mark L. Brooks v. Berg et al., 2005; Mariah Lopez a/k/a Brian Lopez v. The City of New York, 2009).
Issues occur over the placement of prisoners with gender identity disorder and their rights. For
instance, the Tenth Circuit Court of Appeals reversed a decision in favor of Miki Ann Dimarco,
a female with male genitalia. Dimarco was put on probation for check fraud and had her
probation revoked for testing positive for drugs. While in the country jail, Dimarco was housed
with women. When she was transferred to a prison for women, the prison officials discovered
the male genitalia. Believing Dimarco posed a security problem, the officials put Dimarco in
administrative segregation and kept her there for the duration of her sentence. Upon her
release, Dimarco sued, arguing that she should have been given a right to challenge the
conditions of her confinement. Although the trial judge ruled in her favor, the Court of Appeals
reversed, holding that Dimarco had no liberty rights that Wyoming Department of Corrections
violated (Estate of Miki Ann Dimarco v. Wyomang Department of Corrections et al., 2007).

However, Orange County and the Sheriff settled a discrimination lawsuit based on the denial
of treatment for a detainee who had a diagnosis of Gender Identity Disorder. The amount of
the settlement was $49,000. Further, the Sheriff and the County agreed to provide all future
detainees with similar diagnoses individualized treatment, provide staff training on gender
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identity disorder, and develop outreach to the Lesbian, Gay, Bi-Sexual and Transgender
(LGBT) community. John Doe, as he was named in the lawsuit, was transgendering from
female to male and was taking testosterone therapy every 14 days. He was given an injection of
testosterone on August 6, 2004 but he was jailed on August 20, 2004. John Doe requested
treatment, the injection, but the jail refused. When he was transferred eventually to a woman’s
prison in October 2005 where he did received treatment, John Doe had received no treatment
in the county jail despite his primary physician advising the jail staff that the denial of treatment
would have negative consequences for John Doe’s health. In addition, Joe Doe was called by the
jail staff a “freak,” “sicko,” and “that thing.” After being released from the women’s prison in
September 2005, John Doe sued Orange County and the Sheriff for deliberate indifference
to his medical problem, mental anguish, humiliation, and gender-based discrimination
(Dannenberg, 2008).

The most controversial aspect of transsexuals in prisons is what treatment is due when a
transsexual person is receiving treatment in the community before being arrested and
convicted, and what treatment is required upon incarceration. One controversial aspect of this
decision is that the mental health community recommends gender reassignment surgery
ultimately as the last stage of treatment but the political system resists such treatment (Chin,
2004). Chin, who wrote that she was very sympathetic to the transgendered population,
argued that prisoners with Gender Identity Disorder should not be given expensive reassign-
ment surgery that is generally beyond the means of a poor person with Gender Identity
Disorder in society. Chin agreed that prisoners with Gender Identity Disorder should not be
subjected to cruel and unusual punishment, but they should not have a better life in prison.
At the most, they are entitled to psychotherapy and diagnosis for their mental well-being
(Chin, 2004).

Tarzwell (2006) provided a set of policy recommendations for the management of trans-
gender prisoners. Tarzwell acknowledged that these recommendations would not provide an
ideal environment but the recommendations would lead to an immediate improvement in the
lives of transgender prisoners:

A: Transgender individuals (including prisoners both former and current), and transgender
advocates must be included in the development and regular revision of written policies
addressing the management of transgender prisoners.

B: A Management and Treatment Plan must be created for each transgender prisoner by
a Transgender Committee.

1: The Transgender Committee should include one prison medical official, one prison
mental health official, one prison facilities or security official, a consultant specializing
in transgender medical care, and a transgender legal advocate. The Committee must
receive regular transgender-awareness training.

2: The Management and Treatment Plan must be in writing, must justify placement and
treatment choices, and must be reviewed regularly by the Transgender Committee.

C: Placement decisions must be based on the prisoner’s subjective gender identity,
placement preference, and safety.

1: A prisoner’s gender identity should be determined by asking with which gender the
prisoner identifies. Additional information like photo identification, gender
presentation, and medical records may be used to support a prisoner’s gender identity
narration, but are not required or sufficient.

2: A prisoner’s vulnerability should be assessed by asking questions such as: Have you
been attacked before? Do people call you names, intimidate you, or harass you? Do
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you think other people might harm you because of the way you look? If you have been
in jail before, how were you treated by other inmates?

3: The Transgender Committee will determine whether the prisoner is properly placed
in a men’s or women’s facility, and in the general population or in a vulnerable unit.
Prisoners in vulnerable units must have access to the same services (including edu-
cation, jobs, and drug treatment) as prisoners in the general population. Vulnerable
units must not be so isolated from other facilities or prisoners that they effectively
become administrative segregation.

4: Administrative segregation is an appropriate placement for a transgender prisoner only
when the prisoner cannot safely be placed in any other housing. The Transgender
Committee must immediately create a written plan for returning the segregated
prisoner to less restrictive housing. Administrative segregation is a last resort, and must
only be used for the period of time that the heightened risk exists, or until transfer to
another facility can be arranged.

5: All correctional officers must participate in transgender awareness training.

D: The gender-affirming medical care available to a transgender prisoner should be
determined by the Transgender Committee in consultation with the prisoner.

1: Established treatment regimens must be continued in the absence of compelling
reasons for their suspension.

2: The inability to produce medical records of previous treatment shall not result in the
conclusion that a prisoner has not received gender-affirming medical treatment, and
must not be a bar to treatment.

3: The fact that a prisoner has not had previous gender-affirming medical treatment
likewise must not be a bar to treatment. A prisoner confronting gender identity issues
for the first time in prison must have the same access to counseling, hormones, and
surgery as a prisoner who has already begun a sex-reassignment program.

4: Sex-reassignment surgeries must not be considered per se cosmetic or elective, and
should be available to a transgender prisoner when the Transgender Committee
determines that surgery is in the prisoner’s best interests.

E: Prisoners must be screened for transgender identity and general vulnerability at intake;
self-identification must be the primary mechanism for recognizing transgender prisoners.
1: All prisoners should be asked (in a professional and sensitive manner) their gender
identity and whether they would like placement and/or treatment consideration by
the Transgender Committee. All prisoners should be asked whether they fear victim-
1zation in the general population.
2: If intake staff believe that a prisoner is likely to be victimized because of gender expres-
sion, the intake staff may recommend the prisoner to the Transgender Committee.
3: Prisoner preferences should be respected unless compelling safety concerns demand
alternative placement.

(Tarzwell, 2006)

In the juvenile environment noted proposed changes had been made and adopted by a
U.S. District Court. In 2004, several juveniles filed a lawsuit against the Ohio Department of
Youth Services, challenging the constitutionality of their confinement. The lawsuit evolved into
a class action affecting future juveniles who might be incarcerated in Ohio. In 2007, the U.S.
District Court approved a case management plan whereby a joint committee representing the
plaintiffs and the defendants would undertake a fact-finding mission involving several juvenile
facilities in the State of Ohio. Fred Cohen, a frequently used monitor of mental health care in
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court cases involving corrections, was selected as chair of this fact finding committee. Among
the areas investigated by the committee were excessive use of force, arbitrary and excessive use
of isolation and seclusion; arbitrary and excessive discipline; abusive violation of privacy;
inadequate mental health care; inadequate health care; inadequate educational services;
inadequate programming; failure to adequately train and supervise staff; failure to protect from
harm; failure to provide an adequate grievance process; and failure to provide equal access to
placement and services to females. In all these areas, the Cohen Report found serious
deficiencies. As a result, the U.S. District Court entertained a stipulation for injunctive relief on
April 9, 2008 and discussed the issues that the Ohio Department of Youth Services had to
address (S. H. et al. v. Tom Stickrath, 2008).

Section VIII of the Court’s decision addressed mental health care. An abbreviated list
consisted of the following:

1. In general, the Department of Youth Services shall provide youth with a reasonably
safe environment designed to effect proper development and prevent psychological
deterioration.

2. The Department of Youth Services shall promote rehabilitation by developing, staff-
ing, and implementing a comprehensive plan for a continuum-of-care mental health
system that is attentive to the distinctive nature of adolescent cognitive, intellectual,
emotional, social, and moral development.

3. The Department of Youth Services shall establish adequate policies and procedures
that meet professional practice standards for every major area of mental health gover-
nance and service delivery.

4. The Department of Youth Services shall ensure that all youth have access to necessary
inpatient psychiatric treatment at an appropriate facility.

5. The Department of Youth Services shall ensure that criteria for discharge from the
mental health caseload are clearly articulated.

6. The Department of Youth Services shall provide adequate trained personnel, space,
and time to accomplish these goals, including the addition of clinicians; independently
licensed, or appropriately supervised Master’s prepared social workers; psychiatric
nurses, and clerical staff.

7. Clinical staffing goals shall be 1 clinician for each 15 girls diagnosed as mentally ill and
in need of treatment; 1 clinician for each 20 boys diagnosed as mentally ill and in need
of treatment; and 1 clinician for each 20 mentally ill youth in the general population.

8. The Department of Youth Services shall ensure that the mental health program will
provide occupational therapy (OT) and general activity therapy in adequate number
and quality.

9. The Department of Youth Services shall provide youth who are not on the mental
health caseload with frequent, regular access to social work or other staff trained in the
detection of depression and anxiety disorders, in order to prevent under-diagnosis due
to masking or failure to report symptoms by youth who fear looking weak.

10. The Department of Youth Services shall ensure that treatment planning is based on
professional standards, to include problem identification, solutions tied to the problem,
identification of treatment response and current assets. The Department of Youth
Services shall ensure that treatment programs are highly structured, consistent,
mtensive, and focused on changing specific behaviors and development of basic social
skills.

11. The Department of Youth Services shall ensure that clinical staff, including psycho-
logy, expand and strengthen contact with the families, family surrogates, or other
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significant adults in the lives of youth from reception through treatment and discharge
planning.

12. The Department of Youth Services shall ensure that a mental health clinician meets
regularly with girls on the mental health caseload for individualized non-crisis oriented
treatment, and with the non-mental health caseload youth, in order to promote the
early detection and treatment of depression. The Department of Youth Service shall
strive to provide appropriate treatment for adolescent female depression.

13. Any youth who is currently on the mental health caseload or otherwise appears in need
of assistance shall be provided with an advocate to assist such youth at any disciplinary
hearing.

14. The Department of Youth Services shall establish, disseminate, and monitor clear,
detailed protocols for quality assurance and peer review in the provision of mental
health care.

15. The Department of Youth Services will ensure that mental health leadership at the
Central Office level adequately recognizes and responds to the serious and complex
needs of youth with mental illness in the correctional facilities.

16. The Department of Youth Services shall develop and implement its own core clinical
training curriculum in order for all clinical staff to have requisite training and skills that
are expected and supported by the agency.

17. The Department of Youth Services shall ensure that clinical staff develop specific
individual treatment plans and goals for youth and assess progress toward these goals.
Plans must include interventions that are strength-based, work toward specific
individualized goals and include families whenever possible in treatment planning and
delivery. Progress notes will be in standardized (SOAP) format.

18. The Department of Youth Services shall emphasize the need to distinguish a suicide
gesture from an authentic attempt. Youth on suicide watch shall be seen daily by a
psychologist during the week to provide appropriate intervention and support to assist
the youth in developing the coping skills necessary to be removed from supervision and
manage suicidal ideation.

(S. H. et al. v. Tom Stickrath, 2008, pp. 35—43)

McCorkle’s (1995) study provided some knowledge of the generational cohorts for inmates with
mental illness. McCorkle investigated gender, race, psychopathology, and institutional
misbehavior. His variables were the history of medication or hospitalization, whether prisoners
were on medication, marital status, education, whether the prisoner was employed prior to
prison, whether the current offense was violent, whether the prisoner was confined in a medium
security prison, and whether the prisoner was confined in a maximum security prison. The two
other variables related to generational cohort were the age at first arrest and current age. Age
at first arrest was not significant; however, current age was statistically significant at the 0.001
level for White males, Black males, White females, and Black females. Interpretatively, annual
infraction rates increases for all four groups when these groups were younger (McCorkle, 1995).
Put another way, older inmate groups with mental illness have fewer infractions than younger
inmate groups with mental illness.

The mental health problems of juveniles differ from adult. According to findings detailed by
Congress prior to the passage of the Mentally Il Offender Treatment and Crime Reduction
Act:

(1) According to the Bureau of Justice Statistics, over 16 percent of adults incarcerated in
United States jails and prisons have a mental illness.
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(2) According to the Office of Juvenile Justice and Delinquency Prevention, approxi-
mately 20 percent of youth in the juvenile justice system have serious mental health
problems, and a significant number have co-occurring mental health and substance
abuse disorders.

(3) According to the National Alliance for the Mentally I, up to 40 percent of adults who
suffer from a serious mental illness will come into contact with the American criminal
justice system at some point in their lives.

(4) According to the Office of Juvenile Justice and Delinquency Prevention, over 150,000
juveniles who come into contact with the juvenile justice system each year meet the
diagnostic criteria for at least 1 mental or emotional disorder.

(5) A significant proportion of adults with a serious mental illness who are involved with
the criminal justice system are homeless or at imminent risk of homelessness, and
many of these individuals are arrested and jailed for minor, nonviolent offenses.

(The Mentally Il Offender Treatment and Crime Reduction Act 108-414)

Hayes (2009) described the characteristics of juveniles who had committed suicides while in
various facilities. From 1995 to 1999, 110 juveniles committed suicides, but Hayes had only 79
cases with completed data (Hayes, 2009). About 42 percent of the juveniles committed suicide
in secure facilities, such as training schools; 37 percent of the juvenile suicides occurred in
detention centers; 15 percent occurred in residential treatment centers, and 6 percent of the
suicides occurred in a reception or diagnostic center. Racially, more than two-thirds of the
suicides were White, 11 percent were African Americans and 6 percent were Latinos (Hayes,
2009).

Hayes (2005) also studied suicides in adult corrections and reported that over 400 suicide
occur a year. Most of these suicides occur within the county jails and involve White males who
take their life within 24 hours of being placed in the county jails. Researchers theorized that
there are two causal factors in explaining jail suicides. One is that jails’ physical structures are
conducive to suicides and two the vulnerable persons jailed are in a crisis. From the jail
detainees’ viewpoint, the jail environment’s characteristics and features promote suicides and
suicidal behaviors. These are fear of the unknown, mistrust of the authoritarian environment,
lack of control over the future, isolation from family and significant others, shame of incar-
ceration, and the dehumanizing aspect of entering a jail. Moreover, certain characteristics are
common among detainees in a crisis that could push them to suicides. Some of these are recent
excessive drinking or drug use, recent loss of regular resources, severe shame or guilt over being
arrested, current mental illness, previous suicidal behavior, and fear of going to court (Bonner,
1992).

Lewis (2005) reviewed the literature on lifetime prevalence of psychiatric diagnoses in female
offenders in correctional institutions. She reviewed four studies. For major depressive disorders,
the percentages were 16.9, 13, 38.8, and 21.3 for each of the four studies. Each study reported
the percentages for post-traumatic stress disorder, and the percentages were 33.5, 30, 41.8, and
10.4. For dysthymia, the percentages were 9.6, 7.1, 4.1, and 8.0. Three studies reported the
percentages for schizophrenia as 1.4, 1.6, and 0.8. The other study reported no information for
schizophrenia (Lewis, 2005).

Numerous other mental health professionals have examined other social contexts of
incarceration involving prisoners and detainees with serious mental illnesses. Grekin, Jemelka,
and Trupin (1994) studied admissions to the Washington State Hospital and admissions to
prisons for the individuals with mental illness. Their unit of analysis was counties. They found a
significant three-way interaction among disposition, race, and counties. Particularly, they found
that counties with a high proportion of a particular minority sent more of individuals with mental
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illness to prison than the State Mental Hospital. This practice was strongest for Latinos and
African Americans were second. They concluded that race was a factor in how counties treated
individuals with mental illness and determined which system, penal or non-penal, would handle
them (Grekin et al., 1994).

Baillargeon et al. (2008) studied prisoners with psychiatric disorders involving bipolar
schizophrenia, and depression diagnoses and their risks for HIV infection and HIV/hepatitis.
Their sample consisted of 370,511 Texas prisoners from January 1, 2003 to July 1, 2006. They
had categories of All HIV, HIV Only (Mono-infection), HIV/HCV (Hepatitis C Virus), and
HIV/HBYV (Hepatitis B Virus). For All HIV, 85 percent were male, 62 percent were African
American, 12 percent for Latinos, and 26 percent were White. Age wise, 74 percent were
between the ages of 30 to 49 and 19 percent were between the ages of 15 to 29. The percentages
were somewhat similar for the other three groups of HIV categories. For All HIV, 18.1 percent
had a psychiatric disorder, with 7.5 percent having a major depression and 3 percent having
schizophrenia (Baillargeon et al., 2005).

Greenberg and Rosenheck (2008) studied the amount of homelessness among state and
federal prisoners prior to their arrests with mental illness as one of the factors investigated
too. These mental health factors were mania, depression, and psychoses. Among African
Americans, 39 percent were homeless, for Whites, 53 percent were homeless, for Latinos 16.7
percent were homeless, and for other races 11 percent were homeless; 64 percent had symptoms
of a mental health disorder, consisting of 53 percent for mania, 40 percent for depression, and
26 percent for psychoses. These researchers noted that practitioners need to better understand
how some individuals become homeless and develop better interventions to prevent the cycling
of inmates from homelessness to incarceration (Greenberg & Rosenheck, 2008).

A group of researchers investigated relationships involving male and female offenders in Iowa
Department of Corrections who had borderline personality disorders. With respect to marital
status and prisoners having a borderline personality disorder, 15.6 percent were divorced, 31.3
percent were married, 4.7 percent were single, and 48.4 percent were other. With respect to
education, 58 percent had less than an high school education, 18.5 percent had a high school
education or GED, and 23 percent had some college education. In terms of race and ethnicity,
67.7 percent were White, 15.4 percent were African American, and 16.9 percent were the
Other category. For gender and those prisoners with borderline personality disorder, 81.5
percent were male and 18.5 percent were female (Black et al., 2007).

Wolff, Blitz, and Shi (2007) compared prisoners with and without mental disorders and their
sexual victimization in prisons. Twelve of the prisons were for males and one was for females,
with a sample size of 7,528; 93 percent of the sample were male. Within males, racially, 59
percent of the sample were African Americans, 16 percent were non-Hispanic Whites, 20
percent were Hispanic, and about 6 percent were of another race or ethnicity. Among female
prisoners, 48 percent were African Americans, 31 percent were non-Hispanic White, 14
percent were Hispanic, and 7 percent were of another race or ethnicity. About 1 in 12 inmates
with a mental disorder reported that they had been victimized sexually within the past six
months, compared to 1 in 33 inmates without a mental disorder. Among males and females
with mental disorders, females were three times more likely to be victimized sexually in prison
(23.4 percent ), compared to males (8.3 percent). Minority prisoners, African American and
Hispanic, with mental disorders were more likely to be victimized than White prisoners with
mental disorders. These researchers concluded that prisoners with mental disorders are more
likely to meet with violence in prisons and these prisoners have further mental health issues.
These prisoners should be screened for PT'SD (Wolff et al., 2007).

Primm, Osher, and Gomez (2005) recounted the number of incarcerated persons, juveniles
and adults, in the criminal justice system and the number of persons with mental illnesses as well
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as co-occurring substance abuse issues. They then discussed cultural competence in mental
health treatment. Adopting a definition from the U.S. Department of Health and Human
Services, they conveyed that cultural competence involved an array of behaviors, attitudes, and
policies that coalesce by professionals in an agency or system to work effectively in cross-cultural
interactions. Becoming skilled in cross-cultural interactions consists of a professional evolving
over an extended period of time. This process requires institutionalization of principles and
values as well as agencies or organizations having the ability to (1) value diversity; (2) conduct
self-assessment; (3) manage the dynamics of difference; (4) acquire and institutionalize; (5) adapt
to diversity and cultural contexts of the communities they serve (Primm et al., 2005). Based on
previous work, Primm noted that African American and Latinos reported that at every stage of
the criminal justice process, criminal justice professionals demonstrated inadequate cultural
competence. Thus, recommendations by them to build cultural competence were systematic
training, direction by leadership and advisory groups, guiding policies and principles that
address treatment parity; linguistic assistance, accountability, advocacy and community out-
reach (Primm et al., 2005).

Severson and Duclos (2005) asked whether risk screening for suicide among American
Indians was culturally sensitive and answered the question in the affirmative. They stressed that
American Indian concept of mental illness might cause them to interpret screening questions
differently than the general population of detainees. Instead of having a one size fits all
approach, the suicide risk assessment protocol should be tailored to the cultural background of
the detainee population. For example, if a mental health professional who 1s not culturally
sensitive asks an American Indian about his or her mental health history, the question may be
too confusing and the response may not be revealing. Many American Indians understand
mental and emotional problems as being caused by external forces, not psychological conflict.
Unwellness caused by external factors, such as consuming alcohol, is unnatural, whereas
unwellness that is natural is caused by biological, social and/or cultural violations or taboos.
Mental illness 1s a White person’s disease that is shameful and unnatural, according to many
American Indians and in many American Indians’ communities, there is no word or conception
for mental illness, per se. Wellness is viewed among American Indians as an undividable whole
of the body, mind, and spirit (Severson & Duclos, 2005).

Utlizing a representative sample of prisoners that involved 14,500 of state prisoners, 3,700
federal prisoners, and 7,000 jail detainees, James and Glaze (2006) reported the percentages of
incarcerated persons with mental health problems that had implications for cross-cultural
considerations. They categorized race and ethnicity in four categories. In the Other category,
consisting of American Indians, Alaska Natives, Asians, Native Hawaiians, other Pacific
Islanders, and persons listing more than one race, James and Glaze (2006) indicated that 62
percent of those persons in state prisons had mental health problems compared to 62 percent of
Whites, 55 percent of African Americans, and 46 percent of Hispanics. Within the federal
prison system, 50 percent of the Other category had mental health problems compared to 50
percent of Whites, 46 percent of African Americans, and 37 percent of Hispanics. In local jails,
70 percent of the Others had mental health problems, 71 percent of Whites, 63 percent of
African Americans, and 51 percent of Hispanics (James & Glaze, 2006).

Earle, Bradigan, and Morgenbesser (2001) provided insight into Native Americans in the
New York prison system and their mental health needs. Renamed Iroquois by the French, the
Haudenosaunee lived in upper New York for hundred of years. The Haudenosaunee consisted
of five tribes: Mohawk, Oneida, Onodaga, Cayuga, and Seneca. Early mental health pro-
fessionals at the close of the nineteenth century considered Native Americans to be mentally
il because they spoke with the dead, heard the dead, and saw the dead. They noted that
many tribes adopted the Medicine Wheel consisting of four areas of functioning involving the
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social, mental, physical, and spiritual beings. All four must be in balance to determine what is
healthy and what is unhealthy. Earle et al. (2001) examined records and interviewed some
Haudenosaunees in a prison mental health unit to learn why the Haudenosaunees were in the
mental health unit in higher proportion than the free world population. One Haudenosaunee
revealed that “here you get referred if you act strange™ with acting indicating that one was being
quiet, keeping to one self] or acting aggressively (p. 127). Earle et al. (2001) concluded that

counselors who work with American Indians in jail or in prison are encouraged to ascertain
both the tribe to which a person belongs and the extent of afhliation, and learn whatever
can be found regarding the cultural understandings and traditions of the Indian tribe or
nation. Most importantly, the provider of service must ascertain the effect this will have on
therapeutic interventions such as, for example the use of psychotropic medication.

(Earle et al., 2001, p. 130)

Scott (2005) noted that despite the apparent need for mental health professionals who have
been trained in providing care to the population of mentally ill prisoners, very few schools in
psychiatry, psychology, and social work prepare students for this endeavor. The correctional system
is an exclusive unique environment with specialized terminology, laws, rules, procedures,
setting, and administrative management. In order for mental health professionals to provide
effective care, they must understand the correctional world. Several professionals have dis-
cussed the impact of court decisions involving corrections and mental health (Perlin, 2001), and
the roles of social workers in the area of mental health in corrections (Griffin, 2007).

Appelbaum (2005) described the psychiatrist role in the correctional culture, which is
applicable to social work, although Appelbaum did not describe it as such. Among the areas
that Appelbaum discussed were temperament, advocacy, medication use, consultation and
liaison roles, forensic roles, and confidentiality. To be an effective correctional psychiatrist
(Appelbaum, 2005, p. 38) or correctional social worker, he or she:

1. Understands the correctional culture; 2. Complies with institutional rules and regula-
tions; 3. Maintains appropriate boundaries; 4. Uses correctional jargon appropriately;
5. Treats nmates, security staff, and other health care professionals with respect;
6. Collaborates with security stafl; 7. Approaches patients in a professional, non-adversarial
way; 8. Adapts with flexibility to the prison environment; 9. Advocates selectively;
10. Practices with sensitivity to fiscal and operational concerns; 11. Provides consultation
and liaison service; and 12. Balances confidentiality with sharing of necessary information.

A social worker with a goal to attend law school, Griffin (2007) stated:

With respect to professional obligations, the implications of social workers’ concern for the
dignity and worth of inmates with mental health problems spans all levels of practice.
Perennial threats to funding for mental health treatment in jails and prisons, for example,
provide opportunities for social workers to advocate for inmates at the macro-level. Since
policy-makers regularly review and occasionally bolster extant treatment programs, social
workers must intervene at the policy level to demand the proper treatment of mentally ill
detainees. Organizations committed to human rights, such as Human Rights Watch, often
act as media for the entrance of social workers into the world of policy-making. At
the mezzo-level, social workers may address the problem of mental illness among inmates
by becoming involved in programs that currently exist to meet the needs of detainees.
Extant treatment programs in jails and prisons are chronically under-staffed, leaving an
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unfortunate dearth of competent, caring mental health professionals. Given their com-
paratively broad training, social workers are well situated to “fill the gaps” that often plague
treatment programs in correctional facilities.

(Griffin, 2007, p. 31)

Another social work professional discussed the essential elements of promising mental health
services for jail detainees and the implications for social workers. A task force of the American
Psychiatric Association identified four core elements of mental health services, and two criminal
justice professional expanded them to six core elements. There expanded six elements are (a)
screening, evaluation, and classification procedures; (b) crisis intervention and short-term
treatment; (c) discharge planning mechanisms; (d) court liaison mechanisms; (e) diversion
practices; (f) contracting procedures (Alexander, 1999). Alexander (1999) discussed these
elements within the provision of privatization of mental health services for jails and the legal
liability for social workers within the jail context. Alexander stressed that

social workers should ensure that detainees are provided with professional services. At a
minimum these services should include assessment of all prisoners for mental health
problems. For suicidal detainees, crisis intervention should be provided. For seriously
mentally ill detainees, service should include professional contacts designed to alleviate
distress and improve functioning. While some detainees may need medication, individual
and group counseling may be beneficial to them and others.

(Alexander, 1999, p. 74)

lllustration and discussion

First, every correctional mental health program should establish a mission statement. In this mission
statement should be (l) admission and discharge criteria; (2) treatment goals; (3) available
interventions; (4) quality assurance and peer review; (5) contribution to safety and security of the
institution and public safety; (6) methods of enhancing staff morale, including (a) respect for
differences of opinion, (b) focus on conflict resolution, (c) regularly scheduled discussion and cross-
training, (d) input and participation from all disciplines; (7) language that promotes a professional
work environment (Chaiken, Thompson, & Shoemaker, 2005).

Judges have ruled that conducting assessments is essential to providing constitutionally accepted
mental health treatment to prisoners. Ditton (1999) indicated that for a 1997 survey of inmates in
federal and state prisons and detainees in jail involved the following questions that were answered
yes or no in an effort to conduct initial screening:

(2) Do you have a mental or emotion condition?
(b) Have you ever been told by a mental health professional such as a psychiatrist, psychologist,
social worker, or psychiatric nurse, that you had a mental or emotional disorder?
(c) Because of an emotional or mental problem, have you ever:
(1) Taken a medication prescribed by a psychiatrist or other doctor?
(2) Been admitted to a mental hospital, unit or treatment program?
(3) Received counseling or therapy from a trained professional?
(4) Received any other mental health services?

Adams and Ferrandino (2008) discussed the major issues that need to be addressed to improve
inmate mental health care. Specifically, they cited (1) intake, screening, and assessment; (2) treatment
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and control; (3) risks and stakes; (4) risk management and treatment; (5) environments as therapy;
(6) segregation and isolation; (7) medication; and (8) correctional officer involvement. In the intake,
screening, and assessment areas, they note that professionals have debated the utility of clinical
versus actuarial prediction models and the efficacy of them in assessing adults and juveniles with
mental health problems. They noted too the assessment of psychopathy and dangerousness was
important for the safety of the correctional staff and public. In the area of treatment and control,
they stated that the relationship between them and determining an appropriate balance is a vital
management issue. Regarding risks and stakes, Adams and Ferrandino (2008) said that

a significant aspect of treatment strategies for mental disorders is trial and error. Clinicians use
their experience to predict likely reactions to various treatments or interventions and then use
their judgment to identify what would seem to be the best course of action. However, events
do not always turn out as predicted, and so clinicians constantly modify their approaches with
individual patients based on feedback as to what works best. In the context of correctional
institutions, the trial-and-error aspect of mental health treatment has to be taken very seriously
because some adverse outcomes, such as those involving violence, may be very harmful. Quite
naturally, a conservative posture of risk avoidance and of adopting low-risk strategies is pre-
ferred.

(Adams Ferrandino, 2008, p. 918)

Risk management and treatment consist of providing treatment to inmates with mental illness
holistically and not an either or approach either changing the offender or controlling the offender.
The environment as therapy means putting offenders with mental illness in the best environment
possible. For instance, different prisons and different cell blocks or dormitories have different
stressors which could lessen or aggravate prisoners’ symptoms. Segregation and isolation are
important factors for correctional administrators especially when they are used short term or long
term for prisoners with mental illness. Providing medication is the primary method of administering
treatment, but medications may be overused. Last, there is the continuing debate about the role of
correctional officers in the treatment of prisoners with mental illness and providing them with
training in mental illness besides the normal security training.

Treatment for prisoners with serious mental illnesses may be psychopharmacological or tradi-
tional therapies. Sometimes, correctional institutions have relied too heavily upon medications.
Burns (2005) confessed that in the distant past, there was a tendency to use psychotropic drugs for
their sedating effects “as a means of managing undesirable behaviors” (p. 89). Medications used in
this manner, Burns noted, may violate prisoners’ rights but she acknowledged that advances have
been made and for many serious mental illnesses, medication is the preferred mode of treatment.
Burn (2005) wrote, “l do not intend to imply that treatment with psychotropic medication is the
sole requirement for appropriate mental health care of inmates; but rather, psychotropic medi-
cation is one component of a comprehensive treatment plan” (p. 90). Concurring, Chaiken et al.
(2005) contend that the use of pharmacological treatment of mental illness is vital to the
effectiveness of any correctional treatment program. The likelihood of medication compliance is
increased by other therapeutic treatments. The most universal intervention used with mental
health patients in correctional facilities are individual therapy, group therapy, recreational therapy,
therapeutic community, substance abuse programs, assistance with daily living skills, and behavior
incentive programs (Sacks, McKendrick, Hamilton, Cleland, Pearson, & Banks, 2008).

Elaborating upon Burn’s acknowledgement that medication is not the only successful method for
treating serious mental illnesses, Alexander (2000b) reported a group counseling program for
seriously mentally ill persons who had been diagnosed with paranoid schizophrenia who were
residing in Israel, contending that his approach could be successful in a correctional environment.
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Particularly, Levine, Barak, and Granek (1998) conducted an experiment to learn if inducing cog-
nitive dissonance would alter psychotic paranoid ideation in individuals who had been diagnosed
with paranoid schizophrenia. Cognitive dissonance is the condition of having two dissonant beliefs
at the same time. An individual feels tension and uneasiness when cognitive dissonance occurs. As
a result, Levine et al. hypothesized that treatment that induced cognitive dissonance systematically
would enable “patients who accepted the axiom to be gradually exposed to neutral, low and finally
emotion-laden paranoid ideation in such a way that they eventually began to question the very
existence of the paranoid system” (Levine et al, 1998, p. I1). In testing this hypothesis, the
researchers randomly assigned |12 persons with diagnoses of paranoid schizophrenia to a treatment
and control group. Before entering the cognitive-dissonance group individuals met with two
therapists. One therapist posed a question to the other therapist, such as what may cause a traffic
jam? The responding therapist answered perhaps a car out of gas and slowing traffic, engine trouble,
a driver having a heart attack, construction work, traffic lights malfunctioning, or accidents. Then,
the individual with mental illness is asked a similar question, which is neutrally selected by the
therapists. After the individual has demonstrated some proficiency in providing several alternative
explanations, one therapist declares that “it is axiomatic that any event has several alternative
explanations perceived by the keen observer” (Levine et al., 1998, p. 6). This axiom is put on a piece
of paper and the two therapists and the individual sign it. In effect, the higher functioning therapists
influence the individual with mental ilinesses and help to establish this norm for the group. When
everyone has had this introduction, the group begins. Group counseling is structured and
homework is given. When paranoid statements are made in group counseling, individual members
remind all of the axiom and help to provide alternative explanations. The clinicians/researchers
used the Positive and Negative Syndrome Scale (PANSS) to assess participants in both groups at
baseline, two weeks, four weeks, six weeks, and ten weeks (i.e. follow-up). They found significant
differences between the treatment and control group on thought disturbance scores and
psychopathology (Levine et al., 1998).

Alexander (2000b) observed that cognitive-behavioral treatment was the most successful in
treating adult and juvenile offenders. Three professionals have provided additional empirical
support for the dominance of cognitive-behavioral treatment. They randomly assigned prisoners to
three groups. One group received individual and group cognitive-behavioral intervention. Another
group received just the individual cognitive-behavioral treatment, and the control group consisted
of those prisoners on a waiting list for the individual group. The researchers measured all prisoners
for level of mental disturbance at pre-test and post-test. Statistical analyses showed that both
groups showed a decrease in the level of mental disturbance but the combination group had the
greatest decrease (Khodayarifard, Pritz, & Khodayarifard, 2008).

Severson (1999) indicated that the jail environment is a system in which social workers can
interact with multi-clients, and social workers have long understood that a system can include a
prison or jail as a whole system or a subsystem. Two systems provide a review of prisoners and
detainees with serious mental illness. First, Frontline broadcasted a presentation entitled the New
Asylum. It noted that in most states, prisoners with serious mental illness receive little or no mental
health treatment. However, Ohio was hailed as having developed a model of treatment for
prisoners with serious mental illness and Frontline was given full access to Ohio prisons. Many
prisoners with mental illness are placed at Ohio’s maximum security prison at Lucasville, Ohio.
These prisoners may begin serving their sentences at lower security prisons but are unable to
follow rules within these institutions and thus spiraled into the maximum security prison. At the
maximum security prison in Lucasville, Ohio, prisoners with mental illnesses are housed within a
mental health unit. When these prisoners act out on the mental health unit, they may be placed in
administrative segregation as punishment or they may go into the prison infirmary. From either
place, a prisoner may be transferred to Oakwood Correctional Facility, which is a psychiatric
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hospital, located about |70 miles from Lucasville. Its goal is to provide short-term acute care for
prisoners and once they are stabilized they are returned to Lucasville. One prisoner from the
mental health unit at Lucasville had been placed in administrative segregation almost 100 times and
frequently he had to be forcibly extracted from his cell by a special squad. This prisoner had been
transferred to Oakwood and returned to Lucasville |8 times. He explained the differences between
the two facilities, noting that the Oakwood mental health professionals are better and treat him
better. He said he is not upset as much when he is at Oakwood. Fred Cohen, a mental health
consultant, stressed that a maximum security prison is not suited to treat prisoners with mental
illness and the environment in a maximum security prison is not conducive to psychiatric treatment
(Navasky & O’Connor, 2005).

Debbie Nixon-Hughes, Chief of the Bureau of Mental Health Services within the Ohio
Department of Rehabilitation, was interviewed by Frontline for the special on the New Asylum. She
reported that a lawsuit had been filed to improve mental health services for prisoners with serious
mental illness. As a result, the Department of Rehabilitation had evolved from a Department of
Psychology to a Department of Mental Health, meaning that the Department created a continuum
of services that were offered, from outpatient therapy, crisis services, and residential treatment
services. It created its own inpatient psychiatric services and had increased staffing, including
psychiatric nurses, social workers, psychologists, and psych assistants (PBS, 2005). Social workers
were employed in various systems throughout the Ohio Department of Corrections but no social
worker was specifically highlighted. In the New Asylum, a mental health professional was shown
providing group therapy to five inmates. There were ten individual cells and each cell was a little
larger than a telephone booth with one inmate in a cell. The cells curved in almost a half circle and
the mental health professional set in a chair in the middle, counseling the inmates.

A second system, however, provides more specific social work involvement. A licensed Master’s
level social worker and two Master level social work students devised and implemented a psycho-
educational group treatment program for woman jail detainees. The targeted areas for these
women were stress, anxiety, depression, and trauma. Ultimately, the goal is to reduce the women'’s
recidivism but the short-term goals were to address women’s mental health issues. They drew
from reality therapy, Lazarus’ Model of behavior medication, cognitive theory, and empowerment
theory to formulate their psychoeducational group intervention. The psychoeducational focus of
the intervention was premised upon the assumption that these woman detainees had a number
of emotional and mental health problems that made their stress worse and interfered with their
ability to cope with being confined in a jail environment. Hence, the program was designed to
intervene with these women’s low self-esteem, victimization and depression, post-traumatic stress
symptoms, high anxiety levels, and basic life issues, such as communication, problem solving and
decision making, goal setting, and goal achievement. In that these social workers intended to
conduct research on the effectiveness of their intervention, they used nonequivalent control group
design (Pomeroy, Kiam, & Abel, 1998).

Considering the assessment and interventions skills displayed by these social workers, the
intervention began with a social worker explaining to each individual member the program and
intended research aspect of it. They were told that confidentiality was extremely important for all
women to feel free to discuss and explore personal issues. Then, the women in both the
experiment group and comparison group were administered various scales and instruments to
measure their mental health issues to get their scores at pre-test. The intervention was to last five
weeks, and the women were given resources and encouraged to contact these sources upon their
discharge.

The introductory group session consisted of explaining the critical need for confidentiality, an
explanation of group content and procedures, and the relationship between feelings and behaviors.
Each woman was asked to examine their self-concept and their major life relationships. The social
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workers initiated trust-building exercises and related experiences. Then, these group leaders
helped woman detainees acknowledge their feelings, thoughts, and actions. In this manner, the
women would be able to transit from a failure identity to a success identity. As a consequence, the
women experience less self-blame and shame. The women were provided with knowledge of the
change process and asked to identify their strengths and assets. These detainees, consequently,
developed positive affirmation statements based on their assessments and displayed these newer
improved behaviors in the group. Once, a group member broke confidentiality and related
comments made in the group to other women in the jail. Because of the seriousness of this breach
and to reinforce the importance of confidentiality, the violator was removed from the group and
recommended that she be placed in another part of the jail (Pomeroy et al., 1998). At the end of
the five weeks, the treatment group had lower post-test scores than the comparison group.
Further, the social workers relayed the success of one woman detainee who upon being criticized
by jail staff for the cuts on her arms wrote down her feelings, as she was taught in group, instead of
responding to the jail staff. Also, this woman detainee got out of jail, divorced her abusive husband,
retrieved her children, and found a job (Pomeroy et al., 1998).

Conclusion

This chapter initially provided several definitions of mental health treatment and correctional
mental health treatment. Then, it described a number of controversial topics involving mental
health issues in corrections. Probably, the number one controversy is the use of super-max
prisons which have been documented as causing mental illnesses and the release of prisoners
negatively affected mentally from super-max prisons into the community. Another contro-
versial area is the use of civil commitment to transfer essentially sex offenders from prison to a
mental health unit to continue their confinement. Mental health clinicians are reluctant to say
that a sex offender is cured or not dangerous, presenting an ethical dilemma.

This chapter reveals that pharmacological drugs, once used in an abusive manner, are the
most appropriate for treating prisoners with serious mental illness. However, one experimental
study revealed that individuals with serious mental illness in Israel who were paranoid could
have their paranoia lessened by group treatment. A criminal justice professional stated that this
could be used with prisoners with serious mental illness and who were paranoid. Further,
criminal justice professionals contend that cognitive-behavioral approaches are very effective
with prisoners with mental illness. The last section presents a case illustration of a system in
Ohio, hailed as a model for the country, where prisoners with serious mental illness are housed
In a maximum security prison, progressed through different areas of the prison, and then
transferred to a mental hospital. When stabilized, they are returned to the maximum security
prison and begin the cycle again. Some prisoners have traveled this circuit multiple times. If
Ohio has a model system, then it says a lot about what is occurring in other states.

Web resources

Centers for Disease Control and Prevention: Correctional Health
www.cdc.gov/ correctionalhealth/

Frontline, The New Asylum
www.pbs.org/wgbh/pages/frontline/shows/asylums/

Judge David L. Bazelon Center for Mental Health Law: Individuals with Mental Illnesses in Jail and
Prison
www.bazelon.org/issues/ criminalization/factsheets/criminal3.html.
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SAMHSA: Substance Abuse Treatment in Adult and Juvenile Correctional Facilities
www.oas.samhsa.gov/ufds/ correctionalfacilities97/ 5feda.htm

U.S. Department of Health and Human Services: Many in U.S. Prisons Lack Good Health Care
www.healthfinder.gov/news/newsstory.aspx?docID=623147

World Health Organization: Mental Health and Prisons
www.euro.who.int/Document/ MNH/WHO_ICRC_InfoSht MNH_ Prisons.pdf
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8 Immigration and its effects

Gregory Acevedo and Manny . Gonzdlez

In this chapter we present a discussion and analysis of one of the most vexing social problems —
immigration — and how its dynamics affect the array of vulnerabilities and risks for the
development of mental health problems among immigrant populations in the United States.
Immigration is a multifaceted social phenomenon whose processes thread through most micro
and macro aspects of the fabric of human experience. Individuals, families, and communities
anchor the exchanges between sending and receiving nation-states. Social, political, and
economic forces that operate locally, nationally, regionally, and globally, channel immigration
flows. The profound dislocation of “place” that immigration involves reverberates throughout
the fabric of human experience in ways that powerfully affect mental health.

The emergence of social work itself can be seen as a response to the instabilities and social
problems that are concomitant with immigration (Acevedo & Menon, 2009). In the United
States, the birth of social work, under both the guise of the Charity Organization Society and the
Settlement House Movements, was in fact, the nation’s efforts “on the ground” to contend with
immigration, urbanization, poverty, substandard housing, health and sanitation, and racial and
ethnic relations. Large numbers of immigrants came during the peak years of immigration in
U.S. history and inextricably linked to its political and economic development and the process
of “industrialization.” In that era, immigration garnered much attention by the public, policy
makers, and social scientists. Today social workers provide direct services to immigrant
populations and influence the political dialogue about the status and human rights of all people.

We begin this chapter with an overview of the social, political, and economic process related
to the immigration phenomenon, provide a brief portrait of relevant demographics of the
immigrant population, and highlight how immigration affects mental health and mental illness.
The following section deploys the life model approach to delineate the matrix of risk and
resilience as it pertains to immigrant mental health and mental conditions. Next, we present a
practice illustration and discussion that underscores key issues with regard to assessment and
mtervention. Last, we conclude with a focus on the important role that social work practice
plays in enhancing the mental health of immigrant populations in the United States.

With the ebb and flow of migration patterns, in recent decades the United States has again
been contending with large waves of immigration. During the Great Depression immigration to
the United States plummeted and it remained at low levels well into the post-World War II era.
In 1965, the amendments to the Immigration and Nationality Act abolished the national origins
system and established a visa category preference system. This shifted the exclusionary stance
that had dictated immigration policy since the Progressive Era, and in so doing, facilitated
immigration.

Since the 1980s, the United States has been receiving immigrants at a pace that rivals the
“golden door” era of immigration (see Table 8.1). Consequently, the topic of immigration
has reemerged as a matter of public concern and public policy, as well as gained renewed
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Table 8.1 Immigration to the United States, 1861-2000

Decade Number of immagrants
1861 to 1870 2,314,824
1871 to 1880 2,812,191
1881 to 1890 5,246,613
1891 to 1900 3,687,564
1901 to 1910 8,795,386
1911 to 1920 5,735,811
1921 to 1930 4,107,209
1931 to 1940 528,431
1941 to 1950 1,035,039
1951 to 1960 2,515,479
1961 to 1970 3,321,677
1971 to 1980 4,493,314
1981 to 1990 7,338,062
1991 to 2000 9,095,417

Source: U.S. Department of Homeland Security (2006).
Yearbook of immigration statistics: 2005. Table 25.

attention from the academy. However, unlike the waves of the past that were comprised
primarily by Europeans, the new migration streams were flowing from nations and regions in
the developing world, especially Latin America, the Caribbean, and Asia.

According to the most recent data in the U.S. Department of Homeland Security’s (DHS)
Yearbook of Immugration Statistics: 2005, the dominant source region in the nation’s flow of
immigrants is Latin America (53 percent), followed by Asia (25 percent) Europe, the principal
source region in the golden era of U.S. immigration, yields a substantially smaller flow (13
percent) while the rest of the world accounts for 8 percent. The top ten immigrant-sending
countries to the United States are all located in Latin America or Asia (in order: Mexico, China,
India, Philippines, Cuba, Dominican Republic, Vietnam, Colombia, Korea and Haiti) (US
DHS, 2006). This has been the trend since the late 1990s.

Africa remains a far less substantial source region to the United States than Latin America or
Asia, but it does make up a good proportion of its refugee flows. In 2008, the top ten refugee-
sending countries to the United States were Cuba, China, Somalia, Colombia, Haiti, Liberia,
Ethiopia, Iran, India, and Uzbekistan (US DHS, 2008). This too has been a trend since the
late 1990s. Under the “diversity” visa category (intended to diversify the immigrant in-flows to
the country) the United States has made an attempt to encourage immigration from the
African region. In 2008, the African region was number one in this category (18,060 of the total
44,538 diversity visas granted in 2008.) As we can see in Table 8.2, in 2008, most legal

Table 8.2 Persons obtaining legal permanent residence status by
broad class of admission, 2008

Class of admussion Number (total=1,107,126)
Family-sponsored preferences 227,761
Employment-based preferences 166,511
Immediate relatives of U.S. citizens 488,483
Diversity visa 41,761
Refugees and asylees 166,392
Other 16,218

Source: U.S. Department of Homeland Security (2008). Yearbook of
immigration statistics: 2008. Tables 3-5
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permanent residents entered the United States under either the family-sponsored immigrants
or as immediate relatives of citizens. The other major categories for class of admission,
employment-based preferences and refugees and asylees, were fairly comparable (166,511 and
166,392 respectively.)

Immigration has also emerged as a global concern. The world’s population is moving about the
planet in unprecedented numbers: “Around 175 million persons currently reside in a country
other than where they were born — about three per cent of the world’s population. The number
of migrants has more than doubled since 1975” (UN Department of Economic and Social
Affairs (DESA), 2002, p. 2). This phenomenon is substantial for both developed and develop-
ing regions (see Table 8.3). The majority of the world’s migrants (60 percent) currently reside
in its more developed regions. Between 1990 and 2000, the number of migrants in the more
developed regions increased by 23 million persons, or 28 per cent (UN DESA, 2002). While the
greater proportion of the world’s immigrant population are “economic” migrants, being pushed
and pulled by economic conditions, since the 1970s, there has been an explosion in the world’s
refugee population (Zolberg, Suhrke, & Aguayo, 1989).

Definitions of immigration

Immigration is a phenomenon that has a long-standing association with social problems, such
as poverty, racial and ethnic conflict, and disenfranchisement. Immigration is closely tied to two
other powerful social processes: urbanization and economic development. The legacy of this
nexus of social forces, immigration — urbanization — economic development, has included
colonialism and slavery, the rise of tenements in the United States in the 1800s, and more
recently, the shantytowns in the developing world; human trafficking; land consolidation and
agro-business; and deforestation and pollution.

The legal and social designations of subgroups of immigrants: refugee, lawful permanent
resident, undocumented persons and transnationals, are important in terms of the underlying
ideological views associated with each and their eligibility for entitlement programs (Drachman
& Ryan, 2001). For example a refugee as defined by the Refugee Act 1980 is a person who is
outside his or her country because of fear of persecution on account of status in a persecuted

Table 8.3 Size and growth of migrant population by major area 1990-2000

1990 2000 Change: 19902000
Major area Number Number Number Number

(thousands) (thousands) (thousands) (thousands)
World 153,956 174,781 20,825 13.5
More developed regions 81,424 104,119 22,695 27.9
Less developed regions 72,531 70,662 —-1,869 —2.6
Least developed countries 10,992 10,458 -534 -4.9
Africa 16,221 16,277 56 0.3
Asia 49,956 49,781 175 -0.4
Europe 48,437 56,100 7,663 15.8
Latin America and the Caribbean 6,994 5,944 -1,051 -15.0
Northern America 27,597 40,844 13,248 48.0
Oceania 4751 5,835 1,084 22.8

Source: UN Department of Economic and Social Affairs (2002). U.N. International Migration Report: 2002.
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group. These groups include race, religion, afhliation with a particular social group and political
opinion (p. 653). Lawful permanent residents are granted permission to reside permanently in
the United States and many require sponsorship to alleviate any potential economic “burden”
upon the country’s social welfare system. This economic concern influenced both the Personal
Responsibility and Work Opportunity Reconciliation Act and the Illegal Immigration Reform
and Immigrant Responsibility Act IIRIRA), both enacted in 1996. These laws sharply cur-
tailed the availability of federal services and benefits for immigrants and threaten those who
choose to sponsor them. Social workers must be aware of the legal and ideological contexts in
which each of these groups is subject; this will make a difference in terms of the immigrant’s
experience of acceptance/alienation and economic and social well-being. This is particularly so
in the current climate of anti-immigration sentiment. Undocumented people are at particular
legal, social and political risk. These are persons who must “fly under the radar;” they have no
authorization to be in the United States and are at imminent risk of deportation. Because of this
constant threat, they are unlikely to make themselves known to public or private agencies
and truly live in the shadows. Another group of immigrants has been identified; transnationals
are immigrant populations whose families, activities and support systems exist in both home
and host countries. These individuals often maintain family connections in both countries,
contribute economically to their home countries and migrate frequently.

Clearly, immigration is a “social fact” that affects the lives of people across the globe.
Migration, the physical movement of large populations across territories, is a complex
phenomenon. Internal migration, movements within the geopolitical boundary of the nation-state,
can take the form of: rural to urban migration, characteristic of most countries experiencing
large-scale economic and technological expansion; internally displaced populations (IDPs), such
as those resulting from natural disasters or civil war; and forced migration, including slavery,
human trafficking, and as part of “ethnic cleansing.”

International migration, movements across geopolitical boundaries of nation-states, includes
waves of both economic migrants and refugees. Globalization has been a driving force behind
international migrations since the fifteenth century, and has had a displacing effect wherever it
disrupts traditional social and economic relations. Globalization can be defined as the “long-
term, large-scale processes of economic, historical and sociocultural change caused by the
penetration of capitalist development into the non-capitalist zones of the world” (Acevedo,
2005, p. 138). The sharp increase in world migration in the post-World War II era, both
economic migrants and refugee movements, has much to do with the escalating and intensified
effects of the political, economic, and social dynamics of globalization.

Immigration is undeniably associated with labor and social welfare. Immigration today, as in
previous eras, is connected to the political economic and sociocultural forces inherent in global
integration (Menon & Acevedo, 2008). Immigrant labor is an integral part of U.S. economic
productivity: “In 2006, foreign-born workers accounted for 15 percent of the U.S. labor force,
and over the last decade they have accounted for about half of the growth in the labor force”
(U.S. Council of Economic Advisers, 2007, p. 1). Immigration fuels U.S. macroeconomic
growth and has significant labor market and fiscal effects. On average, the U.S. native-born
population benefits from immigration and immigrants tend to complement (not substitute for)
natives, raising their productivity and income. Immigration is an essential element in the U.S.
economy and is a determinative component of its labor markets and wages and working
conditions. Immigration is also a direct link between the United States and global economies.
Immigration operates amidst both global and national-level dynamics.

There is also a link between immugration and disenfranchisement, marginalization, and poverty. For
immigrants, poverty is often the principal push factor that instigates migration, whether from
rural to urban areas within their country of origin, or from their nations of origin to nations with
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more expansive economic development. In search of higher wages and better working
conditions, people living in the developing world often “choose” migration. Even refugee
movements are linked to poverty; the civil wars and Cold War struggles that have destabilized
regions are associated with the violent confrontation between the competing political-economic
frameworks of “free-market” and “socialism,” which at their core, were both models proposed
as solutions to long-standing poverty in the non-developed world.

Among the foreign-born population in the United States, citizenship is highly correlated with
increased economic and social mobility. For example, in 2007, 16.5 percent of immigrants
fell below the U.S. poverty line (among the native-born the rate was 11.9 percent), but the
poverty rate among naturalized citizens was only 9.5 percent compared to 21.3 percent for
non-citizens (U.S. Census Bureau, 2008). Immigrants from Latin America are the largest
immigrant cohorts in the country, but yet, the most economically disadvantaged in the United
States. Compounding their economic disadvantage, Latin American immigrants also have the
lowest rates of citizenship among regional source areas for the U.S. foreign-born population
(Schmidley, 2001). However, even naturalization does not necessarily mean full-inclusion. After
the immigration reforms of 1996, the rights of naturalized citizens to many public benefits were
curtailed. This shift was part of the overall exclusionary bent of immigration policy that
occurred with the passage of more punitive laws such as the Immigration Reform and Control
Act 1986, and the Illegal Immigration Reform and Immigrant Responsibility Act 1996.

This move toward more restrictive immigration policies focused on curtailing both
documented and undocumented immigration began in the 1980s, but it has escalated in the
post-9/11 era and in the emphasis on border security. This has led to a rising concern related
to the disenfranchisement and marginalization of immigrants in the marked rise in deportations
(now called “removals”) and detentions. There has been a substantial increase in the number of
immigrants being held in detention centers, the conditions of which have been of grave concern
to advocates (Bernstein, 2009). In general, worldwide, there has been an erosion of protections
of immigrants’ human rights: political, economic, social, and cultural.

The plight of the detained and deported is, but one of the myriad aspects of the traumas
inherent to the migration experience (see Mitchulka, 2009). The migration experience involves
profound “losses” of home, family and community. Informal and formal social connections are
affected, from the most intimate of family and local community, through to the most abstract:
“homeland.” These losses are a necessary aspect of the migration process, but are quite often
“ambiguous” (Falicov, 2003). All is not lost. For example, there remains in many migrants the
longing and hope of returning to the homeland, therefore, the loss is neither necessarily
complete nor final. Also too, there are visits, communications, remittances and other forms of
connection that are, in fact, quite lively.

The journey of “before-during-and-after” presents numerous stressors and necessitates
various accommodations and adaptations. Trauma in migration experience is “cumulative”
and has the characteristic of “tension” trauma (Falicov, 2003). It is an extended process wherein
tension is repeated and long-standing. This may or may not also include more specific
and powerful traumatic events like being tortured, suffering acts of war or natural disaster and
the like.

The central buffers to contending with migration are family and community. For all forms of
social support, material to emotional, family is at the heart of the protective resources that
buffer the stressors of migration. As noted previously, “immediate relatives of U.S. citizens” and
“family-sponsored preferences” rank first and second as visa categories for legal permanent
residents. Undocumented immigrants also rely on family ties in ways that mirror legal
immigrant social networks. Managing migration stress draws heavily upon the “relational
resilience” of immigrant family processes utilized to cope with stress (Falicov, 2003).
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Immigrant communities often rest firmly on the foundation of co-ethnic families who live and
often work in ethnically concentrated geographic areas: “ethnic enclaves.” These communities
are a powerful form of social connection. Many immigrants rely on ethnic enclaves and their
economies as they transition into their new home. Enclaves represent a singular mode of
integration into the host society for immigrants, and have done so since the 1800s. They create
a form of social capital that encourages entrepreneurship and/or facilitates employment in
particular sectors of an economy, often in the sector of community-based goods and services.
Ethnic economies can serve as smaller-scale “protected” markets (or niches), or as “export-
oriented” enterprises with extensive productive capacities that extend beyond a purely local
market (Zhou, 1992). Both types of ethnic economies provide opportunities for employment
and self-employment. They are important for the overall economic and cultural life of parti-
cular ethnic groups and for the general economy (Light & Gold, 2000).

Family and community are essential aspects of the varied context of migration and reception
that frames the migration experience. Falicov (2003, p. 281) delineates the factors that mediate
the migration experience: degree of choice; proximity and accessibility to country of origin;
gender; age; education; developmental stage of the family life cycle and its family form;
community social supports; and the experience of racial or economic discrimination in their
country of origin and adopted country. Segal and Mayadas (2005) underscore several factors
that influence the immigrant and refugee experience that need to be appreciated:

The experience of the move from the home country to living in the United States;
Recognition of the phases of the immigrant and refugee experience;

The sociocultural heritage of the migrant;

Recognition of the problems and issues they encountered while relocating;

Being sensitive toward the migrant’s psychosocial issues;

Y O B~ 0N~

Familiarity with the policies, laws, and programs of U.S. Citizenship and Immigration
Services;

Recognition of the differences and similarities between refugees and immigrants;

The impact of nativist and xenophobic reactions to immigrants and refugees.

o

Ultimately, the context of reception becomes the space within which the migrant adapts to their
newfound circumstances, and also alters them as they weave their lives into the new country’s
social fabric. The reception they receive — welcome, unwelcome, or indifferent — has a powerful
effect on what the outcomes will be for immigrants and refugees. One example, is the life
courses of the children of immigrants (now comprising nearly one-fifth of the nation’s children
and youth) which vary from brilliant second-generation success stories to “oppositional
cultures” rife with delinquency, such as gangs.

With the rise in the number of chuldren of immigrants, social science has devoted much attention
to their social and economic well-being (Fernandez-Kelly & Konczal, 2005; Kasinitz, Waters,
Mollenkopf, & Holdaway, 2008). Much of the focus is on the various paths that children of
immigrants take when assimilating/ acculturating into mainstream society. “Segmented assimi-
lation theory” (Portes & Rumbaut, 2001) proposes that children of immigrants have three
potential outcomes: “assimilating” into a mainstream, “white,” middle-class culture; “ethni-
cization,” which involves remaining within an ethnic or immigrant enclave culture; or
“racialization,” which entails embracing a native-born, urban, minority “oppositional” culture
and 1identity. Only the first two outcomes lead to upward social mobility and generally positive
outcomes, including educational success, for the second generation. Racialization, on the other
hand, ultimately leads to downward social mobility, and antisocial behavior. Children of
immigrants who are racialized become part of a diversifying “underclass.”
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Suarez-Orozco and Suarez-Orozco (2001) have developed a model of “social mirroring” to
conceptualize how children of immigrants construct their ethnic identities. Their model is
informed by W.E.B. Du Bois (1989) concept of “double-consciousness”: the African-American
experience of “looking at themselves through the eyes of others,” 1.e. dominant “white,” middle-
class culture. Suarez-Orozco and Suarez-Orozco (2001) also deploy Winnicott’s concept
of “reflected images,” from the object relations theory, to build a conceptual framework for
their model of social mirroring. The social mirror includes: public perceptions; racial
distortions; day-to-day interactions; and the ascribed identity that children of immigrants “look
into and see reflections,” positive or negative. Media, the classroom, the “street,” and the
family, generate the most powerful reflected images. These images have their strongest effect
among children of immigrants of color, such as African Caribbean and Latino children and
youth.

Reactions to negative social mirroring are a principle determinant in the development of
children of immigrants’ ethnic identity style. “Hope™ is the essential element in predicting the
pathways to positive outcomes in response to negative social mirroring. Buffers that engender
hope in children of immigrants are found in their: ethnic community, through supportive
mechanisms like mentors and role models; family, through such protective buffering as
reflecting positive mirroring and deflecting negative mirroring; and within themselves,
through positive self-perceptions and resilient responses. In addition, material factors such as
economic and educational opportunities play a crucial role in fostering a sense of hope and
aspiration. Paths of hopelessness tend to lead to self-deprecation and self-doubt, which devolve
into self-defeating behaviors and perhaps depression; or anger and acting-out behaviors.
Material factors such as economic and educational opportunities are synergistically connected
to place. The immigration experience lends itself quite well to analysis from an ecological
perspective.

Migration does not root itself in ether. It is rooted in place (and time) and embedded in
a distinct ecological niche. Housing stock, school districts, police-neighborhood relations,
labor markets and transportation, faith-based organizations, and the social service network,
are all grounded in place. Falicov (2003) presents a matrix of the influences that interact to
form the ecological niche that a migrant inhabits: ethnicity and nation of origin; class and
occupation; geography and climate; and religion. For all of these factors the characteristics of
the immigrant or refugee may be well matched or mismatched to the host society. Matching,
or fit, is most powerfully determined by the transactions between migrant and their ecological
niche. While ethnicity/national origin, work, and religion are more obvious in their influence,
geography and climate may not be; however, the transition from a tropical climate to a cold
one, for example, is not an insignificant transition. Also too, there are issues related to geog-
raphy that influence behaviors, such as speech, as demonstrated by the substantive differences
between “mountain” and “lowland” people, and their linguistic dialect.

The ecological perspective with its emphasis on niche, adaptation, transactions, reciprocity
and mutuality, and the goodness-of-fit between people and their environments is well suited to
analyzing the migration experience. The life model (Germain & Gitterman, 1980; Gitterman &
Germain, 2008), with its keen attention to social ecology, life course development, and vertical
and horizontal stressors, offers a practice model that is able to account for the migration
experience in its assessment and intervention strategies. This is clearly demonstrated when the
life model is deployed to understand the mental health of immigrants and refugees.
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Immigration and mental health/illness

Informed by the science of ecology, the life model of social work practice views the human organism
as constantly adapting in an interchange with differential aspects of the social environment.
Both the human organism and the social environment react to each other and change within a
transactional matrix (see Gitterman & Germain, 2008). The person and the environment can
be understood only in terms of their relationship, in which each continually influences the other
within a particular context.

Gitterman (2009) has noted that throughout the life course people attempt to maintain a
harmonious fit with their surrounding environments. This harmonious fit is usually achieved
through a sense of self-efficacy — or when the human organism feels positive and hopeful about
his or her capacity to survive and thrive within multiple social contexts — and the environment’s
responsiveness to human need via provision of life-sustaining resources. Conversely, this noted
harmonious fit might be seriously compromised when the individual lacks adaptive coping
capacities or when such capacities have been placed at risk by psychosocial stress and toxic
environmental conditions. Within the life model (Germain & Gitterman, 1980), stress is con-
ceptualized as a psychosocial state spawned by inconsistencies between the human organism’s
perceived needs and capacities and environmental qualities. As a psychosocial condition, stress
1s the by-product of complex person and environment transactions.

A central tenet of life modeled practice is that individuals will encounter stress or experience
life stressors over the life course. From an ecological perspective, life stressors are caused by
complex and precarious life issues that human organisms perceive as greater than their coping
capacities and environmental resources (see Germain & Gitterman, 1995). According to the life
model, life stressors and the associated stress will arise or become manifested in the following
three interrelated areas of living: life transitions and traumatic life events, environmental
pressures and dysfunctional interpersonal processes. Gitterman (1996, p. 398) has underscored
the fact that while these three life stressors are interrelated, each takes on its own “force” and
“magnitude” and provides direction for multi-method (e.g., individual, family, group and
community practice) and integrative interventions with diverse client systems.

Intervention within the life model is informed by the historic purpose of the social work
profession: to enhance the problem-solving and coping capacities of people; and to promote the
effective and humane operation of systems that provide people with needed resources and
services. While not prescriptive in nature, life modeled practice recognizes that social work
practitioners require a broad repertoire of skills and techniques in addressing the needs of
individuals and families who are overwhelmed by significant life stressors. These skills and
techniques must be aimed at increasing a client’s self-esteem, problem-solving and coping
capacities; facilitating group functioning; and engaging and influencing organizational struc-
tures, social networks and social environmental forces (Gitterman & Germain, 2008). Payne
(2005) has noted the type of therapeutic and socio-environmental skills or techniques that
practitioners may employ when implementing a life model approach with identified clients.
Some of these skills and techniques include: strengthening the client’s motivation towards
change, validation, support, management of emotionally laden content, modeling behavior,
mobilization of environmental supports, case advocacy, mediation and teaching problem-
solving skills.

Piedra and Engstrom (2009) have documented the relevancy of life modeled practice with
immigrant families and their children. They note that the model’s emphasis on factors that
influence vulnerability and oppression, the impact of healthy and unhealthy environmental
contexts, and the consideration of variations in the life course — the developmental path taken
by the human organism — with attention to social and cultural determinants, provides a useful



164 Gregory Acevedo and Manny j. Gonzdlez

framework for social work intervention with immigrants. Echoing Piedra and Engstrom’s (2009)
assertion about the life model and provision of social services to immigrants, we also find that
life modeled practice can be effective in meeting the needs of immigrants who suffer from an
array of mental health conditions.

Life transitions, environmental problems and needs, the effects of acculturation stress and
interpersonal conflict may often compel immigrants to seek out mental health services. Mental
health practitioners (i.e., clinical social workers) then provide services to those recognized as
conventional immigrants, refugees from a variety of cultural and regional origins, and an
unspecified number of undocumented immigrants with a host of legal, economic, and health
concerns. The varying needs of this diverse group constitute a challenge to social work practi-
tioners as they attempt to ease the process of adjustment to a new society. The cultural norms
about mental illness held by diverse immigrant groups complicate service delivery to this
population. Mental illness, perhaps more than any other psychosocial condition, elicits
powerful cultural responses. In many cultures, mental illness is a taboo subject, a cause for
shame among families with a mentally ill member.

For example, Vietnamese have a cultural tendency to consider a mentally ill person to be
born under an unlucky star and ill fated. For some, mental illness brings shame upon the family,
affecting the fortunes and future of the whole family. As such, families are likely to try to care
for the ill member within the confines of the family rather than seck outside help (Ganesan,
Fine, & Lin Yi, 1989). From a life model point of view, this type of life stressor may readily
produce dysfunctional interpersonal processes that may become evident in behaviors such as
scapegoating, rigid alliances, social withdrawal and hostility (Gitterman & Germain, 2008).

Given that life modeled practice accounts for how specific social and cultural determinants
may impact an individual’s developmental trajectory, in working with immigrants social
workers must understand how their culture views mental illness. Working within culturally
sensitive frameworks can greatly enhance service delivery. For instance, one mental health
center partnered with the local curanderos (faith healers) who, operating within a belief system
that spirits inhabit the material world, utilize their healing arts with the Latin American
immigrant community (see Rosenberg, 2000). The mental health center invited these local
healers to help their clients. The clinical and administrative staff at the center found that the
participation of the healers was symbolically important as an acknowledgement of their cultural
place within the community, and as a result, they gained increased participation and credibility
among the Latin American immigrant community. This organizational intervention is
consistent with how the purpose of social work practice is conceptualized within the life model:
“to help people mobilize and draw on personal and environmental resources for effective
coping to alleviate life stressors and the associated stress; and to influence social and physical
environmental forces to be responsive to people’s needs” (Gitterman, 2009, p. 232).

For many immigrants entering a new country, establishing new relationships and leaving
familiar ones and sources of social support represents a complex life transition that, to many,
is traumatic in nature. Urrabazo (2000), for example, has noted the multiple traumas that
undocumented Hispanic families have been exposed to in their attempt to cross the border into
the United States: robbery, sexual assault and physical and psychological torture. The high rate
of violent life events as well as high stress associated with the immigration experience can place
immigrants and at increased risk of a number of the following clinical conditions, as detailed
in the Diagnostic and statistical manual of mental disord